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UNCOMPLICATED CHILDBIRTH

 1
Definition of Child birth
Childbirth refers to the process whereby the fetus makes its way from the womb down the birth canal to the outside world. It includes labour (the process of birth) and delivery (the birth itself). 

1.1
Description

Childbirth usually begins spontaneously, following about 40 weeks after conception, but it may be started by artificial means if the pregnancy continues past 42 weeks gestation. Delivery between 37 and 42 weeks of gestation is considered normal and full-term. A baby born prior to 37 weeks of gestation is considered premature. 

  1.2
Labour
The onset of labour is signaled by regular painful uterine contractions. The average length of labour is about 14 hours for a first pregnancy and about 8 hours in subsequent pregnancies.
1.3
Stages of Labour 

Labour occurs in four stages. The first is the dilation of the cervix, the second is the delivery of the baby, the third is the expulsion of the placenta and membranes and fourth stage is the immediate postpartum. 

2.1
First stage of labour 

The first stage of labour begins with the onset of regular painful contractions. During this stage, the cervix dilates from 0 to 10 cm. The first stage of labour consists of latent, active and transitional phases. 
2.1.1 Latent phase

The latent phase is the early and slow part of labour which begins with the onset of regular painful contractions and lasts until the cervix is dilated by 4 cm. It usually takes 8 hours. During this phase of labour, most women are relatively comfortable and walking around should be encouraged, since it naturally stimulates the process. For a first-time mother, the cervix must be completely effaced before dilatation continues. Effacement is reported in percentages as 50 to 100 percent. The membranes should not be ruptured until the woman is in the second stage in order to prevent infection. 
The role of the midwife during this phase is to monitor and observe maternal and fetal well-being and the progress of labour. 
2.1.2 Active phase 

The active phase of labour is faster and more efficient than the latent phase. In this phase, contractions are longer, more regular and painful, usually occurring about every two to five minutes. Ambulation should be encouraged until the woman is uncomfortable and/or membranes have ruptured.
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2.2
 Management of First Stage of Labour
2.2.1
 Pain Relief In Labour
2.2.2
 Transitional phase

This is the last phase of the first stage of labour. Cervical dilatation continues at a slower rate (8-10 cm). Contractions become more frequent, stronger and last longer. During this phase the woman may exhibit a decreased ability to cope with the contractions. She becomes restless, changes positions and may feel abandoned. As the fetal head continues to descend, the woman begins to feel the urge to "push" or bear down. Active pushing by the mother should not begin until the second stage is confirmed. Pushing too early can cause the cervix to swell or to tear and bleed.

3
 Admission of A Woman in Labour

When a woman in labour reports to the labour ward a number of assessments are carried out to determine the stage of labour. The following are the main areas of assessment:
· Review of antenatal records

· Subjective data

· Objective data

· General physical examination

· Abdominal examination 

· Vaginal assessment (Fetal Position)

· Pelvic assessment

· Laboratory investigations

· Impression

· Diagnosis

· Plan of care

· Documentation
4
Partograph 


4.1
Definition


A tool developed by the World Health Organization (WHO) to monitor, document and 
manage labour. It gives a complete picture of maternal and fetal well-being and labour 
progress at a glance. It also provides guidelines on when labour is no longer normal.
GUIDELINES ON THE USE OF PARTOGRAPH 
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Comfort Measures During First Stage of labour: 

The primary treatment required is assistance with comfort measures and what each mother finds comforting is very individual. During pregnancy women are educated on measures of pain relief during labour. Having comfort measures to refer to will be useful and reassuring for most women in labour. Reassurance is important, as a way of relieving stress during labour as this assists the progression of labour with less pain. Many women find it helpful to have an experienced relative of their choice to provide comfort, reassurance, and information. 
As pain and discomfort increases, women may be tempted to request pain medication. Administration of pain medication should be done regardless of the stage of labour. Injectable, narcotic pain medications are available. They can be given by either intramuscular (IM) or intravenous (IV) routes. When given intravenously, the effects are felt sooner and are shorter in duration. These medications are more likely to affect the fetus, and should be administered with caution. Mothers may experience side effects, such as nausea, vomiting, and dizziness and may, therefore, have a negative attitude towards the pain medication.
Women who use the breathing exercises learnt during the prenatal period find that these can help to cope with the pain experienced during this phase. Some women say that their pain is not greatly diminished, but that they are better able to rest between contractions. 
5.1
Massage Therapy
Some women find massage or therapeutic touch to be quite relaxing during labour. Contractions are sometimes felt quite intensely in the back, and a combination of massage and counterpressure can offer relief. Gentle touch and massage of any area that appears tense will help to relieve stress. This is a good technique to practice before labour begins.
5.2
Maternal well being
· Check the maternal vital signs, blood pressure, pulse rate and respiration hourly and temperature 4 hourly. Elevation of blood pressure may indicate the onset of pre-eclampsia. Elevation of temperature >37.40 C may indicate the development of infection.

·  Avoid over distension of the bladder by encouraging bladder emptying every 2 hours. This will prevent postpartum urinary retention and promote descent of the presenting part. If the patient is uncomfortable with bladder pressure and unable to void spontaneously, catheterization should be done.

