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                                     ASSIGNMENT

· Use of partograph in the management of first stage of labour
· Management of second and third stage of labour
           USE OF PARTOGRAPH IN THE MANAGEMENT OF FIRST STAGE OF LABOUR 

            DEFINITION OF PARTOGRAPH  

 A partogram is a chart on which the progress of labour over time can be presented.   It is also used to monitor and record the progress of labour.A partogram is a chart on which the progress of labour over time can be presented. You will notice that provision has been made on the chart to record all the important observations regarding the condition of the mother, the condition of the fetus, and the progress of labour. The first oblique line on the partogram called the alert line. It represents a rate of cervical dilatation of 1 cm per hour. The alert line represents the minimum progress in cervical dilatation which is acceptable during the active phase of the first stage of labour while the second oblique line on the partogram called  the action line. It is a chart in which features of labour are entered in a visual graphic form to provide an early identification of deviations from normal and it is an integral part of  intrapartum record keeping. 

The partograph (or partogram) is the most commonly used labour  monitoring                                   tool, widely supported by health professionals and recommended by the World Health Organisation (WHO) for use in active labour. The purpose of the partograph is to enable health professionals to monitor wellbeing and progress in labour and provide timely intervention when required
.

This chart include special recordings at 15minutes interval:

· Fetal heart rate
· Maternal temperature,pulse and blood pressure
· Frequency and strength of contractions every 10minutes
· Descent of the presenting part
· Cervical effacement and dilation
· Colour of amniotic fluid
· Degree of caput succedaneum/moulding
· Fluid balance
· Urine analysis
· Drugs administered.
The partogram

The condition of the mother, the condition of the fetus, and the progress of labour are recorded on the partogram.

Recording the condition of the mother
1).  Recording the blood pressure, pulse and temperature

The maternal blood pressure, pulse and temperature should be recorded on the partogram.

2)  Recording the urinary data
Volume is recorded in ml.

Protein is recorded as 0 to 4+.

Ketones are recorded as 0 to 4+
Recording the condition of the fetus

3)  Recording the fetal heart rate pattern
The following two observations must be recorded on the partogram

The baseline heart rate.

The presence or absence of decelerations. If decelerations are present, you must record whether they are early or late decelerations 

4)  Recording the liquor findings

Three symbols are used:

I = Intact membranes.

C = Clear liquor draining.

M = Meconium-stained liquor draining 

E. How often should you record the liquor findings?

The recordings should be made:

At each vaginal examination; Whenever a change in the liquor is noted, e.g. when the membranes rupture or if the patient starts to drain meconium-stained liquor after having had clear liquor before.

Recording the progress of labour

5). Recording the cervical dilatation

Cervical dilatation is measured in cm and then recorded by marking an ‘X’ on the partogram.
6).  Recording the length of the cervix (effacement)

The length of the cervix is recorded by drawing a thick, vertical line on the same part of the chart that is used for the cervical dilatation. The length of the line drawn indicates the length of the endocervical canal in cm. It is drawn on the chart whenever the cervical dilatation is recorded. Alternatively, the length of the endocervical canal, measured in cm or mm, can be noted in the space provided.

7). Recording the amount of the head palpable above the brim of the pelvis (descent and engagement)

The findings are recorded by marking an ‘O’ on the partogram. Recording the cervical dilatation, cervical length, the amount of fetal head above the brim, position of the head, and moulding on the partogram. Recording the cervical dilatation, cervical length, the amount of fetal head above the brim, position of the head, and moulding on the partogram.
8).  Recording the position of the fetal head

The position of the fetal head is recorded by marking the ‘O’ with fontanelles and the sagittal suture. Alternatively, the position can be noted (e.g. ROA) in the space provided. This is recorded at every vaginal examination.

8). Recording moulding of the fetal head
The degree of moulding (i.e. 0 to 3+) is also recorded on the partogram.

9). Recording the duration of contractions

The duration of contractions is also recorded on the partogram. The block is stippled if the contractions last less than 20 seconds (i.e. weak contractions), the block is striped if the contractions last between 20 and 40 seconds (i.e. moderate contractions) and the block is coloured in completely if the contractions last 40 seconds or longer (i.e. strong contractions).

10). Recording the frequency of contractions

The number of contractions occurring within 10 minutes is recorded by marking off 1 block for each contraction, e.g. 2 blocks marked off equals 2 contractions in 10 minutes, 4 blocks marked off equals 4 contractions in 10 minutes, and 5 blocks if 5 or more contractions in 10 minutes .
11). Recording drugs and intravenous fluid given during labour

In the space provided on the partogram you should record: 
The name of the drug.

The dose of the drug given.

The time the drug was given.

The type of intravenous fluid.

The time the intravenous fluid was started.

The rate of administration.

The amount of intravenous fluid given (after completion).
12).  Assessment and management
After each examination an assessment must be made and recorded on the partogram. All management in labour must also be recorded on the partogram.

13). Recording the time on the partogram :The time, to the nearest half hour, should also be entered on the partogram whenever an observation is recorded, medication is given, an assessment is made or management is altered.

