‘.‘ WELCOME to Cervical Ripening/Pitocin Inductions

NEBRASKA
METHODIST Cervical Ripening and
* COLLEGE Induction/Augmentation of
Learning Center Labor -Live Only

=g Housekeeping

» Please silence or turn cell phones off

* Refreshments are in the back of the room please
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:‘/ Continuing Education Hours

* You must attend the entire program. No partial credit can be
awarded.

* You must complete an evaluation (it will be emailed to you). It must
be completed within 7 business days after the program date or you
will receive an incomplete.

« A link to access your certificate will be automatically generated and
emailed to you within 24 hours of completing all requirements. Go to
our website: www.methodistcollege.edu/pd , then click “Account
Login” on the top right side of the page. Log in to your account, then
click “Certificates.”

« If you have any questions or need assistance, please email
Nebraska Methodist College Learning Center at
lc@methodistcollege.edu .

:‘/ Continuing Education Hours

Provider Approval Statements: Nebraska Methodist College Learning Center is approved with
distinction as a provider of nursing continuing professional development by the VTL Center for
Professional Development, an accredited approver by the American Nurses Credentialing
Center’s Commission on Accreditation.

Successful Completion Requirements: In order to obtain contact hours or continuing education
credit for this educational activity, participants are required to complete stated requirements:

Attendance at the entire activity

Completion/submission of evaluation form within 7 days of the program

Relevant Financial Relationships with an Ineligible Company: No relevant financial
relationships were identified for planners or presenters.
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BARKER, MSN,
RNC-OB, C-EFM,
CIMI

Explore the induction of labor to include: methods,
definitions, indications and contraindications, possible risks,
informed consent and assessments prior to induction
Identify the nursing role in providing care during cervical
ripening and induction/augmentation of labor

Review the pharmacological properties of prostaglandins
and oxytocin

Compare/contrast methods for cervical ripening

Explain the procedure of administration of oxytocin for
augmentation/induction

Describe the physiology of uterine contractions

Describe the phases and stages of labor




St To Access the
PLER 10 Agenda(s) and
REFER QR for Online
Presentations

DISCLAIMER

“All content provided herein is for educational, informational and guidance purposes only. It is not
intended to serve as a substitute for individualized professional medical advice, diagnosis, or
treatment. Nothing contained herein establishes or shall be used to establish a standard of care.”

This document is confidential and protected from disclosure pursuant to the privileges granted by:
(1) The Health Care Quality Improvement Act set forth at: Neb. Rev. Stat. §§71-7904 to 71-7913 in
Nebraska, and/or; (2) lowa Code Ann. § 147.135 and lowa Admin. Code r. 645-9.6 (272c), concerning
confidential and privileged peer review materials in lowa. The information contained herein shall not
be disclosed outside of this facility.

Content presented through this educational program is intended to be used as a knowledge base
only. Subject matter presented is not to be taken in isolation and outside the realm of patient’s
clinical context. Any written and or verbal didactic is to be used in conjunction with the healthcare
workers own knowledge base and clinical judgment. Clinicians are highly encouraged to consider
the entire clinical picture in which the patient presents before and during their care of him and or
her.
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*Professional Standards and
Guidelines Related to
Induction/Augmentation of Labor

Guidelines for
PERINATAL
CARE
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PRACLTICE
BULLETIN

ACOG .

cesTEnRg,

CLINICAL MANAGEMENT GUIDELINES FOR OBSTETRICIAN—GYNECOLOGISTS

AWHONN Documents

CERVICAL RIPENING AND
LABOR INDUCTION
AND AUGMENTATION

Kathleen Rice Simpson, PhD, RNC, ONS-8C, FAAN

NUMBER 107, AUGUST 2009

Replaces Proctice Bulletin Number 10, November 1999; Committee Opinion Number 228, November
1999; Committee Opinion Number 248, December 2000; Committee Opinion Number 283, May 2003

Induction of Labor
Practice Bulletin #107

Reaffirmed 2024

AWHONN POSITION STATEMENT

AWHONN

FROMOTING THE HEALTH OF
WOMEN AND NEWHORNS

1963-2018 50) YEARS

Elective Induction of Labor

A affiial pusition statement
of the Associstion of
‘Wamen's Health, Obstetrie
and Neonatal Nurses

AWHONN 1500 M Street,
NV, Suite T40 South,
Washington, DC 20056,
S00) 6735108

Non-Medically Indicated
Induction and Angmentation
of Labor” approved by the
AWHONN Bourd of
Directors June 2014,
Revised, retitled, and
approned by the AWHONN

15, 2014, The preions
wersian was puiblished in the
Journal of Oistetric,

Cy e, & Neomatal

Position

Labor is a complex, phy

logic event that involves an
intricate intera
can make fully in

labor only when they understand the process of

1 of multiple hormones. Women

rmed decisions abont induction of

induction, potential benefits and risks associated with

the pharmacologie and/or mechanical methads used to

induce labor, alteratives to induction, and the

potential benefits and risks of allowing labor to
ssociation of Won
WHOR

of labor be

progress spontanconsly. The
Health, Obstetric and Neo

advocates against elective

ks
illy weighed

39 weeks gestation. Induction at or after or 39 w

gestation is an option that should be ¢

against expectant management. Nurses support a

woman's choices and provide quality care during the

entire perinatal period.

Background

found that some women who perceived pressure from
their maternity care providers were more likely to

undergo induction of labor without medical indication
{Declerer, Sakala, Corry, Applelx
Jon, Kozhimannil, Johnson, & S:
Declercy, T 2018: Simpson, Newnin,

The Role of the Nurse

The nurse facilitates shared decision making, provides
dheres to standard

patient education, develops

nductions, tracks and

wuiddelines for scheds

monitors data, and supports public awareness

re a seamless continuum of

campuigns. To

reproduetive health care, nurses facilitate shared
decision making during the following
® Predon
o Prenatal care

o Childbirth education

n care

Additional resources listed in reference list..
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Suggested online resources

* https://clinicalconceptsinob.com * https://evidencebasedbirth.com

EVIDENCE
CLINICAL CONCEPTS BASED Butt’ oooe
INOBSTETRICS HOME  COVID-13 RESOURCES  § OUT PODCAST  OURTEAM  © CONTACT Ewdence thot Empowers!

THE CRITICAL CARE OBSTETRICS PODCAST

ot topics
ioball

ly, by

Listen & Subscribe
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* https://www.awhonn.org/podcast/

[\ e M e [ Sl e g,

. httpS://ncc-efm'Org/gamE/Efmgame.Cfm

The Home for Candid Nursing Conversations
——.

mownsans [Jzsc
=

M o e

_@J”\/ WLM

n." - ELECTRONIC FETAL MONITORING
@ om & o O I

14



15

16

Menti.com

* Please take out your
hone and access
enti.com

« Code: Or 8976 1617
. gc?n the QR Code




Key Concepts

| titrate Pitocin
According to:

Labor Progress

17

| Titrate Pitocin
according to:

Maternal Response

18



| Titrate Pitocin
according to:

Fetal Response

19

Remember:

- Look at the
entire clinical

picture
- Think of the
oxygen pathway

20

10



Let,s ReVieWIIIIIIIIII

* New Code: 5389 5962

21

22

Menti.com

What

percent of * The frequency of labor
induction in the United

Pl‘egndnf States was 31.4 percent

women will in 2020, more than
tripling since 1990 when

undergo it was 9.5

induction?2?

Induction of labor with oxytocin — UpToDate 2024

11



True or False

*Pitocin is one of the most
commonly used drugs in the United

States.

23

Themes in Lawsuits

High association with preventable harm-> 88% of cases

#1 Lack of timely recognition and treatment of Pitocin-induced
excessive uterine activity

#2 Continuing infusion with worrisome fetal heart rate pattern

#3 Unnecessary increases with adequate UC

Shifting the PitOCin Paradigm #4 Lack of pt ed/informed consent

Jen Atkisson RNC-OB, MSN, CNL
January 2024
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Not always best to be 15 or 2" in Obstetrics

OBSTETRICS PRACTICE REMAINS HIGH LIABILITY

AVERAGE INDEMNITY BY HEALTHCARE SPECIALTY (2005-2014)

e Average Indemnity for al healthcare specialties combined

Average indemnity for paid medical claims from 2005 through 2014, subdvided by medical specialty and ranked by cost. Advanced Fetal Monitoring
Glaser et al. Trends in obstetric and gynecologic malpractice claims. Am J Obstet Gynecol 2017. Lisa Miller, 10-2021

Legal Implications

*Whatwt'am =1t of
Pitocin

Administration

and
payout??

13



Available Electronic Fetal Monitor
Management Models

27

Uterine Tachysystole ACOG 2010

| Uterine Tachysystole |
|

Spontaneous Labor | Labor Induction or Augmentation

l | [ | 1

Category I FHR tracin, Category IT or TIT | Category I FHR tracing Category ITor TIT
o s FHR Tracing FHR Tracing
l ! l l

If no resolution,
consider tocolytic

No interventions Intaurerine Decrease uterotonics Decrease or stop
. resuscitation uterctonics
required
measures

Intrauterine
resuscitation

measures

If no resolution,
consider tocolytic

ACOG Practice Bulletin No. 116, Management of Intrapartum
Fetal Heart Rate Tracings, Nov 2010, reaffirmed 2021

28
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30

Intrapartum FHR Monitoring Management Decision Model®

|

|

Yes

Confirm FHR and uterine activity

Is the patient “low-risk”?

