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FOREWARD

Birthing a Business Education Services BABES ) is pleased to provide the BABES DoulaProgram.
BABES is an organization of professionals dedicated to providing instruction and support for those
interested in becoming birth professionals. The Doula Program is a selfpaced online hybrid th at provides
background information on pregnancy, labor, birth, and early postpartum. This includes topics such as;
the newborn, nutrition, pain medicat ions, pain theory, perinatal bereavement, breastfeeding and infant
feeding, along with practical application of essential skills necessary to become a birth professional.

BABES was founded by certified doulas, childbirth educators, and midwives whose goat are to actively
involve parents in the prenatal, labor, birth, and postpartum periods, to enhance the birth experience by
achieving their goals, and to foster the professional relationship between parents, health care providers,
hospitals, and birth centers. Here at BABES we believe that everyperson deserves a doula.

There is no other job quiet like being a birth professional. It is a blessing and an honor to be a part of

clientdéds sacred birthing space as | iumelatenofroesl0i nt o t he
years of practicing and collaboration. We hope BABES guides you into your new found passion for all

things birth. Feel free to reach out and connect with us over email or social media. We are here to assist

you in this incredible new journey.

With Passion & Power,

Preosy

Julie Banas, CD, BA, BBA

Birthing a Business Education Services
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WELCOME

Congratulations on taking your first step into becoming a certified d oula. Becoming a doula is not
something to be taken lightly. Doulas have an important role in the world of pregnancy and birth. Here at
Birthing a Business Education Services BABES ) we believe that everyperson deserves a doula. Many of
the doula training programs available today make it hard for the average person to meet certification
requirements and obtain the needed level of knowledge to best serve their clients

BABES Doula program wascreated to provide a place where anyone who wanted to become aaula could
get a wellrounded, top quality, education they needed to become a doula or advance their current birth
business. Proper education and training are important to us here at BABES. For the last three years we
have worked on putting together a curriculum not only adequate at providing the best information
possible, but one that can be accessible in a distance learning format. With BABES Doula course you can
become certified at your own pace, in your own space, and at an affordable rate. We hopegou will gain
invaluable knowledge to help you become a certified doula, but we also want you to enjoy your journey to
get there. We hope this journey brings you on a path of selfdiscovery that will help you grow as a person
and bring you a great sense of empwerment. Being a doula is an empowering and rewarding role.

COURSE CURRICULUM & PROPOSED TIMELINES

Course Overview

BABES Birth Basics Programcontains 19 Modules and our Advanced Doula Program containing an
additional 10 Modules. It is recommended you follow the modules in order. Each module contains
required reading as well as additional, tests, assignments and case studies. By the end of this course you
should be fully prepared and comfortable practicing as a Doula. Eachmodule has a great deal of reading
to it. Failure to fully read all content will greatly hinder your chances of passing this course and gaining
certification.

At first glance the requirements for certification may seem lengthy, but rest assured it is only for your
benefit with the notion that the more knowledge you have the better prepared you will be. BABES has
spent years refining what this course entails and the requirements of this course ensure your education is
of the highest quality and follows higher standards than the average cettification. The doulas who bare the
BABES name represent our organization and this course allows us to make sure they are capable of
demonstrating the skills needed from all aspects including doula skills to bereavement and business
knowledge to professionalism. We want our doulas to be confident in their abilitie s from the start.

Course Materials

Your course materials will be provided in digital PDF form. Manuals are available in print at request for
online sessions.Printed materials will contain a fee. You will be provided with a portal sign in to the
BABES platform and course. This is where you will access yoummodules, course material, and quizzes.
Additional books will need to be obtained for required reading.

Required Reading

On top of the manual for the course you will need to read a minimum of 8 books. These eight books are
student selected and based on subject. A list of suggested titles are provided. A book review of each book is
required.

Quizzes & Exams
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Within each unit you will need to comple te the quizzes for each section. A grade 0©0% or better is
needed to count towards certification. Quizzes have an unlimited time frame and can be retaken unlimited
times. At the end of the course there will be an exam covering all the material in the couse. You will need
to pass with an 80% or higher in order to receive certification. You will have two attempts at the final
exam. Additional attempts will require a fee assessment.

Childbirth Education & Breast Feeding

You will need to observe two childbirth education series and a breastfeeding class. The childbirth
education series needs to be an out of hospital series. The breastfeeding course may be done online. Ask
around in your community. Some childbirth educators allow students to sit in on their se ries free of
charge or at a reduced price if you provide proof of training status. Others may be willing to allow you to
sit in for an exchange of services such as marketing their course.

Interviews

At least three birth interviews will need to be conducte d with women who have had different birth
experiences. At least one women who had an unmedicated vaginal birth, one who had some type of
medicated augmentation, and one who experienced a cesarean section. Learning others experiences are
an important part o f the experience in this course. Learning everything from a textbook can only get you
so far. Real life experiences teach us so much. It also allows us a window into how other see their
experience. Every birth is different. You will be given a questioner that provides you with what questions
to ask. It will be important to engage your listening skills during these interviews. Processing a birth can
be difficult for a mother even if they view their birth highly positive. After the interview you will reflect  on
what you learned in the interviews.

You will also be required to interview at least two medical professionals. These will need to be two
different types of professionals. This could include one obstetrician and one midwife. These interviews
can be donein person or over the phone. You will be given a questioner with questions to ask the
provider. You will be asked to reflect on this experience and report observations on similarities and
differences between providers.

Birth Attendance

During your trainin g you will be required to attend a minimum of four births. This should be done at the
end of the training after you have covered all course materials and feel comfortable and prepared on each
subject. One birth may be attended in an observation capacity. This means you will not be required to
perform supportive duties though you can. The idea behind an observational birth is to acquaint those
who have never experienced a birth before with a crash course prior to requiring them to provide support
services. Atending your first birth can be intimidating and overwhelming. If you have previously attended
a birth in any capacity in the last year you can have this birth waived.

The other three births will require you to perform support skills that you have learne d in this course. You
will need to hold at least two prenatal meetings with your client, attend the birth, and conduct at least one
postpartum meeting at least 24hours or more after birth. You will need to be with your client in labor

from at least active labor through the birth and a few hours postpartum. No more than one of these births
may be a cesarean section. We encourage you to attend births at a variety of locations including hospital,
birth center, and homebirth as each comes with a very different experience.

Community Resource Research and Referral List

Throughout your training you will need to compile a resource list of community resources in your birthing
community. This will not only allow you to learn more about those you will be working with i n your
community, but you will also know where to refer your clients. You will do research on local hospitals and
birth centers. You will need to tour at least one birth location of either a birth center or hospital. You will
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be provided with sample questions to ask in order to compile a report on your local birthing locations.
This helps you know the rules and regulations you will need to support and also gives you the opportunity
to educate your clients on routine procedures at local birth sites. This helps you educate your clients so
they can make informed choices about their birth location. For your referral list you will need to identify
related resources such as obstetricians, midwives, lactation consultants, ultrasound clinics, prenatal yoga,
support groups, childbirth education courses, medical and financial assistance programs, and any other
services that may benefit pregnant women and new mothers.

Essay

One of the finial assignments for certification involves writing an essay about the birth climate in your
area and how you will be of benefit to your community as a doula. There is no hard requirement for
length. It should be as long as it needs to be in order to thoughtfully answer the prompt.

Cultural Competency

Part of the requirements of a BABES Doula is to participate in a cultural competency session. This session
is included in the BABES Doula Program.

IS BEING A DOULA RIGHT FOR ME?

Being a doula can be a very rewarding profession, but there are many things to consider before taking the
journey down the path to becoming a doula. Many women feel the idea of being a part of others birth an
exciting one, but fail to consider how much hard work goes into the profession. You may be considering
this type of work because you felt a deep calling to doso or because it seemed like an appealing job, but
before becoming a doula it is important to know the demands and be prepared. As a doula you will impact
the experiences of your clients that will have lasting impressions for the rest of their lives. We talk more in
depth about the following topics within our training but know that as a doula you will need:

1 Aflexible schedule

1 An on call availability

91 Ability to miss holidays and birthdays

9 Ability to stay neutral on all topics (your clients should not be swa yed by your opinion. Your job is

to give evidence based facts and allow them to make informed decisions not give them your

opinion no matter how strongly you may feel about a certain subject.)

To leave your personal birth experiences out of your clients experience

Meet physical demands (it is a very physical job, requiring good health to meet demands)

1 Aot of childcare options (babies come when they want not when is convenient for your childcare
provider)

1 Support for self-care (self-care is extremely important in this type of job)

= =

This is not an exhaustive list of requirements, but if you feel able to meet these basic demands of a doula
then we welcome you to continue with our course to become a BABES doula. Certification is not yet
required on a state by date basis, but new regulations and statutes are in process. Doula training gives you
the knowledge and skills you need to properly perform your job as well as the confidence and credibility
that comes along with a certification from a credentialed doula certification. Here at BABES we know the
impact of a doula and wish our doulas to be at the top of performance levels.

ALL ABOUT CERTIFICATION

The truth is being a doula is hard work, but the process to becoming a doula shouldn't be full of hoops to
jump through. The certification process was made to not only prepare you for life as a doula but also to
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test if this is a right fit for you. You have lifetime access to the program with up to 24 months to certify
after enroliment.

Certification Overview

1 Enroll in BABES Doula Program

Attend a hands onin person workshop * Optional
Complete online course work and quizzes

Read the required books from the reading list
Attend required births

Perform interviews

Sit for exam

I Turnin certification packet

=A =4 =4 -4 -4 -4

Further details are available in your Doula Certification Packet. Packets may be downloaded through your
online web portal.

SCOPE OF PRACTICE& CODE OF CONDUCT

ADoul &dpge Of Practice i The Scopeof Practice describesthe procedures, actions, methods, and
processesthat a Doula is permitted to undertake in keeping with the terms, values, and vision of Doula
work asawhole. A Scopeof Practice is typically commanded by a professional licensing structure or
regulatory body. As Doula work doesnot operate within a professional licensing structure or regulatory
body, our scopeof practice is agreedon, initiated, and self-monitored by the Doula asan individual, and
by collectives of Doulas around the world. Asa Doula with BABES , you can expectto operate within two
realms: scopeof practice and code of conduct.

Scope of Practice i Doulas training with BABES provide emotional, spiritual, and physical support
during periods of TTC (trying to conceive), conception, pregnancy, labor and childbirth, and the
postpartum period. This includes accompanying the woman, person, and/or partner during said times,
educating on amyriad of topics relevant to each of these phasesof childb earing and child rearing;
providing explanations of procedures, protocol, and policy relevant to the client & their journey; creating
spacefor discussionin order for the client to make empowered and informed decisions about their own
care; providing resources and information; suggestingcomfort measuresand coping techniques in labor;
inspiring the client to recognizetheir unique strengths; guiding them to asserttheir desiresand
communicate their concernsto their care provider in order to improve odds at achieving an excellent
outcome & experience.

Doulas do not prescribe treatment or perform clinical/medical tasks such astaking blood pressure,
drawing blood, taking temperatures, checking for fetal heart tones, vaginal examinations or similar.
Doulas trained and certified with BABESwill not diagnoseor treat under any modality.

Any information or suggestionscoming from within the role of a Doula must be done with the proviso that
the Doula adviseshis/her client to checkwith the primary care provider before applying any
recommendation.

Should the Doula have additional skills or qualifications in alternative or complementary modalities
(massagetherapy, placenta encapsulation, reiki practitioner, herbalist, aromatherapy, hypnotherapy,
etc.), the Doula must make it very clear to their clients in writing, that these modalities are an additional
service or diversification of their offerings, separateand in operation of outside of the Doula Scopeof
Practice.
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Nurses, Midwives, General Practitioners, Chiropractors, etc., cannot call themselvesa Doula if they are
providing servicesthat fall outside of aD o u | Stdpeof Practice. However, if a health or alternative care
professional choosesto limit his/her/their servicesto those provided by Doulas, they are allowed to refer
to themselvesas Doulas becausethey are operating within the Doula Scopeof Practice.

The Doula advocatesfor their ¢ | i emshe$, desiresand preferences,as explained in their birth and
postpartum plans, and conversation in the perinatal period; by encouraging 1) their client to communicate
confidently and clearly to their care provider, 2) their client to asktheir care provider the necessary
guestions, 3) their client to do researchto help them make decisions that suit their individual needs,4)
their client to asserttheir individual wishes, desires,and preferencesin and out of the birth space.
Advocacyasa Doula can be best described as bringing unconditional support, education, information,
awareness,inspiration, and mediation to client and care provider interactions, by helping streamline clear
communication betweenthe client and their care provider, and by helping the client to create and/or
changeplans when the need presentsitself. Doula advocacydoesnot include speaking on behalf of their
client, speakinginstead of their client, making decisions for their client, and imposing bias to influence
decisionstheir clients may haveto make.

Operating your business as a professional Doula outside of the Scope of Practice risks:

1. Jeopardizing the physical, mental, and emotional health of your clients,

2. Putting the professionals and people you work with in danger due to breachesof conduct;

3. Sabotagingthe relationships Doulas have worked tirelessly to cultivate with professionals in the
perinatal worlds,

4. Compromising the reputation and professional integrity of Doula work asa whole,

5. Stifling the vast social impact of visionary, activist and advocacywork acted out by professional
Doulas,

6. Having aformal grievancefiled against you by your clients or colleagues;

7. Possibly having your certification with BABES Doula Program, aswell asaccessto the Facebook
Group and any association with B A B El8afdding, revoked without notice.

If you are unsure whether you are operating as a professional Doula outside of the Scopeof Practice set
out in BABES, we recommend reading our Code of Conduct for more detailed information and reference.
Should you still be unclear, contact BABESdirectly.

Code Of Conduct

Definition of a Doula and Role: A Doula is atrained person who provides practical and emotional
support for women, people, couples, and families throughout pregnancy, labor, birth, and the immediate
postnatal period.

The BABES Doulas are committed to:

1 Working with and supporting women, birthing people, and families to be prepared for the birth of
their baby/ies.

1 Helping women, birthing people, and families feel supported throughout their pregnancy, labour,
birth, and postnatal period.

1 Helping women, birthing people, and families be empowered through sharing information and
resourcesto make educated decisions that best suit the individual around their pregnancy, birth,
and parenting preferencesand/or needs.

1 Working to addressinjustice and inequality in the perinatal period.

1 Working to achieve social change,social justice, and advocacyin the area of Doula work and birth
rights.
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1 Working to raise the standard of Doulas and businessesoperated by maternal & perinatal
professionals, by understanding how businessand birth work marry together- including charging
aliving wageasa minimum requirement to sustainable businessthat servesthe Doula, client and
community.

Graduates and students must at all times:

1 Comply with the Code of Conduct and Scopeof Practice.

1 Respectall others, their uniqueness,and believe in their equal worth ashuman beings; aswell as
value diversity and difference.

1 Practice compassion, respect, equity, fairness, and justice.

1 Believein collaboration asafoundation for community centric valuesand sustainable business.

1 Believein charging aliving wageto support o n eir@isidual sustainability but alsoasa
responsibility to raise the standards of the profession asawhole.

1 Value the importance of family and community asafoundation of wellbeing for both individual

and society.

Respectindividual choice and personal responsibility.

Promote human rights in the birth spaceand beyond.

Userespectful, inclusive, and culturally respectful language.

Respectprivacy and confidentiality.

Practice with professionalism and uphold integrity at all time.

=A =4 =4 -4

This Code of Conduct contains a set of principles outlined by BABES. Upon signing up and becoming a
BABES Doula Graduate, you make a commitment, and are required, to abide by this Code of
Conduct.

BABES Doula members, both graduatesand students, are called upon to account for their practice. In the
event of non-compliance, an investigation regarding unethical conduct will take place, and escalatedwith
the appropriate people and/or board of directors.

Failure to comply with the Codeof Conduct may result in immediate removal from the program and/or
certification revoked, aswell asrights to be associatedwith BABES Doula Program.

This code may be reviewed and altered at any time. Any alterations will be communicated to students and
graduatesfor confirmation of further compliance.

The Codeof Conduct is a core document that underpins the professional, ethical practice of all Graduates
and Students in the BABES Doula Training.

This Codeof Conduct expressesthe integral valuesand responsibilities of the Doula profession. It is
intended to assistall BABES Doula Graduates, collectively and individually, to at all times, act ethically
and be accountable for their actions in the pursuit ofthep r o f e sams.on 6 s

Ethical Responsibilit yto Clients:

Doulas work at the interface betweenwomen, their families, their care providers and the outer social,
cultural and physical environments.

In all contexts, the D o u | pairdasy focus and attention is on that of the needsand requests of their client.

Thec | i eneetls@rgl interests are the primary responsibility of the Doula at all times. Doulas are not
bound by the agenda, policies, or protocols of the c | i ecare pfogider, but still, practice with integrity, as
well asapproach and communicatein acaring & respectful manner tothec | i ecord carsproviders.
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Doulas should ensure clear communication at all times with their clients, aswell asclearly outline
responsibilities, rights, inclusions, and exclusionsin the form of a professional document binding both
Doula and client.

Disputes

Where a dispute arises betweenthe parties to the agreement between Doula and client(s), the parties will
in good faith and acting reasonably, use best efforts to resolve such dispute. If a dispute cannot be
resolved by the parties using their best efforts, the parties may appoint a mediator to mediate a resolution
of the dispute. Nothing in this clauseshall prevent a party from seekingurgent equitable relief before an
appropriate court.

As part of BABES Doula Education and Training, the process of seeking advice on disputes
and grievances are:

As a student seekingadvice on disputes and grievances,you are askedto firstly contact your assigned
Master Doula Educator to explain your individual circumstance and be instructed on the next point of
escalation on the matter.

If a client approachesthe school with a dispute or grievance against a student Doula or graduate Doula, a
casewill be openedand attended to asby BABES and the Board of Directors. Once assessedfurther
instruction will be provided to find resolution to said dispute or grievance.

Responsibilities
The Doula students and graduates of BABES Doula Training mu st é .

1 Respectall people asa collective and asindividuals. We believe that everyone has equal inherent
worth, and havearight to wellbeing, dignity, autonomy, and equal human rights.

1 Practice with professional integrity, humane service,and with a duty of careto do no harm.

1 Have respectfor and recognize the role of care providers asbeing equal professionals; use
respectful languageand manners when supporting a mutual client.

1 Promote empowerment, justice, and social fairness by acting with compassion to reduce barriers

and to expand choice, information, and education.

Be mindful of thosewho are disadvantaged, vulnerable, oppressed,or have unique needs.

Advocate changeto social systemsand structures that preserveinequalities and injustice.

Maintain a high quality of professional conduct and behavewith dignity and responsibility.

Demonstrate respectfor clients at all times and endeavorto preserve and promote their dignity,

individuality, and human rights.

Respecto t h éelisfreligious or spiritual worldviews, values, culture, goals, needs,and desires.

Provide the necessaryand relevant information and resourcesfor clients to make informed

decisions. Doulas will provide information and resourcesthat are unbiased and promote the use

of current/up to date and/or evidencebasedinformation. It is the duty of the Doula to provide

thesewithout having personal input or say or benefit on the outcome of the decision being made.

1 Never make a decision for their clients or speakon behalf of their client/s unlesslegally stipulated
in alegal document in the caseof convoluted circumstance (i.e client becomesinvoluntary and
there is no family or estateto involve in the bestinterest of the client/s).

1 Beaware of and reflect on their own personal beliefs, history, values, views, prejudice, and
preferencesand refrain from imposing theseon clients.

1 Respectthe autonomy of clients to make the informed decisionsthat are right for them.

1 Ensure ongoing professional development and life-long learning, education, training to maintain
the standard of which they are taught.

9 Participate in regular debriefing and supervision.

= =4 =4 =4

= =
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1 Ensure unbiased, non-judgemental practice when facedwith making decisions by being aware of
their own worldview, moral, cultural, historical, political, religious, spiritual, societal, and
professional values and biases,and the possible influence of these on their professional
judgements.

1 Seekguidance from a professional BABES Doula team member or if in doubt about a situation
that may becomeoutside of this agreement. le: If the law or Client requests conflict with
perceived moral obligations, or Code of Conduct.

1 Advise clients regarding their right to complain, the appropriate avenuesto take and the
procedures to follow in making a complaint.

Quality of Services

The Doula must perform the agreedserviceswith integrity and professionalism; in keeping with their
personal training, experienceand achievements,and pursuant to this Codeof Conduct.

If the Client or any other person giveswritten notice to the Doula of any deficiency in the performance of
the services,the Doula should usetheir best efforts to correct any such deficiency immediately. In the
event of adispute or grievance, Doulas must speakto their mentor or someoneat BABES, or seethe
BABES Doula Grievance Policy.

Professional Manner

The Doula must at all times behaveand perform the servicesin a professional, timely, and competent
manner using reasonablecare, skill and diligence including without limitation, in accordancewith a high
standard of honesty and integrity.

Birth Attendance

The Doula must do all things possibleto attend the c | i ebinth i@ accordancewith their contracted
agreement.

A Doula must always have prearranged and offer the option of a back-up (replacement) Doula with the
consent of the client in the event that the Doula is unable to attend the birth. The back-up (replacement)
Doula will provide the servicesin accordancewith both the contracted agreement, and in accordancewith
the Codeof Conduct.

Back -ups

A graduate or student of the BABES Doula Training will always,to the bestif their ability, arrange a back-
up (replacement) for their contracted services.In the eventthat there are absolutely no options for
another Doula in the area, or another Doula who practices with the same professionalism, integrity, and
Codeof Conduct as BABES Doulas; the primary Doula must have,in writing, their inability to practice
with a back-up (replacement) Doula.

A separatewritten agreement must be made with the client prior to the signing of the initial contract,
about the D o u | imalilisy to practice with a back-up (replacement Doula). This written agreement must
outline alternative arrangements regarding payment, refunds, cancellations, minimum/maximum hourly
attendance, and other considerations.

Any financial agreementsneedto be agreedon. For example, should the Doula not be able to attend the
birth at the last minute, with no accessto a back-up (replacement) Doula, the Doula may be likely to offer
increased hours of carein the postnatal period as consolation.

Disruption
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The Doula must not actin any manner which could disrupt or adversely affectthe c | i ebinth @racesses
or procedures. This might involve obvious use of cellular phone for text messagingor making calls,
opening or closing doors and lights without appropriate notice, playing music without request or
permission of your client/s, etc.

Birth Non -Attendance

Provided the Doula took all reasonablestepsto prevent it, the Doula cannot be held liable for non-
attendanceatthe c | i ebinth i& the following circumstances;

(a) Theclient failed to provide reasonableand sufficient notice at the first instance of labor and in
accordancewith the D o u | istdustions;

(b) The client has an extremely swift birth which falls outside the general standards of expectedlabor
times;

(c) In the event of aforce majeure, or unforeseen circumstances out of the D o u | canird.
Compliance with Agreement and Laws

The Doula must observe and comply with the provisions of this Codeof Conduct and all applicable laws
of their state and country in the performa nce of the contracted services.

Limitation  of Services

Medical, Clinical and Health Care

It is important to note that Doulas have the Scopeof Practice they do for areasoni and this is because
our profession relies much more on emotional and spiritual skill than the ability to perform medical or
clinical tasks. Doula work is a craft, an art i a beautiful dance betweenskill, experience, instinct, and
intuition. It is important not to feel limited by what you cannot do but instead feel fulfilled freedom asyou
serveyour clients in your unique capacity.

a) The Doula doesnot perform any servicesof a Medical Professional or a Healthcare Practitioner. The
Doula doesnot perform any clinical tasksincluding, but not limited to: measuring blood pressure,
internal and external examinations, fetal assessmentsgeneral health assessmentsyaginal exams,
ultrasounds, injections, procedures associatedwith delivery or provide advice in the capacity of a Medical
Professional or Healthcare Practitio ner.

b) In the eventthe client choosesnot to contract the servicesof a Medical Professional or Healthcare
Practitioner for any part of the birth process,including pre-labor, post labor and during labor, the client
doesso at their own risk. The Doula cannot and will not substitute the services,or assumethe liability of a
Medical Professional or Healthcare Practitioner, regardlessof which premisesthe birth takes place at and
who is present at the birth. The D o u | oavif gofessional boundaries regarding attending a birth where a
care provider is not present will bein writing in their contract for the client to be aware of prior to the
birth.

¢ ) A contravention of the above clauses (a) and (b) is unlawful. The client acknowledges that placing, or
attempting to place the Doula in circumstances where the Doula is expected to breach this clause or any
part of their contractual agreement, will be considered a material breach of the agreement and result in
termination.

Confidential  Information

The Doula acknowledgesthat during the term of this agreement, the Doula may be furnished with or may
otherwise receive or have accessto confidential Information, including but not limited to medical records
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or information which relatestothec | i ehaatthbosfamily, or other information which may be
considered sensitive or private.

Obligations Regarding Confidential Information
The Doula must:

(a) usethe confidential Information, only for the purpose of performing the contracted serviceswithin
the scopeof this Codeof Conduct;

(b) maintain the confidentiality of the confidential information and ensure that, without the prior written
consent of the client (which the client may withhold in its absolute discretion), the confidential
information is not disclosedto or usedfor the benefit of the Doula or any third party;

(c) take all stepsand do all things as may be necessary,prudent or desirable in order to safeguardthe
confidentiality of the confidential information;

(d) not make or allow to be made copiesor extracts of all or any part of the confidential Information
exceptwith the prior written permission of the client; and

(e) upon the expiration or termination of contracted services,the Doula must hand over immediately to
the client and not retain any record, representation, or reproduction (written, electronic, photographic or
otherwise) of the confidential information other than asrequired for the purpose of maintaining its
businessrecords, that the client has expressly consentedto, or asrequired by law.

Procedures, Standards, Directions

The Doula must comply at all times, including while on-site at any premise, with all relevant policies,
rules and standards of conduct which apply from time to time (including those relating to health, safety,
securty, businessethics or methodology, or contact with Healthcare Professionals, Healthcare
Practitioner or staff). If the client is aware of any such policies and procedures, the client will endeavorto
provide the Doula with reasonable prior notice.

The Doula must comply with the reasonabledirections (consistent with the scopeof the servicesand the
terms and conditions of this agreement) of the client and provide reasonablecooperation with thec | i ent 6 s
Medical Professionals, Healthcare Practitioners, guardians, agents, contractors.

In the event the policies and standards of an onsite premise are unsafe and may contradict this code of
ethics, the Doula hasthe right to remove themselvesfrom the premises. Doulas have the right to feel safe
at all times and canterminate their servicesif they do not feel physically or emotionally safe.This includes
being given directions to comply with staff, policies, rules and standards of conduct that make the Doula
feel complicit, or physically and emotionally unsafe.

Degree of Skill, Care and Diligence

The Doula represents and warrants that Doulas will honestly represent their training, skills, experience
and achievement.

No Other Understanding or Agreement

The Doula represents and warrants that they are able to perform the servicesand doesnot have any
understanding or agreementwith any other person which restricts their ability to perform or may bein
competition with the client or the business.

No Conflict of Interest
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The Doula represents and warrants to the client that, to the best of their knowledge, at the
commencement date, no conflict of interest exists or is likely to arise in the performance of the obligations
by the Doula and under this agreement.

Undertakings by Doula
The Doula undertakes that:

(a) subject to the remaining parts of this subclause,a Doula will not enter into any arrangements,
schemesor contracts, however described, which may causea conflict of interest concerningtheDo ul a 6 s
performance of the services;and

(b) should it becomeaware of the existenceor the possibility of a conflict of interest, they will
immediately notify the client, provide details of the conflict of interest or potential conflict of interest, and
provide details of the stepsthat they proposesto take to resolve or deal with the conflict.

Rights of Doulas

1 Doulas havethe right to redirect or refuse service on justifiable grounds, provided clients are
redirected to a professional in the appropriate practice.

91 Doulas have the right to a break, at a minimum, of every 3 hours; including to eat, hydrate, nap,
and usethe restroom.

9 Doulas havethe right to protect themselvesfrom the effects of fatigue and adrenal fatigue,
including calling in a back-up (replacement) Doula in labors and births that exceedl2h our 6 s
length.

1 Doulas havethe right to feel safeat all times and canterminate their servicesif they do not feel
physically or emotionally safe.

1 Doulas havethe right to debrief and accesssupport for professional issuesthat haverisen through
servicesrendered to clients in pregnancy, childbirth, and the postpartum period; safely and
without negative consequences.

91 Doulas have the right to decline anything that makesthem feel uncomfortable, or which asks
them to act outside of this Codeof Conduct, or outside of the local or state laws. For example, a
Doula can decline to take on aclient that is no longer under the care of aregistered care provider.
A doula can decline to clean up anywhere that has blood or bodily fluids present, etc.

Professional Boundaries

The Doul aprivate life will not impact their ability to perform the agreedduty. In the eventthat a Doula
cannot fulfill their agreement, a back-up (replacement) Doula will have beenarranged, unless otherwise
previously arranged.

Doulas will not engagein any form of inappropriate sexualized conduct with a person with whom they are
currently in a professional relationship, professionalsthey are working with, or similar. This includes
sexually harassing or assaulting anyone, in any circumstance.

Doulas, not their clients or former clients, are responsible for setting and maintaining clear and
appropriate professional boundaries in all forms of communication, including faceto face contact, written
communication, telephone and online communications (including social networking, email, blogging and
instant messaging).

Ethical Responsibility to the Profession and Training Body (BABES Doula Training)
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1 Doulas must recognizetheir responsibility to contribute to and support the local, national and
international Doula community.

91 Doulas will promote the integrity and standards of the profession when undertaking all forms of
the work, and when interactive with all others (clients, potential clients, and other professionals).

1 Doulas will refrain from any behavior which contravenesprofessional values and standards or
which damagesthe p r o f e sirgteigriynaddsgood standing.

91 Doulas will represent the profession and BABES and the BABES Doula Training by carrying out
contracted serviceswith integrity, refraining from any behavior which contravenes professional
values and standards or which damagesthet r a i niritegrijy6asd good standing.

1 Doulas are responsible for the standard of servicesthey provide and how this may impact the
profession asa whole.

Termination  of Servic es

Clients and Doulas havethe right to terminate servicesat anytime, with respectto the contract signed and
the agreedterms for payment and servicesdue.

Doulas havethe right to terminate servicesif they feel unsafe, or are askedto perform in anyway outside
of their scopeof practice, outside of this code, or outside of their local laws.

If a Doula must terminate their agreement, they must do soin a respectful manner and if appropriate,
offer areferral to another Doula or service provider, or seekguidance from their trainer.

READING LIST

A copy of the current required reading list can be found via your online portal. Along with this manual
required reading will include the following number of books in each category:

1 Being a Doula

1 Pregnancy

2 Labor and Birth

1 Breastfeeding

1 Postpartum

1 Cesarean

1 Birth Politics

The following categories are optional but encouraged
1 Parenting

1 Special Circumstance

There are no set required books for this course. You may pick one of your choosingriom each category
and two in the labor and birth section with a minimum of 8. Each category has a least 5 choices to pick
from. All of the books on the list are great reads so feel free tadive into more than the minimum.
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HISTORY OF THE DOULA AND CHILDBIRTH IN AMERIC A

The concept of women helping other women in childbirth in not a
new concept or a new profession. Many years before the field of
obstetrics was created, there was women who assisted other
women in labor. Early American birth practices were based on
what was traditional in England. These practices included giving
birth at home where they were tended to by female friends,
relatives, and midwives. Then
place where the woman stayed ingde the home being tended by
her female support system as she recovered and bonded with her
baby (McCool & Simeone, 2002, p.736). These practices were
known as social childbirth and were used throughout the
nineteenth and early twentieth centuries.

Things began to shift in the eighteenth century when the field of
obstetrics were introduced. Obstetrician was a Latin w
a common belief that women were emotionally and intellectually incapable of learning and applying the

new obstetric methods. Middle and Upper-class families began to believe that a physician could provide

better are to them than female midwives. It was also believed that midwives had no formal training or

reputable knowledge about birth. Unti | the 18506s the soci al childbirth pr:
men did not attend births but this began to shift. More and more women become attracted to hospital

birth where they were offering 6painless birthd that w

Puerperal fever (childbed fever) ran rampant and was considered an epidemic. This was due to the lack of
knowledge that improper hygiene when examining women in labor caused infections. Physicians would
often go from touching human cadavers to doing a vaginal exam ; a woman and then back to studying
cadavers without ever washing their hands. It was not until 1846 that a Hungarian doctor named Ignaz
Semmelweis did a study between two maternity wards (one staffed by male doctors and medical students
and the other by female midwives) and discovered the clinic staffed by doctors and medical students died
nearly five times as often as the midwives clinic because of this autopsy to attending women in labor cycle.
He began ordering the medical staff to begin cleaning their hands and instruments in a chlorine solution.
Amusingly he was not aware of the disinfecting properties of chlorine but rather he thought it would be a
good way at getting rid of the smell of the cadavers. Unfortunately the doctors did not want to listen and
felt it made them look bad so they fired Semmelweis and continued to not wash their hands into the
19006s.

These obstetricians of the time did not learn by apprenticeship or hands on learning, but solely from
medical text books, lectures from professors, and occasionally being able to observe someone care for
another. It was common for a man to attend his first birth and having never seen a woman in labor before.
Anesthesia was introduced and became more and more prevalent.

I'n 1914 At wi lintradicéd whereevenped wernegpmcedural sedation was induced by given
injections of morphine and scopolamine. This caused the woman to go through a state where she
experienced the physical process of birth but she did not remember delivering her baby afterthe drugs
wore off. Women were sometimes left tied to beds for hours while waiting for the drugs to wear off. It
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greatly depressed the babiesbé central nervous system w|

after birth. This procedure was seen as a status symbol.

In 1900 less than 5% of woman gave birth in hospitals. Midwives were often black or immigrants who had
been trained by apprenticeship or English midwifery schools. A campaign to abolish the practice of
midwifery was started and had a big negative impact on midwifery practice. Midwives began being
charged with the illegal practice of medicine. The medical society went on slandering campaigns focused
on abortions and suggesting the midwives were dangerous. For the most part the campaig succeeded
running off many practicing midwives and creating laws where physicians must oversee midwifes in their
profession. Childbirth became a means of demonstrating new advances in medical technology and
medi cine. AWhil e the sfihtoHigh-riskasthe find babiesyitraubjected Ibverisie

mot hers to a battery of interventions that ar¥aeoften

2002, p. 253).

By t he 13% O6famerBwkere giving birth in hospitals. Inthe 19206 s t he use of routi
19306

were encouraged for uncomplicated births. By the
classes where the higher class put more value on births attended by a physician and the shift from social
childbirth to childbi rth being thought of as a medical illness began.

The use of anesthesia continued to be widely used

was alert or conscious while given birth. The hospital birth rate had risen to 99%. Routine procedures like
shaving the pubic area, enemas, and episiotomies were the common place whether a woman wanted them

or not. The epidural was introduced in the 1960606s
a continuous feed of anesthesia directlyinto t he space surrounding the spinal

addition of continuous electric fetal monitoring was introduced into the hospital. These advancements
lead to further isolation and distance from traditional birth practices where a woman is s upported and
able to move, walk, and reposition to aid in the birth of the baby.

Women from all over the world have been filling
commonly this role was filled by other female members of the laboring women. The word doula originated
from the Greek word for a woman who serves or slave and was originally used by Dana Raphael in 1976 to
describe an experienced woman who, after birth, assisted the mother with breastfeeding her baby Klaus,
M., Kennell, Berkowitz, & Klaus, P.,1999 . |1t was | ater used as a word
in childbirth who provides continuous physical, emotional, and informational support to the mother

i n

he

t

before, during, and just after c hilTHedopudlarity di doulgs slaa u s ,

profession began to rise in the 19806s when the
nearly 25% in 1988 (Sewell, J.E., Ph.D. 1993) Women became alarmed at the increase in cesarean rate
and began using femde support companions to advocate for them against routine procedures that were
known to lead to cesarean(Gilliland, 2002 ). Today doulas are making their way back into their social
childbirth roots in the birth woirdodswenmr dredaninartheto i n
help woman avoid their scope of practice has greatly expanded to include a variety of different advocacy,
education, and support functions.

TYPES OF DOULAS

The modern doula has evolved quite a bit since 1992 when the first organization began to train doulas. As
the profession of doulas has expanded over the years so has the different types of doulas in the market. As
needs and gaps in the market have been identified new types of doulas have emerged in niche markets.

The following are the most common types of doulas in the market:

e —
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Labor/Birth Doula

The labor/birth doula is what is traditionally spoken of when talking about doulas. Labor or birth doulas
tend women in pregnancy, labor, and the early postpartum period. They help women learn about their
birth preferences, choices, and goals for labor and birth.

Postpartum Doula

Postpartumdoulabs tend women and their families in the
sometimes stay overnight to support the new family with care of the newborn. Her role may include
breastfeeding support, emotional support, or physical support such as meal preparation, laundry, child
care for older children, running errands or housekeeping.

Antepartum Doula

An antepartum doula serves a motherwho is experiencing a high-risk or difficult pregnancy. She provides
emotional and physical support with the goal of lowering levels of stress and anxiety, and helping the
mother be as comfortable as possible during her pregnancy. The doula also assists ith preparing the
mother for her birth experience and can provide valuable information when important decisions or issues
arise. Some antepartum doulas may also transition to serve as airth doula when labor begins.

Sibling Doula

Asibling doulaprovidesc hi | d care to the new babyds ol der si
child care, the sibling doula is usually also an experienced childbirth professional and helps the child

understand labor and birth in an age-appropriate manner, and prepar e s t hem f or babyds

doula will usually have several meetings with the mother and her child(ren) prior to labor so that they can
become familiar and comfortable with each other and to discuss the plans for labor and birth. The doula is
then on call to come at any time of day or night and stays with older siblings until several hours after

birth. She handles all the necessary transportation, feeding and care while parents are busy with labor and
birth. She may also be available to bring older children to the hospital, if the parents desire.

Bereavement Doula

A bereavement doula provides support to mothers who have experienced or anticipate a loss, such as
miscarriage, stillbirth, or a terminal diagnosis during pregnancy. A bereavement doula provides
encouragement and physical, emotional and informational support as a mentor and friend through the
journey of loss. This support may be provided during pregnancy, birth, and after the loss.

Geriatric Doula (  Death Doula )

More recently, the value of a professional supporter and encourager has caught on in areas beyond

pregnancy, labor, and postpartum. Some women have taken steps to become a doula for older people who

are experiencing health crises, or have little time left on earth. This doula may spend many hours
providing company, conversation, comfort and encouragement to the person in their last days or hours.

weeks
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Everyone has a time in |Iife when an Aon cal/l encour age.

professional training on how to help woul d be a tremendous help
Virtual Doula

This is one of the newest niche doulas. This doula provides support for families in a virtual setting. The do
phone or video consulting during pregnancy, labor and postpartum. They do not attend the birth
physically.
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ROLE OF A BIRTH DOULA

The role of a doula is to provide specific skillset encompassing laborsupport skills, comfort techniques,
information, and strategies to create a support system for a woman during the childbearing year, during
labor and birth, and t he early postpartum period. A doula has receivedtraining specific to childbirth and
support skills, and is experienced in childbirth though they may not have given birth themselves.

Doulas recognize birth is a life experience that the mother will remember for the rest of her life. Itis a
doulas role to give continuous care to the laboring woman throughout the entire labor and for a period
after the birth . They offer unbiased support for a laboring woman whether she is delivering at a birth
center, hospital, or at home.

A labor doula provides support within the four pillars of labor support. These four pillars include; physical
support, emotional support, informational support, and advocacy.

Physical Support

Providing physical aids in providing the birth ing woman a sense of control, comfort, and confidence.
Physical support activities may include:

1 Soothing with touch through the use of massage, counter pressure, or a rebozo
Helping to create a calm environment, like dimming lights and arranging curtains
Assisting with water therapy (shower, tub)

Applying warmth or cold

Assisting the birthing person in walking to and from the bathroom

1 Giving ice chips, food, and drinks

=A =4 =4 =4

Emotional Support

A doula understands the emotional needs of a woman in labor. Emotional support from a doula helps the
birthing person feel cared for and aids in feelings of
mothers emotional health and to enhance her ability to have positive memories of her birth. Emotional

support activities m ay include:

1 Reassurance

Encouragement

Praise

Helping the birthing person see themselves or their situation more positively
Keeping company

Showing a caring attitude

Mirroring & calmly describing what the birthing person is experiencing and echoing back the same
feelings and intensity

Accepting what the birthing person wants

1 Helping the birthing person and partner work through fears and self -doubt
91 Debriefing after the birth & listening to the mother with empathy
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Informational Support

A doula understands and is educated on the fundamentals of pregnancy and childbirth. They keep the
birthing person and family informed about what is going on with labor, as well as provides evidence -based
information about birth options. Informational activities may include:
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1 Guiding the birthing person and their partner through labor

1 Facilitating communication between the laboring woman, her partner, and the clinical care
providers

1 Suggesting techniques in labor, such as breathing, relaxation techniques, movement, and
positioning (po sitioning is important both with and without epidurals)

1 Helping them find evidence -based information about different options in pregnancy and

childbirth
1 Helping explain medical procedures before or as they occur
T Hel ping the partner omdei $shantewhatlt dvegoiomgds | abor

interpreting the different sounds the birthing person makes)

1 Assisting women and her partners in preparing for and carrying out their specific plans for the
birth

Advocacy Support

This topic has become a controversial aspect among birth professionals. We go more in depth on the
subject in a later module. The word advocacy has several meanings and definitions, so it is often
interpreted differently for different people. Some doulas differ on their belief of wheth er or not advocacy

is part of the role or scope of a doula. Doula advocac:
the causeo, but rather supporting families in their ri.
1 Encouraging the birthin g person or their partner to ask questions and verbalize their preferences
1 Asking the birthing person what they want
f Supporting the birthing personébés decision
T Amplifying the motherés voice if she is being dismi
trying to tell you somet hing. I wasndt sure if you

1 Creating space and time for the birthing family so that they can ask questions, gather evidence
based information, and make decisions without feeling pressured
I Facilitating communicatio n between the parents and care providers
Teaching the birthing person and partner positive communication techniques
9 If a birthing person is not aware that a provider is about to perform an intervention, the doula
could point out what it appears the nurse or physician is about to do, and ask the birthing person
if they have any questions about what is about to happen. For example, if it looks like the provider
is about to perform an episiotomy without the perso
hand. Do you have any questions about what he is want

==

Some other definitions of a doula include:

T A doula figuides and supports women and their partne
birth...[she] is on call for you, arrives at you r home or the hospital when you need her, and
remains with you continuously, with few or no breaks, until after the baby is born. The doula is
trained and experienced in providing emotional support, physical comfort, and nonclinical
a d v i-leany Simkin, The Birth Partner
1 fDoulas...are trained labor assistants who nurture and assist the laboring and postpartum
couple...Without adding her own agenda, the skilled doula assists parents in making informed
decisions...they provide one-on-one, continuous labor support (without shift -changes)
throughout | abor anrRam Emland,Birthing som Withint u mo .
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T iDoul as are sympathetic and knowl edgeabl e | abor <con
of prenatal preparation and stay at your side once labar begins until your baby is born. The
doula'"s job is to make you as comfortabl elnaas possib

May Gaskin, Ina Mays Guide to Childbirth

1 AA doula] provides nonmedical physical and emotional support to a woman duri ng labor and
sometimes well beyond. She offers information about pregnancy, birth and hospital/birthing
center routines, provides continuous support and comfort during labor, and acts as something of
an interpreter between mother and medical staff when needed. Her job, in sum, is to support a
woman's prenatal desires for the birth of her child while helping her adjust to the realities of the
act ual -MakkBloane, Rirth Day

DOULAS SCOPE OF PRACTCE

At BABES, we believea birth worker should be affor ded the right to practice with autonomy, as long as it
fails within the general guidelines of non -medical support during the childbearing years. This means the
birth worker is able to define for themselves what they would like to do in their practice (use essential oils,
acupressure, meditation, henna, ect). However, it is also important to understand what a doula can do
and what are the limits within their practice. We askour doulas to ensure they arethoroughly
knowledgeable in any subjects beyond our curriculum you choose to educate women aboutand keepthe
idea in mind of doing no harm at all times. This means limiting your scope of practice to your own areas of
expertise. You would never want to unintentionally harm a client because you were not knowledgeable
about a specific topic. There are many contradicted uses for even natural practices for women in
pregnancy. This includes areas of essential oil use, acupressure, massage, herbs, and mor€here are a
few topics we do firmly believe that are out of a doulas scope of practice.

Doulas are skilled in non-medical functions and do not perform clinical tasks, such as vaginal exams, fetal

heart rate, or blood pressure monitoring. Doulas do not prescribe medications, provide medical diagnosis
orgivetreatme nt based off any medi cal di agnoses. The foll owi
scope of practice; suggested use of high dose vitamins or castor oil, techniques such as massage or

moxibustion for turning a breech baby, and interpretations of tests such as electronic fetal monitoring.

A doula is not a medical professional and should not:

1 Perform medical tasks

i Give medical advice

91 Interfere with medical treatment
I Administer medication

A doula should never make decision for their client or speak on their behalf. A doulas role is to provide

information to the client and their partner so the client can make an informed and educated decision

regarding their medical care. A doula should not address a medical professional directly on behalf of a

client. Doulas should incorporate medical caregivers in the support system in a cooperative manner.

Doulas should always be respectful to medical professionals and caregivers. It is inappropriate to argue or
confront a clientés cate provider in front of a clien

The doula is part of a bigger support system that includes the partner and the members of the maternity
care team. A doula is not a replacement for the partner and cannot be an adequate substitute for the one
of a kind connections and relationship the partner and mother have. The doula works with the partner to
create a safe space for partners where they are able to participate in the birthing process as much or as
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little as they are comfortable. A doula facilitates the interaction between mother and partner and gives
partners support, reassurance and assistance.

Scope of Practice Self -Assessment

When face with a situation where you are not sure whether your advice or your proposed action falls
within your scope of practice as a doula ask yourself tre following questions:

1 Are there potential harmful side -effects?

91 Does the action usually require special training or certification to ensure it is done safely and
properly?

1 Are you suggesting anything for a medical use (as opposed to soothing normal pregancy or labor
discomfits)?

9 Could your advice conflict with that their care provider has told them?

Is the subject or action something usually covered by a health care provider?

9 Is your action or advice something that may cause tension or aggression withinthe relationship
between healthcare provider and client?

