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Module One: Math and Human Life Sciences

BIOL 155G: Anatomy and Physiology

1. The 10 organ systems of the body:

	Organ System
	Description
	Two Organs

	1. Digestive System
	Achieves physical and chemical breakdown of foods; absorbs nutrients; eliminates waste products
	stomach and small intestine

	2. Respiratory System
	Transfers O2 from inhaled air to blood; transfers CO2 from blood to exhaled air; helps regulate acidity of body fluids
	lungs, diaphragm

	3. Circulatory System
	Heart pumps blood through blood vessels, brings nutrients and O2, and carries waste products and CO2 away from cells; helps regulate acidity, temperature and water content of body fluids; blood components help fight infection, disease and mend damaged vessels
	heart, veins and arteries

	4. Nervous System
	transmits message from brain throughout body; controls involuntary body functions; regulates body functions; detects changes in body’s internal & external environments, interprets the change and responds via contractions or secretions
	brain and spinal cord

	5. Integumentary System 
	Protects body; helps regulate body temperature; detects sensations; helps produce Vitamin D; eliminates some wastes
	skin, hair

	6. Muscular System
	Through contractions and relaxation, allow body movements; stabilizes body position; produces heat
	muscles, ligaments

	7. Lymphatic System
	Site for maturation & proliferation of lymphocytes which protect against disease; returns proteins and fluid to blood; carries lipids from GI tract to blood 
	lymph nodes, spleen

	8. Skeletal System
	Supports and protects body; site for production of cells that give rise to blood cells; stores lipids and minerals; aids body movement
	bones, bone marrow

	9. Reproductive System
	Gonads produce gametes that unite to form a new organism; release hormones that regulate reproduction and other body processes
	uterus, ovaries

	10. Urinary System
	produces, stores, and eliminates urine; eliminates wastes and regulates volume and chemical composition of blood; helps regulate RBC production; maintains body’s mineral balance
	kidneys, bladder

	11. Endocrine System
	Regulates body activities by releasing hormones, which are chemical messengers transported in blood to a target organ.
	pituitary gland, pancreas


(T&G, p 5)

2. Anatomy deals with structures in the body and the relationships among structures, physiology deals with body functions. (T&G, p1)

3. What five items are essential to maintain life?

Water

Oxygen

Vitamins

Minerals

Food

4. Homeostasis is the process of maintaining equilibrium in the body’s internal environment via the interplay of various regulatory processes, and feedback mechanisms within and between organ systems. It is a dynamic condition. (T&G, p 6)

5. Homeostatic control mechanisms include positive and negative feedback loops. When homeostasis is disrupted due to either internal (e.g. infection) or external (e.g. prolonged heat exposure) factors, the nervous system and/or the endocrine system detects this deviation and either sends nerve impulses or secretes hormones to correct it. In a positive feedback loop, the response enhances or intensifies the stimulus. In a negative feedback system, the response reverses the stimulus. (T&G, p 8-10)

6. Homeostatic imbalance occurs when one or more components of the body lose their ability to contribute to homeostasis, thus disturbing the equilibrium among body processes. If moderate, a disease or disorder may manifest, if severe, death may occur. (T&G, p 10)

7. Anatomical position: the subject stands erect, facing the observer, with the head level and the eyes facing directly forward. The feet are flat on the floor and directed forward. Arms are down at side with palms facing the observer. (T&G, p11)

8. 

	Term
	Definition

	Superior
	Toward the head, or upper part of a structure

	Inferior
	Away from the head, or the lower part of a structure

	Anterior
	Nearer to, or at the front of the body

	Posterior
	Nearer to, or at the back of the body

	Medial
	Nearer to the midline, or midsagittal plane

	Lateral
	Farther from the midline or midsaggittal plane

	Intermediate
	Between two structures, one of which is medial and one of which is lateral

	Proximal
	Nearer to the attachment of a limb to the trunk; nearer to the point of origin

	Distal
	Farther from the attachment of a limb to the trunk; farther from the point of origin

	Superficial
	Toward or on the surface of the body

	Deep
	Away from the surface of the body


 (T&G, p 14)

9. Describe the four body planes and sections:

Sagittal: divides body or an organ into right and left sides

Transverse: divides body or an organ in to superior and inferior portions; also known as a cross-sectional or horizontal plane

Frontal: divides the body or an organ into anterior and posterior portions

Oblique: passes through the body or organ at an angle between the transverse plane and either a sagittal or frontal plane 

(T&G, p 12)

10. Surface Anatomy: The study of the structures that can be identified from the outside of the body.

11.

	Landmark
	Description

	ANTERIOR 
	

	abdominal
	stomach

	antecubital
	front of elbow

	axilary
	armpit

	brachial
	arm

	buccal
	cheek

	cervical
	neck

	digital
	fingers

	femoral
	thigh

	inguinal
	groin

	oral
	mouth

	orbital
	eye

	patellar
	anterior surface  of knee

	pubic
	genital area

	thoracic
	chest

	umbilical
	navel

	
	

	POSTERIOR
	

	deltoid
	shoulder

	gluteal
	buttock

	lumbar
	leg

	occipital
	base of skull

	popliteal
	back of knee

	scapular
	shoulder blade

	sural
	calf


(T&G, p 11)

12. The flank is located on the side of the body between the ribs and the pelvis. (Melloni p 168)

13. The two principle body cavities are the dorsal and ventral cavities. The dorsal body cavity is subdivided into the cranial cavity, and the vertebral cavity. The ventral body cavity is subdivided into the thoracic cavity and the abdominopelvic cavity.

(Tortora & Grabowski, A & P book, p 16)

14. The diaphragm forms the floor of the thoracic cavity and the roof of the abdominopelvic cavity and is therefore in both ventral cavities.

(Tortora & Grabowski, A&P book, p 16)

15. The organs that are found only in the thoracic cavity are the lungs and the heart. 

(Tortora & Grabowski, A&P book, p 16)

16. The organs that are found in the abdominopelvic cavity only are the stomach, spleen, pancreas, liver, kidneys, bladder, internal reproductive organs, gallbladder, and intestines.

(Tortora & Grabowski, A&P book, p 17)

17. The thoracic and abdominopelvic cavities are lined with a thin, slippery serous membrane. This membrane consists of the parietal layer, which lines the walls of the cavities, and a visceral layer which covers and adheres to the viscera within the cavities. Serous fluid between the two layers reduces friction and allows the viscera to slide somewhat during movements, e.g. when a person is taking in a deep breath.

The serous membrane of the pleural cavities is called the pleura, of the pericardial cavity, the pericardium, of the abdominal cavity, the peritoneum.

(Tortora & Grabowski, A&P book, p 17)

18. If a woman is complaining about pain in her epigastric, umbilical and hypogastric regions, her pain is in the middle of her body from just below her ribcage to her pubic bone. Organs in these areas include liver and stomach (epigastric), large and small intestines (umbilical) and intestines and bladder (hypogastric).

(Tortora & Grabowski, A&P book, p 19)

19. If one draws blood from the antecubital and digital regions, the blood draw occurs at the front surface of the elbow (antecubital) and a fingerstick (digital). If the woman has bruises on her patellar and popliteal surfaces, the bruises are on the front and back surfaces of her knees.

(Tortora & Grabowski, A&P book, p 11)

20. Energy is the capacity to do work.

21. 

	Type of Activity
	Type of Energy Used

	a. Dancing
	Kinetic

	b. Breaking ATP bonds of molecules to energize muscles to bend leg
	Chemical

	c. Chewing food
	Mechanical 

	d. Ultrasound
	Sound 

	e. Static shock from carpet
	Heat


22. The four elements that make up the bulk of living matter are:

Carbon, Hydrogen, Nitrogen, Oxygen

Three trace elements are: cobalt, zinc, and chromium

23. Each element is made up of atoms, which are the smallest units of matter that retain the properties of an element. (Tortora & Grabowski, A&P, p 27)

24. The number of negatively charged electrons in an atom always equals the number of positively charged protons, and therefore the atom is always electrically neutral with a total charge of zero. (Tortora & Grabowski, p 26)

25. Atoms consist of three major types of subatomic particles:

· protons: positively charged particles in the nucleus

· neutrons: neutral particles in the nucleus

· electrons: negatively charged particles that move around in the atomic space surrounding the nucleus

(Tortora & Grabowski, p 26)

26. The number of protons in an element, designated by the atom’s atomic number, distinguishes the atoms of one element from another. All atoms of a specific element have the same number of protons and thus can be identified by that marker. (Tortora & Grabowski, p 28)

27. A molecule is the combination of two or more atoms, which share electrons. The atoms can be from the same element, or from different elements. (Tortora & Grabowski, p 29)

28. A valence shell is the outermost shell of an atom. It is significant because the number of electrons in the valence shell of an atom impacts the likelihood of whether the atom will bond with another atom. If the valence shell is full (has 8 electrons, except for Hydrogen and Helium that have full valence shells of 2 electrons), the atom is stable and unlikely to bond with other atoms. If the valence shell is not full, the opportunity to bond with other atoms is possible via either ionic bonds (donating or receiving of electrons to stabilize the valence shells of each atom), covalent bonds (atoms form a molecule by sharing one, two or three pairs of their valence electrons), and hydrogen bonds (weak covalent bonds between hydrogen and other atoms or molecules). (T&G, p 33-34)

29. Organic (always contain carbon and usually hydrogen) and inorganic compounds (lack carbon and are structurally simple) compounds are both essential to the human body. (T&G p 38)

30. Water has many significant functions in the human body. Water is important to the human body because it is the medium in which almost all of the body’s chemical reactions occur.  It’s most important property is its polarity (the uneven sharing of electrons that confers a partial negative charge near the one oxygen atom and tow partial positive charges near the two hydrogen atoms in a water molecule).  Polarity makes water an excellent solvent for other ionic substances, gives water molecules cohesion, and allows water to moderate temperature change.

Water also participates as a reactant or product in certain chemical reactions in the body, such as digestion via hydrolysis. Water serves as a cooling mechanism in the body because of its high heat capacity-the ability to absorb or release a relatively large amount of heat with only a modest change in its own temperature. Water is also a part of mucus and other lubricating fluids in the body.  In addition, the hydrogen bonds in water that produce cohesion of water molecules create a high surface tension. This is most noted in the human body in the case of breathing, where the air sacs of the lungs are coated by surfactant, a watery fluid. Each inhalation must be forcible enough to overcome the opposing effect of surface tension as the air sacs enlarge to take in air. (T&G, p 39-40)

31. An electrolyte is an ionic compound that dissociates into positive and negative ions in solution. (T&G, p 31)

32. The pH of blood is 7.35-7.45. (T&G, p 41)

33. Amino acids are the building blocks of proteins. Each of the 20 types of amino acids have three important functional groups attached to a central carbon atom: 1. an amino group (NH2), 2. a carboxyl group (COOH), and 3. a side chain group (R).

(T&G, p 48)

34. An enzyme is a protein molecule that serves as a catalyst for chemical reactions. Most enzymes end in -ase. A particular enzyme catalyzes specific reaction, and therefore can bind only to specific substrates. Enzymes are also very efficient and the rates by which they catalyze reactions are many many times faster than similar reactions that do not use enzymes.

Enzymes lower the activation energy of a chemical reaction by decreasing the randomness of the collisions between molecules. They also bring the substrates together in the proper orientation so that the reaction can occur. 

The mechanism of enzyme activity is as follows:

1. An intermediate enzyme substrate complex is formed when the substrates make contact with the active site on the surface of the enzyme.

2. The substrate molecules are transformed by either the rearrangement of existing atoms, the breakdown of the substrate molecule, or the combination of several substrate molecules into the products of the reaction.

3. When the reaction is completed, the products move away from the enzyme, which is left unchanged and able to attach to new substrate to catalyze another reaction.

(T&G, p 51-52)

35. DNA in the nucleus of the cell is the inherited genetic material of each being or organism. Segments of DNA called genes determine which traits we inherit, and regulate most activities that take place in our cells throughout our lifecycle via controlling protein synthesis. (T&G, p 52)

36. RNA’s major function is to relay instructions from the genes to guide each cell’s assembly of amino acids into proteins. (T&G, p 52)

37. The three types of RNA are:

• Messenger RNA: carries information from DNA to the protein-forming areas of the cell.

• Ribosomal RNA: the RNA ribosomes and polysomes, the sites of protein synthesis

• Transfer RNA: an RNA molecule that transfers an amino acid to a growing polypeptide chain, it is the smallest biologically active nucleic acid known

(Melloni’s, p 420, T&G, p 79)

38. ATP is adenosine triphosphate and is the principle energy-transferring molecule in living systems. It temporarily stores and then transfers the energy liberated in exergonic catabolic reactions to cellular reactions that require energy (endergonic reactions). 

The cell is constantly using the energy supplied by the catabolism of ATP into ADP. ATP is synthesized from ADP and Phosphate using the energy supplied by various decomposition reactions, particularly in cellular respiration from glucose molecules.

(T&G, p 54-55)

39. The cell nucleus contains the genes, which control cellular structure and most cellular activities. The cytoplasm is all the cellular components between the plasma membrane and the nucleus. It has two components: cytosol and organelles. Cytosol is the fluid portion of cytoplasm that consists of mostly water plus dissolved solutes and suspended particles. Organelles are highly organized subcellular structures, each having a characteristic shape and specific functions, e.g., Golgi bodies, mitochondria, endoplasmic reticulum, etc. (T&G, p 60-61)

40. Mitotic cell division creates two identical daughter cells from one parent cell. This type of cell division is essential to replace dead or injured cells, and to add new cells to the body for tissue growth. 

41. (T&G, 104)

	TISSUE TYPE
	LOCATION(S) IN BODY

	Epithelial tissue
	skin, glands, mucous lining of body cavities

	Connective tissue
	ligaments,  bones, adipose, blood, lymph, cartilage

	Muscle tissue
	skeletal muscles, organs

	Nervous tissue
	brain, spinal cord, nerves


42.  Define:

· a.
Selective permeability: the quality of a membrane that permits some substances to pass through more readily than others

· b.
Diffusion: the random mixing of particles that occurs in a solution as a result of the particles’ kinetic energy; generally particles move from an area of high concentration to one of low concentration until equilibrium is achieved. Osmosis is the net movement of a solvent through a selectively permeable membrane. Dialysis is the separation of smaller molecules from larger molecules in a solution by selective diffusion through a semipermeable membrane (Melloni’s p 129).