_——— Yes

“A’ - Assess oxygen pathway and other causes*
“B” - Begin corrective measures if indicated

|

=1 ¥ [ TIX
LII.'

=t

Presence of moderate variability or accelerationg

and
Absence of clinically significant decelerations

No or unsure
“C” - Clear obstacles to rapid delivery
“D”- Determine decision to delivery time
____ Isvaginal delivery likely before the onset of
Yes metabolic acidemia and potential injury?
|

No or unsure
¥

Routine Surveillance Heightened Surveillance

Expedite Delivery

= Every 30 min in the active phase of the 1* stage
« Every 15 min in the second stage

« Every 15 min in the active phase of the 1*t stage
* Every 5 min In the second stage

Reproduced with permission from Dr. David Miller’s p ion Safer and Easier ishing a She
14 Annual National Conference on Fetal Monitoring Maternal-Fetal Assessment and Interventions

Fetal Heart Rate Categories

ared Mental Model in EFM.(2013).

Category | includes all of the following: Category Il

* Baseline rate 110160 bpm L l l includes all L Il

« Moderate variability —) tracings not —)
* No late decelerations assigned to

* No variable decelerations Category | or

* No prolonged decelerations Category Il

Category Il includes at least one of the following:

* Absent varlability with recurrent late decelerations

* Absent varlability with recurrent variable decelerations
* Absent variability with bradycardia for at least 10 min

* Sinusoidal pattern for at least 20 min

Lungs

Heart

| Uterus

Placenta

Vasculature

A Practical “ABCD” Checklist Approach to

e

Rapid Deliver

Clear Obstacles

FHR Management
D"
to Determine Decision

y to Delivery Time

Confirm: Consider
Q1 Airway and breathing Q) Supplemental oxygen Facility H gn avallability 8 Facllity ros, e 50 time
quipment avallability Location of OR
Consider notifying
O Strofeal asgistany  Conaider:
N urglcal assistant Y '
Q2 Hoart rate and rhythm (3 Fosion changes staff O An st o ?,"_’f,’,f:‘;“"‘b""y
Neanatologist
G Podiatricien O Bwperence
O Nursing staff
E'en?«:-r
J  Informed consent
Q Surgical conslderations
a t;‘g;’rm’ bl (prior abdominal or ulerine surgery )
Q Blood pressure L Correct hypotension Q) Medical considerations
Q Volume status Mother Q1 Blood products (obosity, hyportension, diabotos)
S {wavenous accoss i Ghwiatic conscorations
O Abdornal pisp (parity, peivimetry, placentation)
Q Transfor to OR
g gomrﬁjon 'utrunglh
ontraction frequency Consider: Consider:
C1 Basalino uterine (one (- gi0 or raduce stimulant O Estimated welght O Estimated fotal weight
& Exclude uterine rupture & Congider uterine relaxant | | Fetus O age o age
2 Check for bleading O Position Q Position
0 Exclude abruption
U Vaginal exam B e traction disord
it
0 Exclude cord prolapse = Consider amnioinfusion |Labor  Q Consider IUPC g gnz‘ﬂol‘:&; b
0or axpulsive efforts

4 Three Principles of Fetal
Heart Rate interpretation

Environment
s 1. Docslerations (late,
variable or prolonged)
Vasculature . yignal inferruption of the
Ut oxygen pathway at one
Placente of more points
Cord
Fetus
Mypoxemia 2. Moderate variabilty or
Hypoxia acoolorntions exclude

Metabolle acidosis f meteboko acidemin
Metabolicacidemia 3, Exclusion of
\. metabolic acidomia
oxcludes on-going
\ hypoxic injury g

Potential Injury

*Other Causes of
Fetal Heart Rate Changes

Fetal Maternal

O Fever Q Fever

Q Infection L Infection

Q Medications 0 Medications
O Anemia Q Hyperthyroldism
Q Archythmia

Q Heart block

QO Congenital anomaly

Q Extreme prematurit

Q Preexisting neurologic injury

Q Sleep cycle

Reproduced with permission from Dr. David Miller’s presentation Safer and Easier Establishing a Shared Mental Model in EFM.(2013).
14t Annual National Conference on Fetal Monitoring Maternal-Fetal Assessment and Interventions

15



A Standardized Approach for Category i
Fetal Heart Rate with Significant
Decelerations: Maternal and Neonatal
Outcomes

Laurence E. Shields, MD'-2  Suzanne Wiesner, . RN, MBAZ2 cCatherine Klein, RN, CTNM?2
Barbara Pelletreau. RN, MPH?Z Herman L. Hedriana, MD?3

Abstract Objective To determine if a standardized intervention process for Category Il fetal
heart rates (FHRs) with significant decels (SigDecels) would improve neonatal outcome
and to determine the impact on mode of delivery rates.

Copyright © 2078 by Thieme Medical
Publishers, Inc., 333 Seventh Avenue,
MNew York., NY 10001, USA.

Tel: +1(212) 584-4662.

31
The standardized approach was based on FHR
Variability & the presence of recurrent
“Significant” FHR decelerations

32
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Assess FHR
variability Minimal or absent

I
[ Intrauterine resuscitation? & notify physician |

Significant decels
>50% of contractions for 30 min.

- - Reasse:"si :z‘eer: 15-30

| manage per algorithm

Significant decels
>30% of contractions for 30 min.

[ ntrauterine resuscitation? & notity physician |

Dilation || Dilation
<4cm 24cm

==

Notify team for delivery
cesarean or operative vaginal delivery

Observe for < 30 min
Pattern continues | I
Reassess FHR at S 30 min (active)

©or 5 15 min (second stage)
Observe for < 30 min
[No | manage per
m algorithm
Delivery

evaluate for delivery or
manage per algorithm

L’ Prepare for cesarean delivery |—>

Fig. 1 Management outline for patients with Category Il fetal heartrates associated with “significant decelerations” and normal fetal heart rate
variability (moderate or marked) and abnormal variability (minimal or absent). FHR, fetal heart rate. Notes: 1. Resuscitative Measures may
include: repositioning, Oz (10L via mask), IV bolus, correction of hypotension. 2. Additional Interventions: consider amnicinfusion for variable
decels. 3. Scalp stimulation and/or vibroacoustic stimulation.

33

Results Postimplementation there were 8,515 eligible deliveries, 3,799 (44.6%) were
screened, and 361 (9.5%) met criteria for recurrent SigDecels. Compliance with the
algorithm was 97.8%. The algorithm recommended delivery in 68.0% of cases. Relative
to pre-implementation, 5-minute APGAR score of <7 were reduced by 24.6% (p < 0.05)
and severe UNC by —26.6%, p = < .05. The rate of primary cesarean decreased (19.8 vs
18.3%, p < 0.05), while there were nonsignificant increases in vaginal (74.6 vs 75.8%,
p = 0.13) and operative vaginal births (5.7 vs 5.9%, p = 0.6).

Conclusion Standardized management of recurrent SigDecels reduced the rate of
5-minute APGAR scores of < 7 and severe UNC.

34
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IiM SWEATING, EMISWEATINGYIiM

ENIEREREIEIGT A EN

35
ACOG Definitions
. . What is
What is What is .
considered full considered early c"r';fﬁ‘:?gr'%':
term for an infant>  term for an infant- pref f
infant?
Late Early Term FullTerm Late Term Post-term
Preterm
34.0 — 36.6 37.0-38.6 39.0-40.6 41.0-41.6 >42.0 weeks
weeks weeks weeks weeks gestation
gestation gestation gestation gestation
ACOG Definition of Term Pregnancy Committee Opinion No. 579 2013, reaffirmed 2022
36

18



Guidelines

f «Elective inductions are not
or performed before 39 weeks
of gestation” (p. 243)

Perinatal « AAP & ACOG (2019
reaffirmed 2021)
Care

(2019)

37

Why is this so

important??

38

19



What Neonatal Morbidities are
Associated with Early-Term Deliveries-

:Hypoglycemia
Respiratory Distress Syndrome
.Apgar <7 '
Transfer to the NICU
Ventilator use

Pneumonia

ACOG Avoidance of non-medically indicated early-term deliveries and associated neonatal morbidities. Committee Opinion NO. 765 2019
reaffirmed 2021

39

Section |

Physiology of Labor

Stages & Phases of Labor
Labor Curves

20



Labor Definition

The process by which the fetus is expelled
from the uterus

Requires regular, effective contractions that
lead to dilation & effacement of the cervix

How do we decide labor onset??