]

I f you answered NO to these questions the advice or ac:
practice. If you answered YES to one or more of the questions, then you should ot advice or take action

EVIDENCE OF USING DOULAS

In 2011 a study was published that reported the combined findings of 21 randomized controlled trails that
included over 15,000 women (Hodnett ED, et al, 2011). In these trails the routine care provided in
hospitals were compared to various types of contnuous labor support including:

1 A member of the hospital staff
1 A family member or friend
1 And a doula who was not a family member, friend, or hospital staff

Overall, the supported group of women had better outcomes than the routine care group, obstetric
outcomes were most improved and intervention rates were most dramatically lower by woman who were
supported by a doula in their labor. The key finding for this study were that women supported by doulas
were;

1 28% less likdy to have a cesarean section

1 31% less likely to use synthetic oxytocin to speed up labor

1 9% less likely to use any pain medication

1 34% less likely to rate their childbirth experience as a negative one

Women also were noted to have shorter laborsandanic r eased | i kel i hood of #fAspont al
those without continuous support. The outcomes were most improved in setting where the women were

allowed to have loved ones present, epidurals were not routine, and intermittent fetal monitoring was

allowed.

An updated Cochrane review was published in 2017 with the following statistics:

1 25% decrease in the risk of Cesarean; the largest effect was seen with a doula (39% decrease)
1 8% increase in the likelihood of a spontaneous vaginal birth; the largest effectwas seen with a
doula (15% increase)
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10% decrease in the use of any medications for pain relief; the type of person providing
continuous support did not make a difference

Shorter labors by 41 minutes on average; there is no data on if the type of person poviding
continuous support makes a difference

38% decrease in the babydéds risk of a |l ow five minut
person providing continuous support makes a difference
31% decrease in the risk of being dissatisfied withtte bi rt h experi ence; mother sb

dissatisfied with the birth experience was reduced with continuous support provided by a doula or
someone in their social network (family or friend), but not hospital staff
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MODELS OF CARE

Prior to choosing a care provider or a place of birth women trying to conceive or whom are already
pregnant should understand the different models of care within the maternity care system. The two main
models of care contrast differently in education and practice. The two main models of a care are the
medical model of care and the midwifery model of care. The terms refer to the kind of care the providers
typically provide. Though it is not uncommon to find shifts in the medicalization of mi dwifery in many
U.S. hospitals today.

Medical model of care

The medical model of care focuses on preventing, diagnosing, and treating the complications that can
occur during pregnancy, labor, and birth. An emphasis is placed on prevention and protocols. Medical
strategies are heavily weighed on testing, medical intervention or surgical, to prevent poor outcomes.

This is the model of care provided to high risk pregnancies and pregnancies under obstetrical care in a
hospital. While interventions can be the difference in life or death in high risk situations, interventions
can lead to poor outcomes when overused in low risk pregnancies.

The medical model of care does not typically focus on supporting a natural, non-medicated pregnancy and
labor. It often foll ows blanket protocols rather than basing care on the individual.

The medical model of care is prevalent in the U.S., where doctors manage the care for most women who
deliver in the hospital. Hospital midwives are often supervised by doctors and work under the medial
model of care.

Midwifery model of care

A midwifery model of care is based on the belief that pregnancy, labor, and birth is a normal biological
process. The focus is on maximizing the health and wellbeing of mother and baby. This includes
identifying and managing complications early, attending the emotional, social, and spiritual aspects of
pregnancy and birth. Care is individualized to each woman and midwives seek to protect the sacred
processes of labor and birth.

The midwifery model of care utilize s client autonomy. Midwives are trained to screen for complications in
pregnancy, labor, and birth with medical advice or transfer of care provided if necessary.

In most industrialized nations, midwives provide care to women in midwife -led hospital units, birth
centers, or at home. They work in collaboration with doctors and refer out when medical complications
become out of scope.

Today in the U.S. , most communities and hospitals do not promote the midwifery model of care despite
evidence of thebenefits and high satisfaction rates. A 2013 Cochrane systemic review revealed midwife
attended births were less likely to have an episiotomy or instrumental birth, less likely to have a preterm
birth or loss of the fetus before 24 weeks gestation, and moe likely to have a spontaneous vaginal birth.

CARE PROVIDERS

Obstetrician

An obstetrician or commonly known as an OB, has received specialized training in pregnancy, childbirth

and a womands reproductive system. gfabckesandsurgicali ans
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procedures relating to the female reproductive system. Cesarean sections are performed by Obstetricians.
OBd6s are most commonly | ocated in hospitals but on occ:;:
performs birth center or homebirths.

Certified Nurse Midwives (CNM)

A CNM is a nurse who completed training in midwifery. This knowledge ranges from birth to adulthood
and throughout the childbearing year. CNM6s routinely
CNMO6s al s i bighrcenters and momebirths with supervision from a physician.

Certified Professional Midwives (CPM)

A CPM is a midwife who has received training pertaining to women only in the childbearing year. They
hold a degree in midwifery but did notgotonursi ng school . CPMbs are illegal i n
practice in birth center and homebirth settings.

Direct Entry Midwife (DEM)

A DEM is a midwife who obtained her midwifery skills though an apprenticeship with another midwife.
DEM6 s ar e ome staegaad canipractice in birth centers or homebirth settings depending on the
laws of the state.

Family Physician ( FM/MD )

A family physician or family practice doctor is a primary care physician who cares for patients from birth
to old age. Some fanily practice doctors have obstetric privileges at hospitals or out of hospital settings.
This type of physician may have training in Cesarean Section or specialty maternity training.

Maternal -Fetal Medicine Physician (MEM)

MF M6 s a-specialssts in the obstetrics field who have additional training in complicated obstetrics.

They often assume care of women with serious conditions such as diabetes or heart disease. These doctors
usually practice in large academic medical centers or urban areas and see womn only on referral from a
physician or midwife. Many perform prenatal and genetic testing procedures and have expertise in the

field of genetics

Advantages and Disadvantages of Obstetric Care

Advantages
1 Highly skilled to handle high risk births
1 Equipped for emergent births
1 Performs Cesarean Sections

9 Can offer pain medication during labor
Disadvantages

Increased risk for interventions

May not allow for more natural birthing processes
Evidence-based care is not always used

Costly

=A =4 4 =4
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Advantages and Disadvant  ages of a Midwifery Care

Advantages

1 Low intervention rates

1 More likely to result in a positive and favorable outcome
1 More likely to use evidence-based practices

1 More likely to use hands off approaches

1 More affordable

Disadvantages

1 Only accepts low risk women

Cannot administer pain medication

Cannot perform cesarean sections

In the event of an emergency the patient must be transferred to a hospital
Some insurances  not cover all types of midwife
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MEDICAL PERSONNEL

MEDICAL PERSONNEL IN HOSPITAL
CNA (Cer tified Nursing Aide)

Many hospitals have certified nursing aides (CNA) working in labor and delivery wards. In different
regions, these workers may be referred to by a different name. CNAs can perform a variety of tasks, such
as taking blood pressure, asssting with ambulation (walking) and fulfilling the woman's request for things
such as food or drink. CNAs may also assist nurses and physicians with other tasks as they are needed. A
CNA plays a much less medical role than a nurse does, as there are manyrpcedures nurses can perform
that CNAs cannot.

Nurses (RN)

Nursesareresponsible f or carrying out otddrseandih@aypertomrm tagks suohiasl wi f e 6 s
administering medications, performing vaginal exams, and placing an intravenous drip (IV). Nurse s often

assist physicians and midwives during the actual delivery of the baby, including during cesarean

deliveries. Nurses are certified medical providers with a nursing degree.

CNM (Certified Nurse Midwife)

A certified nurse midwife (CNM) is a nurse who has undergone extensive training to specialize in
delivering babies. In some regions, a CNM may go by another name or title. Although she may perform
many of the same tasks as an obstetrician, certified nurse midwives often are not permitted to handle
labors that are not considered "normal” or are considered high risk. In many hospitals, a midwife must
turn a client over to, or work closely with, an obstetrician if a client requires an induction or develops
certain conditions during her pregnancy or birth. In a normal labor with a midwife attending, the midwife
is responsible for delivering the baby and caring for the mother's immediate needs.

Obstetrician

An obstetrician is a physician who is specially trained in the field of obstetrics (the care of pregnant
women). An obstetrician is knowledgeable in how to handle all types of deliveries and pregnancies and
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any complications that may arise. An obstetrician is a skilled surgeon equipped to perform a cesarean and
other surgeries related to childbirth if need ed. The obstetrician is responsible for delivering the baby,
whether it is a vaginal or surgical birth. If the birth is surgical, the obstetrician is responsible for

performing the cesarean section and caring for the mother's immediate medical needs during and
immediately following this time.

Anesthesiologist

An anesthesiologist is specialized medical caregiver who is trained to administer anesthetics (pain
relieving medications, such as an epidural or spinal). The anesthesiologist will be part of the delivery team
should the patient request an epidural or spinal during labor. The anesthesiologist is responsible for
administering anesthetics and managing the doses of the anesthetics, ensuring that they are taking the
proper effect. If the woman is to have a cesarean, the anesthesiologist will be present for the entire
delivery, rather than checking in periodically as in a vaginal delivery. This continuous presence is to
ensure that the anesthetics remain effective throughout the entire surgery, and should the mother require
it, anti -nausea medications may be administered to prevent vomiting in labor, a common side effect of
anesthesia.

Pediatrician

A pediatrician is a physician specializing in the care of infants and children. A pediatrician may or may not
be present during a vaginal delivery. When a pediatrician is not present immediately following birth, the
mother's obstetrician or midwife may examine and care for the newborn and the pediatrician will check in
later to perform his or her own examination of the baby. If a cesarean section is performed, a pediatrician
is usually present for the entire delivery and is responsible for the care of the baby immediately after birth,
while the obstetrician tends to the mother.

Lactation Consultant (IBCLC)

Lactation consultants are professional breastfeeding specialists trained to help educate mothers on how to
feed their baby. They help women experiencing problems, such as difficulty latching, painful nursing, and
low milk production. Hospitals will have a IBCLC on staff accessible to all mothers before discharge or for
on call needs after returning home.

MEDICAL PERSONNEL IN BIRTH CENTER

Birth centers are not equipped the same as a hospital since only low risk women are accepted into care at
a birth center. Though they are not set up the same as a hospital they still share many of the same staff
members. One the biggest differences between hospital care and birth center care is that birth centers
follow the midwifery model of care.

Nurses (RN -APN)

Nurses may be part of a birth center staffing team. They will perform many tasks including vitals,
charting, admission, and other assisting activities. Most birth center regulations require there be at least
two professionals with a medical license present at a birth. A nurse fulfills this role.

CNM (Certified Nurse Midwife)

A certified nurse midwife (CNM) is a nurse who has undergone extensive training to specialize in
delivering babies. She may performs the same tasks as an obstetrician with the exception of operating
procedures orlabors that are considered high risk. In a normal labor with a midwife attending, the
midwife is responsible for delivering the baby and caring for the mother's immediate needs. They also
provide well women care and newborn care.
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CPM (Certifie d Professional Midwife)

CPMb6s are specifically trained in out of hospital birt|

they often work collaborativelywthCNMés in a birth center setting.

Obstetrician _ (OB/GYN)

Whil e it i s erfoande bithBénters.dlaewnfollow the midwifery model of care while in a
birth center setting. They do not perform any operating activities or provide any pain relief medications.
They do not perform forceps or vacuum deliveries out of hospital.

Birth Assistant

Birth assistants work in out of hospital settings. They have been trained in out of hospital settings but do
not hold a medical degree. They do not perform medical tasks. They take vitals, chart, assist the midwife,
prepare the birthing room, cl ean birthing room, and perform other assisting tasks as directed by midwife.
Depending on state laws determines if Birth Assistants are able to attend births in this capacity.

Lactation Consultant (IBCLC)

Lactation consultants are professional breastfeeding specialists trained to help educate mothers on how to
feed their baby. They help women experiencing problems, such as difficulty latching, painful nursing, and
low milk production. Some birth centers have an on staff IBCLC while others have one on call. Many are
available for home visits.

MEDICAL PERSONNEL AT A HOMEBIRTH

The laws for medical professionals attending homebirths vary from state to state. Most require written

coll aborative agreements with OBO&6s and providéwi ves. So me
malpractice insurance for medical professionals to attend out of hospital birth. The majority of

homebirths are attended by a midwife though some OBOs
criteria as birth center births accepting only low risk ¢ lients. You may also find nurses, lactation

consultants, lactation consultants and birth assistants present in a homebirth birth team.

UNASSISTED PREGNANCYAND BIRTH

Unassisted birth refers to when a family choosesnot to have a medical provider of any kind present for
pregnancy and/or birth. Unassisted births are becoming more popular in certain groups. This is especially
true for women who have had previously negative outcomes in their labor and birth experiences and are
faced with limited birth setting and provider options . There are many different reasons afamily may
choose anunassisted birth including religious or cultural beliefs.

Due to the dangerous nature of unassisted births we do not permit our doulas to attend unassisted births.
In the event an unfortunate outcome occurs a BABES doula would be the most medically qualified
personnel present and would be held liable. You could be charged with practicing medicine without a
license or even manslaughter. This is different than a doula present at anunexpected unassisted birth as
those would be cover edmantardaws inthihexample.at eds Good S

BIRTH SETTINGS

Today in the United States 98.8% of births occur in a hospital setting. Out-of-hospital births are a growing
trend while more comm unities gain access to safe outof-hospital birth options. After becoming pregnant
a woman must choose which type of setting and which type of provider is best for her. Not every type of
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provider is available at every birth setting. Those who live in rural locations may find their birth setting
and options of provider limited.

HOSPITAL

Hospitals are health care
institutions with organized and
trained professional medical staff
who provide care for those in need
24/7. Hospitals vary in size and
level from area to area with larger
hospitals typically being better
equipped for higher level needs.
Level | hospitals are the most
equipped to handle any type of
emergency and include a Neonatal
Intensive Care Unit (NICU). Each
NICU also have a level assigned to
it with level IV being most
equipped for all needs and level |
only treating the smallest NICU
needs. Hospitals the only place Cesarean Sections are performed and provide a variety of pain medication
options. Some hospitals have tubs to labor in, but mostwill not allow for delivery in the tub.

ADVANTAGES AND DISADVANTAGES OF HOSPITALBIRTH
Advantages

Most equipped and staffed for medical
emergencies

Experienced in labor and birth
Accepts healthcare insurance

Onsite lactation help

Disadvantages

Greater risk of infection and
unnecessary cesarean section
Greater risk of interventions

Minimal privacy

Less client autonomy of their labor
and birth

Set a time limit on how long labor can
be

High cesarean section rates

May not be able to provide water birth
High cost if uninsured

Policies and rules may impede birth desires (limited support team allowed, eating/drinking, delayed cord
clamping, separation of mother and baby after birth, ect.)

Many staff changes and unfamiliar provider
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FREE STANDING BIRTH CENTER

S . A free standing birth center is a
home-like, healthcare facility staffed
with trained medical professionals
who specialize in pregnancy, birth,
and postpartum. Some hospitals
have maternity units called birthing
centers but a birth center is
completely separate from a hospital.
Birth centers do not have an
operating room nor do they give any
< kind of augmenting labor

. medications or pain relief
mediations. Birth centers only
provide care for low risk clients.
Most birth centers are equipped
with birthing tu bs where women can
- choose a waterbirth experience if

l . ' o - they desire.

T

ADVANTAGES AND DISADVANTAGES OF A FREE SANDING BIRTH CENTER
Advantages

Follows midwifery model of care with all medical staff
Lower cost than hospital

Low rate of Cesarean Section
Specializes in labor and Birth
Encourages client autonomy of birth
experience

Family centered care

Low intervention rates

Follows evidence-based practices
Discharge times shorter than hospital

=a =4 -8 -8 -4
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Disadvantages

Only accepts low risk clients

Does not perform CesareanSections
Does not provide pain medications
Does not usually have a pediatrician
on site

Discharge does not allow more than 24-48 hours

Polices or regulations may impede birth desires (discharge time, prolonged rupture of membranes)
Must transfer to hospit al in the event of an emergency

Some private insurances will not cover birth center births

= =4 —a =4
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HOMEBIRTH

A homebirth takes place in the home of the client.
Homebirth providers only accept low risk clients. They are
equipped with the same medical abilities as a birth center.

Advantages and Disadvantages of a Homebirth
Advantages

1 Comfort of clients own space

1 Greatest level of client autonomy of birth
experience

No polices or regulations of a facility

No travel to other facility

Freedom of movement, eat and drink freely
Little to no time constraints

Low risk of exposure to viruses or bacteria
Low cost

Family centered, no restriction on number of
family that can be present

Low intervention and cesarean rates
Follows evidence-based practices

Most practices provide clean up after birth
Can rest in bed with baby and not be disturbed by nurse checks throughout the night
Statistically safer than hospital birth for low risk clients who are attended by a qualified medical
professional and have had prenatal care
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Dis advantages

1 May not be covered by private health insurance

1 Pain medications not available

1 Cesarean section not available

91 Transfer to hospital needed in the event of an emergency

HIGH RISK PREGNANCY FACTORS

The risk factor of a pregnant woman will affect the location and provider options she may have. Some
women know they are a high risk candidate from the beginning of their pregnancy while others may move
from low risk to high risk during the length of their pregnancy. Here are some common reasons for a high
risk indication or need for hospital delivery:

Having previous premature birth

Multiple gestation (twins, triplets or other multiples)
In-vitro fertilization

Problems with the uterus, cervix or placenta

Use of cigarettes, alcohol or drugs during pregnancy
Some infections (lower genital tract or amniotic fluid)
Chronic conditions (high blood pressure, diabetes)

=A =4 =4 =4 -4 -4 -4
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Being underweight or overweight before pregnancy
Multiple miscarriages or abortions

Unusual shape of the uterus

Maternal age (Geriatric pregnancy)

Breech presentation

Delivery before 37 weeks or after 42 weeks

=A =4 =4 -4 -4 -4

It should be noted that not all of these factors risk a client out of an out of hospital birth. A plan should be
made with appropriate providers for desired birth location. For example; s ome out of hospital providers
are trained to deliver most breech presentations and twin births. Often times many of these factors
overlay policies, procedures, and liability as why a birthing person may be deemed high risk. For example;
many birth center | aws indicate a specific range of acceptable BMI in order to deliver at the birth center.

LABOR SUPPORT COMPARSON

While there may be a large group of people caring for a laboring woman each person has their own roles
and own level of support they can offer. Doulas offer a level of support that is very unique. Partners are
great support systems but they may also be trying to handle the birth experience as well. It can be a heavy
burden to provide physical and emotional support for a laboring woman as well as process their own
fears, lack of experience, and balance their own emotions. Doulas help by providing support for the
laboring woman as well as practical support for partners. This can allow them a few minutes for rest and
recuperation whether they need to eat, use the restroom or have a moment to themselves. Many partners
also appreciate having an experienced supporter present who can reassure them about what is happening,
and offer tips and demonstrations of comfort techniques. With a Doula present, m any partners actually
feel more confident about their role at the birth and are able to be more active. Doctors/Midwifes play
important roles but may only be with you briefly up until delivery and cannot be there to support you in
early labor, especially if you choose to labor at home.A Doula can. Nurses might be able to be with you for
longer periods of time than your doctor/midwife but most of the time they are in the care of more than

one patient at time and they come and go according to their shifts. They are also not able to be there if you
chose to spend early labor at home while a Doula can provide constant support for as long as needed.
Below is a breakdown of eachrole played by the birth team:

9 Physician: responsible for medical wellbeing of moth er and baby; present occasionally during
labor

1 Midwife: responsible for medical wellbeing of mother and baby; gives intermittent support and
comfort; present when possible in active labor

T Nurse: cl i nical care as dictat ed poligiesciraermattgnt sugportd s
and comfort; keeps caregiver appraised of situation

1 Partner and/or Loved Ones: continuous or intermittent presence; varying amounts of support
and comfort, witnesses and shares birth with the woman

1 Doula: continuous presencefor emotional support, physical comfort, non -clinical advice,
guidance for partner

Below is a side by side comparison of the components that contribute to the emotional wellbeing of the
laboring woman and shows each role played by the birth team. While each person provides a certain
amount of emotional care it is the doula that offers the most.
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Components of Emotional Care MD Midwife Nurse Partner/Loved Doula
One
Continuous Uninterrupted Presence + +
Knowledge/Understanding of Woman + ?
Love for Mother & Baby + -
Knowledge/Understanding of Emotions and ? + + ? +
Physiology of Labor

Experience with Other Laboring Women + o A
Ability to Remain Calm and Objective A + +
Knowledge of MD, Hospital Policies + o A
Perspectiveon Problems/ Options A + +

Advocacy for Mot herds ? ? + +

Freedom From Other Obligations, Other Patients, ? A

Clinical Management, Hospital/MD Policies

Knowledge of Comfort Measures ? + ? ? A

Key: + Provides; JDCESINOHBIONER; > \Varies

*As adapted from Penny Simkin Labor support handout

PROBLEMS WITH THE U.S. MATERNITY CARE SYSTEM

All women deserve the best care possible during the childbearing years. Childbirth is the number one
reason for hospitalization in the U.S. accounting for 11.7% (approximately 4.1 million) of all hospital
admittance in 2014. So one would think the U.S. would have top ranks for safe, effective care that
supports the natural processes of pregnancy and birth, but often women do not receive this kind of care.
Not to mention having figured out a way to make childbirth more affordable to all families.

Hospital maternity care is often fragmented, impersonal, and not supporting of current evidence based
research. The U.S. has one of the worst infant andmaternal mortality and morbidity rat es of any
industrialized nation . Those humbers continue to worsen as years go on, not improve.

Some of the problems in the U.S. maternity care system include:

1 Too few women get adequate prenatal care
1 Many women are exposed to the risks of high-tech procedures, even when they are healthy and
unlikely to benefit from them

e —
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Too many women are subjected to thesepotentially harmful procedures without giving informed
consent

Too few women have the benefit of lowtech supportive care practices that help them safely cope
with the demands of pregnancy, labor, and birth

Too many women end up with physical and emotional health problems after giving birth

There are many contributing factors to the downfalls of the modern maternity ¢ are system in the
U.S. Some of theobstaclesto changing the system include:

Obstetrical training and the medical system

Economic incentives

Fear of lawsuits

A rushed, risk-averse society

The | anguage of fichoicebo

Part of the BABES Doula Initiative is to p osition BABES doulas as agents of change in the cause to
fundamentally change the maternity care system in the U.S. BABES Doula participate in advocacy and
activism in the birth world to help alter the cultural stigmas of birth in the U.S. We can all wor k towards
change one birth at a time.
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MODULE 4: ANATOMY AND PHYSIOLOGY OF THEMENSTRUAL CYCLE

THE PELVIS IN PREGNANCY AND CHILDBIRTH

The term pelvis as it relates to pregnancy and childbirth is the bony canal through which a fetus must pass
during birt h. The size of the pelvis varies. Classically there are four types of pelvis: gynaecoid, android,
anthropoid and platypelloid.

Gynecoid Anthropoid Android Platypelloid

Incidence in Females

50% 25% White 30% 3%
50% Nonwhite

Shape
Round, cylindric shape Long, narrow oval. Heart- or triangular-shaped Flattened: wide, short oval.
throughout. Wide pubic arch Anteroposterior diameter is inlet. Narrow diameters Transverse diameter wide, but
(90 degrees or greater). longer than transverse diam- throughout. Narrow pubic anteroposterior diameter short.
eter. Narrow pubic arch. arch. Wide pubic arch.
Prognosis for Vaginal Birth
Good. This pelvic shape has More favorable than android or Poor Poor
wide diameters and gentle platypelloid pelvic shape.
curves throughout. Fetus may be born in occi-

put posterior position.

The gynaecoid pelvis ismost compatible for childbearing and the android pelvis being the least suited,
because the shape force the fetal head backwards making it more likely than other types to hinder
progress in labor. All types of pelvises can produce successful vaginal births Different pelvis shapes can
alter the length and physical sensations of labor and birth.

THE EXTERNAL FEMALE GENITALIA

Regardless of preferred gender the female internal and external genitalia remain the samefor pregnancy.
External genitalia appearance are unique to each person with the same basic features. In some cases due
to choice, medical necessty or trauma some physical features may be absent such as labia majora or
clitoris.

The female external genitalia (the vulva) include:

1 Mons pubis- Round pad of fat lying above your pubic bone. Covered in hair after puberty.
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1 Labia majora (greater lips)
Labia minoria (lesser lips)
Clitoris - Small knob like sex organ
corresponding to the male penis that is used
to induce orgasm during sexual intercourse
Vestibule- Area enclosed by labia minoria
Urethral orifice - Lies 2.5cm below clitoris External urethral
Vaginal orifice (Vagina) o
Greater Vesti bul ar gl Vaginal orifice
glands)- Pea sized glands on either side of
the vagina that secrete lubricant for the
vaginal opening Bartholin glands
1 Bulbs of the Vestibule- Two elongated (greater vestibular glands)
erectile masses running along each side of
the vaginal opening, an internal part of the
clitoris L .,/
9 Perineum- The section of skin and muscles Anus
between the vaginal opening and the anus

=

Mons pubis

=

Prepuce
Clitoris

Labia minora

=A =4 -4 -4

Labia majora

Fourchette
(frenulum of labia majora)

ureter

THE PELVIC FLOOR

The pelvic floor is a sheet of muscles and tendons that span the area
underneath the pelvis. The pelvic floor supports your bladder, bowel,
and uterus. They give you control of emptying your bladder and bowel
movement. The muscles of the pelvic floor are unlike any other
skeletal muscles because they maintain a constant tone (except during

a bowel movement), have the ability to contract quickly at the time of rectum
acute stress (such as a cough or sneeze) to maintain continence, and

stretch considerably during pregnancy and birth then contract after

birth to resume normal functioning.

Injury to the pelvic floor muscles result in reduced muscle strength L e
and organ prolapse. Injury to these muscles occur in 1336% of E:,;c,elsw
women who have a vaginal birth g el ahal

vagina  sphincter

THE FEMALE REPRODUCTIVE SYSTEM

The female reproductive system consists of the external genitalia (vuvla) and internal reproductive
organs: vagina, uterus, fallopian tubes, and ovaries. These internal organs are required for successful
development, sustainability and birth of a baby.

Vagina

The vagina isthe passage that leads from the uterus to the external genital organs. Itis approximately

10cm in length and 2.5cm in diameter. The vaginadés function is to allow the
receive the penis and sperm during sex, and provide an exit for the fetus.During birth the vagina

temporarily widens and lengthens.
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Uterus

The uterus is a pearshaped muscle
located within the pelvis between the
bladder and the rectum. The purpose of
the uterus is to nourish a developing fetus
prior to birth. The uterine wall is
comprised of three layers; the outer
perimetrium, the middle muscular
myometrium, and the inner endometrium.
The uterus is supported by the pelvic floor
and kept in place by ligaments.

A non-pregnant uterus measures 7.5 cm
long, 5cm wide, and 2.5 cm deep with each
wall being 1.25 cm thick. The uterus can
be divided into three sections; the upper
dome-shaped portion known as the
fundus, the main body, and the neck
known as the cervix. Uterine
malformations occur in approximately
6.7% of the general population.

Cervix

Module 4: Anatomy and Physiology of the Menstrual Cycle

The cervix makes up the lower third of the uterus with a diameter of 2.5 cm. It opens into the vagina. The
cervix creates an obstacle for the proliferation of sperm to the uterus. The cervix produced mucus for
various purposes depending on what stage in the menstrual cycle it is. Most of the cycle the cervix
produces hostile mucus to sperm, but produces sperm friendly mucus around ovulation to help facilitate

conception.

Fallopian Tubes

The fallopian tubes are two fine tubes that run from the ovaries into the uterus. The fallopian tubes propel
the ovum (unfertilized egg) toward the uterus, provide a place for fertilization to occur, and then provide
nourishment for the egg until it reaches the uterus. Each tube is 10cm long.

Ovaries

The ovaries are small sack like structures that produces egg cells, and hormones (estrgen and
progesterone) that are located on either side of the pelvis. At birth, the ovaries contain one to two million
immature eggs, but the number dwindles over time; by puberty only about 400,000 remain. Usually only
one egg is released a month after pulerty. The ovaries produce estrogen and progesterone. Thevaries are

about the sizeand shapeof an almond.

Uterine Lining

The uterine lining is called the endometrium. It is composed of two layers; a functional layer and a basal
layer. The functional layer thickens each month until a fall in hormones prompts it to be shed during
menstruation. The basal layer remains to renew the functional layer once menstruation is over. The
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endometrium has a unique blood supply: straight arteries in the basal layer and spiral arteries in the
functional later. This is unlike the other arteries found in the body that branch out and form veins. The
Male Reproductive System

THE MALE REPRODUCTIVE SYSTEM

It is important to also know the basics of the male anatomy in order to understand how conception
occurs. The male reproductive system includes the penis, testis, prostate gland, ejaculatory duct, seminal
vesicle, bulbo-urethral gland, vas deferens and epididymis. The purpose of the male reproductive system
is to transport sperm into the female reproductive tract as well as produce and maintain male sex
hormones.

Most of the male sex organs are located outside the body including the penis, scrotum, and testicles.
Sperm is the male reproductive cell. Sperm is created at a temgrature slightly lower than the average
body temperature of 98.6 degrees Fahrenheit. The regulation of the temperature in the testicles is
coordinated by the muscles in the scrotum that relaxes and contacts dependent on if it is hot or cold.

Sperm is mixed with other
body fluids to produce
sperm before it leave the
male body. The discharge
Seminal of semen is called
vesicle ejaculation. On average a
teaspoon of semen is
produced during
J Prostate i, jation, but it highly
Urethra » — ] gland affected by time since last
T N ' Vas ejaculation. Each
- ejaculation contains
approximately 300 million
Epididymis  sperm. If the concentration
drops below 20 million
Testicle fertility issues may arise.

Bladder

deferens

< Most sperm die before they
ever reach the fallopian tubes. It can sometimes take sperm 12 hours to make the journey into the vagina,
up through the cervix and uterus, and into the fallopian tubes. The average sperm lives for only 12 days if
not fertilized, but come can survive for up to 5 days.

FEMALE HORMONE CYCLES, CONGEPTION, AND EARLY DEVELOPMENT

The female reproductive cycle has two duties: prepare the egg (oocyte) and prepare the uterus to nourish
the fertilized egg. If an egg is released and fertilization does not occur then the inner lining of the uterus
and egg are shed resulting in bleeding flows from the uterus through the cervix exits the body via the
vagina.

This process is what is known as menstrual bleeding. The average age of first menstruation is 12 but can
vary between as young as 8 and as old as 16 and
different but the average length of a cycle is 28 days in length. Every woman is born with all the eggs her
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body will ever produce. At birth the number is around 2 million but only about 400 will mature and
ovul ate during a womanés | ifetime (Myles).

FEMALE HORMONES
Estrogen

These hormones are estrone, estradiol, and estriol. All of the estrogens play an important, yet individually
unique role in the biological functions of the female body.

Estrone

Estrone is one of the three naturally occurring estrogens in the female body. Estrone is found in the
ovaries, urine, and placenta. Estrone has a great deal less biological activity than its parent hormone,
estradiol. More than half of all estrone in a woman's body is produced by the ovaries. High amounts of
estrone have been linked tobreast cancer.

Estradiol

Estradiol is the most active estrogen in the female body. Estradiol is responsible for a large number of
biological functions specific to the female body, including the density and thickness of mammary tissue
(the breasts). Estradiol levels are known to peak during ovulation. Estradiol is the main form of estrogen
manufactured by the ovaries and is the central sex hormone responsible for secondary sex characteristics.
These secondary sex characteristics include the growth and develpment of the breasts, widening of the
hips, increase in height, and the growth of hair in the pubic region and underarms during puberty.

Estradiol is responsible for regulating menstruation, as well as menopause.

Estradiol positively impacts collagen prod uction, the thickness and softness of skin, promotes healthy
blood flow and lowers low-density lipoproteins (also known as LDL, the "bad" cholesterol), as well as
lowering overall cholesterol levels and increasing high-density lipoprotein levels (also know n as HDL, the
"good" cholesterol). This reduction of "bad" cholesterol and promotion of "good" cholesterol are thought
to have a positive impact on the woman's overall heart health and may prevent heart disease.

Estriol

Estriol is another naturally occurr ing estrogen, and is a byproduct of the breakdown of estradiol. Estriol is
at its highest levels during a woman's childbearing years. Should the woman become pregnant, the levels
of estriol on her body will increase dramatically throughout the course of he r pregnancy. Estriol is
produced within the liver of a fetus, as well as by the placenta. Estriol can be used to determine a
pregnancy is present, as well as used in a test, known as a quadcreen, to verify that the pregnancy is
progressing normally. Estriol is the weakest of the estrogens and is thought to have a protective effect on
the breasts, playing a role in preventing the development of breast cancer. Estriol is the most common
form of estrogen used for the treatment of menopause symptoms, such ashot flashes and mood swings.

Lutenizing Hormone (LH)

The lutenizing hormone, commonly referred to as LH, is always present in the female body. This hormone
increases just prior to ovulation. This increase is often referred to as an "LH surge." This "surge" of LH, is
responsible for triggering the release of the egg during ovulation. LH is commonly tested for by women
who are trying to conceive, as it can be a good indicator of when intercourse may result in conception.

Follicle Stimulating Hormone (FSH)

The follicle stimulating hormone, commonly referred to as FSH, is present in both men and women, and
is produced by the pituitary gland. In the female body, FSH is responsible for the production and

49



BABES Doula Manual

maturation of eggs. FSH stimulates the development of follicles on the ovaries, in which eggs mature and
develop prior to their release at ovulation. It is impossible for pregnancy to occur if there is no FSH in the
system. Alternatively, FSH levels that are too high can contribute to infertility. FSH levels dire ctly relate to
a woman's ovarian reserve can be tested by a physician in order to determine the extent of a woman's
remaining eggs. Although these tests cannot generate an exact number of eggs remaining, they can
provide more information to couples who may be struggling with infertility due to low ovarian reserve.
FSH levels may also be able to determine whether or not a woman has reached menopause, or suffers
from a pituitary gland disorder, or gonadal disorder.

Progesterone

Progesterone is a naturally occurring hormone released from the ovaries during the second half of a
woman's reproductive cycle, following ovulation, known as the luteal phase. A pregnant woman will have
much higher levels of progesterone, as the placenta produces progesterone, drastiddy increasing the
levels found in the woman's body. Progesterone acts on the woman's body by preparing the lining of the
uterus for an embryo to implant. If the woman has not conceived, then the levels of progesterone drop
and menstruation occurs. Once implantation of the fetus has occurred, progesterone has been shown to
decrease the woman's immune function, preventing her own immune system from rejecting the
pregnancy.

Gonadotropin Releasing Hormone (GnRH)

Gonadotropin Releasing Hormone is a tropic peptide hormone that is responsible for the process to
activate and produce LH and FSH. It is low during childhood but becomes activated during puberty where
it then runs cyclically in the body to support reproductive function. There is a large surge of GnHR ju st
before ovulation.

Human Chorionic Gonadotropin (hCG)

Human chorionic gonadotropin (hCG) is produced by the placenta after a fertilized egg has implanted into
the uterine lining. hCG is the hormone tested for in both home pregnancy tests and pregnancytests
conducted at doctor's offices and clinics. If a pregnancy has occurred, hCG is usually detectable in the
urine between ten and fourteen days after ovulation. hCG can be tested for using blood or urine, however,
a blood test known as a quantitative beta HCG is likely to show up positive sooner than a qualitative beta
hCG or a urine pregnhancy test.

In most normal pregnancies, hCG levels will double every 48 to 72 hours until 8-12 weeks into the
pregnancy. At that point, the levels of hCG then decrease Bghtly and maintain a semi -steady amount for
the remainder of the preghancy. Not every pregnancy is the same however, and lower hCG levels, and
even hCG levels that do not double very quickly commonly result in a healthy and normal pregnancy.

MENSTRUAL CYCLE

Menstrual Phase

In the menstrual phase the body sheds its uterine lining and lines up with the follicular phase of the

ovarian cycl e. I't is known as menstruation but i s c¢comm
estrogen and progestogen simulate prostaglandin release that causes the lining of the uterus to withdraw

their blood supply. This causes the endometrium (lining of the uterus) to die and shed. Regular

menstruation lasts 3-5 days. An average of 50150 ml of blood is lost during menstruation
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Proliferative Phase

This is the next phase after menstruation and is simultaneous with the follicular phase and last until
ovulation. This is where a new lining of the uterus begins to form. The base layer is approximately 1mm
thick.

Secretory Pha se

This phase follows the proliferative phase and is simultaneous with the ovulation. The thickness of the
lining thickens to approximately 3.5 mm. The blood supply to the area increases and nutrients are
secreted. This phase lasts about 7 days while it wis for a fertilized egg.

|

Y T T

Menstrual phase Proliferative phase Secretory phase

GLOBAL VIEWS ON MENSTRUATION

Depending on where a woman lives will dictate how she experiences menstruation. Beliefs surrounding
menstruation are formed through cultural and religious avenues. In most of the world menstruation is
seen as a taboo topic and even depicted as dirty and impureMany religious or cultural practice forbid
menstruating women from participating in religious ceremonies, or engaging in physical intimacy. In
some Indian communities women are excluded from entering holy temples while menstruating or
entering specific temples at all during menstruating years.

I n areas such as western Nepal, menstruation i s seen a:
women to sleep in menstrual huts during their cycle. In some parts of India, menstruating girls are told
that their period can pollute food so they are not allowed to cook during menstruation.

In some cultures menstruation is seen in a positive light. For example, in the Cherokee Nation,
menstruating wome n were considered sacred and powerful.Young Ghanaian women rest under
decorative, ceremonial umbrellas as they start their periods. Families treat the menstruating women as
royalty, giving them gifts and paying them homage. When Cree women begin their period, they are
honored with a rite of passage called a Berry Fast Family members encourage the young women to
consider their life goals and to be creative during their period by using their hands. When the event is
over, the young women are treated to a lage feast This positive viewpoint is in the minority across the
world.

Access to menstrual products varies greatly across the world. Developed countries have wide availability
of typical feminine hygiene products as well as alternative products. In other areas of the world such as
Africa, India, and Southeast Asia, access to menstrual products are limited. Many women around the
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world have to resort to unhygienic practices or no access to products at all. Young girls often leave school
during menstruation due to a lack of access to feminine hygiene products or sanitary conditions. Even in
developed nations many women face struggles to find adequate feminine hygiene products if they are
living in poverty or are homeless.

MENSTRUATION PRODUCTS

We all know the typical mainstream menstrual products on the market. Theseinclude disposal sanitary
pads and tampons. These products are often full of harmful chemicals and materials. Not to mention their
lack of bio-degradability in our landfills. In the modern wave menstrual products there are several worth
mentioning and trying out.

\ ]
Ther ble menstrual :
W:shzl:aslz sznit:rysp:(?scup * M e n 5 f r U O | C U p *
Period Underwear ) % C ompar i SON TOO I &\

Period tracking jewelry
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MODULE 5: CONCEPTION & FERTILITY

OVARIAN CYCLE

The ovarian cycle is the process that @curs for the prep and release of an egg. Each cycle is broken into
three phases (follicular, ovulation, and luteal) that are all controlled by hormones.

Ovarian cycle

& i
e e “J

Primary ~ Secondary Vesicular Ovulation Corpus luteum  Regression Corpus
follicle follicle follicle forms albicans

s | o oo e oo
I JTI |

I T
Follicular phase Ovulation Luteal phase
FOLLICULAR PHASE

In the follicular phase an egg prepares to be released from the ovaryust followin g menstruation. Low
levels of estrogen and progesterone stimulate the production GnRH. This hormone stimulates the
production of FHS and LH. FSH controls the growth and maturity of the follicle. The ovarian follicle
ripens into the Graafian follicle and then secretes estrogen. The estradiol causes a surge in LH
approximately 2-3 days before ovulation. When estradiol reaches its peak the secretion of FHS is
inhibited. The dominant follicle forms a bulge near the surface of the ovary and is ready to ovulate. The
process takes approximately 1 week.

During this phase estrogen changes signal changes in a
trying to conceive (TCC) or those using the natural family planning method (NFP) of birth control.

Noticeable changes occur in cervical mucus, cervical position, body temperature, and behavior. Things to

look for:

1 Cervical mucus becomes a thin and wet consistency, similar to egg whites from a thick, or dry
texture

1 The cervix becomes soft and wet just prior to and during ovulation

Basal Body Temperature (body temperature at rest) increases sharply during ovulation

f Cramping on one side of the pelvis. This is known a
experienced bysome women indicating ovulation

1 Increased sex drive, ddominal bloating, breast tenderness, and heightened sense of smell or taste
are all also considered signs of ovulation

=
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Sticky, Gummy, Yellow Sticky, Cloudy Pasty Sticky, Cloudy

Stretchy, Cloudy Tacky, Cloudy, Clear Stretchy, Gummy, Cloudy
-

A 1t

Sticky, Clear Tacky, Clear Stretchy, Clear

OVULATION

The surge in LH occurs around day 12 of a 28 day cycle for approximately 48 hours. This causes the egg to
be released from the ovary around day 14 when LH and estradiol work together to help the egg push
through the wall of the ovary. The Graafian follicle becomes the corpus luteum. The corpus luteum is
approximately 2cm in diameter and assists in propelling the mature eff from the ovary to the end of the
nearby fallopian tube. The process ofeggtaking its journey down the fall opian tube and into the uterus
called ovulation. Most ovaries alternate every cycle as to which one will release an egdf more than one

egg is releasedand fertilized fraternal twins can result.

LUTEAL PHASE

The luteal phasebegins when ovulation occurs. Cells left from the egg release corpus luteum, produce
estrogen, relaxin, inhibin and progestogen for about 2 weeks in order to build the lining of t he uterus.
During this phase cervical mucus becomes sticky and thick. If the egg was not fertilized the hormone
levels decrease the corpus luteum becomes the corpus albicans through a degeneration process, and
signals are sent to stimulate the shedding ofthe endometrium .
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CONCEPTION

The fertilization of an egg is known as conception. The process takes approximately 1224 hours to go
from oocyte (female egg) combined with hapoid (sperm cell) to form a zygote. It starts with the release of
the mature eggcell which is about 0.15 mm in diameter it then makes its journey through the fallopian
tube which is about four inches long. With the help of finger-like protrusions called cilia the egg is moved
down the fallopian tube while the cilia help the sperm mov ed up toward the egg.

As the egg is being releasedhe cervix secretes a alkaline mucus that attracts sperm. During sex
approximately 300 million sperm are deposited into the vagina. Only 200 mill ion will make it to the
cervix. Sperm make their way up through the uterus to the fallopian tubes. Sperm can take as little as 30
minutes or as long as 12 hours to reach the fallopian tubes after ejaculation. They can survive there for
approximately 3-5 days.

55



BABES Doula Manual

Once inside the fallopian tubes the sperm undergo a transformation known as capacitation which takes
around 7 hours. Only capacitated sperm are attracted to the egg. The first sperm to reach the eggelease a
digestive enzyme that begins to breakdown the outer layer of cells on the egg. It takes more than one
sperm to weaken the outer layer enough for the sperm to penetrate through the layer. This process is
called the corona radiate. Only one eff will penetrate the egg into the inner layer call the zona pullucida.
Upon penetration the zona pullucida changes b an impermeable layer so no other sperm can get in. There
are now 23 chromosomes within the new cell and it is called a zygote.
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MULTIPLE GESTATION

Multiple gestation refers to having more than one fetus in utero. Multiple gestation usually comes with
the label of high risk since complications increase the higher the multiple. The most common multiple
gestation is twins. There are different types of twins and higher order mutiples.

Dizyqgotic twins 1 \ .
_/( \"" ) legg ~Je )\ )/ 2 eggs
This type of twins develop from two separate eggs ~ lsperm ) = =~ 2sperms

fertilized by two separate sperm.

Monozygotic twins (identical twins)

Identical twins develop from one zygote and split to
develop two identical embryos.

Same

Separate
placenta ke

placentas
M onoamniotic twins -monozygotic twins S ;
Separate
amniotic
sacs

This type of twins share an amniotic sac and placenta.
Sometimes called Monoamniotic, or @A Mo Moo |

Identical twins Fraternal twins

Healthwise, Incorporated
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Polyzygotic twins

This type of gestation is three fetuses.
Identical twins from one egg, and a third
sibling from a second egg.

Monozygotic Triplets (identical

triplets)

R/

é

Much like in identical t wins one embryo
splits into two, but then one of the already
split embroys splits again. All three will
share the same DNA andsex

l l. l Amnionic l

cavity

|

Dizygotic Triplets (fraternal triplets)

This type of multiple gestation develops

(c:ahglr;onic ‘/E\ from two eggs fertilized by two separate
- _ I i sperm. One egg splits into what may be

Separate

considered monozygotic twins.

Trizygotic Triplets

Fused This type of triplets result from the

placenta N~ placenta fertilization of three differen t eggs by three
Dichorianic Monacharionic Monochaorionic Monacharionic
diamnionic diamnionic monoamnionic monoamnionic Separate Sperm-

conjoined twins

Monozygotic Quadruplets

In this type of quadruplets one embry o splits into two, and each of the two splits again. All four share the
same DNA and sex.

Superfecundation

Though rare this type of multiple gestation occurs when two or more eggs from the same cycle are
fertilized by sperm from separate acts of intercourse. In the event the sperm was from two different men
resulting in two different biological fathers to the babies (Heteropaternal superfecundation) . If the sperm
was from the same man it is called homapaternal superfecundation.

Vanished Twin

In this case one of the two or more fetuses is reabsorbed by the other/s. For example, in monozygotic
guadruplets, one baby may reabsorb, resulting in what will later appear to be monozygotic triplets.

Fetus Papyraceus

This type of multiple gestation occurs when one of the fetuses has died, and rather than reabsorbing, is
compressed against the uterine wall asa result of the live fetus(es).

Some common complications of multiple gestation include:

1 Cord entanglement
1 Cord compression
1 Twin-to-twin transfusion syndrome ( TT)
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EARLY SIGNS OF PREGMNCY

Some women are able to tell the subtle difference in their body very soon after conception. For others it
may be harder to discern. When implantation occurs many women experience similar physical symptoms.
The only sure way toknow if someone is pregnant early in pregnancy is to receive a positive pregnancy
test (blood or urine) or to have an ultrasound that confirms pregnancy. Here are some common early
physical signs of pregnancy:

1 Missed menstruation (period)
Tender breasts

Fatigue

Nausea/vomiting
Implantation bleeding

Mood swings

Frequent urination
Headaches
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DEVELOPMENT OF THE ZYGOTE

The development of the zygote can be divided into three periods. The first two weeks after fertilization
known as pre-embryonic, weeks 2-8 known as embryonic, and weeks 8birth known as the fetal period.

