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PROTOCOL – OBSTETRICS – EMERGENCY CHILDBIRTH

PURPOSE:
To establish guidelines for emergency childbirth.

BACKGROUND:

The first stage of labor begins with the onset of regular uterine contractions and ends with complete cervical dilation. This stage is further divided into three phases: latent, active, and deceleration, although the existence of the last phase has been questioned. During the latent phase, contractions become progressively stronger, longer, more frequent, and better coordinated. The mother's discomfort may be minimal or it may be severe. The latent phase is considered prolonged if it lasts longer than 20 hours in a nullipara, or 14 hours in a parous woman. The active phase commences when the slope of cervical dilation reaches its maximum. Typically, and especially in the nullipara, this occurs at 3 to 4 cm of dilation. During the active phase, contractions are usually strong and regular, occurring every 2 to 3 minutes. The active phase ends with complete (10 cm) cervical dilation. This phase of labor is generally quite painful. The length of the active phase is more predictable than the latent, lasting, on average, about 5 hours in nulliparas, and 2 hours in multiparas. Without labor epidural analgesia, respective minimum (fifth percentile) rates of dilation are 1.2 cm per hour and 1.5 cm per hour. With epidural, the rates are slower. Progressive descent of the fetal head into the maternal pelvis occurs to a variable degree during the active phase.

The second stage is defined as the period from complete cervical dilation to complete delivery of the baby. During the second stage, contractions are strong and regular, with a frequency of every 1 to 3 minutes. The baby's head descends more deeply into the pelvis, and in women without regional anesthesia, each contraction stimulates a strong urge to push. In combination, uterine contractions and maternal expulsive efforts effect delivery of the baby. The second stage typically lasts about 50 minutes in nulliparas and 20 minutes in multiparas, but is often longer in women with regional anesthesia. 

The third stage of labor is defined as the period from delivery of the baby to delivery of the placenta. Regardless of parity, the third stage of labor is usually brief (under 10 minutes). The third stage of labor is prolonged if it persists beyond 30 minutes.

PROCEDURE:

1. Open OB Kit and put sterile towel under mother’s buttocks.

2. Open towel for infant and set out suction bulb.

3. Put on sterile gloves.

4. Coach patient in pushing and panting.

5. Check for prolapsed cord.  If present, put patient in Trendelenburg or knee/chest position and elevate presenting part of cord with finger.

6. If membranes have not ruptured and infant is crowning, tear membranes with your fingers.

7. Deliver head slowly by applying gentle resistance with your hand and have mother pant during contractions and/or push between contractions.

8. After delivery of head, check if cord is wrapped around infant’s neck.  If so, slip cord over head.  If unable, place 2 clamps on cord and cut in between. 

9. Suction infant’s mouth then nares.

10. When anterior shoulder presents under pelvic arch, apply steady downward pressure on head.

11. To assist with delivery of posterior shoulder, guide head upward.

12. After delivery, hold infant in Trendelenburg position and suction, dry and stimulate to breathe.  (See Protocols - Neonatal Resuscitation and Neonatal Patient). 

13. Clamp cord about 6” and 8” from umbilicus and cut cord between two clamps. (If no sterile implement available, leave cord clamped but not cut).

14. Palpate uterus to make sure there is not another baby.

15. Massage fundus and check for excessive bleeding.

16. Assess mother for temperature.  Consider passive rewarming.

17. Assess mother for pain.  See Protocol – Pain.

18. If perineum torn and/or bleeding apply direct pressure with dressing and have mother bring her legs together.

19. Do not delay transport awaiting placental delivery.  If placenta delivers, collect in plastic bag from OB kit and transport to hospital.

20. If blood loss > 500 cc see Protocol – Postpartum Hemorrhage
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