A retrospective diagnosis that is defined by
the initiation of regular painful contractions of

sufficient duration and intensity to result in
cervical dilation or effacement

42

21



IThe process is not fully understood & exact mechanism is still UNKNOWN I

How does the An integrated set
changes within the
bOdy maternal tissues that
| occur gradually over
SPOI'“'C"IGOUS Y days or weeks

initiate labor2» *Happening in the
myometrium, decidua

and cervix

43

* Power-the uterine contractions

* Passage- size, shape & joint mobility of the
pelvis; the stretch of the vaginal canal

* Passenger- size & shape of fetal head, fetal
presentation & position

* Pain- how is the patient coping

* Psyche- anxiety & emotional state of the women

44

22



Two types of oxytocin receptors in the uterus

* Middle layer of the uterus; main
function is to induce uterine
contractions

* Must lose its resistance;
undergoes rapid changes in
labor (ripening, effacement and
dilation)

* Mucosal lining of the
endometrium

45

furdus of uterus

REPRODUCTIVE SYSTEM

Oxytocin/Pitocin is one of the
few hormones that creates a
positive feedback loop

46

23



Types of contractions
& Characteristics

. * Progressing pattern
*Remain the same over . Becgming I%rr:ger

time
* May stop and then start * Stronger

back up *Closer together
* Preparing the cervix for

dilation

47

Spontaneous

Which takes longer... abors are
Spontaneous or Induced M
Sovs o shorter in
duration than

induced labor

48

24



Let’s talk labor

Keep in Keep
mind the your eye
on the

prog;ess

49

Stages and Phases
of Labor

How many Stages of labor
are there»?

What are the phases of
labor2»

50

25



Stages of Labor

51
* May begin with irregular & * Contraction every 2-5
infrequent contractions (q3-30 minutes lasting 60-90
min initially) seconds:
* Eventually contractions . «Palpate mod- strong (IUPC
become more regular (3-7 min), )
lasting 40-70 seconds -Pt has i 9 d
* Pt may describe as menstrual d't as ::nc:ease
cramps or tightening iIscomior
52

26



53

54

X ACOG | Clinical

The Amarican Callege of
Sbtatiicians and Gynecologists

Clinical Guidance Journals & Publications Patient Education

¥ Stage Labor Management

First and Se

In 2022, 32.2% of
all births in the
U.S. were by
cesarean
delivery

10 q

B.
7.
6 -
5 4
4

0 1 2 3 4 5 6 7
Time (hours)

Cervical dilation (cm)

Fig. 2. Average labor curves by parity in singleton term
pregnancies with spontaneous onset of labor, vaginal de-
livery, and normal neonatal outcomes. PO, nulliparous
women; P1, women of parity 1; P2+, women of parity 2 or
higher.

Zhang. Contemporary Labor Patterns. Obstet Gynecol 2010.

cond Stage Labor Management

al Pra. uideline €@ | Number 8 | January 2024

Labor Arrest is
There are the most
concerns that common
cesarean indication for
delivery is cesarean
overused delivery in the

W Spontaneous labor (multiparous) W Induction of labor (multiparous)
u labor (nulliparous) M Induction of labor (nulliparous)

T ]

@

Cervical dilation (cm)
@
|

IS
I

T T T
10 15 20
Duration of labor (hours)

o
o

Fig. 1. Average labor curves stratified by parity and type of
labor onset.

Harper. Normal Labor in Induction. Obstet Gynecol 2012.

27



Harper et al (2012) in a retrospective cohort
study reported:

55

What is protracted labor?

* <0.7em/hr in Nulliparous
* <1.3cm/hr in Multiparous

56

28



Active Phase Arrest is reserved for women
at or beyond scm with ROM

*Failure to progress after 4 hrs of
adequate uterine contractions

OR

* At least ¢ hrs with inadequate u/c &
absence of cervical change, despite
Pitocin augmentation and titration

ACOG Clinical Practice Guideline, No.s, Jan, 2024, First
and Second Stage Labor Management

57

Second Stage

Before diagnosing arrest of labor in the second stage, if
maternal and fetal conditions permit, allow for the
following:

* At least 2 hrs of pushing in multips
* At least 3 hrs of pushing in nullips

58



60

Section Il

Preparation for
Cervical Ripening,

Induction, or
Augmentation

*Topics to be covered:

* Indications for induction
* Risk-benefit analysis
* Informed consent

* Nursing assessment/requirements prior to
initiation

30



Indications for Cervical Ripening and
Induction of Labor

* “Indications for induction of labor are not absolute: the health care provider
should consider maternal and fetal conditions, gestational age, status of
cervix and other factors”

* “Labor may be induced for nonmedical or elective reasons. In such
circumstances, the patient should be at least 39 weeks gestation.”

AWHONN Practice Monograph: Cervical Ripening and Labor Ind and Aug

(2025)

61

Contraindications to Induction

“ Generally, the contraindications for labor induction are
the same as those for spontaneous labor”.

duction and Aug

AWHONN Practice Monograph: Cervical Ripening and Labor I
(2025)

62



Risks of Induction

Increased risk

of infection to Prolapsed or

et e compressed Tachysystole
baby umbilical cord
Longer labor Uteri
. o terine Placental
if “:,f?,{; |ex s rupture abruption
Some
association latrogenic
with neonatal prematurity
jaundice

63

* Provider performs this
step

 Considers
gestational age of
Risk-Benefit Analysis fetus
* Potential risks to
mother and fetus

* Does the benefit
outweigh the risk»

64
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* Provider is responsible
and should counsel
patient regarding

* Indication for
Informed induction
Consent » Agents and methods
of labor stimulation
* Possible need for
repeat induction or
cesarean delivery

AWHONN Perinatal Nursing (2021) pgs. 368-370

65
Map of Potential Interventions and
Opportunities for Share Decision-Making
AWHONN Practice Monograph: Cervical Ripening and Labor Induction and A
(2025)
66
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Informed
Consent:
Nurse’s Role

67
What
Women
Need
To
Know
68

* If a woman indicates
that she is not
informed as to why
she is being induced or
what the benefits/risks
of induction are

* Notify provider to
speak to the
woman via
telephone or in
person

Simpson (2020, p.s10)

* Elective induction of
labor will likely take
significantly longer
than spontaneous labor

* Induction of labor will
likely involve:

e IV

* Bedrest

* Continuous EFM

* Amniotomy

* Significant
discomfort

* Use of epidural
analgesia
(frequently occurs)

AWHONN, 2020, p. s12

34



Nurses Role

Assessments/Requirements Prior to Initiation

Establish fetal well-

being
Establish maternal * Baseline fetal monitoring N
we"_being « If fetal well-being is absent Pelvic assessment

* Necessitates evaluation
by a provider and
documentation of plan

Fetal size
« Estimated fetal weight

Fetal presentation
(u/s)

69

Cervical status should
be assessed and
documented in
medical record

* Bishop score

* Presence or absence of
uterine activity

What's the baseline?

Is this pt having u/c?2

70
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You put your pt on the monitor. Now
what»?

[ 8% 8 5
€ sp02 97% € Sp02 96% € Sp02 96% |€ spo2 96%
3 P! J‘ 3 %
- {

71

G2P1, here for non medical

IOL, 39.5 wks
r\.m Not Current
-
72

36



Estimated Fetal Weights

* Individual departments may

* determine and define how and by whom EFW’s will be
determined

* Define how documentation of EFW will occur

* Ex: in grams or pounds and/or use of terminology
such as SGA/AGA/LGA

73

Section lll

Cervical Ripening

37



*Review the pharmacological
properties of prostaglandins

([ J
To p I c s * Compare/contrast methods used

for cervical ripening

* Explain the procedures for
to e . administration of
prostaglandins

* Vaginal Exams

c ove re d *Describe nursing role
assessments and interventions
with cervical
ripening/prostaglandins

75

What is
Cervical
Ripening??

Process of physical softening, thinning
and dilating of the cervix. This process
readies the cervix for labor

38



Common
approaches for
cervical
ripening

* Mechanical Methods
* Pharmacologic methods
» Combination approaches

77

* Ripening an unfavorable cervix
* Has been used for induction

* IUFD

* Will not be covered in this
class

Indications for
Prostaglandins

78
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Bishop Score

Score over s

* Favorable cervix,
Induction likely to be
successful
» Approaches success

rate of spontaneous
labor

79
Bishop Score
ACOG (2009, p. 2) Induction of Labor Station reflects -3 to +3 scale
DILATION | EFFACE CONSIST | POSITION
TERIOR
/| MID
ANTERIOR
ACOG Practice Bulletin No. 107 2009, reaffirmed 2020
80
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Vaginal Exams

REMEMBER RESPECTFUL MATERNAL
CARE!

.| Now Sarah, this is gonna

™ be quick and painless. §

41



Some Things To Consider

* Ask permission first

* Establish a “Key Word” indicating when the person requests to have the exam
pause and then a “Key Word” indicating when the person requests the exam
stop

*  Bundle Birth Podcast # s4 “They Did NOT Just Say That!” aired June 24", 2024

83

Vaginal Exam Procedure

* Ensure privacy - door closed, curtain pulled, and patient draped using bedsheet

» Use a sterile glove and antiseptic or soluble gel for lubrication
» Use the smallest glove possible to avoid friction of the exira latex from a larger
glove
+ Slowly position the patient to prevent hypotension- Supine position with head of the
bed slightly elevated
* Determine the following:

+ Effacement, Dilatation, Fetal Station, Presentation — head versus other
presenting part, Position (Anterior/Posterior), and molding of the head

* Status of the membranes. If membranes are ruptured - note color, © and
any odor of fluid

Lowdermilk (2024)

84
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Vaginal Exam Procedure

» Explain findings of exam to patient and partner
* Document findings and report to provider

CONTRAINDICATIONSTO VAGINAL EXAMS

1. Vaginal Bleeding

2. Document Placental or Vasa Previa

3. Premature labor - with or without premature rupture of labor
4. Patient does not give consent

Lowdermilk (2024)

Bundle Birth Podcast # 64 “They Did NOT Just Say That” aired June 24™, 2024

85

Things to Consider

+ This is an area where nurses should develop proficiency through the assistance
of a skilled preceptor

* Determining fetal station and position requires more skill than dilatation and
effacement.

