Complicated Obstetrics
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Other notes:
Acceleration of FHR - transient tachycardia may occur w/ fetal activity; abrupt increase of 15
or more, lasting 15 seconds or more, with a return to baseline in less than 2 minutes from
onset

Absence of FHR, variability, or FHR < 70 are nonreassuring patterns; may be caused by fetal
CNS depression; associated with narcotics/barbiturates, fetal hypoxia, acidosis, immaturity

‘Tachycardia - FHR above 160 beats/minute lasting over 10 minutes; may be caused by
maternal fever or dehydration and drugs such as atropine, vistaril, tocolytics: ritodrine
( Yutopar), terabutaline (Brethine)

Bradycardia - FHR below 110 beats/minute lasting over 10 minutes; may be caused by fetal
hypoxia as a result of anesthetics, maternal hypotension, prolonged umbilical cord compression,
or analgesics

used with permission from "NCLEX Review 2003" Rollant Concepts, Inc.



I. Expected Discomforts during Pregnancy 

 

II. Stages and Phases of Labor 

[image: image2.png]Normal Discomforts of Pregnancy

Discomforts

Probable Cause

Relief Measures
(Complications)

FIRST TRIMESTER

Breasts: sensitive,
tender, enlarged, heavy,
full

Urinary frequency

Yawning, tired, sleepy,
fatigue

Nausea, vomiting
may occur any time of day
even though it is termed
‘morning sickness"

Hypertrophy of glandular tissue
Increased blood flow to area
Hormonal effects: Estrogen,
Progesterone, HPL

(human placental lactogen)
Pressure on bladder from
expanding uterus reduces bladder
capacity;

Whether result of relaxin
hormone is questionable; possibly.
caused by sudden chemical
changes in body.

Hormonal effects: increased HCG
Fetal demand for glucose; emotions -
‘ambivalent, anxiety, stressed feelings
about the pregnancy

Firm, supportive bra; even
a nursing bra (UTT)

Pads if needed

Frequent rest periods
Balanced diet to prevent anemia
(inabiity to work)

Small, frequent meals
Limited fluids

Dry crackers, toast with tea
Avoid greasy, fried foods
(FluidElectrolyte Imbalances)

SECOND TRIMESTER
Heartburn, acid taste in

mouth

Easily bleeding qums

Pigmentary changes:
In face: Chioasma;
in abdomen: linea
nigre; darkened
freckles, moles.

Leg cramps

Constipation

Hemodilution

Progestin hormone effect Enlarged
uterus displaces stomach upward

Oral cavity has increased vascularity.

Hormonal — increased melanin &
progestin effect

Calcium-phosphorus imbalance

Hormonal - progestin effect;

slowing down of peristaltic movements
Compression of colon by uterus and
baby

Peaks, Hgb 10.5 HCT 32.0

Avoid fatty foods
Antacids: gelusil, maalox, amphogel
(Electrolyte imbalance)

Extra soft tooth brush, monitor
localized lesions for infection
(Infection)

Reassure mother this is temporary.
and will disappear after delivery
(Depression)

Position relief/changes
Calf stretching
Calcium supplements, milk

Adequate fluids, fruit,

foods with roughage & exercise.
Stool softener but no mineral
ail (tearing of internal
mucosa/infection)

Iron supplement
Increase intake iron foods
(Complaints of anemia
findings)

THIRD TRIMESTER

Urinary incontinence

Hemorrhoids

Low back pain

Insomnia

Varicosities (leg, vulva)

Edems (legs, feet)

Dyspnea, SOB

Leaking of colostrum

Vaginal discharge

Supine hypotension
syndrome, feel faint
(in 2nd & 3rd only)

After lightening/dropping of fetus into
pelvic cavity pushes presenting part
on bladder

Pressure from fetal presenting part
Increased vascular activity

Increased pressure
Fatigue
Poor weight distribution

Increased fetal movements
Muscular cramping
Frequency

Dyspnea

Hereditary disposition
Pelvic vasocongestion

Pull of gravity

Pressure of uterus

Forcing stool in constipation
Immobility, staying in one position for
2 prolonged time