· c.
Active Transport: a mediated, energy-requiring process in which the transporter proteins move solutes across the membrane against a concentration gradient, using either ATP or the energy stored in an ionic concentration gradient

· d.
Permease system: part of an active transport system that facilitates the passage of nutrients (e.g. sugar) across the membrane in the direction of the concentration gradient (Melloni’s p 367)

· e.
Phagocytosis: a process by which a substance is engulfed and then held or digested by a cell; this process plays a nutritive and defensive role in cell function (Melloni’s p 369)

· f.
Pinocytosis: the engulfment of liquid droplets by a cell through minute invaginations formed on the surface, which close to form fluid-filled vacuoles; by this process, protein is reabsorbed from the filtrate by tubular cells of the kidneys (Melloni’s p 376)

· g.
Hypertonic: solution that causes cells to shrink due to loss of water by osmosis

· h.
Hypotonic: solution that causes cells to swell or perhaps rupture due to gain of water via osmosis

· I.
Isotonic: solution that has equal pressure, cells do not shrink nor swell due to osmotic pressure

(Melloni’s; T&G glossary)

43. Hydrolysis is the breakdown of a compound into simpler substances by the addition of the element of water; a hydrogen is added to one portion, and a hydroxyl group to the other. (Melloni’s p 208)

44. see #35 (question is duplicated)

45. Mitochondria function as the site of aerobic cellular respiration reactions that produce most of a cell’s ATP; they are known as the “powerhouse” of a cell. (T&G, p 84)

46.  Epithelial Tissues

	Function
	Types
	Locations in Body

	Covering and lining epithelial cells  functions include: filtration, diffusion, osmosis, secretion, absorption, protection, distention, movement of mucus by ciliary action
	simple squamous

simple cuboidal

simple columnar

stratified squamous

stratified cuboidal

stratified columnar

transitional

psuedostratified columnar
	epidermis of the skin, outer covering of some internal organs, inner lining of blood vessels, interior of respiratory, digestive, urinary and reproductive systems

	Glandular epithelial cells function is secretion
	Endocrine glands:
	pituitary, thyroid, and adrenal glands

	
	Exocrine glands:

· unicellular

· multicellular

· tubular

· acinar

· merocrine

· apocrine

· holocrine
	sweat gland, salivary glands




(T&G, p 105-118)

47. Connective tissue in its various forms has a variety of functions:

· binds together, supports and strengthens other body tissues

· protects and insulates internal organs

· compartmentalizes structures such as skeletal muscles

· is the major transport system within the body (blood)

· major site of stored energy reserves (adipose tissue)

(T&G, p 118)

48. Muscle fatigue is the inability to contract forcefully after prolonged activity.

Four factors that contribute to this are:

· inadequate release of calcium ions from the sarcoplasmic recticulum, resulting in a decline in Ca 2+ in the sarcoplasm

· depletion of creatinine phosphate

· insufficient oxygen

· depletion of glycogen and other nutrients

(T&G, p 285)

49. “Smooth muscles are involuntary in action," means that the action of smooth muscles is not under conscious control, but rather is under control of the autonomic nervous system.

50. Neurons are similar to other cells in that they have a cell body containing and nucleus surrounded by cytoplasm that includes typical organelles such as mitochondria and a Golgi complex. However, neurons also have the property of electrical excitability, which is the capacity to produce action potentials or impulses in response to stimuli. Muscle cells also have this capability. In addition to the cell body common to most cells, neurons also have dendrites and an axon.  These are both kinds of extensions emerging from the cell body, which function in the electrical excitability property.

(T&G p 380-383)

51. Define:

a.
Neoplasm: a new growth that may be malignant or benign

b.
Atrophy: wasting away or decrease in size of a part, due to a failure, abnormality 
of nutrition, or lack of use.

c.
Hyperplasia: an abnormal increase in the number of normal cells in a tissue or 
organ, increasing its size

(T&G, glossary)

52.  If the damage is an epidermal wound, the injury does not extend into the dermis and only the epidermis is destroyed. If a deep wound occurs, the damage extends deep to the epidermis and includes the dermis. (T&G, p 152-3)

53. Cyanosis is the state of reduced hemoglobin (deoxygenated) concentration of blood of more than 5g/dL that results in a blue or dark purple discoloration that is most easily seen in the nail beds and mucous membranes. It’s presence indicates a lack of oxygenation in the bloodstream due to the blood not picking up sufficient O2 from the lungs, such as the case in which someone is not breathing. (T&G, p 144)

54. The skin helps regulate body temperature in two ways: releasing sweat at the skin’s surface; and adjusting the flow of blood in the dermis. The evaporation of sweat helps lower body temperature in response to environmental stimuli or heat produced by exercise. In response to cold temperatures, production of sweat is decreased, which helps conserve heat.

The dermis serves as a blood reservoir, carrying 8-10% of the blood in a resting adult. During strenuous exercise, skin blood vessels constrict, diverting more blood to contracting skeletal muscles and the heart. This results in less heat being lost from the body, and body temperature will rise.

(T&G, p 150)

55. Synovial membranes line the freely movable joints that do not open to the exterior. They do not contain epithelium and are therefore not epithelial membranes. Rather they are composed of areolar connective tissue with adipocytes and elastic fibers. These membranes also secrete synovial fluid, which lubricates and protects the cartilage at movable joints. (T&G, p 130)

56. Three changes that occur in the skin as one ages:

· Decrease in elasticity as elastic fibers lost some of their elasticity, thicken into clumps, and fray (this is accelerated in the skin of smokers)

· Increase in wrinkles due to decrease in fibroblasts which produce both collage and elastic fibers

· Decrease in size of sebaceous glands which leads to dry and broken skin that is more susceptible to infection

(T&G, p154)

57. Functions of the skeletal system:

· Site for hemopoeisis in the red bone marrow

· Support the body and allows for movement

· Protects organs

58. The four major types of bones are:

· Long bones, e.g. humerus, femur

· Short bones, e.g. wrist bone, ankle bone

· Flat bones, e.g. cranial bones, ribs

· Sesamoid bones, e.g. patella, bones in palm of hand 

In addition there are:

Irregular bones, e.g. vertebrae of back, some facial bone

Bone injuries repair must faster than cartilage injuries due to the vascularity of bone tissue, which aids in repair.

(T&G, p 170)

59. The fetal skull contains fontanels, membrane-filled spaces between the cranial bones, which allow for the molding of the fetal head during birth, and for the rapid brain development in infancy.

The fetal skull also consists of cartilage and fibrous connective tissue membrane structures shaped like bones that gradually ossifies. As ossification occurs at the site of the fontanels, the membranes will be replaced with bone by intramembranous ossification and become sutures, such as those in the adult skull.

(T&G, p 198)

60. The five major regions of the vertebral column are:

· cervical

· thoracic

· lumbar

· sacral

· coccygeal

61. The major function of the pelvic girdle is to provide strong and steady support for the vertebral column and the pelvic organs. Whereas the shoulder girdle’s primary function is flexibility and mobility, rather than strength, that of the pelvic girdle is strength more so than flexibility.

The pelvic girdle also connects the lower limbs to the axial skeleton. (T&G, p 225-230)

62. Three differences between male and female pelves are:

· The female pelvis is wider and shallower than the male’s

· The ischial tuberosities of the male pelvis are shorter, farther apart and laterally projecting

· The bones of the male pelvis are generally heavier and larger than those of a female and possess larger surface markings

(T&G, p 231)

63. 

	Factors that keep bones healthy
	Factors that cause bones to be soft or atrophy

	· Adequate dietary calcium intake
	· Loss of bone mass due to the loss of calcium and other minerals from the bone matrix with aging

	· Mechanical stress (weight-bearing exercise) which increases deposits of mineral salts and production of collagen fibers 
	· With aging, the rate of protein synthesis is lower-this diminishes the organic production of bone matrix (mainly collagen fibers which give bone its tensile strength), and  leads to brittle bones


(T&G, p 175-178)

64. 

	
	Skeletal
	Cardiac
	Smooth

	Microscopic Anatomy
	long cylindrical fiber with many peripherally located muclei; striated
	Branched cylindrical fiber with one centrally located nucleus; intercalated discs join neighboring fibers; striated
	Spindle-shaped fiber with one centrally positioned nucleus; not striated

	Location
	attached primarily to bones by tendons
	heart
	walls of hollow viscera, airways, blood vessels, iris and ciliary body of eye, arrector pili of hair follicles

	Arrangement in Body Organs
	A skeletal muscle consists of individual muscle fibers (cells) bundled into fascicles and surrounded by three connective tissue layers that are extensions of the deep fascia; blood vessels and nerves penetrate into skeletal muscle
	Cardiac muscle fibers have the same arrangement of actin and myosin and the same bands, zones, and Z discs as skeletal muscle fibers, but the ends of cardiac muscle fibers connect to adjacent fibers by irregular transverse thickenings of the sarcolemma called intercalated discs
	Smooth muscles have thick and thin filaments but no transverse tubules and scanty sarcoplasmic reticulum

	Functions
	
	
	;

	· Producing body movement
	moves bones of the skeleton
	N/A
	N/A

	· Stabilizing body positions
	stabilizes body posture, adjusts muscle tone
	N/A
	N/A

	· Regulating organ volume
	diaphragm controls volume of lungs and powers breathing
	N/A
	sphincters which close off the outlets of organs such as the stomach or urinary bladder and allow storage of food and urine and their eventual transfer

	· Moving substances within the body
	promotes the flow of lymph and the return of blood to the heart
	pumps blood throughout the body
	regulates the rate of blood flow

	· Producing heat
	via contractions of muscle, maintains normal body temperature; involuntary action of shivering can increase rate of heat production
	via contractions of muscle, maintains normal body temperature
	via contractions of muscle, maintains normal body temperature


65. A tendon is a cord of dense regular connective tissue that attaches a muscle to the periosteum of a bone. It functions to support that muscle and to connect muscular contractions to skeletal movement. (T&G, p 271)

66. An isotonic contraction is a contraction when the tension on a muscle remains the same; it occurs when a constant load is moved through the range of motions possible at a joint and therefore results in body movement. An isometric contraction results in an increase of tension on the muscle, but there is only minimal muscle shortening so that no movement is produced. (T&G, p G 19)

67. Muscle tone is the result of involuntarily activated motor units in skeletal muscle that produces a sustained contraction, while the majority of motor units remain relaxed. To sustain muscle tone, small groups of motor units are alternately active and inactive in a constantly shifting pattern. Muscle tone keeps skeletal muscles firm, but does not result in movement. Muscle tone is also important in smooth muscles, such as in the GI tract where the walls of the digestive organs maintain a steady pressure on their contents, and in regulating blood pressure, via the tone of smooth muscles surrounding the walls of the blood vessels. (T&G, p288)

68. The prime mover (also called an agonist) is the muscle directly responsible for producing a desired motion. A synergist is a muscle that assists the prime mover by reducing undesired action or unnecessary movement. (T&G, p G37, G31)

69. The abdominal muscles consist of the external obliques, an external flat muscle with its fibers directed inferiorly and medially; the internal obliques, an intermediate flat muscle with its fibers directed at right angles to those of the external obliques; the transversus abdominus, the deepest of the flat muscles, with most of its fibers directly horizontally around the abdominal wall. Together these form three layers of muscle around the abdomen. The fibers of each layer run crossdirectionally to one another; this provides a structural arrangement that gives a high level of protection to the abdominal viscera, particularly when the muscles have good tone. The final abdominal muscle is the rectus abdominis, a long flat muscle that extends the entire length of the anterior abdominal wall, from the pubic crest to the xiphoid process of the sternum. (T&G, p 325-7)

70. The two great controlling systems of the body are the nervous system and the endocrine system.

71. Functions of the cerebral hemispheres include:

Left Hemisphere:





Right Hemisphere:

Spoken and written language 



Musical and Artistic Awareness

Numerical & scientific skills



Space & Pattern perception

Ability to use & understand sign language

Recognition of faces & emotional 







content of facial expressions

Reasoning






Generating emotional content of 








language

(T&G, p 471)

72. Describe the function of the:

a. thalamus:

· relays all sensory input to the cerebral cortex;

· provides the crude perception of touch, pressure, pain and temperature; 

· includes nuclei involved in voluntary motor actions and arousal; 

· anterior nucleus functions in emotions and memory; 

· plays a role in cognition and awareness

b. hypothalamus: 

· controls and integrates activities of the autonomic nervous systems and  pituitary gland; 

· regulates the emotional and behavioral patterns and circadian rhythms; 

· controls body temperature and regulates eating and drinking behavior; 

· help maintains the waking state and establishes patterns of sleep.

c. cerebellum

· compares intended movement with what is actually happening to smooth and coordinate complex, skilled movement

· regulates position and balance

(T&G, p 458)

73. The two functions of the spinal cord are:

· to propagate nerve impulses from the periphery to the brain (sensory tracts) and to conduct motor impulses from the brain to the periphery (motor tracts)

· to serve as an integrating center for spinal reflexes, which occurs in the gray matter

(T&G, p 443)

74. There are 31 pairs of spinal nerves in the human body: 8 pairs of cervical, 12 pairs of thoracic, 5 pairs of lumbar, 5 pairs of sacral, and 1 pair of coccygeal nerves. (T&G, p 442)

75. The somatic nervous system consists of sensory neurons that convey information from somatic and special sensory receptors primarily in the head, body and limbs to the CNS, and motor neurons from the CNS that conduct impulses to skeletal muscles only. These motor responses can be consciously controlled and therefore the action of the somatic nervous system is voluntary.

The autonomic nervous system consists of sensory neurons that convey info from autonomic sensory receptors, located primarily in the viscera, to the CNS, and motor neurons from the CNS that conduct nerve impulses to smooth muscle, cardiac muscle, glands and adipose tissue. These motor responses are usually not under conscious control and therefor the action of the autonomic nervous system is considered involuntary.

(T&G, p 370)

76. The motor component of the ANS has two branches, the sympathetic and the parasympathetic. The sympathetic branch is generally concerned with activities that expend energy, and is dominant during physical or emotional stress. Its stimulation reduces function of body activities that favor the storage of energy. Its activation sets into motion the flight or fight response, which includes: pupil dilation; increase in BP, HR, vasodilation of blood vessels that supply organs that are involved in exercise or fighting off danger, and constriction of blood vessels to nonessential organs such as GI tract and kidneys. The effects of the sympathetic division of the ANS are longer lasting than the effects of the parasympathetic division.

The parasympathetic branch generally is concerned with activities that conserve and restore body energy during times of recovery, or enhance the “rest and digest” activities. This division dominates during quiet intervals, enhancing the digestion and absorption of energy-supplying food, while reducing body functions that support physical activity. Its primary responses are: salivation, lacrimation, urination, digestion and defecation, as well as decreasing heart rate, constriction of pupils, and bronchoconstriction.

