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MANAGEMENT OF FIRST STAGE OF LABOUR

The first stage of labour begins with contractions that continue to increase in length and intensity, and ends when the cervix is fully dilated.[image: image1.jpg]e
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A partograph can be defined as a tool for assessing the progress of labour that offers normal progress or an early warning for complications such as fetal distress, prolonged or obstructed labour.The partograph is a graphical presentation of the progress of labour, and of fetal and maternal condition during labour.

 A digital vaginal examination is to be done  initially to assess:

The extent of cervical effacement and cervical dilatation

The presenting part of the fetus

The status of the fetal membranes (intact or ruptured) and amniotic fluid

The relative size of the mother’s pelvis to check if the brim is wide enough for the baby to pass through.

Thereafter, in every 4 hours you should check the change in:

Cervical dilatation

Development of cervical oedema (an initially thin cervix may become thicker if the woman starts to push too early, or if the labour is too prolonged with minimal change in cervical dilatation)

Position (of the fetus, if you are able to identify it)

Fetal head descent

Development of moulding and caput

Amniotic fluid colour (if the fetal membranes have already ruptured).

Each finding is to be recorded on the partograph at the stated time intervals as labour, progresses. 

CERVICAL DILATATION 

In the cervical dilatation section of the partograph, down the left side, are the numbers 0–10. Each number/square represents 1 cm dilatation. Along the bottom of this section are 24 squares, each representing 1 hour. The dilatation of the cervix is estimated by vaginal examination and recorded on the partograph with an X mark every 4 hours. Cervical dilatation in multipara women may need to be checked more frequently than every 4 hours in advanced labour, because their progress is likely to be faster than that of women who are giving birth for the first time.If progress of labour is satisfactory, the recording of cervical dilatation will remain on, or to the left, of the alert line.

DESCENT OF FETAL HEAD

For labour to progress well, dilatation of the cervix should be accompanied by descent of the fetal head, which is plotted on the same section of the partograph, but using O as the symbol. The station can only be determined by examination of the woman’s vagina with your gloved fingers, and by reference to the position of the presenting part of the fetal skull relative to the ischial spines in the mother’s pelvic brim.When the fetal head is at the same level as the ischial spines, this is called station 0. If the head is higher up the birth canal than the ischial spines, the station is given a negative number. At station –4 or –3 the fetal head is still ‘floating’ and not yet engaged; at station –2 or –1 it is descending closer to the ischial spines.

If the fetal head is lower down the birth canal than the ischial spines, the station is given a positive number. At station +1 and even more at station +2, you will be able to see the presenting part of baby’s head bulging forward during labour contractions. At station +3 the bab[image: image2.jpg]Dots represent mild contractions of less than 20 seconds’ duration
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y’s head is crowning, i.e. visible at the vaginal opening even between contractions. The cervix should be fully dilated at this point.

 In the section of the partograph where cervical dilatation and descent of head are recorded, the scale to the left has the values from 0 to 10. By tradition, the values 0 to 5 are used to record the level of fetal descent. 

ASSESSING MOULDING AND CAPUT FORMATION 

The skull bones that are most likely to overlap are the parietal bones, which are joined by the sagittal suture, and have the anterior and posterior fontanels to the front and back.

Sutures apposed: This is when adjacent skull bones are touching each other, but are not overlapping. This is called degree 1 moulding (+1).

Sutures overlapped but reducible: This is when you feel that one skull bone is overlapping another, but when you gently push the overlapped bone it goes back easily. This is called degree 2 moulding (+2).

Sutures overlapped and not reducible: This is when you feel that one skull bone is overlapping another, but when you try to push the overlapped bone, it does not go back. This is called degree 3 moulding (+3). If you find +3 moulding with poor progress of labour, this may indicate that the labour is at increased risk of becoming obstructed

When you document the degree of moulding on the partograph, use a scale from 0 (no moulding) to +3, and write them in the row of boxes provided:

0  Bones are separated and the sutures can be felt easily.

+1  Bones are just touching each other.

