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Definition

u emergency is : A suddenly developing pathologic 

condition in a patient, due to accident or disease, 

which requires urgent medical or surgical 

therapeutic intervention.



1-miscarriage

u the loss of a baby before 24or 28  weeks gestation. 

A miscarriage cannot be stopped once it has 

started. The mother may need treatment for 

infection, or to remove remaining tissue



miscarriage

u The most common cause for first -trimester is fetal 
genetic abnormalities,

https://www.betterhealth.vic.gov.au/health/healthyliving/miscarriage


Nursing Assessment

u professional to ascertain the etiology. Varying 

degrees of vaginal bleeding

u low back pain

u abdominal cramping, and passage of products of 

conception tissue should  be reported Ask the 

woman about the color of the vaginal bleeding 

,amount and clots or tissue. 



Nursing care 

u focuses on providing continued monitoring of psychological 

support, for her and  the family loss and grief. An important 

component of this support

u reassuring the woman that spontaneous abortions usually result 

from an abnormality and that her actions did not cause the 

abortion.



u Continued monitoring and ongoing assessments are essential for  the 

amount of vaginal bleeding through pad counts and observe for 

passage of products of conception tissue.

u Assess the woman õs pain and provide appropriate pain 

management to address the cramping discomfort

u Assist in preparing the woman for procedures and treatments such 

as surgery to evacuate the uterus or medications such as misoprostol

u the woman is Rh negative and not sensitized, expect to administer

RhoGAM within 72 hours after the abortion in complete.



2-ectopic pregnancy 

u the fertilized egg implants in one of the fallopian tubes rather than 

the uterus (womb). The pregnancy cannot continue and 

treatment usually means the loss of the tube. If the pregnancy 

causes a split in the tube, this can result in pain and serious 

bleeding. Loss of or damage to the tube



u usually result from conditions that obstruct or slow 

the passage of the fertilized ovum through the 

fallopian tube to the uterus. This may be a physical 

blockage in the tube, or failure of the tubal 

epithelium to move the zygote



Nursing Assessment

u Nursing assessment focuses on determining the existence of an 

ectopic pregnancy and whether or not it has ruptured.

u Health History and Physical Examination

u Assess the client for signs and symptoms of ectopic pregnancy. 

usually begin at about the seventh or eighth week of gestation. 

A missed menstrual period, 

u adnexal fullness, and tenderness may indicate an un ruptured 
tubal pregnancy.



Management 

u Administer analgesics as ordered to promote  comfort and relieve discomfort 

from abdominal pain.

u close assessment and monitoring of the client õs vital signs, bleeding 

(peritoneal or vaginal)

u identify hypovolemic shock, which may occur with tubal rupture. Prepare 

the client physiologically and psychologically for surgery

u A woman õs psychological reaction to an ectopic pregnancy is 

unpredictable. However, it is important to recognize she has experienced

a pregnancy loss in addition to undergoing  treatment for a potentially life -

threatening condition.



Antepartum haemorrhage

u Bleeding at > 24 or 28 weeks (< 24 weeks is 
miscarriage)

Top 5 causes:

1.Uteroplacental causes

a) Placental abruption

b) Placenta praevia

2.Cervical lesions

3.Vaginal infections (?)

4.Vasa praevia

5.Unexplained



Placenta Previa

The partial or complete detachment of a 
normally implanted placenta at more 

than 20 weeks.

Occurs in 0.5-2.0% of all pregnancies and 
will result in fetal death in 1 out of 400 

cases of abruption.

Predisposing conditions include maternal 
hypertension, preeclampsia, multiple 

births, trauma, and previous abruption



Types

u Total placenta previa : the internal cervical os is completely 

covered by the placenta

u Partial placenta previa : the internal os is partially covered by the 

placenta

u Marginal placenta previa : the placenta is at the margin or edge 

of the internal os

u Low-lying placenta previa : the placenta is implanted in the lower 

uterine segment and is near the internals but does not reach it



Nursing management 

u the nurse focuses on monitoring the maternal ðfetal status, 

including assessing for signs and symptoms  of vaginal bleeding 

and fetal distress

u Providing support and education to the client and her family, 

including what events and diagnostic studies are being  

performed. 



u Establish IV access to allow for administration of fluids, blood, and 

medications as necessary.

u Obtain type and cross -match for at least 2 U blood products to 

ensure availability should bleeding continue.

