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Lecture Outline:

· Complications of Pregnancy, Labour and Delivery (cont’d)

· Video Presentation: “Hello Baby”

Complications of Pregnancy, Labour and Delivery (cont’d)

Third Trimester Considerations (cont’d)

Placenta Previa

· Bleeding during the 3rd trimester is not normal
· Placenta lies over cervix (Can be complete, marginal, or low-lying)

· Can be life threatening, but 90% resolve by 3rd trimester
· 5-25% perinatal mortality rates

· 1/200

· Accounts for 20% of antepartum hemorrhages

· 70% have painless vaginal bleeding in the 3rd trimester

· 20% have contractions with bleeding

· 10% incidental finding on ultrasound

· Diagnosed by ultrasound

Risk Factors:

· Multiparity

· Increased maternal age

· Prior placenta previa

· Multiple gestation

· Smoking

Management:

· Depends on amount of bleeding and age of fetus

· May hospitalize/try to get fetal maturation

· C-Section recommended

· It is possible to try and get the baby’s head to push placenta out of the way, but this is too risky

Placenta Abruptio

· Shearing of placenta from the wall (if total shear, the next bleed is many quarts)

· Concealed blood

· Can lead to painless trickles of blood

· 1/120

· Accounts for half of the cases of 3rd trimester bleeding

· Life threatening. Can lead to immediate fetal death and fatal maternal hemorrhage
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· 20-50% perinatal mortality

· Can have no bleeding, small amounts of bleeding, or profuse bleeding

· Very tender uterus

· Labour pains with continual cramping leading to severe, knife-like pain

Risk Factors:

· Hypertension

· Trauma

· Polyhydramnios

· Preterm premature rupture of membranes and short umbilical cord

· Pregnancy-induced hypertension

· History of placenta abruptio

· Smoking

· Cocaine use

Management:

· Depends on extent of separation and fetal age

· Hospitalize and attempt fetal maturation

· Monitor baby and mother

· C-Section

Intrapartum Hemorrhage

· Hemorrhage that occurs during birthing process

· May be due to placenta abruptio, placenta previa, vasa previa (fetal vessel rupture), excessive blood flow at onset of labour

Labour and Delivery

Preterm Labour

· Labour before 37 weeks. (Normal is around 40 weeks)

· 10% incidence

· Greatest contributor to low birth weight

· Low birth weight (<2.5 kg) is the highest contributor to infant mortality in the U.S.

· Accounts for 50-70% of perinatal deaths

Risk Factors:

· Most predictive is history of previous preterm delivery

· Treatment: Bedrest, intravenous hydration and sedation, uterine and fetal monitoring. Drugs: ritodrine or terbutaline
· If >4cm dilated, mother is unlikely to respond to drug treatment

· Note: Contraindication to CMT

Premature Rupture of Membranes

· If this leads to labour eventually, then there is no problem
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· If the membranes rupture close to the due date, then 90% go to labour within the next 24 hours

· Ultrasound to assess amniotic fluid

· Send mother home and her to take temperature every 4 hours

· Try to avoid treatment and let nature run its course (unless you suspect infection)

· Some think the cause is sub-clinical chorioamnionitis. If this is the case, deliver the baby

· Baby is at risk for respiratory distress syndrome, intravascular hemorrhage, and (if <25weeks) lung hypoplasia and skeletal deformities

Post-term Pregnancy

· >42 weeks from the last period. Some say 41 weeks

· 10% continue past 42 weeks

· 4% continue past 43 weeks

· Mortality rate doubles at 40-42 weeks, and quadruples by 44 weeks

· Baby “looks like a little old man”

· Treatment: Monitor, ultrasound, and stress testing

· It is critical to assess the amount of amniotic fluid

· At the first sign of placental insufficiency, deliver the baby

· Pitocin (drug) may be used to induce a rapid but painful delivery

Video Presentation: “Hello Baby”

Highlights:

· No two labours are alike. What works for one couple may not work for another

· For some couples, rocking the mother in a rocking chair may induce a hypnotic state and decrease the pain associated with the contractions

· Breathing exercises seem to benefit most

· It helps to be in a familiar environment—try to stay at home as long as possible before delivery time

· Husbands can be very reassuring, and can help the mother relax and concentrate

· Medical Options and Practices:

· Analgesics:

· Synthetic narcotic injections

· Not offered until 7cm dilation because it delays labour

· Side effects: Baby may present with drowsiness and respiratory difficulties

· Epidural:

· Most common analgesic. Total loss of sensation of contractions. Mother is numb from abdomen to mid-thigh

· Administered at 6cm. Again, the later, the better

· A test dose is given first before administering the therapeutic dose
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· Since mother has loss of sensation, pushing with the contractions is difficult, so Pitosin is usually given to speed up the labour again once it is time to deliver (so many drugs…)

· Associated with an increased risk of having to do a forceps delivery

· Mother may have difficulty urinating for a while

· Fetal Monitoring:

· External monitor—ultrasound device is strapped to the mother

· Internal monitor—electrodes are placed on the baby

· IV:

· Used to maintain mother’s blood pressure, keep her hydrated, and to keep a line open in case medication needs to be administered

· Episiotomy:

· Surgery performed to increase the size of the vaginal opening

· Artificial Rupture of Membranes:

· Performed to assess the colour of the amniotic fluid or to insert an internal fetal monitor

· Pitocin

· Synthetic version of oxytocin

· Speeds up labour

· Changes character of the contractions. Makes peaks come sooner

· Forceps/Vacuum Extractor:

· Used to deliver a baby that is having difficulty coming out. Used after episiotomy

