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Objectives

= Safely support intended vaginal birth

*Practice comfort measures aimed to relieve pain during
abor and birth

= |dentify provider and system improvement opportunities
almed to reduce cesarean section

*Cite evidence based management for obstructed labor

=Highlight how data utilization can reduce primary
cesarean for nulliparous women
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Let’s begin with a question:

You are about to give birth to your first baby. Pregnancy has gone
smoothly without any complications. Birth seems as if it will, too. It’s
one baby, head down, at term — in other words, you're at low risk
for complications.

What's the #1 influence on whether or not you'll have a C-section?

(A) Your personal wishes.

(B) Your choice of hospital.

(C) Your baby’s weight.

(D) Your baby’s heart rate in labor.

(E) The progress of your labor.
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There is a Large Variation in Cesarean
Rates Among California Hospitals
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CMQCC

Cl\ IFORNIA MATERNAL
CARE COLLABORATIVE

What Indications Have Driven the RISE in CS?
Percent of the Increase in Primary
Cesarean Rate Attributable to this
Indication
Cesarean Indication Yale (2003 v. 2009) Kaiser SoCal (1991 v. 2008)
(Total: 26% to 36.5%) (Primary: 12.5% to 20%)
Focus: all primary Focus: all primary
\\ Cesareans singleton Cesareans
Labor progress
complications 3 28% 60%! ~38%
(CPD/FTP)
| Fetal Intolerance of Labor// 32% ~24%
MaloresentaticM <1% <1%
Multiple Gestation 16% Not available
Various Obstetric and Medical 6% 20%
Conditions (Placenta Abnormalities, (Did not separate
Hypertension, Herpes, etc.) preeclampsia from other
Preeclampsia 10% complications)
“Elective” (variously defined) 8% 18%
(Scheduled without (Those “without a charted
“medical indication”) indication”) 9
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- New National Guidelines for Defining Labor
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Table 3. Recommendations for the Safe Prevention of the Primary Cesarean Delivery

Recommendations Grade
Inauction of labor
Before 41 0/ weeks of gestation, induction of labor generally should be performed
based on matemal and fetal medical indications. Inductions at 41 0/7 weeks Strong

of gestation and beyond should be performed to reduce the risk of cesarean
delivery and the risk of parinatal morbidity and mortality.

Lervical ripening methods should be used when labor is induced in women with an
unfavorable cervix. Sfrong re

\f the maternal and fotal status allow, cesarean delivenies for failed induction of labor

in the latent phase can be avoided by allowing longer durations of the latent phase Strong ret
|up to 24 hours or [onger) and requiring that oxytocin be administered for at least

17-18 hours after memorane rupture before deeming the induction a failure.
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ORI and Patients Should Question

.............................................................

Ron't schedule elective, nen-medically indicated inductions of Inber

or Cesarean deliveries before 39 weeks O days gestational age.
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Don't schedule elective, non-medically indicated inductions of labor
batween 39 weeks O days and 41 weeks O days uniess the cervix is
deemed favorable.
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Don't treat patients who have mild dysplasia of less than two years

in duration.
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Medical Indications
for Early Term Delivery

Consult Perinatologists

« agrees with plan

= Abruptio Placentae

» Hypertensive disorders

* Diabetes

=41 + 0 weeks

*PROM

* Chorioamnionitis

» Fetal demise current/prior
= Oligo or Polyhydramnios

* Non-reassuring fetal
status

= [soimmunization
= Fetal malformation
= Twin with complication

= Maternal

conditions/disease
« cardiac, renal, hepatic, hematologic



Risk-benefit analysis

&,

Balancing 2 Principles

1. Maternal
— Benefit should outweigh risk
2. Fetal

— Optimal outcome



Shared Decision Making

= The Share Model = The Decision Talk Model
Shar 1
Choice Talk
Help
Options Talk
Reach
3.
Evaluate
Decision Talk

Romano, A. Activation, engagement, and
shared decision making in maternity care,
2015. Maternityneighborhood.com

The Share approach: AHRQ
http://www.ahrg.gov/professional/education/cirriculum-tools



Kristin Terlizzi tells her story......

==

21 days later Kristen developed DIC and required
emergency surgery to remove:

« placental tissue

* repair her bladder

e re-implant her ureter

* remove her uterus, cervix and appendix.

She hemorrhaged during surgery and required
transfusion of 26 units of blood products

« Maternal death for women with placenta accreta can
be as highas 1in 16.



Because of the unpredictability of vaginal
birth, I would prefer a scheduled cesarean
section birth for myself or my partner

» Develop and conduct inter-professional and inter-disciplinary
education around the short- and long-term risks of cesareans

= Patient/Family Support Bundle, Council on Patient Safety in
Women's Health Care

e CMQCC Resource: Risk Considerations for Primary Cesarean
e YouTube: Patient Story: Kristen Terlizzi
https://www.youtube.com/watch?v=RMnQZUqQhjU
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Pro’s and Con’s of C Section

https:/ /www.youtube.com/watch?v=Ilgc2L.bp2-E
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Epidemiologic Framework

= Obstetric models of perinatal death
* Increases interventions based on empiric evidence

*NNT Numbers needed to treat to prevent 1 perinatal death
e. g. NNT (excess inductions /cesareans = 145 to prevent
1 perinatal death

* Provides a theoretical justification for the intervention
* The fetuses at risk

* The women at risk
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Overview:

Healthy mothers and babies should wait for labor

Figure 1. Induction of labor, by gestational age: United States, 1990-2012

=ln 2012 IOL
was 23.4% of
all birth

= Augmentation
rates similar
to IOL rates

http:/ /www.cdc.gov/nchs/births.htm
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What about the Arrive Trial?

If Induction Is the plan what Is
the preferred method?
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Induction of TLabor Update:

working the evidence to support vaginal birth



Factors determining success of 10OL

*Parity

* Multiparous

—Nulliparous C/S ratetr to 65.4% if BS=3/10

=Cervical score

« < 5 unfavorable

* > 6 ripe
=Position of the vertex

* Persistent OP
=*Method of induction

LY
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Long, Thick and Closed......

=Cervical status is the most important factor
oredicting the success of induction of labor

=Perform the initial vaginal exam prior to initiating
pharmacologic therapy

=*|f the Bishop score is > 8
same probability of
vaginal birth as
spontaneous labor

UCSF Benioff Children’s Hospitals



Moditied Bishop Scoring System

The most reliable and cost effective method of predicting the

likelihood of successful induction BiShOP score = 3

0 1 2 3

Dilation 1-2 cm 3-4 cm 5-6 cm

Effacement 0-30% 40-50% 60-70% >80%

Station (based on

a -3 to +3 scale -3 @ -1,0 +1, +2

Cervical

consistency Firm Soft

Position of the

cervix Midposition Anterior

*Cervical dilatation is the strongest factor associated with edeeasedihbiRoibehian




MISOPROSTOL (cony

Misoprostol Protocol
. Misoprosx)lAPO

= 1stDose25mcg q 2 hours x 6 doses
v v
= 2nd Dose 100mcg PO

* 4-6 hours following 15t dose of 50mcg.

 100mcg PO every 4 hours to a maximum of 6
doses per 24 hours.

= Do NOT start oxytocin infusion until at least 4 hours
after last dose to avoid tachysystole.

= UCSF recently reduced protocol dosage

Tenore, 2003; Goldberg & Wing, 2003 iR+
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Misoprostol Stepwise Oral Guidelines

DosIng- Initial: 50mcg PO

DosINg- subsequent: Patient reassessed 3-4
nours. If no adequate contraction pattern and FHR
reassuring, give next dose.

 May increase dose to 100mcg. Dose may be
Increased only If patient has received at least 2
doses 50mcg without achieving adequacy.

« |If pattern adequate at 3-4 hours, but
subsequently becomes inadequate, another
dose may be given at same mcg amount as last
dose or lower

LY
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Mechanical Dilators

*Foley Catheter
« Most common mechanical method of cervical
ripening.

» Creates pressure on the internal cervical os
Increasing production of local prostaglandins.