+2  Bones are overlapping but can be separated easily with pressure by your finger.

+3  Bones are overlapping but cannot be separated easily with pressure by your finger.

UTERINE CONTRACTIONS 

Normally, contractions become more frequent and last longer as labour progresses. Contractions are recorded every 30 minutes on the partograph in their own section, which is below the hour/time rows. At the left hand side is written ‘Contractions per 10 mins’ and the scale is numbered from 1–5. Each square represents one contraction, so that if two contractions are felt in 10 minutes, you should shade two squares.

On each shaded square, you will also indicate the duration of each contraction by using the symbols 

ASSESSMENT AND RECORDING OF FETAL WELLBEING 

The fetal heart rate is recorded at the top of the partograph every half hour in the first stage of labour (if every count is within the normal range), and every 5 minutes in the second stage. Count the fetal heart rate:

As frequently as possible for about 10 minutes and decide what to do thereafter.

Count every five minutes if the amniotic fluid (called liquor on the partograph) contains thick green or black meconium.

Whenever the fetal membranes rupture, because occasionally there may be cord prolapse and compression, or placental abruption as the amniotic fluid gushes out.

Each square for the fetal heart on the partograph represents 30 minutes. When the fetal heart rate is in the normal range and the amniotic fluid is clear or only lightly blood-stained, you can record the results on the partograph.

If the fetal membranes are intact, write the letter ‘I’ (for ‘intact’).

If the membranes are ruptured and:

liquor is absent, write ‘A’ (for ‘absent’)

liquor is clear, write ‘C’ (for ‘clear’)

liquor is blood-stained, record ‘B’

liquor is meconium-stained, record ‘M1’ for lightly stained, ‘M2’ for a little bit thick and ‘M3’ for very thick liquor which is like soup 

ASSESSMENT OF MATERNAL WELLBEING 

During labour and delivery, after your thorough initial evaluation, maternal wellbeing is followed by measuring the mother’s vital signs: blood pressure, pulse, temperature, and urine output. Blood pressure is measured every four hours. Pulse is recorded every 30 minutes. Temperature is recorded every 2 hours. Urine output is recorded every time urine is passed. If you identify persistent deviations from the normal range of any of these measurements, refer the mother to a higher health facility.

MANAGEMENT OF SECOND STAGE OF LABOUR 

The second stage of labour starts when the patient’s cervix is fully dilated and ends when the infant is completely delivered.

Do not perform manual stretching of perineum or perineal massage in the second stage of labour.

Encourage and help the woman to move and adopt whatever positions she finds most comfortable.

Ensure perineum is visualised by primary accoucheur.

 If pushing is ineffective or if requested by the woman, offer strategies to assist birth such as change in maternal position, emptying bladder and encouragement.

For women birthing in water refer to Waterbirth guideline

 Apply warm perineal compresses at the commencement of perineal stretching

 Water to be between 38 – 44 Degrees Celsius which can be attained by either:

 Adding 300mL boiling water to 300mL cold tap water (cold water should be added to container first for safety).

Use of metered tap water with controlled water temperature.

 Prior to application of warm perineal compress test water temperature as follows:

No spinal/epidural analgesia – test on woman’s inner thigh.

Spinal/epidural analgesia – test on woman’s fore arm

 Replace water entirely every 15 minutes.

Do not “top up” or add hot water as correct temperature cannot be assured.

Monitor the colour of the perineum after application for signs of excessive heat.

Observations

Maternal

1. Temperature – 4 hourly

2. Respiratory rate 4 hourly

3. Heart rate – 15 minutely and when assessing FHR

4. Blood pressure (BP) – 1 hourly

5. Contractions – 30 minutely

6. Vaginal examination – 1 hourly

7. Abdominal palpation – prior to vaginal examination

8. Vaginal loss – ongoing. ** If meconium present with CMP at home consultation and transfer to the supporting hospital must occur.