* To accurately determine fetal station, the ischial spines must be identified.
* See next slide

Simpson et. al (2021)
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Vaginal Exam Procedure

Ischial Spines
&
Fetal Station

* The Ischial Spines may be identified
by pressing in the sidewall of the
vaginal approximately 1 inch with
examining fingers at 3 and 9
o’clock

* Not necessary to identify both
spines

* Note the fetal skull and do not
confuse with caput or molding

Simpson (2021)

Ischial
spines

Credit: bearsky23/shutterstock.com

.png
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However, be mindful of the Pudendal Nerve
located near the Ischial Spines
Looking into
the Right = St e oot
Half of the / "
Pelvis 4 -
o F
O et > il ‘.\Q g%f:’;;:
= e
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Fetal Position

More difficult to determine position than
other components of the vaginal exam

Be familiar with the location of the fetal
sutures versus the shape of the anterior or
posterior fontanelle as these may be
misshapen due to overriding suture or
molding

Posterior Occipital
fontanelle bone

\\/ /wm

Biparetal
/ diameter

~«— Parietal
eminence

\ Sagittal

suture

Coronal ——e= -~ =" F TTI5T ~
suture e Bitemporal
\ diameter
Anterior t Frontal
bone

(bregma)  suture

skull-

IQM30ECGSQAA. i

|QM30ECGSQAA
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Challenges

* When or frequency of exams-

* What if your exam is different than your colleague’s or the provider’s exam->

* How to address the provider when you are asked to perform an exam that you think

may be unwarranted?

* How many vaginal exams are to many?
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Cervical Ripening
Agents

91

Mechanical
and Other
Methods of

Ripening
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Mechanical Method Descriptions

Description

Nipple
Stimulation

Sexual
Intercourse

* Lightly stroke one or both nipples for

ten minutes followed by five minutes
of rest; this pattern is repeated up to
four times or until contractions are
less than 3 minutes apart.

* May be performed by using a breast

pump

* Important to monitor fetus; may

produce excessive contractions

* Increases oxytocin production

* Semen contains prostaglandins,

which ripen the cervix

* Clitoral stimulation & orgasm

increase oxytocin release

Additional Information

Used for centuries to start or augment
labor

Frequently used by midwives & other
low intervention caregivers

Lack of standardized protocols

More research is needed

Though contractions often result,
studies on labor onset are inconclusive

Mechanical Method Descriptions

Description

Membrane
Sweeping

Separations of chorionic membrane
from the wall of the cervix

* Performed by digital exam by

rotating finger inside the cervix all
the way around the cervix

* Releases prostaglanding

* Usually performed in the office at
* =39 wks

* May be uncomfortable for the

women

* May experience some vaginal

bleeding or irregular u/c in the 1 24
hours

Additional Information

No 1 risk of maternal/neonatal
infection

Routine use not recommended as there
is no evidence of improved
maternal/neonatal outcomes

Not enough data to guide clinical
practice regarding the use of stripping
in a women who is GBS pos
Recommend woman to notify
providers or come to hospital if:

ROM, bleeding. |FM, fever, regular u/c,
or discomfort that persists between u/c
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Membrane Sweeping

Decidua basalis

Villous chorion

Umbilical vesicle

Uterine cavity

Amnion

Chorionic sac
(smooth chorion)

Mucous plug

95

Amniotomy ° Can be used for * Risks of amniotomy: Umbilical cord
augmentation/induction of prolapse, infection, fetal injury or bleeding
labor from undiagnosed vasa previa

* May result in more variable « Explain procedure to patient
decelerations * Help position patient
* Early amniotomy is * Assess FHR just before and immediately
contraindicated when after
maternal infection is * Watch for prolapse cord
present: ex HIV, Hepatitis * Assess and document the amniotic fluid:
or active Herpes amount, color, odor or presence of blood or
* Insufficient data to guide meconium
timing in patients who are * Keep underpads dry and provide perineal
receiving intrapartum GBS care
prophylaxis * Maintain bedrest until presenting part is

firmly against the cervix
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Transcervical balloon
catheter

Description

1a-26 g Foley cath balloon
A double-balloon device has
also been used

Inflated above the internal
cervical os with 30-s0 ml
sterile water

Weight of the inflated
balloon puts pressure on
the lower uterine segment
and cervix

Releases local
prostaglandins

Results usually seen in s-12
hours

Balloon falls out when
dilation occurs

Additional
Information

| tachysystole & FHR
changes compared to
prostaglandins

Outpatient use is being
researched...

Foley & Simultaneous use
resulted in a significantly
shorter interval to delivery
(15.92 vs 18.87 hrs)

Use for VBAC:

Studies show mixed results
Lack of compelling evidence
to show an 1 risk

May be an option for TOLAC
with an unfavorable cervix

Demonstration on inserting Ripening balloon catheter
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https://secureshare.proofpoint.com/share/Main.html?state=ewogICJwcEFwcCIgOiAiU2VjdXJlIFNoYXJlIgp9#ViewSharePlace:44d7b7c0-0f31-4654-8c40-2c9c04ad1dba
https://www.cookmedical.com/products/wh_crbs_webds/
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Description Additional Information

Hydroscopic/Osmotic * Natural: Laminaria * Rods (Dilapan-S) typically left in
Dilators (seaweed) place up to 12 hours (24 hr max)
» Synthetics: Dilapan/Lamicel -+ Dilators & sponges are then
* Release endogenous removed
prostaglandins from fetal * Remove dilators if:
membranes and maternal * Spontaneous onset of labor
decidua * Category Il FHR tracing
+ Also results in mechanical * SROM
dilation * Spontaneous expulsion of
* Absorbs fluid from cervical dilators
tissue * More studies needed to
* May need to insert a few compare with other options
applicators

* Placed until the cervix is full

MAKE DILAPAN-S® YOUR
STANDARD OF CARE FOR
CERVICAL RIPENING®?

Dilapan-S® has multiple modes of action*®

After insertion, Dilapan-S* initiates a cascade of biophysical, mechanical and physiological changes in the cervical tissue
that continue until rod removal.*

Biophysical Mechanical Physiological
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Dilapan-S

101

*PGE1 (misoprostol) Cytotec 1451* 100 meg

\

\ 1461* 200 mcg

Prostaglandin \
Cervical Ripening Agents

N

PGE2
(Dinoprostone)

Cervidil (insert)
FDA approved

102
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https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch
https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch
https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch
https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch
https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch
https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch
https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch
https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch
https://www.dilapans.com/healthcare-professionals/using-dilapan-s/#using-watch

N
8% ?

i Smooth muscle
+Ca?* relaxation

Smooth muscle
contraction

The structure of the uterus

PGE1 PGE2

(misoprostol) (dinoprostone)

= Uterine Fundus Uterine
‘ Y x: o y tulies Uterine tubes
£ B 3
\\\\EP3\\«\\ \\n% g i m EP?I"F]}{[T“ t& !
\ 3 Wil EP4 /s ‘ I
\f’ W SNy ‘/f///(////////// . )
‘ M ometriﬁ
[muscular Lyyer) ”

Endometrium h

(mucous layer) S 2
/ ! Cervix

Perimetrium Vagina

A

Dinoprostone is chemically
identical to PGE:2 & targets all 4 EP
receptor sites

Misoprostol has relative
selectivity for EP3 but also binds

to EP2 resulting in increased
uterine contractility

103

How Do
Prostaglandins
Work?

105

May also produce
uterine contractions

“eIncrease Inflammatory
mediators in the cervix

*Remodel the cervical
extracellular matrix
through a decrease in
collagen and cervical
glycosaminoglycans
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Use of Pitocin
after Cervidil

108

Intravaginal

Misoprostol

Routes of
Administration

109
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Misoprostol Dosing & Administration

25mcg

intravaginal is

recommended
15t dose

May repeat

every 3-6 hours

Every 4-6 hour
dosing has been
assoc w/ less
tachysystole

If using somcg

Every ¢ hour
dosing is
recommended
by ACOG

Associated with
more
tachysystole

110

Placement
is in the

Posterior
Fornix

111

Uterine tube —_

Vesicouterine
pouch

Vagina
Clitoris

Labium minus

Labium majus
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Do you think the onset is
faster with an oral dose or
vaginal dose

€

Misoprostol facts

Oral 8 minutes 30 min
Sublingual 11 minutes 30 min
Vaginally 20 minstes 2 hours
Rectally 100 minutes 2 hours

2 hours

3 hours

4 hours

4 hours

Sublingual produces
a higher peak
concentration vs oral
because it avoids the
15t pass metabolism
via the liver

After ingestion
misoprostol
undergoes a series
of chemical reactions
that makes it very
similar to Hemabate
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Misoprostol

100mcg
200 mcg tablets

Advantages:
Low cost
(approx $2), ease

of insertion quick

action

Misoprostol Redosing Considerations

Tablet is broken to
provide 25-50mcg
doses

Disadvantages:

Cannot be
removed once
inserted
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Additional Considerations when starting
Pitocin after Misoprostol administration

What is the main Complications with
Misoprostol & Cervidil?>

Tachysystole

*Terbutaline 0.25mg subq given to correct FHR
pattern or tachysystole

Side effects

*Fever, Chills, Vomiting & Diarrhea
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Misoprostol &
Cervidil with
Tolac

119

Prostaglandin
Ripening:

Nursing Care*

120

*Contraindication

*Misoprostol & Cervidil should not be
used for cervical ripening or labor
induction in patients at term who
have had a cesarean delivery or
major uterine surgery.