Document
v'Type and size of balloon catheter
v Amount of fluid instilled in balloon

AR+
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Patient Information
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Appendix R CMQCC

California Maternal

Induction of Labor Algorithm Quality Care Collsborative

INDUCTION

ravoraﬁlre C

Cervical Ripening

Cervical Cervical No
Change, and Change, but cervical
Cervix = 6cm Cervix <6 cm Change

Continue/Start Oxytocin

See And Consider ROM
If successful, follow active labor

right side of algorithm partogram and/
(favorable cervix) or labor duration
guidelines
Repeat with
.
Failed
.
Induction
T BT Consider Home if Elective

and/or Medically Stable

CMQCC Toolkit to Support Vaginal Birth
Adapted with pi ission from Washington State Hospital Association and Reduce Primary Cesareans
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Induction Bundle

=Verify Informed consent
* provider has discussed the Py
Indications and potential risks/benefits of IOL
=\erify indication for induction
* Documented in the medical record
rAssessment of gestational age

* (ensuring that gestational age is greater than or
equal to 39 weeks)

=Pelvic assessment (Document Bishop’s score)
 Cervical status, fetal station, presentation

AR+
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Standardization reduces variation
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The American College of
Obstetricians and Gynecologists

=

Womean's Heafth Care Physicians  °

oy

. . Number 5 * December 2011
Patient S ﬂfE:" [}7 ChEC kEIS [ (Replaces Pﬂﬂenr.ﬁﬁil?]!;f][l;hﬁkﬂﬂ No. I?;?mrzmbfr 2011)
SCHEDULING INDUCTION OF LABOR

Date Patient Date of birth MR #
Physician or certified nurse—midwife Last menstroal period
Gravidity/Parity

Estimated date of delivery Best estimated gestational age at delivery

Proposed induction date Proposed admission time

] Gestational age of 39 (/7 weeks or older confirmed by either of the following criteria (1):

[ Ultrasound measurement at less than 20 weeks of gestation supports gestational age of
39 weeks or greater

[J Fetal heart tones have been documented as present for 30 weeks of gestation by
Doppler ultrasonography

S Y.
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Standardization reduces variation

Indication for induction: {chocse one)
= Madical complication or condition {1} Diagnosis:
= Mommedically indicated (1-3) Circumstanoes:

Paticni comnscled abaout risks, bemcfits, and alicrmatives 1o imduction of labar (1]
=1 Cansent form signed as requined by institution

Rishap Scare (see below) {11

Bishop Scoring System
Facior
Dillstizn Position of EHscem=nt Hation* Cenvcal
Soors iomi Carwix [%| Comsisi=aoy
0 Clozs-d Pesterior -3 -3 Frm
| -z Midposition 40-50 -2 Mzdium
2 3-4 fntariar B-T0 -1.0 Soft
a E-G - ] H, 22 —_

# i reflectr a =3 in 43 mclie,
Mesfifed from Eohesp EH. Pelriz seoring, for clecte indection. Chetet Cymoend 1964804168 F

3 Periincnt prenatal laboratory est resulis (cg. group B strepioccoci or hematocrid) ovailablc (4, 5)
3 Special concoms {cg, allergics. medical problems, and spocial nocds):

To be completed by reviewer:
2 Approved induction aficr 3% OF7 wooks of gostation by aforcmentioned dating crilcria
| Appriwed induction before 39 (F7 wocks of gestation (medical indication)

O HARD STOP — gestational age, indicalion, consent, or other issucs provent initiating indwction withoul further
information or comsulintion wilth departmenl chair

WO 118, M. &, DECEMBER 201 CORSTETRICS & GYNECOLOGY 1473

lospitals



The American College of
Obstetricians and Gynecobogists ©
Womars Heah Cae Piyskelins °.

Patient Safety Checklist Number 2 + November 2011
INPATIENT INDUCTION OF LABOR

Date Paticnt IMatc of bhirth ME #
Physicion ar oerificd nursc—midwifc Last menstrual pericd
Ciravidity/Tarity

Fxtimaied dale of delivery Best estimaled gesiatiomal ope at delivery

Indication for inducticn

Fotal Proscotation (1)
o Veriex
= Ot
L If other, physician or certificd nurse—midwific notificd
Fistimaled fictal weight
L Paticot has 2 complotcd medical history and physical cxamination
O Known allcrgics identificd
O Maodical factors that could effect ancsthetic choices identificd
' Pertinent prenatal laboratory test resulis (og, group B streplococci or hematocrit) ovailable (2, 3)
= Other special concems identificd (cp. medical problems and special necds:

2 Paticnt counscled about risks and benciits of induction of labor (1)
1 Consent form signed as nequined by institution
Bishop Soore (soo below) (1 . N I I

UCSF Benioff Children’s Hospitals



»Hoag Induction Scheduling Process

= Patient will be educated utilizing the “Induction Education’ form by their
OB Physician in the office

= OB Physician will complete Induction of Labor Scheduling Request (Form
PS 5529)

= OB Physician Office will fax the Hoag Scheduling Request to LDR
Scheduling (949) 764-5735, no earlier than 9:00 am, 1 week prior to the
requested induction date. Requests received more than 1 week prior
to induction date will be discarded; requests received prior to 9:00
am will not receive priority.

 For elective inductions, the office must also fax a completed/signed
“Induction Education” sheet in order for the case to be scheduled.

* OB Physician Office can follow their fax with a call to Hoag LDR
Scheduling (949) 764-8484 for confirmation of availability of requested
date/time.

LY
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*Hoag Induction Scheduling Process con’t.

= Induction will be entered into SIS (Surgical Information System) by Hoag
LDR Scheduling

= Within 24 hours, a Hoag Physician Leader (Chief of Maternal Child
Health, Laborist, Department Head, etc.) will review the Scheduling
Request form for completion and appropriate gestational age.

= If the Hoag Physician Leader feels additional discussion/information is
needed, he/she will call the OB.

» Please ensure that your patients understand that the requested date and
time is not a guarantee. Accommodation of this request is dependent
upon capacity, patient acuity and staffing.

LY
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childbirth cHilbicy
connection

Labor Induction Basics

What is labor induction?
What causes labor to begin?
What is the safest point in pregnancy for the baby to be born?

Why might my care provider recommend induction?

Why might a woman choose induction when there is no clear medical
reason?

Why are so many women experiencing induced labor?

What factors affect whether | have an induction?

Are there differences in when care providers recommend induction of

labor?
Are the risks of induction higher for certain women?

AR+
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http://www.childbirthconnection.org/

NEW ACOG STANDARD LABOR DEFINITIONS (2014)

Uterine contractions resulting in cervical change (dilation and/or effacement)
LABOR Phases:

« L atent phase - from the onset of labor to the onset of the active phase

* Active phase - accelerated cervical dilation Eei{:allz Ein ninE at 6 cm

The stimulation of uterine contractions using pharmacologic methods or
AUGMENTATION  artificial rupture of membranes to increase their frequency and/or strength
OF LABOR following the onset of spontaneous labor or contractions following
spontaneous rupture of membranes.

If labor has been started using any method of induction described below
{including cervical npening agents), then the term, Augmentation of Labor,
should not be used.

The use of pharmacological and/or mechanical methods to initiate labor
INDUCTION OF (Examples Ef rneﬂ'md;fll‘lduda but are not limited to: artificial rupture of
LABOR membranes, balloons, oxytocin, prostaglandin, Laminaria, or other cervical

ripening agents)
ofill applies even if any of the following are performed:

¢ Unsuccessful attempts at initiating labor

¢ |nitiation of labor following spontaneous ruptured membranes without

contractions

Menard MK, Main EK, Cumigan SM. Execufive Summary of the reVITALize Initiative: Standardizing
Obstetnc Data Definitions. Obstet Gynecol 2014 July; 124:150-3.

UCSF Benioff Children’s Hospitals



Summary
= |OL is performed frequently for medical and obstetric
Indications — avoid elective inductions with nullips BS< 8

= [dentify clear indication of benefits and risks associated with
|OL and explain these to the patient — use consent/checklists

* The best predictor of labor induction success is cervical
dilatation

* The ideal method for induction of labor varies among patients
and is yet to be identified — consider outpatient cervical
ripening

= Follow hospital, provider, and nurses success rate of IOL

UCSF Benioff Children’s Hospitals



UGSF Benioff Children’s Hospitals -

Obstetric Triage that Supports Vaginal Birth




Obstetric Triage: Objectives

= Compare and contrast medical-legal implications of telephone and
outpatient triage care

= Determine the right time for a woman to transition from her home
to the hospital for birth
e 5-1-1 rule (5 minutes apart, lasting 1 minute, for 1 hour
* Recent recommendations 4-1-1 or even 3-1-1 (Lamaze Intl.)