MANAGEMENT OF SECOND STAGE OF LABOUR

Its beginning is identified by: The patient feels the desire to defecate. The contractions become more prolonged and painful.Reflex desire to bear down during the contractions.The expulsive effort is accompanied by sustained expiratory grunt. Rupture of membranes, although this is not specific as it may occur earlier even before start of labour " prelabour rupture of membranes" or later even to the degree that the foetus is delivered in an intact sac.Full dilatation of the cervix (10 cm) in between uterine contractions is the most sure sign.

Delivery room: The patient is transferred on a wheel or trolley to the delivery room.Put her in the lithotomy position. The lower abdomen, upper parts of the thighs, vulva and perineum are swabbed with antiseptic lotion.Sterile legs and towels are applied. 

Bearing down: Ask the patient to bear down during contractions and relax in between.Delivery of the head. The main aim during delivery of the head is to prevent perineal lacerations through the following instructions:i) Support of the perineum: When the labia start to separate by the head, a sterile pad is placed over the perineum and press on it with the right hand during uterine contractions. This is continued until crowning occurs to maintain flexion of the head.

Crowning: is the permanent distension of the vulval ring by the foetal head like a crown on the head. The head does not recede back in between uterine contractions.This means that the biparietal diameter is just passed the vulval ring and the occipital prominence escapes under the symphysis pubis. After crowning, allow slow extension of the head so the vulva is distended by the suboccipito frontal diameter 10 cm.If the head is allowed to extend before crowning the vulva will be distended by the occipito-frontal 11.5 cm increasing the incidence of perineal lacerations. Ritgen manoeuvre: upward pressure on the perineum by the right hand and downward pressure on the occiput by the left hand to control the extension of the head. 

Episiotomy:

It is done at crowning when the perineum is stretched to the degree that it is about to tear.

Swab and aspirate: the mouth and nose once the head is delivered before respiration is initiated and the liquor, meconium or blood is inhaled.

Coils of the umbilical cord: if present around the neck are slipped over the head but if tight or multiple they are cut between 2 clamps.

Delivery of the shoulders: Gentle downward traction is applied to the head till the anterior shoulder slips under the symphysis pubis. The head is lifted upwards to deliver the posterior shoulder first then downwards to deliver the anterior shoulder. Delivery of the remainder of the body Usually slips without difficulty otherwise gentle traction is applied to complete delivery.

Clamping the cord: The baby is held by its ankles with the head downwards at a lower level than its mother for few seconds. This is contraindicated in: Preterm babies, Erythroblastosis foetalis, Suspicion of intracranial haemorrhage.This may be enhanced by milking the cord towards the baby, to add about 100 ml of blood to its circulation. The cord is divided between 2 clamps to avoid bleeding from a possible 2nd uniovular twin.

 MANAGEMENT OF THIRD STAGE OF LABOUR 

Place the baby in skin-to-skin contact on the abdomen of the mother, dry the baby, assess the baby’s breathing and perform resuscitation if needed. Cover the baby’s head with a cloth or, preferably a hat/bonnet. Cover the woman and baby
.

Administer a uterotonic (oxytocin or misoprostol) within 1 minute after the baby’s birth and after ruling out the presence of another baby (the uterotonic of choice is oxytocin 10 IU IM). Give 600 µg of misoprostol by mouth within 1 minute after the baby’s birth and after ruling out the presence of another baby. Give 600 µg of misoprostol by mouth within 1 minute.

Clamp and cut the cord after cord pulsations have ceased or approximately 2–3 minutes after birth of the baby, whichever comes first. Cover the cord with a piece of gauze when cutting the cord to avoid splashing blood.


Perform controlled cord traction (CCT): (i) Place the clamp near the woman’s perineum to make CCT easier. Hold the cord close to the perineum using a clamp. Place the palm of the other hand on the lower abdomen just above the woman’s pubic bone to assess for uterine contractions. If a clamp is not available, CCT can be applied by encircling the cord around the hand. Encourage maternal effort to bear down with contractions. If necessary, help the woman into an upright position to assist with delivery of the placenta.

NOTE: controlled cord traction should ONLY be performed when a skilled attendant is present at the birth .Perform controlled cord traction while, at the same time,supporting the uterus by applying external pressure on the uterus in an upward direction towards the woman’s head.


When there is a contraction, apply external pressure on the uterus in an upward direction (toward the woman’s head) with the hand just above the pubic bone. At the same time with your other hand, pull with firm, steady tension on the cord in a downward direction (follow the direction of the birth canal). Avoid jerky or forceful pulling. Do not release support on the uterus until the placenta is visible at the vulva. Deliver the placenta slowly and support it with both hands. ,Only release support of the uterus when the placenta is visible at the vulva.
As the placenta is delivered, hold and gently turn it with both hands until the membranes are twisted. Slowly pull to complete the delivery. Gently move membranes up and down until delivered.
Massage the uterus immediately after delivery of the placenta and membranes until it is firm.During recovery, assist the woman to breastfeed if this is her choice, monitor the newborn and woman closely, palpate the uterus through the abdomen every 15 minutes for 2 hours to make sure it is firm and monitor the amount of vaginal bleeding. Provide prevention of mother-to-child transmission care as needed.