Pressure on diaphragm from expanding|
Uterus

Increased blood supply

Prominent nipples

Hormonal effect: E. PLeukorrrhea -
whitish gray, less acidic, faint musty
odor

Pressure on ascending vena cava by
Uterus

Pelvic floor exercises (Kegal,
pubocogyxgeal): tighten perineal
muscles, relax, then repeat knee.
chest, elevate hips (UT)

Comfort measures, frequent rest
periods, sitting in a tub of warm
water, supporting legs with pillows
(Blesding)

Pelvic exercises: pelvic
rock, pelvic tilt
Pushing, stretching
Comfort massage.

Good posture (strained muscles)
Adequate rest periods

Warm milk at bed time

Relaxing shower

Support with pillows.

Deep breathing
((GC changes - iitabl, lethargic)

Support stockings of entire leg
Changing position frequently
Abdominal support

Keeping legs uncrossed

Periodic resting

Moving around (Phiebitis/DVT)
Support stockings (Phlebitis/DVT)
Elevating legs when possible

Plenty of fluids to serve as a
diuretic
Sitting erect

Deep breathing putting arms
above head, keep weight down
(r/o CHF, PE)

Support bra, pads if
necessary (keep dry, clean)
Keep area clean, dry (infection,
mastitis)

Perineal care PR
Monitor for vaginal infections
esp. yeast (Candidiasis)

Lying on left side with legs flexed
or semi-setting position (Fetal
distress)





[image: image3.png]First Stage of Labor - onset of regular contractions to complete dilation

Latent: Phase I Active: Phase I1 Transition: Phase 111

Time (hours)
8 4 1

Primipara
Multipars 4to5 2 10 to 15 minutes
Cervix
Effacement | 0% t0 50% Compieted 8to10cm
Dilation 0to3cm to 7 cm

Contractions | > 10 min apart

Frequency 30 seconds
Duration  Mild; < 50 mmHg
Intensity

Findings | Abdominal cramps,

backache; generally
excited, alert,
talkative, in control,
follows directions
readily, walking
assists labor
process,
membranes may
rupture

3 to 5 minutes
45 seconds
Moderate: 50 to
75 mmHg

Bloody show starts;
moderate increase
in bloody show and
pain; more
apprehensive;

fear of losing
control; focusing on
self; skin warm &
flushed; may need

medication:
Demerol - 1V, IM,
epidural, or

intrathecal during
active labor;
butorphanol
(Stadol) M, &
fentanyl
(Sublimaze) IV, IM,
epidural or
intrathecal have
less neonatal
depressive effects;
has difficulty
following directions,
supportive actions
help; membranes
may rupture

2 to 3 minutes
60 to 90 seconds
Strong; 75 to
100 mmHg

may be irritable &
panicky; may lose
control; amnesic
between contractions;
perspiring, nausea,
belching, vomiting
common; trembling of
legs; 8 bloody show;
pressure on bladder &
rectum; circumoral
pallor, red face;
unable to follow
directions or
communicate
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III. Cesarean Birth 

A. Definitions 

1. Surgical incision into the uterus and abdominal wall to deliver the fetus 

2. Low transverse incision 

3. Classical incision 

4. Primary cesarean birth 

5. Repeat cesarean birth 

6. Vaginal birth after cesarean 

a. not recommended if client has had prior classical incision or more than one low transverse cesarean section 

B. Data collection 

1. Note maternal risk factors 

2. Observe for dystocia, maternal factors precluding safe vaginal delivery for mother and/or fetus, and rescue of fetus for non-reassuring heart rate or heart rate incompatible with labor 