9. Bladder – document frequency of void

Fetal

FHR – after each contraction OR at least 5 minutely, for at least 1 minute.

The maternal heart rate should be palpated and documented to differentiate between maternal and fetal heart rates.

If an intrapartum CTG has been started because of concerns arising from IA, but the trace is normal after 20 minutes, you may after consultation with medical team return to IA unless the woman asks to stay on continuous CTG.

* If intrapartum CTG needed for CMP at home consultation and transfer to the supporting hospital must occur.

Preparation for birth of the baby

1. PPE – accoucheur wears:

 protective full face visor,plastic apron, sterile gloves

2. Assemble equipment for birth, placing it within easy reach of the accoucheur

3. Consider:

Swabbing downward from urethral orifice to anal area

Placing drape under woman’s buttocks

Clean pad over anal area

Birth of the baby

1. Encourage the woman to minimise active pushing using gentle verbal guidance. 

The use of controlled slowed or shallow maternal breathing should be used to birth the baby slowly.

2. Support the perineum with the dominant hand.

3. Apply gentle counter pressure to the fetal head with the non-dominant hand to 

control the fetal head, allowing progress whilst preventing uncontrolled expulsion.

4. Once the head has birthed, wait for restitution to occur. Note the time the head has birthed.

5. Continue to support the perineum as you provide gentle verbal guidance to the woman to push gently to birth the shoulders. In the event that the shoulders do not deliver spontaneously, remove the dominant hand and apply gentle traction to release the anterior shoulder. 

6. Allow the posterior shoulder to be released following the curve of Carus, continuing to protect the perineum.

7. Provide support to the baby’s body by moving both hands.

8. Support the baby’s body and assist placing the baby on the woman’s abdomen/chest (skin-to-skin) if she wishes.

9. Note time of birth.

Note: Although access to the perineum is necessary for the achievement of perineal support at crowning, this should not restrict a woman’s movement during the second stage of labour and at time of birth.

The midwife may need to adjust their position in order to allow visualisation and support of the perineum. Perineal support can be provided in most positions including semi-recumbent, lateral and ‘all fours’ (hands and knees). Unless the baby’s condition is critical, once the head is born, the clinician should encourage the women to refrain from pushing until restitution occurs (external rotation of the baby’s head and internal rotation of the shoulders).

Documentation

1. Document all maternal and fetal observations on Partogram contemporaneously.

2. If documenting in retrospect date and time entry.

3. Document all VE’s on Partogram.

4. Document woman’s consent to procedures.

5. Escalate any delay in second stage and/or deviations from the normal progress of 

labour to medical team.

6. Enter birth details into MR250 (or CMP MR08) clinical notes, including time of:

 Birth of head, Birth of body,Clamping cord,IM oxytocic and injection site (if administered),Placenta delivered,Blood loss volume, Complete STORK entry.

Note: All documentation must have date, time, legible signature and staff position

MANAGEMENT OF THIRD STAGE OF LABOUR 

The third stage of labor refers to the period following the completed delivery of the newborn until the completed delivery of the placenta and membranes. 

STEPS IN ACTIVE MANAGEMENT OF THE THIRD STAGE OF LABOR

The three main components or steps of AMTSL – administering a uterotonic drug, CCT and massaging the uterus – should be implemented along with the provision of immediate newborn care.

(1) Thoroughly dry the baby, assess its breathing and perform resuscitation if needed, and then place the baby in skin-to-skin contact with the mother:

(a) After birth of the baby, immediately dry the infant and assess its breathing. If the baby requires resuscitation, you may need to cut the cord immediately to care for the baby.

(b) Then place the reactive infant, prone, in skin-to-skin contact, on the mother. If the umbilical cord is long enough, place the baby directly on the mother’s chest. If the umbilical cord is short, place the baby on the mother’s abdomen until after cutting the cord. Be careful to leave some slack on the umbilical cord and do not unduly stretch the cord.