PRE-EMBRYONIC PERIOD

During the first week of pregnancy the zygote is still making its journey from the fallopian tube to the
uterus. Division of the cells begin to occur. The zygote divides intotwo cells at day 1, then four at day 2,
eight by 2.5 days, 16 by 3 days and so on. When it contains 58 cells it is known as a blastocyst and is
usually completed at day 4 where it enters the uterus. Once there the blastocyst burrows into the lining of
the uterus. The blastocyst is comprised of an inner cell mass (embryoblast) and an outer cell mass
(trophoblast). The outer mass becomes the placenta and the inner mass becomes the embryo, amnion,
and umbilical cord. This is when hCG is produced to prevent menstruation. Around day 15 the cells then
begin to arrange themselves in three layers according to predetermined genetic coding. The first layer
known as ectoderm form and will become the tissue that covers the surface of the body and the nervous
system. The second layer known as mesoderm forms and will become the muscle, skeleton, dermis of the
skin, connective tissue, genitals, blood vessels, blood, and lymph cells. The third layer is known as the
endoderm and will become the epithelial lining of the digestive, respiratory, urinary systems, and
glandular cells of organs like the liver and pancreas. The amniotic sac is formed and filled with fluid
(amniotic fluid). Day 16 the spine and neural tube develops.

THE PLACENTA AND IMPLANTATION

Seven days after caception the process of the placenta begins. Up until now the embryo has been
nourished by the yolk sac. An array of chemical reactions occur as the maternal tissues are invadedThis
is known as implantation. Maternal blood vessels ensure an optimum blood flow is supplied to the
placenta. Villi are finger -like projections that start as the basis of the placenta. Around 10-12 weeks after
conception the blood supply from mother to placenta is complete through the use of villi. These villi create
an intricate network of blood vessels. There are four layers of tissue separating the maternal blood from
the fetal blood making it impossible for them to mix.
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When implantation occurs a thick mucus plug fills the cervix. This seals the opening of the cervix to
prevent unwanted bacteria from entering the uterus. When the placenta forms hGC is produced. hCG can
be detected by a blood pregnancy tests and urine pregnancy tests days before expected menstruation.

Implanted human embryo at 72, 13, and 23 days
7% days 13 days 23 days

uterine amniotic cavity | 1arine

enveloped vessel blood vessel

embryonic disk: ectoderm of .
endo%erm. S5 e , embryonic chorion
ectoderm TR disk

T endoderm of 5
amniotic

Savity embryonic
.‘ disk L yolk
blastocyst b mesoblast —Et- R e S
cavity and ( 1
= _ exocoelom embryo
uterine lining: =
epithelium trophoblast uterine blood vessel trophoblast amnion body stalk

© 2012 Encyclopaedia Britannica, Inc.

PREPARING FOR PREGNANCY

While some babies are conceivedwithout previous planning, many families choose to plan for conception
and pregnancy. A subsection of doulas have emerged as a result of families seeking guidance while trying
to conceive.

The odds a couple will conceive in any given month they are tryingto get pregnant is 1525%. Many
factors can affect a couples ability to conceive such as age, irregular menstrual cycles, frequency of sex,
and illness/medical conditions.

There are many steps couples can take to increase their odds of conceiving beforerying to have a baby.
These items include:

Understanding Menstrual Cycles: Ovulation is key to pregnancy. So pinpointing the exact time of
ovulation can significantly increase a couples odd of conception. Every woman& cycle is unique. It follows
a generd pattern, but is unique to her and her set of influencing factors. These factors can include
genetics, stress levels, exercise levels, diet changes, medications, and breastfeeding. The window for
sperm to fertilize and egg in each monthly cycle is small.It includes 3-5 days prior to ovulation and 1-2
day after ovulation.

Have Sex in the Right Amount: For the best changes of conception it is recommended to engage in
intercourse every other day beginning a week before ovulation.

Prepare Your Body:  Up your vitamin and vegetable intake. Start eating a variety of whole grains, fruits
and vegetables every day, and reduce your unhealthyfat intake. Boost your consumption of foods that are
rich in iron and calcium, and consider taking a multivitamin supplement, too. Just make sure you don't
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overdo it with Vitamins A or D. (Recommended: vitamin A, 770 micrograms, up to 3,000
mcg; vitamin D, 5 mcg, up to 50 mcg.)

One of the most important ingredients in your multivitamin supplement is folic acid. A minimum of

400 mcg daily is recommended to reduce the risk of neuraktube defects such asspina bifida in
babies. (Note: If you are at increased risk, you may need approximately 10 times that amount, or 4
milligrams.)

Moms are not the only ones who should be preparing. Wauld-be dads should get plenty of folic acid, zinc
and vitamin C, nutrients that are vital for optimal sperm production and quality.

Decrease or eliminate caffeine intake. Excessive intake (more than 300 mg daily) has been linked to
fertility problems as well as to an increased risk of miscarriage, preterm delivery and a low-birth -weight
baby, moderation is key.

Assess your weight. Being overweight cardecreases the odds of conceivinglf a woman is overweight she
may consider a healthier diet and increase n physical activity to increase her odds of conception.

Quit Smoking: Smoki ng negatively impacts a womanbés fertility.
risk of miscarriage, stillbirth, preterm delivery an d having a low-birth -weight babies. Partners need to
kick the habit too. Studies conclude that for a fetus, there's no big difference between having a mother
who smokes or having one whds exposed to secondhand smoke.

FERTILITY CHALLENGES

Many families around the world experience fertility challen ges.Medically a couple may be considered
infertile after a full year of trying to conceive without becoming pregnant. Up to 15% of couples are
considered infertile. There are two types of infertility; primary and secondary. Primary infertility is used

to describe a couple who has never conceived. Secondary infertility refers to a couple who has conceived
one or more children without the aid of fertility treatments, but are subsequently unable to conceive after
a year of trying to conceive.

Infertility res ults from female factors about one-third of the time and male factors about one-third of the
time. The cause is either unknown or a combination of male and female factors in the remaining cases.
Female infertility causes can be difficult to diagnose. There are many available treatments, which will
depend on the cause of infertility. Many infertile couples will go on to conceive a child without treatment.
After trying to get pregnant for two years, about 95 percent of couples successfully conceive.

Female infertility is generally a result of complications during ovulation. Some conditions affecting
ovulation include:

1 Polycystic ovary syndrome (PCOS): A condition in which the ovaries may not release an egg
regularly or may not release viable, healthy eggs

91 Uterine fibroids

1 Hypothalamic dysfunction: A condition in which the normal hormone cycles are disrupted
causing a disruption in ovulation.

1 Premature ovarian failure (POF): A condition in which the ovaries stop functioning before natural
menopause

1 Too much prolactin

Blocked fallopian tubes

1 Endometriosis

=
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Pelvic inflammatory disease

Previous surgery

Uterine abnormalities

Cervical stenosis: A narrowing of the cervix
Genetic factors (Fragile X syndrome)

Male fertility problems involve a disruption in the production of mature sperm and getting the sperm to
reach and fertilize the egg. Male infertility can be caused by low sperm production, abnormal sperm
production, blockages preventing delivery of sperm, lifestyle choices and hormonal problems.

Some causes ofnale infertility include:

]
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Varicocele: A swelling of the veins that drain the testicles.

Infections

Exposing the testes to high temperatures

Retrograde ejaculation: Occurs when semen enter the bladder during orgasm
Spinal cord injuries

Tumors

Undescended testicles

Hormone imbalances

Defects of tubles that transport sperm

Chromosomal defects: Klinefelter syndrome cystic fibrosis, Kallmann's syndrome and
Kartagener's syndrome.

Tight underwear

Celiac disease

Previous trauma to the testicles

Problems keeping or maintaining an erection

Medications

Some factors influence both male andfemale fertility. These include:
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Environmental factors: Industrial chemicals, radiation or x -rays, heavy metal exposure
Drug use

Alcohol use

Tobacco smoking

Emotional stress

Depression

Weight

FERTILITY ASSISTANCE

After a diagnosis of infertility or a specific cause of infertility couples may have options of fertility
assistance to conceive. This may include medication, surgery, 1Ul or IVF.

MEDICATION

Non-surgical fertility treats a re sometimes an options for couples experiencing biochemical abnormalities.
Some medications that induce ovulation include:
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Clomiphene Citrate (Clomid, Serophone) : Tablet form, used for women who have infrequent
periods or long menstrual cycles.

Gonadotr opins (Repronox, Follistim, Bravelle, Pergonal and GonalF) : Injectable, used to
mock FSH and work to recruit and develop more follicles

Qvidrel : Induces the release of the egg once the follicles are developed and the eggs are mature.

Glocophage (Metformi n): Given as an insulin lowering medication, most commonly used for women
with PCOS (related to PCOS: androgenrlowering medications, such as Eulexin, may be related to
hepatotoxicity)

Pioglitazone (Actos), Rosiglitazone (Avandia) (alternatives to troglita zone/Rezulin) :aclass
of medications called PPAR gamma agonists, enhance the ability of smooth muscle to metabolize sugar,
thereby reducing insulin resistance.

Parlodel:  Tablet form, used to lower prolactin levels and reduce pituitary tumor size if one i s present.

SURGERY
Fertility specialists may be able to perform fertility surgeries to correct anatomic defects impairing a
coupleds ability to conceive.
Female surgeryés may include:
Genital corrective surgery . surgery performed to correct various birt h defects or injuries of
the genitalia
Ovarian drilling : laparascopic surgery in which a laser punctures the ovary, lowering male

hormones, used for women with PCOS

Laparoscopic (or microlaparoscopic) surgery : used to view internal sex organs, remove
adhesions, ovarian cysts, or remove or repair a fluid filled hydrosalpinx.

Fallopian tube sterilization reversal (reanastomosis)

Hydrososalpinx removal : a hydrosalpinx is an obstructed fallopian tube that leads to an
accumulation of fluid

Male surgeriesmay include:

Genital corrective surgery : surgery performed to correct various birth defects or injuries of
the genitalia

Testicular biopsy : small pieces of testicular tissue are removed and examined for sperm which
can be used in fertility procedures

Testicular sperm aspiration (TESA) : a needle biopsy of the testicle, a sample of tissue is
taken directly from the testis and used to extract sperm for IVF or ICSI.

Percuta neous sperm aspiration (PESA ): a needle inserted into the epididymis, to locate and
aspirate a pocket of sperm.

Vasectomy reversal _: aprocedure that reconnects the male reproductive tract after interruption
by a vasectomy.
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Ul + IVF

There is no on-size fits all solution to fertility assistance. Intrauterine insemination (IUl) and in  vitro

fertilization (IVF) are the most common types of fertility treatments. The main difference between an Ul

and IVF treatments are: IVF is a process involving egg stimulation, retrieval, fertilization, and transfer;

whereas, an IUl injects spermintoa ut erus to decrease the spermds travel

IVF treatment is a process that consists of five steps including:

1. pre-cycle diagnostic testing

stimulation of the ovaries to produce several eggs during one cycle,

retrieval of the eggs from each ovay,

fertilization of the eggs in the laboratory via conventional fertilization or ICSI, and then
transfer of the resulting embryos into the uterus.

arwDd

The chance of pregnancy from MF heavily depends on the age of the woman, the primary cause of
infertility, and also depends on some factors related to the quality of the IVF laboratory.

UWlare a fertility treatment where sperm is iomserted di
decreasing the journey for the sperm to the egg. During ovulation, the woman produces one egg that is

picked up by the end of the fallopian tube where it waits to meet the sperm. An IUI deposits higher

concentrations of good quality sperm close to where the egg is waiting which increases the chances that

the egg and sperm will unite.

Comparison  of IVF & IUI

While these treatments are often mentioned together, they have many significant differences.

Complexity. Ul is one procedure performed insyncwitha womanés natural cycle or t
medications to stimulate ovulation. IVF, on the other hand, is a process which consists of several stages

and requires more than one procedure: first the ovaries are stimulated using a series of fertility

medications, then the patient undergoes egg retrieval in a day procedure under a mild anesthetic, then

after embryos have been created and incubated in the lab, they are placed directly into her uterus in the

embryo transfer procedure. Even with the use of fertility drugs, going through 1UI is less physically

demanding than undergoing IVF.

Risk of multiples. Ul with fertility medication carries a significant risk of multiple pregnancies,
including higher -order multiples (triplets or more). A good clinic will  carefully monitor your follicles to
make sure that only a safe number are mature before the 1Ul, but they cannot entirely eliminate the risk.
Recent advances in IVF (including blastocyst transfer) mean that most modern fertility clinics now
transfer only one or two embryos per IVF cycle. As a result, the risk of multiple pregnancies for IVF
patients is much lower than it used to be.

Success rates. It is never easy to be specific about the success rates of a given treatment as there are so
many variables that affect individual cases, but statistically, Ul has lower success rates than IVF, and the
gap widens as women age.

Ul with fertility medication (Clomid): average success rates range from 8% to 15% per cycle for
patients under 35 to 2% to 5% for patients over 40.
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I VF using a wo ma ma@mgeasuraess epgrange from 40% to 45% for patients under 35 to
15% or less for women over 42.

Time. The factor of time cuts both ways when you are weighing up these two options. IUl is a much
shorter process than IVF, so if your first cycle is successful, it could be the quickest route to bringing home
a baby. However, because of the gap in success rates between the two treatments, some patients in their
late 30s to early 40s may get pregnant faster by goingdirectly to IVF rather than waiting until they have
had several failed Ul cycles.

Cost. An IUI cycle costs much less than an IVF cycle, and this is a serious consideration for many
patients. However, depending on your diagnosis and your chances of conceiing through 1UI, it may be
more cost -effective to go directly to an IVF cycle rather than dealing with multiple failed

IUIl cycles before ultimately proceeding to IVF.

Ul vs IVF

Some clients will choose one route or the other but here are some factors tlat may be an indicator of
which they should try first. Clients may want to try 1UI first i f they:

1 have at least one unblocked fallopian tube

1 are able to ovulate, perhaps with the help of fertility medication

1 have a healthy ovarian reserve (which means a god amount of healthy eggs)
1 have a normal uterine cavity

IUI is often very effective for:

9 Cervical issues: Scarring or hostile cervical mucus can block fertilization, and Ul provides a
way to bypass these obstacles.

1 Mild ovulation issues: When used with fertility medications, 1UI can help women with
irregular cycles conceive Aon schedul e. 0o

1 Donor sperm: A patient or couple may use donor sperm with IUI to conceive.

1 Mild male -factor infertility : The lab preparation of the sperm sample concentrates the
healthiest and most active sperm, and placing the sperm directly into the uterus can overcome
sperm mobility issues or problems with ejaculation.

1 After male fertility preservation: Some men choose to freeze their sperm before cancer
treatment or surgery which coul d impact their fertility. After treatment, assuming that the female
partner is a good candidate, Ul can be used to achieve pregnancy.

1 Same sex -couples : Female couples may use donor sperm, and male couples may use their own
sperm and a gestational surrogate.

Before starting 1UI, clients should have a conversation with their partner and doctor about how many
cycles you want to attempt. Many people place a limit of three failed IUI cycles, but others may try up to
six before moving on.

There are times when aclient is likely to have better results by skipping over the 1Ul option and beginning
their fertility treatment with IVF. This is a choice each client will have to make themselves, after close
consultation with their fertility specialist. IVF can be a bett er option for clients who:

9 are over the age of 38

1 have blocked fallopian tubes
1 have reduced ovarian reserve
1 decide to use donor eggs
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1 suffer from advanced endometriosis

1 are dealing with severe malefactor infertility which may require the use of advanced te chnologies
such as intracytoplasmic sperm injection (ICSI)

1 may require genetic screening

INTRODUCTION TO FERTILITY AWARENESS

Fertility awarenessisac ol | ecti on of met hmatdral funcgonimgdgo dgteymine thddaysy 6 s

of the month you are mog likely to get pregnant. It is also called Natural Family Planning (NFP), and
other variations include the Sympto -Thermal Method, the Ovulation Method, and the Billings Method.
Fertility awareness works by combining the calendar, basal body temperature, and cervical mucus data
and using the information to determine when your body is most fertile.

The objective of fertility awareness is to become familiar with your unique menstrual cycle and chart your
fertility pattern for prediction. The average cycle is 28-32 days in length with ovulation occurring around
day 14. This is not true for everyone. Some women have shorter or longer cycle length and others ovulate
on a different day in their cycle. To start using fertility awareness one should do the following :

1 Use an app or paper calendar to input data

1 Plan on tracking your menstrual cycle for 8 to 12 months.
Day 1 will be the first day you start menstruation.

1 Take your basal temperature with a basal thermometer each morning before getting out of bed.

1 Check cevical mucus daily and record it
Pick the longest and shortest of the cycles from your monthly tracking.

1 The first day of your fertility window is determined by subtracting 18 days from the length of your
shortest cycle. If your shortest menstrual cycle was 26 days, subtract 18 from 26, which gives you
the number 8. This means that the first day of your fertility window starts on the 8th day of your
cycle.

1 The last fertile day is determined by subtracting 11 from the length of your longest cycle. If 32
days was your longest menstrualcycle, take 32 and subtract 11, which give you 21. This
meansthat the last day of your fertility period is on the 21st day of your cycle.

Your basal body temperature should show a sharp increase after ovulation. If my decrea® slightly
approaching ovulation. Fertile cervical mucus should be slippery, clear, stretchy, and look like egg whites.
Ovulation generally occurs 1-2 days after the peak of fertile mucus. Combining all of this data can help
families pin point their cycle and when they ovulate. When used correctly and consistently effectiveness is
around 90%. Average failure rate is 25%
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TRIMESTERS

Pregnancy is broken down into three trimesters of 12 weeks each.

The development of an unborn child is broken down into two sections: embryological and fetal.
Embryological development takes place between the 2d and 8t week of pregnancy. Fetal development
then takes place from week 8 to birth. The two weeks occurring prior to fertilization of the egg are used to
calculate the expected guess date of birth.

Summary of Development

1st Trimester (Weeks 1 -12) 2nd Trimester (1  3-27 weeks)
Embryo (Weeks 0 -4) Fetus (Weeks 1 3-20)
1 Blastocyst implants 1 Rapid skeletal development
1 Primitive body systems and nervous system 1 Lanugo appears
form 1 Meconium present in gut
1 Primitive heart forms and begins to beat 1 External genitals clearly distinguished
1 Gender determined 1 Fetus can suck thumb
1 Limb buds form 1 Constant weight gain
1 Quickening
1 Fetal heart heard on auscultation
Embryo (Weeks 4 -8) 1 Vernix appears

1 Rapid cell division
1 Spinal nerves, lower respiratory system, and

kidneys begin develop Fetus (20 -24 weeks)

Some reflexes present
External genitals more distinguished

1 Blood begins to pump through vessels 1 Eyes complete
1 Head and facial features develop 1 Periods of sleep and awake
1 Skeletal structures begin to form I Responds to sound
1 Early movements f  Organs function well
1 Embryo visible on ultrasound from 6 week 1 Surfactant in lungs
1
Fetus (Weeks 8 -12)
. . . Fetus (Weeks 24 -28)
1 Rapid Weight gain
1 Eyelids form 1 Expected to survive if born
1 Begins to pass urine 1 Legally viable
f  Swallowing begins f Eyelids open
1 Fingernails develop 1 Respiratory movements
)l
1
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3rd Trimester (Weeks 28  -42) T Increased fat

1 Lanugo disappears from body
Fetus (Weeks 28 -32) 1 Hair on head lengthens
Begins to store fat
T g . Fetus (36 weeks to birth)
1 Lanugo disappears from face
1 Continues to gain weight and increase fat

Fetus (Week 32 -36) 1 Skull formed but soft and pliable

1 Weight gain 25g daily 1 Fetus is considered full term at 37 weeks
Weeks 1-12 1327 28-42
Months 1 2 3 4 5 6 7 8 9

CHANGES IN PREGNANCY

The changes that take place in a womends body during pl
remar kabl e. Every syst eatediThe chmngesdhaiaatur are doth physicaland a f f e
psychological in nature.

PHYSICAL CHANGES
The Uterus

During pregnancy the uterus play a huge role by expanding to 2l Vartebral colurnn
accommodate and growing fetus. The uterus is comprised of a '
crosshatch network of muscle layers that each play a special
role through pregnancy and birth. The uterus increases 10 20
fold in size during a normal pregnancy and increase in weight
by 1000 grams or more. Frist time mothers tend to have a
uterus that weighs less prepregnancy than a mother who has
had previous births.

Changes in the shape of the uterus also take place during
pregnancy. Pre-pregnancy and for the first weeks of pregnancy
the uterus remains pear shaped but by week 12 of pregnancy it
has shifted into a spherical in shape from here on out it tends
to be more oval in shape resembling a large balloon. Between
12 and 16 weeks the top of the uterus becomes shaped like a
dome and the uterus as a whole tends to lengthen far more
than it widens. By 20 weeks the top of the uterus has reached a
woman® belly button. Near 30 weeks the uterus has displaced
the intestines. By 36 weeks the uterus has grown in size so that
it nearly fills the entire abdominal cavity. At this point the top

of the uterus has almost reached the liver andhas raised the

g ~= 4th montl'}w,

After
dropping
* Uterus
Bladder

Vagina
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diaphragm approximately 4cm. The uterus becomes more round in shape between 38 and 40 weeks.

In a first time mother fetus engages the pelvis with its head around 38 weeks. This is sometimes referred
to as the lightening or the baby droppin g. Mothers who have had prior pregnancies may not experience
this engagement until the day of birth. The Cervix

The cervix is the ultimate secretary to the baby. It keeps baby in and secure and leeps other things out. It
undergoes a major transition throug hout pregnancy and labor as well. It begins closed, hard, and ridged
but as labor approachesit changes to soft, open, and efface

The softening begins at conception and continues till the 32 week of pregnancy. In the last few weeks of
pregnancy cervical ripening occurs. This is an accelerated softening of the cervix where it becomes thin,
and pliable. The cervix of a pregnant women or a newly postpartum mother is bluish/purple in color. First
time mothers tend to experience cervical effacement prior to dilatation , but a mother who has had
previous pregnancies may have dilatation and effacement happen simultaneously.

The Vagina

The vagina undergoes a vast change in environment that includes a thickening and increase in discharge,
loosening of connective tissue, and an increase in vaginal acidity. The change in discharge is a result of an
increase estrogen levels the makes the discharge not only thicken and increase but also to become white in
color. This discharge is known as leucorrhoea.

Cardiovascular

During pregnancy the cardiovascular system adapts to the increasing demands during pregnancy. Some of

the key changes include an increase in the size and location of the heart (heart shifts up and to the left),

the arteries increase blood flow, and bloodgda ns an i ncrease in its ability to
volume increase 30-50% during pregnancy which in turn creates a higher demand for iron in order to

increase maternal red blood cell mass and to be transferred to the fetus.

Respiratory

There is a dramatic increase in oxygen requirements during pregnancy. Resting oxygen consumption is
raised by 20-30% from pre-pregnancy values. This can result in shortness of breath that may be
uncomfortable. The rib cage expands causing deeper more frequent breghs.

Central Nervous System

An increase in the activity of the pituitary gland, changes in the neural circuitry of the brain, and changes

in hormones levels like estrogen, progesterone, relaxin, prolactin and lactogen are known to effect a
womenduringpregnancy. One common pregnancy symptom in this a
where a woman may experience small and temporary cognitive impairments. Sleep pattern disturbances

are also common.

Urinary System

Key changes in the urinary system includean increase in volume and length of the kidneys, decreased
bladder capacity, and an increase in urinary output.

Gastrointestinal

During pregnancy the gums have an increase in blood vessels. This can cause the gums to be easy
inflamed, irritated and have an increased risk of infection. Upper Gl problems including nausea,
vomiting, cravings, and aversions are common during pregnancy. Factors thought to influence these
problems include changes in hormones and brain activity. Increases in abdominal pressure and relaxing
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effects of progesterone can lead to reflux, heartburn, and a slowing of the bowels. This can lead to
abdominal discomfort, constipation and hemorrhoids.

Metabolism

A womand6s basal metabolic rate incr eas®&mbeatdhroductiong pr egna
Increased hormone levels increase the rate at which insulin is produced.

Maternal Weight

There are many contributing factors involved in weight gain during pregnancy. An average healthy weight
gain for pregnancy is 25-35 pounds at a mnimum.

Here is an example of an average weight gain

Weight Gain (in pounds)

Maternal

Uterus 1
Breasts 2
Fat Stores(delivery & Breastfeeding) 8
Blood Volume Increase 25
Extra Fluid 25
Total 16
Fetal

Fetus 7
Placenta 15
Amniotic Fluid 2
Total 10.5
Grand Total 26.5

The table above represents a healthy weight gain for a single preghancy. A average minimum twin
pregnancy gain is 3545 pounds. Water retention steadily increases during pregnancy. Which leads to
edema and swelling.
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Musc uloskeletal

Changes in joints and muscles takes place throughout pregnancy. An increase in the hormone relaxin
increases pelvic laxity and a loosing of pelvic ligaments. There is also a decrease in abdominal strength.

Skin

There are many common skin changes that occur during pregnancy. Stretch marks and changes in color
pigment are a few of the most common changes related to skin. A dark line, known as linea nigra, forms
down the middle of the stomach. Changes in skin pigment affect 50-70% of women during pregnancy
(myles text book). Some women experience intense itching. Nail and hair growth become accelerated.

Endocrine system

Changes in the endocrine system play a vital role in pregnancy. Hormone level fluctuations are precisely
timed in order to suppo rt the myriad of changes during pregnancy and related to growth and birth of the
fetus. The placenta, pituitary glands, thyroid function, and adrenal glands are all effected by different

hormone cycles during pregnancy. It is thought that a hormone secreted fr om t he fetusé pitui

responsible for triggering the onset of labor.

SCREENING OF MOTHER AND BABY

PREGNANCY TEST

One of the first tests a mother may take is a pregnancy test. There are two types of pregnancy tests; one
uses a urine sample,the other a sample of blood. Both of these tests look for levels of hCG. Different
brands of over the counter urine tests are more sensitive than others and many can detect hCG levels days
before a missed period. At home urine tests are around 97% accurag.

A blood test can measure if hCG is present or the specific amount of hCG present. A blood test can receive
a positive result earlier than a urine sample at 7-12 days. A blood test may be more costly than an at home
urine sample and may take longer to receive the results.

INITIAL VISIT/FIRST ULTRASOUND

During a womano6s initial visit with her care provider
menstrual history to determine an expected due date (EDD), obstetric history including past pregnancies,

medical and surgical history, and family history. There will also be questions about lifestyle habits such as

healthy eating, exercise, smoking, and alcohol drug use. This is accompanied by a physical exam, weight,

blood pressure, and urinalysis. A set d blood test are also ordered. These include blood typing, Rhesus

(Rh) factor, and full blood count. Other blood tests that are performed , but may not be required, include

sexually transmitted diseases, HIV, rubella immune status, sickle cell, and hepatitis B. If awoman desires

a water birth she is almost always tested for hepatitis C.

DUE DATE CALCULATION

Most providers will initially calculate estimated due dated based on the clients last menstrual period

\

N

(LPM). This was a method was developed by FranKar | Naegel e and i s called the
calculate this by taking the first day of the last period subtracting three months and adding seven days.
This method is based on a regular 28 day cycle does nof

breastfeeding or use of hormone based birth control. For example: LMP September 17 2016 would result
in a due date of June 24h 2017. Sometimes the LMP is unknown so EDD is then based on an assessment
by ultrasound. Sometimes an original EDD is changed based on assessment via ultrasound. Some other
methods of calculating due date include:
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The Woods method
Prembés Rul e
Implantation Bleeding
Egg retrieval date (IVF)
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In western cultures there is a heavy significance placed on due date even though only 5% ofvomen

actually deliver on their due date. Many friends and family also put a heavy significance on the EDD and

this can place a stress point on women. It may be helpful for clients to respond, when asked about their

due date, with Al aend druaet hseormetthiaame ai ns pJeucni f i ¢ dat e.

SCREENING TEST VS DIAGNOSTIC TEST

Screening tests are done during pregnancy to assess the risk that the baby has certain common birth
defects. A screening test cannot tell whether the babyactually has a birth defect. There is no risk to the
baby with having screening tests.

Diagnostic tests actually can detect many, but not all, birth defects caused by defects in

ageneor chromosomes. Diagnostic testing may be done instead of screening if a couple has a family
history of a birth defect, belongs to a certain ethnic group, or if the couple already has a child with a birth
defect. Diagnostic tests also are available as a first choice for all pregnant women, including those who do
not have risk factors. Some diagnostic tests arry risks, including a small risk of pregnancy loss.

MATERNAL SCREENING & DIAGNOSTIC TESTS

Women are routinely screened in pregnancy for a variety of different conditions. This is to detect any
possible condition that could affect the health of mother and baby. Some routine screens include:

Complete Blood Count (CBC): A CBC counts the numbers of different types ofcells that make up a
c | i eblmdd.6Tee number of red blood cells can show whetherthey have a certain type ofanemia. The
number of white blo od cells shows how many diseasefighting cells are in their blood, and the number of
platelets can reveal whetherthey have a problem with blood clotting.

Blood Type: Results from a blood type test can show ifa client hasthe Rh factor. The Rh factor isa
protein that can be present on the surface of red blood cells. Most people have the Rh factod they are Rh
positive. Others do not have the Rh factord they are Rh negative. If your fetus is Rh positive and you are
Rh negative, your body can makeantibodies against the Rh factor. In a future pregnancy, these antibodies
can damage the fetuso6s red blood cell s.

Urinalysis:  Urine may be tested for red blood cells, white blood cells, andglucose (high levels may be a
sign of diabetes mellitus). The amount of protein also is measured. The protein level early in pregnancy
can be compared with levels later in pregnancy. High protein levels in the urine may be a sign

of preeclampsia, a serious complication that usually occurs later in pregnancy or after the baby is born.

Urine Culture: A urine culture tests urine for bacteria, which can be a sign of a urinary tract infection.

HIV: If a pregnant woman is infected with HIV, there is a chance she can pass the virus to her fetus. HIV
attacks cell s of eranddawsesacquised immunedefieiensy gysidrome (AIDS). If a
women is positive medication and take other steps that can greatly reduce the risk of passingHIV during
pregnancy, labor, or delivery.
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Sexually Transmitted Infections: All pregnant women are tested for syphilis and chlamydia early in
pregnancy. Syphilis and chlamydia can cause complications forboth mom and baby.

Hepatitis B & C:  Hepatitis B and hepatitis C viruses infect the liver. Pregnant women who are infected
with hepatitis B or hepatitis C virus can pass the virus to theirbaby. All pregnant women are tested for
hepatitis B virus infection.

Rubella: Rubella (sometimes called German measles) can cause birth defects if a woman is infected
during pregnancy. If they have not had the vaccine,they should get it after the baby is born, even if you
are breastfeeding. They should not be vaccinated against rubella during pregnancy.

Tuberculosis (TB):  Women at high risk of TB (for example, women who are infected with HIV or who
live in close contact with someone who has TB) should be tested for this infection.

Group B Strep: GBS is a type of bacteria that lives in the vagina and rectum. Many women carry GBS
and do not have any symptoms. GBS can be passed to laaby during birth. Most babies who get GBS from
their mothers do not have any problems. A few, however, become sick. This illness can cause serious
health problems and even death in newborn babies. GBS usually can be detected with a routine screening
test that is given between 36 weeks and 38 weks of pregnancy. For this test, a swab is used to take
samples from the vagina and rectum.

Glucose Screen: This screening test measures the level of glucose (sugar) irthe blood. A high glucose
level may be a sign ofgestational diabetes. This test usually is done between 24 weeks and 28 weeks of
pregnancy.

A1C: A blood test that measures the average blood sugar levels over the past three months. A popular
alternative to the glucose screen as a detection tool for gestational diabetes.

Carrier Screening : A blood, saliva or tissue sample. This testcan show if either partner carriesa gene
for a certain disorder, such ascystic fibrosis. Carrier screening can be done before or during pregnancy.
Carrier screening often is recommended with family history of a genetic disorder, previous children with a
genetic disorder, or belong to an ethnic group that has an increased risk of specific disorders. Also, cystic
fibrosis carrier screening is offered to all women of reproductive age because it is one of the most common
inherited disorders

FETAL SCREENING & DIAGNOSTIC TESTS

It is important to note that most fetal screening tests are optional and a mother has the right to decline
them if she wishes. It is important that she is informed about each test, how it is performed, its
limitations, and the meaning of any results before the test is performed. Screening for birth defects
typically begins with an assessment of risk factors early in pregnancy.

Early Ultrasound & Biochemistry

This ultrasound measures gestational age by measurement of the fetus and measurement of the nuchal
translucency (NT) which can be an indicator if the fetus is more likely to be born with Down syndrome. It
is also usually combined with blood tests from the mother to test for other possible fetal abnormalities.

Chorionic Villus Sampling CVS
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This test is done via amniocentesis where a large needle is inserted into the uterus through the abdomen
to collect a sample of amniotic fluid. This test is 99.9% accurate in determining the presence of Down
syndrome.

Maternal Quad Screen

This is a blood test given to the mother between 1521 weeks. It tests for spina bifida, Edwards syndrome,
and anencephaly. This test measures the likelihood that these conditions may be present by looking for
key substances in the blood. There is controversy over these tests since 1 out of 20 who test positive for a
higher likelihood of having these conditions are not born with any of these conditions.

Anatomy Ultrasound

This ultrasound is to look for any abnormalities in the fetus.

3D/4D Ultrasound

This ultrasound is commonly used to detect facial abnormalities such as cleft lip or cleft palate.
ULTRASOUNDS

An ultrasound is an imaging technique that uses sound waves to produce images of a fetus in the uterus.
Women are dfered two routine ultrasound scans during pregnancy. The first in early preghancy between
10-14 weeks and an anatomy screening between 120 weeks. While ultrasounds have been used since the
19506s there is stildl contr onm&fettsinuter what effects

Transabdominal vs Transvaginal Ultrasound

Transabdominal ultrasound provides a panoramic view of the abdomen and pelvis and is noninvasive,
whereas transvaginal provides a more limited pelvic view and requires insertion of a probe into the
vagina.

The image generated by transvaginal ultrasound provides a better view of the uterus during early
pregnancy. The transabdominal ultrasound requires a full bladder for optimal visualization of pelvic
structures.

For a transabdominal ultrasoun d, patients do not necessarily need to undress, although a drape placed on
the lower torso can be helpful to protect the patient's clothing from the ultrasound gel. For a transvaginal
ultrasound, patients are undressed from the waist down and assume the lithotomy position.

Transabdominal ultrasound cannot reliably diagnose pregnancies that are < 6 weeks' gestation.
Transvaginal ultrasound, by contrast, can detect pregnancies earlier, at approximately 4 ¥ to 5 weeks'
gestation.
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Transvaginal Transabdominal
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First Trimester Ultras ounds

Pregnancy confirmation

Heartbeat (viability)

Gestational age assessment

Detection of molar or ectopic pregnancy
Fetal nuchal translucency
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Second Trimester Ultrasounds

T Anomaly detection (including Downdés syndrome, and
9 Identif y structural abnormalities and levels of amniotic fluid

1 Confirm multiple gestation

1 Confirm growth and estimated due date

1 Confirm viability

1 Evaluate babyds well being

Third Trimester Ultrasounds

1 Identify location of placenta

Observe fetal position

Identify pelvic of uterine abnormalities

Confirm viability

Eval uate babyds well being
Maternal desire
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PREGNANCY RELATED CONDITIONS AND COMPLICATIONS

During intake of a new client pregnancy conditions and complications will be assessed. Some of the

following condi tions if present would termtheclient @A hi gh r i s k odeswreddnedmal grdvider a f f e c t
or birth location. As pregnancy continues any present conditions will be treated and monitored and

providers will continue to screen for any of these conditions or complications that may occur later in

pregnancy.

Gestational Hypertension

This is condition where a mother presents with high blood pressure after the 20t week of pregnancy
without the presence of abnormal quantities of protein in the urine. Typically, gestational hypertension
occurs during the second half of pregnancy and goes away after deliveryThe narrowed arteries can make
it hard for blood to reach the placenta, which provides nutrients and oxygen to the fetus.1Reduced blood
flow can slow the growth of the fetus and place the mother at greater risk of preterm labor and pre-
eclampsia.

Pre -Eclampsia

This is a condition whose cause is still unknown, where women have high blood pressure and abnormal
amounts of protein in their urine. Some other symptoms include visual disturbances, pain below the ribs,
edema, sudden weigh gain, vomiting, headaches, and reduced urination. This is a serious condition arl
can lead to eclampsia. Preeclampsia occurs in 3% of all pregnancies.This condition is immediately
resolved upon birth of the fetus.
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Eclampsia

This is a neurological condition associated with pre-eclampsia where a woman begins to have seizures.
This condition is immediately re solved upon birth of the fetus.

Hemolysis, Elevated Liver enzymes and Low Platelets (HELLP) syndrome

This is a multisystem disorder that can occur on its own or in association with pre -eclampsia.
Complications include liver rupture , placental abruption, trouble breathing, and kidney failure.

Gestational Diabetes

This is the occurrence of a women developing diabetes during pregnancy. Diabetes is a blood sugar

di sorder where the bodyds i nsul i nhateefulamsyour boedghicose i s di mi
levels. If left untreated gestational diabetes can lead to preeclampsia, a large baby with risk of shoulder

dystocia, higher risk of stillborn, higher risk of preterm birth, and four times the risk of m ajor congenital

malformations

Hyperemesis Gravidarum

Most women experience some form of nausea during pregnancy
but hyperemesis is the most severeform of nausea and vomiting.
This can include weight loss, dehydration, heart problems, and an
electrolyte imbalance. Somewomen need hospitalization for this
condition

Placenta Previa ‘

This is a condition where the placenta partially or wholly covers the
lower half of the uterus. There are several degrees of placenta
previa. Women are able to have vaginal deliveries with types 1 and
2. It is considered inappropriate to deliver vaginally with type 3 .
Women with type 4 will need a cesarean section to prevent the
incidence of extreme hemorrhage which is extremely likely.

Placesrs Frovw Magmd Macoats Pveve Latannl

Placental Abruption " Y

This complication is where there is a premature separation of the

placenta from the uterine wall after the 24 th week of pregnancy. .

Depending on the severity a woman may just be monitored, offered an induction if she is beyond 37
weeks, be put on ked rest, or the loss of fetus.

Preterm Prelab  or Rupture of the Membranes (PRROM)

This complication is where the amniotic membranes rupture before 37 weeks without the onset of labor.
Anemia

This is a blood condition where the number of red blood cells is insufficient to meet the needs of the
mother and fetus. Iron deficiency is thought to be the most common cause of anemia.Increase in iron rich
foods or an iron supplement may be prescribed by provider.

76



Module 6: Pregnancy & Maternal Care

Group B Strep

Group B Strep (GBS) is a common bacteria found in the intestine, vagina, and rectum About 25% of
healthy pregnant women are colonized with this bacteria. If a woman is GBS positive there is a risk of
transmitting an infection to the baby before or during delivery. Most women are screened for GBS at 36
weeks and a plan of care is asse&xl. Though transmission is rare, newborns who contract GBS can
become very ill and will need immediate medical treatment. The typical treatment for a GBS positive
mother is to receive antibiotics at the onset of labor. Some alternative treatments include:

1 Chlorhexadine (topical disinfectant soap)

1 Garlic (orally or by suppository)

1 Herbal mix

1 Waterbirth (to decrease risk of transmission)

WARNING SIGNS DURING PREGNANCY

Most changes that take place for a woman during pregnancy are all part of a healthy normd pregnancy
but there are some conditions that may occur that are not normal and may be s sign of a potential
problem. If a mother experiences any of the following she should contact her provider

1 Sudden weight loss or gain

1 Frequent dizziness or fainting

1 Fever over 100 degrees

1 Sharp or abdominal pain or severe cramping

1 Nausea or vomiting that persists

1 Vaginal bleeding or spotting

9 Pain or burning sensations when urinating

1 A significant decrease in urinary frequency

1 Persistent headache

91 Blurred vision

1 Persistent rash

1 Persistent noticeable lower abdominal contractions or tightening

1 Increased pressure in the thighs associated with abdominal pain or lower back pain
1 Swelling or puffiness that is sudden onset (usually in the face, fingers, and/or feet)
1 Rupture or leaking of the bag of waters, the amniotic sac prior to 37 weeks

1 Any severe physical trauma (vehicle collision, fall)

1 A decrease in fetal movement over a 12 hour period

1T Afeeing that Asomghthi ng just isno6t

EASING COMMON DISCOMFORTS

Most of the changes that take place in pregnancy are all part of a healthy, normal pregnancy, but that does
not mean that all of them are pleasant to experience. Some of the changes in pregnancy can lead to a great
deal of discomfort both mentally and physically.

As a Doula you must avoid anything that can be misconstrued as diagnosis or prescription. You can
phrase suggestions in a way your client knows they are suggestions and they should check with their
medical provider. Forexample; il t sounds | i k étofheartbum.rMany ivemen fimcrelief
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by taking papaya enzyme supplements. You can check with your midwife to see if she thinks that might be
hel pful for you.o

Here are some tips in helping clients deal with common discomforts of pregnancy.
Nausea

Nausea is one of the most common pregnancy symptoms. It may or may not be present during early
pregnancy. Some women find it comes in the first trimester eases during the second trimester and may
return late in the third trimester. Some women experience mild na usea for the duration of their
pregnancy and some women never experience nausea. Factors that may cause nausea:

1 Hormone changes
1 Low blood sugar (hypoglycemia)
9 Dietary adjustments

There are many way to try to ease or prevent nausea in pregnancy. The resultsary from woman to
woman:

Eat small meals throughout the day (every 2-3 hours), prior to feeling hungry
Do not take vitamins or supplements on an empty stomach

Eat before getting out of bed

Eat foods to settle the stomach; yogurt, cottage cheese, cereatpast, crackers
Include high protein foods throughout the day

Avoid carbonated beverages

Stay hydrated but avoid large amounts of liquid in one setting

Getting moderate amounts of exercise

Avoid constipation

Avoid spicy or greasy foods

Avoid high odorous foods

Peppermint or spearmint smell can ease nausea

Taking a B complex vitamin

Acupressure

Red Raspberry leaf tea
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Some women experience aversions during pregnancy that may cause nausea. One common aversion is red
meat. The cooking of meat may cause a womarno become nauseous. Pregnant women are sensitive to
smells. Avoid strong smelling objects in the household; soaps, deodorant, laundry detergent/fabric

softener, or perfumes if a woman is made nauseous by strong smells.

In the event a woman experiences lag lasting or extreme nausea and is unable to keep down food or
liquid for a prolonged period of time she may need to seek medical attention. They may provide her with
IV medication and/or prescribe her with anti -nausea medications.

Constipation

During pr egnancy the normal flow of digestion is slowed so the body can optimize nutritional absorption.
It is not normal for a woman to be constipated during pregnancy if they are receiving proper dietary needs
and adequate hydration. Recommendations to avoid or ease constipation:

1 Switch vitamin supplements (to monitor progress, some iron supplements contribute to
constipation)
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Stop taking antacid

Stay properly hydrated

Eat unrefined carbohydrates

Drink prune juice or black cherry juice regularly
Get moderate exerise

Get plenty of fibrous foods
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Frequent Urination

Frequent urination is an early sign of pregnancy. This symptom tends to ease in the second trimester but
then increases later in pregnancy as the bladder becomes more and more compressed by the weight ahe
uterus. This symptom of pregnancy has no treatment, but some find it helpful to

1 Ensure complete bladder emptying with each urination
1 Wearing loose cotton panties to reduce irritation
1 Wearing light panty liners for leaking

Breast Changes

Women experience varying degrees of tenderness during pregnhancy ranging from extreme to none.
Discomfort may be eased by a well fitted bra. A maternity/nursing bra may be a good option that will last
after pregnancy. Warm compresses may also ease discomfort. Avoid usingoaps, lotions, and scrubs on
the breasts and nipples as it may cause irritation. Some women may experience leaking from the breast
during pregnancy. Reusable and disposable breast pads are available to prevent wet spots in clothing or
bras.

Fatigue

Fatigue is a noted symptom in pregnancy. Many women begin to feel more fatigued from the first few
weeks of preghancy that lessens mid pregnancy and returns in late pregnancy. Some experience fatigue
throughout their pregnancy. The energy requirements in pregn ancy are high so getting adequate rest and
nutrition are key. Minor fatigue is a normal symptom of pregnancy. Pregnant women should try to get at
least 8 hours of sleep and nap if possible. Reducing stressful situations and lessening physical strain can
help with fatigue.

Headaches/Migraines

Many women experience frequent headaches during pregnancy. These headaches can be caused by a
variety of reasons but the two primary causes in pregnancy are hypoglycemia and dehydration. Headaches
can also be caused byexposure to toxins, smoking, coffee, chocolate, and sugar. Adequate diet and
hydration are important to avoiding headaches. Other symptoms accompanying a headache such as
blurred vision, nausea, or swelling could be a sign of something more serious and cients should contact
their medical provider immediately.

Dizziness

Dizziness or faintness can be caused by a variety of different things. One of the main reasons pregnant
women become dizzy is hypoglycemia. The immediate remedy for this is to eat. Dizzinss can be a sign of
anemia. Low blood pressure can cause dizziness. Women with low blood pressure may become dizzy on
rising or in quick temperature changes such as stepping out of the shower. Circulation changes also can
cause dizzy spells. If a client ha any concern about dizziness she should consult her medical provider.
Pregnant women should avoid sudden changes in position or strenuous activities to help avoid dizziness.
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Varicose Veins

Varicose veins are enlarged veins most commonly found in the legs caused by an increase in blood volume

and an decrease in blood flow to the | ower extremities:
varicosities may also occur during pregnancy or during birth. Pregnant woman can decrease their chances

of varicosities or minimize them by:

=

Frequent changes in positions if one is sitting or standing for long periods of time
Avoiding crossing legs while sitting or standing

Wearing flat shoes

Getting moderate exercise

Wearing properly fitting underwear

Elevating legswhile lying down and frequently throughout the day
Staying properly hydrated

Wearing an abdominal support

Wearing support hose

Avoiding heavy lifting

For Vulval varicosities wear a sanitary pad
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Hemorrhoids

It is common for hemorrhoids to appear or worsen during pregnancy. They are a vascular problem
perpetuated by an increase in blood volume as well as a decrease in circulation to the lower half of the
body. Hemorrhoids are the abnormal dilation of veins in the submucosal cushions of the anal canal. This
can be uncomfortable and painful. Contributing factors include; constipation, prolonged standing, family
history, and a low lying fetus causing prolonged pelvic pressure. The pervious noted suggestions for
various veins are helpful for hemorrhoids and well as:

1 Use of a squatty potty (device to elevate the feet to toilet level)
I Vitamin E capsules

1 Sitz baths

1 Avoidance of constipation

Taking steps to avoid constipation may help reduce or alleviate the symptoms of hemorrhoids, as
constipation is believed to worsen or even cause hemorrhoids. Pregnant women should avoid straining
while passing a bowel movement and change positions often, as remaining in one position for too long
could irritate or worsen existing hemorrhoids. If hemorrhoids become especially painfu |, ice packs or sitz
baths may help provide pain relief, however, the guidance of a medicalcare provider should be sought.