(T&G, p 558-562)

77. The blind spot is an area in the retina at the end of the optic nerve that contains no rods or cones. Therefore, due to the lack of photoreceptors, one cannot see an image that strikes that spot. (T&G, p 521-2)

78. Each retina has about 6 million cones, and 120 million rods. Rods have a low light threshold, which allows us to see in dim light, such as moonlight. They do not provide color vision. Cones are stimulated by brighter light, and produce color vision. The loss of the cone system produces legal blindness, as most of our visual experiences are mediated by the cone system. Loss of the rod system produces loss of ability to see in dim light.

(T&G, p 520-1)

79. Define:

a. hyperopia: farsightedness (nearby objects cannot be seen clearly) due to visual images being focused behind the retina
b. myopia: nearsightedness (faraway objects cannot be seen clearly) due to visual image being focused in front of the retina
c. emmetropia: normal sight that occurs when the eye can sufficiently refract light rays from an object 6m away so that a clear image is focused on the retina

(T&G, p 524-5)

80. The dilation of the pupils during a thorough ophthalmic exam allows for inspection of posterior eye structures that can reveal health problems and concerns beyond conditions affecting vision. These include probable onset of diabetes indicated by burst blood vessels on the retina wall, among others. Problems with vision can also be detected and can often be treated easily. These problems can also be hidden factors in other health problems (headaches, etc.)

81. The importance of this reflex is that it controls the amount of light entering the vitreous chamber of the eyeball, which allows vision to remain somewhat constant in the face of changing light conditions by not allowing light rays to enter the eye from the periphery of the lens. Light rays that entered at the periphery would not be brought to focus on the retina and would result in blurred vision. (T&G, p 520)

82. Either impairment of hair cells in the cochlea or damage of the cochlear branch of the vestibulocochlear nerve causes sensorineural deafness. This type of deafness may be caused by atherosclerosis, repeated exposure to loud noise, and by certain drugs (aspirin and streptomycin). Conduction deafness is caused by impairment of the external and middle ear mechanisms for transmitting sounds to the cochlea. It is caused by otosclerosis (deposition of new bone around the oval window), injury to the eardrum, and aging. (T&G, p 543)

83. Taste receptors are located in the taste buds. The majority of taste buds are on the tongue, but they are also on the soft palate, pharynx, and larynx.  Each taste bud contains three types of cells: supporting cells that surround about 50 gustatory receptor cells and a gustatory hair (a single long microvillus) that projects from each receptor cell to the external surface through a taste pore. (T&G, p 514)

84. The four primary taste sensations are sweet, sour, bitter, salty. 

85. Exocrine glands secrete substances into ducts that carry the secretion into body cavities, into the lumen of an organ, or to the outer surface of the body. Products of exocrine glands include sweat, oil, mucous and digestive secretions. Endocrine glands secrete hormones directly into the blood; they are ductless. More specifically, endocrine glands secrete hormones into the interstitial fluid surrounding the secretory cells (rather than into ducts). The secretion then diffuses into the capillaries and from there into the blood. Products of endocrine glands include testosterone, estrogens, histamines, etc.  (T&G, p 567)

86. Hormone: a secretion of endocrine cells that alters the physiological activity of target cells of the body. (T&G, G18)

87. 

	Endocrine Organ
	Body Location
	Hormone Produced
	Effect

	a. anterior pituitary
	brain
	Human growth hormone (hGH)
	stimulates tissues to secrete insulinlike growth factors that stimulate body growth and regulate metabolism

	
	
	TSH (Thyroid-stimulating hormone)
	controls the secretions and other activities of the thyroid gland

	
	
	Follicle-stimulating hormone (FSH)

Lutenizing Hormone (LH)
	stimulate the secretion of estrogens and progesterones and maturation of oocytes in the ovaries; stimulate the secretion of testosterone and sperm production in the testes.

	
	
	Prolactin
	initiates milk production in the mammary glands (with other hormones)

	b. pineal gland
	brain
	melatonin
	contributes to setting the body’s biological clock, release induces sleep, serves as an antioxidant that may provide some protection against free radicals, potential influence on timing of reproduction

	c. thymus
	chest
	thymosin

thymic humoral factor

thymic factor

thymopoetin
	promote the proliferation and maturation of T cells, which destroy any microbes and foreign substances, and may slow down the aging process

	d. pancreas
	abdomen
	Insulin
	lowers blood glucose level by accelerating transport of glucose into cells, converting glucose into glycogen; increases lipogenesis and stimulates protein synthesis

	
	
	glucagon
	raises blood glucose level by accelerating breakdown of glycogen into glucose in liver, converting other nutrients into glucose in liver, and releasing glucose into the blood

	
	
	somatostatin
	inhibits secretion of insulin and glucagon and slows absorption of nutrients from the GI tract

	
	
	pancreatic polypeptide
	inhibits somatostatin secretion, gallbladder contraction, and secretion of pancreatic digestive enzyme

	e. ovaries
	pelvis
	estrogen

progesterone
	with hormones from the anterior pituitary gland, regulates the female reproductive cycle, maintain pregnancy, prepare the mammary glands for lactation, regulate oogenesis, and promote development and maintenance of feminine secondary sex characteristics

	
	
	relaxin
	increases flexibility of pubic symphysis during pregnancy and helps dilate the uterine cervix during labor and delivery

	
	
	inhibin
	inhibits secretion of FSH from anterior pituitary gland

	f. testes
	pelvis
	testosterone
	stimulates the descent of the testes before birth, regulates spermatogenesis, and promotes development and maintenance of  masculine secondary sex characteristics

	
	
	inhibin
	inhibits secretion of FSH from anterior pituitary gland


(T&G, chapter 18)

88. I found that there are four hormones that are closely involved in the regulation of the fluid and electrolyte balance of the body. Three are particularly related to electrolyte balance [aldosterone, angiotensin II and atrial natriuretic peptide (ANP)], and one is particularly related to regulating water loss and retention [anti-diuretic hormone (ADH) or vasopressin.] 

Angiotensin II and aldosterone promote reabsorption of sodium and chloride and thereby increase the volume of body fluids. ANP promotes excretion of Na and Cl, which decreases blood volume. An increase in blood volume stretches the atria of the heart, and promotes the release of ANP, and slows the release of renin from the juxtoglomerular cells of the kidneys. This decrease in renin leads to less angiotensin II being formed, which increases the glomerular filtration rate and reduces Na, Cl and water reabsorption in the kidney tubules. Decreased angiotensin II also decreases secretion of aldosterone, leading to decreased rates of Na, Cl and water reabsorption in the renal collecting ducts. More of the filtered Na and Cl therefore remains in the tubular fluid, and these ions are excreted in the urine, which lead to loss of more water in the urine and a decrease in blood volume.

ADH increases the water permeability of the principal cells in the collecting ducts of the kidneys. This causes the production of a very small amount of very concentrated urine, which is protective in times of needing to hold onto water in the body. When water intake increases, ADH secretion shuts down and therefore the principal cells are not stimulated by ADH, and their permeability decreases and more water is lost through the urine.

(T&G, p 959-960)

89. The blood volume of an average-size adult is 5 liters. (T&G, p 680)

90. Anemia is a condition where the oxygen carrying capacity of the blood is compromised. All types of anemia are characterized by a reduction in RBCs or a decreased amount of hemoglobin in the blood. People with anemia feel fatigued and have little tolerance for cold. Three potential causes of anemia are: iron-deficiency due to inadequate absorption of iron, excessive loss of iron, or insufficient intake of iron; hemorrhagic anemia due to excessive loss of RBCs due to bleeding from a trauma, stomach ulcer or very heavy menstruation; or aplastic anemia which results from destruction of red bone marrow due to toxins, gamma radiation or certain medications that inhibit enzymes needed to produce RBCs. (T&G, p 630)

91. The Rh factor is a minor factor on RBC. If the mother is Rh negative and her baby is Rh positive and maternal fetal blood mixing occurs, the mother’s system will recognize the Rh positive antigens as foreign and produce antibodies to attack the fetal cells. Usually, the danger is not with the first pregnancy (although if maternal fetal mixing occurs early in pregnancy this could lead to isoimmunization and fetal demise), but rather with subsequent pregnancies. This is because the mother’s body will have already developed the Rh+ antibodies and will try to destroy the fetus as an invader in her body.

(Frye, Diagnostic Tests, p 119-120)

92. The four ABO blood groups are:

A

B

AB- least common

O- most common

93. 15,000 because the white blood cells increase as a normal protective response to stresses such as invading microbes in a severe infection. This condition is called leukocytosis. (T&G, p 620)

94. Deoxygenated blood enters the right atrium via either the inferior or superior vena cava or the coronary sinus. The blood then goes through the tricuspid valve and enters the right ventricle. Once in the right ventricle, blood is pumped through the pulmonary semilunar valve into the pulmonary trunk, which branches into the right and left pulmonary arteries. The blood then travels through the pulmonary arteries to the pulmonary capillaries of each lung where the blood picks up oxygen and loses carbon dioxide from the aveloli of the lungs. From that point the blood moves into the pulmonary veins and enters the left atrium of the heart. This is called the pulmonary circuit. (T&G, p 646)

95. A thrombus (blood clot) in a coronary artery could cause sudden death because it blocks blood flow and therefore oxygen perfusion to the heart. It could also become dislodged and become an embolus and lodge in a smaller artery or part of the artery and completely block blood flow to the heart via that artery. However, due to the many anastomoses in the cardiac arteries, it might be possible to achieve adequate blood flow in the cardiac circulation even in the presence of a thrombus in one branch of a coronary artery. (T&G, p 647) 

96. 
Systole: the phase of contraction of the heart muscles, especially the ventricles


Diastole: the phase of relaxation or dilation of the heart muscles, especially 

the ventricles


Cardiac Cycle: all the events associated with one heartbeat, i.e. systole and 
diastole of both atria, plus systole and diastole of both ventricles

(T&G, p 654-5)

97. Arteries are deeper from the skin than veins. This is because the pressure in arteries is higher and if an artery is cut it will bleed more than veins. Arteries generally carry oxygenated blood from the heart to the body via the systemic circulation; while veins bring deoxygenated blood back to the heart from the body so the blood can go through the pulmonary circuit and receive oxygen. The exception to this is the pulmonary veins, which carry O2 rich blood and pulmonary arteries, which carry O2 poor blood during the pulmonary circuit. 

The walls of arteries and veins differ as well. Arteries and veins have three layers, the tunica interna, the tunica media, and the tunica externa, however, the relative thickness of the layers are different. Arteries have thicker layers than veins. Arteries have plentiful elastic fibers and smooth muscle fibers and normally have a high degree of compliance, meaning that their walls stretch or expand without tearing in response to an increase in pressure. The walls of veins are thinner and often contain valves to prevent backflow during venous return, thereby allowing blood flow to only occur in one direction-toward the heart. Veins also have a larger lumen than arteries, and are not as elastic as arteries although they can still adapt to small changes in pressure. Veins also serve as blood reservoirs containing more than half the total blood volume in a normal adult at any one time, as opposed to the 15% held in the arteries.

(T&G, p 672-5)

98. The factors that are important in promoting venous return are:

· sufficient pressure differential between venules and the right ventricle (decrease in pressure can be caused by leaky tricuspid valve)

· contraction of the skeletal muscles in the lower limbs, i.e. the skeletal muscle pump

· pressure changes in the thorax and abdomen during respiration, i.e. the respiration pump

The presence of valves in veins allows these pumps to contribute to venous return

(T&G, p 682)

99. The liver and lungs are nearly entirely bypassed in fetal circulation because those organs are not functioning significantly in utero. This is due to the fact that the fetus receives oxygen from the mother’s blood via the placenta, not through respirations and the lungs, and the fetus gets rid of waste products via the placenta, not needing the liver to filter wastes. 

The ductus venosus bypasses the liver in fetal circulation. The ductus arteriosis and the foramen ovale bypass the fetal lungs.

The umbilical vein carries oxygen and nutrient-rich blood to the fetus.

(T&G, p 728-29)

100. Pulse: the rhythmic expansion and elastic recoil of a systemic artery after each contraction of the left ventricle. (T&G, p G-31)

101. Blood pressure is vital because it indicates whether a person’s cardiac output is adequate, whether a person’s blood volume is adequate (versus too high or too low), or if there is too much or to little systemic vascular resistance in a person’s arteries. The body can adjust to problems with any of the above with either vasoconstriction or vasodilation which will either raise or lower blood pressure to compensate for a problem with cardiac output, blood volume or systemic vascular resistance. 

(T&G, p 682)

102. When the body detects a loss of blood volume such as in the case of hemorrhage, the initial response is vasoconstriction via the renin-angiotensin-aldosterone system, the secretion of anti-diuretic hormone, or the activation of the sympathetic division of the ANS, which increases the blood pressure, in an attempt to maintain perfusion of vital organs.

However, any loss of blood over 10% total volume has the effect of lowering the blood pressure because there is a decrease in the amount of blood that flows through the arteries at any given minute.  Venous return to the heart diminishes and the filling of the heart declines, stroke volume decreases and cardiac output decreases. Therefore the amount of pressure needed to pump the blood from the left ventricle decreases since there is less resistance. (T&G, p 686-7)

Blood pressure is the lowest in the left side-lying position, and the highest while standing.

103. Immune response: a specific response, resulting in immunity, which includes an afferent phase during which responsive cells are primed by an antigen, a central response during which antibodies are formed, and an efferent response in which immunity is effected by antibodies (Melloni’s, p 414)

104: Antigen: a foreign substance which initiates an immune response in the form of antibody formation and/or cell-mediated immunity (Melloni’s, p 20)

105. Antibodies bound to antigens can help defend the body in several ways:

· neutralize the damaging effects of some antigens, e.g. bacterial toxins, and/or prevents the attachment of some viruses to body cells

· may cause bacteria to lose their mobility which limits their spread to nearby tissues

· may cross link pathogens to one another causing agglutination (clumping together) and rendering both ineffective

· make antigens more susceptible to phagocytosis

· activate the complement system, a defensive system consisting of greater than 20 different plasma proteins that attack and destroy microbes

(T&G, p 761-2)

106. Autoimmune disease is caused by the body’s loss of ability to distinguish “self” tissues and cells from foreign antigens, and thereby launches an immune response against itself. This comes from the activation of self-reactive T and B lymphocytes that generate cell-mediated or antibody-mediated responses directed against the self-antigens. (Katzung, 923)

107. The functions of respiration are:

· to provide for gas exchange: intake of O2 for delivery to body cells and elimination of CO2 produced by the body cells

· to help regulate blood pH

· contains receptors for the senses of smell, filters inspired air, and produces sounds

(T&G, p 776)

108. The spaces of the Eustachian tube and nasal sinuses must drain in order to function well and not cause problems. If the nasal sinuses can’t drain, due to infection or allergic reaction, fluid builds up in the paranasal sinuses and a sinus headache results. These sinuses also serve as a resonating chamber for sound as we speak and sing and if they are blocked from draining this function is impaired.  The Eustachian tube allows air to enter or leave the middle ear during swallowing and yawning. If it is blocked, pressure cannot equalize and intense pain, hearing impairment, ringing in the ears and vertigo can result.