u Obtain specimens as ordered for blood studies, such as CBC and 

clotting studies to establish a baseline 

u Monitor output to evaluate adequacy of renal perfusion.

u Administer IV fluid replacement therapy as ordered to maintain 

blood pressure and blood volume.

u Palpate for abdominal tenderness and rigidity to determine 

bleeding and evidence of uterine contractions.



u Complete an Rh titer to identify need for RhoGAM .

u Avoid nipple stimulation to prevent uterine contractions.

u Administer tocolytic agents as ordered to stall preterm labor.

u Monitor vital signs frequently to identify possible hypovolemia and 

infection.

u Assess frequently for active vaginal bleeding to minimize risk of 

hemorrhage.

u Institute bed rest to reduce oxygen demands.

u Assess for rupture of membranes to evaluate for possible onset of 

labor.

u Avoid vaginal examinations to prevent further bleeding episodes



u Continuously monitor fetal heart rate with electronic fetal monitor 

to evaluate fetal status.

u Position patient in side -lying position with wedge for support to 

maximize placental perfusion.

u Assess fetal movement to evaluate for possible fetal hypoxia.

u Teach woman to monitor fetal movement to evaluate well -being.

u Administer oxygen as ordered to increase oxygenation to mother 
and fetus.



Abrutio Placentae



Emergency treatment of 

abruption

u Treat the shock

u Give oxygen

u Insert intravenous lines

u Arrange a cross match of 6 units of blood

u Give morphine (if fetus dead)

u Deliver the fetus

u By caesarean section (if fetus is alive and gestation is mature)

u By rupturing membranes (if cervix is ripe or fetus is dead)

u Treat disseminated intravascular coagulopathy

u Urgent haematological consultation

u Check platelet count

u Give cryoprecipitate (fresh frozen plasma)

u Transfuse with fresh blood if available



Management 

u place the woman on strict bed rest and in a left lateral position to 

prevent pressure on the vena cava.

u Expect to administer oxygen therapy via nasal cannula to ensure 

adequate tissue perfusion. Monitor oxygen saturation levels via 

pulse oximetry to evaluate the effectiveness of interventions.

u Obtain maternal vital signs frequently, as often as every 15 

minutes as indicated, depending on the woman õs status and 

amount of blood loss.

u insert an indwelling urinary (Foley) catheter to assess hourly urine 

output and initiate an IV infusion for fluid replacement using a 
large -bore catheter



u Assess fundal height for changes. An increase in size would indicate 

bleeding.

u Be alert for signs and symptoms of DIC, such as bleeding gums, 

tachycardia, oozing from the IV insertion site, and petechiae

u continuous electronic fetal monitoring. Asses uterine contractions and 

report any increased uterine

u Communicate empathy and understanding of the client õs experience, 

and provide emotional support



Manifestation 

Onset

Type of bleeding

Blood description 

Uterine tone 

Fetal presentation

Placenta Previa

Insidious

Always visible; slight

Bright red

Soft and relaxed

Usually in normal range

May be breech or 
transverse lie; 

Abruptio Placentae

Sudden

more profuse Can be 
concealed or visible

Dark

Firm to rigid Fetal heart 
rate

engagement is absent 
No relationship



pre -eclampsia and eclampsia

u pre -eclampsia (or pregnancy -induced high blood 

pressure) causes severe swelling from water 

retention. It can lead to kidney and liver failure. If it 

progresses to eclampsia (convulsions), it can be 

fatal for the mother and her baby

https://thewomens.r.worldssl.net/images/uploads/fact-sheets/Pre-eclampsia.pdf


Types 

Mild preeclampsia 

Severe Moderate

eclampsia



Mild preeclampsia 

u bed rest at home. encouraged to rest as much as possible in the 

lateral recumbent position to improve uteroplacental blood ÿow, 

reduce her blood pressure

u promote diuresis. In addition, antenatal  visits and diagnostic 

testingñsuch as CBC, clotting studies, liver enzymes

u blood pressure daily (every 4 to 6 hours while awake) and report any 

increased readings

u measure the amount of protein found in urine using a dipstick

u weight gain. Daily fetal movement counts also are implemented

u A balanced, nutritional diet. And also encouraged to drink six to 

eight glasses of water daily. 