Bleeding & Swollen Gums

Hormones in pregnancy make gums more sensitive, but bleeding gums is not a normal symptom of
pregnancy. Low levels of vitamin C can contribute to bleeding gums. Bleeding gums is a sign of needed
dental hygiene. Swelling in the gums can be caused by an increase in blood volume in the body. Some
interventions clients can take include:

1 Providing increased humidity around the home especially at night
Use of a soft toothbrush

Avoid excessive brushing

Have routine dental care during pregnancy

Increase vitamin C intake

= =4 =4 =4
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Insomnia/Difficulty Sleeping

Some women find it hard to fall asleep during pregnancy while others fall asleep but find it hard to stay
asleep through the night. This can be caused by discomfort from the growing uterus, changes in
hormones, or emotional issues. Women often have to wake in the middle of night to urinate and then find
it hard to go back to sleep. This may be caused by hypoglycemia. A-10 hour stretch with no food is
difficult for a pregna nt woman. It can be helpful to:

Establish a regular bedtime routine

Eating a small meal just prior to sleeping

Sleeping with a pillow between the knees

Take a warm bath before bed

Engaging in relaxation techniques prior to bed

Propping the belly up with a pillow during sleep

Drinking chamomile, sleepy time or valerian tea at bedtime
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Heartburn & Indigestion

During pregnancy women experience decreased gastric mdility and increased gastric acid production
which contributes to h eartburn. The hormones that relax the body in preparation for childbirth also relax
the sphincter that closes the esophagus to the stomach. When gastric contents touches the esophageal
lini ng a burning sensation is felt and can be uncomfortable. Increasing size of the uterus also pushes the
stomach upward causing more gastric contents to be pushed toward the esophagus. Tips to reliever
minimize heartburn include:

91 Avoid spicy, greasy or faty foods

Walking after meals to increase digestion efforts

Eat small, frequent meals

Using supplements like papaya enzymes or digestive enzyme tablets
Avoid eating and drinking at the same time

Eat slowly

Drink warm liquid after eating to increase digestio n efforts

Keep head elevated in a semireclining position when lying down
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Antacids should only be used as a last resort and in strict moderation. Excessive antacid use can lead to
lethargy, circulatory collapse, respiratory paralysis and coma due to high levels of magnesium. Antacids
neutralize acid temporarily causing excessive acid to be produced when it wears off resulting in worsening
heartburn. Alka -Seltzer contains aspirin so it should never be used.

Backaches

Women experience a shift in weight and posture during pregnancy. This often creates backaches.
Stretching ligaments also put stress on the sacrum and fetal position may contribute to spinal pain. Poor
posture and increased breast size can also cause back pain. Some tips to help ease or avoiddé@ches
include:

1 Wearing flat shoes

Donét stand in one place for | ong periods of
Visit a chiropractor regularly

Avoid forward bending, squat instead for picking up things from the floor

Supportive bra

= =4 =4 =4
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Pelvic tilt

Engage in proper posture while standing and sitting
Wearing a belly band for abdominal support
Sleeping with a pillow between the knees

1 Avoid carrying other children on the hip
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If a backache radiates from the lower back around to the front of the abdomen, in a pattern, the woman
should contact her care provider immediately as this could be a sign of labor

Leg Cramps

The primary cause of leg cramps is due to inadequate salt intake. Adequate sodium, calcium, magnesium,
and potassium will help prevent leg cramps. If awoman is experiencing leg cramps the following is
recommended:

While sleeping or sitting, elevate the legs higher than the heart

Do not stand in one place for too long

Do not point toes outward; point them upward to relieve cramps

Walk a mile daily to help with leg circulation

When experiencing a cramp, apply a hot water bottle, hot compress, or heating pad to the
cramping area and massage the area until it subsides
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Sore and Swollen Feet

Normal fluid retention and weight gain can cause enlargement and widening of the feet during pregn ancy.

Hor mones intended to soften tissue |l oosen the joints
may increase half to an entire shoe size permanently. Standing for prolonged periods of time can cause

swelling in the feet. Some tips to ease sre and swollen feet include:

1 Wearing well-fitting flat shoes

1 Frequent rests with legs elevated
1 Soaking feet in Epsom salts

1 Foot massages

Shortness of Breath

Changes in hormone levels and growing uterus can contribute to ortness of breath during pregnancy.
Progesterone causes you to breath more deeply which can make it feel like breathing is harder than
normal. In the third trimester the size of the uterus places increasing pressure on the diaphragm
preventing the lungs from fully expanding. This can cause shortness of breath even when not engging in
strenuous activities.

Near the time of labor the baby will drop into the pelvis, called lightening, easing the pressure on the
diaphragm. This can occur weeks or days before labor. Before this time it is important to remember to
take frequent rests during physical activity. Some tips to ease shortness of breath include:

1 Maintaining good posture
1 Sleeping in a semireclined position
1 Avoid strenuous activity

If shortness of breath is sudden, severe, worsening,or associated with cough, wheezing or heart
palpitations clients should seek medical treatment immediately.
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Stretch Marks

Stretch marks are the most noted skin change during pregnancy and occur in approximately 90% of
women during pregnancy. They manifest at tension points in the skin and appear as reddish purple
streaks. Stretch marks are commonly found on the breasts, abdomen, and thighs. These lines will fade to
jagged silvery white line but they do not go away all together. Some women are genetically pe-
dispositioned to stretch marks but they do not cause any physical harm to the body. Poor nutrition is a
contributing factor for women who get stretch marks. They are things that may ease discomfort for stretch
marks, but there is no sure way to completely prevent them. Some things to try include:

71 Diet high in vitamin E, C, bioflavonoids and zinc
1 Creams containing elastin
I Massaging cocoa butter

Vaginal Discharge

Vaginal discharge that increases as the pregnancy advances is normal. The discharge should steglear,
watery and odorless. If burning, itching, foul smelling discharge, abnormally colored discharge, swelling,
redness, or pain occurs it could be the result of a more serious problem and clients should consult with a
medical care provider. Pregnancy makes women more prone to yeast infection during pregnancy. If
excessive discharge causes discomfort some women find comfort in wearing a sanitary pad during their
pregnancy. Women can reduce their chances of infection and irritation by doing the followi ng:

1 Bathe regularly with unscented soap

Wear loose-fitting cotton underwear or other natural fiber fabrics

Avoid perfumes, bubble baths, bath oil, scented bath salts, and scented feminine hygiene products
Use unscented toilet tissue

Avoid the use of vaginaldouching

1 Avoid tight pants or panty hose
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Braxton Hicks Contractions

Braxton Hicks contractions are extremely common in pregnancy and increase in occurrence near delivery.
They are a tightening of the uterus that do not cause cervical change. Some women exgrience them as
early as the second trimester.Braxton Hicks contractions are:

1 lrregular

Infrequent

Do not follow a pattern

Do not increase in intensity or frequency
Disappear

Usually uncomfortable but not painful
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While Braxton Hicks are considered normal they can be triggered by events like sex, dehydration, a full
bladder, or and active mother/ba by. To alleviate Braxton Hicks:

9 Drink water

1 Emptying the bladder

1 Change activity levels Sit down, elevate feet
1 Draw a warm bath or take a warm shower
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If the activity continues, increases in strength, frequency, or intensity at any time while doing the
suggested tasks seek immediate evaluation from care giver.

EXERCISE AND BODY MECHANICS

During pregnancy the round and broad ligaments which support the uterus become strained due to an
increase in demand as well as loosening of the ligaments because of hormones (relaxin). These hormones
are essential to the birth process, but they make it easier for a woman to injure herself if not careful. These
strained muscles canalso cause achy muscles in the back and abdomen resulting in poor posture.
Frequent exercise throughout pregnancy, good posture, and proper body mechanics can help ease
discomfort and help prevent injury.

CORRECT POSTURE & BY MECHANICS

Good posture iswhen someone stands, sits, or lies down where the least strain is placed on the back.
According to the Cleveland Clinic correct posture is as follows:

The correct way to stand

1. Hold your head up straight with your chin in. Do not tilt your head forward, bac kward, or

sideways.

Make sure your ear lobes are in line with the middle of your shoulders.

Keep your shoulder blades back and your chest forward.

Keep your knees straight, but not locked.

Stretch the top of your head toward the ceiling.

Tighten your stomach, pulling it in and up when you are able. Do not tilt your pelvis forward or

backward. Keep your buttocks tucked in when you are able.

7. Point your feet in the same direction, with your weight balanced evenly on both feet. The arches of
your feet should be supported with low - heeled (but not flat) shoes.

8. Avoid standing in the same position for a long time.

9. If you need to stand for long periods, adjust the height of the work table to a comfortable level if
possible. Try to elevate one foot by resting it on astool or box. After several minutes, switch your
foot position.

10. While working in the kitchen, open the cabinet under the sink and rest one foot on the inside of
the cabinet. Change feet every five to 15 minutes.

ok whN

The correct way to sit

1  Sit up with your back straight and your shoulders back. Your buttocks should touch the back of
your chair.
9 Sit with a back support (such as a small, rolled-up towel or a lumbar roll) placed at the hollow of
your back.
Herebs how to find a good usingatbacksyppatosiimbarmlih when you
Sit at the end of your chair and slouch completely
Draw yourself up and accentuate the curve of your back as far as possible
Hold for a few seconds
Release the position slightly (about 10 degrees)
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The correctway tos tand up
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1. Distribute your body weight evenly on both hips.

2. Keep your hips and knees at 90 degree angle. Use a foot rest or stool if necessary. Your legs
should not be crossed and your feet should be flat on the floor.

3. Try to avoid sitting in the same positio n for more than 30 minutes.

4. At work, adjust your chair height and work station so you can sit up close to your work and tilt it
up at you. Rest your elbows and arms on your chair or desk, keeping your shoulders relaxed.

5. When sitting in a chair thatrollsand pi vots, donét twist at the
your whole body.

6. When standing up from the sitting position, move to the front of the seat of your chair. Stand up
by straightening your legs. Avoid bending forward at your waist. Immediately stretch your back
by doing 10 standing backbends.

ITIS OKTO ASSUME OTHER SITTING POSITIONS FOR SHORT PERIODSOF TIME, BUT MOST
OF YOUR SITTING TIME SHOULD BE SPENT AS CESCRIBED ABOVE SO THERE IS MINIMAL
STRESS ON YOUR BACKIF YOU HAVE BACK PAIN, SIT ASLITTLE AS POSSIBLE,AND ONLY
FOR SHORT PERIODS OFTIME (10 TO 15 MINUTES).

The correct driving position

1. Use a back support (lumbar roll) at the curve of your back. Your knees should be at the same level
as your hips.

2. Move the seat close to the steering wieel to support the curve of your back. The seat should be
close enough to allow your knees to bend and your feet to reach the pedals.

3. Always wear both the lap and shoulder safety belts. Place the lap belt under your abdomen, as low
on your hips as possibleand across your upper thighs. Never place the belt above your abdomen.
Place the shoulder belt between your breasts. Adjust the shoulder and lap belts as snug as
possible.

4. If your vehicle is equipped with an air bag, it is very important to wear your shou Ider and lap
belts. In addition, always sit back at least 10 inches away from the site where the air bag is stored.
On the driverds side, the air bag i mwegrantwantne d
should adjust the steering wheel so it is tilted toward the chest and away from the head and
abdomen.

The correct way to lift objects

1. If you must lift objects, do not try to lift objects that are awkward or are heavier than 20 pounds.

2. Before you lift an object, make sure you have firm footing.

3. To pick up an object that is lower than the level of your waist, keep your back straight and bend at
your knees and hips. Do not end forward at the waist with your knees straight.

4. Stand with a wide stance close to the object you are trying to pick up, and keepyour feet firmly on
the ground. Tighten your stomach muscles along with your pelvic floor muscles (Kegel) and lift
the object using your | eg muscles. Straighten
up to your body.

5. Stand completely upright without twisting. Always move your feet forward when lifting an object.

6. If you are lifting an object from a table, slide it to the edge of the table so you can hold it close to
your body. Bend your knees so you are close to the object. Use your legs toftithe object and come
to a standing position.

7. Avoid lifting heavy objects above waist level.

8. Hold packages close to your body with your arms bent. Keep your stomach muscles tight. Take

small steps and go slowly.
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9. To lower the object, place your feet as youdid to lift. Tighten your stomach muscles, and bend
your hips and knees.

Reaching objects overhead

1. Use a foot stool or chair to bring yourself up to the level of what you are reaching.
2. Getyour body as close as possible to the object you need to reach.

3. Make sure you have a good idea of how heavy the object is you are going to lift.
4. Use two hands to lift.

The best position for sleeping and lying down

1 The best lying or sleeping position might vary. No matter in what position you lie, place a pillow
under your head, but not your shoulders. The pillow should be a thickness that allows your head
to be in a normal position to avoid training your back. You might also want to put a pillow
between your legs for support.

1 Tryto sleep in a position that helps you maintain the curve in your back (such as on your side
with your knees slightly bent, with a pillow between your knees). Do not sleep on your side with
your knees drawn up to your chest. Avoid sleeping on your stomach.

1 Select a firm mattress and box spring setthat does not sag. If necessary, place a board under your
mattress. You can also place the mattress on the floor temporarily if necessary. If you have always
slept on a soft surface, it might be more painful to change to a hard surface. Try to do what is nost
comfortable for you.

1 Try using a back support (lumbar support) at night to make you more comfortable. A rolled sheet
or towel tied around your waist might be helpful.

1 When standing up from the lying position, turn on your side, draw up both knees towar ds your
chest and let your legs gently drop off the bed. Sit up by pushing yourself up with your hands.
Avoid bending forward at your waist.

EXERCISE DURING PREGNANCY

Regular exercise during pregnancy can benefit a mother in many ways. It can improve postire, increase
mood, and decrease some common discomforts such as backache, constipation, bloating, swelling, and
fatigue. Regular exercise is defined as mild to moderate exercise at least three times a week. Clients should
consult their care provider and m ake sure their plan of exercise is safe for them. Most women can

continue their level of exercise pre-pregnancy. If they were not active before pregnancy, preghancy is not
the time to start a new vigorous workout plan. Exercise improves postpartum recovery time and can help

a mother better cope with the physical demands of labor. According to the Cleveland Clinic safe exercises
include:

1 Swimming

91 Brisk walking

1 Indoor stationary cycling

1 Prenatal yoga

1 Low impact aerobics (taught by certified aerobics instructor)

1 Jogging (in moderation)

1 Exercises to avoid

1 Holding your breath during any activity

1 Activities during which falling is likely (such as skiing and horseback riding)
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1 Contact sports such as softball, football, basketball, and volleyball (to reduce your risk of injury)

1 Any exercise that might cause even mild abdominal trauma such as activities that include jarring
motions or rapid changes in direction

1 Activities that require extensive jumping, hopping, skipping, bouncing, or running

1 Deep knee bends, full st-ups, double leg raises, and straightleg toe touches

1 Bouncing while stretching (bounce stretching is unsafe for everyone)

1 Exercises that require lying on your back or right side for more than three minutes (especially
after your third month of pregnancy)

1 Waist-twisting movements while standing

1 Heavy exercise spurts followed by long periods of inactivity

1 Exercise in hot, humid weather (if at all possible)

1 Hot tubs, saunas, and steam rooms

1 Basic exercise guidelines

1 Wear loose-fitting, comfortable clothes, a s well as a good support bra

1 Choose shoes that are designed for your type of exercise. Proper shoes are your best protection
against injury

1 Exercise on a flat, level surface to prevent injury

1 Consume enough calories to meet the needs of your pregnancy (300nore calories per day than
before you were pregnant), as well as your exercise program

1 Finish eating at least one hour before exercising

1 Drink water before, during, and after your workout

9 After doing floor exercises, get up slowly and gradually to prevent dizziness

1 Never exercise to the point of exhaustion. If you cannot talk normally while exercising, you are
probably over exerting yourself, and you should slow down your activity

1 Do not exercise outdoor is the temperature is more than 80 degrees

1 Exercise should begin and end with proper stretching and warmup/cool down

9 Clients should stop exercising immediately and consult care provider if they:

1 Feel pain

1 Have abdominal, chest, or pelvic pain

1 Notice an absence of fetal movement

1 Feel faint, dizzy, nauseous, or lightheaded

1 Feel cold or clammy

1 Have vaginal bleedng

1 Have a sudden gush of fluid from the vagina or a trickle of fluid that leaks steadily (when your bag
of fiwatero breaks, also called rupture of the amnio

1 Notice anirregular or rapid heartbeat

1 Have sudden swelling in your ankles, hands, fae, or experience calf pain

1 Have increased shortness of breath

1 Have persistent contractions that continue after rest

1 Have difficulty walking

MUSCLE TONING EXERCISES

The following exercises can be done to strengthen the muscles of the vagina, abdomen, pelvifioor, back
and thighs. Strengthening these muscles could aid in the labor process.

1 Pelvic Tilt
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Tailor exercises
Deep squats
Bridge

Wall squat
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Seeing a pelvic floor specialist during pregnancy can aid in strengthening muscles for labor.
NUTRITION DURING P REGNANCY

A well-balanced diet is important during pregnancy. This includes appropriate portion amounts from all
food groups that maintain essential nutrients. Essential nutrients include; carbohydrates, fats, protein,
vitamins, minerals and water. Normal m aternal and fetal development depend on proper nutrition during
pregnancy.

Benefits to mother:

1 Resistance to infection

Stronger ability to repair bodily damage

Stronger uterus

Healthier placenta

Reduced risk of gestational diabetes

Prevention of diseasessuch as preeclampsia and neural tube defects like spina bifida
Less complications during pregnancy, labor, birth, and postpartum

Increase breastfeeding success
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Benefits to Baby

1 Proper brain development

Proper organ development

Supports proper weight gain

Reduced risk of long-term health complications
Help baby fight viruses and bacteria as a newborn
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FOOD GUIDELINES

There is no one set guide for diet during pregnancy. Just as there is not one set guide for nutrition when
not pregnant. Clients should seekadvice from their primary care provider or nutritionist if they have
guestions or concerns about their food intake during pregnancy and postpartum. The following are
common food guidelines available.

USDA Food Guidelines

The USDA has food guidelines that dange frequently. The newest version from 2015 puts a high
emphasis on healthy eating patterns that include choosing a variety of nutrient-dense foods from each
food group in recommended amounts, and limiting calories from sugars, saturated fats and reduce
sodium intake. It has replaced the older pyramid style of food chart and replaced it will a plate that
includes the five basic food groups; Grain, Fruits, Vegetables, Protein, and Dairy.

Food Categories and servings in the First Trimester Based on 2,200Calories a Day
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Food
Fruits
Vegetables
Grains
Protein
Dairy

Limit
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Servings Comments

2 cups Fresh, frozen, canned, or dried

3 cups Vary your veggies, variety of color

7 ounces Make half whole grain

6 ounces Vary protein sources

3 cups Move to low-fat or fat-free milk or yogurt
Sodium 2,300 mg 1 Added sugar 55 g

Saturated fat 24g

Food Categories and servings in the Second Trimester Based on 2,400 Calories a Day

Food
Fruits
Vegetables
Grains
Protein
Dairy

Limit

Servings Comments

2 cups Fresh, frozen, canned, or dried

3 cups Vary your veggies, variety of color

8 ounces Make half whole grain

6 % ounces Vary protein sources

3 cups Move to low-fat or fat-free milk or yogurt
Sodium 2,300 mg 1 Added sugar 60 g

Saturated fat 27g

Food Categories andservings in the Third Trimester Based on 2,600 Calories a Day

Food
Fruits
Vegetables
Grains
Protein

Dairy

Servings Comments

2 cups Fresh, frozen, canned, or dried

3 Y% cups Vary your veggies, variety of color

9 ounces Make half whole grain

6 Y2 ounces Vary protein sources

3 cups Move to low-fat or fat-free milk or yogurt
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Limit Sodium 2,300 mg 1
Saturated fat 299

Added sugar 65 g

USDA also has recommendations to help prevent contact with listeria, mercury, and toxoplama that

include:

1 Eat a variety of cooked seafood that contains little or no mercury (salmon, anchovies, herring,
sardines, pacific oysters, tuna, Atlantic and Pacific mackerel (not king mackerel) )

1 Do not eat uncooked fish or shellfish (clams, oysters, scallops,
1 No consumption of high mercury fish (shark, swordfish, tilefish, king mackerel, nova -style, lox,

kippered, smoked, raw sushi or jerky)
91 Limit albacore tune to 6 ounces per week

1 Eatfoods supplemented with DHA/EPA (such as omega 3 eggs) and prenatal vitamins

1 Do not eat: refrigerated pates or meat spreads, hot dogs and luncheon meats until steaming hot,
soft cheeses, raw unpasteurized milk or juice, unwashed fruits and vegetables, or raw spouts of

any kind

World Health Organization Recommendations

1 Counseling about healthy eating and physical activity

T Supplements of Foli
il
1 Caffeine intake of 300mg per day or lower
)l

Brewer Diet

c ac-60d

T g

400.

Oand

Does not recommend supplementation of Vitamin A, D, B6, B12, E, C, Calcium, Zinc,

Il ron

Increase in calories by 285kcals/day in pregnancy and 500kcal/day for lactating women

Based on nutrition research over the past 50 years with four basic components: 2600 calories,80-120
grams of protein, salt to taste, unrestricted weight gain. It recommends daily intake of

=

4 servings milk or milk pro ducts
Calcium replacements as needed

2 eggs

Protein combination 6 -8 servings

2 servings fresh, dark green vegetables
5 servings whole grains

2 servings Vitamin C rich foods

3 servings good fat/oil

1 Vitamin A rich food

Optional liver once a week

Unlimite d salt and other sodium choices
Unlimited Water intake

Optional supplements as needed

=4 =4 =4 -4 4 -4 -4 -4 -4 -4 -4 -4

Additional considerations:

1 Avoid processed and high sugar foods

1 Avoid tobacco smoke, drug use, and alcohol consumption

90
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1 Eat small meals every two hours
1 Vegetarian/Vegan pregnancies are possible, but moe care should be paid to ensureall essential
nutrients are part of a daily meal plan
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PROLONGED PREGNANCY

A woman is considered to have a prolonged pregnancy if she goes beyond 42 weelgestation. This occurs
only about 5-10% of pregnancies (myles). Studies suggest that there is a higher potential of complications
with mother and baby if pregnancy goes beyond 41 weeks (myles). Induction of labor by artificial means
may be used. These ardalked about later in the Labor Induction & Augmentation Section.

ONSET OF LABOR

\

The onset of labor is primarily determine by the baby
pituitary gland release CRH (Corticotrophin releasing hormone), ACTH (adre nal corticotrophin

hormone), and cortisol. Theses hormones along with others cause changes in the levels of estrogen,
progesterone, and prostaglandin in a womanoés body. Thi
receptive to rising levels oxytocin. Oxytocin is the hormone that causes contractions.

Prodromal Labor  vs Pre -term Labor

It is sometimes difficult for a new mother, or even a mother who has previously given birth, to determine

if they are in O6trued | abor re-faborattivity. Thesysckmoen asr e experi en
prodromal orWéfdisedultabert he us e PoolirontalHabor is moretikei f al s e 0

the body pract i cThesgtypt of contadtionsihelp entoardge the baby into a suitable
position, prepare muscles, ligaments, and pelvis or active labor.Prodromal labor may last for days or
weeks. Some women do not experience prodromal labor at all before the onset of labor.

Prodromal labor consists of contractions that may be painful and can be & regular intervals (5-10 minutes
apart). There is often a break in these types of contractions. Prodromal labor contractions do NOT:

1 Advance labor

1 Increase in intensity

1 Increase in frequency

I Cause dilation or effacement

Normal uterine activity may be felt as early as 20 weeksThis includes tightening, Braxton Hicks, and
cervical twinges. Pre-term labor is considered to be labor before 37 weeks gestation. If preterm labor is
suspected it is important to notify your care provider immediately. The follow is suggested to do (same as
Braxton Hicks relief) before requesting the mother to come to the hospital for further testing (fetal
monitoring, vaginal exam):

1 Drink water

Emptying the bladder

Change activity levels Sit down, elevate feet
Draw a warm bath or take a warm shower
Take a nap
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If the activity continues, increases in strength, frequency, or intensity at any time while doing the
suggested tasks seek immediate evaluation from care giver.
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SIGNS OF LABOR

For some labor may start suddenly while others experience prodromal labor for weeks before theygo into
6trued | abor. Signs of e mpementotperdomandpregnarey ty pregmarcg.t i cal |y
Some signs maynot be present until the onset of labor. Some

Common signs experienced include:

1 Lightening (Baby dropping lower into the pelvis)

1 Frequent Urination

Increase in uterine activity (period like cramps, tightening of pelvic region or lower back that
radiates outward)

Nausea, vomiting and diarrhea

Loss of mucus plug (@ thick, gooey dischage that acted as a barrier in the cervix opening)
Bloody Show (blood-tinged mucus expelled from the vagina)

Rupture of membranes

1 Contractions

=
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Contractions

Contraction is the term used to describe the literal contraction of the uterus muscles during labor . The
uterus is comprised of three layers: the inner lining (endometrium), the middle muscular layer
(myometrium; and the outer layer (perimetrium). The myometrium consists of large bundles of smooth
muscle fibers arranged in longitudinal, circular, and sp iral patterns. These fibers are interlaced with
connective tissue. These muscle fibers work together in an expulsive fashion during a contraction to expel
the fetus. Effective contractions are needed to cause change in the cervix and are typically the firssign
that labor has begun.

Early contractions feel like period cramps low in the pelvis. They sometimes radiate from the pelvis
wrapping around to the lower back or vice-a-versa. True labor contractions will come at regular intervals
and increase in length, intensity and interval as time passes.

FETAL LIE/PRESENTATI ON

During the early months baby has space to move in many different positions. In the last few weeks of
pregnancy the baby tends to be fixed in the position it will take during labor and birt h. The position of the
baby is important to the progress of labor. When the baby is head down with the back of their skull
(occipital bone) facing the mo t h epiné isis called being anterior. This is the most optimal direction for
birth as it allows the fetal skull to best fit through the pelvis. When the occipital bone is facing forward
and fetal spine is parallel to maternal spine it is called posterior. This is often more uncomfortable for the
mother with more pressure exerted on the maternal sacrum. The most common position is left occiput
anterior (LOA) which means baby is head down facing the maternal spine with their limbs to the left side.
Labor may become difficult if the baby is in a position unfavorable to birth such as transverse or breech. A
breech presentation is when the presenting part of the baby is the bottom or lower half of the baby. This
could include coming feet first as well.
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STAGES OF LABOR

Labor is broken down into three stages. The first stage is from the onset of labor until the cervix is dilated
to 10 cm. The first stage is broken down further into the latent or early labor phase, active labor, and
transition phase. The second stage of labor is the period of time after the cervix has completed dilating
until the birth of the b aby. The third stage is the delivery of the placenta.

FIRST STAGE OF LABOR

LATENT OR EARLY PHASE OF LABOR

The latent phase of labor is considered to be when changes occur in the cervix. This is the period of time
where the cervix becomes softer and shorter its positions shifts from central to anterior, with the
presence of contractions. This is known as effacement. The dilation of the cervix at this time can be up to
6 cm before a women is considered in active labor. Contractions in this phase are often mid and sporadic
spanning from 5 to as long as 20 minutes apart. Contractions become progressively stronger and more
frequent as this phase continues. This phase of labor can be several hours or several weeks long. It is
important to keep nourished with foo d and drink in this phase to maintain energy levels. Women tend to
be able to perform every day activities through most of the latent phase and areable to talk while
experiencing contractions. Any interventions/augmentations at this stage in labor could b e
counterproductive (Myles).
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Some women who have previously had a baby may efface and dilate without much discomfort weeks or
days before labor. It is not uncommon for a multiparous mother to dilate to 4 -5cm weeks before going
into a regular pattern of steady contractions.

Rupture of Membranes

While Hollywood would like us all to believe that the first sign of labor is a giant flood of amniotic fluid

only 10% of | abors begin with the rupture of membranes.
present with a medical provider it is important to note a few things. These can be remembered with the

word COAT.

Color: What color is the fluid? Is it clear or greenish?
Odor: Does the fluid have a strong or pungent smell?
A mount: How much fluid was expe lled?

Time: At what time did the membranes rupture?

If a client is unsure if her bag of waters has broken she may be encouraged to go to the hospital for a test
to determine if amniotic fluid is leaking. A birth center or homebirth provider may supply amn iotic fluid
tests to their clients to avoid a trip to the provider

ACTIVE LABOR PHASE

The active phase of | abor is defined as the period of 1
are regular and the cervix progressively dilates from 6 cm until transition occurs. The intensity and

regularity of contractions intensifies through this stage. This is when most women depart for their birth

destination.

TRANSITION PHASE

Transition is the phase of labor when the cervix is dilated between 810 cm and contractions are at their
shortest span between 23 minutes apart and longest duration 60 -90 seconds. This is usually the shortest
phase of labor.

It is common for women to reach a psychological road block upon reaching this period and if they have
not already request aid in pain relief. Some women may experience an increased state of irritability and
aggression while others may turn inward and become very still and quiet during contractions.

It may be possible to see what is known as the purpleline to determine dilation. The line appears as a
red/purplish line that begins from the anus to the top of the natal cleft between the bottom cheeks. When
the line reaches the top of the natal cleft a woman is most likely minutes away from the second stag of
birth while a line an inch below the natal cleft is indicative of a woman being in transition. A line not far
from the anus means that a woman is in early labor.

SECOND STAGE OF LABMR

This stage of labor is comprised of the cervix being fully dilated to 10 cm through the birth of the baby.
This stage may include a period of rest where the body remains fully dilated without the urge to push for a
short time. Not every woman experiences this rest period. The second stage of labor begins when the
woman is physically and emotionally ready to give birth. This is signaled from her body as the urge to bear
down.
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Contractions generally slow to 3-5 minutes apart giving a woman more time to rest between contractions.

Each contraction bring the baby further down the birth canal and slipping slightly backward at the end of

a contraction in a rocking motion. As the baby is descending into the birth canal and to the perineum a

burning sensation commonly referred to auwagettolpush ri ng of
ingentleselfgui ded spurts to minimize damage to the tissue al

Cardinal Movements

A woman goes through a lot of physical and emotional changes during labor but the baby is
simultaneously working hard to assist in birth as well. The baby goes through 7 deliberate motions in
order to pass through the maternal pelvis. These are known as the cardinal movements.

1. Engagement occurs when the babyds head enters the pelvi

2. Descent occurs when the baby moves deep into the pelvis (also known as lightening)

3. Flexion occurs during descent when the baby flexes its head so its chin touches its chest.

4. Internal Rotation occurs when the baby rotates at the pelvic inlet where is goes from a
sideways positontoonewh er e t hey are facing the maternal back
head is against the front of the pelvis. If baby rotates the opposite direction they are in what is
known as occipitoposterior (OP) position. This commonly results in back labor.

5. Extension occurs after internal rotation and the babyds
Extension is when the head, face and chin are born.

6. External Rotation occurs after the birth of the head. There is a slight pause while the baby
rotates sothey aresidewy s f aci ng mot herds thigh. This is so thi
arch. Shoulder dystocia may be identified now.
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7. Expulsion occurs after external rotation where the birth of the shoulders and remainder of the
baby is born.

Early Labor Active Labor Transition Second Stage Third Stage

3
£

™ SeCH
Lasts a few hours Averages 1-8 Averages 10-60 Averages 30 Averages 5-30
to a few days hours minutes minutes to 2 hours minutes
0-6 cm dilated 6-8cm dilated 8-10cm dilated  Dilation complete Birth of placenta
-Pushing
’ T
5-20+ minutes apart 3-5 minutes apart 2-3 minutes apart 3-5 minutes apart mild and sporadic

30-45 seconds long 45-60 seconds long 60-90 seconds long 60-90 seconds long

BETTERBIRTHBUSINESS.COM

Stations

During the labor process the fetus will descend into the pelvis and engage the cervix. The fetus is

sometimes previously engaged in the pelvis prior to the beginning of labor. As labor progresses so does

the fetal head through the pelvis. Stations are a measurement d this progress on a scale from-5 to +5

with O representing when the fetal skull is engaged in the pelvis at the ischial spine.-5 i s cal |l ed #Afl oa
and when the fetal head fills the vaginal opening fAcr o
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Decent of Baby

The decent of the baby through the birth canal to where the head is visible in the vaginal opening can take
a few minutes to as long as four hours. Every woman and every labor is different. On average women who
have had a previous vaginal birth progressthrough the pushing phase (second stage) more quickly than
women who have never given birth vaginally before, but is not always the case. The feeling of pressure
builds as labor progresses and baby descends. Women feel the instinctual urge to push or beadown. This
will usually be noted as she take a breath and bears down for five to six seconds at a time. The urge may
come three to four times over the peak of each contraction. Some women experience little urge to bear
down till just before crowning (when the head emerges from the vagina) and some women feel the urge to
bear down early in the second stage with increasing intensity as the baby descends.

Prior to the head being visible in the vagina much progress has taken place even if it was not seen. The

baby has rotated and had moulding with the cardinal movements. Only a small portion of the head will be

visible to start as the perineum begins to bulge, but gradually more and more head will become visible. As

the baby is making its way under the pubic bone a rocking movement takes place. This can be

discouraging for some women as they feel the downward progression during pushing only for the head to

slip back up slightly when the contraction ends. This is normal and allows the body to naturally stretch.

This is what is referred to as the firing of fireo as
stretching to accommodate the head.

Fetal Skull
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The fetal head is large compared to its body. It is also large compared to the mothef pelvis. Thisrequires
the skull to conform to the shape of the pelvis in order to pass through the birth canal. The bones in top of
the fetal skull, known as the vault, are thin, pliable and are not fully formed so they can change shape in
order to ease the exit of the fetal skull out of uterus via the vagina. The process is known as moulding.

Pushing

Pushing looks different for different women and at different times in the labor process. If a woman has

not had an epidural she will likely feel the urge to push and spontaneously begin to push as baby

descends. Many women explain a feeling of loss of control while their body pushes with or without their

help. Self-directed pushing occurs when a woman only pushes when feeling the urge to bear down often

accompanied by moaning, groaning, and grunting sounds. This type of pushing is less traumatic on the

mot herés body and easier for the baby. Other types of
pushing.

Laboring Down

Laboring down occurs when a mother does not feel the urge to push, but natural decent of the baby takes
place without the mother bearing down. This is also cal
focus on their breathing during contractions to cope with the feeling of decent.

Advantages

1 Mother has more autonomy over labor process

1 Less maternal fatigue

1 Decreased incidence of perineal trauma and never damage in knees and hips
1 Fewer fetal heart rate decelerations

1 Decrease in assisted delivery with forceps or vacuum extractor

Disadvantages

1 Increase in second stage length

Prolonged Pushing and Coached Pushing

Prolonged pushing results with pushesduring or not during contractions while holding the breath.
Sometimes this is done instinctually , but the majority of the time a provider is coaching to push this way.
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This can happen when an epidural is used. It can disrupt the urge to push as wdl as make it difficult for
the laboring person to feel where they should be pushing sincethey are numb from the waist down.
Sometimes assistance or coached pushings usedif it is their first vaginal birth and are unsure how to
push.

Disadvantages

Decreased oxygen for mother and baby

Decreased blood flow to mother and baby

Can cause fetal distress

Increase incidence of low APGAR scores

Increased maternal fatigue

Increased in assisted delivery with forceps and vacuum extractor
Increased need for resuscitation efforts

Poor initiation of breastfeeding
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THIRD STAGE OF LABOR

The third stage of labor is the delivery of the
placenta and membranes after the birth of the
baby. Contractions help separate the placenta
from the uterine wall. This can take anywhere
from 30 minutes to an hour. This process
occurs in the following order:

clot forms_

A
N ~‘\.‘ WY

1. Separation of the placenta (ab)

2. Descent of the placenta down the birth
canal and through the cervix (c)

3. Expulsion of the placenta completely
from the birth canal (d)

\

/i { \\\
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A

(b)

Figure (a) Placenta not separated at the beginning of third
stage. (b) Placenta begins separating and a blood clot forms
behind it. (c) Placenta descending through the cervix. (d)
Placenta completely expelled marks the end of third stage;
the uterus contracts powerfully.

(Source: WHO, 2008, MIDWIFERY EDUCATION
MANUAL: MANAGING POS TPARTUM
HAEMORRHAGE, Figures 1.5t0 1.7, pages 223)
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During the third stage of labor it is comm on for the mother to be shaky. It is not because she is cold. These

are called the | abor shakes and they are due to a rush
exertion of giving birth. A small gush of blood indicates placental separation fr om the uterus wall. It is

uncommon for a woman to not have assist in the expulsion of the placenta. Often times a small cough will

be sufficient to expel the placenta.

DELAYED CORD CLAMPING

Delayed cord clamping is a practice after birth when the umbilical cord is not clamped or cut until it has
stopped pulsing or until after the placenta is delivered. According to the World Health Organization
delayed umbilical cord clamping (not earlier than 1 min after birth) is recommended for improved
maternal and infant health and nutrition outcomes. They also went on to saythat late cord clamping
(performed approximately 1i 3 min after birth) is recommended for all births, while initiating
simultaneous essential neonatal care and early umbilical cord clamping (lessthan 1 min after birth) is not
recommended unless the neonate is asphyxiated and needsto be moved immediately for resusdtation.

PRECIPITOUS LABOR

Precipitous labor is defined as delivery of the baby within 3 hours of the onset of contractions. Sometimes
women are unaware of the first stage of labor because the contractions are not painful and their first
indication of labor can be the birth of the head of the baby. This occurs in approximately 2% of women
(Myles). These women are at an increased risk of facental abruption.

HORMONES IN LABOR AND BIRTH

During the labor and birth process a mixture of hormones flows through the laboring mother. These

include oxytocin, endor phins, and catechol amines. This
cocktdisl theltbodybés natural way of helping a mother cop
mixture of hormones to work best a mother needs to feel safe and have labor undisturbed.

Oxytocin

Oxytocin hormones causes contractions in labor. It increases through labor and peaks at the time of birth.
This peak facilitates immediate bonding with baby with the idea that mothers will fall immediately in love
with their new baby. This is also the hormone released during sexual pleasure. This hormone is also
releasedduring breastfeeding which helps the uterus go back to pre-pregnancy size as well as relax
mother during breastfeeding.

Beta -Endorphin

Beta-Endorphins are known as the feel good hormone because they effect the brain much like morphine

and heroine. Theseendorphins causes women to experience a euphoria during labor and birth. It causes

the womands brain to exchange feelings of pain or disc:
satisfaction.

Catecholamine

This hormone is a mixture of both adrenaline and noradrenaline which are associated with the fight or
fight response. The adrenaline can cause the woman to be on high alert. This can interfere with labor if a
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mother feels unsafe and cause labor to stop. Noadrenaline supports the laboring woman physicaly giving
her a surge of energy at the time of birth.

PAIN IN LABOR AND BIRTH

When we talk about pain during childbirth we are talking about the unpleasant physical sensations felt.

Pain is a natural part of childbirth. There are many other aspect of pain that we endure throughout our

lives that does not have the same societal o0feard aspe
mountain. Pain does not have to be on overwhelming factor in childbirth. Suffering occurs when a woman

becomes overvhelmed though suffering can occur without pain being present.

It should also be noted there are numerous women who do not report feeling like they were in pain or
suffering during childbirth. Some report feelings of intensity or ecstasy. Effective forms o f pain relieve are
not necessarily associated with greater satisfaction when women evaluate their experience Pairman, S.,
2006).

Potential Causes of Pain - Physical

Effacement and dilation of the cervix

Thinning of the lower uterine segment

Decreased blod flow to the uterine muscle

Pressure in the pelvis and pelvic organs from the baby and heavy uterus
Vaginal and perineal stretching during pushing and birth

Abnormal position of baby
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Potential Causes of Pain - Emotional

1 Increase stress or fear

Physical tension

Lack of support

Pressure of family/friends inconsistent with birth plan
Previous trauma
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Signs of Potential Suffering

1 Crying, screaming, intense moaning

1 Hyperventilation

1 Feelings of hopelessness or a sense that something bad is going to happen
1 Increased heart rate and/or blood pressure

Fear in the Childbearing Year

For many centuries childbirth has had a sense of fear and danger for both mother and baby. In the 1600-
1 7 0 w@men had al.5%risk of dying during childbirth and since many women had multipl e births that
meant the risk was around 4%. Approximately 2% of children died during childbirth and another 5% died
in the first week. Many cultures had rituals they would perform to protect mother and baby. This sense of
fear is still present in many ways though the popularity of hospital birth has stifled this fear a bit.

Childbirth is still a fearful and dangerous time for many women.

Many women still have fear surrounding the physical labor sensations, changing dynamics of
relationships, and fear about the health of the baby. A’ womanés perception of pain is
her environment. Fear and anxiety about the labor can hinder progress in labor and intensify sensations.
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For most women the labor process and birth is hard work. Most often wom en report painful sensations as
well as intensity during labor.

Panic Attacks

Sometimes a woman may experience panic attacks during pregnancy and labor. A panic attack is a sudden
feeling of acute and disabling anxiety. They can be a very frightening expeience to both mother and those
around her. Panic attacks may increase in frequency during pregnancy and labor or may occur during

labor without any prior experience with panic attacks.

Signs of a Panic Attack

1 Mother will be tense and mat have a fearful or startled look
1 Often an onset of shortness of breath and chest pain occur
1 The mother may be disoriented

How to Respond to a Panic Attack

1 Aloud sound such as a clapping of the hands may stop a panic attack

T I'f possible, change t hely-nisheismbed get heraup if possildenor i mme di a't
change position, if she is standing then help her sit down

1 Help her focus on the now (what time it is, where she is) and assure her that you are right there

with her

Work on breathing techniques to calm her breathing

Assure her she is not dying but she just had an adrenaline rush

Assure her that her heart rate and breathing will return to normal as soon as adrenaline

Help her identify signs that may signal a panic attack is about to occur and interrupt it th e

technigues she has identified as helpful
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PAIN THEORIES
Specificity Theory

This theory is known as the traditional pain theory and was first suggested in 1664. It holds that specific
pain receptors transmit signals to a "pain center" in the brain that pro duces the perception of pain. The
drawback to this theory is that is does not account for any psychological factors.

Gate Control Theory

This theory was suggested in 1965 and incorporated the influences of thoughts and emotions into pain
perception. This pain theory is based on the idea that the experiencing pain relies on very complicated
interactions between the central nervous system and the peripheral nervous system. When part of the
body is injured, pain signals are sent from the cells in the damaged « injured tissue through the
peripheral nerves to the brain. Pain is a multidimensional complex with numerous sensory, affective,
cognitive, and evaluative components. So according to this theory one can block a painful stimulus (close
the gate) and thereby reduce or prevent pain. This theory draws from the presence of two different types
of never fibers. The large nerve fibers transfer pressure, nondamaging heat and cold and send signals
quickly. The small nerve fibers transfer pain, light touch and extre me heat and cold and send signals more
slowly. The idea is to activate the long nerve fibers so they prevent the slower moving small nerve fibers
from sending pain signals.

Comfort measures based on this theory can be used at any time without practice andnclude ice packs,
warm cloths, pressure and the labor tub or shower. The drawback to these techniques is the tendency for
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the nerves to habituate (get used to) the sensation in about 15 to 20 minutes. When this happens, either
change the place you are woking on (move the ice pack) or choose a different activity to do for a while.

Neuromatrix Theory

This theory retains key elements of the gate theory but also includes additional inputs from the brain such
as memory, emotion, cultural factors, stress regulation, immune systems and past experiences.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. These neurosignature patterns may be triggered by
sensory inputs, but they may also be generated independently of them.This theory might explain why
some women describe the childbirth processes as one of the most painfulexperiences of their lives while
other women describe it as not being painful at all.

INPUTS TO BODY-SELF OUTPUTS TO BRAIN AREAS
NEUROMATRIX FROM: THAT PRODUCE:
BODY-SELF
COGNITIVE-RELATED BRAIN AREAS NEUROMATRIX PAIN PERCEPTION

Memories of past experience,
attention, meaning, and anxiety

Sensory, affective, and
cognitive dimensions

ACTION PROGRAMS
Involuntary and voluntary
action patterns

SENSORY SIGNALLING SYSTEMS
Cutaneous, visceral, and
musculoskeletal inputs

EMOTION-RELATED BRAIN AREAS
Limbic system and associated
homeostatic/stress mechanisms

STRESS-REGULATION PROGRAMS
Cortisol, noradrenalin, and
endorphin levels
Immune system activity

TIME TIME

Fear Tension Pain Cycle

According to the Fear Tension Pain theory of pain management, the fear (or stress)experienced during
labor causesthe body to react in ways that increase the pain. The originator of this theory, Dr. Dick -Read,
hypothesized labor was not inherently painful. He believed the pain in labor was largely due to the fear of
labor prevalent in the culture. He taught the birth canal could be obstructed by t his fear. As the labor
becomes dysfunctional, the pain increases and the mother's fear of what is happening increases and so
increases the tension she feels and increases the pain which then @jes back to increase her fear.

We know the stress hormones rekased by the body (catecholamine) can interfere with labor by decreasing
blood flow to the uterus and placenta, decreasing the uterine contractions, and decrease oxygen to the
baby. According to the Fear Tension Pain theory of childbirth, the pain of labor can be lessened by
stopping the cycle at any point.