= Explore verbal and written discharge to home instructions
* Most women report they feel most comfortable at home
— Freedom of movement
— Able to do things for themselves

LY
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Multiple Functions ot OB Triage Units

= L abor assessment and evaluation

» Decompression of labor and delivery

» Use as a holding area (busy L&D)

» Fetal evaluation and assessment

= Evaluation of medical/ OB complaints (after hours)
= [nitial stabilization of OB complications

» Evaluation of OB referrals /transfers

» Selected OB procedures

= Source of OB care when normal source isn’t accessible or available

AR+

UCSF Benioff Children’s Hospitals



Value of the Nursing Role

= st to evaluate

= Detect abnormal s/sx

= Alert the team

= Optimize patient outcome
P P o N

EMTALA
HIPPA
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The American College of Obstetricians and Gynecologists

COMMITTEE OPINION

*Number 667 « July 2016
*Hospital-Based Triage of Obstetric Patients

= Obstetric units are urged to collaborate with emergency departments and hospital ancillary
services, as well as emergency response systems outside of the hospital, to establish
guidelines for triage of pregnant women

= Recently developed, validated obstetric triage acuity tools may improve quality and
efficiency of care and guide resource use, and they could serve as a template for use in

individual hospital obstetric units.

OBSTETRICS & GYNECOLOGY 2016; 128:e16-9
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Wy arent Maternal Fetal Triage Index (MFTI)

Is the woman presenting for a scheduled procedure and has no complaint?

Abnormal Vital Signs
Matemal HR <40 or 2130, apnic, Sp0, <02%, S87 2150 cr
Deas the woman ar fatus DED 210 cr <00/nalnatles, No PHR cutected by doppler
have STAT/PRIORITY 1 vital (unlass previcusly cdhagnosed fetal domise). FHR <TI0 bom for 360 seconds
igns? di e :
signs? lif g inter required, such as:
OR Mgt:mal 7o |
o rhac COmpromise 4 ute mental status change or
Does the woman or fetus « Savere respiratory Gistrass unresponsive (cannot fallow verbal
require immediate lifesaving * Seizing commands)
intervention? + Hemorrhaging * Sigrs of placental abruption
oRr Fetal * Signs of utering ruptuee
Is birth imminent? +Frolapsed cord
Imminent Birth

« Fetal parts visibie on the perineum  + Active matemal bearing-down efforts

Abnormal Vltal signs

Materral MR *120 ce <%
Temperatume 3010°F, &n T, RA %206 or <12, S0, <B5%, S0° al40 or [P 350 symptomatic’

Do th f t or <BOMO, repoated. FHA >30 bom for >60 seconds. ﬂ(* olerations
es the woman o fetus
have URGENT/PRIORITY 2 Severe Pain: (urreiated to ctx) &7 on a 0-10 pain scale
vital signs?
oR Examples of High-Risk Situations
the B S v el * Unstabla, high risk medical conditions  + <34 wks ¢/o of SROM/Aeaking or
wn(muwt conrnp:ann( of' pai S * Difficuty bresthing spotting
: ; * Active vaginal bleeding (not
contractions? URGENT/ Altered mental St spotting or show)
oR PRIORITY 2 « Suicidal or hamicidal f:
R i O + ¢/o of decreased fotal mavement
1= this & high-risk situation? :;ir::uv T * Recent trauma*
OR
Will this woman and/or new- =354 wks with regular contractions or SROM/Seaking with any of the following
born require a higher level of % :g/n‘md medically-indicated cesarean S ::I:::'aanf\t“f::a':nn
. Cacen . X y-indica . 2 pravi
Caré then institution provides? (maternal o fatal indications)
* Breech or other malpresentation

Transfer of Care Needed
NO « Clinica? needs of woman and/or newborm indicate transter of care,
per hospatal palicy

Abnormal Vital Signs

Does the woman or fotus Temparatam *1COA. SLOAT, SUP 240 or DU 250, mymptomatic'

have PROMPT/PRIORITY 3
vital signs? Prompt Attention, such as:

R *5igns of active labor 234 weeks

O he L i *¢/0 early 1abor signs and/or ¢/0 SROM/Seaking 34-36 6/7 wooks

Dees the woman require *234 weeks with regular contractions and HSV lesion
prompt attention? » 234 weedos planned, declive, repeal cesarean with regular comtractions
* 234 weelks multiple gestation pregnancy with irregular contractions
* Woman is not coping with labor per the Coping with Laor Algorithm V27

D NON- Non-urgent Attention, such as:
= m::.i:;?::‘aln :g::ua o URGENT/ * + 237 waeks aary labor signs and/or c/o SROM/Teaking
o0 s rgent PRIORITY 4 + NON-rgant symetams may nclude: common discomrorts of pragnancy.
vaginal dscharge. constipation, ligament pain nausea. anxiety,
NO
" SCHEDULED oft
Is the woman requesting Woman Requesting A Service, such as: Reousstivg
& service and she has no * Prescription refill
complaint? YES SCHEDULED/ » Qutpatient service that was missed
=3 oRr — REQUESTING =P schoduled Procedure

Dees the woman have a Any event or procedure scheduled tormally or informally with the unit
scheduled procedure with Before the patient’s arrival. when the patient has no complaint
no complaint?

'High Risk and Critical Care Cbstetrics, 2013 15001

Traustra Miy Gr may 20t Rclude o GRct axit on the abdamen. Examplin are trauma fram moter vetiche accidents, lls, and intimate partrer viokoce

‘Coping with Labor Algonthen V2 used with permission

Thas MFT] & exsmplany and does not incude all possitle pationt comelents oe condtion. The MFT) is desined 1o Gulda chnical easien making Dut dees not nplice cinical ogeront. Vital

wGns I the MET1 are suggested wolues. Vahues nopropeiate for the popefotion and 9eogmonic reaion thould be detenmined by each cinical team. taking %0 Sccount varobles such as altitude
2015 Association of Woman's Hoalth, Obstetnc and Noanatal Nursas. For pamvission 10 use MFTI or integrate the MFT! into the Electronk Modical Recoed contact parmissionsiiawhonn o

UCSF Benioff Chlldren s Hospitals
Ruhl, C., Scheich, B., Onokpise, B., Bingham, DJournal of Obstetric, Gynecologic & Neonatal Nursing, Volume 44, Issue 6, 2015, 701-70



CALIFORNIA MATERNAL
CARE COLLABORATIVE

Toolkit: Implement Early Labor Supportive Care
Policies and Active Labor Criteria for Admission

*Translation: Early labor at home. Let labor start on its
own!

*Physiologic onset of labor Is critical to the
success in labor, and introduces moms and babies
to protective hormonal pathways

"\Women admitted in early labor are more likely to
have a cesarean, and more likely to have routine
Interventions e.g. oxytocin even if not clinically
necessary

LY
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CMOCC
Toolkit: Early admission support ™

= Admission policy or checklist for spontaneous labor
= Latent labor support and therapeutic rest policies

» Patient education materials to explain rationale for
delayed admission, reduce anxiety and provide
guidance on when to return to the labor and
delivery unit

= Material with specific guidance for partners and
family members as to how to best support the
woman in early labor

LY
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Coping with Labor Algorithm > ©

Dbserve for cues on admission and throughout labor. Legend
Assessment per protocol:
Ask: “How are you coping with your labor?”