ACOG Practice Bulletin No. 107 2009, reaffirmed 2020

'Monitor for ~ Monitor for

Contraction Activity

* Main side effect is
tachysystole with or
without fetal heart rate

Monitor for Labor
Progress

59



Example of Standing Order Set @ Bryan

{Cytote) tablet - ocal

Be familiar
with your
facilities order
set/ protocol

[l ngatient consut o Pramacy

121

Know your cervical ripening order sets?

Oxytocin should not -
b yd nistered for at Nurse may administer Fewer than 5
e administered for a . o . . .
if FHR monitoring contractions in 30 Bishop score < 8
least 4 hours after last X
. Category | minutes
dose of misoprostol
Ll +60min ¥ [ vital Signs Completed 04/18/23 22:02:00 CDT, Q1H, 2, Dose(s)/Time(s), 04/19/22 0:53:00 CDT, 1, 04/18/23 23:00:00 CDT
M +3br E [T vital Signs Ordered 04/19/23 0:02:00 CDT, Q4H, 3, Dose(s)/Time(s), 04/19/23 12:58:00 CDT, 1, 04/19/23 1:00:00 CDT
o hem = ¥ [F aAmbulate Completed 04/18/23 21:55:00 CDT, 04/18¢22 21:55:00 CDT, 1, 04/18/23 21:55:00 CDT
Patient may ambulate 30 minutes after cervical ripening medication administration, with continuous monitor
~ ¥ [T eediest Ordlered 04/18/23 21:55:00 CDT, Supine, 1, 04/18/23 21:55:00 CDT
Supine, with hip wedge, for 30 minutes after administration
4 Diet
~

¥ [ Regular Diet Ordered 04/18/23 23:02:00 CDT

4 Medications
s, MISOPROStol (Cytotec) Ordered 50 mcg, Tab, By Mouth, Q4H, PRN for cervical ripening, Routine, 04/18/23 22:25:00 DT, 04/19/23 22:24:00 CDT, du. |

Oxytocin should not be administered for at least 4 hours after last dose of Misoprostol. Nurse may administer Mis...

4 Patient Care

=l ¥ [F vaginal Bam Completed 04/18/23 21:55:00 CDT
prior to administration of cervical ripening medication. Document Bishop score
5l 3 [ Fetal and Uterine Contraction Monitoring Ordered 04/18/23 21:55:00 CDT, 1, 04/18/23 21:55:00 CDT
Intermittent or continuous based on the presence of risk factors. CONTINUOUSLY, after cervical ripening medicati...
™~ £ [F showe Ordered 04/18/23 21:55:00 CDT, QHS, 1, Dose(s)/Time(s), 04/20/23 20:5%:00 CDT, 1, 04/19/23 21:00:00 CDT
with chlorhexidine gluconate
= B [F rotiry Completed 04/18/23 21:55:00 CDT, MWH only: Provider/Resident to perform bedside US to check for vertex

4 Return to OB Labor Admission |
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45 minutes after misoprotol ingested... What do you think of this strip»
Would you initiate any interventions at this time>

123

intorventions for
Uterine Assess hydration status and
Tachysystole consider 1V fluid bolus

and/or Fetal Consider Terbutaline (0.25mg SQ)
based on fetal response

Heart Rate

Concerns If cervidil is in place, remove it

Related to e
. otify provider based upon
Prostaglandms matern%l/fetal responsep

124
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Contraction

-1 s it as simple as
Activity

counting the humps?

125

Uterine Contraction Assessments

Contraction Definition
Assessment

Frequency Time from the beginning of one contraction to
beginning of next: documented in minutes

Duration Time from the beginning of the contraction to the
end of contraction; documented in seconds

Intensity The strength of the contraction
Resting tone Intrauterine pressure between contractions
Relaxation time The amount of relaxation time between the end

of one contraction and the beginning of the next

contraction
126
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AWHONN
Standards for
Professional

Registered Nurse
Staffing for
Perinatal Units

Oxygen for
Intrauterine
Resuscitation?22?

* Women receiving pharmacologic agents
for cervical ripening such as Cervidil or
Cytotec require continuous electronic fetal
monitoring and a minimum of 1 nurse to 2
women with assessment of maternal-
fetal status at lease every 30 minutes.
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m ACOG | C | I n Ica | Clinical Guidance Journals & Publications Patient Education

he American College
Ohstemictons and Conecclogists

# > Practice Advisory > Oxygen Supplementation in the Setting of Category Il or Ill Fetal Heart Tracings

Oxygen Supplementation in the Setting of
Category Il or lll Fetal Heart Tracings

Practice Advisory @ | January 2022

129

Nurse Professional Media, Advocacy & Industry
About Us Resources Education Development Journals Partners Membership

PROMOTING THE
WOMEN AND NEWBORNS

A i of B . Obstetric. and Neonatal Nurses

AWHONN Response to ACOG s Practice Advisory on Oxygen in the
of Category I1 or 111 Fetal Heart Rate Tracings

2. the  Amiorisen O ollcge of Obstetricians and Gynecologists (ACOG.
2022) issued a practice advisory about supplemental oxygen for paticnts in labor with an
indeterminate (Calego-y ll) or abnormal (Category III) fetal heart rate tracing (FHR). Citing two

eview of 16 randomized controlled trials (RCTs) (Raghuraman et al..
2021)and a n.-pon of a sccondary data analysis from an RCT from a single institution
(Raghuraman et al.. 2020). the Commitice on Clinical G ar ACOG
ooncluded that routine use of oxygen supplementation in individuals with noml oxygen

= not for fetal ros

Nurse and i at the A of Women's Health, Obstetric. and
Neonatal Nurses (AWHONN) reviewed the ACOG (2022) practice advisory and the cited
publ-sohum As part ol -h-: AWE I()NN Fetal nc.n = pr av is

The most recent course matesials and
texibook Iarve been publl>hed (Lyndon S Wismer. ZOZ1). This ia & very iportams clinical fasue
for nurses nurses § the vas: majosity of direct hands care to in
the United States (N A of 2. and N 2020) and are
thus the clinicians most likely to be closcly assessing I.he FHR tracing and determining the type

of

ine re =

we prescns & summary ox what is Ln..w.n ©on this topic and recommendations for
in labor with an indeterminate

(Category II) or abnormal ccmc._wry T FHIR tracing.

130

Topics
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Labor Induction versus Expectant Management in Low-Risk Women

August 9, 2018
DOI: 10.1056/NE|Mdo005318

==
L
Trending articles
Explore the most viewed,

shared, and cited medical
content on NEJM.org.

https://www.nejm.org/do/10.1056/NEJMdo005318/full/

132

ARRIVE Tridl

Multicenter unmasked trial
Randomly assigned low-risk nulliparous women who were at 38 weeks o
days to 38 weeks s days of gestation to either
* Age of participants - median age - 24 in the induction group. Total age range 23-28
* BMI - median BMI 30.5 in the induction group.
* Bishop Score - median was 4

Labor induction at 39 0/7 weeks to 39 4/7 weeks, or to

Expectant management

* Women were asked to fore go elective delivery before 10 weeks s
days and to have delivery initiated no later than

a2 2/7 weeks

133
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https://www.nejm.org/do/10.1056/NEJMdo005318/full/
https://www.nejm.org/do/10.1056/NEJMdo005318/full/

Arrive Trial Conclusions

* Compared to expectant management, induction of labor at 39 weeks
in low-risk nulliparous women

* Did NOT result in a significantly lower frequency of composite
adverse perinatal outcomes

* It DID result in a significantly lower frequency of cesarean delivery

134

Society for Maternal Fetal Medicine
SMFM: ARRIVE Trial

SMFM Statement

Summary of Recommendations

Recommendations

1 Itis reasonable to offer elective induction of labor to low-
risk nulliparous wamen =39 weeks 0 days of gestation.
We recommend that providers who choose this approach
ensure that women meet eligibility criteria of the ARRIVE
trial.

2 We recommend against offering elective indwction of
labsor 1o women under circumstances thal are
inconsistent with the ARRIVE study protocol wnless
performed as part of research or quality improvemeant.

3 We recommend that further ressarch be conducted to
measure the impact of this practice in settings other than
a clinical trial.

135
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CMQCC Response to Arrive Trial

Comments:

{1) The patient population in this study was both very low risk (mean age =24yrs, and all women
with any medical complications were excluded) and quite interested in labor induction (fully
75% of eligible patients refused entry into the trial). Nonetheless, a cesarean rate of 18.6%
following labor induction in nullips is quite an accomplishment.

{2) Most hespitals do not come anywhere near this rate. The rate of cesarean after laber induction
in low-risk nullips among the 240 California hospitals averages 32% with rates as high as 60%.