To stop the cycle at the fear point, Dr. Dick-read recommend preparing for labor through education, birth
planning and mental/emotional work. The education should consist of what to realistically expect from
labor, including common variations of normal. It should also include ways to overcome the most common
challenges. If a woman is able to participate in a labor before the birth of her own child, it can help remove
much of her fear of the unknowns of labor. When this is not possible, video of normal birth can help the
mother prepare for what labor with actually be.
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The birth planning should include positive health measures such as nutrition and exercise to keep the
mother in the best condition possible . The expectant mother should also explore the options available to
her in labor at various birth places and with various caregivers. This will help the mother choose the

attendant and birth setting most comfortable for her.
FEAR TENSION

The mental and emotional work n ecessary to

overcome the fear of labor requires the mother and fight or flight

her partner to honestly confront the fears, hurts and mechanism,

other negative emotions that affect their relationship stress, anxiety .
and will affect the labor. Many mothers find it increase AR
difficult to say out loud the fears they hold in their pain/pain jaw, abdomen,
hearts such as, "What if I'm not a good mother?" perception pelvic floor,

"What if my partner leaves me?" "What if | need to legs

have a cesarean?" But for most, just speaking the
words to another person relieves much o the
pressure the fears cause.
increased
increase oxygen
lactic acid utlization and
fatigue

Avoiding tension in labor is generally accomplished
through a variety of relaxation techniques. Some,
such as the progressive relaxation, keep the mother's
mind relaxed and prevent fear. Others like massage
help to keep the mother's body tension free to avoid decreased
excessive pan and discomfort. Relaxation techniques oxygen to
must be practiced before labor to be effective during uterus
labor. PAIN

Non -Pharmacological Pain Relief and Comfort Measures

While every women experiences birth differently the majority of women describe discomfort and even
pain during labor and birth. The pain or discomfort can be managed without the use of pain medications
if:

The laboring mother desires a medication free birth

The laboring woman and her partner are familiar with the birthing process and coping techniques
The laboring woman has an adequate support team

The labor is of reasonable length
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There are a variety of pain relief methods that do not involved medication or intervention. Coping
methods will change throughout labor. A technique that was planned to be used may not feel right during
the actual labor and some activities that eased discomfort in early labor may not be as effective in active
labor. We will go into more depth on how a doula can help with the following coping measures in unit 11:
Doula skills. The following are non-pharmacological pain relief methods and comfort measures:

1 Sensory receptor disruption

Neuromatrix

Breathing techniques

Mental activity (affirmations, chanting, imagery)

Attention focusing (focal points, visualization, aromatherapy)
Hydrotherapy

=A =4 =4 -4 =4
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Hot and cold therapy

Touch (massage,acupressure)

Change in position and movement

Rebozo

Laboring down

Spontaneous pushing

Physical aids (counter pressure, double hip squeeze, knee press)
Sterile water injections (administered by care professional)
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EVIDENCE BASED PRACTICES IN LABOR AND BIRTH

Evidence based practices (EBP) is the conscientious use of current best evidence in making decisions
about patient care. Evidence based maternity care uses the best available research on the safety and
effectiveness of specific practices to help guide maternity care decisions and to facilitate optimal outcomes
in mothers and newborns. The following list is comprised of interventions that may be necessary, but are
currently overused in most cases and in those @ses are not evidence based.

Overused Interventions

1 Labor Induction

Epidural Analgesia

Cesarean Section

Continuous Electric Fetal Monitoring
Rupturing Membranes

Episiotomy

Limiting Food and Water during Labor
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Other Prenatal Care Practices with inadequate e vidence to support their use include
routine:

==

Iron supplementation

Ultrasound after twenty -four weeks

Fetal movement counting

Chlamydia screening

Hepatitis C screening

Toxoplasmosis screening

Bacterial vaginosis screening

Preterm labor screening

Ultrasound to estimate fetal size if baby is suspected to be large
Vaginal exam to asses gestational age, predict preterm birth, or estimate a tight passage during
birth

=A =4 =4 =4 4 -4 -4 -8 4

Underused Interventions

These are noninvasive forms of care with little to no known negative effects and low likelihood of serious
harms. These interventions are evidence based to provide beneficial outcomes. The list is not an
exhaustive one.

1 Midwives and Family Physicians
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Prenatal Multivitamins for Preventing Congenital Anomalies
Smoking CessationInterventions for Pregnant Women
Ginger for Nausea and Vomiting in Pregnhancy

External Version to Turn Breech Babies at End of Pregnancy
Continuous Labor Support

Delayed and Spontaneous Pushing

Non-supine Positions for Giving Birth

Delayed Cord Clamping in Full-term and Preterm Newborns
Early Skin-to-skin Contact
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Labor Rhythms

Evidence suggests that many factors directly affect progression of labor. Providers are often more
concerned with the physical progression of labor (dilation, effacement, station) rath er than ensuring

regular | abor patterns to ensure physical progression.
effectively addressed by holistic postural and positional options rather than first using more invasive and
potentially harmful means suchas A ROM or syntocinon augmentation. Il nci c

increase with the following factors:

9 Lack of continuity of care and continuous support by midwives

Inexperienced medical providers at the start of their rotation

Absence of expertise during summer holidays, weekends, night shifts, and bank holidays
Disagreements between midwife and obstetrician

Inadequate handovers because of fatigue or intimidation

=A =4 =4 =4
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While we have broken up the non-medical and medical sections of labor and birth we would like to note

that there is no wrong way or right way to have a baby. The goal birth providers is to first hold safety in

mind and then the notion of what the mother desires. If a woman wants a non-medicated birth it does not

make her superior or inferior to a women who desires and epidural birth or scheduled cesarean section. It

is part of the doulads job to provide evidence based
families so they may make an informed decision abaut their care.

While hospitals are more noted to perform medicalized births other birth settings are not free on
interventions. The midwifery model of care is based on the belief of limiting interventions whenever
possible sometimes it is still indicated. How and when are dependent on a number of factors:

1 Place of birth (routine procedures and regulations)
Mot herds condition
Babybés condition

Training and philosophy of caregiver

Preference of mother
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LABOR INDUCTION

There are many reasons why induction oflabor may be needed. Some reasons for induction are:

==

Prolonged Pregnancy

Hypertension (pre -eclampsia)
Diabetes

Prelabor Rupture of Membranes

Fetal Demise

Fetal Anomaly not Compatible with Life
Placenta Previa

Transverse or Breach Fetal Position
HIV Positi ve

Active Genital Herpes Outbreak

Cord Presentation or Cord Prolapse
Known Cephalo-Pelvic Disproportion (CPD)
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Induction based off of convince and not for a medical need is not supported by evidence. It is important to
know risks involved with elective ind uctions. A recent review (Grobman 2007) reported the following
increase in likelihood of the following to occur with elective induction:

1 Fetal monitoring

Epidural

Cesarean section in first-time mothers

Cesarean section when the cervix is not ready for labo
Assisted delivery (vacuum extraction or forceps)
Postpartum hemorrhage and transfusion

Longer intrapartum period and longer postpartum stay costs
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BISHOP SCORE
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For the purposes of induced labor a favorable cervix is recommended in order to have the highest chance

at a successful induction. The bishop score is an asse:
labor. Points are assigned to each category of the chart and then added. A score of less than 6 is

considered to be unfavorable for induction.

Bishop Scoring

Factor (Points) 0 1 2 3

Dilation (cm) Not Dilated lto2cm 3todcm 5to6cm
Effacement (%) 0-30% 40-50% 60-70% 80% or more
Station -3 -2 -1to 0 +1to +2
Consistency Firm Medium Soft

Position Posterior Midline Anterior

MEDICAL INDUCTION OF LABOR

Induction of labor usually begins with the cervical ripening process. This is a process to help soft the
cervix to make it more favorable for induction. Followed by synthetic oxytocin.

Prostaglandin E  , (PGE ») (Cervidil or Generically k nown as Dinoprostone)

Prostaglandins are a naturally occurring hormone in the female body that is known to relax and dilate the
cervix. Cervidils active ingredient is PGE,. Cervidil is used as avaginal suppository that is inserted into
the vagina to begin the ripening process prior to the use of oxytocin. Risks associated with the use of PGk
include uterine hyperstimulaation, placental abruption, fetal hypoxia, pulmonary or amniotic fluid
embolism, and uterine rupture . After insertion continuous EFM will occur. This process may take several
attempts and can take any where from a few hours to a few days because there is a wait time required
before reinsertion can take place.

Misoprostol (Cytotec)

Misoprostol (Cytotec) is a synthetic prostaglandin pill ta ken by mouth or placed near the cervix. The use
of this drug is still common though this drug is not FDA approved for induction of labor or to decrease
blood loss after delivery. This drug is not usedin the UK. Risks associated with the use of Cytotec intude
uterine rupture, uterine hyperstimulation, fetal distress, placental abruption, and fetal hypoxia. Women
with a prior cesarean section are at an increased risk of these affects. This drug is not a safe option for
labor induction.

Pitocin

Pitocin is a synthetic form of oxytocin. Oxytocin is the natural hormone produced during labor that causes
contractions. Pitocin is administered as an intravenously (1V). This drug is usually administered once the
cervix has become favorable. If administered before @rvical ripening process take place it is likely to be
unsuccessful at labor induction. It is commonly used for induction, labor augmentation and for the
prevention of postpartum hemorrhage.
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Contractions caused by Pitocin are often much stronger than the body would naturally produce. They are
often times more painful and lasting longer than naturally occurring contractions. An increase in the use
of pain medications are associated with the use of this drug. Prolonged use of Pitocin desensitizes a
mothers oxytocin receptors decreasing uterine contraction activities (Phaneuf, S.,2000).

POTENTIAL COMPLICATI ONS WITH INDUCTION

1 Interface with normal oxytocin receptors

1 Increase in Cesarean rate First time mothers have a greater than 40% chance of cesarean and
women who have had a previous vaginal birth increase their risk five-fold if the cervix is not ready
Uterine hyperstimulation

Continuous IV with continuous monitoring and restriction of movement

Sever fluid retention

Breastfeeding compilations

Increaseinmal-posi ti on of babyodés head

Increase in prolapsed cord
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NATURAL LABOR INDUCT ION

There are some more natural methods for attempting to induce labor that do not involve prescription
medications. Even natural labor induction methods are considered intervention and augmentation of
labor. It is important to note that labor induction processes should not be attempted before consulting a
provider and that no beneficial evidence is provided to induce labor prior to 40 weeks gestation unless
there is a medical need.

Acupressure

Acupressure is a traditional Chinese medical practice of using physical pressure applied to points that run
along the body6s -+aengypdth) tomrontsolyspetifee orgaq systedms of body parts. There
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are specific points on the body that are targeted the can potentially increase blood flow to the uterus,
influence hormonal responses, and stimulate uterine contractions.

Acupuncture . .
» —

Acupuncture is a traditional Chinese medical practice of =

putting very thin needles into the skin at certain points of - .

the body in order to influence the energy flow throughout :

certain body systems or the entire body. The process is
often called needling. When acupuncture is used to induce

l abor it stimulates a woman
prostaglandins that work to soften and ripen the cervix.

This in turn triggers the release of oxytocin which triggers

contractions. ,

Castor Qil -Spicy Food

Castor oil is a pale yellow oil derived from castor beans. It has laxative properties. Its use in labor

inducti ons that its causes the bowels to contract which in turn can cause the uterus to contract. Ingesting
castor oil causes diarrhea, stomach cramping, and nausea. This method is highly discouraged and is often
times only used as a last resort to naturally induce before 42 weeks gestation.

Eating spicy food has a similar result. Spicy food sometimes causes stomach and bowel irritation which in
turn could irritate the uterus causing contractions.

Evening Primrose Qil (EPO)

EPO is derived from the evening primrose plant. It contains compounds that may trigger the release of
prostaglandins in the body. You can find this oil over the counter in capsule form that can be taken orally
or inserted vaginally.

Nipple Stimulation

Nipple stimulation can promote the relea se of oxytocin which is the hormone that causes contractions.
This can be done manually or by a breast pump.A Cochrane Database review that included 719 women
at 37 weekspregnant or beyond found that nearly 40 percent of those who stimulated their nipple s for
one to three hours daily had their babies within three days, while only 6 percent of the control group gave
birth. N

Membrane Sweep

A membrane sweep is sometimes offered at the
end of a pregnhancy encourage the start of labor.
This procedure is relatively less invasive than other
methods and involves a vaginal exam where a care
provider places their fingers into the opening of
the cervix and proceed
lower part of the uterus. The goal of this procedure
is to separate the membranes of the amniotic from
the lower uterus in an attempt to cause a releases
prostaglandins. This is not an evidence based
practice.

Sex
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Semen contains prostaglandins which soften the cervix. If the woman has a strong orgasm it makes the

uterus contractand sends fl oods of oxytocin through the womanos
results on whether having sex contributes to labor induction in any significant manner, it is a safe and

natural way to attempt labor induction. It can also have the added benefit of having a few bonding an

intimate moments between the expecting couple before baby makes their arrival.

Walking

Regular exercise throughout pregnancy

Cohoshes

Black and blue cohosh have been used to induce labor for centuries. Black and Blue cohoshre herbs.

Blue cohosh has antispasmodic properties that are sometimes used to relieve menstrual cramps. This herb
stimulates uterine contractions and promotes blood flow to the pelvic region ( Duke, J. A. (2000). Black
cohosh is a member of the buttercup family. Black cohosh has estrogenic properties which contribute to
natural enlargement of the breasts and is helpful in induction of labor (Duke, J. A. (2000).

Neither of these herbs are recommended during pregnancy until after 40 weeks gestation. When useal in
conjunction these two herbs are most effective at inducing labor in a post term pregnancy though they will
not be effective if the cervix is not favourable. Theses herbs come in a tincture, capsule, or tea. Herbs
should not be used without the consent of the medical care provider.

Foley Catheters

A foley catheter balloon is used to mechanically \
dilate the cervix. A small rubber tubing is placed \
through the cervix and a balloon inside the

tubing is inflated just inside the inner edge of the
cervix. The balloon, given time and sometimes in
conjunction with small amounts of Pitocin,

gently opens the cervix. The balloon may come
out on its own, or be removed with gentle

traction. This process can take anywhere from a
few hours to 12 hours, depending uponthe
bodyb6s r es poimakcervicals we l
dilation and effacement. Sometimes women are
able to have the bulb placed and then return
home overnight and then return for delivery the
next morning.

LABOR AUGMENTATION

ARTIFICIAL RUPTURE OF MEMBRANES (AROM)

Artificial rupture of membranes a procedure where a medical provider breaks the bag of waters. AROM is
the process of rupturing the bag of waters (forewaters) with an amnihook/amniocot to release the fluid.
An amniohook looks like a long crochet hook with a sharp point at the end. An amniocot is more like a
disposable glove with a sharp point at the end of the index finger.
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Adva ntages and Disadvantages

The rupture of membranes is often used to induce labor when the cervix is favorable or when thereis an
attempt to speed up the process of labor.There is no evidence in support of AROM decreasing labor time,
increasing maternal satisfaction, or of improving newborn outcomes. Research has linked an increase in
cesarean rate, adverse effects on fetal dart rate, and increase incidence of umbilical cord prolapse and
compression with this procedure being performed (Smyth, Alldred, and Markham, 2007). Breaking the
bag of waters breaks the germ barrier and leaves mother and baby at an increased risk of infetion. Some
women indicate an intensifying of contractions when the fetal head is then compressed against the cervix
instead of the bag of waters. Decreasing the fluid cushion around an already malpositioned baby may
decrease the chance of correcting the by being able to reposition themselves.

ELECTRONIC FETAL MONITORING

Periodically during labor it is important to monitor the fetal heart rate in order to assess the well -being of
the baby. In the U.S. the predominate means of doing this is by electronicfetal monitoring (EFM). It is
common practice in most hospitals to do this. External and internal fetal monitoring can be done
continuously or intermittently during labor According to a study in 2006, 94% of women had EFM and of
those women 93% had continuous or nearly continuous monitoring during labor (Declercq et al. 2006).

External

External monitoring is done using a two sensors attached to a elastic bands that are placed on mothers

abdomen. One of the two sensors monitors that frequency and intensity of contractions while the other

monitors the babyds heart rate. These sensors are atta
and/or a digital recording of the data. Most hospitals are equipped with regular monitoring equipment

that leaves the mother tethered via cords and must stay in or close to the proximity of the bed. Some

hospitals are equipped with telemetry where the data is transmitted wirelessly and some locations even

have water proof telemetry units so a mother may be immersed in a tub or shower and still be monitored.
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Internal

I nternal monitoring is done by placing a sensor that i
This can only be done after a woman has progressed to at least 2 cm and whose bag of waters has

ruptured. A small tube the measures uterine contractions may also be placed in the uterus next to the

baby. Internal monitoring is more accurate than external monitoring.

Fetal scalp
electrode (FSE),
an internal fetal
heart monitor

Intrauterine
pressure catheter

(IUPC), an internal
contraction monitor

Advantages & Disadvantages of Fetal Monitoring

Fetal monitoring allows caregiversanincr eased abil ity to observe changes ir
indicate a problem. EFM may place unnecessary restrict
positions in labor. Being able to see a contraction coming on a monitor before it is felt can be discouraging
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for a mother. Continuous EFM does not reduce the likelihood of perinatal death but does increase the
likelihood of cesarean section of a vaginally assisted birth with vacuum extraction or forceps.

VAGINAL EXAMS

One of the most common augmentations and interventions in labor is a vaginal exam. Most hospitals have
a vaginal exam as part of their admittance policies. A vaginal exam determines the progress of the cervix
and positon of the fetal head. An accurate exam can only take placevith the mother on her back while the
medical provider inserts two fingers inside the vagina. Internal exams are often uncomfortable and can
cause cramping or bleeding.

Advantages and Disadvantages of Vaginal Exams

Vaginal exams can help determine normal progression of labor. Vaginal exams put women at higher risk
for infection especially if the membranes are no longer intact. A check can reassure a woman of her
progress or it can have a negative physiological effect if the progress is not what the woman hd
anticipated. A vaginal exam may cause the rupture of membranes.

IV ACCESS AND IVFLUIDS

It is common practice in many hospitals to administer an intravenous (IV) site for future use. This means
placing a catheter in a blood vein typically on the hand or lower arm. The purpose is to have immediate
access to administer medication or fluids in labor and birth. The practice is based on preventative action
to decrease risk of dehydration in labor and to save time in the event of an emergency. An IV is requied to
administer antibiotics to a GBS positive mother.

Advantages and Disadvantages

Many hospitals have polices that limit or prohibit any thing by mouth during labor. This includes fluids.
In this case, IV fluids keep mom hydrated. For those women who are vomiting in labor, it may also
provide a way to keep hydrated. On the opposite side, for those looking to retain freedom of movement
and IV means they are attached by tubing to a pole and lose uninhibited freedom of movement. Studies
have also showed a orrelation between excessive weight loss in the newborn and a delayed milk
production in the mother. This can cause problems with breastfeeding.

Alternatives

I f a routine IV is required from client 6ssislwheretah | ocat i «
catheter is placed in the vein, and then a drop of heparin is added to prevent blood clotting and then the

catheter is locked off. This gives providers access to

IV pole allowing for free dom of movement.

PAIN MEDICATIONS

It is important for families to have adequate information about pain medications with all risks and
benefits so they can make informed decisions about them. This should be done prior to labor and should
be noted in their birth plan if they have one. There are several different types of pain medications
including:

Analgesia: This type of drug reduces pain

Anesthesia: This type of drug causes a loss of sensation

Systemic: These type of drugs go into the blood stream and afect the entire body of the mother and also
affect the baby

Neuraxial : This type of drug only affects specific body parts that are supplied by specific nerves coming
from the spinal cord
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Neuraxial analgesic:  This type of drug is inserted near nerve roots in the spine to completely block
awareness of pain

Block: This is a type of drug that induces numbness

Local: This type of medication only affects specific areas of the body

General anesthesia:  This type of drug causes a complete loss of consciousness

SYSTEMIC DRUGS

Systemic drugs have a shortlifespan and only supply relief for one and a half to two hours. They circulate

through the motherés bloodstream and cross over to the
had time to wear off it can have serious effects on baby. There are three types of systemic drugs;

tranquilizers, sedatives, and narcotics. This includes:

Morphine

Sedatives/Barbiturates : pentobarbital (Nembutal), secobarbital (Seconal) , amobarbital (Amytal),
phenobarbital (Luminal)

Tr anquilizers : promethazine (Phenergan), promazine (Sparine), hydroxyzine (Vistaril), midazolam
(Versed), diazepam (Valium)

Narcotic Antagonist  ; naloxone (Narcan)

Narcotic Analgesia ; Meperidine (Demerol) , Phanol (Stadol), Nalbuphine (Nubain) , Fentanyl
(Sublimaze), Pentazocine (Talwin)

Inhalation Analgesia  : nitrous oxide gas and oxygen

Advantages

1 Fast acting

1 Dose can be repeated

1 Does not permanently limit mobility

1 Allows mother to rest, but she does not have complete loss of sensation

1 Medicationisrapidymet abol i zed in motherds body

Disadvantages

1 Requires IV access

1 Can have side effects for the mothers including drowsiness, dizzy spells, nausedhallucinations,
vomiting, sweating, shivering, low heart rate, confusion, low blood pressure, itching, amnesia,
nightmares, heart arrhythmias, pulmonary edema, increased perception of pain

Medi cation that enter motherds blood stream al so en
Increased risk of resuscitation

The mother may have less pain relief than anticipated

Mother must be monitored 20 -30 minutes after medication is given

Some drugs require continuous fetal monitoring after administration

Can cause lethargy in baby after birth

Can cause breastfeeding problems

Can cause difficulty with pushing efforts
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NEURAXIAL ANALGESIA AND ANESTHESIA (EPIDURAL AND SPINAL)

This type of pain medication is intended to relieve all pain sensations thus being able to most effectively
relieve feelings of pain in labor. Currently in the U.S. approximately 70% of women receive this type of
pain medication in a hospit al setting. Insertion of this type of pain medication requires a specifically
trained professional called an anesthesiologist. They are the most costly of all the pain medications. These

116



Module 8: Medical Labor and Birth

types of drugs do pass through to the baby and small quantitiesare $ i | | present in the baby
days of age. Both epidurals and spinals are injections into the lumbar spine with the spinal injection being

a few millimeters deeper into the dura (the membrane that surrounds the spinal cord and the spinal

nerves).

EPIDURAL

Common epidural drugs include Carbocaine, Marcaine, Xylocaine, Nesacaine, and Ropivacaine. These
drugs are also mixed with opioids or narcotics like fentanyl, morphine, or sufentanil. Epidurals are often
given for extended pain relief over a prolonged period of time. Effects are aloss of feeling from the waist
down rendering client unable to walk or stand.

Epidural Anesthesia

Spinal cord

Catheter.

Epidural needle

SPINAL

Spinals are the use of narcotics (fentanyl, morphine, or sufentanil) injected directly into the spine. They

take effect more quickly t han epi dural drugs and do not interfere w
Process

Each anesthesiologist has their own way administering this type of pain medication but the following is a
rough outline of the procedure:

1 Administration of IV fluids

Mother arches back while lying on her left side or while sitting

Antiseptic solution is wiped from waist to mid -back

A local anesthetic is given to numb area

Needle is placed appropriately for spinal or epidural

For a spinal an injection is given

For an epidural a catheter is placed in the space and left in place to continuously drip medication
Mother lies down for 30 minutes to ensure even distribution of medication

=A =4 =4 -4 -4 -8
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Advantages

1 Mother is more comfortable with adequate pain relief

1 Slow labors may be speed up

1 Allows mother to rest

1 Mother can avoid side effects of other pain relieving drugs
1 Can retain movement of legs (only if spinal)

Disadvantages/Risks

=

Decrease in mobility

Decreasedurge and ability to push

Increase risk of fever and infection

Possible allergicreaction

Increased risk of malpositioned baby

Increase risk of fetal distress, newborn septic workup, time in nursery
Tachycardia due to temperature rise in baby and a higher risk of hypoglycaemia
Increase risk of drop in maternal blood pressure

Retention of urine

Risk of spinal headache

Inadequate pain relief (up to 10%)

Increase risk of cesarean section (& time vaginal deliveries increase risk 2-3x)
Side effects nausea, vomiting, itching, shivering

Improper injection can result in seizure and loss of consciousness (0.12%)
Backache (19% may be present 12 years)

Trauma to blood vessels leading to hemorrhage

May slow labor

Increased need for further interventions (Pitocin, assisted delivery)

Increased second stage length

Risk of breastfeeding problems and attachment

Withholding of food and limits on drinking

Rare complications include residual numbness or weakness from nerve injury, delayed
respiratory depression, brain damage, and death.
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LOCAL ANESTHESIA

Local anesthesia is injected into specific area of the body to provide pain relief. The two commonly used
during labor and birth in the U.S. are the pudendal block and the perineal block. The pudendal block
effects the vaginal canal. The perineal block effects the perineum. This type of pain relief dees not require
an anesthesiologist since it is injected into the tissues of the specific area. The drugs given are similar to
those in an epidural including Carbocaine, Marcaine, Xylocaine, Nesacaine, and Ropivacaine, but require
a higher does and is not & effective. Since these types of medications go directly into the circulatory
system they tend to have a bigger effect on the fetus. The perineal block is often used for an episiotomy or
postpartum for perineal tear repairs. The most commonly used medication for perineal blocks are
lidocaine.

GENERAL ANALGESIA AND ANESTHESIA
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General analgesia causes a reduction in pain without a total loss of consciousness while general anesthesia
causes the client to lose consciousness for a period of time. These effectsan be as short as a few minutes
or as long as several hours. The medications are given as a gas that is inhaled or an injection into the
muscle. One of the biggest differences between the two is the concentration of the medication given. For
example, nitrous Oxide is selfadministered from the client and in the event she receives a high
concentration that causes her to begin to lose consciousness the mask falls away from her face allowing
her to regain consciousness. On the other hand those medications itended to be given in high
concentrations in order to cause the client to lose consciousness are administered by an anesthesiologist.
General anesthesia is not commonly used but may be indicated by:

1 An emergency cesarean section
1 Use when a hospital does na have round-the-clock reginal anesthesia services available
91 If an epidural or spinal is not possible

OPERATIVE BIRTHS

Other interventions such as epidurals have been known to increase risk of instrumental birth and
caesarean sectionMost interventions co me with their own set of risks and disadvantages or benefits. In
the event of an emergency operative births may be the only safe option for mother and baby.Some
indications that an assisted vaginal birth may be necessary include:

T Mal positiondof babyds hea
1 Fetal distress

1 Breech Baby

1 Maternal distress
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FORCEPS

Forceps are a metal tool used to assist in vaginal
deliveries. They are comprised of two long shafts
that are curved in natur
head. The forceps are then used mid or low caviy.
Mid cavity is when the [
the top of the pelvis and low cavity is when the
babybds head has r e8&anked
medically indicated reasons for forceps use

include:

1 Prolonged second stage of labor because of
maternal fatig ue or anesthesia have made the
mother unable to push effectively

1 The baby is large or poorly positioned

1 Decrease in uterine activity

1 Baby is in distress when low in the birth canal

Disadvantages

1 Usually require episiotomy and anesthesia

1 Bruisingofthebaby 6 s f ace or si
T Risk of serious injury
T Risk of injury to moth

VACUUM EXTRACTION

This is a type of vaginally assisted birth where a suction cup type
apparatus is attached to t hethehop T
applied during a contraction till crowing has taken place. This type of
assistance should not be used for more than 15 minutesMedically
indicated use of vacuum extraction include:

1 Prolonged second stage of labor because of maternal fatigue or
aneghesia have made the mother unable to push effectively

f Second stage of |l abor is prolc
slightly angled in the pelvis and mother need assistance ‘
91 There is last minute fetal distress

Disadvantages

1 Frequently causes fluid-fille d lump with bruising or abrasions to

the babyds head
f Possible serious injury to the bpabyos head
1 Increasein anxiety to both mother and partner
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EPISIOTOMY

An episiotomy is a cut made to enlarge the vaginal opening just before birth. It has been one of themost
common procures in the U.S. There is no current research that shows a benefit to routine use of
episiotomy. Purposes of episiotomy include:

1 Speed delivery by 510 minutes if baby appears to be in distress

Reduce

] pressur e
1 To enlarge a very tight vaginal opening
1

o n b edétyretoshashother

To allow an easier placement of forceps

Some of the risks associated with episiotomy include:

T Damage

t

(0]

mot heréds perineum

groblefns baby is pre
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Possible tears in addition to episiotomy
Pain and tenderness

Need for suturing

Possible prolonged healing

Bowel incontinence (leaking of gas or stool)
1 Pain with intercourse
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Avoiding an Episiotomy

1 Choose a supportive care provider

Maintain excellent nutrition and fluid intake

Exercises such as squatting

Have a care provider or yourself do gentle perineal massage when pushing

Use pushing positions that allow for adequate stretching of perineal muscles and tissue such as

squatting, side lying, legs supposed (no supine pushing positions)

1 During crowning, push gentlytoallow t he ti ssues to stretch t
shoulders

1 During crowning have a care provider or yourself provide gentle perineal support

=A =4 =4 =4

Episiotomy

Median incision Mediolateral incision
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CESAREAN SECTION ANDVBAC

A caesarean section, commonly referred to as a €Section, is a surgical procedure where a baby and
placenta are delivered through an incision made in the abdominal wall and uterus while the mother is
under anesthesia.

Reference to the use of cesarean section are dated back to ancient times across many different cultures
includi ng Greek, Hindu, Roman, Egyptian and European societies. Though there is mention of them in
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ancient times very little is known about the procedures they used. The birth rate in modern time by
caesarean section in the United States continues to rise.

1. The caesarean rate in 1965 was 5%

2. The caesarean rate in 2004 was 29.7%

3. The caesarean rate in 2018 was 3%

4. The current average rate of caesarean se@bn in the United States is 32% with some specific
hospitals ranking upwards of 63%.

Caesarean rates in other ind ustrialized countries (2013)

1. Netherlands i 15.6%
Swedeni 16.4%
Francei 20.8%

United Kingdom 1 23%
Spaini 25.2%
Canadai 26.3%

ok wN

States with the highest C  -section rates (2017)

1. Mississippi i 37.8%

Louisiana i 37.5%

Florida 7 37.2%

New Jerseyi 35.9%

Kentucky & West Virginia 1 35.2%

a M

Most common reasons for cesarean section (not always medically indicated):

=

Emergencies (cord prolapse, severe hemorrhage)

Past obstetric history

Uterine inertia

Interval pelvic floor or anal sphincter repair

Previous shoulder dystocia with significant injury to baby

Significant fetal disease likely to lead to poor tolerance of labor

Twins or higher multiple pregnancies

Breech presentation

Placenta Previa

Placenta abruption

Obstructing pelvic mass

Active primary herpes at onset of labor

Documented fetal distress

Maternal disease for which delay in delivery may compromise the safety of the mother
Abnormal position of baby that cannot be corrected

Previous cesarean section

Some women have been known to have an elective caesarean s#n for the following reasons
Desire for a specific due date(date of birth scheduled to prevent conflict with friends and family,
travel plans)

Beliefs of decrease risk of incontinence

Intolerance of late 3d trimester pregnancy discomforts
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1 Coercion from care providers

1 Desire to avoid any birth complications

91 Deep fear of labor pain and vaginal birth (toc ophobia)
1 Deep desire for feelings of control

According to the World Health Organization (WHO), caesarean sections are effective in saving maternal
and infant lives, but only when they are required for medically indicated reasons. A caesarean rate higher
than 10% are not associated with reductions in maternal and newborn mortality rates. Cesarean sections
performed without medical reasons carry risks that are not balanced by benefits compared to a vaginal
birth.

POTENTIAL ADVERSE OUTCOMES ASSOCIATED WITH CAESAREAN SECTIONBIRTH
Mother

=

Ongoing pelvic pain

Infection and need for antibiotics

Severe and long lastingpostoperative pain

Increased difficultly with self-care and care of baby and/or other children
Emergency hysterectomy

Increased risk of blood loss, blood clots and stroke

Injury from surgical procedure itself

Longer hospitalization

Twice as often re-hospitalization as with vaginal birth
Poor/traumati ¢ birth experience

Early unfavorable rejection to the baby

Psychological trauma -PTSD

Poor overall health and low self-esteem

Bowel obstruction

Negative reaction to anesthesia

Higher rate of future infertility

Death is 5-7 times more likely than with a vaginal birth

Ectopic pregnancy with future pregnancies

Increased problems with scar tissue or adhesions inside abdomen
Increased incidence of placenta previa, placenta accrete, and placenta abruption
Uterine rupture with future pregnancy

Increased cost
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Breastfeeding problems

Accidental cuts

Unintentional amputation or severe injury

Mild to severe respiratory distress due to prematurity
Increased incidence of asthma for infant as child and adult
Delayed bonding

=A =4 =4 A -4 A
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CESAREAN PROCEDURE

The following is an overview of how a cesarean section is performed, prior to surgery, and after:

Prior to surgery

During surgery

= =A =4 4 =4
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T Explanation of risks Transverse Caesarean Incision
1 Signing of consent forms

1 IV fluid administration

1 Insertion of urinary catheter

1 Sedatives may be given

Continuous vital monitor ing of mother
Anesthesia is administered usually as an
epidural or spinal

If an emergency general anesthesia is
used

Sterile drape is placed

Abdomen is washed with antiseptic
solution

Mother may be restrained on the table to
minimizing risk of interferenc e with
procedure

The partner is invited into the room at

this point and is allowed to sit or stand

at mothers head

Incision is made horizontally, low on the \
abdomen usually where the top of bikini
would rest (most common)

If an emergency a vertical incision may be made between the pubic bone and the naval

If a cautery is used an unusual smell may be present

Abdominal muscles are not usually cut but spread open

The uterus may or not be removed from the abdomen for inspection before incision into the uterus is
made

Amniotic fluid may be suctioned from the uterus and/or removal of blood clots. This may be an
unusual noise

During the procedure pain should not be felt but pressure and a tugging sensation may still be felt.
Baby is lifted out of the uterus

Cord is immediately cut

Depending on hospital procedures and client desires baby may be placed with partner or taken to the
nursery

A family friendly cesarean may be possible

Birth of the baby usually takes place within 5-7 minutes

If baby is healthy partner may take baby to mothers head for bonding

Placenta is removed from uterus

Repair begins with single or double layer of sutures

Placenta

Fetus

Uterus

Incision
(in Uterus)
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Bandage is placed over repair

Repair takes 30-45 minutes

Most women experience nausea and trembling while repair is taking place
Medications to aid these symptoms may make mother drowsy

Pitocin is placed in IV to keep uterus contracting

=A =4 =4 -4 A

After Surgery

1 Mother and baby are moved to a recovery room

A nurse remains with the family for 1-2 hours to observe baby

Breastfeeding may be intiated

Mothers vitals, tone of uterus, and lochia flow is checked often

Mother may experience shaking, pain, pressure, or itching at incision site

Mother may experience discomfort from catheter removal or gas trapped in the abdomen
Pain medications may be given to cope with pain
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FAMILY FRIENDLY/ FAM ILY CENTERED CESAREAN

A family centered cesarean is a new approach to the cesarean delivery that is mother and baby focused. It

is sometimes referred to as a fAnat urcardprovidessavagiagn . 0 Dep e
degrees of interaction can take place during cesarean. The deviation from normal surgical procedures

includes items like lowering the sterile drape and limiting separation of family in the immediate

postpartum. A family centered cesarean may include the following items:

1 Baby is treated as gently as possible from care providers once lifted out of uterus

After incision is made into uterus baby is lifted out by mother

Baby is placed skin to skin ord motheroés chest with
Cord is allowed to pulse for 30-90 seconds or until cord stops pulsing

Baby is allowed to nurse if desired

Mother and baby are not separated during repair
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VAGINAL BIRTH AFTER CAESAREAN SECTION (MBAC)

It is important to note that just because a woman has had a pervious caesarean section does not mean
they automatically will have a second one with the next baby. Mothers planning a VBAC should not have
their labors induced. Cytotec should not be used at any time with a VBAC. The American College of
Obstetricians and Gynecologists (ACOG), recommends that mothers who have had more than one
caesarean birth with a low transverse incision are candidates for VBAC.Studies indicate the benefits of
VBAC over a repeat cesarean. These benefits include:

1 Reeducation in postoperative complications
1 Shortened hospital stay

91 Ability to resume normal activity more quickly
1 Increase positive psychological benefits

AVOIDING A CESAREAN AND INCREASING CHANCES AT A VAGINAL BIRTH

There are a variety of actions that can be taken inorder to improve the chance of a vaginal birth. It should
be noted that it may not be possible to avoid a cesarean section in all cases. As noted above there are clear
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indications for the use of a cesarean delivery. Some actions that can be taking to impove chances of a
vaginal birth include:

|l
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Proper self-care during pregnancy (nutrition, exercise, avoidance of drugs, alcohol, and tobacco)
Prepare a birth plan

Avoid labor induction

Hire medical care provider whom supports and encourages vaginal birth and has low cesarean
rates

Take a childbirth preparations course not given by the hospital

Avoid being admitted into the hospital prior to active labor

Avoid medical interventions when able

Use non pharmalogical pain coping techniques rather than pain medicati ons

Use freedom of movement during labor

Use a doula

If a previous cesarean section has occurred they can also use the following:

f
f
f

Learn reason of previous cesarean section
Avoid medical providers and hospitals whom are not VBAC friendly
Use a doula who hasexperience with VBAC
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PROLONGED LABOR

Every labor and birth is different from woman to woman and birth to birth. Labor variations are patterns
outside of the typical labor but still within what is deemed as norma |. Labor complications on the other
hand are events in which medical interventions must take place to resolve the problem.

FAILURE TO PROGRESSAND PROLONGED LABOR

A progressing labor includes effective contractions leading to cervical change, cervical chages that lead to
progressive effacement and dilation of the cervix, rotation of the fetus, decent of the fetus through the

birth canal, the birth of the baby, and the expulsion of the placenta. For this process to have the best
chance a woman needs to ben a place where she feels safe, stresfree, in control, and has trust in those
tending her in labor. If any of these factors are impeded a woman may result in a slowing down of the
process or even some reversal of the process.

Historically and still in  many hospitals
in the nation many women are lumped

Friedman's Curve (1955) progresso 1t thelr birth

predetermined linear progression. This
is based on a theory published in 1955
by Dr. Friedman of Columbia
University. Friedmanplot t ed womends
labor on a graph and estimated the
average length of time it took for
women to dilate. This assessment is
not evidence-based, but is still widely
used as a reference for where women
should be in labor related to cervical
dilation and how long they have been
in labor.

A depiction of Friedmano6s curve
from Friedman, E. A. (1955) . P
a graphicostatistical anal ysis.
6(6): 567-589. and Friedman, E. A. (1956).

iLabor in multiparas; a graphic

analysis. o Obstef3.Gynecol 8(6):

PROLONGED LABOR (FIRST

STAGE)

A labor with progressing contractions

Dr. Friedman published a description of the average time it took lasting for more than twenty -four
laboring women to dilate each centimeter back in 1955. Although hours is considered a prolonged labor.
obsolete, this graph is still used by care providers today. A prolonged labor can lead to an

increase in stress, anxiety, fear, fdigue,
and an increased risk of infection. This can all lead to an increased likelihood of cesarean sectionlt
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Module 9: Birth Variations & Complications

should be noted that a prolonged latent phase of labor does not mean a prolonged labor for the remainder
of the labor. Labor may slow in the early stages, but progress normally after reaching active labor. A
prolonged latent phase may be caused by:

1 Proper cervical change may not have fully taken place (not fully softened, effaced)
1 Cervix may be scarred

1 Baby may be malpositioned

1 Emotional factors (stress, anxiety, tension)

PROLONGED ACTIVE PHASE

The active phase of labor is considered when avoman has reached 6 cm of dilation. Labor that slows or
stops at this time is known as a prolonged active phase. This can be the result of :

1 Inefficient uterin e contractions
Malposition of baby

Small pelvis

Movement restrictions

Full bladder

Emotional factors (stress, anxiety, tension)
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OCCIPUT POSTERIOR INLABOR

The occiput posterior position (OP) occurs when babyds
spine. This is a common occurrence with 25% of women starting labor with an OP baby. An OP position of

baby can prolong labor due to inefficiencies of dilation and decent. Baby has to rotate further to reach an

anterior position and the majority of babies whom start in an OP position turn anterior before birth. An

Baby in posterior
Uterus position

Placenta
Cervix

Umbilical |
cord I/
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OP position of baby is commonly associated with back p:
bones of the mother.

PROLONGED SECOND STAGE

Second stage of labor begins when the mothers fully dilated. A prolonged second stage can occur for all
the reasons noted for a prolonged active phase. A few rare problems that require medical intervention
include:

1 A pelvic inlet large enough for decent, but a pelvic outlet not large enough for birth
91  Short umbilical cord limiting decent
1 Shoulder dystocia

ABNORMAL PRESENTATION

While the majority of babyédés are well positioned for |
presentations. Only 4% of babies are in a presentation other than vertex(Breech, transverse, face, brow,

or compound presentation). If an abnormal presentation is present labor may be more difficult and a

vaginal delivery may or may not be possible.

FACE PRESENTATION

A facial presentation is when the foremost presenting part in labor is not the top of the head but rather the
face itself. It occurs when the head and neck are hyerextended with the fetal occiput touch the fetal upper
spine. This type of presentation only occurs in approximately 0.2% of live births. Those with mul tiple
gestation, fetal malformations, prematurity, and cephalopelvic disproportion are at a higher risk for facial
presentation.

BROW PRESENTATION

A brow presentation is similar to a facial presentation with the forehead of the baby being the foremost
presenting part in the birth canal. Brow presentations often correct themselves during the labor and birth
process. Sometimes a brow presentation can turn into a face presentation with further extension of the
head.

TRANSVERSE/SHOULDER PRESENTATION

In this pr esentation the fetus is lying horizontally across the birth canal. The fetal shoulder is the foremost
presenting part. A vaginal birth cannot take place in this situation. A cesarean must take place.

COMPOUND PRESENTATION

A compound presentation occurs when one of the limbs presents along with the fetus alongside the head.
This could include one or more hands, or one or more arms.
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Types of cephalic presentations. A, The occiput is the presenting part
because the head is flexed and the fetal chin is against the chest. The
largest anteroposterior (AP) diameter that presents B, Military (sinciput)
presentation. C, Brow presentation.D, Face presentation
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BREECH BABY

On occasion a baby presents buttocks or feet first. Breech presentation are more likely if:

91 Labor starts too soon (preterm labor)
1 Uterine abnormalities are present
1 Fetal birth defects are present

A breech baby is at a higher risk of injury and complications. The birth canal is opened by the buttocks
which may not create sufficient space to deliver the head. First time deliveries are at a high risk of injury
or complication since the vaginal tissues have never stretched before. Many hospitals have protocols that
will not allow for vaginal birth of a breech baby, and will result in a cesarean section.

Types of Breech

T Frank Breech. The babyés hip joints are flexed

T Compl ete Breech. Babyds hips and knee joints
1 Incomplete Breech. Occurs 25% of the time.
o Footling Br eech ndkhde pintbaaeleytehded dnione sr bath sides.
o Kneeling Breech. The babyés hip joints ar
sides.
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Frank Breech (65%)

Complete Breech (10%)

Incomplete Breech (25%)

Footling Breech

Kneeling Breech
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The baby’s hip joints are flexed and knee | The baby's hip and knee joints are

The baby's hip and knee joints ‘
joints are extended flexed

extended on one or both sides.

The baby’s hip joints are extended and knee
joints are flexed on one or both sides.

TURNING A BREECH BABY

If the breech is detected prior to birth some activities can be done to encourage gtimal fetal positioning.

Clients should seek advise from experts and look into resources for:

1 Spinning Babies

1 External Cephalic Version (ECV)
91 Chiropractic Care

1 Moxibustion

CORD PROLAPSE

A cord prolapse occurs when the foremost presenting part into the vagina is the
umbilical cord. This is a medical emergency and action from medical care
providers will need to be taken immediately. An emergency cesarean section will
need to be performed. This complication is rare but occurs more often in cases
where membranes suddenly rupture and baby is not engaged in the pelvis, birth
of a premature infant, birth of multiples, and in breech or transverse
presentations.

FETAL DISTRESS

DISTRESS IN LABOR

This is known as fetal compromise. Fetal compromise occurs when the tus
suffers a deprivation of oxygen as the result of an intrapartum event. Non-
reassuring heart tones can be heard for a variety of different reasons.

Types

1 Tachycardia- fetal heart rate above 160 bpm, which lasts over one minute (King et al., 2014).

1 Bradycardia- fetal heart rate below 110 bpm, which lasts over one minute
1 Late decelerations- slowing of the fetal heart rate of at least 15 bpm
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1 Variable decelerations- An abrupt decrease in fetal heart rate of at least 15 bpm lasting 15 seconds
that may or may not be associated with contractions

In the event fetal compromise has taken place medical providers will need to make decisions to deliver the
baby as soon as possible. If it is still in the early stages of labor an emergency cesarean will take place. #
mother is already in the second stage of labor medical providers may encourage the mother to push as
hard as she can to get the baby out as quickly as possible.

EXCESSIVE BLEEDING DURING LABOR

When bleeding occurs during labor the reason is often the pacenta. If the placenta is low lying or covering
the cervix it is call placenta previa. Placenta previa is often detected prior to labor during pregnancy
screening. Bleeding will come out of the vagina is placenta previa is present. Another serious conditon
that can occur is the early separation of the placenta from the uterus. This is called placenta abruption. It
is most commonly experienced with the uterus being firm between contractions and the mother being in
constant pain. Both events can be life threatening for both mother and baby. An emergent cesarean may
be needed.

MECONIUM ASPIRATION

Meconium aspiration occurs in utero and can occur long before labor begins. The fetus experiences a high

stress event where they release their first stool insidethe uterus. Further stress and oxygen deprivation

can causes the baby to have a gasping reflein the meconium filled amniotic fluid.

Lobular end

of irregular
shaped placenta

After this event the remainder of the pregnancy
may proceed normally and meconium aspiration
will only be detected at birth. If meconium was
aspirated it is known as meconium aspiration
syndrome (MAS). MAS is often not life -threatening
for the newborn, but can cause significant health
problems. If MAS goes untreated or it is severe it
can be fatal for the baby.