3. Review of physical preparation of the woman for surgical delivery 

4. Emotional/psychological preparation of the woman for surgical delivery 

5. Review of preparatory measures for surgical intervention 

6. Prompt notification of health care provider in emergency situations involving maternal or fetal emergencies 

7. Management 

a. safely and efficiently perform surgical intervention 

b. provide physical and psychological/emotional support in preparation for procedure 

c. physically prepare client for intraoperative procedure 

d. educate regarding need for preparation, events of intraoperative period and postoperative procedures for well-being 

e. prepare for newborn management 

8. Nursing interventions 

a. if repeat cesarean, review client understanding of preparation, operative procedure and postoperative care 

b. if maternal conditions deteriorate or fetal status becomes incompatible with labor, immediate emergency procedures are instituted 

c. immediate notification of medical personnel, anesthesia, pediatric providers 

d. institute procedures to maintain organ perfusion with particular emphasis on uterine perfusion 

e. obtain surgical and anesthetic consent 

f. bolus the client with intravenous fluids prior to anesthesia 

g. skin preparation and Foley catheter, as ordered 

h. preoperative medication in preparation for anesthesia 

i. nursing presence at bedside to alleviate anxiety, fear and to explain emergency interventions 

j. accompany client to surgical suite and maintain continuity of care 

k. assist with anesthesia conduction/induction 

l. prepare neonatal stabilization and resuscitation equipment 

m. monitor postoperatively until stable 

9. Evaluation 

a. maternal morbidity and mortality are minimized or avoided 

b. neonatal morbidity and mortality are minimized or avoided 

c. client verbalizes understanding of surgical intervention 

d. parental-newborn bonding is supported 

IV. Complications During Pregnancy 

A. [image: image4.png]Second Stage of Labor - complete dilation to birth of newborn

Time 30 to 50 minutes
Primipara 20 minutes
Multipara

Contractions | 2 to 3 minutes
Frequency 60 to 90 seconds

Duration very strong; 100 mm Hg
Intensity
Findings decrease in pain from transition level; increase in bloody show;

pressure on rectum; urge to bear down; bulging perineum; leg
cramps common; client eager, excited, and in control, behavior
change from irritability to great involvement, ready to
worknewborn - HR>100bmp, strong cry, active motion w/flexion
of extremities, cry, completely pink = score of 2 each for the
ApgarApgar: 7-10is good, 3-6 is moderately depressed, 0-2 is
severely depressed (absent HR & respiratory effort, limp, no
reflex irritability, cyanotic or pale)

Third Stage of Labor - delivery of newborn to the delivery of the placenta

Time 5 to 30 minutes

Contractions Strong uterus changing to globular shape

Findings Gush of blood; apparent lengthening of the cord; client focuses
on newborn; excited about birth; feeling of relief.

Fourth Stage of Labor - delivery of the secundines to homeostasis

Time Usually defined as the initial hour of postpartum
Uterus Firm; midline; 2 finger breadths above the umbilicus
Findings Lochia rubia, check for REEDA-redness, ecchymosis, edema,

discharge, approximation; fatigue, thirst, chills, nausea
intermittent dosing; excitement w/ exploration of newborn;
bonding begins; newborn is alert & responsive; first period of
reactivity
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Pregnancy-induced hypertension (PIH) with preeclampsia and eclampsia 

B. Diabetes in pregnancy 

1. Definitions 

a. predisposing factors 

b. classifications 

c. gestational diabetes 

d. goal: euglycemia 

e. risks for mother/pregnancy 

i. stillbirth 

ii. birth canal injury (lacerations of the vaginal tract, fractured pelvis, etc.) 

iii. surgical delivery 

f. risks for the fetus/newborn 

i. macrosomia 

ii. birth trauma/injury (fractured clavicle, Erb's palsy, brain injury) 

iii. neonatal hypoglycemia 

iv. congenital anomalies 

2. Data collection 

i. glucose challenge test (GCT) at 24-28 weeks, if GCT >140 mg/dL proceed to 3 hour oral glucose tolerance test (GTT) 

ii. if GTT positive, dietary controls initiated 

iii. if dietary controls fail to keep FBS <105mg/dL, insulin therapy is initiated 