(T&G, p 197, 533)

109. The pressure gradient between alveolar pressure and atmospheric pressure normally causes expiration to occur. Relaxation of the diaphragm results in elastic recoil of the chest wall and lungs, which increases intrapleural pressure; lung volume decreases and alveolar pressure increases, so air moves from lungs to the atmosphere. (T&G, p 814)

110. The major way (98.5%) that oxygen is transported in the blood is in the form of oxyhemoglobin bound to hemoglobin, the remaining 1.5% of O2 is dissolved in blood plasma. (T&G, p 814)

111. The respiratory center of the brain is located in the medulla and the pons of the brain stem and consists of three main areas: the medullary rhythmicity area in the medulla oblongata; the pneumotaxic area in the pons; and the apneustic area, also in the pons. (T&G, p 804)

112. Hyperventilation is rapid and deep breathing during which more CO2 is expelled, and the blood pH becomes more alkaline.

113. Functions of saliva:

· the water in saliva provides a medium for dissolving foods so they can be tasted and so digestion can begin

· inhibits bacterial growth in the mouth

 (T&G, p 824)

114. The normal amount of deciduous teeth is 20. The normal amount of permanent teeth is 32. (T&G, p 828)

115. Mechanical digestion of food occurs in almost all sections of the digestive tract. I will describe the mechanism in the stomach and the large intestines.

Stomach: soon after food reaches the stomach, gentle, rippling peristaltic movements called mixing waves pass over the stomach ever 15-25 seconds. Mixing waves macerate food, mix it with secretions of the gastric glands, and reduce it to a soupy liquid called chyme. Additional mixing waves move the chyme towards the almost closed pyloric sphincter, and once there, small amounts of chyme go through the pylorus into the duodenum with each mixing wave.

Large Intestine: movements of the colon begin when substances pass through the iliocecal sphincter. As food passes through the iliocecal sphincter, it fills the cecum and accumulates in the ascending colon. The haustra of the large intestine remain relaxed and become distended while they fill up, but then the walls contract and squeeze the contents into the next haustra. This is called haustral churning. The other type of mechanical digestion that occurs in the small intestine is mass peristalsis, a strong peristaltic wave that begins at the middle of the transverse colon and rapidly moves the colon contents into the rectum. This gastrocolic reflex is stimulated by food in the stomach, and therefore takes place usually during or after meals. (T&G, p 836, 859)

116. The strongly acidic fluid of the stomach kills many microbes in food, and HCl partially denatures proteins in food and stimulates the secretion of hormones that promote the flow of bile and pancreatic juice. Pepsin, which is the only proteolytic enzyme in the stomach, begins the digestion of proteins. Pepsin is only effective in a highly acidic environment (pH 2) and therefore is a primary reason the stomach is so acidic. 

The stomach protects itself from digestion by pepsin in two ways: it has a 1-3mm thick layer of alkaline mucus secreted by mucous surface cells and mucous neck cells; and pepsin is secreted as pepsinogen, an inactive form that cannot digest the proteins in the chief cells that produce it. Pepsinogen is not converted into pepsin except in the presence of already active pepsin molecules, or the presence of HCl.

(T&G, p 836)

117. The pancreas produces enzymes capable of digesting all groups of foodstuffs.

118. Fatty stools indicate a lack of ability to digest triglycerides and lipids, and therefore a lack of or improper secretion of bile and pancreatic lipase. Bile serves as an emulsifier, breaking down large lipid globules into a suspension of droplets, and absorption of lipids following their digestion. The tiny lipid droplets provide a high surface area for pancreatic lipase to rapidly digestion the triglycerides. 

(T&G, p 842-3)

119. The most nutrient absorption occurs in the small intestine.

120. The substances that are absorbed in the large intestine are some B vitamins and vitamin K, as well as some other vitamins needed for normal metabolism. Some indole and skatole that results from the breakdown of amino acids is absorbed in the colon and transported to the liver, where these compounds are converted to less toxic compounds and excreted in the urine.
(T&G, p 859)

121.
Metabolism: all the biochemical reactions that occur within an organism, including all the synthetic (anabolic) reactions and decomposition (catabolic) reactions.


Catabolism: chemical reactions that breakdown complex organic compounds into simpler ones, with the net release of energy


Anabolism: synthetic energy-requiring reactions whereby small molecules are built up into larger ones

(T&G, G-2, 7, 24)

122. Carbohydrates is the most important food group for use as a fuel source. Protein is the food group most important for building cell structures.

123. The body’s thermostat is located in the hypothalamus. (T&G, p 751)

124. A fever is an abnormally high core body temperature that occurs because the hypothalamic thermostat is reset, most often due to a viral or bacterial infection. Other indications are ovulation, excessive secretion of thyroid hormones, tumors, and a reaction to vaccines. (T&G, p 908)

125. The kidneys are retroperitoneal organs located in the right and left lumbar regions of the abdomen, just above the waist between the peritoneum and the posterior wall of the abdomen. Specifically, the kidneys are located between the levels of the last thoracic and third lumbar vertebrae, partially protected by the 11th and 12th ribs. The right kidney is slightly lower than the left kidney because the liver occupies significant space on the right side above the kidney. (T&G, p 916)

126. The structural units of the kidneys are the renal cortex, which extends into renal columns, and the renal medulla that consists of 8-18 renal pyramids. 

The renal cortex and renal pyramids comprise the functional portion, or parenchyma of the kidney. The functional units of the kidney within the parenchyma are called the nephrons. Lesser functional units include the papillary ducts, the minor and major calyces, the renal pelvis, and the renal sinus. (T&G, p 916-7)

127. The kidneys continually adjust blood chemistry by:

· regulating the blood levels of ions, such as Na+, K+, and Cl-

· regulating blood pH by excreting a variable amount of H+ into the urine and conserving bicarbonate ions, an important buffer of H+

· releasing of hormones such as calcitriol, the active form of Vitamin D, which helps regulate calcium homeostasis, and erythropoietin, which stimulates the production of CBS

(T&G, p 914-5)

128. Glucose, protein, and ketones are normally found in the blood but not in the urine.

· Presence of glucose in the urine is called glucosuria, usually indicating diabetes mellitus.

· Presence of protein, or albumin in the urine is called proteinuria or albuminuria, and often indicates increased blood pressure, or an increase in the permeability of the filtration membranes in the kidney due to injury or disease (protein is usually too large to pass through kidneys for excretion via urine)

· Ketone bodies in the urine is called ketonuria, and may indicate diabetes mellitus, anorexia, starvation or too little carbohydrate in the diet

(T&G, p 944)

129. In females, the urethra lies directly posterior to the pubic symphysis, is directed obliquely inferiorly and anteriorly and is about 4 cm long. Its function is the passageway for discharging urine from the body. The external opening is between the clitoris and the vaginal introitus. The wall of the female urethra consists of a deep mucosa and a superficial muscularis. The muscularis contains circularly arranged smooth muscle fibers and is continuous with the urinary bladder.

The male urethra also serves as a passageway for urine to leave the body, but has the additional function of discharging semen. The male urethra is 15-20 cm long, beginning at the internal urethral orifice (as does the female), and then passing through the prostate gland, the urogenital diaphragm, and finally through the penis. The male urethra also contains a deep mucosa and a superficial muscularis, but is divided into 3 anatomical regions: prostatic urethra (passes through the prostate gland); membranous urethra (through the urogenital diaphragm), and the spongy urethra (passes through the penis, the longest portion). 

(T&G, p 947)

130. Cystitis or inflammation of the urinary bladder is more common in females because of the shorter urethra in the female. Bacteria and other infectious agents have only 1/4 or 1/5 the distance to travel in female versus male urethras to reach the urinary bladder. (T&G, p 949-50)

131. Male gonads are called testes with the functions of producing sperm (spermatogenesis) and producing the male sex hormone testosterone.

132. Seminal fluid consists of the secretions of the seminiferous tubules, prostate gland, seminal vesicles, and the bulbourethral glands. Seminal fluid provides sperm with a transportation medium and nutrients, and it neutralizes the hostile acidic environment of the male’s urethra and the vagina. (T&G, p 987)

133. Enlargement of the prostate gland can interfere with the passage of urine and semen and thus interfere with normal reproductive function. (T&G, p 1014)

134. The female gonads are called ovaries and their primary functions are to produce and release secondary oocytes (ovulation) and the secretion of estrogen, progesterone, relaxin and inhibin. (T&G, p 1017)

135. The female duct system includes:

· Fallopian tubes: transport secondary oocytes and fertilized ova from the ovaries to the uterus

· Skene’s glands (paraurethral glands): secrete mucous from their position embedded in the wall of the urethra

· Bartholin’s gland (greater vestibular glands): open by ducts into a groove between the hymen and labia minora; produce a small amount of mucous during sexual excitation that adds to cervical mucous and provides lubrication

· Lesser vestibular glands: also open into the vestibule

· lactiferous ducts: where milk collects and is ejected from during breastfeeding

· mammary ducts: receiving ducts for milk that has passed through a series of secondary tubules, the mammary ducts expand to form lactiferous sinuses as they approach the nipple

(T&G, p 993, 998-1000)

136. The anterior pituitary gland releases follicle-stimulating hormone (FSH) and luteinizing hormone (LH) that cause follicle development and ovulation to occur.  (T&G, 1001)


Follicle: the group of cells that contains a developing oocyte in the ovaries

Ovulation is the rupture of the mature follicle and the release of a secondary oocyte into the pelvic cavity. A surge in LH brings about a rupture of the dominant follicle and the expulsion of a secondary oocyte. It usually occurs on day 14 in a 28-day cycle. The secondary oocyte continues to be surrounded by its zona pellucida and corona radiata during ovulation. (T&G, p 1003-4)

137. The secondary oocyte that is expelled during ovulation becomes a mature ovum only if it is penetrated by a sperm. In that case, meiosis II resumes and the secondary oocyte splits into two haploid (n) cells of unequal size. The larger cell is the mature ovum, the smaller cell is the second polar body. (T&G, p 992)

138. Estrogen is the feminizing hormone. The principal estrogen in non-pregnant women is beta-estradiol, which is synthesized from cholesterol in the ovaries. Estrogen secretion is stimulated by an increase in FSH, which is controlled by the release of gonadotropin releasing hormone.

The second hormone produced by the ovary (in particular the corpus luteum) is progesterone. (T&G, p 1001-3)

139.  The menstrual cycle is important because it prepares the uterus for the arrival of a fertilized ovum that will develop there until birth. The events of the menstrual cycle include:

· The proliferative phase, during which the uterine lining grows, thickens, forms glands and increases uterine blood supply. This is caused by increased release of estrogen from the maturing follicle in the ovary. This part of the cycle can vary in length.

· The secretory phase occurs when the follicle ruptures, releasing the egg and secretes progesterone. This causes the glands in the endometrium to begin secreting embryo-nourishing substances. A fertilized egg can implant only in a secretory lining, not in a proliferative phase one. 

· If conception does not occur, the remaining follicle or corpus luteum will produce estrogen and progesterone for about 12 days, with the amount decreasing in the last couple days. As the estrogen and progesterone levels drop, the tiny arteries and veins in the uterus close off. The lining therefore is no longer nourished and is shed. This shedding is called menstruation. The bottom third of the lining is retained to form a new lining. 

· Following menstruation, a new follicle starts growing and secreting estrogen, a new uterine lining grows and the cycle begins again.

140. Menopause is the normal termination of the menses, occurring usually between the ages of 45 and 50. Frequent symptoms include hot flashes, headache, weight gain, insomnia, mood swings, sexual discomfort, depression and vaginal dryness. These symptoms correlate with diminishing ovarian function and related hormonal production and secretion. (Melloni’s, p 269)

Menopause means different things to different women. It is known as “the change of life” and represents the end of a woman’s “childbearing years” and fertility.  For some women, this may be a relief or a natural progression in their life, to others it could be a source of depression, loss and embarrassment, for others it may signal the start of “old age”. 

141. The role of the mammary glands is the synthesis, secretion and ejection of milk, i.e. lactation during pregnancy and childbirth through the time of breastfeeding. Milk production is stimulated largely by the hormone prolactin, along with estrogens and progesterone. The ejection of milk is stimulated by oxytocin, released from the posterior pituitary gland in response to nipple stimulation by a suckling infant. (T&G, p 999-1000)

142. Fertilization is the union of a haploid sperm and haploid secondary oocyte. The oocyte then completes meiosis II and the genetic material from the resulting ovum and the sperm merge into a single diploid nucleus forming a zygote.

Fertilization most often occurs in the Fallopian tubes. 

Implantation takes place about 6 days after fertilization. The blastocyst implants in the posterior portion of the fundus or the body of the uterus, oriented so that the inner cell mass is toward the endometrium. In the region of contact between the blastocyst and the endometrium, the trophoblast develops two layers: the syncytiotrophoblast and the cytotrophoblast. These two layers become part of the chorion as they undergo further growth. During implantation, the syncytiotrophoblast secretes enzymes that enable the blastocyst to penetrate the uterine lining by digesting and liquefying the endometrial cells. The endometrial secretions further nourish the blastocyst for about a week after implantation. Eventually the blastocyst becomes buried in the endometrium. Another secretion of the trophoblast is hCG, which rescues the corpus luteum from degeneration and sustains its secretion of progesterone and estrogen. These hormones maintain the secretory state of the uterine lining and prevent menstruation.

(T&G, p 1022, 1026-8)

143. 