{3) All hospitals in the Arrive trial used a common definition of failed induction (a cesarean for any
reason following labor induction): Cesarean delivery shaTd not be undertaken
during the latent phase prior to at least 15 hours after rupture of membranes have occurred
with concurrent oxytocin administration.? After that point, the decision to continue labor in
latent phase was individualized. Once in Active Phase (6 centimeters dilation), ACOG/SMFM
guidelines were followed for the diagnosis of labor arrest and descent disorders.

Botto i
ﬂi There are currently no changes to the SMFM/ACOG guidelines for induction of labor.
Specifically, induction of labor at less than 41 weeks 0 days with an unfavorable cervix should
only be performed for medical indications.

{2) It needs to be repeated that the results in this study were obtained in university hospitals with
strict labor guidelines and a strict definition of failed induction. If a hospital’s induction
guidelines are to be changed to allow for elective inductions at 39 weeks, strict guidelines for
defining failed induction (see above) and for management of active phase and fetal
monitoring abnormalities need to be adopted simultaneously.

{3) If labor guidelines and induction failure definitions are not adopted, the cesarean rates will likely
rise significantly.

{4) Induction of labor with an unfavorable cervix takes a very long time to do following guidelines
and will impact room availability and nursing hours. )

* Grobman WA, etal. A randomized trial of elective induction of labor at 39 weeks compared with expectant
management of low-risk nulliparous women. Am J Obstet Gynecol 2018; 218:5601.
? Grobman WA, etal. Defining failed induction of labor. Am J Obstet Gynecol. 2018; 218:122 e1-8
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Questions?
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Group Activity
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Case
Study
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Section IV

v Pitocin and Oxytocin

Topics to
be

covered

* Role of the Nurse
» Assessment & Documentation

* Definitions of Labor Induction
vs Augmentation

* Uses of Pitocin
* Physiology/pharmacology

* Dosage and rate increase
intervals

* High-dose versus lose-dose
* Administration guidelines
* Nurses’ responsibilities

69



Role
of the
Nurse

To be knowledgeable
about induction agents
to include: indicafions,

administration,
assessment and
monitoring, and side
effects

To document care To communicate with
provided provider and team

To be familiar with
hospital

Role of the Nurse (cont)

70



Let’s look at
Assessment &
Documenation

144

Assessment Documentation

Systematic
way to collect
& analyze

The tool used
to record this
information

data

145
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| *Determine if patient is:

I
What risk factors make a pt
high risk»?

Pitocin
administration

Meconium

stained fluid Bleeding

Any abnormal

fetal tests before Maternal

conditions that

birth or Trisk of may affect fetal
fetus developing well being
acidemia

147
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*‘Determine what phase
of labor she is in

AWHONN POSITION STATEMENT ‘ AWHONN

Fetal Heart Monitoring

© 2024 Association of Women's Health, Obstetric and Meonatal Nurses. All rights reserved.

Requests for permission to use or reproduce should be directed to permissions@awhonn.org

TABLE 2 ASSESSMENT OF FETAL STATUS USING ELECTRONIC FETAL MONITORING *P

First Stage of Labor Second Stage of Labor
Onset of labor to 4 cm 4 cm to 10 em (Complete | Complete dilation Complete dilation
dilation dilation) (Passive fetal descent) (Active pushing)
Low risk without Insufficient evidence to Every 15-30 minutes Every 15-30 minutes Every 15 minutes
oxytocin make a recommendation

Frequency at the
discretion of the midwife
or physician

With oxytocin or Every 15 minutes with Every 15 minutes Every 15 minutes Every 5 minutes
risk factors oxytocin; every 30
minutes without oxytocin

*Frequency of assessment should always be determined based on the status of the woman and fetus and at times will need to occur
more often based on their clinical needs, e.g., in response to a temporary or on-going change.
"Summary documentation is acceptable, and individual hospital policy should be followed.




Where should
you perform
your
assessment &
documentation

150

Summary Documentation

When EFM is used to record FHR data permanently periodic
documentation can be used to summarize fetal status

Your assessment involves you continuously looking at your

EFM and Maternal status then documenting it

Summarization is the actual documentation of what is entered
into the computer system (example: you are assessing every
15 minutes but documenting in the record every 30 minutes)
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Summary Documentation

FHE Monitoring
A Baby or Fetus A
<I>» Fetal Monitoring Method
EBaseline Fetal Heart Rate b prm

Summary Documentation

Baseline Fetal Heart Rate Drescription
FHRE “Wariability
Sinusaidal
Fetal fissessment COxytocin Parameters
FHERE Accelerations
Acceleration Stimulation PMethod

-@- FHFR Dreceleration

FHRE Deceleration Comments

Fetal Activity

FHR evaluated every 30 min by RN for the past hour

FHR evaluated every 15 min by RN for the past 30 min

FHR evaluated every 5 min by RN for the past 15 min

Uses of Pitocin
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Use of pharmacologic
Induction and/or mechanical methods
to initiate labor

Use of pharmacologic
methods or artificial rupture
of membranes to increase
A tati frequency and/or strength of
Augmentation contractions following the
onset of spontaneous labor
or spontaneous rupture of
membranes

ACOG, 2014, Simpson, 2020

154

Pitocin a
High Alert
Medication

What does
this mean-
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http://flickr.com/photos/harinaivoteza/7241780178
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/
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What safety
measures do
we take when
administering
Pitocin?>
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'Endogenous Oxytocin

Endogenous
. Oxytocin

* Plasma clearance
of oxytocin is
through the
maternal kidneys
and liver by the
enzyme
oxytocinase
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How much oxytocin do you
think is produced w/ E -
spontaneous labor?

During the 1st sta ee of During labor,

spontaneous la fetus excretes
maternal urculahng

concentrahons are approximately

at q
whlc?\ would be achleved ° 3 mu/minute
. wi_th a cfontinuous

infusion

Known
commonly
as Pitocin

Exogenous Synthetically
Oxytocin maee

Chemically and
physiologically
identical to
endogenous oxytocin
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https://asingledropintheocean.com/2015/02/08/50-shades-of-awesome/
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://creativecommons.org/licenses/by-nc-nd/3.0/

Pitocin Physiology
Pharmacology

Pitocin acts via
membrane bound
receptors in the
uterus to stimulate

uterine contractions

Pitocin acts to
increase myometrial
contraction through

increasing the

availability of
intracellular calcium

162

Physiology/Pharmacology of Pitocin

Simpson (2020, p. s22)
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Oxytocin Receptors

Keep in mind the gestational age:

Responsiveness

: Dramatically . .
'?,g;‘i}',':;',“ increases at "l"'s ';;' ::?«I:I?evgﬁd . Sensitivity
approximately upproxumlgtely o e increases again
20 weeks 30 weeks weeks at term
gestation

gestation

(ACOG. 2009; Dudley. 1997)

Variables that affect
how effectively the
smooth muscle of the

uterus contracts

*oxygenation status of the
uterine muscle

* availability of glucose for
contraction activity

* number of oxytocin receptors
in the uterus
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Factors That Influence Response to

[ J
Oxytocin
Maternal body Cervical dilation,
surface area parity, gestational
age
Xs

None of these
factors, alone or in

Individual response combination,
to oxytocin predict dosage of
oxytocin required
to achieve delivery

ACOG Practice Bulletin No. 107 2009, reaffirmed 2020
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What
happens if all

the Oxytocin
Receptor sites
are full?»
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If the receptor sites are saturated by
Pitocin being administered for
induction/augemtation:

L

168

Pitocin

Dilution, Dosage
and Rate Increase
Intervals

169
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Pitocin Dilution Variations

170

Pitocin Two
Dosage Approaches
and

Interval
Regimens
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3 AC CLINICAL PRACTICE GUIDELINE

NUMBER 8
e gt JANUARY 2024

(REPLACES OBSTETRIC CARE CONSENSUS 1, MARCH 2014)

First and Second Stage Labor Management

Regimen StartingIDose Incremental Dosage Interval

(mU/min) Increase (min)
(mU)/min)

Low-dose 05-2 1-2 15-40

High-dose 4 or higher 3-6 15-40

Pg. 154

172

Know your facilities protocol:
OB Oxytocin Protocol

1. Titrate oxytocin according to maternal and fetal response, labor progress, and the "Oxytocin in Use”
checklist. Components of the “Oxytocin In Use” Checklist include the following:
= Fetal Assessment parameters

o At least one acceleration of 15 bpm x 15 seconds in 30 minutes or minimal to
moderate variability for 10 of the previous 30 minutes.

o No more than one late deceleration occurred.

o Mo more than two variable decelerations exceeding 60 seconds in duration and
decreasing greater than 60 bpm from the baseline within the previcous 30 minutes.

o Absence of prolonged decelerations(s).