iv. observe for glycosuria, ketonuria, polydypsia, polyphagia, polyuria 

v. monitor for excessive weight gain or excessive weight loss 

vi. fetal growth is estimated serially with sonograms 

vii. antepartum visits biweekly until 34 weeks, then weekly 

viii. biophysical profile (BPP) at 34 weeks, then weekly 

ix. nonstress tests biweekly 

x. daily fetal movement counts 

xi. client's understanding of findings of hyperinsulinism and ketoacidosis 

b. Management 

i. maintain euglycemia throughout pregnancy 

ii. mother proceeds to term (>37 weeks) with reassuring fetal condition 

iii. delivery of infant without morbidity or mortality 

c. Nursing interventions 

i. monitor blood sugar and report abnormalities 

ii. reinforce education of client regarding: 

1. increased risk for genitourinary infections, dystocia, hydramnios, cesarean birth 

2. diet, glucose screening and insulin administration 

3. treatment for hyperglycemia, hyperinsulinemia and recognize signs of ketoacidosis 

iii. most clients with GDM will return to normal glucose levels after childbirth 

iv. clients with GDM are at greater risk for GDM in future pregnancies 

d. Evaluation 

i. client verbalizes understanding of treatment regime 

ii. client verbalizes understanding of potential complications 

iii. client is hospitalized if complications arise 

iv. maternal/fetal morbidity and mortality are minimized 

C. Anemia in pregnancy 

1. Definitions 

a. physiologic anemia of pregnancy: normal adaptation during pregnancy 

b. iron deficiency anemia: results from poor iron intake 

c. first trimester - Hgb <11g/dL or Hct < 35% 

d. second trimester - Hgb <10.5g/dL or Hct < 35% 

e. third trimester - Hgb < 10g/dL or Hct <33% 

2. Data collection 

a. laboratory values 

b. pallor, listlessness, fatigue 

c. slow capillary refill 

d. poor weight gain 

e. infection, bleeding 

f. fetus: small for gestational age (SGA), intrauterine growth retardation (IUGR) 

3. Management 

a. improve dietary status 

b. monitor for hemorrhagic signs 

c. monitor fetal growth 

4. Nursing interventions 

a. reinforce teaching regarding: 

i. nutritional instructions: iron rich diet, > vitamin C and folic acid 

ii. oral iron supplement 

iii. parenteral iron (Imferon) if necessary 

iv. need to take oral supplements with orange juice for absorption and between meals 

v. include roughage and eight glasses water to prevent constipation 

vi. diet, fluids, medication, presence of black stools 

b. discuss the need to space activities 

5. Evaluation 

a. maternal laboratory values will improve 

b. maternal energy levels will improve 

c. fetal growth will be maintained within normal levels 

d. client will verbalize foods in iron rich diet, oral iron regime and findings to report to health care provider 

D. Cardiovascular disorders in pregnancy 

1. Definitions 

a. classifications I, II, III and IV  cardiac disease are all exacerbated by pregnancy related to the normal physiological increases in blood volume and heart work 

Definitions of Heart Disease Classifications


b. evaluation of cardiac status is determined at the end of the first trimester and at approximately 28 to 32 weeks 

c. cardiac decompensation in pregnancy 

2. Data collection 

a. establish cardiac defect classification 

b. establish maternal activity expectations related to classification 

c. monitor and educate client as to findings of cardiac decompensation 

d. weekly or twice monthly visits related to classification 

e. monitor fetal well-being with sonogram, biophysical profile (BPP), nonstress test (NST) 

f. counsel regarding activity and rest periods, nutrition, and medications 

g. educate regarding delivery plans and postpartum plans 

h. dyspnea, palpitations, syncope and edema occur commonly in pregnancy and can mask findings of developing or worsening cardiac conditions 