Fetal meconium
staining throughout
It is possible for meconium to be present at birth St
and the fetus to not have aspirated any of it.
Meconium presence will be noted by meconium S
staining. The amniotic fluid will be greenish or '
yell ow and the infantéos

nailbeds, and placenta may be $ained a green

color.
NUCHAL CORD

Nuchal cords are common and occur when the umbilical is wrapped around the neck of the fetus 360
degrees. A third of babies are born with a nuchal cord. It is often resolved by the care provider
unwrapping the cord immed iately postpartum. Most nuchal cords are not dangerous, even if they are
wrapped around the neck and body multiple times. A rare but serious complication of a nuchal cord is
compression of the nuchal cord during delivery. This results in decreased oxygen b the fetus which may
result in fetal distress followed by cesarean section.
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THIRD STAGE COMPLICATIONS

EXCESSIVE BLEEDING POSTPARTUM

It is normal to have bleeding immediately following birth and for a few weeks after delivery. Normally the
uterus contracts hard to stop blood flow from the wound left behind from the placenta. A woman can lose
up to 500 cc of blood (2 cups) and still be considered to have lost a normal amount of blood. Anything
above 500 cc is considered a postpartum hemorrhage. Postpatum hemorrhage is usually caused by one of
three main reasons:

1 Uterineatony-The uterus becomes boggy a
*Most common \

1 Lacerations to the cervix, vagina or perineum
Retained placenta fragments
1 Rarely, uterine rupture

=

Care providers dosely monitor any bleeding immediately postpartum. The
placenta is inspected to ensure all pieces are out of the uterus. If severe blood
loss takes place medications such as Pitocin and Misoprostol (Cytotec) are
given to attempt to slow and stop the bleeding. If retained placental fragments
are the cause of bleeding manual removal of the pieces may be necessary in Bimanual Compression
order for the uterus to be able to clamp down efficiently to stop the bleeding.

Bimanual compression may also be used if uterine atony is the reason for the bleeding.

MATERNAL SHOCK

Maternal shock is a complex syndrome involving a reduction in blood flow to the tissues with resulting
dysfunction of the organs and cells. Shock can be acute, but prompt treatment results in recovery, with
little det rimental effect on mother. Inadequate treatment or failure to initiate effective treatment can
result in detrimental conditions that can be fatal. +
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TYPES OF SHOCK

Vasovagal :Loss of consciousness from anterior dilation or slowing of the heart, usually brou ght on from
sudden exposure to unpleasant events (King et al., 2014).

Hypovolemic _: An emergency condition here the heart is unable to pump enough blood through the body
due to blood loss. This can cause the organs to shut down (King et al., 2014).

SIGNS OF SHOCK

Vasovagal

1 Reports feeling light headed
Reports ringing in ears

Nauseous

Reports seeing spots or tunnel vison
Skin looks flushed then pale
Slowing of pulse

Decreased blood pressure

=A =4 =4 -4 -4 -4

Hypovolemic

Reports general weakness

Reports feeling sweaty

Anxious or agitated

Reports feeling light headed

Pallor

Rapid breathing

Rapid pulse, usually weak and thread
Low blood pressure

Low body pressure

Blood loss

==
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PHYSIOLOGY OF THE PLACENTA

Placenta at Term

A normal term placenta will be flat , round/disc like shape approximately 20 -22cm in diameter with a

thickness of 2.0-2 . 5 ¢ m. l'ts weight approxi mately FoaseeDsi xth of th
Cooper, M. A., & Myles, M. F., 2003). The maternal side known as Duncan, will be a dark red color with

about 20 lobes. The fetal side known as Shultz, will be a shiny white appearance because it is covered in

amnion. The umbilical vein and arteries are clearly visible and normally radiate out from the center of the

placenta.

Every placenta isdifferent and unique. The placenta will never attach itself to the same place in the uterus
S0 women with subsequent pregnancies sometimes have placentas that are atypically shaped. This does
not mean they are not normal or did not function properly.

Func tions of the Placenta

The placenta performs a few key roles for the developing fetus.

Storage: The placenta stores sugar, iron and fatsoluble vitamins.

Endocrine: The placenta produces estrogen and progesterone as well as other balancing hormones
during pregnancy.

R espiration:  Within the placenta a gaseous exchange occurs to facilitate a transport of gases from

mot her to baby. The fetusés blood is |l ow in oxygen so |
it absorbs oxygen and is then returned back to the fetus.

Protection: The placenta acts as a filtration system to limit infection. There are still many viruses and

some diseases that can still pass through the placental barrier. These include but are not limited to HIV,
hepatitis, Parvo, CMV, rubella, malaria, toxoplasm osis, and Zika. Some drugs and medicines also are not
filtered through the placenta and may have effects on the fetus. Some drugs and medicines may have little
effect, some may be beneficial like antibiotics, while others are dangerous and can cause malformation
such as alcohol and cigarettes.

Excretion: The fetus excretes carbon dioxide and bilirubin is excreted as red blood cells.

N utrition:  The placenta nourishes the fetus while it develops. Amino acids, calcium, iron, vitamins,
minerals, and water are transferred from the mothers blood supply to the fetus through the placenta.

Transfer of Substances : The placenta transports substances to and from mother to baby. This

includes diffusion of gases, lipid soluble substances, wder soluble substances, glucose, iron, calcium, and
phosphorus.
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PLACENTAL CIRCULATION

The placenta is unique in the way it circulates blood from mother to fetus. It has two separate circulatory
systems for blood; one for the mother and one for the fetus. An exchange of oxygen and nutrients take
place. The oxygenated maternal blood pushes the deoxygenated fetal blood back into the maternal
circulation .

Natural “—-}
killer cell

Chorionic villi

Uterine lining:

Maternal vein

Maternal artery

THE MEMBRANES

There are two distinct layers in the placental membranes, amniotic sac. The inner layeris known as the
amnion. It is tough smooth and translucent. It holds the amniotic fluid. The outer layer known as the
chorion. It is rough, thick, fibrous, and opaque. It plays a role in production of enzymes for reducing
hormones that stimulate uterine ac tivity.

AMNIOTIC FLUID

Amniotic fluid is a clear/yellowish liquid that surrounds the fetus in the amniotic sac. The fluid is alkaline
which is how it can be tested for using PH paper. The fetus swallows the fluid and excretes it via urine.

The amniotic sac fills with fluid to allow space for the fetus to grow. It acts as a cushion to protect the fetus
from injury. I't maintains the fetusd temperature
the amniotic fluid protects the placenta and umbilica | cord from contractions, aids in effacement of the
cervix, and dilatation of the uterus as long as the sac stays intact. Amniotic fluid is made up of mostly

water (99%) and the other parts (1%) contain dissolved food substances and waste productsThe amount

of amniotic fluid varies through pregnancy from around 20 ml at 10 weeks and 500 ml at full term.
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UMBILICAL CORD

The umbilical cord is a duct that forms between the amniotic
sac and the yolk during the 5 week of pregnancy. It runs
from the fetal side of the placenta to the fetus. Its sole
purposes are to transport oxygen and nutrients to the fetus
and remove wastes produced by the fetus. The umbilical cord
is made up of two arteries and one vein that is protected by
what i s known a sThe\Wrddiameteni® s J e
around 1-2 cm and can vary in length but anything shorter

than 40 cm is considered too short. There are no nerves in the
cord.

Placenta

PLACENTA AND CORD VARIATIONS

Umbilical
arteries

Wharton's

There are many placenta and cord variations, although jelly

someti mes nmaleidt fevdnd@rWe use
because they the word abnormality indicates a negative.

Pl acentas may al so have Airre
stars or have one flat edge.

Every placenta is different and unique. The placenta will never attach itself to the same place in the uterus
so women with subsequent pregnancies sometimes have placentas that are atypically shaped. This does
not mean they are not normal or do not function properly.

The following are variations of a placenta and cord that fall within the normal category:

Placenta biparitia or bilobata: Multiple placentas with one fetus. Placenta is separated into lobes.
Division is incomplete and the vessels of fetal origin extend from one lobe to the other before uniting to
form the umbi lical cords

Succenturiate Lobes: A small extra lobe is present from the main placenta. It is connect through blood
vessels that run through the membrane. Only occurring in approximately 5% of pregnancies.

Marginal or battle dore attachment: The umbilical cord is attached to the margin of the placenta

Velamentous attachment of the umbilical cord: The cord is attached to the amniotic membrane
some distance from the edge of the placenta. This causes the umbilical vessels to extend across the
membranes in order to reach the placenta.

Vasa Preavia: Fetal blood vessels cross or run near the opening of the uterus.

Circumvallate placenta : An opaque ring can be seen on the fetal surface where the fetal membrane has
doubled back on itself.
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HISTORY OF PLACENTAREMEDIES

PLACENTA PRACTICES

Placental encapsulation has become increasingly popular. It involves the process of dehydrating, grinding,
and placing the placenta in a capsule. After the process is finished the placenta looks much like a
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multivitamin. This pr ocess is a centuries old tradition from China. Women then take the placenta pill to
help aid in the postpartum healing process. Other practices include raw consumption, cooking the
placenta in a meal, and making smoothies out of the placenta.

The placentacontains hormones from the pregnancy that stop being produced once the baby was born. By
consuming the placenta pills the hormone levels within the woman are more easily tapered rather than a
steep cessation of hormone production. Recommended dosage is tw pills three times a day, but can be
increased or decreased as needed. There have been no known safety risks associated with placental
consumption. Thesepractices are still highly controversial.

Benefits

Increased release of oxytocin which helps involution and
encourages bonding with baby

1 Increase in milk supply

Increase in energy

Increase in stress reducing hormones

Decrease in postpartum mood disorders

Decrease in lochia

Decrease in iron deficiency by restoration of iron level in
blood

1 Decrease in sle@ disorders including insomnia

=A =4 =4 -4 A

Some hospitals haveregulations about removing the placenta
from the hospital premises within a set amount of time after birth . If a client wishes to have their placenta
encapsulated they should discuss this with their care providers to ensure it does not get thrown away.

TRANSPORTATION OF PLACENTA

Placentas will need to be refrigerated before and after encapsulation much like any other piece of meat.
This process is not yet regulated by the state and those performing the pocess may or may not have had
specific training to it. Placenta encapsulation should always be performed by someone who has had
training and will be following all safety precautions, and food health safety.

Occasionally a hospital will provide a container and ice to transport a placenta. Some encapsulators use
branded coolers for transport. If the placenta will be processed within a day of birth it can be refrigerated.
If the placenta will not be processed for more than a day it should be put into the frozen.

Other Placenta ltems

Placenta Tincture
Placenta Rints
Placenta Jewelry
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IMMEDIATE POSTPARTUM

Immediately following the birth of the baby many transitions are taking place at once. The immediate

postpartum period will look different depending on a variety of factors including; parents desires, hospital

polices, type of birth, and if any complications occurred during delivery. For most families the baby is

placed skin to skin on the mot medrThescordihleftdotpulsenrautgent | vy

based on familyds desires or care providers decision.

and be immediately bonding with the baby establishing bonds that will last a lifetime. This is usually a
time of great joy and happiness for families as they meet their baby for the first time. Some mothers may
feel disappointment or sadness if the birth was not as they desired it to be or did not feel supported during
labor or birth.

After the birth of the placenta, which can take as little as a few minutes or sometimes closer to an hour,

d i

care providers check vitals on mother and baby. Freque

with assessments of bleeding.

An inspection of the vagina will take place to see if there is a need for stiches. If an episiotomy was
performed stiches will be needed. If stiches are needed they begin promptly. The mother is given a local
anesthetic.

If a cesarean has occurred the mother may be taken to a recover room or her laboroom until anesthesia
has worn off. She may feel tired or groggy. A nurse will stay with her until this time. Baby can stay with
the partner during this period in the room with mother if the baby has no complications or can be taken to
the nursery.

Clients with healthy newborns will stay in the hospital for recovery anywhere from 12-72 hours depending

on clientés desires and type of birth. Most hospitals

there were no complications and a required stay of48-72 hours for a cesarean birth. During this time is it
most common to have the newborn Aroom indo (stay in t

Tremors

Tremors of the legs and lower body immediately postpartum are very common. They are due to significant
physical exertion of birth and hormone fluctuations. Placing warm blankets may aid in comfort, but the
tremors subside on their own. Some mistake the tremors for shaking because of feeling cold. The harder
one tries to resist the tremors the more difficult t hey can become. Reassure your client the tremors are
normal and they will go away. Increase in fluids and protein can increase blood sugar and may decrease
the tremors, and help energy levels.

A NOTE ON ROUTINE SUCTIONING OF THE NEWB ORN

Routine suctioning of the newborn is not evidence-based. The use of a rubber bulb syringe can cause
damage and injury to the newborn. Suctioning is sometimes necessary and is one of the first steps of
neonatal resuscitation if the newborn does not breathe on its own or has difficulty breathing. Some
alternatives for clients to consider and should be discussed prior to birth include clients asking for care
providers to hold off on suctioning to see if it is needed and in the event that suctioning is indicated gentle
suction methods such as a deelee can be used.
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COMMON NEWBORN PROCEDURES

Common newborn procedures vary from state to state and hospital to hospital. The most common include
eye medication, vitamin K injection, hepatitis B injection, and a full new born exam. These will be covered
more in depth in Unit Nine: Newborn Care.

EARLY POSTPARTUM AND BEYOND

The postpartum period is an extremely important for mother and baby. It is considered the fourth
trimester of pregnancy where women continue to experience changes bothmentally and physically.

PHYSICAL CHANGES

The six weeks (sometimes longer) immediate following the birth are a time where the mother will recover
physically from pregnancy and birth. Many factors contribute to the speed at which a mother physically
recovers. These factors can include:

]

Health and wellbeing pre-pregnancy
Previous experiences with pregnancy
Complications during pregnancy, labor, and/or birth
Support systems at home

Prolonged bed rest

Cesarean or vaginal delivery
Separation from baby

Early initiation of breastfeeding

Ability to sleep

Time before return to employment
Other young children in the household
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INVOLUTION

The process of the uterus returning to its pre-pregnancy size
is called involution. This process usually takes 5 to 6 weeks  Uterus displaced

Fundal height
after delivery. Immediate postpartum contractions works to by full bladder

help stop bleeding and return the uterus to its smaller size. At delivery
At this time the uterus i imately the size of Dey 1

s time the uterus is approximately the size of a Day 2
grapefruit, weighing 2 -3 Ibs and the top can be found near Day 3
the navel. Immediately postpartum the firmness of the Day 4
uterus will be assessed by care providers. Gentle massage X :82’/2
and pressure will be applied to the top of the fundus. This is - Day 7
often uncomfortable for the mother. As the postpartum 8:;8

recovery period continues the uterus continues to shrink in
size. After a week the uterus usually has decrease in size to
about 1-1 ¥ pounds and by two weeks postpartum the uterus
has usually settled within the pelvis weighing %2 pound. By
week five or six the uterus tends to be back to prepregnancy
size weiching only 2-3 ounces and being the size of a fist.

LOCHIA
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During the involution process,b|l oody di scharge known as Al ochiado is exrg

The first few days postpartum the flow is red and heavy much like that of a heavy menstrual flow. This
bleeding is part of the healing process.It is common to pass clots during this time. Anything under the
size of a clementine is considered normal.

The initial discharge is called lochia rubra and typically lasts from birth to day 4 postpartum. Lochia
serosais pinkish brown in color and the ratio of blood to discharge changes from more blood to more
discharge. This typically lasts from day 4 to day 10 postpartum. Lochia alba is a yellow/white discharge
with some blood that can last up to six weeks postpartum.

The flow of lochia may change depending on the amount of activity a mother engages in. It is common to
see a change from diminishing flow to an increase flow or a change in color from brownish to bright pink
if the mother has overexerted herself. It is important for in the postpartum period to rest and recover.

If any of the following symptoms appear a clients should contact their care provider immediately as they
can be a sign of something serious such as infection or reopening of tears/indsions:

1 Passage of blood clot larger than a clementine followed by heavy bleeding
Bleeding that soaks through a sanitary pad in one hour or less

Foul smelling or pus-like discharge

Vaginal soreness or itching unrelated to typical healing

Increased pain at site of episiotomy

Sudden onset of new pain (abdominal tenderness)

Burning or tenderness near perineal stiches while urinating

= =4 =4 -4 -4 -4

WEIGHT & FLUID VOLUM E

Wei ght gained during pregnancy wi | not be | ost I mmedi
smaller, but still look several months pregnant. It will be a drastic change for the mother to have an

abdomen that is no longer firm with a baby inside, but squishier to the touch and often a bit sagging. This

can create some emotional feelings for a mother,especially one who has had any weight struggles in life or

during the pregnancy. Some mothers may experience swelling of the body due to IV fluids or medications

from the birth. Extra fluid from pregnancy will be lost by increased urination and heavy persp iration at

night. Some women lose up to five pounds of excess fluid weight during the first week postpartum. The

mot herds bl ood volume will decrease dramatically over

AFTERPAINS

Uncomfortable contractions of th e uterus after birth are known as afterpains. These afterpains usually
begin shortly after birth and continue for two to three days postpartum. These pains are common during
breastfeeding due to the release of oxytocin. Afterpains are more common in womenwho have had a
previous birth and are often more severe with every subsequent child.

BOWEL AND BLADDER

Bowel and bladder function should return to normal though some experience slight discomfort or
constipation. It may be difficult at first to urinate aft er birth due to swelling or soreness from the birth or
a catheter. Lax abdominal muscles may contribute to difficulty urinating and constipation. Some women
experience fear or anxiety for their first bowel movement after birth. Bowel movements may be
uncomfortable depending on the amount of trauma to the area or if constipation occurs.
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Other factors that contribute to constipation is improper hydration, some types of medications like
narcotics, iron supplements, or hemorrhoids. If clients are unable to hav e a bowel movement or urinate
they should contact their care provider immediately. Sometimes catheters, enemas, or laxatives are
needed. See section on constipation under common pregnancy discomforts for a list of ways to help
improve or prevent constipati on.

PERINEUM

Women will experience varying degrees of soreness or discomfort following birth especially if any of the
following occurred; episiotomy, stiches, tearing, or bruising. Healing of the tissues can take up to 4-6
weeks though some women experénce discomfort for a longer period of time. If stiches were used most
dissolve in 2-4 weeks. The following are tips to help care for the perineum to promote healing and prevent
infection:

]

Use a peri bottle to rinse while urinating and after - just warm water or a mix of postpartum herbs
Pat dry with toilet paper, avoid wiping

Do not use tampons before your six week postpartum visit

Use a sitz bath

Take frequent warm baths

Avoid unnecessary activity for the first 72 hours after birth

Avoid stairs for the fir st 72 hours and limit stair use for the following week

Try to get as much rest as possible for the first two weeks after birth

Lying down decreases pressure that gravity causes from sitting or standing
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HORMONE CHANGES

Immediately following birth a series of drastic hormonal changes take place. First surge of oxytocin rushes
through the body of the mother after a vaginal birth. If an operative birth or a complication occurs this

may not take place. With the delivery of the placenta estrogen and progesterore level plummet and

remain low. Breastfeeding causes an increase in prolactin and oxytocin.

EMOTIONAL CHANGES

It is normal for a new mother to experience a wide range of emotional changes. Many of these changes are
a result in the sudden fluctuation of ho rmones in the body. Adapting to the new demands of a newborn
are difficult. Normal emotional changes during the postpartum period:

1 Immediately following birth, the woman might experience relief. The woman might convey a cool
detachment from event, especialy if labor was long, complicated and difficult.

1 Contradictory and conflicting feelings ranging from satisfaction, joy, and elation to exhaustion,
helplessness, discontent and disappointment as the early weeks seem to be dominated by the
novelty and unpredictability of new baby.

1 Afeeling of closeness to partner or baby; equally the woman may feel disinterested in the baby.

1 Early skin-to-skin contact and breastfeeding will help nurture the early stages of relationship
building between mother and baby.

1 Fearof the unknown and sudden realization of overwhelming responsibility

1 Exhaustion and increased emotionality

1 Pain (e.g. perineal, in nipples)

1 Increased vulnerability, indecisiveness (e.g. in feeding), loss of libido, disturbed sleep and anxiety.
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BABY BLUES

Mood changes are common in the early days of postpartum. Amilddepr e s si on known as the #fb
is experience by 5080% of women (Myles). This usually manifests between 3-5 days postpartum and may

last up to a week or more, but it rarely lasts for mor e than 48 hours. If symptoms last longer or are severe

it may indicate a more serious postpartum disorder. The main features of baby bluesare mild and may

include:

T A state where mothersd emotions may be tejayflli | y ef f ec
excited, and laughter)

1 Unexplained periods of crying

Loss of sleep

1 A state where mom feels overwhelmed by the sudden realization of the relentless responsibility of
t he b ahgubdsperitiéncy and vulnerability.

=

Clients should seek professiond hel p i s fAibaby bluesd |l asts more than t\

1 They are unable to function normally

1 They feel sad, angry, anxious, or scared for much of the day

T They candét cope with everyday | ife
1 They have scary thoughts

SLEEP DEPRIVATION AND FATIGUE

Most parents experience varying degrees of sleep loss in the first few weeks postpartum. Sleep deprivation
can cause a variety of symptoms including:

1 Irritability

Tiredness

Inability or desire to interact with others

Memory loss

Inability to focus on tasks and/or poor mental concentration

Appetite changes

Stress induced breakdowns

Potential harm to baby (over-exhausted parents sometimes roll over their baby if co-sleeping or
forget about the child)

1 Breastfeeding problems
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Getting as much sleep possible during the postpartum period is important. This may mean taking turns
getting up with the baby in the middle of the night, hiring a postpartum doula, and napping during the
day. Sleep deprivation can have overall health implications if not taken seriously.

POSTPARTUM MOOD DISORDERS

While most women will experience changing emotions and a period of baby blues about 20% of women
experience what is known as a postpartum mood disorder
anywhere in the first year postpartum; p ostpartum depression, post-traumatic stress disorder, anxiety

and panic disorder, obsessivecompulsive disorder, and postpartum psychosis. Women may experience

one or more of these conditions with most occurring within two months of delivery.
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POSTPARTUM DEPRESSION

Postpartum depression (PPD) is a real and serious condition that still goes undetected in nearly 50% of
cases even though approximately one in five women will experience this condition within the first year
postpartum. Depression is linked wit h blood pressure changes, increase in stress hormones, and an
increased risk of heart disease in addition to the psychological harm it can cause. PPD has physical,
emotional, and psychological causes. PPD is treatable. Clients should be screened postpartumDoulas can
do their part as well during postpartum visits to look for signs of PPD. PPD usually occurs between week
two and six months after delivery. PPD can range from mild to severe and can look different from woman
to woman and pregnancy to pregnancy. Anyone or combination of the following symptoms regardless of
severity may indicate your client has PPD.

Common symptoms include:

Feelings of hopelessness

Sleeping too much or inability to sleep at night (even when not up with baby)
Inability to experie nce pleasure

Feelings of despair

Feeling overwhelmed or anxious

Low self-esteem or feelings of worthlessness
Loss of sex drive

Worrying much of the time

Inability or difficulty in making minor decisions
Problems concentrating or staying focused
Sudden outbursts of anger at loved ones
Guilty feelings
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Change in appetite (overeating, or loss of appetite)

Feelings over overall sadness for much of the time
Reoccurring thoughts of harm or suicide

Discomfort with baby (no desire to hold or interact with baby)
Bouts of crying

Treatment

Unlike some old tales may encourage PPD may not go away and should not be left untreated it detected.
Treatment for symptoms varies depending on the severity of the symptoms. Treatments may include
lifestyle changes, medications, oralternative therapies. Treatments plans should be discussed with a care
provider after a screening process has been completed.

Some common treatments include:

il

Lifestyle changes: diet changes, avoidance or alcohol, caffeine, or over the counter sleep
medications, regular exercise, getting more sunlight, getting proper amount of sleep, getting alone
time for recharging.

Preventative changes prior to birth (healthy diet, exercise, education about childbirth, hire a
doula or other support professional)

Support Groups

Counseling and therapy

Medications: Antidepressants, anti -anxiety medications, sleep aids, mood stabilizers,
antipsychotic medications

Alternative therapies: energy work, light therapy, meditation, acupuncture, applied kinesiology,
herbs, chiropractic care, Ayurveda, homeopathy, hormones, hypnotherapy, reflexology, yoga

PANIC DISORDER

About 10% of women suffer from the condition of panic disorder postpartum. A panic disorder is more
than high anxiety. Most women experience varying levels and duration of panic attacks. A panic attack is
when an individual feels enveloped in a deep irrational and uncontrollable fear. These fears are often
accompanied by the feeling of claustrophobia.

Some common feelings associated with panic attacks include:
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Claustrophobia

Dizziness

Fear of going crazy

Fear of losing control
Fear of more panic attacks
Hot or cold flashes
Numbness or tingling
Sensation of skin crawling
Shortness of breath
Tightness in chest
Trembling

Treatment
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Much like postpartum depression treatment should be something that is talked about with a care
provider. A plan of treatment should be created and level of treatment needed. The most wellknown
treatments for relieving panic are psychotherapy and medication.

Sometimes a panic attack cannot be awided but clients may be able to have a plan in place to ride out
their attack that includes activities such as:

Talking oneself through what is happening

Wiggle or tap their feet on the floor to distract and focus oneself

Go outside to avoid feeling closel in

Avoidance of searching the internet or news to avoid negative stories
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OBSESSIVE COMPULSIVEDISORDER (OCD)

This is one of the conditions that may get thrown around a lot by people who do not understand how
serious of a disorder it can be. Being particular or strict about certain things does not make one OCD. It is
normal to display obsessive behavior about certain things or even compulsive behavior. This can include
the worry that if you leave the stove gas on it could create a disaster or the preferere to always use your
favorite coffee mug. If someone suffers from many obsessive and compulsive behaviors that cause an
extreme amount of stress and inhibit everyday life than OCD is a problem for you. Approximately 3-5% of
women in the postpartum period experience this condition.

On the obsessive side women may have thoughts about the safety of their child that overwhelm them.
They may fear their child getting sick so much they refuse to ever take their child out of the house. The
positive subjects are never obsessed over only the negative and scary ones. The worst case scenario is
always playing for these mothers and their behavior reflects these deep emotions they feel about it. The
second part to this condition is the compulsive behavior. These are behaviors she feels the need to do
repeated actions. Fear is often the motivator for these actions. For example a mother who is afraid of
running out of clean bottles and not being able to feed her baby may feel the need to count and recount
how many clean bottles there is at any given moment even if she always washes the bottle right after it has
been used.

The following is a list of most common thoughts and behaviors from women who have OCD postpartum:

1 A need to keep the home extremely clean and tidy
1 A needto count things repetitively
1 Intense shame or disgust about having obsessive or compulsive thoughts
1 Germ phobia
1 A need to check things repeatedly (making sure the stove is off , door is locked, baby is breathing)
1 A need to have things very particular (household, schedule, routine)
1 Terrifying images or thoughts of harming her baby or watching the baby be harmed in some way
9 Distrust in herself
9 Distrust in her ability to care for the baby when she is alone with them
1 Behaving in ways which reduce anxiety aboutthese thoughts (hiding sharp objects, baby proofing
rooms, not going outside)
Treatment

The most common treatment for OCD is psychotherapy and medication though some alternative
treatments exist. A treatment plan should be discussed with a care provider.
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POSTPARTUM POSTFTRAUMATIC STRESS DISORDER

It is not uncommon for women who have experienced a traumatic birth to have obstetric PTSD. This can
occur for a variety of reasons. Women who have a history of sexual abuse or morbid fear of childbirth are
more vulnerable. Environmental factors such as a sense of loss of control, effects of intense pain, use of
technological interventions, insensitive and disrespectful care or an emergency caesarean section may
prove very distressing and frightening. Obstetric PTSD occurs when a woman feared they or their baby
were in danger of dying. Obstetric PTSD applies when symptoms present for more than 1 month. People
often strictly associated PTSD with war veterans, but anyone can develop PTSD from a traumatic event.

Report ed Symptoms of Obstetric PTSD

T Intrusive thoughts or images resulting in nightmare
1 Detachment from loved ones and difficulty with mother -infant bonding and attachment

1 Avoidance especially of issues relating topregnancy and birth

1 Hypervigilance/increased arousal - having sense of imminent disaster

1 Sleep disturbances

1 Fear

9 Irritability or angry outbursts

1 Intense Anxiety/Depression

Treatment

Like many of the other disorders this disorder is most commonly treated wit h psychotherapy and
medications. Some alternative therapies include:

1 Energy psychological techniques

1 Eye movement desensitization and reprocessing (EMDR)
1 Emotional freedom technique (EFT)

1 Talk therapy

Treatment plans should be created with a care provider.

POSTPARTUM PSYCHOSIS

Postpartum psychosis is the most severe form of postpartum mood disorder. It leads to 2 in 2000 women

being admitted to a psychiatric hospital following childbirth. This iliness can and does strike without

warning to women of all social and occupational backgrounds- those in stable marriages with much-

wanted babies as well as those living in less fortune circumstances. Postpartum psychosis normally

presents in the first 14 days postpartum. Most of the time it develops duringtheusualibaby bl ues o
period,but whil e the fibaby bluesd tends to resolve after 4
deteriorates. Postpartum psychosis is not a severe case of PPD, but a completely different and serious

condition.

The earliest signs are commonly inability to understand complex ideas/situations, fear, and restless
agitation associated with insomnia. Other signs include: purposeless activity, uncharacteristic behavior,
disinhibition, irritation and fleeting anger, and resistive behavior and sometim es incontinence. Women
with this illness sometimes present with manic or depressive psychosis, symptoms of schizophrenia
(delusions and hallucinations) may occur. Women with this illness are often confused and disoriented.
The woman may be unable to attendto her own personal hygiene and nutritional needs and unable to
care for her baby. Her concentration is impaired where she is unable to start or finish tasks.
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Some women are so disturbed/ distracted that they do not seem aware that they just had a babyOthers
are preoccupied with the baby, reluctant to let it out of their sights and forever checking on its presence
and condition. It is rare for women to be overly hostile or aggressive with their babies when they have
postpartum psychosis but delusional ideas about the baby so occur frequently. The risk to baby mostly lies
in mom & inability to complete tasks and inappropriate handling that is impaired by the mental state.

The main reactions associated with postpartum psychosis are:

1 Auditory hallucinaton s ( hearing things others do not or
computer, newspaper)

Tactile hallucinations (feeling things that are not there like spiders crawling up their arm)
Confusion

Disorientation

Insomnia

Extreme agitation

Paranoia (false beliefs others are trying to harm her)

Bizzare thoughts of harming or needing to kill her baby (and sometimes older children if
subsequent child)
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Treatment

If a client is experiencing any of these symptoms they should be seen by a care provider immediately.
Postpartum psychosis is considered a medical emergencyMost women will need to be admitted to the
hospital for an extended period. Postpartum psychosis is frequently resolved in 2-4 weeks but the
recovery is fragile and relapses are common in the first fev weeks. The majority of women are completely
recovered by 3-6 months postpartum.

HEALING & RECOVERY

New parents need adequate support in the postpartum period. Women are often encouraged to go back to
work early and others cannot afford to stay out of work. In modern America the postpartum period is not
treated as theimportant recovery period it is . According to the Journal of Perinatal Education,
Apostpartum maternal health care is a neglected
national h ealth objectives and no big push to create new opportunity in this area.

America neglects women in the postpartum period. Fatigue in the postpartum period has been shown to
have a direct correlation with increase PPMD, breastfeeding problems, physical ailments (hemorrhoids,
constipation, disturbed sleep, insomnia, lack of sex drive, painful intercourse, urinary incontinence and
physical pain). Having support in the postpartum period can leave to:

1 Increased bonding with baby

Decrease in remittance to hospital

Decrease in injury

Increase breastfeeding rates

Increased satisfaction rates

Increased satisfaction with relationship with partner
Increase in recovery speed

Decrease fatigue and other physical problems
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A minimum of six weeks recovery time is encouragedfor all new mothers, though full recovery of the body
may take up to two years or more. For the first 24-72 hours women should spend as much time as possible
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in bed, skin to skin with their baby. Many care providers recommend a full week of bed rest. Keging
pressure off the pelvic floor aids in healing and minimizes postpartum bleeding. Until the six week
postpartum visit with a care provider no serious physical activity should be engaged in.

MENSTRUATION, ENGORGEMENT AND SEX

Postpartum bleeding can last anywhere from three weeks to eight weeks. After this time a woman may

immediately begin her menstruation cycle again. If a mother is exclusively breastfeeding her cycle may

not return for several months postpartum. Some women experience a heavier and lorger first cycle after

the birth of a baby. It is possible to ovulate before
body can take as long as a few years to recover and return to prg@regnancy status. Avoiding pregnancy

for this period of recovery is advisable.

Engorgement

Women will begin to produce milk between day 2 and 5. Whether a woman chooses to breastfeed or not
they will typically experience swelling of the breasts when their milk comes in. This is known as
engorgement. It can be uncanfortable and sometimes painful if the breast are not emptied. More on
engorgement can be found in Unit 10 Infant Feeding.

Sex After Baby

Resuming sex after a baby can be a delicate manner for a variety of factors. It is recommended to wait to
resume intercourse until after all vaginal healing is complete. This is usually assessed by a care provider at
the six-week postpartum visit. This suggestion is to decrease risk of injury and infection. This subject may
be difficult for partners to navigate especially if there are different levels of sexual interest. It is common

for a new mother to not be interested in sex or sexual activities. A combination of hormone changes,
physical discomfort, breastfeeding hormones, or lack of sleep can contribute to these feelngs.

Parents should have open and honest communication about their feelings and desires in this subject.
When the time does come to return to intercourse extra care should be taken to make it a special event.
(Romance, foreplay, massage, etc.). A decreasm vaginal lubrication is normal and a lubricant may be
needed. It is important to remember that pregnancy can occur even if menstruation has not yet occurred.

CORE AND PELVIC FLOOR

Pelvic Floor

The muscles in the pelvic floor can become stretched duringpregnancy and birth. When the pelvic floor is
weakened or damaged it can cause:

i Stress incontinence

1 Fecal incontinence

1 Pelvic organ prolapse

1 Decreased sexual pleasure

It is also possible to have an overactive pelvic floor. This happens when there is a @nstant contracting of
the pelvic floor muscles. It can be caused by tension due to pain or damage to the tissues. Having tears,
stitches, an episiotomy, or pelvic girdle pain can lead to over-active pelvic floor muscles. Some of the
complications include:

1 Painful bowel movements
9 Painful intercourse
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1 Painful tampon insertion
9 Stress incontinence

All women can benefit from pelvic floor physiotherapy, but especially a postpartum mom. Pelvic floor

physiotherapy will assess core and backmuscles, checkontheha | i ng of any scar tissue,
examine your pelvic floor, the sling of muscles holding up your pelvic organs. It involves an internal

vaginal exam and sometimes internal therapy. It can also help with diastasis recti.

Diastasis Recti

Diastasis redi is a fairly common condition of pregnancy and postpartum in which the right and left
halves of Rectus Abdominis muscle spread apart at the body's mid line fascia, the linea alba.Around half
of all women experience some degree of diastasis recti postpalum. Your care provider should assess
abdominal separation at six weeks, but it is possible to check it on yourself. The following are symptoms
of diastasis recti:

1 Weakening of pelvic floor muscles
Pelvic floor dysfunction
Incontinence

Pelvic pain

Lower back pain

Pain during intercourse

Poor posture

Umbilical hernia
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Movements to Avoid

1 Movements where the upper body twists and the arm on that side extends away from the body,
such as fitriangle pose. 0
1 Exercises that require lying backward over a large exercse ball.
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T Yoga postures that stretch-dtolyge dalas,| daclk banddBcownmo
breathing. o

1 Abdominal exercises that flex the upper spine off the floor or against the force of gravity such as:
as crunches,Obliquec ur | s, f bliugs/yolt downs, eté. r o

T Pilates mat and reformer exercises that wutilize the

double leg extension.

Any exercise that causes your abdominal wall to bulge out upon exertion.

Lifting and carrying very heavy objects.

Quadruped exercises without adequate abdominal support.

Intense coughing without abdominal support.
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Many women do further damage to their ab muscles as they try to jump back into exercise routines that
utilize traditional core exercises like planks and crunches. The muscles must first be strengthened with
ab-safe exercises and correct posture.

WARNING SIGNS IN THE POSTPARTUM PERIOD

While many women will not present with any complications in the postpartum period some serious
conditions can occur hours, days or even weeks postpartum. Along with the warning signs listed in the
Lochia section, if any of the following occurs during the postpartum period clients should contact their
care providers immediately.

1 Fever of 100.4 F or greater

Extremely painful br eastsi Swelling, red streaks or spots, inflammation with or without hard
spots. These are signs of mastitis.

Swelling and pain in the legs

Blood in the urine or inability to urinate

Painful urination unrelated to irritation of vaginal tears

Chest pain or difficulty breathing

Appearance of rash or hives

Severe headache

=
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GLOBAL POSTPARTUM

Postpartum traditions vary across the world. To someone who is not from those cultures they may seem

isolating and repressive, but to others it may seem like a true pospartum vacation. For the most part,

countries across the world put a heavy emphasis on rec:
typically includes heavy restrictions of physical activities, family cooking and cleaning, and overall

complete care. Here are some broad examples of postpartum care around the world:

T China: 30 days #fAlying ino
Kor ea: 100 days #Alying inbo
Japan: Three weeks Alying ino

Malaysia:30-4 4 days #Alying ind and belly binding
India:40-6 0 days dAlying ino

African Nations: 10-4 0 dayisngili no

Mexico: 40 days #Alying ino

France: 5 day hospital stay followed by home nurse visits and physical therapy
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Netherlands: Personal home postpartum nurse. 35 weeks paid full or 45 weeks at 80%. Partners
leave depends on spouse salary. Parents can getn additional 46 weeks at full pay or 56 weeks at
80%.

Germany: May leave work six weeks before delivery and guaranteed eight weeks paid leave after
the birth but can take up to three years unpaid leave knowing their positions will be waiting for
them

Finland: Mothers can leave work six weeks prior to due date and get 16 weeks paid leave and 8
weeks paid for partner.

Denmark: 18 weeks maternity leave: 4 weeks before, 10 after paid and partner can take 2 weeks
paid. After which the parents split the next 3 2 additional weeks.

Sweden: 480 days leave with 80% of normal pay for moms and 90 days for partner

Belgium: 15 weeks maternity leave full time pay or 8 months at part time pay

Iceland: Parents split their nine months of leave

Serbia: 20 weeks paid maternity + an additional year but pay diminishes over time. Partner gets
one week.

Hungary: 24 weeks paid at 70% income that can start up to four weeks before due date after
which the parents can split an additional 156 weeks paid

Estonia: 140 days paid full and partner gets two weeks after which parents can share an
additional 435 day off with compensation calculated by an average of earnings

Lithuania: 18 weeks full pay and partners get four weeks. After which they can share 156 weeks
additional.

America:Nomandated paid maternity | eave. Family
for a time of six weeks only. No mandatory paid leave for partner.
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MODULE 12: NEWBORN CARE

Care of a newborn begins well before the birth of the baby, but for some the birth of the baby signifies the
start of their journey as parents. Newborn human babies are not able to care for themselves. They need
someone to provide them with comfort, love, food, and protection from the moment they are born. Skin -
skin with mom has been shown to provide the easiest transition for baby. Babies are able to respond to

cue from the motregudatbogy meabtboi sm) to hmelapd babyds he
respirations normal.

NEWBORN APPEARANCE

What a newborn looks like in real life compared to what the movies depict can be a surprise to new

parents. The average size baby in the U.S. is about 7 pounds and 20 inches long. A newborns head is large

in proportion to its body. Some babies experience molding during the birth process and may have a cone

like shape or swelling of the back of the head.

Babies make their appearance from the womb wet and often covered in other bodily fluids like mucus,

bl ood, or vernix. Vernix is a creamy whiueeo.Thbeoat i ng t ha:
presence of vernix can be thick or no vernix at all. The closer to 42 weeks a baby is the less vernix they are

|l i kely to have. There is no need to remove or wash off
beneficial to their skin. The skin of the baby is often a bluish-gray color at first and within the first

minutes after birth it has changed to a pink color. Some babies have peeling skin. This is normal and

tends to be see more in babies who are closer to 42 weeks gestation.

Haircalled | anugo may be present coveri ng the babyds back,
on the earlier side tend to have more lanugo and babies close to or after 42 weeks tend to have no lanugo.

Some babies are born with a thick head of hair while others are relatively bald.

Every umbilical cord is unigue in length and shape. It will continue to pulse (if not cut) until all the blood

from the placenta is pushed into the body of the baby.

located in the placenta. This is why is it recommended to wait for the cord to stop pulsing before cutting
and clamping the cord. After the cord is cut a clamp is placed on the cord. The clamp is removed around
48 hours after birth. The cord begins to heal and dry with the stump falling away within two week
postpartum. The cord should be kept dry and clean without using any cleaner, alcohol or creams.

Maternal hormones in the baby cause swelling in the newborn breast and genitals of both male and
female babies.This is normal and will go away on its own. Some newborn girls experience a milky or

e —
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bloody discharge, but this too is normal. Both male and female babies may leak milk. This again is a
normal variation. One should not try to express milk from the newborn.

COMMON NEWBORN PROCEDURES

Most newborn procedure will take place within the first hour or two after birth. If a birth center or
homebirth took place the newborn procedures may not be performed until later. Most newborn

procedures can be done whilethetaby 1is in the

mot herdés arms and if t

not be removed from their room for any reason with the exception of a sick baby who needs special care.

APGAR

An APGAR score is themeasure of the physical condition of a newborn infant. Dr. Virginia Apgar

developed the score in 19521t is obtained by adding points (2, 1,

or 0) for heart rate, respiratory effort,

muscle tone, response to stimulation, and skin coloration. Scores range from 1-10.

The higher the score the better the babyis doing. A normal range is from 7-9. A perfect 10 APGAR score is
unusual because most newborns have blue hands and feet at birth deducting one point. A score lower than
7 is an indicator that the baby needs medical attention. An APGAR is assessed by thearegiver at one
minute after birth and again at five minutes after birth. It is not often something that is shared out loud at

the time of birth, but is noted in the records.

Sign 0 points
BI r pale all
A Appearance ueorpaie a
over
P Pulse Absent

. No response to
G Grimace P

stimulation
A Activity None/ limp
R Respirations Absent

INFANT VITAL SIGNS

After the birth not only wild.l
monitored as well. The babyos
first few hours after birth.

1 point 2 points

Pink w/ bl ue hand Pink body and
and feet extremities

Less than 100 Above 100 beats

beats per minute per minute
Grimace on : .
. Cry on stimulation
suction or
. or sneeze, cough,
aggressive ull awa
stimulation P y
Some flexion Flexed arms and
(flexing of arms legs that resist
and legs) extension

Weak, irregular,

gasping Strong robust cry

tbhuet mohteh ebradbsy 6vsi tva ltsa | bse
respirations, temperat
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Normal Newborn Range
Respirations Temperature Heart Rate

30-60 breaths per minute 97.7F99.5F 90-160 beats per minute

NEWBORN EXAM

A complete newborn exam is done for every baby. This is done to ensure the baby is healthy, functioning
normally, and set a growth starting place for future development. The baby is examined from head to toe
looking for any abnormalities or physical defects. Neurological newborn reflexes are tested; moro, grasp,
root, suck, step, and Babinski. These reflex checks help determine if there is any neurological problems
present. An as s e s sstmtomtageds madehTaen tha bdaly dvidl begveighed and
measured with another set of vitals taken. The newborn exam does not have to take place separate from
mother and in a birth center or homebirth the baby will likely be assessed on the bed next to the mother.

REFLEXES

Moro: This is also known as the startle reflex. In response to a loud sound or movement the baby will
throw their head, extend their arms and legs, and then pull them back in towards the body. This reflex is
present until approximately 2 months of age.

Grasp: Stroking the palm of the babyds hand causes the bat
is present until month 5 or 6.

Root: Thi s reflex can be detected by gently brusehfi ng or s
the check. The baby will turn their head in the direction touched, open their mouth, and move their head

back and forth. This reflex helps the baby find the nipple when breast feeding. The rooting reflex is only

present for about 4 months of age.

Suck:When the roof of the babyds mouth is touched it wil
appear until 32 weeks gestation. Babies born before 36 weeks gestation may have a poor sucking reflex.

Step: This reflex is tested by holding the baby upright with their feet touching the ground. They should
take a few steps. This reflex is present until approximately 2 months of age.

Babinskii When the sole of the babyés foot is firmly stroke
foot and the other toes fan out. This reflex may be present up to two years.

NEWBORN MEDICATIONS

Newborn medications are usually given during the newborn exam if parents desire them. Some newborn
medications are required by state law, but parents may still refuse them if desired. Parents should be well
informed about the medications and be able to make evidence based decisions on whether they do or do
not want one or all of the newborn medications. The following are the most commonly administered
newborn medications:

VITAMIN K
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Vitamin K can be given as an injection or orally. Babies are not born with vitamin K and do not start
producing it on their own until about two weeks of age. A vitamin K injection enhances blood clotting to
help prevent newborn hemorrhagic disease.

PROPHYLACTIC ERYTHROMYCIN EYE OINTMENT

Eye ointment is placed in the eyes of the newborn to help protect it from possible blindness due to
exposure to venereal diseases like gonorrhea and chlamydia. The ointment causes temporary blurry
vision. It does not protect from infections from herpes, GBS, or influenza.

HEPATITIS B VACCINE

This is an injected vaccine intended to prevent hepatitis infection in the baby. A series of three shots must
be given in order to be effective

NEWBORN JAUNDICE

All newborn babies have a level of jaundice. Jaundice is most easily noted by a yellowing of the skin or
whites of eyes in a baby. Normal physiological jaundice in a newborn is the result of the breakdown of
unneeded red blood cells. Bilirubin is the by-product of the breakdown of the red blood cells and is
eliminated from the newborn via the liver, kidneys, and bowel. Occasionally a baby has more than normal
levels of jaundice which is of concern. More severe jaundice usually does not appear until 34 days
postpartum. Infants who are more at risk include those who were premature, babies with bruising at

birth, mothers who were Rh negative, and babies who do not breastfeed in the first hour of life. Testing for
jaundice is a blood test that will indicate the level of bilirubin i n the blood. Treatment will be based on
severity of the levels

Symptoms

1 Yellowish skin tone

Yellowing of the white of the eyes
Poor appetite

Dark colored urine

Temperature instability

Lethargy
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Treatment

1 Phototherapy with ultraviolet lights
1 Bili blanket

1 Frequent feedings

1 Suntherapy

PKU AND OTHER PROCEDURES

Asepticwork up may be needed if medically indicated. Possib
temperatures, apnea, abdominal swelling, seizures or jaundice. Babies with sepsis often do not feedvell

and are generally listless. In a septic work up blood it taken and cerebrospinal fluid may also be taken via

a spinal tab. The baby will be taken to the nursery for IV antibiotics.
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A test for hypoglycemia may be administered if the baby weighs morethan 8 pounds 13 ounces or is
under 5 pounds, is thought to have low blood sugar, if baby becomes cold, or if the baby is premature. The
test involves a heel prick for a blood collection. Hypoglycemia can lead to serious conditions.