Note: If the baby has poor color or needs resuscitation, the cord may be cut immediately so that adequate resuscitation can be performed immediately.

(c) Remove the cloth used to dry the baby.

(d) Cover both the mother and infant with a dry, warm cloth or towel to prevent heat loss.

(e) Cover the baby’s head with a cap or cloth.

(2) Administer a uterotonic drug within 1 minute of the baby’s birth:

(a) Before performing AMTSL, gently palpate the woman’s abdomen to rule out the presence of another baby. At this point, do not massage the uterus.

(b) If another baby is not present, begin the procedure by giving the woman 10 IU of oxytocin by IM injection in the upper thigh. This should be done within 1 minute of childbirth. If available, a qualified assistant should give the injection.

(c) In patients with intravenous access in place, 10–20 IU may be placed in 500–1000 ml of 

crystalloid and run quickly or 5 IU may be administered as an intravenous bolus, followed by a similar infusion.

Note: Ergometrine should not be used in the absence of CCT because of the risk of retained placenta associated with tonic–clonic contractions induced by ergometrine.

(3) Clamp and cut the umbilical cord:

(a) Place one clamp 4 cm from the baby’s abdomen after cord pulsations have ceased or approximately 2–3 minutes after birth of the baby, whichever comes first.

Note: If national guidelines for newborn interventions to prevent/reduce the risk of maternal-to-child transmission of HIV/AIDS include early clamping of the cord, then the protocol for AMTSL may have to be revised.

(b) Gently milk the cord towards the woman’s perineum and place a second clamp on the cord approximately 2 cm from the first clamp.

(c) Cut the cord using sterile scissors under cover of a gauze swab to prevent blood spatter. After mother and baby are safely cared for, tie the cord.

Note: Delaying cord clamping allows for transfer of red blood cells from the placenta to the baby that can decrease the incidence of anemia during infancy.

(d) Place the baby on the woman’s chest, in skin-to-skin contact, and encourage breastfeeding.

(4) Perform CCT:

WHO, FIGO and ICM recommend that in the absence of a skilled provider, third stage should be managed by administering a uterotonic drug (oxytocin or misoprostol) without CCT for the prevention of PPH.

(a) Place the clamp near the woman’s perineum to make CCT easier.

(b) Hold the cord close to the perineum using a clamp.

(c) 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.

(d) Wait for a uterine contraction. Only perform CCT when there is a contraction.

(e) 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.

(f) 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.

Note: If the placenta does not descend during 30–40 seconds of CCT (i.e. there are no signs of 

placental separation), do not continue to pull on the cord:

(g) Gently hold the cord and wait until the uterus is well contracted again. If necessary, use a sponge forceps to clamp the cord closer to the perineum as it lengthens.

(h) With the next contraction, repeat CCT with counter traction.

(i) 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.

(j) As the placenta is delivered, hold and gently turn it with both hands until the membranes are 

twisted.

(k) Slowly pull to complete the delivery. Gently move membranes up and down until delivered.

Note: If the membranes tear, gently examine the upper vagina and cervix wearing high-level disinfected or sterile gloves and use a sponge forceps to remove any pieces of remaining membrane.

(5) Massage the uterus:

(a) Massage the uterus immediately after delivery of the placenta and membranes until it is firm.

(b) After stopping massage, it is important that the uterus does not relax again.

(c) Palpate for a contracted uterus every 15 minutes and repeat uterine massage as needed 

during at least the first 2 hours after childbirth.

(d) Instruct the woman how to massage her own terus, and ask her to call if her uterus becomes soft.

(6) Examine the placenta and membranes for completeness.

(7) Examine the genitalia and repair lacerations/ episiotomy if necessary.

(8) Evaluate blood loss.

(9) Explain all examination findings to the woman and, if she desires, her family.