	Hormone
	Functions

	progesterone & estrogens
	· maintain endometrium of uterus during pregnancy

	
	· help prepare mammary glands for lactation

	
	· prepare mother’s body for birth of baby

	
	

	relaxin
	· increases flexibility of pubic symphysis

	
	· helps dilate uterine cervix during labor

	
	

	human chorionic somatomammotropin (hCS)
	· helps prepare mammary glands for lactation

	
	· enhances growth by increasing protein synthesis

	
	· decreases glucose use and increases fatty acid use for ATP production

	
	

	corticotropin-releasing hormone
	· establishes the timing of birth

	
	· increases the secretion of cortisol

	
	

	human chorionic gonadotropin (hCG)
	· stimulates the corpus luteum to continue production of progesterone and estrogens until the placenta can directly produce those hormones


(T&G, p 1036)

144. Ways that the pregnant woman’s body may be changed by pregnancy include:

· increased perspiration

· increased oiliness of skin

· increased growth rate of hair

· stretch marks on breasts, abdomen and thighs

· increased pigmentation of skin (development of linea negra; darkening of areola and vulva)

· increased calcium absorption

· change in gait due to shift in balance of the body: lumbar curve is increased, relaxed pelvic joints and ligaments

· generalized muscle relaxation-potential increased susceptibility to muscle pulls and sprains

· decrease in tear production

· increase in central cornea thickness with a potential for alteration in vision, usually tending toward nearsightedness

· reduced corneal sensitivity

· dulled taste

· elevated sense of smell

· elevated sense of touch and sensitivity

· thyroid gland enlargement

· increase in hormones secreted by the parathyroid, and increase in size of the parathyroid gland

· 1000-fold increase in estrogen levels

· 10-fold increase in progesterone levels

· increase in blood volume and cardiac output

· increase in number of endometrial blood vessels

· increased stroke volume of the heart

· thinning of blood

· potential for benign ejection systolic heart murmurs due to mild anemia, increased stroke volume and more rapid ejection of blood from the heart

· increase in pulse of 10-15 points in advanced pregnancy

· subdued immunological response to prevent rejection of fetus

· 15-20% rise in oxygen consumption, largely due to metabolic needs of the fetus and placenta

· increase in carbon dioxide excretion

· 40% increase in tidal volume (amount of air inhaled and exhaled)

· reduced residual volume in lungs due to progesterone

· increased bleeding of the gums

· increased dental cavities due to hormonal changes

· reduced GI secretions of hydrochloric acid and pepsin

· decreased gastric emptying time and intestinal motility, which can lead to increased constipation and bloating

· reduced peristalsis in the ureters leading to stasis of urine and more UTIs

· increased frequency of urination and increased urgency

· growth in size of kidneys due to increased workload

· increased glomerular filtration rate in first and second trimesters, decrease in third trimester

· growth of uterus from a few ounces to 2 pounds

· increased demand on liver function: protein synthesis, clearance of hormones, detoxification of by-products of digestion

(Frye, Holistic Midwifery, p 188-199)

145. The four elements that make up the bulk of living matter are:

Carbon 
C

Hydrogen
H

Oxygen
O

Nitrogen
N

146. Six other elements found in the body and their role in body functioning.

Calcium (Ca) is an essential clotting factor in blood.

Phosphorus (P) is required for normal bone and tooth structure.

Potassium (K) is needed for nerve and muscle impulses to occur and be transmitted.

Sodium (Na) is also needed for nerve and muscle impulses to occur and be transmitted.

Chlorine (Cl) is essential for maintaining water balance.

Iodine (I) is an essential part of thyroid hormones which regulate metabolism.

(T&G, p 27)

147. Electrolytes are inorganic compounds that dissociate into ions when in solution, and thus are capable of conducting an electric current. (Melloni’s, p 145)

148. A base is a proton acceptor, with an excess of hydroxide ions and a pH greater than 7. An acid is a proton donor, or a substance that dissociates into hydrogen ions and anions; characterized by an excess of hydrogen ions and a pH less than 7. A salt is a substance that, when dissolved in water, ionizes into cations and anions, neither of which are hydrogen ions or hydroxide ions. (T&G, G32, 2, 5)

149. 
distilled water

neutral


vinegar


acidic


sodium bicarbonate
basic


gastric juice


acidic

150. pH is a measure of the hydrogen ion concentration in a solution. The pH scale extends from 0-14. A value of 7 signifies neutrality, a value greater than 7 indicates increasing alkalinity (basic) and a value less than 7 indicates increasing acidity. 

The normal range of blood pH is 7.2-7.6, which is slightly alkaline. (T&G, p 801)

151. The two protein classes based on structure and function are structural proteins that function as cellular building materials, and physiological proteins, that function in a regulatory, immunological, transport, catalytic or contractile capacity. Two examples of structural proteins are collagen in bone and keratin in skin. Two examples of physiological proteins are insulin, and myosin. (T&G, p 48)

152. An enzyme is a substance that affects the speed of a chemical reaction; an organic catalyst, usually a protein. 

An enzyme speeds up a chemical reaction without being altered or consumed. Enzymes do this with a high rate of specificity and efficiency. An enzyme and substrate come together at the active site of an enzyme, forming an enzyme-substrate complex. Next the enzyme catalyzes the reaction and transforms the substrate into products. When the reaction is complete, the enzyme is unchanged and free to catalyze the same reaction again on a new substrate. (T&G, p 51-52)

153. Metabolic disorders such as phenylketonuria are inherited disorders in which a substance accumulates in the blood to toxic levels because it cannot be converted to a usable state due to the lack of a specific required enzyme. (T&G, p 52)

Biology 120: Fetal Development
154. Zygote: the single cell resulting from the union of male and female gametes; the fertilized ovum (Tortora, p G-40).

155. Gametogenesis is the formation of eggs in the female (oogenesis) and sperm in the male (spermatogenesis). Spermatogenesis is the process by which the seminiferous tubules of the testes produce haploid (n) sperm. This process takes about 65-75 days in humans. The process begins in the basement membrane of the seminiferous tubule. There 2n Spermatogonium undergo mitosis and some are differentiated into 2n primary spermatocytes. The primary cells undergo meiosis I to become two n secondary spermatocytes, and then meiosis II to become four n spermatids. The final process in spermatogeneisis is spermiogenesis in which the cytoplasmic bridges between the four spermatids are broken as they mature into sperm.

(Tortora, p 981-983)

Oogenesis is the production of eggs in the ovaries in females. A 2n oogonium undergoes Meiosis I (this begins during fetal development but stops in prophase). After puberty the process continues and produces first a primary oocyte and then a n secondary oocyte and a n first polar body. The polar body may or may not divide again. The secondary oocyte begins meiosis II but stops in metaphase. The secondary oocyte is ovulated (along with the first polar body). After fertilization by sperm, meiosis II resumes and the oocyte splits into an ovum and a second polar body. The sperm and ovum unite forming a zygote.

(Tortora, P 994)

156. The sex of the fetus is determined by the chromosome in the sperm (either X or Y) that fertilizes the ovum.

157. The embryonic period begins at fertilization and continues for the first two months of pregnancy. (Tortora, p 1027)

158. The primary germ layers of the endoderm, mesoderm and ectoderm are the major embryonic tissues from which all tissues and organs of the body develop. 

	ENDODERM
	MESODERM
	ECTODERM

	epithelial lining of GI tract (except oral cavity and anal canal) & the epithelium of its glands
	all skeletal, all cardiac and most smooth muscle
	all nervous tissue

epidermis of skin

	epithelial lining of the urinary bladder, gallbladder, and liver
	cartilage, bone and other connective tissues
	hair follicles, arrector pili muscles, nails and epithelium of skin glands

	epithelia lining of pharynx, auditory tubes, tonsils, larynx, trachea, bronchi and lungs
	blood, red bone marrow, and lymphatic tissue
	lens, cornea and internal eye muscles

	epithelium of thyroid gland, parathyroid glands, pancreas and thymus gland
	endothelium of blood vessels and lymphatic vessels
	internal and external ear



	epithelial lining of prostate and bulbourethral glands, vagina, vestibule, urethra, and assoc. glands such as the Bartholin’s glands
	dermis of the skin

fibrous tunic and vascular tunic of the eye

middle ear

mesothelium of ventral body cavity
	neuroepithelium of oral cavity, nasal cavity, paranasal sinuses, salivary glands, and anal canal

	
	epithelium of kidneys and ureters, adrenal cortex, and gonads and genital ducts
	epithelium of pineal gland, pituitary gland and adrenal medullae


159. The fetal heart begins beating in the fourth week after conception. (Varney, p 239)

160. The action of a teratogen is most dangerous to the fetal heart and CNS during the fifth week of pregnancy (3rd week of development). Affects on the CNS continue through the 22nd week of pregnancy, and on the heart until about 8 1/2 weeks of pregnancy. (Varney 242)

161. The fetal period begins at the 11th week of pregnancy. (Varney, p 242)

162. The placenta is derived from the fetal chorion and the maternal decidua at the site of implantation. 

163. The chorionic villi are fingerlike projections of the chorion that grow into the decidua basalis of the endometrium. They contain fetal blood vessels and keep growing until they are bathed in maternal blood sinuses called intervillous spaces. This results in the close proximity of  maternal and fetal blood vessels without actual joining (which would lead to blood mixing), which allows exchange of oxygen and nutrients and waste products between mother and developing baby. From the capillaries of the villi, nutrients and oxygen enter the fetus through the umbilical vein, wastes and CO2 leave via the umbilical arteries, pass into the capillaries of the villi, and diffuse into the maternal blood. (Tortora, p 1030-1)

164. The path of the drop of fetal blood from the left atrium to the right atrium is:

left atrium -->left ventricle--> aorta-->systemic circulation --> umbilical arteries --> placenta--> umbilical vein--> ductus venous --> inferior vena cava--> right atrium




           -->liver --------------->

(Tortora, p 730)

165. The age of fetal viability for premature babies is changing with the technological advances in neonatology. Viability technically begins at 22 weeks. (Moore, p 71). Currently, babies born at 25-26 weeks, with access to a NICU have a greater than 50% chance of survival. (Dr. Runkle) Furthermore, obstetrical perception of viability probably influences the rate of survival of extremely-low-birthweight infants. (Williams, p 746.) Birthweight may be a better indicator of survival rather than weeks gestation.

166. One of the primary challenges a baby born prematurely would face is respiratory distress syndrome due to the lack of maturation of premature lungs (inadequate surfactant production). Another challenge is the lack of subcutaneous and brown fat that makes it hard for a preterm infant to maintain its body temperature, produce heat or supply its own energy. (T&G, p 1040)

167. (10 points) Fetal Development

Month One

During this time the zygote develops into an embryo. It is 1/4 to 1/2 inch long and grow to 10,000 times the size of a fertilized egg. It weighs 1/1000 of an ounce. A primitive face is taking form, with large dark circles where eyes will appear.  The mouth, lower jaw, and throat are developing. Little tubules foreshadow internal organs such as the liver, and stomach. Circulation is beginning in the form of a tiny heart tube, which by the end of the fourth week will beat 65 times a minute. The baby is now being nourished and getting rid of wastes via the placenta. During the fourth week, longitudinal folding, involving a head fold and a tail fold, convert the embryo into a curved shape from a straight line. Transverse folding, involving right and left transverse fold change the embryo from a flat form to a cylindrical form. After these changes take place, the embryo has assumed the “salamander” look.

Month Two

By the end of the 7th week, the embryo has become a fetus. Its heart has moved within its chest cavity. The tail that developed during the 6th week has all but disappeared. Nasal openings have begun to develop. Eyes can be perceived through closed lids. Arm and leg buds have formed. A skeleton, still made of cartilage has been formed. The beginnings of ovaries and testes have developed, and the digestive system is forming. By the end of the 8th week, human facial features are recognizable and defined. Teeth are beginning to be developed, fingers and toes are present, and external ears begin to protrude from either side of the head. The fetus is now 7/8 of an inch long and 1/30 of an ounce, and the head measures half the overall body size. It is about the size of an adult's little toe. The umbilical cord is now distinct and functioning.  The liver has taken over blood cell production from the yolk sac, and the earliest reflexes have begun. 

Month Three

The intestines are now fully in the abdomen and out of the umbilical cord, the external genitalia have male or female characteristics (though not yet fully formed), the anus has formed and the facial features are now undeniably human. The fetus now weighs between .5 and 1 oz, and is about 3 inches long. It can now swallow, make respiratory movements, urinate, move limbs, squint and frown. The mouth can open and shut. The head is about 1/3 the crown rump length. Primitive hair follicles are forming, as are the beginnings of vocal cords. The spine has turned to bone, as have facial structures, and nailbeds are present. All organs are developed.

Month Four

The external facial features of the fetus have clearly matured, but its eyes are still closed. Lanugo appears over the body. Movements are getting stronger, but usually still imperceptible to the mother. Fetal heart is pumping 25 quarts of blood per day, and is now audible via fetascope or doppler. The brain is like a miniature adult brain. Sweat glands are forming on the palms and soles, and the skin is thickening into various layers. The sex of the fetus is now clearly distinguishable. The fetus now has eyebrows and eyelashes, and may be starting to suck its thumb. It is about 8 1/2 inches in length and about 1/4 lb.

Month Five

The fetus’ muscles are now active, and the mother will detect movement or “quickening” during this time. Hair is appearing on the fetal head, and eyelashes and eyebrows appear. The fetus is skinny, but is beginning to develop subcutaneous fat under translucent skin. The baby is grasping and sucking. The placenta is 3+ inches in diameter and is performing the functions of the adult kidneys, lunges, intestines, liver and hormonal glands. The legs reach their total length. The fetus is about 10 inches long and approximately 1/2 lb.

Month Six

The fetus’ movements become more vigorous. The skin is red and wrinkled. The fetus is about 12 inches and weighs about 1 1/2 lb. The eyes are open and will soon be sensitive to light. The fetus can now hear sounds, and its finger and footprints are formed. Taste buds appear. Vernix covers the entire body. The bag of waters holds 1+ quarts of water. Brown fat, which is a source of energy, heat production, and heat regulation in newborns, forms.

Month Seven

If the fetus is male, the testes have descended into the scrotum. All organ systems are adequately developed, if born prematurely, the baby would have a chance at survival. Brain waves are detectable. The bones ossify, skin fat continues to build and nails harden. Babies can do somersaults in the womb. Hair on the head grows. There is no lunch surfactant yet. By the end of this month, the fetus weighs about  3 1/2 lbs. and is about 16 inches long.

Month Eight

The skin gets somewhat less wrinkled as fat fills out under the skin and the fetus gets plumper. Fingernails are now often beyond the fingertips. The fetus’ body is catching up with head in terms of growth. The fetus may weigh more than 5 lbs. and be 18 inches in length. The fetus is still active, but doesn't have as much room to maneuver as earlier.

Month Nine

The fetus’ skin is red but smooth. Languor is now only on the its arms and shoulders, now the entire body. Subcutaneous fat continues to deposit under the skin. Lung surfactant appears. Full growth and development are attained, and organs can function independently. Breasts are slightly swollen. The fetus’ space is cramped and movement may decrease. The length ranges from 18-22 inches and from 5 and 1/2 to 11 lbs. 

