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ASSIGNMENT

A partograph is a graphical record of important maternal and fetal data during labour entered against time(at 15-minute interval) on a single sheet of paper. It is intended to provide an accurate record of the progress in labour, so that any deviation from normal may be detected quickly and treated accordingly. The chart usually consist of;

· Fetal heart rate
· Maternal temperature,, pulse and blood pressure

· Frequency and strength of contractions every 10 minutes
· Descent of the presenting part
· Cervical effacement and dilation

· Colour of amniotic fluid

· Degree of moulding

· Fluid balance

· Urinalysis

· Drugs administered

Use of partograph in the management of the first stage of Labour

1) To know the progress of labour through cervical dilation: The central feature of the partogram is a graph where cervical dilatation is plotted. Along the left side, there are squares from 0-10, each square represent 1cm dilatation and along the bottom of the graph are numbers 0-24 each representing 1 hour. The dilatation of cervix is plotted with "X". When a woman is admitted in the active phase, the cervical dilatation is plotted on the alert line. If the progress of labour is satisfactory, the plotting remains on the lef.When the woman is admitted in the latent phase, dilatation between 0 and 3cm is plotted in the latent phase and the recording must be transferred to the alert line by a broken line when the woman goes into the active phase.

2) Cervical effacement: the length of the cervix is recorded by drawing a thick, vertical line on the same part of the chart used for dilatation. The length of the line indicates the length of the endocervical canal in (cms) and it is recorded whenever dilatation is recorded.

2) Descent and engagement of the presenting part: On the left side of the graph is the word descent with numbers from 5 to 0 used to indicate the level of descent of the fetal head.

3) Uterine Contractions: below the cervical dilatation, there is a space for recording uterine contractions per 10minute and the scale is numbered from 1-5. Each square represents one contraction. So if three contractions are felt in 10mins, two squares are shaded. Dots represent contractions less than 20seconds, diagonal lines while solid shading represents contractions more than 40seconds.

4) Fetal heart rate: Immediately below the patient's identification details, there is fetal heart rate record on a scale which ranges from 100 to 180beats/min.

5) Colour of amniotic fluid: below the fetal heart rate, there are two rows, and the first is for liquor. Once the membranes rupture, the colour of amniotic fluid is noted.

· If the membranes are intact, it is represented with 'I'
· If the liquor is clear, it is represented with "C"
· If it is meconium stained, it is "M"
· If it is absent, "A" is written.

6) Degree of Moulding: the row below the liquor is assigned for moulding. Increasing moulding with high head in pelvis is an ominous sign. It is recorded as follows:

· Bones are separated, and sutures can be felt easily.  ( 0)  
· Bones are just touching each other.  (+)
· Bones are overlapping. (++)
· Bones are severely overlapped (+++)
7) Maternal conditions: all the recordings of the maternal conditions are entered at the foot of the partograph below the recording of uterine contractions. Maternal vital signs, fluid intake and urine output, drugs administered and the result of urine analysis for protein and acetone are monitored and recorded. Volume of urine is measured in (mls), ketones and proteins in urine are recorded as a range from O to 4+.
[image: image1.png]Labour progress.

Dilatation and Descent

1. Latent 03 cm) and Actve (310
cm) phase

2. Diatation ofcorvi lotied a5 X
axis and Descont ltied as ‘0"

3. First vagioal oxamination done
on admision & ecordod

4. Subsequent vaginal examination
is dono ovory 24 hour.

5. Transfer fom Iatent o actve
phase.





MANAGEMENT OF THE SECOND AND THIRD STAGES OF LABOUR

A) Management of the second stage of labour

During the second stage of labor, the midwives should:

· Continuously provide information, support, and encouragement to the woman and her companion. 

· Encourage active pushing once the urge to bear down is present, with encouragement to adopt any position for pushing preferred by the woman, except lying supine which risks aortocaval compression and reduced uteroplacental perfusion. A clean area is prepared to receive the baby and waterproof covers to protect the bed and floor. Spotlight should be made available so also neonatal rescusitation equipment.

· Listen frequently (every 5 minutes) to the fetal heart in between contractions to detect bradycardia.

· Check the maternal pulse and blood pressure, especially where there is a pre‐ existing problem of hypertension, severe anemia, or cardiac disease. The woman usually feels very hot and sticky as a result of her exertions, hands and lips may become dry, sips of chilled water or other fluids are encouraged and a moisturizer can be applied to the lips.

· Observe progressive descent rotation and flexion of the presenting part. This includes observing progressive distension of the perineum and visibility of the presenting part, and vaginal examination especially where progress appears to be slow. In the absence of good rotation and flexion or a weakening of uterine contractions, change of position, nutrition and hydration, or use of optimal fetal positioning may be helpful.

· Conduct the delivery with support for the perineum to avoid tears, and use of episiotomy only where a tear is very likely.

· Be ready to augment contractions with an intravenous oxytocin infusion during the second stage where contractions have become infrequent and where the fetal heart rate remains normal, to avoid the need for instrumental vaginal delivery or transfer.

· Be ready to undertake instrumental vaginal delivery (vacuum or forceps) where indicated for fetal bradycardia or non advancement of the presenting part.

· Close monitoring and the skills and capacity to offer timely intervention are required for all births to prevent adverse outcomes. High‐quality care in the second stage of labor is necessary to prevent stillbirth and newborn complications arising from undetected hypoxia and acidemia, as well as maternal mortality and morbidity from complications such as vesicovaginal fistula, genital tract lacerations, infection, hemorrhage as well as worsening of hypertensive disease.

B) Management of the third stage of labour

This is in two forms and they are the expectant and the active management

· The Expectant Management

Here, the normal, physiological mechanics of labour are supported and no routine action such as administration of uterotonic drug, or clamping of the umbilical cord are carried out.

1. A calm, warm environment should be maintained and the baby should be kept skin to skin with the mother as this together with nuzzling at the breast by the baby stimulates oxytocin release which may shorten the third stage.

2. The woman should be kept in a comfortable, semi-upright position to encourage placental separation.

3. Facilitating parent-baby discovery and attachment by keeping quiet and observing from a distance, not interfering with physiological processes.

4. Observing the woman and baby closely if she's bleeding excessively or in need of any intervention.

5. Birthing the placenta: gravity should be used by encouraging an upright position or using other safe positions and a basin, bin bag or disposable sheet can be used to receive the placenta. If the placenta is separated but still remains in the vagina, the midwife may ease gently on the cord to help lift out the placenta.

· The Active Management of the Third Stage of Labour
This includes the routine prophylactic administration of a uterotonic agent aimed at reducing postpartum hemorrhage.

1. Administration of uterotonics such as syntometrine, syntocinon, ergometrine and prostaglandins that stimulate the smooth muscle of the uterus to contract.

2. Clamping of the Umbilical cord: early clamping of the cord is normally applied in the first 30seconds to 3 minutes after birth regardless of whether or not cord pulsation has ceased

3. Delivery of the placenta using controlled cord traction (CCT) if it is not coming out passively. The hands or artery forceps are used to coax the membranes out of the vaginal intact, the process should not be hurried.

4. Asepsis: at the placental site, a raw surface provides a medium for infection therefore strict attention is therefore essential.

5. Cord blood sampling: the sample is taken as soon as possible from the fetal surface of the placenta where the blood vessels are congested and easily visible. The sample is required for a variety of conditions:

· When the mother's blood group is rhesus negative or as a precautionary measure if the mother's rhesus type is unknown.

· When atypical maternal antibodies have been earlier identified

· When there has been concern about the baby either in labour or immediately after birth.

· When hemoglobinopathy is suspected.