= Uterine Contraction Assessment parameters

o No meore than 5 uterine contractions in 10 minutes for any 30 minute interval.

o Mo more than one contraction lasting greater than 120 seconds duration.

o Uterus palpates soft between contractions.

o If IUPC is in place, MVU must calculate less than 300 mm Hg and the baseline
resting tone must be less than 25 mm Hg.
2. If adequate progress of labor cannot be determined by external monitors, notify healthcare provider
for specific order for internal pressure catheter.
— 3. If dilation is 5-6cm with adequate labor progress, oxytocin may be decreased in increments of 1
milliunit/minute.
4. If the oxytocin infusion has been discontinued for less than 30 minutes and when fetal and uterine
assessment parameters have been met, per the “"Oxytocin In Use” Checklist components, oxytocin may
be restarted at not more than one-half of the rate at which it was discontinued and then increased by
1 milliunit/minute at a minimum of every 15 minutes.
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OB Oxytocin Protocol (cont)

5. If the oxytocin infusion has been discontinued for more than 30 minutes, and when fetal & uterine
assessment parameters have been met, per the "Oxytocin In Use” Checklist components, oxytocin may
be restarted at 1 milliunit/minute and then increased by 1 milliunit/minute at a minimum of every 15
minutes.

6. Once oxytocin is at 20 milliunits/minute and contraction pattern fails to result in cervical
effacement and dilation, a nurse should call the healthcare provider for specific orders for oxytocin.

7. When there is a Category |l tracing, the following interventions may be considered: decrease or
discontinue oxytocin, reposition patient, administer oxygen, assess hydration status, and consider IV
bolus and notify the healthcare provider. If no resolution and uterine tachysystole is present or the
need to reduce uterine contraction activity is present, the RN will consider Terbutaline administration
per order in the Oxytocin Power Plan.

8. When there is a Category lll tracing, the following interventions are recommended: discontinue
oxytocin, reposition patient, administer oxygen, consider [V bolus, and notify the healthcare provider
for prompt evaluation / delivery. If no resolution and if uterine tachysystole is present, the RN will

consider Terbutaline administration per order in the Oxytocin Power Plan.

oxytocin (PITOCIM) ANTEpartum 30 units in 500 mL MS infusion

0-20 milli-units/min, Intravenous, Continuous

INITIAL DOSE 1-2 milli-units/minute. The minimum dose to adequate
contractions should be used; increasing the dosage by 1-2 milli-
units/minute no more frequently than every 30 minutes. If contractions are
inadequate with ordered dose, notify provider for additional orders.

Adequate contractions are defined as either: 1) Contractions every 2-3
minutes resulting in normal progressive cervical changes, or 2) a total of
200 mm/Hg Montevideo units using an IUP catheter. Dose may be
decreased by 2 milli-units/minute every 30 minutes after desired frequency
of contractions has been reached, labor has progressed to 5-6 ¢m dilation,
and patient remains in active labor.

For UTERINE TACHYSYSTOLE (more than five contractions in 10 minutes
averaged over 30 minutes) with reassuring FHR (moderate variability and
absence of recurrent late/variable decelerations):

1) Intervene by performing at least one of the following interventions: a)
reposition patient, b) IV fluid bolus from primary fluid bag until uterine
tachysystole resolves or up to 500 mL (notify provider if more than 500 mL
is required), c) decrease oxytocin by half;

2) Reassess patient 15 minutes after primary intervention(s); if tachysystole
persists, perform additional intervention(s);

3) Reassess patient 15 minutes after secondary intervention(s); if
tachysystole persists, discontinue oxytocin and notify provider

DISCONTINUE OXYTOCIN for:

1) Uterine tachysystole that does not resolve after intervention(s) (30
minutes from initial intervention);

2) Non-reassuring fetal heart rate pattern (recurrent variable decelerations;
fetal tachycardia or bradycardia; minimal to absent baseline FHR variability;
late decelerations).

NOTE: in addition to discontinuing Oxytocin,

1) reposition patient;

2) IV fluid bolus from primary fluid bag up to 500 mL;

3) Notify provider. If less than 30 minutes from time Oxytocin is turned off
to resolution of tachysystole and FHR, resume Oxytocin at no more than
half the previous rate. If 30 minutes or greater from time Oxytocin is tuned
off to resolution of tachysystole and FHR, resume Oxytocin at the initial
dose per provider.

DISCONTINUE and DISCONNECT oxytocin:
1) At the time of decision to proceed to C-section
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Rationale for Low-Dose*

Mimics the normal
Based on physiologic pattern
physiologic of oxytocin release ﬁa
principles of

oxytocin

Basecl upon
armacologic
If-life of 10-15

* 4 to ¢ mu/minute minutes and steady
state of 40 minutes

176

Low-Dose
Rationale

177

87



178

179

Low-Dose
Advantages

* Fewer episodes of excessive
uterine activity

* Fewer operative vaginal
births

* Higher rate of spontaneous
vaginal birth

* A trend toward lower
cesarean birth

Simpson, 2020, p. s24

Rationale

for

High-Dose

Based upon a
pharmacologic approach
Supporters believe higher
doses are associated with

sshorter labors

. decr_eased .incic!ence of
chorioamnionitis

. decreqsed cesarean for
dystocia
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What do you think are
disadvantages associated with
High-Dose protocols-

More

tachysystole and
indeterminate or

abnormal FHR
patterns

180

Is there a
maximum
recommended
dose of
Pitocin?

* The numeric value for the

* Wen, et al. (2001) reported that

maximum dose of oxytocin
has not been established

in active management of
labor, once pitocin exceeds

48 mu/min the risk of
cesarean is more than 3-fold

181
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Maximum
Dose

* If the hospital policy has a
maximum dose listed, the
nurse should follow the policy

* Do you know the maximum
dose listed in your protocol-
* What if the provider wants
to go above the maximum
dose?

How do
we Titrate
Dosage?~?
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Let’s play a game ©

e Go to Menti.com
- Code: 4658 4348

184

Titration

If using external If labor progress is not If using internal monitoring

monitoring occurg'ing with in.t:’:ct « Titrate to establish "'ﬁri"e

. . membranes, consider activity patterns reachinga
e L) amniotomy Gf not il of s Momevides units

contraindicated) and
consider placement of IUPC
to more accurately assess

uterine activity

Miller, Miller, & Cypher (2027 p. 88-89 )
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Oxytocin-Induced Tachysystole
Category | tracing

Turn pt to lateral Give sooml fluid
position bolus

If u/c has not If no change in
returned to u/c in next 10-15
normal after 10-15 min d/c Pitocin
min until normal u/c

* | Pitocin by 12 are observed

186
Oxytocin-Induced Tachysystole
Category Il tracing
. . Turn pt to I
Discontinue

roan ” | foterel
Consider
Give s50oml Terbutaline
fluid bolus 0.25 mg
subcutaneous
187
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Keep this in mind:

D/C Pitocin

* Resolution 14.2 min

D/C Pitocin &
Give sooml Fluid
Bolus

*Resolution 9.8 min

D/C Pitocin &
Give sooml Fluid
Bolus & turn pt
to lateral
position
*Resolution 6.1 min

What might
do we do
when the pt
enters active
phase of
labor & is
making
adequate
labor
progress
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* Use caution and clinical
judgment when

Explain this increasing pitocin right

before a combined

S'l'a'l'emen'l' spinal/epidural or an

epidural is inserted...

190

Rapid Pain Relief

When women in

labor experience High levels of
fear or distress catecholamines
large amounts of have a tocolytic
catecholamines are effect
produced

Effective pain relief
causes a significant
decrease in maternal
circulating
catecholamines,

especially epinephrine
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Pitting To
Distress?22?

Clark, Simpson, Knox, & Garite (2009)

*There is no place in modern
obstetric practice for “pitting
to distress,” “pitting through”
a pattern of excessive uterine
activity, or continuing to
blindly increase the oxytocin
dose until the 1-minute Apgar
score is recorded.

For
Example...

* A difficult situation/dilemma...

* decreasing or discontinuing
oxytocin for a fetal heart
rate pattern with
decelerations

* Pattern resolves and oxytocin
restarted

* Abnormal pattern reappears

* Oxytocin decreased or
discontinued

* Patient stops progressing in
labor without
OXYtOCiN.eeeeeeeeeenees..
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Written documentation of the
plan by the provider explaining
why the oxytocin was
necessary and why it was
appropriate to continue in this
situation is important...

* In other words, describing the

*Especially if .. use of clinical judgment and
spontaneous or elicited critical thinking....
accelerations are
present

Freeman et al (2012, p. 134)
194
* Collaborate with the provider
regarding the situation
Nurse’s garding

* If disagreement with the plan

* initiate the chain-of-
communication

Responsibility

195



196

197

Oxytocin
Checklist
Protocol

* Clark et al (2007) found that using
these checklists

* Reduced maximum infusion
rates without lengthening
labor or increasing operative
intervention

* Cesarean rate declined
system-wide

* Newborn outcome appears to
be improved
* Review Clark, et al (2007)
* Pre-oxytocin checklist and
* Oxytocin In-use checklist

1. Health Care Provider order on chart O Yes O Mo
2. Prenatal record/H&P on chart O Yes O Mo
May be delayed for non-elective admissions
May initiate Oxytocin for emergent medical indications if prenatal record not in chart
3a. Pelvis is documented by Health Care Provider to be clinically adequate O Yes O to

If this informatien is not on the Prenatal record/H&P, or if the Prenatal record H&P is not available,
it can be obtained verbally from Health Care Provider. If obtained verbally, document here: Pelvis

3b. Estimated fetal weight within past week is documented O Ves
If this information is not on the Prenatal record/H&P, or if the Prenatal record H&P is not available,

it can be obtained verbally from Health Care Provider. If obtained verbally, document here: Estimated fetal weight

4. Documented Indication for Oxytocin

|

D?