3. Management 

i. maternal health will suffer minimal adverse effects 

ii. client will accept activity restrictions to maintain maternal/fetal well-being 

iii. client and newborn will be successfully delivered 

iv. maternal cardiac condition will stabilize postpartum 

4. Nursing interventions (depend on classification) 

i. class I: obtain additional rest, seek early treatment for infection, plan normal vaginal delivery unless valve lesions preclude pushing, then regional anesthesia and extraction 

ii. class II: avoid strenuous exercise, administer prophylactic antibiotics in labor and medication for normal heart work, plan vaginal delivery with oxygen, regional anesthesia and fetal extraction 

iii. class III: reduce physical activity, eliminate stress, administer prophylactic antibiotics in labor and medication for normal heart work, plan induction of labor with cardiac monitoring, oxygen, regional anesthesia and fetal extraction 

iv. class IV: recommend early therapeutic abortion, as 50% mortality rate with birth. Vaginal delivery in intensive care setting with invasive cardiac monitoring, regional anesthesia, and birth extraction. Cardiac specialist in attendance. 

5. Evaluation 

i. maternal cardiac status undergoes minimal deterioration and morbidity 

ii. maternal mortality is reduced 

iii. fetal well-being is maintained with minimal morbidity and no mortality 

iv. client understands consequences and potential outcome of pregnancy 

E. Rh Sensitization in Pregnancy 

1. Definitions 

a. sensitization which occurs when incompatible blood component of infant's blood stimulates anitgen-antibody reaction in mother 
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b. seen particularly in Rh negative clients with Rh positive infant 

c. other blood incompatibilities may also occur (ABO incompatibility) 

2. Data collection 

a. maternal blood type and Rh are assessed 

b. indirect Coombs is assessed to detect sensitization of mother 

c. direct Coombs is done on the cord blood 

d. assessment of maternal history of blood transfusions, previous pregnancies, previous spontaneous and induced abortions, and blood type and Rh of father 

3. Nursing interventions 

a. Rh and blood type are reviewed and maternal history is assessed for potential incompatability, Rh titers are repeated periodically if incompatibility is suspected 

b. rhogam (Rh immune globulin -RhIgG) is administered at 28 weeks, after abortion, ectopic pregnancy, amniocentesis, version of breech or in any situation in which maternal and fetal blood may interface 

c. sonogram is done and repeated if incompatability is suspected 

d. amniocentesis is used to determine and monitor disease process of erythroblastosis fetalis in the fetus 

e. fetal transfusion may be administered 

f. newborn is examined for hyperbilirubinemia, anemia and edema following delivery 

g. newborn ABO, Rh, direct Coomb's, CBC and bilirubin level are assessed immediately after delivery 

h. if indirect Coomb's is positive in woman following delivery RhIgG is administered within 72 hours 

i. client should verbalize understanding of Rh type and treatment necessary to prevent fetal complications in this pregnancy and future pregnancies 

4. Evaluation 

a. maternal antigen-antibody status is appropriately monitored 

b. fetal sensitization and RBC hemolysis is negated or minimal 

F. Hyperemesis gravidarum 

1. Definitions 

a. nausea and profuse vomiting that results in electrolyte, nutritional and metabolic imbalances 

b. results in electrolyte, nutritional and metabolic imbalances 

c. etiology unknown, suspected cause elevated estrogen and HCG levels 

2. Data collection 

a. monitor amount of vomiting, retching, nausea, weight loss, signs of starvation, dehydration status 

b. assess laboratory values: electrolytes, CBC, BUN, urinalysis 

c. observe for ketoacidosis (from loss of intestinal juices), hypokalemia, tachycardia, fever, hypovolemia and oliguria 

d. observe for mental confusion, ataxia, jaundice 

e. observe for fetal non-reassuring heart rate 

3. Management 

a. stop the vomiting 

b. reestablish normal fluid and electrolyte balance 

c. provide dietary counseling 

d. improve maternal and fetal health status 

e. Nursing interventions 

i. discuss disease process and treatment 

ii. monitor intake, output and weight status 

iii. administer sedatives and/or antiemetics as ordered 

iv. begin oral feedings slowly with frequent small meals/fluids 

v. assist with total parenteral nutrition (TPN), as required 

vi. prepare client for self-care 

vii. encourage verbalization of client's feelings 

f. Evaluation 

i. normal hydration and electrolyte balance 

ii. fetal well-being is noted 

iii. maternal understanding of diet, fluid intake, symptoms to report to health care provider 

