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"ntdown to Labor

pressure
ay have loose stools






sessment of the Woman
in Labor

w many weeks pregnant - due
? (37-42 weeks from LMP is full

e? Complications

- @ How many pregnancies? Vaginal
births, cesarean sections, abortions?

*Rough rule of thumb - if fundus is
above umbilicus, baby is potentially
viable ( viability is 23-24 weeks)



Assessment of the Woman
In Labor

actions? How far apart? For
?

&= Blee Ing
 fluid?

‘= Baby moving?
B Urge to push - Rectal pressure?
5 Drugs/ medications?

Active labor usually 2-3 min apart
and lasting 60 sec

ater break? Color of




First-stage labor -cervix thins, softens, opens to 10 cm
dilation

Prodromal (early) labor 0-4 cm
Active labor 4-10 cm

Transition 8-10 cm
Second-stage labor - Delivery
Third-stage labor - Placenta




drte Labor vs False Labor

False Labor

Pain starts in the back and
oves to the front

Walking increases intensity

Bloody show often present

Cervix effaced and dilated
Presenting part descends

Irregular contractions

No change in pattern over
time

Pain felt mostly in front

No change with walking—or
change in activity may stop
them altogether

No bloody show

No change in cervix or fetal
descent




tay and Deliver or
lransport?

to the hospital?
id labor?

nvolu shing/rectal

- pressure? |
Rupture of membranes?
Complications?

Bulging perineum?

Crowning?

= “I'm having the baby - NOW!”




Setting up for Delivery

1111

Respect modesty -
private setting if
possible

Warm room or

~ ambulance if possible
| IV access- if there is

time
Backup ambulance -

esp. if complications
expected



=gipment on Hand

’ blankets/ Towels/ Bath
ots/ Hat /Underpads

71 Gauze spot

Cord Clamps
B Scissors/ Scalpel
Placenta container

- Baby resuscitation kit
Oxygen/ OB medications



1 Maternal urine/feces
1 Mother may have genital infections

1 Gown/ gloves/ mask/ eye
~ protection recommended



Ynal Positioning
lat on her back!

owlers - Pillow’s under mother’s

= Squatting is most natural, but not very
practical for EMS

On or above a soft surface

‘Mom should be curled in a “C”- chin
on chest, back pushed outward






Crowning

ead reaches pelvic floor, mother
xpel feces, bulging of

, scalp visible

ida - Typically slow
progress - nce, retreat

“Multip” - Can be VERY rapid - be
~ ready for anything

- Support perineum with hand
(holding gauze pad)

- Apply counter-pressure to fetal head







SUPpPort the head. No force is
necessary.



“head is out...

nuchal (neck) cord
ead or around shoulders

baby will slide out. Unwrap the cord
immediately. baby out and unwrap cord

or
o Double clamp and cut- with scissors not scalpel!






elivering Shoulders

mom to push

Guide bo&y pwards and deliver to bed or
to maternal abdomen

Do not pull or twist head!
Babies are SLIPPERY!









sbimulating the Newborn

diately cover with warm baby
ind baby hat. Preserve heat

Position, open airway, suction
mouth, then nose with bulb or wall
suction set to 100 mmHg

Stimulate baby by rubbing back and
flicking feet

= Check pulse by palpating cord

= Replace wet linen quickly






' aSsuring Signs

Breathes or cries

Centrally pink after a few minutes of
breathing






pgar Scoring

0 1 2

Body pink, Pink all over
extremities
blue

nder 100 BPM Over 100

Absent

BPM
No response Grimace Cough,
uction sneeze, cry
Limp Some flexion Active
one) of extremities movement
Apnea Slow and Strong cry

irregular






 after birth)

Irreg resps with p‘ ses of 5 to 15 seconds
normal

= Rales may persist for an hour or so.
Blue or white hands and feet are normal
= Face may be bruised and purple






ecipitous Delivery

ips can deliver in one push,

@ May deliver on toilet in response to
- rectal pressure

= Don't let a multip in advanced
labor walk to the ambulance



Cipitous Delivery

ot let baby fall!
soft landing
born rapidly

= Babies usually do well if term



ord Cutting

ay wait until cord stops pulsing -
ate at mothers end of cord

s 2 inches apart, 6 inches from
t between

@ May d to cut cord

=@ If only onec , place by the baby
and cut on mothers side or improvise
substitute

@ Beware of spurting blood
m It's fine not to cut the cord at all






enta Delivery

ta is probably ready when:
or gush of blood

e as hard mass

Hemorrhage can occur before or after
placental delivery



Jlacental Delivery

Don’t wait to transport- placenta may
delayed.

eeding may help placenta
1 Alwa liver with a contraction and
- maternal ¢ L

- @ Place hand abov
in to guard uterus

= With other hand traction on
cord.