u Severe preeclampsia is treated aggressively because hypertension 

poses a serious threat to mother and fetus. The goal of care is to 

stabilize the mother ðfetus and prepare for birth. Therapy focuses 

on controlling hypertension, preventing seizures, preventing long -

term morbidity, and preventing maternal, fetal, or newborn death 



Severe preeclampsia 

u develop suddenly and bring with it high blood pressure of more than 
160/ 110 mmHg

u proteinuria of more than 5 g in 24 hours, oliguria of less than 400 mL in 
24 hours

u cerebral and visual symptoms, and rapid weight gain

u requires hospitalization. Maintain the client on complete bed rest in 

the left lateral lying position. 

u Closely monitor the client õs blood pressure. Administer anti 

hypertensives as ordered to reduce blood pressure

u Assess the clientõs vision and level of consciousness. Report any 

changes and any complaints of headache or visual disturbances



u Offer a high -protein diet with 8 to 10 glasses of water daily. 

u Monitor the client õs intake and output every hour and administer 

ÿuid and electrolyte replacements as ordered. 

u Assess the woman for signs and symptoms of pulmonary edema, 

such as crackles and wheezing heard on auscultation, dyspnea, 

decreased oxygen saturation levels, cough, neck vein distention, 

anxiety, and restlessness

u evaluate fetal status as preeclampsia progresses .

u Administer parenteral magnesium sulfate as ordered to prevent 

seizures

u Give sedatives as ordered to encourage quiet bed rest



HELLP 

u is an acronym for hemolysis , elevated liver enzymes , and low platelets. 

HELLP syndrome occurs in about 20% of pregnant women diagnosed 

with severe preeclampsia. Although it has been reported as early as17 

weeksõ gestation, most of the time it is diagnosed between 22 and 36 

weeksõ gestation 

u HELLP syndrome leads to an increased maternal risk for developing 

liver hematoma or rupture, stroke, cardiac arrest, seizure, pulmonary 

edema, DIC, sub endocardial hemorrhage, adult respiratory distress 

syndrome, renal damage, sepsis, hypoxic encephalopathy, and 

maternal or fetal death 



Premature rupture of membranes 
(PROM)

u is the rupture of the bag of waters before the onset 

of true labor. There are a number of associated 

conditions and complications, such as infection, 

prolapsed cord, abruptio placentae, and preterm 

labor. This is the single most common diagnosis 

associated with preterm births



Nursing management

u for the woman with PROM or PPROM focuses on preventing infection 

and identifying uterine contractions

u monitor maternal vital signs closely. Be alert for a temperature 

elevation or an increase in pulse, which could indicate infection. Also 

monitor the fetal heart rate continuously, reporting any fetal 

tachycardia

u Evaluate the results of laboratory tests such as a CBC. An elevation in 

white blood cells would suggest infection. Administer antibiotics if 

ordered.

u Encourage the woman and her partner to verbalize their feelings and 

concerns. Educate them about the purpose of the protective 
membranes and the implications of early rupture.



u Maintain any specific activity restrictions as recommended. Å Wash 

hands thoroughly after using the bathroom and make sure to wipe 

from front to back each time .

u Keep the  perineal area clean and dry .

u Avoid any touching or manipulating of the breasts , which could 

stimulate labor .

u Frequent fetal testing for well -being 

u Ultrasound every 3 to 4 weeks to assess amniotic ÿuid levels 

u Possible corticosteroid treatment depending on gestational age 

u Daily kick counts to assess fetal well -being

u Tocolytic durg



Intra partum emergencies 

Å Uterine rupture.

Å Uterine inversion.

Å Cord prolapse.

Å Placenta and cord abnormalities.

Å Shoulder dystocia.



uUterine Rupture



Definition

u The body uterine or lower uterine segment happens to rupture during late 

pregnancy or labor

u Rupture of the pregnant uterus is a obstetric catastrophe and major cause of 

maternal death



Uterine Rupture

Types

uComplete(involve the peritoneum)

uIncomplete(not involve the peritoneum



Etiology

uA- Rupture during pregnancy:                                
1-spontaneous rupture:

u2- Rupture of uterine scar:

uThe commonest cause it usually occurs in the late 
months of pregnancy or early in labor.

u -cesarean section scar.

u -Hysterotomy scar .

u -Myomectomy and previous  rupture of the uterus.



cont

u 2- Operative and post operative factors ( infection).

u 3- Factor in the following pregnancy:

u - Erosion of the scar due to implantation of the placenta over it.

u - Over distension of the uterus by hydramnios or twins.

u -Repeated vaginal deliveries following cesarean section.

u - Invasive vesicular mole is very rare cause.



cont

2- Traumatic rupture.

