REVIEW -  OB/PEDS 11/00

1. What is a non stressed test?

- demonstrates fetus's ability to respond to its environment

- When the fetus has adequate oxygenation and an intact CNS there will be 

accelerations of the FHR with fetal movement.

1A.  Interpretations of NST results

REACTIVE TEST: Shows at lest 2 accelerations of FHR with movement of 15 beats 

per minute, lasting 15 seconds or more, over 20 minutes.

NONREACTIVE TEST: The reactive criteria are not met.  Accelerations are not 

present, indicating that the fetus is sick or asleep.

UNSATISFACTOR TEST: An unsatisfactory NST has data that cannot be interpreted 

or inadequate fetal activity.

Most NST require 2 accelerations of FHR in 20 minutes.

2. Fetal monitoring (how is it done)

- Electric fetal monitoring (EMF) provides visual assessment of fetal heart 

rate.

- Internal monitoring - requires an internal spiral electrode and membranes 

must be ruptured.

- External monitoring is usually accomplished by ultrasound.

- Normal fetal heart rate is 120 - 160 BPM

3. Periodic changes

- Transient decelerations or accelerations of the FHR from the baseline. They 

usually occur in response to uterine contractions and fetal movement.

Accelerations

- Sign of fetal well being (transient accelerations) when fetus moves its 

heart rate increases.

Decelerations

- Decreases in FHR from normal baseline into three categories:

1. Early decelerations: Head compression = cerebral blood flow decreased = 

central vagal stimulation.  The onset of decel occurs before the onset of 

uterine contraction.  (Considered benign)

2. Late deceleration: Caused by uteroplacental insufficiency resulting from 

decreased blood flow and oxygen transfer to the fetus through the 

intervillous spaces during uterine contractions. (Non reassuring sign, but 

doesn't necessarily require immediate delivery).

3. Variable decelerations: Occurs if the umbilical cord becomes compressed, 

thus reducing blood flow between the placenta and fetus (requires further 

assessment immediately).

4.  Preterm labor - drugs we use to treat this

- labor that occurs between 20 and 37 weeks of pregnancy

- tocolysis -  use of medication to stop labor

- tocolytic - beta adrenergic agonists (beta mimetics)

- MgSO4, prostaglandin synthetase inhibitors, calcium channel blockers.

- (beta mimetics) = Ritodrine, Terbutaline, MgSO4

- Although tocolytic drugs suppress uterine contractions and allow pregnancy 

to continue the beta mimetics cause maternal side effects - most serious is 

pulmonary edema.

- Nifedepine - calcium channel blocker (decreases smooth muscle contractions) 

Do not use with MgSO4.

5.  Primary nursing focus with patient on tocolytic therapy

· monitor fetal heart tones

· assess for contractions (frequency)

· Dilation?

· Monitor patients vital signs, 

· Assess for I & O

· DTR (especially on MgSO4)

6.  Most common cause of preterm labor is?

Beta strept +

7. Preterm labor, what is used for fetal lung development?

Betamethasone

- glucocorticoid

- Induces pulmonary maturation and decreases the incidence of RDS in preterm 

infants.

- Most effective when given 24 hours of dose

- Careful with use in mec deliveries, mask of infections and suppresses 

immune system.

8. What is first nursing action after rupture of membranes?

Assess for fetal heart tones 

9. What do we do for a prolapsed cord? (s/s also)

- relieve pressure on cord manually

- continuously monitor FHR, watch for changes in FHR pattern

- assist mom into knee-chest position

- administer oxygen

- FHR may show variable decelerations (s/s)

10. PROM - what do you not do?

No vaginal exam until sterile speculum is asked for by MD or CNM

11.  Problems with induction of Pitocin

- discontinue Pitocin with

- contractions more frequent than q 2 minutes

- contractions duration exceeds 90 seconds

- uterus does not relax between contractions

12.   Not a good candidate for induction

- CPD

- Predisposition to uterine rupture

- Malpresentation or malposition of the fetus, cord prolapse

- Preterm infant

- Rigid, unripe cervix, total placenta previa

- Presence of fetal distress

13. Good candidate for VBAC/ and who would not be?

Good

- 

Not Good

-

14.  Common complications with multiple pregnancies (twins etc.)

- SOB

- Dyspnea on exertion

- Backaches

- Pedal edema

- UTI

- PIH

- Preterm labor

- Placenta previa

- Abruptio placentae

- Prolapsed cord

- Hemorrhage immediately after or in the first few hours after birth

DURING DELIVERY

-   large bore IV access

- anesthesia

- crossmatched blood readily available

- electronic fetal monitoring

- probable delivery by c/s

- labor may progress very slowly or very quickly

15.  Pregnant diabetic (problems with baby, and what does glucose and 

surfactant do?)

- get blood sugars

- give insulin if needed (give Regular)

- order ultra sound (check size of baby if possible)

- monitor External FHT

- IV

- Monitor for 20 minutes

- Look for accelerations with movement, no decels with contractions and beat 

to beat variability

- (remember that the placenta creates hormone that gets rid of extra diabetic

- These moms have higher metabolic needs and may have BS out of control.

- Check blood glucose in labor at q 1 hour

- Most likely will need insulin drip in labor

16. What are signs and symptoms of a ruptured uterus (what is nursing action)?

FHT decreases rapidly

Complains of intense abdominal pain

Tetanic contractions

Nursing actions:

* if on pitocin stop it immediately and call for help

- oxygen 8-10 l by mask get patient on left side

- check vital signs for reasons for drop

- type and cross units of blood

- get garden hose IV line in and give universal blood if appropriate

- DO SOP's according to hospital policy.

17. Know labor dystocia (hyper and hypo uterine dystocia)

18. Know most common fetal mal-presentation?

Most common presentation is cephalic

Most common mal-presentation is face presentation (?) check this one out 

yourself (page 451) I may be wrong???

19. Difference between Abrupto and Previa?

Placenta Previa: Abnormal implantation of the placenta in the lower uterine 

segment.  Classification of type is based on proximity to the cervical os: 

total = completely covers the os.  Partial = covers a portion of the os.  

Marginal = is close proximity to the os. 

- no pain

- Do not check cervix (you can poke through placenta and she will bleed out).

- Sterile spec exam by provider (looking for red over cervical OS

- NURSING ACTION

- Give her IVF

- Labs (t & c)

- Oxygen, baby and mom are loosing blood

- Sign consent

- Social services

- Vital signs also very important

- Prepare for OR delivery

- Painless vaginal bleeding after seventh month

- Quiet and sneaky onset

- No uterine tenderness

- Uterine tone soft and relaxed

- Usually present fetal heart tones

Abrupto: partial or total premature separation of a normally implanted 

placenta.

- Can have vaginal bleeding or not.

- Extreme tenderness of abdominal area

- Rigid, boardlike abdomen

- Increase in size of abdomen.

- Sudden and stormy onset

- Severe and steady pain

- Present uterine tenderness

- Uterine contour may be enlarged and change shape

- Fetal heart tones may be present or absent

20.  When is Vacuum extraction used and the nursing use of one?

- It is used for the elective shortening of the second stage of labor and 

relieving the woman of the pushing effort or when anesthesia or fatigue 

interferes with the woman's ability to push effectively.

NURSE

- keep woman informed about what is happening

- FHR should be auscultated every 5 minutes or more frequently

- Inform parents about the Caput on the baby's heat will disappear in a few 

hours

- Asses the newborn for

- Cerebral trauma

- Soft tissue necrosis.