#Every shift # PR # At signs of change. [I] = Insufficient Evidence

[5] = Sufficient Evidence
[L] = Limited Evidence

Y

[*] = Mo Evidence & Mo Ham

Mot Coping

Cues you might see if woman is coping:

States she is coping

Rhythmic activity during
contraction [Rocking, swaying)
Focused inward

Rhythmic breathing

Able to relax betwesn
contractions

Wocalization (moaning, counting,
chanting]

Clues you might see if woman is NOT coping
[May be seen in transition)

States she is not coping

Crying [May see with self-hypnosis)
Sweaty

Tremulous voice

Thrashing, wincing, writhing
Imability to focus or concentrate
Clawing, biting

Panicked activity during contractions
Tense

Physiologic. Natural
process of labor

¥

FPhysical Environment

Patient desires Patient = Appropriate changes to
o i pesnss . environment PRM [S]
pharmacological pharmacological intervention
intervention . — -
= Lighting [y
L A =  Music I*1
= IV pain med [L]]| [interventicns as to what would = Fragrance [']
=  Epidural [5] | |give best relief and is indicated - 1‘-‘“‘"“‘"‘31 |
=  Nitrous Oxide [I] (what does the pafient desire): : welr:l_;pr;:rrnil_llge *1
=  Tub/bath/shower ISl r
=  Hot packicold pack  [%] voices "]
L = Water injections 51
Follow: - Massage/pressure 1
- Movementfambulation/
= Unit paosition changes 51
=  semice line =  Birth ball *1
=  Hospital = Focus points [*1
=  Breathing techniques [*]
Guidelines/standards =  Acupun 51
for pharm: ic - Self- i 51
intervention = TENS 1
:I Reassessment I_
Not Coping

Copyright © Umversity of Utah College of Nursing and University of Utah Hospital & Clinics

leissa.reberts{@ours utah edu. Used with Permission.
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Appendix M CcMQCC

California Maternal

Spontaneous Labor Algorithm Guality Care Collaborative

J

Inadequate

Inadequate
Progress
S d Stage

Inadequate
Progress

CMQCC Toolkit to Support Vaginal Birth
Adapted with permission from Washington State Hospital Association and Reduce Frimary Cesareans



ESTABLISHING
PHONE TRIAGE

v EDUCATION
v COMPETENCY
v DOCUMENTATION

A RAE
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Phone Triage

Question:

Does your Department have a formal phone
triage policy and procedure ?

No we instruct the patient to call their doctor

No but we informally guide them over the phone

Yes formal P&P with written documentation

Not sure — we're kind of “winging it” no formal training
Other

AR+
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Phone Triage for Labor

Department guideline?

Gestational age
Complications of pregnancy
ROM

Mucous/Bloody Show
Uterine activity

Recent cervical exam .
Fetal Movement ' «We|co;n“e oolicy”
Assess stay home & call back or come in

Notify MD / NP/ CNM

AR+
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Competence Assessment

» L&D Nurses must complete a series of competence assessments
with qualifying exams

This education material was based on current evidence and
practice standards

Emphasis on triage as a systematic approach to rapid patient
assessment

Assigns priority on the degree of need

Primary goal for triage nurse to assign acuity within 10 minutes
of arrival to the unit

= Once the educational requirements the nurse is deemed “Triage
competent”

LY
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BASIC CONSIDERATIONS IN ESTABLISHING
A TELEPHONE TRIAGE SYSTEM

Are “Protocols” or “Guidelines” an Appropriate Format?
What's the First Step in Drafting Protocols or Guidelines?
Who Should Handle the Calls?

How Should Calls Be Documented?

What Information Is Pertinent for Each Patient Who Calls?

o 0~ W BE

Health Insurance Portability and Accountability Act (HIPAA)
« Speak to the patient, check MR for authorization, confidential record
7. Reducing legal risks/improving patient care

« Adequately trained staff, protocols in writing, proper
documentation

Telephone Triage for Obstetrics and Gynecology, 2010. Philadelphia
Vicki E. Long MSN, CNM, RN, Patricia C. McMullen PhD, JD, WHNP-BC, RN m

UCSF Benioff Children’s Hospitals



UCSFEF OB Phone Triage: 3

Recommendations

. One person *Phone triage simulation
responsible for calls

. Protocols implemented aScreen shot of order sets
. Documentation =Documented in EPIC

LY

UCSF Benioff Children’s Hospitals



UCSF OB Phone Triage: Working Diagnosis
*Neither MD’s or RN’s can diagnose without an
exam

= Acceptable to form initial impressions “working
diagnosis”

=|dentify symptoms and classify by acuity rather
than seeking to determine specific causes of
symptoms

*The MD or RN must always inform patient of the
presumptive status of this evaluation

*Use language the client can understand

LY

UCSF Benioff Children’s Hospitals



UCSF OB Phone Triage: Communication

Goal of Telephone triage:

* Listen - receive information

» ASsess - acute verses non-acute

* Give and recelive information

* Release anxiety - inspire, persuade engender trust
* Problem solve

LY
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Hospital Triage: Review
Assessments & Interventions

= _abor Evaluation
=ROM

= Contraction pattern
* Frequency/ Intensity
* Discomfort in lower abdomen, back, and groin
= Does activity effect or W UC’s

= Cervical change

* _atent phase
« Long contraction phase
« Sedation decreases or stops contractions
* Bloody Show usually not present

UCSF Benioff Children’s Hospitals



Discharge for latent phase

= Eat easily digested foods, drink plenty of fluids

= Alternate activity with rest and take nice walks

= Prepare last minute things for baby

= Surround yourself with people that help you feel comfortable
» Relax with a warm shower

= Listen to music to maintain a tranquil environment

= Ask your partner for a massage

= [f unable to talk during a contraction begin a slow chest breathing
pattern

= Listen to you body and follow your instinct when it's time to come
back to the hospital

LY
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Obstetric Triage: Statfing

= Multiply 1.2 - 1.5 of overall birth volume
» Requires assessment of mother and fetus
* “in a timely manner” -not defined by AAP or ACOG
= Care is ongoing until disposition
* The initial triage process (10 - 20) minutes
= Requires 1 nurse to 1 woman presenting for care

» This ratio may be changed to 1 Nurse: 2-3 woman as maternal-
fetal status is determined to be stable or until patient disposition is
determined

= 1 Nurse to 2-3 women during non-stress testing

Guidelines for Professional Registered Nurse Staffing. AWHONN,2010. m
UGCsF Benioff Children’s Hospitals



Therapeutic rest

*Protocol
*Morphine Phenergan dosing
=Trial In progress

LY
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Summary

» Telephone triage may be a safe and cost effective means to initiate
patient evaluation

= Many women present to the hospital for evaluation prior to their
admission for labor and birth

= Nurses play a key role in triage and discharge

= Some nurse conduct MSE in the absence of direct evaluation by a
physician per EMTALA

= Mother and baby should be stable prior to discharge to home

» Discharge instructions provide important information for women
and their families to cope with latent phase

= Utilization of MFTI, phone triage, the CMQCC triage algorithm, and
therapeutic rest promote the right time for a woman to transition
from home to hospital for vaginal birth

LY
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Resources

®

AMERICAN COLLEGE
of NURSE-MIDWIVES

I nter niatyryonal % S
With women, for a lifetime

Practical Resonwees fov the Childbivth Education Protessiondl
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childbirth ' o
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Maternal Movement and Optimal Fetal Positioning
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Labor Support: A Return to the
Basies

Alicia Pollak, RN, CNM, MS
Birth Center



Objectives

= Understand the mechanisms of labor and how the fetus is
birthed physiologically

*Name three ways to comfort women during labor

*Name three “tools” readily available that could be used to
aid in the comfort of women laboring

LY
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Childbirth through the ages