-External trauma to the abdomen, is very rare cause.

- Perforation of the uterus during vaginal evacuation e.g. D&C.



cont

u B- Rupture during labor 

u 1-Spontaneous rupture

u - Obstructed labor.

u -Rupture of uterine scar

u -Idiopathic  , usually occurs in multipara.

u 2- Traumatic rupture

u -Internal podalic version (after drainage of liquor).

u Manual removal of the placenta.

u 3- Improper use of uterine stimulants .



Site of rupture

u 1- Rupture of  a uterine scar  occurs at the site of the scar..

u -in upper segment usually complete.

u - in lower segment may be complete or in complete.

u 2- Obstructed labor : usually affect the  lower segment and is usually complete.

u 3-Traumatic rupture: it usually affect the lower segment it is usually in complete.



Clinical picture

u 1-Sudden sever abdominal pain.

u 2- vaginal bleeding (dramatic).

u 3-Neurogenic or hypovolimic shock.

u 4-In abdominal examination the fetal part ,are easily felt, presenting 

part is high.

u 5-Fetal lie is abnormal .

u 6- Fetal heart sound not heard or reveal fetal distress

u Cessation of uterine contraction.



Diagnosis

u Typical uterine rupture is easily diagnose based in the history, symptoms and 

signs

u Incomplete uterine rupture, as signs and symptoms are not obvious, diagnosis 

is difficult. 

u Ultrasound examination: may show position between fetus and uterus, 

confirming site of rupture



Management of impending uterine rupture

uSuppress uterine contraction: give inhaled anesthesia 

or intravenous generalized anesthesia, intramuscular 

pethidine100mg etcto relieve uterine contraction

uOxygen

uPrepare for emergency surgery

u Immediate caesarean section, prevent uterine rupture



Management of uterine rupture

uRegardless whether fetus is alive, actively manage 

shock and operate soonest possible

uType of surgery: decided based on maternal 

condition, degree of uterine rupture, duration of 

rupture and degree of infection

uTear repair: neat tear, no obvious infection

uHysterectomy: big tear, irregular tear or obvious 

infection, perform subtotal hysterectomy. If tear 

extends to cervix, perform total hysterectomy



Management of uterine rupture

u During surgery carefully inspect cervix, vagina, bladder, urethra, rectum and 

all neighboring structures, repair accordingly if damage found

u Give high dose broad spectrum antibiotics pre operatively to prevent infection



Transfer

u Uterine rupture presenting with shock, resuscitate immediately on site

u If transfer is necessary, it must be done under the condition where blood 

transfusion, fluid infusion, resuscitation. abdomen must be bandaged before 

transporting



Prevention

u Prevention is the most important:

u 1-proper operative and post operative manage ment of operations done 

on the uterine muscle to produce a strong scare.

u 2- proper use of oxytocin and other stimulants.

u 3- proper manage ment of obstructed labor.

u 4-care during forceps delivery and intra- uterine manipulation.



complications

u 1- Maternal :

u Shock ,collapsed.

u Puerperal infection.

u Injury to the bladder or ureter.

u 2- Fetal:

u Asphyxia & death due to placental separation.



uUterine Inversion



Definition:

u The uterus is partially or completely turned inside 

out.

u Incidence:

u very rare about 1: 20.000 deliveries



Uterine Inversion

u1/ 20,000 deliveries

Causes:

uuterine atony (40%)

uIncrease in intra abdominal pressure

uFundal attachment of placenta ( 75%)

uShort cord

uPlacenta accreta

uExcessive cord traction

http://findlaw.doereport.com/enlargeexhibit.php?ID=752


etiology

u (I) Spontaneous inversion caused by:

u 1- Precipitate labor.

u 2- Traction by a short cord by the foetus or by  Sub mucous fundal 

myoma.

u 3- Straining or coughing while the uterus is lax.

u (II) Iatrogenic inversion caused by:

u 1. pressure on the funds  while the uterus is lax.



Degrees :

u 1. First degree : The funds is just depressed.

u 2-Second degree: The inverted funds protrudes through the cervix.

u 3-Third degree: The whole uterus, including the cervix, is inverted and 

may drag the vagina and appear outside the vulva.

u N.B.

u - Incomplete inversion : First or second degree.

u - Complete inversion: Third degree.