(Initial Handouts; Varney, p 239-243)

168. (Will complete this once the book at the Center is found)

169. The functions of the placenta are to serve as:

1. an organ of metabolism, by synthesizing glycogen, cholesterol, and fatty acids; this function provides the energy need for it other functions

2. an organ of transfer between mother and fetus via simple diffusion (oxygen, carbon dioxide, electrolytes, water, drugs, and analgesics and anesthetic agents), facilitated diffusion (glucose), active transport (iron and ascorbic acid from mother to baby), pinocytosis for transfer of large molecular weight protein molecules (immune gamma globulin G), breaks between chorionic villi cells (as in the case of Rh sensitization), placental infection (lesions in the placenta allow access to the fetal bloodstream

3. an endocrine organ in the synthesis, production, and secretion of both protein hormones and steroid hormones such as human chorionic gonadotropin, human placental lactogen, estrogens, progesterone

(Varney, p 247-8)

170. Amniotic fluid serves as a shock absorber for the fetus, protects the fetus, helps regulate fetal body temperature, and prevents adhesions between the skin of the fetus and surrounding tissues. (T&G, p 1029; Moore, p 82)

171. The placenta is shaped like a flat circular or oval disc. It has an average diameter of 15-20 cm and a thickness of 2-3 cm. The periphery of the placenta is continuous with the amniotic and chorionic sacs. The maternal surface of the placenta is caused by the 10-38 cotyledons present, usually covered at the surface with thin grayish shreds of decidua basalis of the uterus. The fetal surface is the site of attachment to the umbilical cord and the site is usually central to the placenta. The shiny amniotic covering of the cord is continuous with the covering of the fetal side of the placenta. The vessels that come from the umbilical cord are visible under the amnion and create the image of the tree of life on the fetal side of the placenta. 

The umbilical cord normally contain three vessels, two smaller arteries and one larger vein. Surrounding the vessels Wharton’s jelly, a mucoid substance. The vein is longer than the arteries and therefore the vessels commonly twist and bend; this sometimes causes false knots that do not cause harm to the fetus. (Moore, p 91-3)

172. Placenta, cord and sac are pictured below.

SOC 102: Genetic Screening

173. The mothers that are generally identified as needing counseling for genetic screening are:

· Women with a personal or family history of inherited genetic conditions for which a test exists-these women are at higher risk than the general population. They are more sensitized to the issues and effects of the conditions and may have strong feelings about termination vs. continuation of pregnancy based on the outcome of tests.

· Women of “advanced maternal age”, i.e. at or over 35 at the time of her child’s birthday, because as maternal age increases, the risk of congenital abnormalities (particularly Down’s Syndrome) also increases. At age 35, there is equivalent risk in having an amniocentesis resulting in pregnancy loss and having a fetus with a chromosomal disorder.

· Women who receive abnormal results on a screening test, such as the Triple Screen, because the test result indicated they have a higher than average risk for neural tubes defects and/or Down’s Syndrome.

(Varney, p 284-5)

174. Three types of genetic screening available in the USA:

	Types of Genetic Test
	Chorionic Villis Sampling
	Amniocentesis


	Cordocentesis



	How done
	Most often transcervically, sometimes transabdominally. U/S guides the placement of a flexible catheter, through which chorionic villi are removed from the developing placenta. The villi are then karotyped and cultured.
	Fluid is removed from the uterine cavity by a long needle being inserted in the abdomen, guided by ultrasound (to reduce risk of piercing placenta or fetus). Fetal cells that have sloughed off and are present in the fluid are then examined
	With ultrasound visualization of the fetus and the cord, a needle punctures the cord (preferably at the site of insertion into the placenta) to withdraw a sample of fetal blood, either transplacental or transamniotic access. This same procedure can be used to transfuse or medicate the fetus

	Relevance of Timing
	greater risk for limb reduction defects if done during weeks 8-9, no increased risk after 10 weeks
	for genetic screening purposes, weeks 15-16; generally  sometime in the second trimester; occasionally earlier than 15 weeks as alternative to CVS to include neural tube defect detection
	late enough for cord to be accessible with a needle

	When done
	first trimester
	second trimester
	few indications for this test- done based on indication

	Reliability
	High. 97-98% of the time, CVS samples are adequate for culturing. However AFP testing is still advised for those at risk for neural tube defects as AFP is not directly measured via CVS sampling
	High. 99% of tests are successful (adequate sample to examine).
	High due to direct access to fetal blood for DNA karotyping. Newer procedure without large database of results

	Risks
	.8% risk of miscarriage

risk of limb reduction defects if done during weeks 8-9

potential for maternal fetal blood mixing, Rh - moms should receive Rho GAM after procedure
	.5-1.0% risk of fetal loss if done after 15 weeks, higher rate if done earlier; 0.1% risk of amnionitis; rare reports of fetal injury; risk of isoimmunization (Rh- moms should receive RhoGAM), higher if placenta is anterior
	spontaneous abortion, ROM, preterm labor, infection, bleeding, fetal trauma, isoimmunization

	Other 
	preferred test for women considering termination
	
	


(Varney, p 288-290)

175. Four common genetic defects are:

	Genetic Defect
	Effect on fetus

	Trisomy 21
	mental deficiency; hypotonia; flat nasal bridge; congenital heart defects; simian crease; protruding tongue

	Chromosome 47, XXY
	Klinefelter syndrome: small testes, hyalinization of the seminiferous tubules, aspermatogenesis; may be mentally retarded

	Atrial Septal Defects
	large opening between left and right ventricles with considerable interatrial shunting of blood due to the foramen ovale not closing upon the birth of the baby

	Tetralogy of Fallot
	combination of four cardiac defects: 1. pulmonary stenosis of the region of the right ventricular outflow; 2. ventricular septal defect; 3. overriding aorta; 4. hypertrophy of the right ventricle. This results in cyanosis of lips and fingernails and these infants are sometimes called “blue babies”


(Moore, p 200-203; 102-108)

176. Birth defects that will not be detected by genetic screening include most autosomal dominant disorders and most sex-linked genetic disorders. (Frye, Diagnostic Tests, p 670-680)

HON 205G: Applied Microbiology

177. The two broad categories of medically relevant microorganisms are prokaryotes and eukaryotes.

178. Bacteria are prokaryotes. Viruses are neither.(Alcamo, p 43)

179. Fungi and protozoa are eukaryotes. (Alcamo, p 43)

180. Prokaryotes, such as bacteria replicate by binary fission, as do some protozoa. Some protozoa replicate by multiple fission. (Alcamo, p 62)

181. Bacteria and most protozoa reproduce asexually. Algae reproduce sexually, as do some species of protozoa. Most fungi reproduce sexually and asexually. (Alcamo, p 165,176)

182. The criteria of living organisms are: an ability to grow, to experience the chemical reaction of metabolism, to reproduce independently, to evolve in their environment and to display a cellular level of organization. Viruses only partially fulfill the reproduction function. Viruses are DNA or RNA fragments enclosed in protein, and can only reproduce within living host cells when the host cell provides the chemical components, structure and energy required for the reproduction. (Alcamo, p 11)

183. The four functions all bacteria must be able to carry out are the:

· ability to move itself

· ability to grow

· ability to reproduction rapidly under ideal growth conditions

· ability to evolve in its environment

184. Penicillin acts on the cell walls of Gram-positive bacteria and prevents the bacteria from forming peptidoglycan, the primary component of the cell wall. Without this component, the cell wall cannot fully form. This causes the bacterium to swell and burst due to internal pressure. (Alcamo, p 136)

185. Gram-negative cells contain alcohol soluble lipids in their cell walls and they are usually sensitive to tetracycline antibiotics and to the aminoglycoside antibiotics, such as gentamicin. They also produce endotoxins. They are susceptible to chlorine, iodine, and detergent disinfectants. Gram-positive cells lack those lipids in their cell walls, are usually sensitive to penicillin and are producers of exotoxins. They are also sensitive to phenol disinfectants. (Alcamo, p 38-39)

186. Generation time is the time interval by which a microbial population undergoes cell divisions. (Alcamo, p 63)

187. The physical environment and nutritional factors influence the growth of microorganisms in many ways. Some microorganisms, classified as obligate organisms, grow only under specific environmental conditions. Others are classified as facultative and can exist in a variety of environments. Different microorganisms thrive in different temperature zones, for example, fungi and protozoa live primarily at around room temperature while different types of bacteria can grow from anywhere from 0-100+ degrees C. Some bacteria require oxygen for their growth (aerobic bacteria), while others are either obligate anaerobes (can only grow in the absence of oxygen) or facultative anaerobes (can live with or without oxygen). All microorganisms require a water environment for growth to occur. This is due to the water requirement for the metabolic reactions such as glycolysis and protein synthesis to occur that are necessary for growth. Some microorganism can survive without moisture, but cannot grow in that environment. The pH of the environment also influences microbial growth; all microorganisms have an optimum pH at which they grow the best. This optimum can range from 0-14. (Alcamo, p 65-69)

188. The lag phase lasts for several hours during which the organism grows in size, accumulates organic matter, and stores large quantities of chemical energy (e.g. ATP) for biosynthesis. During the log phase, the organism undergoes rapid cell division and fulfill their generation time. Therefore, the population doubles with each generation time, and the population increases exponentially. During the stationary phase, the rate of cell division decreases, and older cells begin to die. The number of living cells during this phase remains constant. During the final phase, the death phase, the environment has become difficult for living, and the rate of cell death exceeds the rate of cell division resulting in a population decline. This may result in a complete dying out of the population if the environmental conditions do not change. (Alcamo, p 64)

189. Mesophiles are the most likely group of bacteria to cause disease in humans because they grow at temperatures between 20-40 degrees C, which includes human body temperature (37 degrees C). (Alcamo, p 67)

190. The bacterial genus most famous for its ability to degrade a wide variety of compounds is Thiobacillus.

191. Bacteria are most susceptible to penicillin during the log phase.

192. Glycolysis is a series of chemical reactions, which break down a six-carbon glucose molecule into several intermediary molecules. The process requires the use of ATP for energy input. The six-carbon molecule is broken into 2 three-carbon molecules. In additional steps, the energy liberated during the reactions is used for the synthesis of ATP molecules, for a total of 4 APT molecule. This is actually a net of two ATP molecules because 2 ATPs were needed in order to get the process started. Enzymes catalyze all the reactions in the pathway. The final products of glycolysis are two molecules of pyruvic acid. Two molecules of NADH are also produced for later use in electron transport. (Alcamo, 81-2)

193. Cell growth in aerobic and anaerobic conditions have features in common. A water environment is necessary for growth in order for the reactions of metabolism to take place. Every microorganism has an optimal pH for its growth. Cell growth also requires a source of protein or carbohydrates for the microorganism to grow, the proper temperature conditions for the particular organism, and sufficient time to accumulate. If an aerobic organism is in an anaerobic environment, growth will not occur, as well as vice-versa. Facultative organisms can grow in either type of environment if the other conditions referenced above also are present. (ServSafe, p 2-4)

194. The double helix of DNA unwinds and each strand of DNA acts as a template for the synthesis of a new strand. The key factor here is that each base has only one possible partner, so the individual strands can only accept the appropriate base match and therefore create two replicas of the original double strand. The enzyme, DNA polymerase then attaches the nucleotides together and the two new strands are complete. (Alcamo, p 101)

195. Protein synthesis is a complex process. Most of the cellular machinery is devoted to synthesizing proteins. In general, cells make proteins by transcripting and translating the genetic information encoded in DNA. The genetic code refers to the set of rules that  relate the base sequence of DNA to the corresponding codons of RNA and the amino acids they encode. In transcription, the genetic information in the sequence of base triplets in DNA serves as a template for copying the information into a complementary codon sequence in messenger RNA. This process begins on DNA in a region called a promoter. Only certain regions of DNA, called exons, code for protein synthesis. The areas that do not are called introns. Newly synthesized pre-mRNA is modified before leaving the nucleus. Next translation occurs, meaning the nucleotide sequence of the mRNA specifies the amino acid sequence of a protein. M-RNA binds to a ribosome, specific amino acids attach to transfer-RNA, and anticodons of tRNA bind to codons of mRNA, thus bringing specific amino acids into position on a growing protein molecule. Translation begins as the start codon, and ends at the stop codon.

(T&G, p 86-91)

196. The tetracycline antibiotics are among those that act as inhibitors of protein synthesis in bacteria at the ribosomal level. They do this by blocking the binding of the tRNA molecule to the acceptor site of the ribosomal mRNA complex. Therefore the peptide at the donor site on the ribosomal complex is not transferred to it amino acid acceptor and protein synthesis stops. (Katzung, p 744)

197. A primary way changes can occur in the DNA of bacteria is through a mutation occurring. A mutation is a permanent change that is usually due to a chemical or physical agent affecting the gene and changing its nature. This mutation will affect protein synthesis. The other main pathway to change in bacteria DNA is via recombination, which occurs when genetic material is acquired or lost by a microorganism. (Alcamo, p 113)

198. Sterilization is the process by which all living organisms, including microbial endospores, are destroyed. It implies the complete and total removal of all living things. Disinfection means the removal of pathogenic organisms. (Alcamo, p 128)

199. A disinfectant is an antimicrobial agent used on lifeless objects (e.g. medical instruments). An antiseptic is an antimicrobial agent used on the skin surfaces or in contact with the body in some way. (Alcamo, p 128)

200. The amount of time it will take to achieve sterility of an object depends on the nature of the contamination. Some bacterial spores can resist over two hours of exposure to boiling water. Most nonsporeforming bacteria, fungi, viruses, protozoa and simple algae die within a few seconds in boiling water. (Alcamo, p 129) 

201. Heat is effective as an antimicrobial agent because all microorganisms have a temperature at which they can no longer grow or live. This is in contrast to cold temperatures- most microorganisms cannot proliferate in cold temperatures, but they are not killed. Rather they are maintained at the level they were at when the temperature fell. 