If the baby was born in the hospital there will most likely be some kind of security measures _taken.

Most hospitals have policies in place to prevent kidnapping and to ensure all babies are properly

identified. This usually involves an ID bracelet of some kind with both mother and babyds i nfor mat.i
them. Some hospitals even have alarmed leg bands that babies must wear until discharge.

PKU Genetic Screen

The phenylketonuria (PKU) test is done between 24-48 hours after birth. It tests for inherited metabolic

diseases.Oneot he most serious includes when an infant i s wuna
mil k that in turn build up in the babyds bl ood. It can
declined, but it is highly encouraged by professionals across many specialties. The heel of the baby is

pricked and collected on a specimen card. The card is then sent into a lab for testing. Preliminary results

can be given within 24-48 hours if any abnormality is present and can be retested at 714 days for a

greater accuracy.

CIRCUMCISION AND INT ACT PENIS

The procedure involves the removal of the foreskin of the penis. Circumcision is a common procedure on
male babies in the U.S., but is uncommonly performed in Latin America, Europe, China, and the Far East.
Parents should be fully informed with evidence based information to make an informed decisions. The
following are a few things for parents to consider:

=

The newborn does feel pain

Few medical reasons to perform circumcision

No professional medical organization recommends routine circumcision without medical reason
The procedure takes approximately 30 minutes to perform

Healing time takes seven to ten days

Circumcision does not prevent STI

Risk of bleeding and infection

Risk of injury to the penis

Risk of desensitizing penis leading to decreased sexual satisfaction
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Circumcision Procedure

Circumcisions are usually done by a medically professional though some are performed by another
individual trained in the procedure in religious cases. There are three common methods use to perform a
circumcision; Gomoco clamp, Plastibell device and the Mogen clamp. An anesthetic injection or numbing
cream is given to the penis area. The infant is placed on their back with arms and legs secured.

Gomoco Clamp: A slit is made in the foreskin and the foreskin is separated from the glans. The clamp is
placed over the glans and the foreskin is pulled over the clamp. The clamp is tightened to restrict blood
flow and after a 5 minute wait time the foreskin is dissected off using a scalpel. The clamp is removed and
the penis is bandaged.

Plasticbell Device : The foreskin and glands are separated and a slit is made down the side of the
foreskin. The platicbell device is placed over the glands and the foreskin pulled up over the device A
string is tied to the foreskin crushing it against a groove in the device. The excess skin is trimmed and the
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handle is broken off. The device is left for 3-7 days while the compression causes the foreskin issue to die
and the device falls away.

Mogen Clamp: The Foreskin and the glans are separated and a slit is made down the side of the
foreskin. The clamp is placed over the determined amount of foreskin and the clamp dissects the foreskin.
The clamp is removed. The penis is bandaged.

Recovery usuallytakes 7-10 days. The penis can be red, brusisd, and swollen for days after the procedure.
The penis should be kept clean and covered in new dressings with each diaper change. If any of the
following symptoms appear, clients should contact their medical pr ovider immediately:

1 Continued fussiness

Trouble with urination

Fever

Foul-smelling discharge

Increased redness or swelling

Persistent bleeding

A plastic ring that does not come off after two weeks
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INTACT PENIS

An intact penis does not need to be retractedin a newborn. Normal bathing provides adequate cleaning
until the foreskin is able to fully retract between age 4 and 8. Once fully retractable the foreskin should be
retracted for cleaning with soap and water.

UMBILICAL CORD CARE

After the baby is born the umbilical cord is clamped and cut. The two most common types of clamps are a
hard plastic clamp or an umbi ring which is a soft rubber band. They are both effective. The hard plastic
clamp needs to be removed a few days

following birth and is most often removed A
before leaving the hospital or at the 48 hour A 2\ 8
home visit for out of hospital births. The soft = \§
band does not have to be removed and falls
away with the cord once it is dry. The
umbilical cord usually falls off within two
weeks after birth.

It is important to keep the umbilical area
clean and dry to prevent infection. Babies
should not be submersed in water until the
cord falls off. Sponge or wash clothing
cleaning is fine. Cleaning solutions should
not be used to clean the area. A warm wash
cloth can be used if the area becomes soiled.
Dried blood and a slight yellow sticky fluid Q
from the cord is normal. Clients should

contact their care provider if any redness,

foul smell, pus, or bright red blood appears

near or on the cord. Once the cord falls df
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babies can be submersed in water for bathing. When placing the infant in a diaper it should be folded over
as to not cover the umbilical cord stump.

BOWEL MOMENTS

Within minutes or hours of birth a newborn will have their first bowel movement. It will

be a thick, black,

tarry like substance called meconium. It is often difficult to clean. The first few bowel movements will

consi st of

meconi

um. |t can be

hel pful to

apply

does not stick to the skin. Any type of natural oil will work including vegetable oil, olive oil, or coconut oil.
When the milk shifts from colostrum to mature milk to bowel movements will change from black to green

or yellowish in color

a

W

The baby’s poop should change color from black to yellow during the first 5 days after birth.

B, =

- ‘
The baby’s first poop is black The poop turns green The poop should turn yellow
and sticky. by Day 3 or 4. by Day 4 or 5.

Poop can look seedy.

A .

Poop can look watery.

lliness, injury, or allergies can
cause blood in poop. Call Doctor.
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NEWBORN SENSES

Newborns are born with all of their senses intact. Some of their senses are even more heightened than
adults. Newborns vision is limited to the ability to focus on object approximately 7 -18 inches away from
their face. This is the equivalent of 20/200 vision but will improve to 20/20 by six months. Babies will
respond to sounds much like anyone else. Loud noises will startle them and familiar sounds like the

sounds of the parentodés voice wild.l often soothe them. B
when thei mim&kt her @®arby and tell the difference betwee
el sebs. Their sense of taste is intact and wil!/ react |

things and breastmilk has a sweet taste. Newborns are extremely receptse to touch. They have been
surrounded by warmth and touch for the first nine months of their life. Touch sooth es them and comforts
them.

PURPLE CRYING

Purple crying is the term used for persistent crying in an infant. PURPLE is an acronym for the type of
crying it is. The term ficolicd used to be used a | ot,
way.

The purple crying period is a normal behavior starting approximately two weeks of age and lasting till
month three to five of age. This period may be frustrating to new parents, but knowing the signs of purple
crying may help parents recognize the normal patterns.

P eak of Crying: Baby may cry more each week, with the most crying in month two and less in month 3-5.

U nexpected: Crying can cane and go on its own with no particular source of the cause.
Resists Soothing: The baby may not stop crying no matter what soothing techniques are tried.

P ain-like Face: The baby may look like they are in pain, even when they are not.
L ong Lasting: Crying can last as much as five hours a day or more.

Evening: The baby tends to cry more in the late afternoon and evening.

NEWBORN SLEEPING

After birth, newborns typically stay alert for only a short period of time lasting from two to four hours. In
this time period most babies have initiated a first feeding from the breast. The baby will then have their
longest span of sleep for the next several months. They will sleep around four to six hours. At this six hour
point, if a baby has not woken to eat again they stould be woken to eat. After this longer sleep period a
newborn is likely to wake every 2 hours or less to eat during the night. Newborns eat often and will need
to be feed every two to four hours for the first month. Breastmilk is more easily digested than formula so
breastfed babies may need to eat more often than formula feed babies. Newborn babies often sleep an
average of 16 hours a day for the first month (Iglowestein et al 2002).

Newborns spend most of their slkeepng ctycie anl whght sk
babies are easily woken and the infant displays many of the following; rapid irregular breathing, fluttering

of eyelids, body movements, and vocalizations (grunts or brief cries). Newborns can often even breastfeed

while in this type of light sleep. Babies sleeping patterns are based on the time it takes to digest food

where as an adult sl eeping pattern is based on our cir
melatonin when they feed at night to help newborns begin to develop their own sleeping patterns.
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When babies are in a deep sleep they will be very still and shut out stimulation from the environment.
Babies are unlikely to breastfeed in this state and arousing the baby may be difficult.

CO-SLEEPING

Co-sleeping iswhen mother and baby sleep in the same bed together. Breastfeeding a newborn can be
easier if co-sleeping. It is still a debated topic, though it is no longer linked to an increase in sudden infant
death syndrome (SIDS). Current studies show benefits to bah mother and baby when practiced safely and
correctly. Co-sleeping should not take place if someone in the bed:

1 Takes sleeping medications

1 Is known to be a heavy sleeper

1 Has been drinking or using drugs
1 Isasmoker

NEWBORN AWAKE STATES

Babies have two types of awake states; quiet alert and active alert. During quiet alert times baby will be
attentive, alert, and calm. They may focus and faces and be interested in noises.n this state baby is most
likely to mimic facial expressions. This is a good state for breastfeeding.

During the active alert state baby will usually display whole body motor activity. Movements may appear
jerky. The baby is affected by hunger, fatigue, noise and overstimulation. The baby may go into
overwhelm with fits of crying if over stimulated.

NEWBORN SOOTHING

Babies cry for a variety of reasons. Some of which may just be the overwhelming newness of being in the
outside world. Sometimes it is easy to calm and soothe them while others times it may take a lot more
time, effort, and p atience to calm them. First try the basics: feed baby, change their diaper, and snuggle
them. Otherwise clients can try the following options:

1 Swaddling i Bath

1 Pacifiers 1 Massage

1 Front wearing baby carrier 1 Colic carry

1 Rocker T Walk outdoors

1 White noise or singing 1 Reading or simple game

Overstimulation

Overstimulation is frequently the cause of a fussy, crying baby. If the baby has difficulty breastfeeding
during the day but breastfeeds well at night, it is often a sign of overstimulation. The stimulation int he
environment should be reduced to calm the baby.

NEWBORN HYGIENE

There is no rush to wash your baby. Unless an event such as diaper blowout or spitup a baby can go days
or even once a week without a bath. Washing baby too often can dry out their skin.
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Breastfeeding for the first 6 months of life is the ideal start for babies. Breastfeeding improves infant and
maternal health and cognitive development.

ANATOMY AND PHYSIOLOGY OF THE BREAST

The breasts are compmund secreting glands, composed of varying proportions of fat, glandular and
connective tissue, and arranged in lobes. Each lobe is divided into lobules consisting of alveoli and ducts.
Fat percentages varies widely from woman to woman.

MILK PRODUCTION AN D THE MOTHER

Human milk production is different from other mammals. Adequate milk production is largely

independent of motherés nutritional status and BMI ( My |
efficiency is enhanced in lactating women, thus enabling them to conserve energy and subsidize the cost

of their milk production (Myles). If a woman would like to undertake strenuous exercise from 6 -8 weeks

after birth, or to lose weight (500 -100 g/week), they can be assured that neither the quality nor the

guantity of their milk will be affected (Myles). Exclusive breastfeeding combined with a low fat diet and

exercise will result in more effective weight loss than diet and exercise alone.

PROPERTIES AND COMPONENTS OF BREASTMILK
Human milk varies in its compo sition:

1 With time of day (e.g. fat content is lowest in the morning and highest in the afternoon)

1 With stage of lactation (e.g. the fat and protein content of colostrum is higher than in mature
milk)

1 Inresponse to maternal nutrition (e.g although the tota | amount of fat is not influenced by diet,
the type of fat that appears in milk will be influenced by what the mother eats)

1 Because of individual variations

The most dramatic change in the composition of milk occurs during the course of a feed. At the begnning

of the feed the baby receives a high volume of relatively low fat milk (the foremilk). As the feeding

progresses, the volume of milk decrease but the proportion of fat in the milk increases, sometimes as

much a five times the initial value (the hindmi | k) . The babyds arkchnilkismnpt t o obt ain
determined by the length of time they spent sucking at the breasts, but by the quality of the attachment to

the breast. The baby needs to be well attached so that the tongue can be used to maxirné the effect,

stripping the milk from the breast, rather than solely
down). A poorly attached baby may have difficulty obtaining enough fat to meet their needs, resorting to

very frequent feeds to obtain sufficient calories from low -fat feeds. A well attached baby may, however

obtain all they require in a very short amount of time. Breast milk contains many components that act as

anti-infection agents.

Fat and Fatty Acids

Fat has a particularly high significance i n breastfeeding due to the babyébs
98% of lipid in human milk is in the form of triglycerides: three fatty acids linked to a single molecule of

glycerol. Out of the more than 100 known fatty acids, about 46% of them are saturated fat and the other

54% are unsaturated fat. Many unsaturated fats in breast milk play a big role in brain and nerve fiber

growth. Two big ones are arachidonic acid (AA) and docosahexanic acid (DHA). Both of these acids play a

big role in retina and visual cortex development. Fat also provides babies with more than 50% of their
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calorie requirements. Breast milk contains an enzyme t|

intestines. Babies who are not fed human breast milk have a harder time digeding fat.

Carbohydrate

Breast mil kds carbohydarate component is mostly
their calorie requirement. Lactose is coverted into sugar (galactose and glucose) via the enzyme lactase so
it can be metabolized and absorbed easier. This provides the growing brain of the baby with energy.
Lactose enhances the absorption of calium and increases intestinal acidity which reduces the growth of
bad bacteria in the babyés gut.

Protein

Breast milk has the lowest percentage of protein of any other mamal (Myles) and is predominantly
comprised of whey. This give breast milk its translucent appearance and makes it curdle when mixed with
the acidic environment of the stomach. Allergies occur less often in breastfed babies.

Vita mins

All the vitamins required for good nutrition and health are supplied in breast milk. The amounts vary
from woman to woman but the normal variation between women conveys no risk to baby.

Fat -soluble vitamins

9 Vitamin A - Gives colostrum its yellow color since it contains twice the amount of this vitamin
than in mature milk.

1 Vitamin D - Is essential to the metabolism of calcium and phosphorus. Prevents rickets.

Vitamin E - Its role in breast milk is currently uncertain.

9 Vitamin K - Is essential for blood-clotting factors. It has higher concentration in colostrum than in
mature milk but the increased volume of milk as lactating continues will provide baby with twice
as much vitamin K than from colostrum. Vitamin K deficiency bleeding (VKDB) is a problem in
the coagulation of the blood in newborns due to a vitamin K deficiency. Occurrence in the first
seven days after birth is between 0.25 to 1.7 per 100 births (Myles).

==

Water -soluble vitamins

Unless the mother has a significant deficit, breast milk will contai n proper amounts of water-soluble
vitamins B and C.

1 Vitamin B complex - Vitamin B complex is comprised of eight water-soluble vitamins: thiamine
(B1), riboflavin (B2), niacin (B3), pathotenic acid (B5), biotin (B6), folic acid (B9) and
cyanocobalamin (B12). All of which play an important role in metabolism.

1 Vitamin C- This is an antioxidant that help protect cells from free radical damage. It is necessary
to form collagen, and plays a big role in growth and repair of bone, skin, and connective tissue. It
also assists in the absorption of iron.

Minerals and trace elements

Breast milk also contains a variety of minerals and trace elements including:

1 Iron 1 Sodium

1 Zinc 1 Potassium
1 Calcium 1 Copper

1 Phosphorus 1 Cobalt
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T Selenium

TYPES OF BREASTMILK

There are three different types of breastmilk occurring in stages; colostrum, transitional milk, and mature
milk. Colostrum is the first stage of breastmilk that develops during pregnancy and last for the first few
days after birth. It is often a yellowish color and is thic ker than other types of breastmilk. Colostrum is
sometimes called liquid gold referencing its value for a newborn. It is extremely high in protein, fat -
soluble vitamins, minerals and immunoglobulins. It is these immunoglobulins that give a newborn their
antibodies and immunity for the first six months of their lives.

Transitional milk typically replaces colostrum two to four days postpartum and last approximately two
weeks. Transitional milk has a higher calorie content than colostrum. This type of milk ha s high level of
fat, lactose, and water-soluble vitamins.

Mature milk is the type of milk that will be produced
future. Unless she becomes pregnant again and the cycle will begin again. The majority of maturemilk

consists of water (90%) the rest consists of carbohydrates, proteins, and fats. There are two different types

of mature milk; fore -milk and hind -milk. Fore -milk is produced at the beginning of feeding.

Hind -milk is what the mature milk transitions in to as the feeding takes place. Hindmilk has a higher fat
and calorie content than fore-milk. The transition from fore -milk to hind -milk is gradual and begins when
the milk ejection reflex takes place. Both fore-milk and hind -milk are important for the new born and
necessary for proper growth and nutrition. It is important to empty one breast as much as possible before
moving to the next breast.

INFANT FEEDING

The mother should have baby immediately after birth. Early and extended skin to skin contact ensures

cues that the baby is ready to feed are not missed. Early feeding contributes to success of breastfeeding.
Some babies are ready to feed quiet soon after birth while others take an hour or so. Babies who have been
born to mothers who used narcotics during labor may be sleepy and require extra support to breastfeed.

ATTACHING THE BABY TO THE BREAST

A comfortable position is a priority for breastfeeding
t he motigpleer 6s n

The baby should be supported across the shoulders, so that slight extension of the neck cab be
mai ntained. The babyds head may be supported by the ex:
or on the motherods forear m.

Healthy babies are equipped with primitive reflexesthat ai d i n | at chi ng. I f a babyds
against the motherdés nipple, the baby will open their |
darts their tongue down and forward, they showdd be qui

should be as far away from the base of the nipple as possible. This allows the baby to draw breast tissue as
well as nipple into their mouth with their tongue.

The motherés nipple should be drawn to thersdugkiogk upper |
in a baby. While the sensation might be startling to mother it should not be a painful sensation. It is a

common misconception but the baby feeds from the breast and not the nipple. A generous portion of the

areola should be takenin by thelower j aw of the baby. The babybés neck shc
the chin should be touching the motherés breast.
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A rhythmic pattern occurs when a baby feeds. I't i s comj
swallowing, sucking and swallowing milk, and pausing. The pause is an important part of the pattern and
should not be interrupted. A poor latch can cause colic.

GETTING A GOOD LATCH

Getting a proper latch is crucial to successful breastfeeding. It can decrease discomfort and frustration for
both mother and baby. Breastfeeding mothers should remember that the baby needs to learn how to
breastfeed as well as the mother. An improper latch can cause colic and supply problems. Improper latch
can also cause painful and/or cracked nipples. Here aresome tips to try to make breastfeeding more
comfortable and get a good latch:

Get Comfortable:  Women often nurse for a least 20 minutes so they should get into a position that will
be comfortable for them for a duration of time. Pillows may be used for support so arms do not get tired
during nursing.

Stay Hydrated and Nourished: Staying hydrated is important to milk production and supply. Nursing

mothers burn about 20 calories for every ounce of breast milk produced. Newborns eat an average of 19

30 ounces a day which is about 380-600 calories burned a day. It is encouraged for women to keep water
and snacks near the place they will be nursing.

Get in the Proper Position: Both mother and baby should be in a good position to nurse. The
newborns stomachshaul d be touching the mothers stomach. The bab
a firm to semi firm surface. This can include support |

ifinasemi-r ecl i ned position. Mo t h e mlduachisghodeaed achewdborro Thiscaheani ng
cause unnecessary pain and discomfort. Women often try different positions and find which one works

best for them. The mother may need to hold their breas:
wi t h asp{refetringctd tlee shape the hand makes while grasping the breast). The mother should aim

the nipple towards the babyds upper |l ip/nose, not the |
Make Sure Baby is in Position: The babyds head shoul d befartthatitheied back
chin touches their chest. Babyés ear, shoulder, and hi |

Babybds nose should be opposit eummy-tjummy withitheenothea by s houl d
Signs of a good latch:

T Babyds cdhingmothess biteastu
Babybés mouth is open wide with at | east an inch of
Babybés cheeks are rounded
Swallowing sounds can be heard
No clicking or smacking noises can be heard
Nipple appears rounded upon release
Babyo6s t on genwherctte mottdielip is mulled down
The babyds jaw displays a circular motion not an up

(@}
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Signs of a poor latch:

1T Babyés |l ips look |Iike they are sucking on a straw
1T Babyés cheeks appear sunken

1 Baby falls asleep after a short time nursing

1 Clicking noises can be heard

1 No swallowing sounds are heard
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1 Baby repeatedly releases from breast after only a few sucks
1 Nipples are painful and continue to be painful after the first minute of nursing

POSITIONS FOR BREASTFEEDING

Breastfeeding positonsarea mot her d6s choice. There is not one positi
seen position is the cradle hold where the infant is placed in the crook of the arm and placed at the breast.

This position can be difficult to achieve with a newborn without ade quate support underneath the baby.

Pillows are often used to support both mother and baby. Another position is called the football hold where

the baby is held at the breast with their body resting to the side of the mother. Some women find it

comfortable to lie on their side and place baby at the breast lying down. A position previously discouraged

that has been proven beneficial to mother and baby is the semi reclining position to feed. This entails the

mother in a semi-reclined position with the baby on t heir abdomen. The baby has more control over their

own latch and mothers do not have as much difficulty with supporting the infant.

SUPPORTED POSITION~ SIDE LYING ~HO0TRALL

FINISHING THE FIRST BREAST AND FINISHING A FEED

When the baby is finished it will release the breast on its own once it has received sufficient milk. The

baby should be offered the other breast after burping. The baby should not be removed from the breast
before they release it unless the mother is experiencing pain, in which case the baby should be reattached.
Premature detachment from the breast could cause the baby to be deprived of high calorie hindmilk,
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mastitis to form in the mother, and/or a reduction in milk supply. Baby should be feed on both side
equally alternating which breast is given first with each feed. If baby does not release the breast or is fussy
after feeding, the most likely reason is an improper latch.

Other reasons a baby may detach from the breast:

1 Incorrect latch
1 Milk flow is too fast and baby need to let go and pause
1 The baby has swallowed air and neds to burp

TIMING AND FREQUENCY OF FEEDS

A healthy term baby knows best at how often or how long they need to be fed. This is known as on

demand feeding or baby-led feeding. Babies have many hunger cues that can be seen before the baby cries
out of hunger. Crying is a sign of distress, which is a late sign of hunger. Crying can result in the baby
needing to be calmed before being able to effectively feed.

During the first day or so it is common for a baby to feed infrequently and have 6-8 hour gaps between
feedings. As milk volume increases so too does the feedings become more frequent and shorter in
duration. It is unusual for a baby to feed less than 6 times in a 24 hour period from the 3 day. Mothers
and babies develop their own unique feeding patters and as long as baby is thriving and mother is happy
than there is no need to change feeding habits.

Size and volume of a Newborn’s Stomach

; LOuéWeek' -
Size of a (‘Ken) Sne of a Walmn Sine o[ mApneot‘
VOLUME OF THE FEED

Babies have stores of carbohydrates and sugars when they are born, so they do not need large volume of

milk before the milk becausephy si cal |l y available to them from the moth
the baby takes an average of 7ml per feed and by day 2 this has increased to 14ml. This is not a large

guantity by any means. Here is a visual reference to how much that is.
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WEIGHT LOSS AND WEIGHT GAIN

Most newborns lose weight during the first week after birth but it is expected that they will regain their
birthweight by 10-14 days. While a lot of hospitals will cite a 10% loss in weight this is not backed by
evidence. Studies haveshown that a maximum average weight loss is closer to 6.6% (Myles).

Mothers who breastfeed should know how to manual express their breast milk, though routine expression
is not a requirement of a normal feeding pattern. Expression may be needed if:

1 Thereis a concern about interval between feeds in the early perinatal period (express colostrum
should always be given in preference to formula)

1 There are difficulties in latching

Baby is separated from mother, due to prematurity or illness

1 Thereisconcernalmut the babyds growth rate or the motheros
top of regular feeding can be a short term solution while the problem is resolved)

I The mothers needs to be separated from her baby for periods (occasionally or regularly) as the
baby gets older

=

STORAGE OF MILK

1 4-6 hours at room temperature

1 24 hours in Cooler with 3 frozen icepack
i 3-8 days in the fridge

1 6-12 months in the freezer

Milk should never be refrozen after it has thawed and should be used immediately. Do not microwave
breast milk. The microwave can change the molecular structure of the breast milk as well as increase the
risk of hot pocket of milk that may burn.

HUNGER CUES

Hunger cues are often seen in newborns and signal they are ready to feed. Infants may suck on theifip,
tongue, fingers, or fist. Rooting is an early hunger cue. Newborns may also begin to fidget or fuss at this
time, which is also an early sign the baby is hungry. Overstimulation and crying are late hunger cues and
may make feeding harder.
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EARLY CUES:
These mean
‘I'm hungry’

MID CUES: &=
These mean i
‘I'm really
hungry’' A

FEED ME:
These mean
‘I'm really
upset!

INCREASING SUPPLY

Once milk transitions from colostrum to transition milk women often find they have a large supply. As
feeding continues the milk supply begins to match the demand of the feedings. This sometimes seems like
milk supply has lowered. If baby is gaining weight and having the proper amount of wet/dirty diapers

there is not a supply problem. It is important to note the frequency of feedings, amount of pumped milk,
or the feeling of the breast are not valid indicators of milk supply levels. If low supply is suspected contact
a lactation consultant or your care provider.

The following items may cause or contribute to a low milk supply:

1 Supplementing
1 Pacifiers
1 Nipple shields
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Nipple confusion/preference for bottle nipple
Nursing less than every four hours

Stopping nursing before baby is finished
Only offering one breast each feeding
Health of the baby

Health of the mother

Milk is being produced at all times with how fast dependent on how empty the breast is. If a low milk
supply is indicated, the best way toincrease supply is to keep the breasts as empty as possible frequently
so less milk accumulates between feedings. The following can help accomplish this task:

il
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Ensure baby is nursing effectively: This goes hand in hand with position and good latch. If baby is
not effectively removing milk from the breast mothers may need to express milk between
feedings.

Nurse frequently

Offer both breasts at each feeding

Nurse skin-to-skin as much as possible

Avoid pacifiers, bottles, and nipple shields when possible

Avoid supplementing with formula, solid food, water, or juice

Keep mother properly hydrated, well rested, and adequately nourished

Pump between feedings

Avoid alcohol, tobacco and caffeine

Avoid antihistamines and decongestants

Try a galactagogue (food, herb,or supplement that aids in milk supply)

LACTOGENIC FOODS

On their own lactogenic foods or herbs will not increase milk production. There is no medical evidence
regarding the effectiveness of galactogogues, but manypeople will tell you that certain foods made a huge
difference for them.

Galactagogues

=
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Barley grass and barley water

Carrots, beets, and yams

Darky leafy greens: kale, arugula, spinach, swiss chard, collard greens
Oatmeal

Grains and legumes

Spices: Seasalt, dill, caraway, marjoram , basil, garlic, fennel, ginger
Green papaya

Nuts & sesame seeds

Lactation cookies

Brewers yeast

Herbs: Fenugreek, blessed thistle, goats rue,

Alfalfa

Pharmaceutical Medications
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COMMON BREASTFEEDING PROBLEMS

Engorgement

This is a condition that occurs around the 34 or 4th day after birth. The breasts become hard and painful.
The mother may have a slight fever. This is an indication that the baby is not keeping pace with the stage
of lactation. Some reasons why this may occur is a delay or restriction in feeding, a if the baby is unable

to feed efficiently because of a poor latch.

Nipple Pain

It is a misconception that breastfeeding is painful and mothers just have to persevere through it. Pain is
not a normal part of breastfeeding. Early breastfeeding may cause soeness while the nipple becomes
stretched, but this soreness should diminish when let down occurs. Pain in the nipples indicates an
improper latch. Improper latch can lead to dry nipples that sometimes crack and bleed. A nipple cream
can help with pain and promote healing. Thrush can also cause nipplepain.

Difficulty Latching

Inelastic breast tissue, overfull or engorged breasts or deeply inverted nipple may present mother and
baby with an increased challenge at proper latching. Here are a few tips:

1 Ifth e breast is engorged, gently massaging the tissue that lies beneath the areola may help

1 Hand expression or pumping may help relieve fullness to the point where the baby can draw in
the right amount of tissue to form a proper latch

1 Iflatch is still difficu It, the mother can lie on her side with a pillow under her ribs to raise the
breast off the bed and attempt feeding in this position

91 If latch is unachievable the mother should hand express and hand feed colostrum to her baby

Mastitis

This is an inflammati on of the breast and is commonly caused by a decrease in the outflow of milk (baby
slept through the night, mother was away from baby and was not able to manually express), not infection.
Typically one or two segments of the breast tissues become inflamedand appear as redness and swelling.
This may be accompanied by a rise in pulse, temperature, and flulike symptoms including shivering.
Breastfeeding from affected breast should continue otherwise an infection may result due to further
restriction on milk flow. Most of the time it can be resolved with feeding technique and regular emptying
of the breast but in other cases antibiotics are needed. If an infection occurs in the breast it should be
immediately treated with antibiotics as well as regular emptyin g of the breast or a breast abscess may
occur.

Breast Abscess

This is a condition in which unstable swelling occurs in a previously inflamed area and may be
accompanied by pus discharge from the nipple. Needle aspiration or an incision and drainage may be
needed. The affect breast should not be given to the baby but milk should still be expressed.

Blocked Ducts

Breast lumps are not uncommon during breastfeeding due to swelling in there breast tissue. If the lumps
become very firm and tender they are often alled blocked ducts. It is often a misconception that the duct
is actually obstructed but that is rarely the case. This is often a cause of uneven milk drainage that can be
due to improper latch. This can cause mastitis. Improved latch will improve drainag e which will treat the
pain and inflammation.
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Tongue Tie & Lip Tie (Ankyloglossia)

If the baby is unable to extend their tongue over their lower gum they are unlikely to be able to create a
proper latch. This may be due to a short tongue or because the fenulum (the whitish strip of tissue
attaching the tongue to the floor of the mouth) is too tight. There should be more of an emphasis on the
tongue function verses the tongues appearance. If a tongue tie is suspected a full assessment should be
performed and if needed a surgical release of the frenulum (frenotomy) should be performed. The
procedure is safe, takes seconds to perform, is usually bloody and painless (NICE 2005).

Blocked Nose

Babies tend to breath through their nose and when an obstruction occurs it creates difficulty in feeding.
Blockages caused by mucus are easily address with a cloth or nasal aspirator.

Nipple Confusion

Bottles and pacifiers can lead to nipple confusion. This is caused because of the mechanical differences in which a
baby gts milk from a bottle compared to how milk comes out of a breast. The same different type of sucking is true
of pacifiers.

YEAST AND THRUSH

Oral thrush is a common type of yeast infection that occurs in infants. The infection is caused by an

overgrowth of yeast. The yeast is naturally occurring in the body, but an infection takes place when

something disrupts the healthy balance normally found in the mouth, skin, and digestive tract. The

infection can be caused by medications, iliness, or the underdevelop& immune system of an infant.

Thrush often appears as white patches of velvety lesions on the tongue, lips, roof of the mouth, inner

cheeks, or tongue. This can cause discomfort and pain in the infant. Thrush can be passed from the
infantds mouhéré&6s bhhppmes. An anti fungal medi cati on
violet.

BREASTFEEDING SHOULD NOT OCCUR IN THE FOLLOWING SITUATIONS

1 The mother has been administered certain drugs
9 If mother can cancer (cancer treatment is harmful to the baby)
9 If a mother is HIV positive

COMPLEMENTARY AND SUPPLEMENTARY FEEDING

Complementary feeding are when formula is given to the baby after breastfeeding. This should be given as
a last resort not as an alternative. Exposure to non-human milk has been linked to the development of
type 1 diabetes, eczema, and asthma later in life (Renfrew et al 2012).

HUMAN MILK BANKING

Traditionally milk banks were used predominantly for preterm or sick babies. There is now more and

more access to milk that is donated by mothers for babies whose mothers are temporarily unable to meet
their babiesd needs with their own milk. This might
produce milk on her own. If a woman is considering accepting donated milk it may be helpful to kn ow the
following:

1 Human milk donors meet the same criteria as blood donors; they are in a low risk group to start
with and give consent to and give consent to an HIV blood test
1 Al human milk donors sign a form to the effect and all have their blood tested
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1 Almost all donors are currently feeding their own babies while donating

T No donation milk is used for any baby until the res
received

1 All donated milk is collected in sterilized bottles, kept in the fridge and frozen within 24 hours of
expression

1 When it arrives, still frozen, at the milk bank, it is thawed, a small sample taken for screening
processes and the rest is pasteurized

1 After pasteurization another small sample is taken for another screening and the rest is refrozen
in a holding freezer

1 Only when the results of both screenings have been received is the milk transferred to the freezer
from which it can be used for preterm babies and term babies

1 Donors are not paid for their milk they donate: it is freely given .

BREASTFEEDING OR FORMULA FEEDING

While most women know quickly and early on if they are going to formula feed or breastfeed sometimes

this is not the case. I't is important for a woman to c
breastfeeding soshe may make an informed decision. Observing a baby being breastfeed may influence

the woman one way or another. Support groups may help the initiation and the continuation of

breastfeeding. Some things a woman should know about breastfeeding are:

1 Breastfeeding is a learned skill
91 It should not hurt

Compared to breastfed babies, formula fed babies are:

1 Five times more likely to be hospitalized from an inflammation of the stomach and intestines
(within the first 3 months of life)

Five times more likely to suffer from uterine infections (within the first 6 months of life)

Twice as likely to suffer from chest infections (within the first 7 years of life)

Twice as likely to suffer from ear infections (within the first year of life)

Twice as likely to develop anallergy or hypersensitivity where there is a family history

Up to 20 times more likely to develop necrotizing enterocolitis (inflammation of both the small
intestine and colon) if born prematurely

=A =4 =4 -4 A

She should also be aware that choosing not to breastfeed ray increase her risk of postpartum depression,
premenopausal breast cancer, ovarian cancer and osteoporosis (UNICEF and Department of Health
2012).

FEEDING WITH FORMULA

The majority of formulas on the mar ket aneetstrisiodi fi ed c o
criteria but there is a considerable amount of variation that is legally permitted.

TYPES OF FORMULA
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There are two main types of formula: whey dominant and casein-dominant. There is also a variety of
formulas for babies who are intolerant to the standard formulas.

PREPARATION FOR FORMULA FEEDING
There are a few key things that need to be followed when formula feeding.

1 Water used for mixing formula should be free from bacteria or harmful chemicals
1 If bottled water is used a non-mineralized variety should be used.
1 All feeding equipment needs to be properly sterilized after each use

BOTTLE FEEDING

A baby should never be left unattended while feeding from a bottle. The mother should try to simulate
breastfeeding conditions for the baby by holding them close, maintaining eye contact, and allowing the
baby to determine how much they feed. They baby should also be held in a fairly upright position with its
head supported in a comfortable, neutral position. Formula feed babies tend to have much fouler smelling
stools and there is an increased risk of becoming constipated.

PUMPING BREAST MILK

There are many reasons a mother may choose to pump their breast milk. Clients should know their
options for feeding their baby breast milk even if they are not able to feed from the breast. Pumping breast
milk is not the same as feeding directly from the breast. Many women find they respond differently to the
pump than from feeding directly from the breast. There are two types of breast pumps; manual and
electric. Manual pumps are operated by hand while electric pumps run from an electric outlet or batteries.
Electric pumps come in sets of one or two so both breasts can be pumped at the same time or individually.

Many insurance companies now pay for breast pumps. Fumps can often be rented from the hospital or
local WIC office. Those for rent are for commercial use and do not have internal parts coming into contact
with breastmilk. Commercial pumps purchased by individuals should not be reused as they have internal
parts that come into contact with breastmilk and cannot be sterilized.
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THE DOULA CLIENT RELATIONSHIP

The doula client relationship is unique. Most doula client relationships begin a few months before baby is
due, but may begn earlier especially if they client has hired their doula prior to conception. As doulas we
build a trusting relationship over time so we may best serve our clients when the time of birth arises.

It is up to you to set personal and professional boundaries when it comes to your client relationships.
Sometimes it does take on a balancing act since the nature of the job is so personal.

QUALITIES HELPFUL FOR DOULA WORK

Every doula, just like every birth, is unique with their personality, qualities, and skill sets. With that being
said there are some qualities and attributes that help in doula work. If you find that you do not fit some of
the noted qualities do not be discouraged. The following is a general overview of qualities that are helpful
to the job, but are not meant to be taken as a make it or break it of being a doula.

Good Communication: We already talked about the importance of communication skills, but we
wanted to say it again. Communication skills are so important as a doula. You should be ableto easily
start conversations with clients that create a good rapport and trust prior to attending their birth.

Be in Good Health:  Being a doula is often physically and mentally demanding. Being in good health
will help you cope with the demands of doula work. The job often requires long hours standing, physically
supporting clients (hip squeezing, holding up client, counter pressure, etc.), and long hours in one
position.

Tolerance and Cultural Sensitivity: As a doula you will often find yourself encountering a vast
variety of different people. Clients will often come from different backgrounds, ethnicities, cultural
customs, religions, socioeconomic status, and education levels. As a doula we need to be respectful and
tolerant of all our clients.

Compas sionate and Nurturing: A big aspect of doula work is caring for a laboring mother. It is

helpful to be a compassionate person who easily takes a nurturing role when caring for a client. Clients are

often in a vulnerable state in labor and like reassurancethat someone is there for them that is attune to
their needs and desires.

Stay Neutral:  Every person has their own personal biases for one reason or another. In the birth world
we often encounter other people who do not believe in the same things that we @. As a doula it is
important for you to stay neutral on subjects and leave your personal opinions out of the conversation. It
is the role of the doula to provide evidence based information to help clients make informed decisions on
their own. Our own personal beliefs should not influence those decisions. This may be a difficult skill to

work with. This goes hand in hand with tolerance
you dod or fAWhat did you do ?adecisiohsudbe thdir ownsandinahgvayed a nt

by what your personal preference may be. Remember that clients will often see you as an expert in your
field. This means the information you are providing should be evidence based information and not
personal preference.

Keep Your Own Birth to Yourself: While some clients may find it comforting to have a doula who has
given birth themselves, your personal story may
experience is unique and should not be used as aeference to your clients. The decisions you made during
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your own birth may influence your <clientds decisions.
expectations of what birth may be like or it may create fear about a particular aspect of yaur birth.

Tough Skin: It is helpful to be sensitive as a doula, but also remember to bring your tough skin for
unexpected moments. Sometimes during labor, a client may do or say something insensitive or
outrageous. They do not mean to hurt your feelings. A client may even ask you to leave. It is important to
remember that this is likely nothing to do with you or something you did.

Keep Calm: This skill is not always one that comes naturally. Many situations in a labor may need you to

stay calm despitethest r essf ul and potentially scary nature of the
become distressed in labor and need a calming presence to help them relive their own fears or stresses. Be

aware of things and situations that may cause your own fears andanxieties to appear. Your own stress and
anxiety could impact your clientdéds | abor and birth.

Be Flexible: Doulas should be able to have flexibility in most aspects of their work. This includes your
time, view point, and plan of action. Birth happens on it s time and this sometimes requires birth workers
to leave special occasions, planned events, and cancel appointments. A doula should be flexible with what
hours they will meet for prenatal and postpartum visits. They should also be flexible with how much time
they will spend at a birth. Doulas should be able to adapt to change easily and be able to change their plan
of action if the situation requires it.

BIRTH WORKER COMMUNI CATION

It is sometimes said that all a good doula needs are her heart and her hand. While there is some truth to

this statement here at BABES we believe an in depth knowledge of childbirth, specific skills pertaining to

the profession of a doula and impeccable communication skills are the foundation of any doula. It is

importanttoreme mber t hat a doul ads job it to provide their cl
can achieve the kind of birth they desire. One of the biggest parts of this is communication skills.

Birth worker Communication

Communication is one of the key aspectsof being a birth worker. Birth workers provide services to their
clients and are required to communicate effectively in order to adequately provide their clients with those
services. Communication is simply getting information from one place to another. T his can be achieved in
a variety of different channels and medium. This can include vocally, written, visually, or non -verbally.

INTERPERSONAL COMMUNICATION SKILLS

Interpersonal communication skills are those skills that we use when we engage in face to &ce
communication with one or more people. The essential elements of interpersonal communication include:

Source -receiver : The communication process involves at least two people. Each play the role of source
(someone who forms and sends messages) and receer (someone who receives and understands the
message).

Messages: The message part of communication is the content of what you are trying to express. This can
occur verbally or nonverbally but commonly is comprised of both. Every message also has an outcme.

Feedback: Feedback is an important component of the communication cycle. It conveys information
about the messages that you send.

Channel: A channel is the medium in which you choose to send your message in. Multiple simultaneous
channels are usuallyused at once when working in interpersonal communication. For example, in a face
to face meeting you speak and listen using the vocalauditory channel. You also use nonverbal channels
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via your gestures and body language. Face to face contact, telephoneoniversations, e-mails, movies,
television, and texting are all channels of communication. Today it is almost impossible to get away from
computer-mediated interpersonal communication, communication through the interaction of technology;
e-mail, social networking sites, instant messaging, news postings, film, television, radio and fax.

Noise: Noise refers to any inference that may come into play when trying to send tour message. There are
four common types of noise:

1 Physical noise- These are external interferences from either speaker or listener and may including
things like humming of a computer, cars honking, music playing, illegible handwriting,
sunglasses, popup ads, poor grammar ect.

1 Physiological noise-These are internal interferences such as hearingloss, speech problems, loss of
vision, or memory loss.

91 Psychological noise These are mental interferences within the speaker or listener such as
preconceived notions, wandering thoughts, closed-mindedness, or extreme emotionalism.

1 Semantic noise- This type of interference is created when the speaker and listener have different
meaning systems. Examples include different dialect, use of slang/jargon, or overly abstract terms
whose meanings can be easily misinterpreted.

Context: Messages are always sent andeceived in a certain context. This refers to the environment that
influences the form and content of the communication. Different contexts can include the actual physical
environment, the social-psychological environment, the element of time or sequence,and the different
aspects of culture that vary from person to person.

Competence: Competence is where the receiver is able to understand the message that is being
conveyed.

POWER IN COMMUNICATI ON

Power is an important part of interpersonal communication. You cannot convey and receive messages
without making connections to your level or power or lack thereof. Donét be afraid of
not a bad thing. It is okay to have power and an help your clients when use appropriately. There are six
types of power someone may have:

Leqitimate Power - This occurs when others believe you have a right, by virtue of your position, to
influence or control their behavior. This can be seen in relationships like employer to employee or police
officer to citizen.

Referent Power - This type of power occurs when other admire you, you are well liked and respected,
and have prestige over others. This can be seen in relationships like a younger sibling and their older
sibling or a birth idol and their follower.

Reward P_ower - This type of power occurs when you are in control of rewards that others want. Rewards
may be material (money, promotion) or social (love, friendship, respect) in nature. This can be seen in
relationships such as teacher to student via grades.

Coerc ive Power - This occurs when you have the ability to administer punishment or remove rewards
from others. This can be seen in relationships like parent-child where a child may get grounded because
they behaved in a negative manner.
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Expert Power - This type of power occurs when others see you as being an expert in your field. This is
apparent in professions like midwifery where a midwife has expert power in matters pertaining to women
in the childbearing year.

Informational or Persuasion Power - This type of power is when others see you as being able to
communicate logically and persuasively. This can be seen in researchers or birth lobbyists who may be
given informational power because they are perceived as informed and critical thinkers.

There are three things that you need to keep in mind about communication. Communication will happen
whether you are trying to communicate or not. The things you say and do convey a message to those
around you. This is why it is always important to conduct yourself in a profes sional manner at all times
when serving clients. Secondly, communication cannot be taken back. Once something is said or done you
cannot go back and withdrawal it if you later regret it. This is important not only regarding clients but
regarding other birt h workers as well.

Think before you act especially in an online setting. Be sure to keep confidential information confidential.
Third, situations are unrepeatable. You will never have the ability to relive the same moment twice or get
to have a first impr ession on the sameperson more than once. It is important to be mindful of your
situations, mindset and relationship dynamics you create as a birth worker in your community.

LISTENING

Listening is a vital interpersonal communication skill. We spend more o f our time listening in
communication than we spend actually conveying our message. Listening is not the same as hearing.
Being an effective listener you need to focus and be able to understand the messages that are being
communicated to you. Listening skills also encompass things that are not being said just as much as the
things that are being said. Effective listening involves proper observance of non-verbal cues such as body
language, facial expression, and gestures. Ten tips to being a better listenemclude:

==

Stop Talking

Prepare yourself to listen

Put the speaker at ease

Remove distractions

Empathize

Be patient

Avoid personal prejudice

Listen to the tone

Listen for ideas- not just words

Wait and watch for non -verbal communication
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ACTIVE LISTENING

To be an effective listener you need to also be an active listener. Active listening is an acquired skill that can be
developed and practiced. Active listening involved listening when a message is being conveyed with your full
concentration rather than justdring what they are saying and conveying to the other person that yiesniad

with your entire body.

Non -Verbal Signs of an Active Listener

1 Smiling
i Eye Contact
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Posture
Mirroring - This involves automatic reflection to any facial expressions the spealer is using

Not distracted - As in not fidgeting, looking at the clock, doodling, checking social media, or
picking their fingernails.

Verbal Signs of an Active Listener

il

=

Positive Reinforcement - This should be used sparingly as to not distract from the spe&er or
the message.

Remembering - Remember detail of the conversation
Questioning - Asking relevant questions conveys you are actively listening

Reflection - Repeating or paraphrasing what was said by the speaker in order to show
comprehension

Clarification - Asking questions to ensure the correct message has been received.

Summarization - Repeating a summary of what was said back to the speaker. Shows you were
listening and that you understand the message.