5 [f membranes last to emerge, tease
- them out slowly .

pubic bone and press












lacental Delivery

mediately massage uterus (which
ill be a few inches below umbilicus)
irm. Bleeding should almost

missing pie

= Save in bag or bowl for the hospital to
inspect

= Total blood loss is rarely more than

500 cc - blood draining from placenta
through umbilical cord doesn’t count






PDocumentation

osition of the infant at birth
sence of nuchal cord

ent of infant
delivery

Time of placenta
Appearance and intactness of placenta
Any observed tearing of perineum
Mother and infant’s condition

Estimated blood loss
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“Third Stage
Hemorrhage

is still undelivered, but mother



stpartum Hemorrhage

ur immediately after

' Usually atony

More likely with overstretched or
overworked uterus - large baby, fast
labor, excessive fluid, grand multip
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Immediately massage uterus aggressively
until it feels rigid

Prepare for shock- large bore IV and O2
with rapid transport

Pitocin or methergine?
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Breastfeeding can control
atony



ulder Dystocia

Shoulder wedges under maternal
ic bone upon delivery of the head

@ Occurs with 5 to 7% of large babies
~ (over about 9 pounds)

= 50 % of shoulder dystocias occur with
average sized babies



ulder Dystocia

atch for “Turtle sign”

other into McRoberts position
ck with hips elevated and
ck towards armpits)

es firm suprapubic

Assi
pressure

Mother pushes HARD while birth
attendant grasps head and guides
firmly downward until anterior
shoulder appears

Usually this will resolve dystocia







iulder Dystocia

uccessful, flip mother quickly
ds and knees

and press down while

“mother until posterior
shoulder appears, then guide head
upwards to deliver anterior

- shoulder

This will resolve most stubborn
- cases of shoulder dystocia







oulder Dystocia

essful, transport rapidly

r on hands and knees, on
() 5.
| Repeatedly a
~enroute

ave mother rock pelvis between
attempts

pt to deliver infant



ulder Dystocia

dystocia resolves:

robably need

Mother is lik hemorrhage



Vertex

= ideal presentation because smallest
diameters present

= Baby dilates cervix and perineum with top

of head




Face Presentation

m Often associated with
anomalies

= Chin faces pubic bone

= May have airway
problems due to facial
swelling
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Shoulder/ Arm
Presentation

= Do not attempt to deliver
= Rapid transport




= Breech 3 to 4 percent of full term, more
common with preemies

= High risk of complications




vesentations- breech

‘ ds off the breech!”. Encourage

ithout assistance. May
5 to encourage back to
rotate upwar |






‘more than parallel to floor

- Suprapubic pressure may help
deliver head






Malpresentations -Breech

ad does not deliver, make airway

sport with mom on O2 and

Avoid handlin ;
and moist

- B Have mom push with contractions
while you continue lifting body and
suprapubic pressure

@ Mother is likely to hemorrhage after
delivery

cord, keep it warm



[dipresentations
d prolapse

common with non-vertex positions

knee chest or supine with

Insert sterile gloved hand and push
presenting part off cord

Put mom on high flow O2

Rapid transport for immediate c-section
with your hand in place






Knee chest



Tant Resuscitation
Meconium

bowel movement in fluid
ellow or green, Thick - Pea

‘@ Suction on ineum

= If baby vigorous, great

If not, intubate, endotracheal
suctioning before first breath until
~ airway clear

= Beware of vagal response



nt Resuscitation
Asphyxia

imary - will begin to breathe
inimal stimulation

— Needs positive
tilation

= Can't tell primary from secondary
in clinical presentation



1t Resuscitation

e risk factors for a baby that may
esuscitation:

ampsia/ hypertension
= Meconium in fluid

» Fetal abnormalities

= Malpresentations

= May be totally unexpected







Yosition fo
5 Stimulate back and |
Replace wet linen and put on hat

If stimulation not effective and baby is not
breathing after 20 seconds, must start
ventilations







Nt Resuscitation

eathing, heart rate over 1007
lor
d mucus membranes? Great!

= 5 liters per min
= Hold tubing half-inch from infant’s nose and
mouth

= Gradually withdraw after baby pinks






Nt Resuscitation

athing or pulse under 100?
ressure ventilations
itfing position - towel under

® Proper fittin
= 60 times a minute
100% O2, compress with fingertips

m Ventilate for 30 seconds, then if baby is
breathing/ and heartrate over 100,
- gradually wean

with good seal






Tant Resuscitation

ter 30 seconds of effective ventilation, if
art rate less than 60 (or 60-80 and not
easing):

mpressions

s with hands encircling -or-
of one hand positioned
over sternu low the nipple line and
above the xyphoid)

‘& 90 compressions with 30 ventilations per
minute - three compressions, pause to
give one ventilation

@ After 30 seconds of compressions with
effective ventilations, if no improvement,
drug therapy and intubation
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1fant Resuscitation

bate if suctioning for meconium or
ged ventilations

= Narcan 0.1 <g, [V or ET - but NOT
to infant of chronic narcotic user or the
baby may seize

= Volume expanders - LR or NS only if
infant is clearly hypovolemic 10 cc/kilo
over 10 minutes

= Reassess every 30 seconds






t Resuscitation

B Severe ar‘i'o s and no signs of
- life (such as open skull)



fEW 1inutes after birth. ..
Lause for concern

d face cyanotic or pale
vith respirations

Retractions with breathing

Floppy tone
1 Heart rate below 100
Apnea







ANt Resuscitation

ies need little more than
warmth, and suctioning

the extent of cardiac
medications is

esuscl
compressions
very rare




. Practice builds confidence..
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Special thanks to my
clients and
coworkers, who
generously allowed
me to use images of
their babies, and also
took the photographs
that show me
attending births.
-Bonnie U Gruenberg
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