202. Bacteria that form spores can resist over two hours of being in boiling water. The spore’s thick wall protects the bacteria from high or low temperatures, low moisture and high acidity. (ServSafe, p 2-4)

203. Autoclaves heat steam from boiling water to 121 degrees C. The steam is contained within the autoclave and the pressure increases to 15 psi. Under these conditions, even heat resistant bacterial endospores are killed after an exposure of at least 15 minutes. (Alcamo, p 129)

204. Alcohol denatures proteins and can therefore be effective as an antimicrobial agent. It can be used against spores and viruses but complete immersion must take place for at least 20 minutes. (Alcamo, p 132)

205. Chlorine reacts with the amino acids in proteins and changes the nature of the protein, rendering the microorganism ineffective. Organic matter quickly inactivates chlorine, so materials must be cleaned thoroughly before disinfection by chlorine is attempted. Chlorine is effective at a concentration of 50 ppm, in the temperature range of 24-46 degrees C, and at a pH of less than 8.0. It requires a contact time of 7 seconds.  (Alcamo, p 133; ServSafe, p 11-7)

206. Iodine acts in the same way as chlorine, i.e. by changing the nature of the protein. It is effective at 12.5-25.0 ppm, at a temperature range of 29-49 degrees C, and a pH below 5.0. It requires a contact time of 30 seconds for maximum effectiveness. Like chlorine, it is made less effective in the presence of organic matter. (Alcamo, p 133; ServSafe, p 11-7)

207. In the 1970s, hexachlorophene was found to be toxic and its use in items such as toothpaste, deodorant, and soap was discontinued. Use as a skin disinfectant has caused cerebral edema and convulsions in infants and occasionally in adults. It is still used in the forms of phisoHex in hospitals as a surgical scrub. (Alcamo, p 134; Katzung, p 808)

208. Antimicrobial medicines can be classified as bacteriostatic or bactericidal. In general, bacteriostatic antimicrobials inhibit protein synthesis in bacteria, and bactericidal antimicrobials interfere with the building of the cell walls of bacteria. Further, bactericidal agents can be divided into concentration-dependent killing (rate of killing bacteria increases with concentration of antimicrobial), and time-dependent killing (rate of killing bacteria increases with time in presence of bacteria) agents.  (Katzung, p 818)

209. Sources of antimicrobial medicines include the mold  Penicillum notatum (penicillin), the catalytic dehalogenation of chlortetracycline (tetracycline), Micromonospora pupurea (gentamicin), Streptomyces capreolus (capreomycin) and Streptomyces erythreus (erythomycin). (Katzung, p 724, 747)

210. There are two methods of susceptibility testing in common use. They are the disk (agar) diffusion method and the broth dilution method. In the disk diffusion method, a disk containing a standardized amount of the test antimicrobial medication is placed on an agar plate with a standard concentration of bacteria. The culture is then placed in an incubator and the bacteria grow while the antimicrobial agent diffuses onto the agar. The diameter of the visible zone of growth inhibition around the disk correlates with the minimal inhibitory concentration (MIC) of the antimicrobial agent on that bacterium. The disk diffusion methods are adequate for determining susceptibility of many organisms to particular drugs when there is a clear line between susceptibility and resistance.

When there is not a clear line between susceptibility and resistance the broth dilution method can be more specific. In the broth dilution method, the bacteria are inoculated into the liquid medium containing graduated concentrations of the test antimicrobial for direct determination of the MIC. (Katzung, p 817)

211. Antibiotics have a limited usefulness because over time bacteria will develop drug-resistant strains. As antibiotics are used to combat bacteria, the susceptible strains die off, leaving the resistant bacteria in the population. This is why overuse of antibiotics presents a problem for the health care system. The more exposure to antibiotics, the more opportunities for drug-resistant strains to develop and proliferate. Therefore an antibiotic that was once effective against a certain bacteria can become ineffective over time as resistant strains became prevalent and/or the bacteria modifies its structure or functions in such a way that the antibiotic’s action is no longer relevant and effective. (Alcamo, p 136)

212. It is difficult to have safe and effective antiviral medications because viruses have few functions or structures with which antibiotics can interfere. They have no cell wall, do not synthesize proteins, and have no plasma membranes. The only mechanism of action that medicines can act on with viruses is with interfering with viral replication, such as acyclovir for use with the herpes virus. (Alcamo, p 140)

213. 

	Location
	Organism

	nose
	Aerobic types of Streptococci, Staphylococcal aureus

	throat
	Staphylococcal aureus, aerobic types of streptococci

	vagina
	Candida albicans, lactobacilli

	colon
	E. coli, Candida albicans


(Alcamo, p 211-212)

214. Normal host defenses result from the anatomical, physiological, biochemical and genetic makeup of an individual, i.e. skin, mucous membranes, cilia, hairs, urine, interferons, complement system. This type of defense exists independent of any previous experience with a specific pathogen, e.g. human immunity to viruses that cause canine distemper because human cells lack the appropriate receptor sites for the virus to connect to. 

Two properties that distinguish immunity from normal defenses or nonspecific resistance are: 1. specificity for particular foreign substances (antigens), including distinguishing self from non-self molecules; 2. memory for most previously encountered antigens so that a second exposure prompts an even more rapid immune response. Acquired immunity results from an exposure to pathogens or other foreign substances as a specific response to the invading organism or substance. There are two types of acquired immunity: natural acquired immunity, which occurs during a natural exposure to a antigen; and artificial acquired immunity which results from a deliberate introduction of a foreign substance to stimulate an immune response, e.g. vaccines.

(T&G, p 752; Alcamo, p 227)

215. If a microorganism is pathogenic, it must gain entry to the body in order for a disease to be established. An infectious agent enters through a portal of entry, e.g. hand contact, air into respiratory tract, wind, dust, etc. Once sufficient numbers of an agent have entered the correct portal of entry for its mechanism of action, they bind to the tissue and penetrate it enough to establish an infection. The villi on the bacteria encourage the binding process and the enzymes produced by the pathogens facilitate the penetration. (Alcamo, p 214-5)

216. If monoclonal antibodies (a large supply of pure, identical antibodies) of a known type are injected into a person, it can help diagnosis diseases such as strep throat, hepatitis, rabies and some STD’s. If the monoclonal antibody known to attach to the rabies virus is injected and no progress occurs, the presenting disease is likely not rabies. However, if progress does occur, then the antibody is acting on the rabies antigen and destroying it, thus aiding in both diagnosis and treatment. (T&G, p 762)

217. Cell-mediated immunity employs T-cells, specially sensitized lymphocytes, to attach to antigens to destroy them. Therefore cells are directly attacking cells. Antibody-mediated immunity employs B cells, which develop into plasma cells that produce antibodies or immunoglobulins that destroy antigens. Therefore antibodies are destroying cells. (T&G, p G2, G7)

218. The major characteristics of all immune responses are:

· response to a variety of antigens, each in a specific manner

· recognition of foreign antigen vs. self antigen

· processing and presenting of antigen at cell surface

· neutralization, elimination or metabolization of antigen with or without injury to its own tissue

· response to a previously encountered antigen in a learned way by initialing a vigorous memory response

Module Two: Critical Thinking and Psychosocial Issues

PSY 224: Communications and Counseling

219. Three methods of counseling

Therapeutic Counseling: this method seeks to re-establish responses to stimuli, and/or removing someone from negative stimuli. Pursuing this method of counseling often includes referring someone to a professional counselor.

Directive Counseling: this method is based on advice-giving with full cooperation on behalf of the client to follow the advice after discussing the issues. This method employs answering the question "What would you do?" from the client with specific, guiding suggestions for solving the problem at hand.

Non-Directive Counseling: this method of counseling involves getting the client to steer themselves in the right direction, to find their own solution to their problems. This is achieved by active listening and reflecting to the client what you hear in a way they can understand and learn from.

All three methods of counseling are relevant to midwifery. There are clearly some situations that demand a more highly skilled counselor to re-establish responses to stimuli such as for women in abusive relationship or with addiction issues. There are also situations which call for more directive counseling- when a woman is in such a state of crisis that she cannot think clearly for herself, a directive approach may be warranted to get her to a better place mentally and psychologically.  When a client is in a safe and stable place psychologically it is often best to use the non-directive counseling method because many times solutions that a client derives herself are the most successful and appropriate.

A mix of all three styles contributes to successful communication by effectively helping the client to improve her situation in the manner most appropriate to her problem.  In the course of any one conversation or visit, all three styles may be used.

(Class lecture)

220. Language is a powerful tool that can be used for the empowerment of women and mothers, or can be abused to maintain power and control over another person. There are countless examples of language use affects a woman's ability to feel positive about her body, her pregnancy and her ability to give birth.

221. Women encounter many psychological stresses during pregnancy. Beginning in the first trimester many women (studies show up to 80%) experience a time of ambivalence and being upset about the pregnancy. This may or may not resolve into coming to terms with the pregnancy and accepting and welcoming the child within her. Worry about practical ramifications of becoming a mother or having an additional child may come up for the woman throughout her pregnancy, but particularly upon first learning of the pregnancy. These include financial issues, employment or career issues, and acceptance of the pregnancy by her partner and others, or the lack of an actively involved partner. Weight gain can be a source of stress for some women during pregnancy, while other view the gain in weight as a happy confirmation of a healthy pregnancy. The discomforts of the first trimester, such as nausea and fatigue, serve as a constant reminder that one is pregnant which can be especially hard if one is ambivalent about the pregnancy. For some, weight gain is a happy confirmation of a healthy pregnancy, while for others it is a source of anxiety with regard to fear of being unattractive to one’s partner. An increase or decrease in libido can also add to anxiety during the first trimester.

In the second trimester, women often go through a period of evaluating their relationships with their moms. Guilty feelings can arise when the pregnant women realizes she rejects qualities of her own mother. These feelings need to be acknowledged as normal and need to be talked about not dismissed. 

In the third trimester, fears of death, fear of having an “abnormal” baby, fear of labor and delivery, fear of being ugly and so huge. During this time it is especially important that we listen to the woman and validate her right to these fears while helping her to cope with them.

222. Normal stresses were delineated above. Early in pregnancy or in preconception counseling, normal stresses should be covered to prepare parents for what may lie ahead. Abnormal stresses include getting an abnormal AFP screening, having something unusual show up on an ultrasound, having hyperemesis to the point of needing IV therapy for rehydration, or being in some type of accident that might cause trauma to the baby. Many of these stresses stem from testing. It is important to talk through with parents what they will do with the information from a test before they decide to undergo the test. For example, with the AFP test, parents should think about what they will do with the information. If they get an abnormal screen will they go on to get an amnio? at that point would the info influence whether they would keep the pregnancy? will it be reassuring to them to know what to expect or would they be happier just accepting what the universe has coming for them? It is good to spend some time talking with parents about how they would deal with the “less than perfect” baby, and to emphasize to them that there are no guarantees.

223. The ritualization around rites of passage for women has largely been lost in modern society. The rituals that do exist are usually commercial (what products to buy for your period, how to get rid of your symptoms of menstruation, etc.). In much of the developing world, rituals linking passages in a woman’s life are still linked to the natural earth and woman’s relationship to it. The power of women’s bodies and their connection to the moon is still recognized and honored. 

224. A central tenet of midwifery care is client autonomy and empowerment. If a midwife takes on the authoritarian role, the midwife will be making decisions for the client, rather than providing the client with the information and authority to make her own decision, and supporting her in trusting birth and herself enough to make the right decision for her. Having this type of relationship with the client during prenatal care will transfer over to her ability to trust herself during labor and birth. If a midwife tries to direct a mom’s decision throughout the pregnancy, this will also transfer to the labor and birth experience.

225. Pregnancy naturally brings up issues for the pregnant woman about her relationship with her mother. The pregnant woman may have grown up hearing negative things about her own birth, or her mother’s birth experiences in general and now has to deal with those stories. Her mom may feel guilty that she did not have a “natural” birth experience when she hears her daughter talk about her plans. Also if a woman grew up hearing “horror stories” about birth from her mom or other women in her family, this may have planted seeds of doubt about her ability to give birth that she may not be consciously aware of. 

The mother/daughter relationship is about to change and grow in a big way once the daughter becomes a mother. This can be very threatening to the grandmother to be, and scary for the mother to be. The daughter may be afraid that she will either not live up to her mother’s standard, or that she might repeat the mistakes, or things she didn’t like about her mother’s mothering. This can be stressful and difficult. Open communication and recognition that one just does the best she can is helpful at this time.

226. Socioeconomic status has an impact on overall quality of life, including educational status, health and nutritional status and overall self-esteem. Poor folks often don’t have resources to the foods that would be best for them to eat, or to the knowledge or social support that many of us take for granted. Therefore it is important to work with people from where they are at, not from where you think they should be. Help them move through a process of self-discovery during the pregnancy that might challenge them to think in new ways, but is not totally outside their realm of thinking and behaving. Folks of lower SES might not be as inclined to feel they have power over their own lives and their own health, but might in general be used to doing for themselves, as opposed to having things done for them. They may just need help in making the connection between doing for themselves in terms of fixing the house, the car, etc. and taking care of their own health. On the other hand, folks of high SES might not be used to having to do much for themselves, although they may feel in control of their lives and their destiny more, or feel more entitled to what they need. Also, sometimes too much access to resources, books, and etc. can cause moms to get too much in their head and this can be a negative during pregnancy and labor, whereas folks with less education or time and money to spend worrying, can more easily give in to the pregnancy and the natural process of birth.

227. Midwives need to be able to relate to families appropriately. This means that one must take into consideration a client’s history, SES, religion, culture, etc. while not making blanket assumptions based on those same variables. As stated above, it is important to meet people where they are at and help take steps to improve their situations needed. Creating a non-judgmental caring environment will allow families to feel safe in asking questions, sharing hopes and fears and etc. and to being open to and accepting of advice and counseling. Teaching style should be inclusive, open and interactive--presenting the diversity of options available to the client. The midwife-client relationship can often model for the parent child relationship and the midwife should make every attempt to model positive behavior.

HON 248: Cultural Issues

228. It is important to recognize that my cultural background and my belief system are not universal when providing care. Different cultures can have an entirely different frame of reference from mine, and if I do not take this into account when caring for folks I could easily make wrong assumptions, offend folks, or give inadequate care. 

· Native American mothers are supposed to concentrate on the positive and not to talk negatively or be critical during pregnancy. Knowing this allows midwives to counsel and approach prenatal teaching appropriately. (They are also not allowed to lay around, tie knots, weave or make pottery, or bath during birth or for three days afterwards.)

· Amish and Mennonite women do not allow technology, are very modest and will not mention a pregnancy publicly, or even to her own children. This knowledge allows the midwife to appropriately use her equipment as well as be sure not to mention the pregnancy aloud in a public setting.

· Understanding that head is sacred in Vietnamese cultures results in avoiding the head while giving labor support or also avoiding unnecessary procedures with the baby’s head during and after birth.

229. As with cultural differences, religious beliefs may also affect health needs and appropriate health care.

· Jehovah’s witnesses do not accept any blood products, including RhoGAM. This can cause difficulty in caring for an Rh- woman or with a severe postpartum hemorrhage. Awareness of this special need can alert us to counsel the woman to have an above average intake of iron and to monitor hemoglobin and hematocrit levels.

· Some fundamentalist Christians do not believe in intervention and therefore limit or even refuse resuscitation efforts for the newborn. It is important to be aware of this and to document discussions with clients about this. Some Christians (or those of other monotheistic faiths) might be offended by references to the connections between birth, women, pregnancy and the natural world (such as the moon). It is important to feel this out so that one does not offend or make the mom uncomfortable. 

· Muslims do not want anyone to speak after the baby’s born until the father speaks. It is important to know this so it is not invalidated.