“Birthing” by Alan Levine is licensed under (C by 2.0

“Mother Giving Birth” by Steven Dameron is licensed under CC by 2.0

UCSF Benioff Children’s Hospitals


https://www.flickr.com/photos/cogdog/4878542966/in/photolist-8r6NRL-6v6rW2-ZxmPq1-ssd4Ub-8SLxV-ssd4TQ-9EVb8c-9vqPmA-9EY7CQ-8oNmin-cPMnDJ-cjgNaE-iqrvup-ZvE8Jo-WosKzT-soJy2B-8B2FHw-Zu9YTq-s8Dozd-dH2cKE-YHk3Vu-s6k4dA-5RtXz-jyfEXZ-snL5BL-5Ru9E-rvztSB-6mKxJv-7tZxqm-rxFZxp-YxWYZc-eSk6Xf-atKAhX-jygDS1-jHiey-VT4wf6-tP49L-4nV3no-9ZgQpi-XBVJkR-5LomCY-8iGBNv-97j8c1-VQamns-7VKMtA-9bH8sf-extm-Xn3FAA-9FviHH-Lo9f3
https://www.flickr.com/photos/cogdog/
https://creativecommons.org/licenses/by/2.0/
https://www.flickr.com/photos/sadsnaps/4990298387/in/photolist-8AYzRn-jKie5C-8B2FGw-6Undog-5FEHrq-WvA1bC-u8q7LJ-tbLSsU-u6sL1q-u8q7Wo-tRcAWE-tRkPFH-38UbvT-9ZgWbk-6y3ciR-rvztXg-6RNbtn-7MJxSE-5kwPzv-bYxM7q-9zHsMH-9oHjNR-oZfQ1m-ug6AHK-oumkPm-aorA7N-6RSeHN-6Urfzj-pujH44-jYi9kg-4EeNLE-oLfHgT-NGDhL-9k2ywM-4BSsw3-eSk6Kj-4EeyM2-9ZgSNx-jyfCpc-da1uKN-UXWHqU-7MExP8-aAgLuE-dyU4gt-9F69W7-nTS9qN-rr7p3e-oY3hZM-9ZiE7m-4EeQC7
https://www.flickr.com/photos/sadsnaps/
https://creativecommons.org/licenses/by/2.0/

A birth-scene. Oil painting by a French (?)
| painter, Abo, CChy 4.0

AR+
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https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/

http:/resource.nlm.nih.gov/101:392809

s SIS
http:/resource.nlm.nih.gov/101434275

AR+
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Fig. 71. Rebekka gebiert Jakob und Esau.
Von Etienne Delanne gestochen.

http:/resource.nlm.nih.gov/101407270

http:/resource.nlm.nih.gov/101449273

AR+
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http:/resource.nlm.nih.gov/1014:36850 : http:/resource.nlm.nih.gov/101449277
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Tmage from page 173 of "Labor among primitive peoples. Showing the development of the obstetric
science of to-day, from the natural and instinctive customs of all races, civilized and savage, past

and present" (1883) Internet Archive Book Image

.

Tmage from page 169 of "Labor among primitive peoples. Showing the development of
the obstetric science of to-day, from the natural and instinctive customs of all races,
civilized and savage, past and present" (1883) Internet Archive Book

Image

e Y. )
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https://www.flickr.com/photos/internetarchivebookimages/14761958664
https://www.flickr.com/photos/internetarchivebookimages/14577671229/

Review the Mechanisms of Labor- The 7
Cardinal Movements

5 _Ell\ICtSAGEMENT: widest part of fetal head has passed through pelvic
inle

» DESCENT: progression of fetal head into the pelvis (in relation to
Ischial spines)

» FLEXION: fetal head reaches soft tissue of maternal pelvic floor

* INTERNAL ROTATION: to accommodate changes of pelvic diameters
(transverse to anterior-posterior)

= EXTENSION: born in extension, under the symphis pubis

= EXTERNAL ROTATION OR RESTITUTION: the head realigns with
me rs}hoglders, which engage and move similarly through the pelvis, to
e hea

= EXPULSION: the rest of the body is born (via curve of Carus)

LY
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A little Theory....

Why do our interventions work?

» Grantly Dick-Read in 1942, Childbirth without Fear “Cycle of Fear >
Tension> Pain”

» Melzack’s article in 1965, Pain mechanisms: a new theory

» Melzack’s article 1999, Pain-an overview: “The neuromatrix theory
of pain proposes that pain is a multidimensional experience
produced by characteristic “neurosignature” patterns of nerve
Impulses generated by a widely distributed neural network- the
“body-self-neuromatrix”- in the brain.” Pain can be triggered by
sensory inputs or independent of them.

* Trout, CNM 2004, The neuromatrix theory of pain: Implications for
selected nonpharmacologic methods of pain relief for labor

LY
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Knowledge can break the
Fear-Tension-Pain cycle

TENSION

PAIN

Grantly Dick- Read, Childbirth without Fear, 1944

AR+
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Women q Women's
approach birth naural birthing

with negative ability inhibited
expectations by fear

These negative d-gﬁgﬁ of
experiences are lbirth and
shared in the accepting of
media, and by mgdicfl
word of mouth

intervention

Women have a
negative, high
intervention
experience

The 'Fear Becomes Fact’ Cycle of Birthing Negativity
Let's break it!
www.facebook.com/positivebirthmovement

AR+
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Fatigue Fain

Tense

Depression Muscles

stress/
Anxiety/ Anger/

Fear ﬁ Frustration

AR+
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How do women cope?

= “A review of 10 qualitative studies [2015] reported the two main
influences on a woman’s ability to cope with labor pain were (1)
continuous individualized support, and (2) acceptance of the need
for experiencing some pain to birth their infants. Constant support
established a sense of safety and reduced feelings of loneliness
and fear, which enhanced their coping ability. However, the review
also reported a gap in many clinical settings between women’s
need for continuous support and its availability.”

* “The American College of Obstetricians and Gynecologists has
stated that ‘one of the most effective tools to improve labor and
delivery outcomes is the continuous presence of support personnel,
such as a doula™

Simkin, P and Klein, M. Nonpharmacologic approaches to management of labor pain. Up to date
(2017).

LY
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Non-pharmacologic approaches to
management of labor pain

Up to Date 122017 Authors Penny Simkin and Michael Klein
Classification of interventions into three categories

= Low-resource- “simple, readily available, inexpensive, and low-risk
techniques including distraction, self-help, and comforting strategies or tools.
These may be used individually or in combination with others™

= Moderate-resource- “interventions require patient motivation, specialized
training, professional assistance, specific equipment, financial resources, or a
combination thereof”

» High-Resource- “interventions require professional training and monitoring,
have greater risk of adverse effects on mother, fetus, or labor, require
increasingly complex equipment and training by staff and/or patient, and incur
significant cost. They are highly effective in reducing labor pain, and include
neuraxial analgesia and anesthesia and inhaled anesthesia

LY
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Non-pharmacologic approaches to
management of labor pain

Up to Date 122017 Authors Penny Simkin and Michael Klein

"Low-resource- Movement, birth ball, touch and massage,
acupressure, application of heat or cold, breathing
technigues with relaxation, showers, music and
audioanalgesia,

» Moderate-resource- Aromatherapy, acupunture, Yoga,
Sterile water injections, hypnosis, biofeedback,
Transcutaneous electrical nerve stimulation, water
Immersion

»High-Resource- Epidural, combined spinal epidural,
Inhaled analgesia

LY
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Tools You Might Already Have in Your
Birthing Rooms

= [lye mask

= Sheet (you don't need a fancy Rebozo)

= A partner

= Water in some form (a bath, a shower)

= A basin or water pitcher

= Your labor bed should become a BFF (and that finicky bai!)
= Hand towels and wash-clothes

= A fan

= Warm blankets

= Pillows

= Sweet things to drink, lip gloss for dry mouth-breathing lips

LY
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Other Birth Tools that You Might See
Brought to Hospital

= TENS unit
= Aromatherapy

= Rice packs (check your policy, caution use with epidurals)

LY
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Used with permission from Laura McCarthy s blog

By User: Ravedave - Own work, (C BY
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https://commons.wikimedia.org/w/index.php?curid=1474938
https://creativecommons.org/licenses/by/2.5/
https://mommy2mummy.wordpress.com/2015/08/13/one-born-every-minute-welcoming-meredith-kate/#jp-carousel-936

Acupressure Bladder Points 26 and 32

A transcutaneous electrical nerve stimulator (TIENS) by
Michaelj0505 on Wikipedia Commons, licensed by (C

UCSF Benioff Children’s Hospitals



https://commons.wikimedia.org/wiki/File:A_transcutaneous_electrical_nerve_stimulator_(TENS).png
https://creativecommons.org/licenses/by-sa/3.0/deed.en

<

Bladder 26 and 32

AT&T = 9:03 AM 3 [

BL-26 Guanyuanshu * %

Guanyuanshu BL-26
| Shigizhuixia (M-BW-25)

| lower border of L5

Petor Deadman &
Mazin Al-Khafaji
with Kevin Baker

A M:lrt:lul nf
ACUPUNCTURE

all ATRT = 9:04 AM 3 (-

{ Back BL-32Cilido W &2

Location

Over the second posterior sacral foramen.