When actively listening you should listen to the speaker without forming a response before the speaker is
compl etely finished. You should be abl e t ol frleptehmitnk hle

heard you sayééo When using active listening shfills

open-ended questions or statements. Active listening can be especially helpful when there is a conflict
between two or more people, when a problem needs to be solved, when someone is experiencing strong
feelings and concerns, and when apersonhas@ r obl em wi t h someone el sebs
listening are to:

1

f
f
f

Facilitate and improve communication

Validate the speakers experience

Foster a relationship between people communicating

Help others clarify feelings and concerns and convey them © others

Active Listening Does NOT Include

==
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Asking probing questions

Being sarcastic or using inappropriate humor
Commanding or ordering someone to do something
Threatening someone

Moralizing or preaching to someone

Solving the problem for the person

Lecturing

Just agreeing with the other person

Being judgmental, criticizing or blaming

Giving false reassurance

Distracting the speaker from the topic or changing the subject

OTHER FORMS OF COMMUNICATION FOR BIRTH WO RKERS
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While speaking and listening skillsay be at the top of the list for birth workers there are some other form of
communication that doulas should be able to master in order to be successful. Some other forms of communication
that are important to birth work include:

1 Presentation skills
1 Writin g Skills
1 Personal Skills

A doula needs to be able to write effective business contracts, help clients with birth plans, and be able to
present information to clients in an appealing way. Sometimes statistical data about subject of birth can
be slightly boring or even intimidating. Running a successful business in general someone needs to have
adequate presentation, writing, and personal skills.

FOCUS ON YOUR CLIENT

As a member of the birth support team your job is to focus on your client. This may seem more intuitive

than it sometimes is. We all experience varying degrees of bias on one subject or another. The word bias is

often associated with the negative, but a bias is just a personal preference for one thing over another.

Some people have a bias about ccumcision or use of Vitamin K. That does not mean they are bad people.

As a doula, it is important for us to be aware of our
decisions and birth. A doula needs the ability to keep a neutral stance on dl subjects and provide evidence

based information. This allows clients to choose based on their own not based on your opinion. There is

no right or wrong way to have a baby. There is only what is right for the client.

Keep in mind your own energy affectswomen in labor. They are very susceptible to others energies. Your
own fears and anxieties can have a negative impact on labor and birth. The focus should always be your
clientds needs and desires. You cannodn. be invested in

Another aspect of client focus is to remain on a professional level and not a personal one. If you are in a
group of friends you are more likely to share personal stories and opinions. What you share with your
clients should remain on a professional level. It comes down to the ability to remain focused on the client
instead of a friendship where emotions may come into play effecting decisions of the client.

In order to help us find subjects in which we have a bias about and recognize how we might repond when
these subject come up with our clients take some time out to analyze subject about pregnancy, labor,
birth, and postpartum. Think about what your inner self would say in term of what you feel a
pregnant/laboring mother should do. This may look like: | feel a pregnant woman should not have any
caffeine in pregnancy or | feel a pregnant woman should not have a cesarean section unless medically
necessary. Being aware of how we feel about particular subjects better allows us to provide unbiased
support. The reason a client may engage in behavior not in line with what you feel should be may be for
any number of reasons including a lack of education or a need fulfillment. The following topics may be
ones you have a strong opinion about:

91 Diet during pregn ancy

Childbirth preparation classes

Caffeine intake during pregnancy

Alcohol intake during pregnancy/nursing

Activity levels during pregnancy

Medications during pregnancy/nursing

Medications during labor

A fatherdés role in the birth
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Newborn medications

Cesarean sections

Interventions/Augmentations (AROM, episiotomy)
VBAC

Breech

Breastfeeding

=A =4 =4 -4 -4 -4

ADVICE VS. INFORMATI ON

Doulas should not be giving advice to clients. Advice usually involves an opinion and your personal

opinion has no place making decisions for aclient. Clients should be given information on topics of

question. As a doula you are not a trained medical provider and are practicing outside of your scope if you

are advising clients to do specific things related to their pregnancy. You can tell them what other people

often do or what evidence suggests, but you should not be telling your clients what they should be doing.

Doul as often face the question from clients, i Wel I wh af
should not answer these questionswith their own opinions and advice. These questions should be

answered with evidence based information.

BRAIN Decision Making

This model of decision making can be used in many aspects of pregnancy, labor, and birth. It can actually
be a great tool to useeveryday situations. BRAIN is an acronym that also goes through a process when
trying to make a decision. This type of decision making tool goes along with evidencebased information,
appropriate advocacy, and not providing personal advice. BRAIN decision making allows clients and their
family to assess many different options at once.

B enefits: What are the benefits of this decision? How will this benefit mother? Baby?

Risks: What are the risks of the decision? What are the potential outcomes?

A\ lternatives: What are the alternatives? Is there another way? More natural? Less invasive?
| ntuition: What does your intuition tell you? What does your gut instinct about the decision?

N othing: What happens if you do nothing? What happens if you wait to make the decision?

ADVOCATING FOR CLIENT

The term advocate to describe a doula has fallen into a controversial topic in the resent years. This is

believed to be a misconception of what advocating for your client truly looks like. Doulas should be

advocating for their clients, but it should not involve speaking for them, speaking to medical care

providers about the client, acting on their clientds b
of the doula and how she advocates for clients should be made clear por to the onset of labor. A doula

should maintain a professional relationship with the medical care providers, staff, and other member of

the birth team because all of you make a team with your client at the heart of it.

There are occasions where a dow may relay information to care providers or staff as requested by the
client such as requesting specific items (pillow, birth, ball, juice) or asking a staff member to return at a
later time because she is undressing. These occasions do not involve relagig medical decisions or
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opposing a care giver or staff member. A doula can help support decisions previously discussed by clients

and their family prior to labor by mentioning their choices to them or suggesting time for the family to

talk about their opti ons. If a client is being presented with options and is overwhelmed in the moment the

doula can calmly ask the client, AWould you Ilike a few
about this choice before you makvdhaa dani dDieosad dAn ditYloar
indicated you did/did not want (insert item here). Is this still your desire or would you like to go over

benefits and options in private before you make a deci
their family. Giving clients time to make informed decisions without pressure can help clients be

confident in their decision making. Helping clients advocate for themselves is a big part of a doulas job

and helps improve the maternity care system as a whole.

Other examples of advocacy includes:

T Unbiased support of clientds decisions
1 Encouraging client to ask questions about their care
T Amplifying the motherds voice if she is being dismi

trying to tell you somethin g . 0

1 Bridging the gap to facilitate communication between medical care providers/staff and clients or
family members

1 If a birthing person is not aware that a provider is about to perform an intervention, the doula
could point out what it appears the nurse or physician is about to do, and ask the birthing person
if they have any questions about what is about to happen.

HANDLING CONTROVERSIAL SUBJECTS

Many subjects in the birth world are heavily debated on one side or the other. You may find your own

beliefsdo not | ine up with your <clientés. I't is important
your <c¢lientds decisions. Provide evidence based infor m
stated. It is your job to provide evidence basedinformation not just information that matches with what

your client has a preference for. The information should be as balanced as possible. Do not only rely

information that supports your own belief if there are credible sources that provide information o n both

view provide both sides. No matter their decision unbiased support is needed. As a doula you should

never push for a client to make a decision in favor of your own beliefs or pass judgement on them if their

beliefs differ from your own.

If you find yourself in a situation to discuss a controversial subject with a client there are ways to still
provide support that may not be aligned with your own beliefs. Like mentioned above you can provide
evidence based information followed by the suggestion to peak with a medical care provider or more
qualified professional. Do not force information about a subject the client has indicated they do not want
information about. Be sure to use inclusive language and pay close attention to how you respond to the
situation with not only your words, but your facial expression and body language as well. Examples of
good response include:

1 Would you like more information about that subject from research studies?

1 There are other more qualified to provide information on this subject that | would like to refer
you to. Here are some great resources/professionals for information on this subject.

1 1 am unable/not comfortable to assist you with this particular subject. Here are a few other
professionals in the area who may be bette suited to support you.
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We do understand that some of us are uncomfortable supporting aspects about birth that go against our
beliefs. This may include a difference of opinion on a subject you hold a strong belief or not being able to
support a client who chooses to remain in a physically violent relationship. If you are truly not able to
support a client based on their decision you should inform them. It is better for you and your client for

you not to be a part of their support team if you are unable to stay unbiased. As we have mentioned, your
energy and anxiety will come through whether you mean it to or not. It is possible to detect some if not all
of these possible situations prior to labor and birth. A good interview with multiple prenatal visits wil |
allow you to get to know your client/potential client providing opportunities to not accept a client if

needed or change doula care before labor and birth.

OTHER CONSIDERATIONS IN PRACTICE

STAYING UP-TO-DATE ON EVIDENCE BASED PRACTICES

With advances in the medical system and maternity practices there is a never ending stream of new
information being given out to the public daily. It is important to stay up -to-date on what the latest
evidence based practices and information is in order to be able to provide our clients with the latest
information. One topic that changed significantly for myself from the time | started being a doula was the
acknowledgement that 6 cm dilation was not considered active labor compared to the old standard of 4
cm dilation. Continue to do research from credible sources and continue to learn all that you can. There
are always new things to be learned. Professionals who have been practicing for 20 years still learn new
things every day.

SOCIAL MEDIA

We live in the digital age of social media. As a doula you should adopt clear social media practices for your
business. It is important to remember your conduct on social media is a direct reflection of you and your
business. BABES doulas should keep in mind the standards of practice ad code of ethics when posting on
social media. Respect for colleagues and other professionals should be maintained at all times. Client
confidentiality should be maintained at all times. It may be unwise to makes posts about heading to a

birth, having just attended a birth, or checking in at the location of the birth. This may accidently
announce to other in the community a particular client has gone into labor though you may not have
specified who it was you were attending. Any pictures or information about a client should be post only
with the express, written consent of the client.

PERSONAL SAFETY

As a birth worker you may find yourself in a situation in a variety of situations where you need to heed
caution in order to keep your own personal safety in mind. The following topics should be considered for
every birth.

INITIAL CONSULT

Precaution should be taken when performing an initial consult. While we would like to think that

everyone who contacts us are genuine and are seeking professional support, theeality is that some people
are not safe. Meet in a public place where you feel comfortable. Do not meet in the clients home or in your
own home.
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DOMESTIC VIOLENCE

If you find yourself in a situation where you suspect domestic violence take special consderation as to
whether or not you will continue to serve the client. As a doula you are not a mandatory reporter. Do not
continue in a situation where you do not feel safe or you may find yourself physically in the middle of a
domestic dispute at a prenatal or birth.

ANIMALS
Many clients have pets. Most of those pets are well
birth or strangers. I f you feel unsafe around a cli

issue where you do not £el safe you may want to consider not working any further with the client.

BLOODBORNE PATHOGENS

There are many situations where you may come into contact with bodily fluids in a birth setting . While the

ri sk of transmissi on o &do@ashouldalwayshelaward ancfollowiuniiersat t i o n s
precautions. A doula should wear gloves when there is a potential to come into contact with bodily fluids

of any kind. You may carry your own disposable gloves or become familiar with the birth location and

know where they keep the gloves. Be sure to cover any open cuts and wash hands frequently.

Avoid touching the mouth, nose, or face unless hands are completely clean. Common situations where a
doula may be exposed to bodily fluids includes:

1 Helping a client to and from the bathroom

91 Providing counter pressure, massage, hip squeezing while client is in a birth tub
1 Helping clean soiled linens or pads

1 During pushing

Gloves should also be worn at all times if a doula comes into contact with the newborn. Thisis for
protection of the baby as well as the doula. Studies have linked contact with germs outside of the
immediate family shortly after birth can affect their natural microbiome and impact them for the rest of
their life.

A doula should have designatedclothing for attending births. They should be washed promptly after
returning from a birth. Some doulas prefer to change into a different set of clothes before entering their
car in order to limit the spread of potential bodily fluids. A separate set of sh oes should also be designated
for attending births. Some doulas choose to wear washable shoes that can be washed in the machine with
the clothes.

TRAVEL SAFETY

It is important to remember driving safety to and from a birth. While in route to a birth remem ber to
follow the rules of the road. Not only for your own safety, but for the safety of everyone around you. It may
be tempting to speed, but please be cautious of your speed when heading to a birth.

When returning from a birth take an assessment of yourself. How long was the birth? What time is it? Do
you feel you can safely drive back to your destination? The last thing you want to do is make yourself a
danger to others by trying to drive back when you are too tired. Sleep deprivation can have devastatng
effects on the human body including hallucinations. Be safe and nap before heading to your destination if
you are tired or if there is a chance you will get too tired in the middle of your drive.
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VICARIOUS TRAUMA

One should take special attentiontoon e s own traumatic experiences when at
can have emotional residue from exposure to others trauma. Care givers should be aware of signs and

symptoms of vicarious trauma and potential emotional effects when working with clients. He re are some

signs and symptoms:

=

having difficulty talking about their feelings

free floating anger and/or irritation

startle effect/being jumpy

over-eating or under-eating

difficulty falling asleep and/or staying asleep

losing sleep over patients

worri ed that they are not doing enough for their clients

dreaming about their clients/their clientsdéd trauma
diminished joy toward things they once enjoyed

feeling trapped by their work as a counselor (crisis counselor)

diminished feelings of satisfaction and personal accomplishment

dealing with intrusive thoughts of clients with especially severe trauma histories
feelings of hopelessness associated with their work/clients

blaming others

= =4 =4 =4 4 -4 -8 - -8 - -8 s

If you feel like you have experienced a traumatic experiene make sure to seek assistance. Talk to peers or
mentors to process your feelings. Also practice selfcare to minimize the effects.

BALANCING DOULA LIFE

Some individuals become interested in being a doula through their journey through childbearing, while
some practice without having children. Some doulas have another job while practicing as a doula, and
others are striving to make their doula practice sustainable enough to not have another job. No matter the
situation a doula may find themselves there are some key aspects about life as a birth worker than one
needs to consider and navigate while trying to balance work and home life.

BOUNDARIES AND PLANNING

This may seem counterintuitive for such an unpredictable job, but you need to set clear boundaries for
both clients and family when planning out your work week. If you have another job you will have to

plan it around your job. If you have small children, you will have to plan it around their schedule. This
may mean you get up early and get a few hours ofvork in before the daily routine begins or it may
mean working at nap time, or staying up late after everyone is asleep to put a few hours of work in. You
need to commit to blocking out periods of time to work on your business. You will not be able to give
your work your full attention if you are trying to multi -task between caring for your children and getting
work for your business done.

Think about what others will need to do while you are away. This may mean planning meals in advance
and having easy ogions available for while you are gone. Make arrangements for travel to and from
school if you have older children. What activities can they do while you are gone? It can be fun and
helpful to have a bag/box of special away time activities for children to bring out when you are away.
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Make sure you have your bag packed and ready to go if you get the call. If you have children they should
have a bag packed and ready to go as well that includes extra clothes, snacks, diapers, and other items
they may need inthe event the quickly need to go someone for childcare. This bag may also want to
contain a small amount of on-hand cash for the unexpected.

UNPREDICTABLE SCHEDULES

Like we mentioned before, the nature of birth is that it is unpredictable. This means that as you go
about your day you wi-¢al nkesdt dtouhaive tyhearbdokh of
about be sure to bring your birth bag so you can be ready to leave from where you are. If you plan
outings think about what you would do befo re hand if you get the call in the middle of the activity. You
may make plans and have to cancel them without much warning. Sometimes it is helpful when making
plans to let others know what you do and state that in the event you get called to work you will need to
leave.

This type of schedule can put strain on a family. It is important to talk to them about your work and
find what works for your family to help them cope with its unpredictable nature. You may sometimes
have to miss birthdays, holidays, or special planned activities.

PLAN TIME FOR FAMILY AND OTHER ACTIVITIES

It is important to make extra effort to plan time to spend with your family. Set time aside for your
partner. The relationships in your life are important. Schedule date nights or time t o call and chat with
friends. If you have children, set up childcare and backup childcare. This is for births as well as much
needed selfcare time and time with your partner. You will not make it far in these profession if you do
not learn the art of self-care.

CHILDCARE

Childcare arrangements for on-call jobs can be difficult. Most childcare providers want scheduled hours
and are not ready to be on-call themselves. You may need to make a list of 10 or more people to call for
availability in the event of a birth if you do not have a close friend or family that is willing to help. You
may need to pay someone to be oncall for you where they receive payment just to be ready to provide
childcare at any moments notice. Other options may include

Making arrangements with other doulas to trade childcare
Trade childcare arrangements with a client for services
Locate emergency drop in daycares

Ask in the community for local high school students
Check into in home daycare providers in your area

=A =4 =4 -8

BREASTFEEDING

If you are breastfeeding prepare ahead of time for your absence. Pump and store milk in advance. Be
sure you bring a pump or plan to hand express for those long births.
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FINDING A BALANCE

Your balance wild/l be different t haofbalsnceryeuwshoeld a/dids e 6 s
the image of a tipping scale, because balance in your work and homelife may be heavily one sided and
that is okay. Create a harmony that works for you.

BACKUP

In order to adequately offer serves as a doula you will need to hae a backup doula in place. This is
important. When you sign a contract to offer services you must offer those services in order to not breach
your contract. On a more human level, what would it be like if you got sick and no one was available to
attend your client in labor? It is suggested you work with someone who has a similar style as you . Itis
also wise to have more than one backup networks in line just in case.
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DOULAS IN PREGNANCY

Much of what a birth doula does takes place before labor ever begins. It is a doulas job to help prepare
their clients for birth. This means also providing them support during the prenatal period. During your
prenatal visits with your client you will be preparing them for things to expect in pregnancy, labor, birth,
and early postpartum. Clients may or may not have taken a childbirth education course or have had a
previous birth. It is a doulas job to find out what their client is in need of and determine how deep of a
level of involvement their clients want them to have. During the prenatal time you may be helping
parents understand what birth may feel like, what to expect of the birth setting, providing evidence based
information about medications, or even talking about the different typ es of care providers. Some women
hire a doula immediately after they discover they are pregnant while some doulas do not meet with their
clients for the first time until only weeks before delivery.

THE BIRTH MARATHON

It can be helpful to have clients thin k of the labor and birth process much like a marathon. They are
similar in many aspects. The more prepared mentally and physically the more likely things will go
smoothly. Labor and birth, just like a marathon, will require a fair amount of physical stamin a, mental
stamina, and preparation. Many clients feel better prepared for labor and birth with the following:

1 Childbirth education

1 Information about what is expected in labor and birth

1 General good health and physical fithess

1 Adequate support system (birth team, supportive partner, doula, supportive care providers,
supportive family)

1 Planning as much a possible ahead of time

1 Adequate sleep prior to onset of labor

1 Adequate fluid intake and nourishment before and during labor and birth

1 Continuous support thr oughout the entirety of labor and birth

91 Access to evidence based information and medical advice as needed

We understand a marathon is not completely similar to labor and birth. For one, someone chooses to run
a marathon and has the option to not finish. Not finishing labor and birth is not really an option. We use
this comparison because most people know what a marathon is and know that people do not often run a
marathon without preparation. They also do not run a marathon without proper fluid and nourishme nt
which should not be asked of laboring women, but is often the case in hospital settings. Not eating and
drinking in labor is not evidence based and has been proven to be harmful to mothers.

THE BIRTH PLAN

One of the ways doulas can help a client exploe what kind of birth they want and what to expect is by

hel ping them create a birth plan. A birth plan covers
like to be care for, birth options, priorities or specific areas of concern. A birth plan sho uld also cover what

a client would like in the event unforeseen circumstances come up like a cesarean section or transfer from

a homebirth to the hospital. It will help clients brainstorm and consider how they would feel and what

they would desire if thing s did not go as they had planned. This is an important aspect of a birth plan.

Birth does not always go as planned and clients should be prepared for what could happen so they areot
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caught off guard in the moment. A birth plan does not have to be written for the expect intent of giving it
to the care providers at delivery. A client should have previously discussed their desires with the care
providers prior to labor. It can be a tool just for the client to help prepare them and help them discover
what they desire. Some clients do not know they have options in birth. A basic birth plan will cover the
following:

1 Name of mother and support team who will be attending the birth

1 Labor options: Activity, food/drink, fetal heart rate monitoring, rupture of membran es, pain
medications, labor positions, augmentation considerations

1 Birth options: birth positions, pushing techniques, perineal care

Postpartum options: immediate care of newborn, contact with newborn, feeding, medications,

1 Unforeseen circumstances: Difficult labor, cesarean, transfer, premature or sick infant, stillbirth
or death of baby

1 Personal choices: Room lightening, support personnel, medical providers, word choices, religious
preferences

=

LABOR OPTIONS

Many labor options are highly dependent on place of birth and polices of that place of birth. An out of
hospital birth will provide a higher level of autonomy for the client than a hospital birth. Many hospitals
have strict policies about fetal heart rate monitoring, vaginal exams, and food/drink consu mption in
labor. It is important for a client and her support team to know what the policies are in their desired place
of birth. Here are some things for clients to consider in their labor options:

Activity in labor __: What level of movement does your client desire? Would she like to have freedom of
movement to be able to get into which ever position they desire? Would they like to be able to go for a
walk during labor? Would they like to be able to shower or use the tub during labor? Would they desire
the use of a birthing ball or birth stool during labor? Would they be willing to stay in a lying on their back
position during labor?

Food/drink:  Would the client desire to have full access to food and drink during birth? Many hospitals
have a no food and onlywater policy once admitted to labor and delivery. Will clients be able to bring
their own food/drink or will they only be allowed what is provided by their desired site of birth?

Fetal heart rate monitoring: Would the client desire continuous fetal monit oring? Internal or
external? Does this conflict with their activity desires? Often continuous fetal monitoring requires clients
to lose their freedom of movement since they will need to stay close to the monitoring equipment. Would
the client desire interm ittent monitoring? Would the client desire monitoring to be done with an
electronic Doppler, stethoscope or fetoscope? If continuous fetal monitoring is required is a telemetry
device available? (telemetry is a wireless monitoring device that is often times water proof but not all
facilities have them on hand)

IV use: Would the client desire IV access for the duration of the labor and birth? Would they desire no IV
line placed unless necessary? If the client is GBS positive will they be receiving antibiotcs? If so, do they
want a continuous IV or would they like an IV to be placed for every dose? If an IV is required would the
client desire a regular IV or a heparin/saline lock?

Augmentations: _ What other types of augmentations would the client be accepting of? Would the client

desire a vaginal exam for assessment on arrival at des|]
they prefer as little vaginal exams as possible? If a vaginal exams are part of the site of birth policies,

would the client desire any provider to provide the exam (nurse, student, OB, midwife) or would they only
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prefer their provider conduct the exams? Would a client accept an artificial rupture of membranes if a
provider indicated it or would they prefer their bag of waters s tay intact until it ruptured naturally? Would
the client accept artificial oxytocin (Pitocin) if indicated by a provider or would they prefer no medications
be used to alter their labor patterns?

Pain Management:  How does a client plan to manage their discomfort/pain during labor? Would they
desire access to alternative therapies such as touch, hypno birthing techniques, hydrotherapy, sterile
water papules, etc.? Would the client desire to use pharmaceutical medications to manage their
discomfort/pain? Wou Id they desire to try a non medicated birth and decide in labor if and when
medications are necessary? How will they feel if they use pain medications if it was not in their original
plan? Does the place of birth have a tub to labor in? If there is a tub b they allow birth in the tub or just
labor?

Environment:  Would the client desire the room to be dark and quiet? Would the client desire things
from home brought to the place of birth if not at home to make the room more comfortable? Would the
client desire candles or birth affirmations around the labor room? Are scented essential oils allowed for
use if the client desires in the birth location? Would the client like to wear their own clothes or something
provided by the birth location (nursing gown from th e hospital, pre purchased labor gown, skirt and top)
Would the client desire certain music to play for labor and birth?

Other considerations: What level of privacy would your client like to retain? Is it okay if students
perform any tasks or observe? If laboring at home and going to the hospital at what time would the client
like to leave for the hospital? Would they like to stay at home as long as possible or would they like to go
to the hospital as soon as labor begins? Would the client desire a photogrgher? Are photographers
allowed at their choice of birth location? If the client has other children would they like them present or to
take part in the process? At what point would the client like there support team to arrive? Would they like
their doula t o meet them at their home for labor or meet them at their desired birth location if outside of
the home? How long does it take to get to the birth location? How long does it take in traffic? What kind
of parking is there? Do these last few items impact wha time you need to leave for the birth location? If
restrictions on bathroom use are in place would the client like the use of a bedside commode, bedpan, or
catheterization for bathroom needs?

CONSIDERATIONS FOR PAIN RELIEF IN CHILDB IRTH

Every wo nrasraddgshoufgssabout pain during labor are different. Some want to have a
medication free birth and others know ahead of time they will be using pain medications to help them
through the birthing process. It is important to discuss with your clients ahe ad time so they can indicate
their preference for pain medications in different situations. A variety of factors affect the choice for pain
medications including:

Prior views on birth

Prior experiences in birth
Childbirth preparation classes
Amount of support from birth team
Nature of the labor itself

=A =4 =4 -8 A

One cannot fully prepare for the path their labor and birth will take. Uncomplicated labors tend to

increase the chance for a woman to not require pain medications. Labor sensations can be unexpected and
feel very different than a client expected. When a medication is used it may not have the desired relief a
client expected. It is important for your client to also know the risk and benefits of the different forms of

pain medications before making decisions. Clients should include their partner in this discussion.
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Partners can have a previous preference for their part.
natural unmedicated childbirth is what is best while others may believe that labor and birth without the

use of pain medications causes unneeded pain and suff e
foremost.

PAIN MEDICATION PREF ERENCE SCALE (PMPS)

Your client may want to use a pain medication preference scale to help them identify the approach to pain
relief that best suits them. The PMPS uses a scale from 10+ to 10with 10+ meaning they want to feel no
pain throughout any of the labor and birth process, 0 being they have no preference, and a 10 meaning
they want to have no pain medications at all even in the event of a cesarean section. The first and last are
both two impossible, unrealistic extremes, but will give you the starting point of where to help your client.
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Mothers Preference

Desiresto feel no pain for the entirety of labor and
birth

Desires pain medications as soon as possible
Fears the pain and stress

Does not feel she will be able to cope with the pain
Places pain management solely on medical staff

Desires pain medication as soon as staff allows,
preferably before labor becomes painful

Desires epidural in active labor
Feels confident they can cope until active labor
Feels okay with narcotic medications if necessary

Desire for some pain medications but as little as
possible
Confident in ability to self-cope until medications

Mother has no preference for use of pain
medication or no use of pain medication

Desires to avoid use of pain medications
Okay with the use of pain medications if unable to
cope and will not feel guilty for using them

Mother has strong desire to not use pain
medications

Concerned about side effects of medications
Willing to accept mediations if labor becomes too
difficult or prolonged

How the doula can help

This is an impossible and unrealistic expectation

Help client accept the impossibility of this level of pain relief
Discuss potential fears of birth

Explain safety implications of prolonged pain medicat ions
Assist mother to get pain medication as soon as possible

Same as above

Help client write a birth plan

Help with comfort measures in early labor
Reassure client and provide emotional support

Same as above

Learn hospital &mies@dndpracedurgs ver
regarding when clients can receive pain medications

Learn what factors may delay pain medication being received

Same as above

Encourage relaxati
Assist with other comfort measures
Suggestions of when other medications may be indicated for
relief

on technigqg

Same as above

Help reduce medications used

Help mother decide when medications would be appropriate
and what is available

Suggest low dosages to begin with instead of full doses

Help educate client and partner on types of medications,
risks, and benefits

Help educate clients on all types of comfort measures for
labor and birth that are not the use of pain medication

Help clients follow desires as they arise in labor and birth

Do not suggest or encourage avoidance of pain medications

Same a 0606
Assist client in writing a birth plan
Suggest use of fAcode wordo

Prepare for an active support role

Practice coping techniques with client beforehand

Assist client in writing birth plan

Do not suggest the use of pain medications during labor and
birth
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Suggest use of ficode wordo
Suggest client request nurse who supports natural labor

Mother has strong desire to not use pain

medications Samea s -fifi 5

Places emphasis on benefits of not using pain Suggest client ensure care providers are on board to
medications for both mother and baby encourage a natural birth

Desires the ability to say they did not use pain Remind client of her feelings of disappointment if pain
medications medications are used

Will be disappointed and feel guilty if pain

medications are used

Same -ds A7

Talk to client about the sta
medications if she requests them

Actively ignore pain requests unless code word is used
Reassure mother and remind her that her decisions are
ultimately her choice

Desires to not use pain medications for the
entirety of labor and birth

Desires a suppat team whom will actively assist
in refusal of all pain medications

This is an unrealistic and impossible level of pain
medications use

Same ds 09

Help her accept this level in impossible and not safe
Help client to create a realistic expectation for pain
medication use

Desire to not use pain medication for any reason
including emergency situations like a cesarean
section

BIRTH OPTIONS

Much like labor options, birth options are highly dependent on the chosen site of birth and the polices of
that location. Here are some considerations for clients during the birth portion:

Birth positions: In what position does the client desire to birth in? Would they like access to any

position they desire? If pain medications are used and limit the mobility of the client what positions would

they desire to try? Are any positions not allowed by the birth sites policies? (Standing, in the tub, hands

and knees) I f the clientés only option was |lying on t

Pushing techniques:  Would the client desire spontaneous pushing? Would the client like to be directed
when to push or only directed when to push if she requests? Would the client desire a vaginal exam to
access dilation before pushing or would they desire to push when they feel the urge to psh?

Catching: Does the place of birth allow the mother to reach down and assist in the delivery of her own
baby? Would the client desire to do this? Do polices allow for the partner to assist in the delivery? Would
the client desire this option?

Perineal care: Does the client desire special perineal care? Would the client desire a warm compress or
counter pressure on their perineum while pushing? If so would they desire to do this themselves, from a
care provider, or from their partner? Would a client desi re to tear rather than have an episiotomy
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performed? How does the client feel about an episiotomy? If they desired to avoid an episiotomy at what
point would it be acceptable if any to receive one?

Other considerations: Would the client desire directionto r each down and feel
crowning? Would they desire a mirror present to view crowning?

POSTPARTUM OPTIONS

Immediately after the birth of a baby many emotions may be felt at once. New parents still have many
options regard their care and the care of their new baby. These options may be dependent on the location
of birth and the polices of that location. Here are some considerations for the client in the immediate
postpartum period:

Immediate Newborn Care: Does the client desire immediate skin to skin with the newborn if no
complications are present? Does the client desire as much uninterrupted time with the newborn before
any exams are performed? Does the client request limited suctioning with bulb syringe? Does the client
desire the newborn to be cleaned and a hat placed before holding the baby?

Cord Clamping and care: Does the client prefer immediate cord clamping and cutting or delayed?
Would the client desire themselves, the partner or other family member to be able to cut the cord? Would
the client desire cord blood banking? Would the client desire any cord blood testing or blood typing?

Placenta: Does the client desire any special placental care? (placenta encapsulation, placenta prints,
tincture, raw use, burial)

Medications /routine practices : Does the client have a preference on routine newborn medications
(vitamin K, eye ointment, vaccines)? If the client desires medications do they prefer injected vitamin K or
oral? Does the client request the newborn not be brought away from the parents for any reason unless it is
a medical emergency (exam, bathing, injections)?

Feeding: Does the client plan to breastfeed? Would they desire assistance for the first latch? Does the
client have a preference about pacifier use? If they plan to breasfeed, how would they feel about the
newborn being given formula?

Other considerations: Would the client prefer rooming in or having the newborn brought to the
nursery? If the baby is a boy, will a circumcision be performed?

PREPARING FOR THE UNEXPECTED

As much as some of us would like to plan out every aspect of birth the truth is that sometimes the
unexpected does occur. It is important for clients to also know what unexpected things may happen and
how they would prepare for them, take action, and feel about those decisions.

Premature Labor: Premature labor is defined as a baby born before 37 weeks gestation. If the baby
needs to be in the NICU who will go with the baby? If the hospital is not equipped with the proper level
NICU who will be transporting with the baby? If a transport happens how soon can mom see baby? If the
baby is too premature to nurse immediately would the client desire to pump and tube feed her baby or use
formula? How soon can kangaroo care begin?

Cesarean Section: _If the need for cesarean arises most hospitals do not allow doulas in the operating
room, how would the client like her doula to assist her? It is important for clients to know what may cause
a c-section and understand that a c-section does not mean they failed if they wee trying to avoid a c-
section. Would the client prefer an epidural or sedation for the operation? Would they like to hold and
touch the baby as soon as possible? Who will go with the baby after they are born and while mom is still in
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the operating room? Would your client desire medications to ease side effects (trembling, nausea) after
surgery? What if this means they cannot hold their baby till after the medications wear off?

Difficult Labor: Every labor is different. Even if you have had previous children. If a client finds
themselves in a difficult labor at which point would they desire an increase in intervention? Leaving the
birth plan open to changes if the need arises can help a client deviated from their desired birth plan if
changes are really neeled. How would a client feel if they had to make changes to their plan in the
moment?

Transfer: If an out of hospital birth was planned where would clients go in the event transfer to a
hospital was necessary or desired? In the event of a transfer who wold be going with the client to the
hospital? (Care provider, support team, family) If the transfer was for an emergency and an ambulance
needed to be called who would ride with the client to the hospital?

Stillbirth: ~ No one wants to think of this unfortuna te circumstance while pregnant, but parents should
talk about their desires ahead of time. If a stillbirth is discovered in labor or at birth there is little time to
decide options if not previously discussed. This is a sensitive subject and should be appoached
respectfully and tactfully, especially if there have been any previous losses. Would the client desire to
proceed with a vaginal birth? Would the client like any type of sedation? Would they desire pain
medications? After the birth of the baby would the client desire unlimited contact with the infant? Would
the family desire to hold the infant? Would the client desire photos to be taken?

THE GO BAG/ HOSPITAL BAG

Even if a client is planning a home birth they should have a bag packed and ready to gdo the hospital if
needed. For those clients who are planning a hospital birth a bag should be packed and ready to go by 36
weeks gestation. A doula may help prepare parents with helpful items to pack in this bag. A bag for a
planned hospital birth may be different than one that was packed for a home birth transfer. Here is a list
of helpful things to bring to the hospital or birth center:

For Mom
9 Labor gown (or they can use the hospital gowns)
1  Warm socks, Nursing Bra,
91 Personal care items: Lip balm, toothbrush and toothpaste, hair brush, deodorant, makeup
1 Hair ties or headband
1 Music
1 Snacks and drinks: Gatorade, coconut water, protein bars, honey sticks, nuts, fruit, soup
1 Personal items: Pillow, blanket, pictures
1 Birth affirmations
1 Change of clothes to go hane in (remember moms postpartum size will be about what she was 3

4 months in pregnancy)
1 Insurance card

For Partner

Change of clothes

Swimsuit (for joining mom in shower or tub)

Personal care items: Lip balm, toothbrush and toothpaste, hair brush, deodorant, razor
Snacks and Drinks

Drink with caffeine

=A =4 =4 -4 =4
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1 Jacket or sweater

Baby
1 Clothes for the trip home
1 Blanket

 Car seat installed in car

Other helpful items

T Mints/Gum

Change for vending machines
Camera with backup battery
Chargers

Blanket and pillow in the car
Transport container for placenta
Essential oils

Massage oil
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POSTPARTUM PREPARATIONS

A doula can also help clients prepare for what to expect when they come home with their new baby. Life

will be very different, especially if this is their first child. Talk a bout eating and feeding of the new baby as

well as healing needs of mom. Some parents like to take a newborn safety class or an infant CPR class to

prepare for babyb6s homecoming. Parents should prepare
will be fed, where baby will sleep, and division of household chores while mother is recovering. The

newborn will also need to see a pediatrician in the first week so parents will need to decide who will be

proving that care and arrangements for an office visit. It can also be very helpful to have meals for the first

week postpartum planned in advance. This can mean freezer meals, family help, or signing up for a meal

service. The following is a list of essential items to have ready for baby:

Car seat

Sleeping arangement: Crib, bassinet, co-sleeper

Blankets: two heavier blankets, three light weight blankets

Three fitted sheets for sleeping arrangement

Baby fingernail clippers

Thermometer

Baby wipes

Diapers

Olive or coconut oil for first few diaper changes (helps meconium not stick)

Diaper rash cream

Nursing Supplies: Nursing bra, nursing pads, nipple cream

Or Formula supplies: formula, 8 -12 bottles, bottle brush with nipple brush, clean water
If mother plans to use a pump: breast pump, milk storage containers, 8-12 bottles, bottle brush
with nipple brush

==
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Clothing: It is important to note that many babies do not fit into newborn clothes at birth or do not fit into
newborn clothes for long after birth. The average newborn size fits a baby up to 21.5 inches long and
weight of 5-8 pounds. Clients should look into getting clothes that allow for room to grow. Newborn
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babies often go through many different outfits in a day due to diaper accidents or feeding messes. The
amount of clothing needed depends greatly on how much laundry one is wanting to do. The following is a
basic list:

=

Bodysuits (4-6)

One-pieces (4-6)

T-shirts (4-6)

Long pants (2-4 pairs)

Gowns (3-4) * highly recommend for easy access to diaper changes in the middle of the night
Hat for outdoor

Socks (46 pair)

Sweater or jacket

Warm oultfit for cold weather
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DOULA SUPPORT IN EARLY LABOR

Depending on client desires a doula may spend time laboring with the mother in early labor before they

travel to their birth location if they are not having a home birth. A ¢ lient may even contact their doula

prior to contacting their care provider. A doula should always encourage their client to keep in contact

with their care provider if they think they may be in labor. Some clients experience what is known as

prodromal labor . Pr odr omal | abor includes fApracticed contracti.i
last from hours or days. This type of labor is typically not painful and does not follow a distinct pattern.

This type of labor will also start and stop. If client be lieves she may be in labor have her try the following

things to see if it relieves her contractions:

1 Semi-recline or lie down with feet up

1 Drink a large glass of cool water

1 Getinawarm bath

1 If provider has given the okay a client may choose to sip a glas of wine

If any of the following suggestions do not stop contractions or contractions begin to be painful or show a

pattern it may be true labor and not prodromal. Prodromal labor is not false labor. Contractions are
occurring. The contractions are notcer vi ¢ al changing contractions. It is tF
the labor to come. If a client experiences more than 5 in an hour, contractions are painful, or following a

pattern please advise client to contact their care provider.

EARLY LABOR: WHEN TO GO AND WHEN TO CALL

When a doula heads to a client is based on clientdés de:
location knowing they may have to leave and return if it is not true labor or if it is too early in labor. It

should be discussed prior to the start of labor if the client will be laboring at home as long as possible and

would like their doula to come to their home or if they would like their doula to come only when they leave

for their desired birth location. If a doula recei ves a phone call from their client and their client is having a

hard time talking through their contractions or their contractions are five minutes or closer together they

should be heading for their desired birth location.

When true labor beginsitcanbe an exciting time for clients. They may
At BABES we believe thebetter rested and nourished a mother is the more likely she is to avoid

complications and exhaustion, especially in first time mothers. Some doula books and trainings encourage
clients in early |l abor to walk, c¢climb stairs, or other

199



BABES Doula Manual

should be encouraging clients to sleep/rest if they can and eat a protein filled meal. The logic behind this
suggestion is tosave the energy of the mother for the more intense and rigorous parts of labor. Most
labors are long and require a tremendous amount of strength, energy, and stamina.

Early labor is a good time for clients to rest, relax, and reflect on the journey they are about to embark on.
A doula may help prepare a calming environment for the mother to labor in. This may include low

lighting, music, candles, essential oils, or other elements previously discussed with clients. Light massage
and uplifting conversations are great for early labor.

There will likely be a noticeable point in a client when labor intensifies. They may begin to turn inward
and focus more on each contraction or become more vocal. Clients should notify their care providers
when they believe theyare in labor. Clients choose when they want to go to their desired birth location.
With that in mind doulas should encourage clients to go to their desired birth location if they cannot
speak during contractions, contractions are five minutes apart, or th ey are having difficulty coping with
their contractions.

If your client is having a home birth, care providers need to be called in advance of when other care

providers are notified. Clients can arrive at their birth location up to moments before birth an d the

location can accommodate their needs. Home birth providers may need t2 hours to prepare and travel to

the clientds home. Clients should be in contact with
progress.

GOING TO THE HOSPITAL

Movin g from home to the hospital can often disrupt the pattern of labor. Many women experience a slow

down of labor or even experience labor coming to a stop. For some clients coming to the hospital provides

a sense of relief while others feel a hindered feelirg. This hindered feeling is often a result of an unfamiliar
environment that is bright, full of strangers, lacks privacy, and is not a calming peaceful environment.

Abuse survivors may feel a deeper sense of anxiety as they are asked to dress in a hospigbwn that may

make them feel exposed and vulnerable. Staff are not always in tune and aware of their actions and words

when working with a laboring woman. Sometimes women are not asked to perform procedures but are

told. For example, many women are told the staff member will be conducting a vaginal exam and not

asked if one can be performed. When this vaginal exam is conducted often times a staff member may say,
AShenlyiast 1 centi meter. o The adding of the watrodthehonl yo
clientdéds | abor. She may have already been | aboring at
far is being diminished. Doulas should be aware of these things and should talk with their clients about

them beforehand. Let them know that it is not uncommon for a slow down to occur and not to be

discouraged.

COMFORT MEASURES FORLABOR

If possible doulas should encourage clients to practice comfort measures ahead of time. One of the
prenatal meeting should include a discussion of how the dient copes in high stress situations or what
types of things they gravitate towards when they are in discomfort. Doulas should also remind clients and
be aware themselves that in the midst of labor these things can change and the client could desire other
comfort techniques. Ask clients ahead of time how they feel about physical touch, massage, and position
changes.
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POSITIONING IN LABOR & BIRTH

There are many different positions clients can choose from for labor and birth. It is often a personal
preference of the client in which position feels most comfortable. Some benefits of frequent position
changes include:

Assists in cervical dilation

Assists in rotation of baby

Encourages contractions

Improves circulation

Assists in management of discomfort

Reduce araspecific pressure

Improves sense of control

Improves mind fatigue

Reduction in progression time

Can give client something to focus on (just three more contractions like this and we are going to
change position)

1 Fewer perineal tears (when non-supine position is used for pushing)

=
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There are five main types of positions for labor and birth with many variations; hands and knees, sitting,
squatting, lying, and upright/standing. Standing, squatting, sitting or kneeling positions are often more
comfortable than lying positions. A position that may feel comfortable at one point in labor may not at
another. When clients change position it is important to encourage them to stay in the new position for at
least three contractions before trying a new one. It is helpful for you to show clients a variety of positions
and help them practice these positions prior to the start of labor.

Sitting Positions: SemiSitting, Birthing ball, Sitting/straddlingon a chaiy Sitting on toilet
Works with gravity

Encourages rest

Birthing ball encourages descent of baby

Can be used with continuous fetal monitoring

Toilet sitting relaxes sphincter muscles & increases privacy

=A =4 =4 -4 =

Squatting Positions Deep SquatBirthing stool Supported squat
Works with gravity

Encourages descent of baby

Encourages rotation of baby

Increases pelvic inlet space

Promotes good circulation for baby

Easy access to perineum
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Hands and Knees Positionsl eaning over a birthing balHands and knee&nee to chest
Eases back labor

Encourages rotation of OP baby

Best position to resolve shoulder dystocia

Increases pelvic inlet space

Decreases need for episiotomy

=A =4 =4 -4 A4

201



BABES Doula Manual

Standing/Upright Positions Swaying,Lunge Walking, Leaning against a wall or over a table

=A =4 =4 -4 -4 -4

Works with gravity

Encourages cervical dilation
Promotes effedte contractions
Encourages descent of baby

Can aid in speeding up labor
Contractions often more manageable

Lying Positions: Side Lying SemiLying

=A =4 =4 4 4 -4 -4 -4

Promotes effective contractions
Eases back labor in a sitiéng position
Promotes rest for mother

Promote fetal circulation

Improves maternal circulation

Easy access to perineum

Can be used with epidural
Encourages labor progression

LITHOTOMY POSITION

For most U.S. hospitals the most used birth position is the lithotomy position. This is where women are
lying flat on their back with their legs pulled back to either side. The lithotomy position originated from
doctor convince and its use today is not supported by evidence as a benefit to mother. Research has
determined this position can actually be damaging and makes birth more difficult for women as they have
to push upward against gravity for baby to exit the birth canal.

Other risks and difficulties of this position include:

il
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Reduction of the pelvic outlet up to 30%

Increased sacrum pressure

Increased risk for pubic symphysis dysfunction

Risk increased postpartum pelvic pain

Increased risk of difficulty walking after birth and bladder dysfunction

Increased risk for episiotomy, perineal tearing, forceps delivery, and vacuum extraction
Increased risk to of fetal distress
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MOVEMENT

Most women feel more comfortable and able to cope with contractions if they are allowed freedom of
movement. Clients should be able to move as they desire as long as mother and baby are healthy. Light
walking, swaying, position changes, and trips to the bathroom for the toilet and shower can help progress
labor while at the same time allowing clients to feel more control and more able to manage discomforts.

Some common movements in labor include:

Walking

Swaying/slow dancing with p artner
Rocking

Rocking on birthing ball

Muscle shaking/ shaking apple tree
Dancing
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In the hospital it may be difficult to have freedom of movement if continuous fetal monitoring is required.
Movement in the bed is still possible if continuous fetal monito ring is required. Position changes in bed,
use of a birthing ball or peanut ball, and trips to the bathroom can allow a client who is required to have
continuous fetal monitoring the ability to keep some freedom of movement

REBOZO

The rebozo is a traditional Mexican shawl that is used to massage the mother and help baby move into a
more favorable position. It is also used to provide comfort and ease pain with various friction, squeezing,
and jiggling.

Robozo Friction

1 Have client get into a comfort able sitting, standing, or hand and knees position.

1T Place rebozo behind the smal/l of clientébés back

1 Hold the cloth on either end and slide it back and forth across her lower back while remaining in a
comfortable position to contin ue without strain to yourself.

Reb 0zo Hip Jiggle

1 Have client get into a hands and knee position with or without padding under her knees.

1 Place rebozo around her buttocks with your hands holding the scarf close to each hip.

1 Have client place their head down on their forearms creating a sloping back. The client will have
their head close to the floor with their bottom up in the air.

1 Jiggle and rotate hips. The rebozo should not be sliding across the skin. It may take some practice
to get the proper rhythm as you shift from side to side.

MASSAGE & ACUPRESSURE

Massage: Many women find massage comforting during labor. Massage can be used to help mother relax
and cope through difficult part of labor. There are many different types of massage and touch including;
petrissage (kneading), effleurage,counter pressure, reflexology, hydrotherapy, acupressure, Reiki and
aromatherapy. Benefits of massage in labor include:

1 Reduction of perceived pain
1 Increase in blood flow, circulation, and fluid drainage
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