During pregnancy
· If the maternal pancreas is unable to increase insulin production sufficiently, gestational diabetes mellitus results 

· Maternal hyperglycemia results in glucose crossing the placenta and the fetus manufacturing insulin 

· Insulin in the fetus acts as a growth hormone producing a large-size, macrosomic infant 

· Shoulder dystocia is the most common complication of vaginal delivery in large-size infants 

· Maternal insulin needs are dramatically reduced following delivery 

· Newborns of diabetic mothers may incur birth injury, hyperbilirubinemia, hypoglycemia, and neurologic damage 

· Euglycemia is the most important factor in avoiding maternal/fetal complications 

· Anemia in pregnancy is associated with abortion, infection, pregnancy induced hypertension, preterm labor and heart failure 

· Fetal problems from anemia of mother include growth retardation with associated morbidity and mortality 

· Daily logs of dietary intake may help the client focus on positive improvement 

· Pica is the craving by pregnant client for nonfood substances from low iron 

· Failure to correct nutritional imbalances in pregnancy can result in intrauterine growth retardation, central nervous system malformations and fetal death 

· Failure to correct nutritional imbalances in pregnancy can result in severe dehydration, metabolic alkalosis, ketosis, cardiac dysrhythmias and death for the woman 

· Maternal understanding of the disease process and recommended therapies may provide impetus for self-care 

· Normal pregnancy cardiovascular changes increase the heart's workload 

· Cardiac disease in pregnancy can deteriorate rapidly 

· Client must verbalize understanding of cardiac findings indicating complications 

· Pregnant cardiac clients must be monitored closely for decompensation 

· Cardiac output maximizes at approximatley 28 weeks; is increased during labor and is at its highest during first hour postpartum 

· Class II-IV cardiac clients should labor side-lying, semi-Fowler's to facilitate cardiac emptying; pulse oximetry should be used to monitor tissue prefusion; and cardiac monitoring should be maintained 

· Class II-IV cardiac clients should have induction, regional anesthesia, should not push during birth, legs should never be higher than the heart and should be monitored intensively following delivery 

· Failure to detect blood incompatability with the fetus can result in RBC hemolysis and severe morbidity or mortality 

· RhoGAM should be administered to all sensitized client's within 72 hours following delivery, miscarriage, or abortion 

II. Complications during labor and delivery 

1. Dystocia 

· Definition 

· painful, difficult, prolonged labor and birth resulting in failure to efface, and/or descend within an expected time frame 

· fetal dystocia 

· pelvic dystocia 

· uterine dystocia 

· hypotonic dysfunction 

· hypertonic dysfunction 

· CPD - cephalopelvic disproportion 

· Data collection 

· monitor uterine contraction frequency, intensity, duration 

· observe effacement, dilation and descent 

· observe uterine resting tone for hypertonus 

· monitor fetal heart rate for non-reassuring pattern 

· observe fetal presenting part for molding, asyncliticism 

· monitor maternal coping skills 

· monitor amniotic fluid 

· Management 

· establish cause for dystocia 

a. powers 

b. passage 

c. passenger 

d. maternal position 

e. psychologic responses 

· treat cause of dystocia for vaginal delivery 

· prepare for cesarean birth if approrpriate 

· Nursing interventions 

· evaluate fetal status for size, position and reassuring heart rate 

· evaluate pelvic parameters for adequacy, empty bladder 

· evaluate uterine activity for frequency, intensity and duration 

· provide sedation and rest if appropriate in latent phase, ambulation in active phase, maternal repositioning to turn fetal head position, and hydration 