Pre-Oxytocin
Checklist

O Elective Induction O Medicallnduction O Augmentation

5. Gestational age documented O Ves C No
6. Physician with C-section privileges is readily available O VYes C o
7. Status of the cervix (Bishop Score) is assessed and documented O ves O No
8. Presentation is assessed and documented O Yes O Mo
Health Care Provider required to come in if nurse is unable to determine

9. Fetal assessment completed and indicates (complete all below):

Aminimum of 30 minutes of fetal monitoring was obtained prior to starting Oxytocin O Ves C Mo

At least two accelerations (15bpm x 15sec) in 30 minutes are present, or a biophysical profile O Mo R

of 8 of 10 is present within the past 4 hours or moderate variability
Any late decelerations in the last 30 minutes O Mo

Are there more than two variable decelerations exceeding 60 seconds and decreasing O No
greater than 60 bpm from baseline, or a prolenged deceleration within the previous 30
minutes prior to startina Oxvtocin infusion

7| & H
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This Oxytocin “In Use” Checklist repres'e'nis a guideline for care, however individualized
medical care is directed by the healthcare provider.

Oxytocin “In Use” Checklist

Fetal assessment parameters
o Met
o Not met

Uterine contractions parameters
o Met
o Not met

Review checklist each time Oxytocin dosage rate is incleased or at least every 30
minutes if the dosage remains unchanged. Oxytocin should be stopped or decreased
if the following checklist cannot be completed.

[m] Fetal assessment indicates:
O Atleast one acceleration of 15 bpm x 15 seconds in 30 minutes or minimal to
moderate variability for 10 of the previous 30 minutes.
O No more than one late deceleration occurred.
0O No more than two variable decelerations exceeding 60 seconds in duration and
decreasing greater than 60 bpm from the baseline within the previous 30 minutes.
O Absence of prolonged deceleration(s).

[m] Uterine contractions:
O No more than 5 uterine contractions in 10 minutes for any 30 minute interval.
O No more than one contraction lasting greater than 120 seconds duration.
0O Uterus palpates soft between contractions.
O If IUPC is in place, MVU must calculate less than 300 mm Hg and the baseline
resting tone must be less than 25 mm Hg.

Sample Oxytocin Checklist

198

Cervical Ripening/Pre-Oxytocin Checklist
p ; order for oxyto duction/aug.._ || on

Current prenatal record available OR H&P docu. ..

Pelvis documented by provider to be clinically a...

Estimated fetal weight is documented

Indication for induction or augmentation of labor. ..

Gestational age documented

Consent signed for induction/augmentation of |...

Physician with C-section privileges aware and a. ..

combined CheCinst Cervix (bishop score) assessed and documented
Presentation verified prior 1o initiation

From a fucili"y Fetal monitoring for 30 min prior to starting oxyt...
At least 2 accelerations in 30 minutes OR mede. ..

Fetus has had no late deceleration in the past 3...

No more than 2 variable decelerations exceedi...

Pre-Oxytocin Checklist is complete and all resp..

Oxytocin In-Use Checklist

At least one acceleration of 15 x 15 in 30 minut...

No more than one late deceleration occurred

No more than 2 variable decelerations exceedi .

Absence of prolonged decelerations

No more than 5 uterine contractions in 10 minut...

No more than two contraction lasting greater th...

Uterus palpates soft between contractions

If IUPC is in place, MVU must calculate less tha

Oxytocin in-use checklist is complete and all re...
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If unable to assess  If unable to assess the
contraction pattern with fetal heart rate with an
an external monitor external monitor

4 b

* Notify provider to
insert an IUPC if
situation allows

* Or palpate and mark
beginning and end of
contractions on the
paper strip

* Apply a spiral electrode if
technically possible

4

Get * Every time you turn pitocin
up. down, or off ask

° yourself if you can explain
In'l'O lI.I‘e to someone else why you

are doing this...

[ ]
H a b III. * Patient safety is your first
priority....
of...
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Wha'l' If * May need an IUPC in

order to more accurately

I.a bo r I s N o-l- :Z:ii?:y contraction

* Calculate Montevideo

Progressing? onits (MVU'S)

Montevideo e * et
Units (crvesmebievanure

(MVU’S)

* Subtract the resting tone from the
each contraction

¢ Then add all of the sums toget!
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IEW ==t T . E Tk
] ~ Calculate the Montevideo Units ,‘
- / - \E? = el 3 yil ? I |
= dERRLa== * e ssEmsscRcsc_ceE=sEaEeRR
80-5=75 70-10=60 70-10=60 75-10=65
75+ 60 + 60 +65 = 260 MVU's
Contraction

In first stage ranges
from 100- 250 MVU’s

204

Montevideo
Units

205

intensities of > 40

MRS I sseand® | mmilsa MVDs ofo

120 are generally
sufficient to initiate

labor

stage

In a retrospective report of
induction of labor

* 91% of women achieved
200-224 MVU’s

* 40% achieved at least 300
MVU’s
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If maternal/fetal
status allow,

Up to 24 hours or longer
cesareans for failed

induction of labor
can be avoided by

. And requiring that oxytocin
o AIIovylng longer be administered for at least
durations of the 12-18 hours after membrane
latent phase rupture before deeming the
induction a failure

ACOG & SMFM (2014, p. 7) Recommendations for Safe
Preven tion of Primary Cesarean Delivery

206

Case
Review

207
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Across 9. Plasma clearance of oxytocin is
4. One of the 5 "P"s - fetal position, through the maternal ____
resentation & size & shape of the fetal  liver
ead Down
5. An infant born between 37.0-38.6 1. Process by which the fetus is
‘weeks gestation expelled by the uterus
6. The synthetic hormone that 2. Membrane stripping, amniotomy,
stimulates uterine contractions laminaria are all examples of
7. Main complication of administration __ methods of ripening
of misoprostol and cervidil 3. softens the cervix &
8. The endogenous hormone released relaxes cervical smooth muscle in

by the posterior pituitary that stimulates preparation for labor
uterine contractions

209
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Cervical Ripening & Inductions

] Fm ]
[‘P A s|s E N[G|E R
B c o
o] [H s |
I FE[alrTc]Y[T[e]r]#]
N A
1] G|
Frl ] el ] m
A [a]
FEle G e e [x
D
rO|X|Y|T[O|C B
N
[« Jo[n]e]Y]s

Across

4. One of the 5 "P"s - fetal position,

ﬁresdentation & size & shape of the fetal
ea

5. An infant born between 37.0-38.6
weeks gestation

6. The synthetic hormone that
stimulates uterine contractions

7. Main complication of administration
of misoprostol and cervidil

8. The endogenous hormone released

by the posterior pituitary that stimulates
uterine contractions

?

>
S

9. Plasma clearance of oxytocin is
through the maternal
liver
Down
1. Process by which the fetus is
expelled by the uterus
2. Membrane stripping, amniotomy,
laminaria are all examples o

methods of ripening
3. softens the cervix &
relaxes cervical smooth muscle in
preparation for labor

What movie is this quote from

\\ @TheActionPixel = #EntertainmentOnTAP ¢ #TAPQuUotes

?

?
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Oxytocin
(Pitocin)

o
Homework

The NEW ENGLAND SUBSCRIBE = E Q
JOURNAL of MEDICINE OR RENEW

ORIGINAL ARTICLE PERSPECTIVE

REVIEW ARTICLE E0ITORIAL

Covid-19 Vaccine E Extrahepatic Manifestationsof %%  The AMPTrials — A Glass Half Efficacy of the ChAJOX! nCoV49 ~  Onthe Shoulders of Gf

3 Chronic HCV Infecti £ A% Rl ‘ovid19 Vaccine against the . From Jenner's Cowpor}
X, B.1.351 Variant N Covid Vaccines

ORIGINAL ARTICLE

Labor Induction versus Expectant Management in Low-Risk Nulliparous
Women

William A. Grobman, M.D., Madeline M. Rice, Ph.D., Uma M. Reddy, M.D., M.P.H., Alan T.N. Tita, M.D., Ph.0., Robert M. Silver, M.D., Gail Mallett, R.N., M.S., CCR.C, Kim
Hill, R.N., B.S.N., Elizabeth A. Thom, Ph.D., Yasser Y. El-Sayed, M.D., Annette Perez-Delboy, M.D., Dwight J. Rouse, M.D., George R. Saade, M.D., etal., for the Eunice Kennedy
Shriver National Institute of Child Health and Human Development Maternal—Fetal Medicine Units Network*
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Physiologic and Pathophysiologic Evidence on Functional and Dysfunctional Labor and Discordance with Clinical Practice

214

215

AWHONN PRACTICE MONOGRAPH

FIGURE 5 PHYSIOLOGIC AND PATHOPHYSIOLOGIC EVIDENCE ON FUNCTIONAL AND DYSFUNCTIONAL
LABOR, AND DISCORDANCE WITH CLINICAL PRACTICE

Physiological and pathophysiological evidence

o einorstent eedin’ AWHONN Practice Brief: Cervical Ripening and Labor Ind
i = d A i
- )g i - an ugmentation (2025)
=) =8
( 9 “=-
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