Ciliao BL-32

second sacral foramen |
|
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Birthball by Rshumway licensed by CC 4.0

AR+
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https://upload.wikimedia.org/wikipedia/commons/2/2d/Birth-ball.jpg
https://creativecommons.org/licenses/by-sa/4.0/
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Second Stage Management



ond Stage of Labor

e Y. )
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To Push or Not to Push
That 1s the Question!

ACOG Opinion 2017:

Reviewed evidence for labor care that
minimizes intervention

In the absence of the need for a expeditious
delivery, a woman may be offered a rest 1-2
hours at the onset of 2"d stage

LY
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Ettect of immediate vs delayed pushing

JAMA | Original Investigation

Effect of Imnmediate vs Delayed Pushing

on Rates of Spontaneous Vaginal Delivery Among
Nulliparous Women Receiving Neuraxial Analgesia
A Randomized Clinical Trial

Alison G. Cahill, MD, MSCI; Sindhu K. Srinivas, MD, MSCE; Alan T. N. Tita, MD, PhD; Aaron B. Caughey, MD, PhD; Holly E. Richter, PhD, MD;
W. Thomas Gregory, MD: Jingxia Liu, PhD; Candice Woolfolk, PhD; David L. Weinstein, MD; Amit M. Mathur, MD:
George A. Macones, MD, MSCE; Methodius G. Tuuli, MD, MPH

Visual Abstract

IMPORTANCE It is unclear whether the timing of second stage pushing efforts affects [= Editorial page |
snnntaneni s vaginal deliverv rates and rediires morhidities

e Y. )
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The 5 Ps

Power = forces

Passenger = fetus

Position = occiput

Passageway = pelvis

Psyche = your patient and support

LY
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ACTIVE MANAGEMENT OF
SECOND STAGE

n pushing if:

iead is visible OR

Jrge to push is present AND
lescent occurs with trial push OR
% condition prohibits delaying
wshing (i.e. chorio, NRFHT)

ood progress
after 1 hr?

itinue pushing
epare for birth

Slow/MNo progress
fter 1 hr of pushing

2" STAGE BEGINS

SWE & Date/Time Complete:

LAACNCT

|Delay pushing for 1 hr if:
= FHR normal AND
+ Head is not visible at perineun

Date/Time Active pushing begins:

« Minimal descent occurs wi tria
OR
= Positionis OP or OT

Plan for 2™ stage at bedside w/ senior provider.

abor down appropriate?
Strip Review
) Position/Station

elto push/maternal sensation/uterine

Good progress

Motify provider,

hourly bedside evals

after 1 hr?

Interventions:
« Maximize pt comfort & fetal ox
+ Assess bladder

L]

Reposition pt & 30-45 min
Consider oxytocin if uterine fo
inadequate

[]

¥

aod progress

itinue pushing
‘epare for birth

Slow/Mo progress
after 2 hr of pushing

Continue pushing
& prepare for birth

Begin pushing after 1 hr laboring down,

Interventions:

Maotify provider

Maximize pt comfort & fetal
oxygenation

Fosition changes Q 30 min

Good progress

Senior OB provider to

plan of care updates

bedside for eval, hourly

after 2 hr?

:

Continue pushing

enio ildren’s Hospita & prepare for birth

an Francisco

Slow/Mo progress
after 1 hr of pushing

Slow/No prog

Motify provider,
hourly bedside evals

fter 2 hr of pu

=

l ! |Senior GBE pravidu
bedside for eval, |




Positioning aids- Peanut Ball

www.maternalfocus.com -Google images
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http://www.maternalfocus.com/

Pushing a DOP baby

*Hands & Knees or Exaggerated Sims position for
DOP

=Encourage pt to hold own thighs to allow for

maximal fetal descent WY ¥
G@A{S u:’(‘_.
and maternal comfort. o
=Manual rotation
L. S -
when indicated. w N "

LY
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Pushing

=*Gone are the days of closed glottis pushing: “take
a deep breath and hold it.”

=*No clinically significant benefit. Research shows
benefits of open qj'pttls pushing and discourages
closed glottis pushing to maximize oxygenation to
mom and fetus.

*Open glottis/physiologic pushing: Bear down when
they feel the pressure of UC and hold that effort as
long as they can.

=“Do what comes naturally to you.”

LY
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*"|Instruct woman to bear down and push towards
the pressure sensation she feels likely in her

rectum.

=sAllow It to be her choice whether or not she holds

her breath, avoid telling her to do so.

=Discuss action as similar to abdominal crunch if pt

familiar, “curling around their baby.”

LY
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*Encourage pushing for 6-8 seconds per
effort, 3-4 times per UC

=Avoid counting to 10 with each push, as her
breath may not last that long.

*Assess maternal effort/fatigue, fetal station,
through a few UCs

LY
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Length of ond stage

=Goal Is no more than 2-3 hours for
multip vs nullip per ACOG but...

*|f FHR tracing remains with moderate
variability and maternal efforts are
strong, may continue.

=Periodic Attending MD/CNM evaluation
of progress/descent is vital.

» UCSF Perinatal Data, 2012 & ACOG, 2003 m

UGSF Benioff Children’s Hospitals
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Fetal Hear Rate Dilemmas



Implement Intermittent Monitoring
for LLow-risk Patients

Continuous monitoring:

* Increases the likelihood of
cesarean

* Has not been shown to improve
neonatal outcomes e.g. reduce
rates of CP

 Restricts movement (and normal
physiologic processes and coping)

 Potentially reduces nursing
Interaction/ labor support

UGSF Benioff Children’s Hospitals



AWHONN PRACTICE MONOGRAPH

AWHONN

FROMOTING THE HEALTH OF
WOMEN AND NEWEBORNS

Fetal Heart Rate Auscultation,
3rd edition

Kirsten Wisner & Carrie Holschuh

(:ﬂ[THH[N’[](]E[]CI‘.'

Kirsten Wisner, MS, RNC-OB,
CNS, C-EFM, Salinas Valley
Memorial Healthcare System,
450 E. Romie Lane, Salinas, CA
93901. kwisner@svimh.com

MESH Terms
Auscultation

ABSTRACT

The use of intermittent auscultation (1A) for fetal surveillance lll]I‘iIIU' labor decreased with the introduction of electronic
fetal monitoring (EFM). The increased use of EFM is associated w |th an increase in cesarean births. IA is an evidence-
based mt‘thmlnf fetal surveillance tlunnu labor for women with low risk pregnancies and {UII.HILIL"I{"(I{]II{"{{]IIiIHlIIl“IIl' of
unnprehﬂmw efforts to reduce the primary cesarean rate and promote ‘.:LU'III.:L] birth. Many clinicians are not familiar
with 1A practice. This practice rrmnugrdph includes information on 1A tt*(.hmques, interpretation and documentation;
clinical tl{-.‘{.'isiml-ma.'lcing and interventions; communication: education, .\'.tafﬁng, ]ega] issues, and strategies to promote
iInI?]{'.‘IIIt‘IItH.ﬁ{]II of [A into practice.

doi: |l]_|l]|f'l-"j.]m‘h.ﬂl]l‘u_ll]_l]‘l]l

AR+
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Management of Intrapartum Fetal Heart Rate Tracings
Number 116, November 2010
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Uterine tachysystole

Spontanegus labor

Labor induction ]r augmentation

v

. y

Category | FHR tracing

Category Il or Il FHR tracing

| Category | FHR tracing

ICategory Il or Il FHR tracing

:

;

No interventions required Intrauterine resuscitative | Decrease uterotonics Decrease or stop uterotonics

measures® |

| Y

y Intrauterine resuscitative
If no resolution, measures*
consider tocolytic ¢
If no resolution,
consider tocolytic
*See Table 2 for list of various intrauterine resuscitative measures

Figure 2. Management algorithm for uterine tachystole. Abbreviation: FHR, fetal heart rate.