· prepare for pitocin augmentation if in active phase 

· provide adequate physical and emotional support for pain 

· provide pain relief if appropriate 

· prepare for cesarean birth if appropriate 

· prepare for shoulder dystocia if macrosomic 

· prepare for neonatal resuscitation if necessary 

· Evaluation 

· progress toward birth is made hourly 

· maternal and fetal status reflect well-being 

· monitor maternal and fetal status closely post delivery 

2. Emergency birth 

· Definitions 

· birth of the newborn in the absence of expected health care provider (health care provider and/or midwife) 

· precipitous labor 

· precipitous birth 

· Data collection 

· assess contractions for excessively strong (titanic-like) frequency (tachysystole), or excessively long contractions 

· review history for previous precipitous labor 

· assess for lax maternal soft tissue or large pelvis 

· assess for SGA or preterm fetus 

· primigravida cervical dilatation > 5 cm/hr 

· multigravida cervical dilatation > 10 cm/hr 

· rapid fetal descent 

· increased bloody show, initiation of and strong expulsive efforts 

· Management 

· safe conduct of birth with minimal maternal soft tissue trauma 

· safe conduct of birth with minimal fetal trauma 

· preparation for neonatal resuscitation and stabilization 

· anticipation of postpartum hemorrhage 

· Nursing interventions 

· constant nursing attendance at bedside and monitor mother and fetal heart rate (FHR) 

· notification of appropriate health care provider 

· preparation for emergency delivery (supplies and personnel) 

· emotional and physical support of client 

· discontinue oxytocin if being administered 

· neonatal resuscitation prepared 

· support of perineum and allow gradual extension, restitution and shoulder delivery, be prepared for cord around the neck 

· delivery of newborn by most qualified personnel 

· medication available for postpartum hemorrhage 

· support parental-newborn attachment 

· prepare for and assist placental delivery if separating 

· Evaluation 

· maternal condition supported 

· maternal trauma to soft tissue minimized 

· newborn stabilized 

· minimal newborn trauma 

· adequate post-delivery care for mother and newborn 

3. Prolapsed cord 

· Definitions 

· displacement of the umbilical cord in front of presenting part 

· historical data predisposes to prolapse 

· Data collection 

· note characteristic, color and nature of amniotic fluid when membranes rupture 

· vaginal examination for location of presenting part 

· observe for fetal non-reassuring heart rate: severe variables or bradycardia 

· palpate or observe for umbilical cord if bradycardia occurs 

· monitor for moderate to variable decelerations of fetal heart rate 

· Management 

· maintain placental perfusion 

· maintain cord circulation 

· provide for expeditious delivery 

· assemble and prepare for newborn resuscitation 

· Nursing interventions 

· persistent vaginal examination to dislodge presenting part and relieve cord pressure 

· Trendelenberg position or elevate client's hips on pillows to keep fetal presenting part off the prolapsed cord 

· tocolysis therapy may be given per provider order 

· maintain placental perfusion: 

· initiate oxygen therapy 

· deliver an IV fluid bolus 

· help client to maintain knee-chest position 

· do not manipulate or replace cord secondary to vasospasms 

· immediate notification of health care provider 

· prepare for newborn resuscitation 

· prepare for emergency cesarean section 

· provide for the physical and emotional needs of the parents ina calm environment 

· Evaluation 

· provide care to avoid prolapse of cord 

· response to prolapse is efficient and effective 

· fetal and maternal well being is maintained 

· expeditious delivery of a healthy newborn is achieved 

4. Postpartum hemorrhage 

· Definitions 

· blood loss > 500ml in vaginal delivery; > 1000ml in cesarean delivery 

· hematocrit change of 10% or greater 

· classifications: 

a. early (within 24 hours) 

b. late (after 24 hours) 

· most common causes: uterine atony, multiparas 

· Data collection 

· observe for predisposing risk factors 


 

· observe for intrapartum events that increase potential for postpartum hemorrhage: 

a. prolonged labor 

b. cesarean birth 

c. oxytocin induction of labor 

d. uterine infection 

e. overdistention of the uterus 

· palpate uterine fundus; check that it is midline; if deviated most likely bladder is full 