· Provide a light diet to the patient, for example, orange squash, black tea or light porridge.
5.3
Fetal well- being

· The fetal heart rate is evaluated every 30 minutes, mostly using the fetal scope. 
· This can be done by looking at the electronic fetal monitor (if used), or by measuring the fetal heart rate following a contraction. 
· Fetal jeopardy is likely if the auscultated fetal heart rate is less than 100 BPM, even if it later rises back to the normal range of 120-160. 
· Persistent fetal tachycardia (greater than 160 BPM) is also of concern

· Check for caput and molding with every vaginal examination(every 4 hours)
· Check the colour of liquor every four hours

5.4
Monitoring progress of labour

· Perform vaginal examinations using the six swab technique. 
· In active labour, progress of at least 1 cm per hour is the expected pattern. 
· If the client feels rectal pressure, an exam is appropriate to see if the cervix is fully dilated.

· Monitor contractions and fetal descent hourly

6
 Second stage of labour 

· Defines as from full dilation of the cervix to the birth of the baby. 
· Anticipatory signs of second stage of labour include expulsive uterine contractions, rupture of membranes, pouting and gaping of the anus. 
· However, second stage of labour is only confirmed by vagina examination when no cervix is felt. 
· Women in the second stage of labour (completely dilated but not yet delivered) usually have their fetal heart rate evaluated every 5 minutes until delivery.
7
Birth of the baby
7.1
 Mechanism of Normal Labour
Allow the woman to adopt the position of her choice:
· Swab vulva using 6 swab technique.
· Do vaginal examination for:
· Cervical dilation – confirmation of second stage 
· Note time, station, sutures and fontanelles
· Explain the findings to the mother.

· Review the pushing technique with the mother.

· Ensure bladder is empty.
· Place pad over the anus to absorb fluids and feces.
· Ask assistant to check fetal heart rate (continues to check after every contraction).
· Note the time when delivery started to see if there is reasonable progress being made with each contraction. 

· With a contraction ask the mother to hold her ankles, take a deep breath and push.

· Guard the perineum.
· As the perineum distends, decide whether episiotomy is necessary 
· The midwife maintains flexion of the fetal head by applying gentle pressure on the presenting part in the direction of the perineum until biparietal diameter of 9.5cm sub occipital bregmatic diameter of 9.5cm are free of the vulva.
· Hood is crowned by the perineum.

· The remainder of the head should not be born too quickly. 
· Ask the woman to stop bearing down and to pant.
· After crowning, let the mother breathe the head out slowly. 
· Check for cord around the neck – check if it is loose, slip it over the baby’s shoulders as baby is born. If tight, clamp it on two sides and cut.
· Swab the eyes from inner to outer canthus.
· Clear secretions from the nostrils.
· Wait for restitution and external rotation of the head to take place (external rotation shows that the shoulders are rotating into AP diameter of the pelvic outlet).
· Place hands on baby’s temporal bones parallel to each other then apply gentle downward traction on the head to allow anterior shoulder slip beneath the symphysis pubis
· Guide the head and trunk in an upward curve to allow the posterior shoulder to escape over the perineum
· Grasp the newborn around the chest to aid the birth of the trunk and lift it toward the woman’s abdomen (lateral flexion).
· Note time of birth
· Dry the newborn quickly and thoughly with a clean, dry towel immediately after birth.
· Wipe the newborn’s eyes with a clean piece of cloth
· Place the newborn in skin to skin contact on the mother’s abdomen and cover with a clean, dry cloth
· Tell the mother sex of baby and time of birth 
· Do APGAR score Apgar testing; Electronic fetal monitoring
· Clamp and cut, or tie and cut cord. 
· Initiate breastfeeding
7.2
Episiotomy 

As the baby's head appears, the perineum may stretch so tight that the baby's progress is slowed down. If there is a risk of tearing the mother's skin, the midwife may choose to make a small incision into the perineum to enlarge the vaginal opening. This is called an episiotomy. The nurse will use a local anesthetic to numb the area. Once the episiotomy is made, the baby is born with a few pushes.

8
The  Third Stage of Labour 

This is from the delivery of the baby to complete delivery of placenta and membranes. It is managed through active management with 10 units of Pitocin. 

After the baby is delivered, the uterus should continue to contract in order to push out the placenta. 

9
The Fourth Stage of Labour
This is from complete delivery of placenta and membranes to 2 hours post delivery. During this period the midwife performs various activities on the mother and the baby. The activities include:
· Note the time of delivery of placenta and membranes.
· Check the uterus to ensure that it is well contracted every 15 minutes. 
· Examine the placenta and membranes.
· Assess blood loss - measure all the blood lost.
· Explain to the woman that she will be left on the delivery bed for two hours.
· Examine the perineum for any tears, lacerations and episiotomy.
· Clean up the woman- remove all wet and dirty linen.
· Replace with clean linen.
· Place a sterile pad over the perineum.
· Suture tears, lacerations, episiotomy if any.
· Let her lie flat in bed with legs crossed.
· Check vital signs every 15 minutes. 

· Help the woman onto a pan to empty bladder, catheterize PRN.
· Recheck uterus and blood loss every 15 minutes.
· Provide her with a cup of tea or porridge.
· Maintain baby to the breast- explain the likely pains to occur with the nursing.
· Keep her informed on whatever is going on.
· Let significant other know the condition of the woman and her baby.
· At the end of two hours, assess her vital signs uterus, bladder and blood loss.
· Record all pertinent data.
· Assist her to get up and have a bath at the end of two hours.
· Examine the baby fully.
· Transfer her to postnatal ward providing a thorough handover note to postnatal midwives.
Helpful Resources:

1. See also BABIES, CONCEPTION, PLACENTAS, PREGNANCY.

2. How painful is childbirth?