Intrauterine Resuscitation

*Repositioning side to side/ hands and knees
*|V bolus of at least 500 mL Lactated Ringer’s

=*Oxygen at 10 L/min via non-rebreather facemask
(usually no more than 15-30 min per event)

=Discontinue oxytocin/ remove Cervidil

» Amnioinfusion (1st stage) for deep recurrent
variables

»Modification of pushing efforts (second stage)
*Medications
 Terbutaline (1-2 times)

* |V pressor if hypotensive/ after epiduramcement

UGSF Benioff Children’s Hospitals



Fetal indication for cesarean

* Abnormal FHR
—Reevaluate in OR
—ODbtain umbilical artery cord blood gas
* Delayed cord clamping
« Multidisciplinary review of failed inductions
—Improvement opportunities

L
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Appendix Q

Example Algorithm for the Management of

Intrapartum Fetal Heart Rate

Category 1

Non-clinically

significant decels* in

the presence of
marked or mod

CMQCC

California Maternal
Quality Care Collabarative

Tracings

Category 2 Category 3

Minimal
variability w/
clinically
significant decels
for > 50% of

Absent variability
w/decels or w/

Moderate
variability w/o late
or variable decels

bradycardia (baseline
rate < 110 BPM); or
sinusoidal pattern

variability or accels contraction Prolonged

Minimal variability w, ‘for 30 min{ decel=60 BPM
clinically significant (or < B0 BPM if

decels* for
< 50% of contractions; rez‘lt:_te from
OR absent variability elivery)

w/o decels

Begin prep for urgent
delivery and initiate
corrective measures**
and scalp stim if not
already done

Begin prep for urgent
delivery and initiate
colrective measures**
and scalp stim if not
already done

Apply corrective
measures* and
scalp stimulation

May observe. Apply

May observe corrective measures*

Begin transport to OR by
3 min. Deliver without
delay should decel
persist > 10 min

Acceleration or
return of mod
variability

If no improvement,
deliver within 30 min

Notify provider. Repeat scalp stimulation every 20-30
minutes. If pattern persists for 60 min without
accelerations or return to moderate variability, then

If abnormal pattern persists or returns begin prep for urgent delivery

**Corrective measures include:
Oxygen administration
Maternal position change
Fluid bolus
Reduction or discontinuation of pitocin
Administration of terbutaline for tetanic contraction or
tachysystole
Administration of pressors, if hypotension present
Amnioinfusion for deep, repetitive variable decelerations

*Clinicallysignificantdecelerationsinclude:
Variable decels lasting > 60 sec with a nz 1ir > 60 BPM below
baseline
Variable decels > 60 sec with a nadir < 60 BPM regardless of
baseline
Late decels of any depth
Any prolonged decel as defined by NICHD

(Clark et al. Am ] Obstet Gynecol. 2013;209(2):89-97)

&

Iren’s Hospitals

(Miller LA, Miller DA.J Perinat Neonatal Nurs. 2013;27(2):126-133.)

This is an example of one possible algorithm to assist the nurse and provider in the management of intrapartum fetal heart rate
pattems. It does not cover all possible clinical situations. The algorithm assumes that the abnormal fetal heart rate pattern has been
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CMQCC Appendix P

California Materna

Quality Care Collaborative Algorithm for Management of Category Il

Fetal Heart Rate Tracings

FIGURE 1
Algorithm for management of category Il fetal heart rate tracings

| Moderate vanability or accelerabons

Yes Mo
[ I

Significant decelerations with 250% of contractions for 1 hour® | Significant decelerations with =50% of confractions for 30 minutes®

Yes Mo e ' 85 No

Latent Phase Active Phase ‘ Second Stage Obsarve for 1 hour |

| MNormal labor progress | ‘ Maormal progress | Persistent pattem |
Mo J—Yas-| |- Mo J—‘r"as Yes No
Cesarean | Observe | | Cesarean or OWVD | | Cbserve | ‘ Cesarean or OVD | | Manage per algorthm |

OV, ooeralive vagnal deivery,

*That have nol resolved with appmpriate conservative cormective messunes, whichmay neude supplamental axyoen, materral postion changes, infravenots fluid administration, correction of hypatension,
reduction or discontinuaticn of utaring stimulation, administration of utering relasant, ammoinfusion, andfor changes in second stage treathing and pushing tecigquas.



\

( TABLE

Management of category |l fetal heart rate patterns: clarifications for use in algorithm

1.

2.
3.

10,

Vanability refers to predominant baseline FHR pattern (marked, moderate, minimal, absent) during a 30-minute evaluation period, as defined

by NICHD.

Marked variability is considered same as moderate variability for purposes of this algorithm.

Significant decelerations are defined as any of the following:

o Variable decelerations lasting longer than 60 seconds and reaching a nadir more than 60 bpm below baseline.

o Variable decelerations lasting longer than 60 seconds and reaching a nadir less than 60 bpm regardless of the baseline.

o Any late decelerations of any depth.

o Anyprolonged deceleration, as defined by the NICHD. Due to the broad heterogeneity inherent in this definition, identification of a prolonged
deceleration should prompt discontinuation of the algorithm until the deceleration is resolved.

Application of algorithm may be initially delayed for up to 30 minutes while attempts are made to alleviate category Il pattern with conservative

therapeutic interventions (eg, correction of hypotension, position change, amnioinfusion, tocolysis, reduction or discontinuation of oxytocin).

Once a category Il FHR pattern is identified, FHR is evaluated and algorithm applied every 30 minutes.

Any significant change in FHR parameters should result in reapplication of algorithm.

For category Il FHR patterns in which algorithm suggests delivery is indicated, such defivery should ideally be initiated within 30 minutes of

decision for cesarean.

If at any time tracing reverts to category | status, or deteriorates for even a short time to category lll status, the algorithm no longer applies.

However, algorithm should be reinstituted if category | pattem again reverts to category II.

In fetus with extreme prematurity, neither significance of certain FHR patterns of concem in more mature fetus (eg, minimal variability) or

ability of such fetuses to tolerate intrapartum events leading to certain types of category Il patterns are well defined. This algorithm s not

intended as guide to management of fetus with extreme prematurity.

Algorithm may be overridden at any time if, after evaluation of patient, physician believes it is in best interest of the fetus to intervene sooner.

FHR fefal heart rate; MCHD, Eunice Kennedy Shriver National Institute of Child Health and Human Development.
Clark. Category Il FHRT. Am | Obstet Gynecol 2013,

Graphic reprinted with permission

CMQCC Toolkit to Support Vaginal Birth
and Reduce Primary Cesareans




33 yo G1P0 @41+1 weeks arrived for IOL
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=\What procedures/interventions were beneficial
« AROM, SE placement, Amnioinfusion
*\Was there anything else that could have been beneficial?

L
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Comfort measures during labor



erkeley Ca Rebozo Workshop with Gena Kirby™ by Wendy

Kenin, licensed by CC 2.0

“Berkeley Ca Rebozo Workshop with Gena Kirby™ by
Wendy Kenin, licensed by CC 2.0

=77

“Berkeley Ca Rebozo Workshop with Gena Kirby” by Wendy
Kenin, licensed by CC 2.0

UGSF Benioff Children’s Hospitals


https://www.flickr.com/photos/greendoula/9595103129/
https://www.flickr.com/photos/greendoula/
https://creativecommons.org/licenses/by-nd/2.0/
https://www.flickr.com/photos/greendoula/9595103129/
https://www.flickr.com/photos/greendoula/9597895520/
https://www.flickr.com/photos/greendoula/9595103129/
https://www.flickr.com/photos/greendoula/
https://creativecommons.org/licenses/by-nd/2.0/
https://www.flickr.com/photos/greendoula/9595103129/
https://www.flickr.com/photos/greendoula/9597888740/
https://www.flickr.com/photos/greendoula/9595103129/
https://www.flickr.com/photos/greendoula/
https://creativecommons.org/licenses/by-nd/2.0/

Comfort in Safety

= Safety first
* Patient — belongings on one side of room
* What if scenarios?
— Toilet delivery (beds have wheels!)
— Tub pushing
— Decel when standing moving
— SROM out of bed
* Your side

— clear path to door, beds free of tangled cords
— BETIDY!

L
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Comfort 1n Safety

= Safety first
« Patient — belongings on one side of room
 What if scenarios?
— Toilet delivery (beds have wheels!)
— Tub pushing
— Decel when standing moving
— SROM out of bed
* Your side
— clear path to door, beds free of tangled cords
—BE TIDY!

