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Complications of Labour & Delivery
This is a short review on possible complications that may arise during labour, it is not meant to scare you, a more detailed conversation happens around 30 weeks of pregnancy.  If you have any questions or concerns, please keep track of them (write them down) and bring to your next appointment or call the clinic for a midwife to call you back.  
· Former clients have given feedback that they would have appreciated this type of conversation prenatally to help them feel more prepared and informed
· In the small chance that a complication does arise, it can be overwhelming and the room can be very loud with people coming in and out of the room, but the midwife delivering your baby will remain in constant communication with you so you are aware of what is going on. 
· We also make sure we debrief after your birth to ensure all your questions are answered and you understand what happened and why
Abnormal FHR (Fetal Heart Rate)
· Probably the most common complication in labour and delivery is an abnormal fetal heart rate
· We will be listening to baby’s heart rate frequently in labour with the doppler like we do during your appointments, but if we hear any concerns in baby’s heart rate we would take measures to help as in rolling on your side to start and then we would recommend the continuous monitors (EFM – Electronic Fetal Monitoring) if fetal heart rate doesn’t improve
· Helping to normalize the heart rate can be as simple as changing your position
· If baby’s heart rate doesn’t improve we would be consulting with the obstetrician on call 
Assisted Delivery
· If this happens when you are pushing or fully dilated and we need to expedite the delivery this could mean the OB would recommend a vacuum delivery or forceps delivery, we would consult with the OB and discuss with you
· If the baby’s heart rate is abnormal and you are not fully dilated this may mean going for a c-section
Meconium Stained Fluid
· Occurs when baby has their first poop on the inside - can occur for two reasons either they’ve sustained some kind of event or they are just mature enough to do so 
· there is very small chance that the stool can enter baby’s lungs and it is very sticky which makes the alveoli in the lungs hard to open and may lead to breathing problems at birth
· If this were to occur we would recommend continuous monitoring of the fetal heart rate and would ask a paediatrician and respiratory therapist to attend the delivery for the small chance that baby would require some assistance clearing their lungs and taking their first breath
Resuscitation
· Most babies come out crying and are totally fine, even in the presence of risk factors like meconium stained amniotic fluid
· But if that wasn’t the case and your baby still need help breathing after drying them and stimulating them we would bring the baby over to the warmer to help them breathe
· Midwives are trained annually in neonatal resuscitation and a paediatrician and respiratory therapist may come into the room for extra help
· Once things stabilize, the baby comes back over to you for some skin-to-ski
· In the small chance that baby needs ongoing help to breath, this would mean admitting to the special care nursery 
Shoulder Dystocia
· After the baby’s head is born, we expect the rest of the body to be delivered with the next contraction
· If this doesn’t happen it can mean the baby’s shoulder is stuck behind your pubic bone
· We have a bunch of maneuvers to help with this and we can seem bossy barking orders at you like when to push and when to not push and may be changing your position to help with the delivery
· We would also be calling in more help from nurses and the obstetrician on call so you may notice people coming in and out of the room
· We would also be asking the paediatrician and RT into the room because we would anticipate that the baby may be shocked at birth and need some resuscitation
Labour Dystocia
· Labour dystocia means your labour is not progressing at the rate we would expect it to
· Sometimes this is caused by contractions not being strong enough, or from the baby not being in an optimal position
· We may consider things like breaking your water or giving you oxytocin through an IV to help your labour progress
· If this doesn’t help we would be consulting with the obstetrician on call and may consider a c-section if you are not fully dilated or an assisted vaginal delivery if this occurs during pushing and we need to expedite the delivery
Postpartum Hemorrhage
· Excessive blood loss is also another complication that may arise during labour and delivery, this is called a postpartum hemorrhage.
· The risk of postpartum bleeding is highest in the third stage of labour (the period of time between the delivery of the baby and the delivery of the placenta)
· There are two ways we can manage this stage - expectant management or active management
· Expectant Management
· Wait and see approach - no meds, wait for the placenta to deliver spontaneously, if we see more bleeding than expected would treat it at that point, usually the placenta and membranes deliver within 15 minutes
· Active Management
· IM injection of oxytocin into your thigh after baby is born
· Causes uterus to contract and expel placenta and 
· Reduces chances of PPH by about 50-60%
· Treating prophylactically or sometimes recommended in longer or quicker labour or if your bloodwork shows anemia