· observe amount of lochia rubra, consistency and presence of clots 

· palpate bladder fullness - since full bladder impedes uterine contracting 

· monitor pain relief 

· observe vital signs and for findings of hypovolemia 

· Management 

· maintain normal vital signs 

· control maternal hemorrhage 

· maintain hemodynamics 

· Nursing interventions 

· support cardiac output 

· massage uterine fundus and expel clots, if bleeding 

· facilitate bladder emptying 

· do pad count for number and amount of saturation 

· hydrate with intravenous fluids 

· administer oxygen to provide organ perfusion PRN 

· monitor oxytocics as ordered 

· reinforce purpose of interventions and self-care actions 

· Evaluation 

· maternal vital signs stabilize 

· hemorrhage is controlled or minimized properly 

· maternal morbidity/mortality is avoided 

5. Fetal heart rate decelerations</OL< ol>


Complications during labor and delivery

· Normal labor progress in active labor is 1.2cm/hr for primiparas and 1.5cm/hr for multiparas 

· Prolonged labor at any stage should be evaluated for fetal, pelvic or uterine dysfunction 

· Pain and anxiety can impede labor progress 

· Vaginal birth is the birth method of choice and interventions should be directed at accomplishing that goal 

· Cesarean birth is utilized to rescue the infant when fetal, pelvic or uterine dysfunction cannot be overcome 

· Maintenance of a calm, soothing environment is necessary 

· Efficient and effective gathering of supplies and personnel is imperative 

· Maintain eye contact and verbal contact with woman to provide support 

· Assist mother to birth as slowly as possible to prevent maternal/newborn trauma 

· Be prepared to assist newborn transition to extrauterine environment 

· Anticipate predisposing factors for prolapsed cord 

· Gentle displacement of cord with sterile glove to relieve pressure 

· Inform and support mother in emergency 

· Prepare for expeditious birth - usually cesarean 

· Surgical intervention has associated complications of increased infection, increased postoperative hemorrhage, increased morbidity and potential of increased mortality 

· Surgical delivery of the newborn reduces mechanical compression of the chest. It may potentiate respiratory difficulties in the newborn such as Transient Tachypnea of the Newborn. 

· Surgical delivery is to be avoided except to rescue the fetus or to alleviate maternal morbidity 

· Severe postpartum hemorrhage may result in organ failure, DIC, and/or mortality 

· Estimation of bleeding is critical 

· Uterine massage is the first line of defense against excessive hemorrhage 

· Oxytocins are used to contract the uterus 

Rh Sensitization – Facts to Remember


A potential problem exists when an Rh- mother and an Rh+ father conceive a child who is Rh+. The mother may produce antibodies to her fetus’s Rh+ blood. 


Sensitization can be detected by: 


indirect Coombs’ test or antibody screen - mother's blood used to measure number and presence of maternal Rh+ antibodies 


direct Coombs’ test – infant’s blood used to detect antibody coated Rh+ RBCs 


If mother's indirect Coombs’ test is negative and infant’s direct Coombs’ test is negative, mother is given Rh immune globulin within 72 hour after birth. 


If mother’s indirect Coombs’ test is positive and her Rh+ baby has a positive direct Coombs’ test, Rh immune globulin is not given. Instead, infant is monitored for hemolytic disease 


Rh immune globulin is administered after each amniocentesis and abortion, spontaneous or therapeutic. 


Effects are found in fetal blood of future pregnancies, not the first 








Risk Factors for Postpartum Hemorrhage


Uterine atony 


over extended uterus – large or multiple fetuses, hydramnios (excess of amniotic fluid in uterus) anesthesia and analgesia


high parity


prolonged labor, oxytocin-induced labor


trauma during labor and birth – forceps birth, cesarean birth 


Retained placental fragments 


Inversion of the uterus 


Coagulation disorders 


Prophylaxis for pregnancy related complications - magnesium sulfate administration during labor 


Lacerations of birth canal 