L
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Comfort in YOU!

= Have faith in the skills you do have

*Be one step ahead

= Your presence matters, be in the “room where it happens”
= Keep active labor “active” by actually being active!

* Be positive and trust birth, each story Is unique

= Use of body language to gain trust

« Early and direct eye contact when meeting patient for
first time

o A “feeler” touch with introduction

L
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Comfort in Your Voice

» Clear communication in the moment with birth team re
delivery position

« Conversation with the mum — her participation at time of
delivery

— Clear, direct, with an active voice
* You are doing this...

= “Let’s get up now...” or “"We are getting up now and
going for a walk”

= You will have a contraction while sitting on toilet.....

= When your water breaks the sensation of the
contractions will change

—\We don’t have babies in the tub!

L
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Comfort in the Room

= Keep the laboring space comfortable
« Keeping it an active environment
— Lights on or off
— Turn position
— Smells in the room (peppermint as air freshener)
— Family influencing patient

L
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Comfort Skills

= Breath work (yogis, lamaze, simple breath in breath out,
follow my breath

» Relaxation (“with your next breath, relax your forehead”)
*Visualization (Magnolia) “what is your baby doing?”

» Hydrotherapy

= Basics-full bladder? Dry mouth? Thirst? Tired?

» Back labor-pressure points in back, hips to thumbs

» Dancing and moving those hips

» Squats (bed, on the floor, pushing)

= 7t inning stretch-GET HER UP AND WALK

L
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Skills that come with time

You gain experience by being present during birth

* Navigating the space which is full of emotions, hormones,
and culture

» Partnering with family and doulas
*How to exit the space of birth

= How to take care of yourself physically, emotionally, and
spiritually

»|_earning doesn’t stop here!

L
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https./pixabay.com/en/hands- hold- holding-embracing- 544522

Our hands are our greatest tool

L
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https://pixabay.com/en/hands-hold-holding-embracing-544522/

Resources for You

The Thinking Woman's Guide to a Better Birth (1999), by Henei Goe

The Doula Book: How a Trained Labor Companion Can Help You Have a Shorter, Fasier, and Healthier Birth (2002), by
Marshall H. Klaus, John H. Kennell, and Phyllis H. Klaus

Optimal Care in Childbirth, The Case for a Physiologic Approach (2012) Henci Goer and Amy Romano (

The Birth Partner: A Complete Guide to Childbirth for Dads, Doulas, and All Other Labor Companions (3rd edition, 2008),
Penny Simkin

Spiritual Midwifery (4" edition, 2002), Ina May Gaskin

Ina Mays Guide to Childbirth (2003), Ina May Gaskin

DBaby Catcher: Chronicles of a Modern Midwife (2003), Peggy Vincent

Oxorne Foote Human Labor and Birth (Sixth edition, 2013), Glenn Posner, Amanda Black, Griffith Jones, and Jessica Dy.

The Labor Progress Handbook: Early Intervention to Treat and Prevent Dystocia (Third Edition, 2011), Penny Simkin and
Ruth Ancheta

When Survivors Give Birth (2004), Penny Simkin
Call the Midwife a True Story of the Fasy Fnd in the 1950s (2007), Jennifer Worth

Birthing from Within: An Extra-Ordinary Guide to Childbirth Preparation (1998), Pam England and Rob Horowitz

LI
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http://www.amazon.com/exec/obidos/ASIN/0399525173/ref=nosim/childbirthcon-20
http://www.amazon.com/exec/obidos/ASIN/0738206091/ref=nosim/childbirthcon-20
http://www.amazon.com/exec/obidos/ASIN/1558323570/ref=nosim/childbirthcon-20

More Resources for You

Mindful Birthing: Training the Mind, Body, and Heart for Childbirth and Beyond (2012), Nancy Bardacke
Childbirth Without Fear (1944), Grantly Dick- Read.

ANYTHING by Michel Odent

The Business of Being Born (2007)

http:/spinningbabies.com/

http:/optimal-foetal-positioning.co.nz/

Melzack, R. Pain-an overview. Acta Anaesthesiologica Scandinavica 1999; 43: 880-4.
Melzack, R. Pain mechanisms: A New Theory. Science 1965; 150: 971-9.

Trout, K. The neuromatrix theory of pain: implications for selected nonpharmacologic methods of pain relief for labor. JMWH
2004; 49: 482-8.

YY)
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http://spinningbabies.com/
http://optimal-foetal-positioning.co.nz/

More Resources for You

Keep Calm and Labor On poster (Lamaze) https://www.givingbirthwithconfidence.org/blog/keep-calm-and-labor-on-all-you-need-
to-know-about-early-labor

40 Ways to Help a Laboring Woman http:/swvww.voutube.com/watch?v-SITZkIyvI.BeU

Physical Comfort: Acupressure https:/www.voutube.com/watch?v-zsveo4t() X1

Using the Peanut Ball During Labor and Delivery: https:/www.voutube.com/watch?v-hSn_ BWjl.Inw

Peanut Ball in Labor: https:/www.voutube.com/watch?v- Well7TwCNdTWO

Premier Birth Tool: https:/premierbirthtools.com

Childbirth Connection: http:/www.lamaze.org/page/adequate-labor-support-infographic

Woman Dances to Tootsie Roll to induce labor https:/www.voutube.com/watch?v-snnZQxIXaQl

Mom in labor does the ‘Nae Nae https:/www.voutube.com/watch?v-8sf-P193-n U

Calais-Germain, B., & Vives, P. N. (2012). Preparing for a gentle birth: The pelvis in pregnancy. Rochester, VT, Healing Arts
Press

www.birthtools.org (ACNM website)

LI
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https://www.givingbirthwithconfidence.org/blog/keep-calm-and-labor-on-all-you-need-to-know-about-early-labor
http://www.youtube.com/watch?v=SlIZkEyLBeU
https://www.youtube.com/watch?v=zsyco4tQ_XI
https://www.youtube.com/watch?v=hSn_BWjL1nw
https://www.youtube.com/watch?v=WcE7wCNdTW0
https://premierbirthtools.com/
http://www.lamaze.org/page/adequate-labor-support-infographic
https://www.youtube.com/watch?v=snnZQxlXaQI
https://www.youtube.com/watch?v=8sf-PI93-nU
http://www.birthtools.org/

Leopold’s Manuever

= https:./www.gtsimulators.com/Abdominal- Palpation- Model-for-L.eopold- Maneuvers-
p/he-79820.htm

" http:/www.registerednursern.com/leopold- maneuvers- how-to-correctly-perform-
leopold-maneuvers-clinical-nursing-skills/

LI
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https://www.gtsimulators.com/Abdominal-Palpation-Model-for-Leopold-Maneuvers-p/he-79820.htm
http://www.registerednursern.com/leopold-maneuvers-how-to-correctly-perform-leopold-maneuvers-clinical-nursing-skills/
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Satety Concerns:
strategies to reduce patient harm



OPTIMALITY

Immediate skin to skin contact
Initiation of breastfeeding
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Unexpected newborn outcomes




Unexpected newborn outcomes

Source/ Specifications for LimItations
Measure Supporting Denominator Strengths (Including data quallty Utlilty
Organizatlon(s) and Numerator |ssues)

Appendix H CMQCC

Performance Measures Used To Assess ki Care CoBabarative
Term Neonatal Outcomes




No Change in Baby Outcomes:
Rate of Unexpected Newborn Complications
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Avoid Defensive Medicine:
Focus on Quality and Safety

= Protocols and workflows

* |OL that includes adequate cervical ripening

« Admission to L&D after onset of active labor
— Reduce cascading interventions

« Standardized Oxytocin Guideline

» Using NICHD language for FHR
Interpretation/documentation
— Avoid errors of miscommunication

« Standardized intervention protocols
— Improve timely intervention for fetal distress

L
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Summary

= Applying what is known about: induction of labor, obstetric
triage, management of 2"d stage and category 2 FHR
tracings is essential to improve quality and support vaginal
birth

= Using policies, protocols, and guidelines helps to
standardize care and provides an evidence based
approach and is useful for audits and case review.

=Vaginal birth is nursing, physician, and system sensitive
and can be used as a quality measure for pregnant women

L
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