230. Language fluency is desirable with one’s client population. There are many important and often difficult decisions to make that are not straightforward and are best served by a frank and personalized discussion to answer questions and meet the woman’s needs. Talking about the AFP screen or the GBS test are often less complete and accurate when either midwife or client in lacking in fluency or literacy. The midwifery model of care is based on complete information and power sharing, client autonomy and birth as a natural process. When full communication cannot be achieved, the paradigm can shift at times to a more authoritarian model because it is not possible to have the needed discussion and dialogue for the woman to make an informed choice.

231. See number 8. Also, financial limitation will affect a client’s choices. An U/S may be medically indicated or may be what the woman wants, but is not pursued because one cannot afford it. This may also be the case with lab tests or childbirth education classes.

232. See #227. Also, if a midwife comes from a very progressive culture, leftist, or obviously “alternative” and the client is a local Hispanic woman, sometimes the midwife and client will be unable to relate to each other. This can limit quality of care, or sometimes results in the transfer of care to another provider.

233. During history taking and conversation during visits, the midwife should be able to find out some about the client’s cultural values. It is also important to establish a non-judgmental atmosphere and allow room for questions and debate. When the midwife does not understand the basis for a certain belief, it is better to talk with the client about it so that the midwife can understand it, discuss it and ultimately respect the client’s values. The midwife can also refer to books, media sources and community resources or organizations to learn more about a particular culture. Acknowledging differences is also very important- client’s should know that you are not making assumptions about them based on a particular characteristic, but rather are making an effort to get to know them as an individual in the context of her family, culture and community. 

234. The WHO defines a midwife as someone who:

· has completed a recognized midwifery educational program and has become licensed (to provide some standard baseline for being considered a midwife that has a certain skill set and to distinguish from ‘traditional birth attendant’) Note: I don’t really agree with this. Midwives have been around forever, way before the WHO definition or formal schooling was around! I think it is insulting to take the name midwife away from the women who have kept the tradition and wisdom alive, our foremothers, regardless of how ‘uneducated’ in the  formal sense they are.

· must be able to give the necessary care and advice to women during pregnancy, labor, pp and newborn care including preventative measures, detection of abnormal conditions and emergency measures (this delineates the basic scope of practice for WHO recognized midwives so that there is a shared understanding of what a midwife does)

· task in education and counseling (this promotes the midwifery model of care with education and counseling being essential components that distinguish midwifery from medicine)
235.  Will vary.

HON 223G: Evolution of Human Sexuality

236.

	Hormone
	Actions

	Estrogen
	promote development and maintenance of the female reproductive structure and feminine secondary sex characteristics, and breasts

increases protein anabolism (women)

lowers blood cholesterol (women & men)

moderate levels inhibit the release of GnRH, FSH, and LH (women & men)

stimulates oogenesis (women)

	Gonadotropin-releasing Hormone
	controls the ovarian and uterine cycle (women)

stimulates the release of FSH and LH (women)

	Progesterone
	Works with estrogens to prepare endometrium for implantation

Stimulates visceral cervical fluid

Prepares breasts to secrete milk

Inhibits release GnRH and LH

	FSH
	Stimulates the growth of follicles from the ovaries (women)

Promotes secretions of estrogens, progesterone and inhibin (women)

Stimulates spermatogenesis, with the help of testosterone (men)

	LH
	Stimulates ovulation (women)

Stimulates the corpus luteum which secretes progesterone, estrogens, relaxin and inhibin  (women)

Stimulates testosterone secretion (men)

	Relaxin
	inhibits contractions of uterine smooth muscle

during labor, relaxes pubic symphysis and dilates uterine cervix (women)

	Inhibin
	Inhibits release of FSH, and to a lesser extent, LH (men & women)

	Testosterone
	Decreases release of GnRH and LH (men)

Responsible for the sex drive (men & women)

Stimulates spermatogenesis (men)

Responsible for male pattern of development (before birth)

Causes enlargement of male sex organs and expression of male secondary sex characteristics

Increases anabolism (men and women)

	Dihydrotestosterone
	Responsible for the sex drive (men & women)

Stimulates spermatogenesis (men)

Responsible for male pattern of development (before birth)

Causes enlargement of male sex organs and expression of male secondary sex characteristics

Increases anabolism (men and women)


(T&G, p 983, 1002)

Human sexual response consists of 4 stages: excitement, plateau, orgasm and resolution. Below are some of the physical responses that results from the release of hormones via the parasympathetic and sympathetic nervous systems.

	
	Sexual response

	Females
	Vasocongestion due to parasympathetic impulses that stimulate the release of fluids that lubricate the walls of the vagina

Engorgement of the connective tissue in the vagina with blood

Secretion of lubricant from the greater vestibular glands and cervical mucosa glands

Parasympathetic impulses also trigger the erections of the clitoris, engorgement of the labia, and relaxation of vaginal smooth muscle

Swelling of breasts, and nipple erection

With effective sexual stimulation, orgasm occurs as a series of involuntary, pleasurable muscle contractions

Sexual flush, a rash-like redness of the face and neck

	Males
	Erection of the penis

relaxation of vascular smooth muscle in the penis

Secretion of mucus from Cowper’s glands to provide lubricant for intercourse

Rhythmic contractions of smooth muscles resulting in orgasm and ejaculation

	Both
	Increased heart rate and blood pressure

Increased tone in skeletal muscles

Hyperventilation


(T&G, p 1006-8)

237. Physiological 

The female reproductive cycle includes both the uterine and the ovarian cycle. The function of the ovarian cycle is to develop a secondary oocyte, whereas the function of the uterine cycle (menstrual cycle) is to prepare the endometrium each month to receive a fertilized egg.

The uterine and ovarian cycles are controlled by GnRH from the hypothalamus, which stimulates the release of FSH and LH by the anterior pituitary gland. FSH stimulates development of secondary follicles and initiates secretions of estrogens by the follicles. LH stimulates further development of the follicles, secretion of estrogens by follicular cells, ovulation, formation of the corpus luteum, and the secretion of progesterones and estrogens by the corpus luteum.

Estrogens stimulate the growth, development and maintenance of female reproductive structures; stimulate the development of secondary sex characteristics; and stimulate protein synthesis. Progesterone works with estrogens to prepare the endometrium for implantation and the mammary glands for milk synthesis. Relaxin relaxes the pubis symphysis and helps dilate the uterine cervix during delivery.

During the menstrual phase, the stratum functionalis of the endometrium is shed, discharging blood, tissue, fluid, mucus and epithelial cells. During the preovulatory phase, a group of follicles in the ovaries begin to undergo final maturation. One follicle outgrows the others and becomes dominant while the others degenerate. At the same time, endometrial repair occurs in the uterus. Estrogens are the dominant ovarian hormone during the preovulatory phase.

Ovulation is the rupture of the dominant follicle and the release of a secondary oocyte into the pelvic cavity. It is precipitated by a LH surge. S/Sx of ovulation include increased basal body temperature, clear, stretchy cervical mucus, changes in uterine cervix and ovarian pain. 

During the post-ovulatory phase, both progesterone and estrogens are secreted in large quantities by the corpus luteum of the ovary, and the uterine endometrium thickens in readiness for implantation.

If fertilization and implantation do not occur, the corpus luteum degenerates, and the resulting low-level of progesterone allows discharge of the endometrium followed by the initiation of another reproductive cycle. This discharge, menstruation, lasts between 2 and 7 days and is often accompanied by uterine cramps, emotional sensitivity and irritability. 

If fertilization and implantation does occur, the corpus luteum is maintained by placental hCG. The corpus luteum and later the placenta secrete progesterone and estrogens to support the pregnancy and breast development for lactation.

(T&G, p 1001-1007)

Psychological

The psychological aspects of the female reproductive cycle include PMS (moodiness, irritability) depression and dysmenorrhea. It has been noted that these aspects may be rooted in our cultural responses to menstruation and to the cultural messages women receive about their bodies and reproductive function. This is not to invalidate the experience of women who suffer from PMS, etc, but rather to understand those experiences in a certain cultural context.

The myths surrounding menstruation include: that menstrual blood was unclean and that women who were bleeding needed to be isolated or kept only in the company of other bleeding women; that menstruating women had supernatural powers. Some folks believe that women may have started these practices or generated these myths to give themselves time for meditation, or to give older women a chance to pass on special women’s wisdom to younger ones. Another myth (or belief) is that women traditionally began to bleed on the new moon, and to ovulate on the full moon. That accounts for the typical menstrual cycle lasting 28 days (a lunar month) and for some women to refer to their bleeding as “being on their moon”. Menstruation has also been referred to as the “curse of Eve”, women’s eternal punishment for Eve’s sins.

In our culture, myths or taboos include refraining from showers, exercise or sexual intercourse, or hiding the fact of menstruation entirely. There has also been the myth that the whole menstrual cycle makes women unstable and incapable. Women’s mood swings have been characterized as a sign of inherent instability. In the past it has also been postulated that women’s thinking capacity is not constant throughout her cycle and was used to justify keeping women out of certain high-powered positions.

Susun Weed postulates that because women in our modern society generally have negative connotation to menstruation, and because we do not celebrate our body’s amazing abilities, and we often have to hide or “push through” our periods, we have more “problems”- cramping, depression, low-self esteem, etc. during our periods. She has noted that when women have a positive orientation towards their period, those symptoms either lessen, or are viewed as a time to pamper and focus on one’s self and thus go into the pain and depression to learn its lessons and emerge feeling one’s power as a woman.

(Our Bodies, Ourselves, p 250-252; Healing Wise)

238. The information that men and women need to develop healthy, positive perceptions of sexuality includes: 

· Self-acceptance and adequate self-esteem are an essential piece of having a healthy intimate relationship with one’s self or another. This includes having a positive body image that does not depend on matching up to cultural icons (supermodels, etc.), but rather to accept your body unconditionally.

· Sexual pleasure is a positive and healthy part of one’s life, not something to be ashamed of, nor only used as a method of procreation.

· Understanding one’s own sexuality is very important before engaging in sexual activities or relationships with others- it is healthy and useful to know your own body and its pleasure points and what makes you feel good so that you can communicate your needs to your partner.

(Good Vibrations Guide to Sex, p 11-13)

239. Self-care and comfort measures for during menstruation:

· Calcium Magnesium

· Warm Baths

· Hot packs on lower back or abdomen

· Cramp-bark tea or tincture

· Red Raspberry Leaf tea

· Eat more whole grains and flours, beans, veggies, fruits and  less or no salt, sugar or caffeine

· Getting adequate sleep

· Massage

· Masturbation and orgasm to relieve cramps

For during sex:

· Use of adequate lubricant

· Communication about what feels good and what is painful

· Switching positions for comfort

(Our Bodies, Ourselves: p 254-55)

240. Theories regarding PMS: 

There is strong correlation between PMS and growing up in an alcoholic family  system in which relationship addiction issues, i.e. giving one’s life away to meet other people’s needs. Women with alcoholic families or partners can develop PMS as a result of cutting off their feelings. 

Caroline Myss says that cramps and PMS are classical indications that a woman is in conflict with being a woman, her role in her culture and cultural expectations.

There is also the theory that PMS is a cultural phenomenon here in the US. PMS has been known since ancient times, but was popularized in the 1980s by an article in Family Circle magazine and within months was a nationally known problem and a household word. 

Management of PMS includes:

· A high complex-carbohydrate, low-fat diet.

· A multi-vitamin mineral supplement contain 400-800mg Mg and 50 mg of B Complex daily throughout the month

· Elimination of refined sugar and refined flour

· Elimination of caffeine

· Increased consumption of essential fatty acids- especially linoleic acid for proper metabolism of hormones, e.g. borage oil, black currant seed oil and evening primrose oil. Dietary sources include seeds and nuts. The optimal metabolism of essential fatty acids requires adequate levels of magnesium, Vit C, zinc and vitamins B6 and B3.

· Stress Reduction- meditation, yoga, etc.

· Exercise- at least 20 minutes of aerobic exercise 3x per week

· Full Spectrum light exposure for at least 2 hours each morning or evening

· Natural progesterone therapy when indicated if above management is not successful. 

Theories regarding dysmenorrhea:

It is believed that an explanation for the high prevalence of dysmenorrhea is our society is due to a disturbance in our relationships to our bodies, including a loss of our connection to our menstrual wisdom. In the 1950s, the literature suggested that cramps were only psychological, and were related to one being unhappy about being a woman. Caroline Myss says that cramps and PMS are classical indications that a woman is in conflict with being a woman, her role in her culture and cultural expectations.

In the 1970s, studies began to show that women with cramps have high levels of prostaglandin F2-alpha in their menstrual blood. When the hormone is release into the bloodstream as the endometrial lining breaks down, the uterus goes into spasm, resulting in cramping pain.

There is also a theory that when one’s life is in balance, the incidence and severity of cramps is lessened. There is the theory that cramps are also an indication that one needs to slow down and make adjustments to tune into the wisdom of one’s body.

Management of Dysmennorhea:

· Diet: a high-fat, high-protein diet favors the synthesis of prostaglandin F2-alpha, the hormone associated with menstrual cramps. She needs adequate levels of Vit C, B6 and magnesium. She also must have enough essential fatty-acids (see above). 

· It is suggested to stop dairy food, cut down on excess protein, follow high complex carbohydrate, low-fat diet, and take vitamin supplements.

Natural Remedies:

· Breathing, mediation and relaxation.

· Hot baths.

· Stress reduction

· Castor oil packs to the abdomen at least 3 times per week for several months. This improves immune system functioning and decreases stress and adrenaline levels.

· Acupuncture, herbs, massage and homeopathy.

· Changing your view of your menstrual cycle.

· Masturbation and orgasm for muscle relaxation.

Medications: NSAIDs like Advil, Nuprin block the synthesis of prostaglandin F2 alpha. It is recommended to take these just at the onset of one’s period, before the pain starts for the best prevention of pain by preventing the release of F2 alpha. Once the F2 alpha has been released it is much harder and can take longer for the NSAIDs to take affect.

OCPs eliminate ovulation and the associated hormonal changes related to cramps and work well for some women who are not interested in making lifestyle or diet changes. 

(Women’s Bodies, Women’s Wisdom: p 113-130)

241. During menopause, ovarian function declines and ovulation and menstruation cease. This process can take 6-10 years and is characterized initially by a change in menstrual flow or skipped periods. Hot flashes, vaginal dryness and mood changes may occur. Post menopausal events include atrophy of the reproductive organs and vagina, bone mass loss and increasing risk for cardiovascular disease. Libido levels can also decrease due to decreased levels of androgens released from ovaries. 

Psychological factors include a large amount of fear about “the change of life” due to the silence around it. Many women’s mothers never communicated anything about menopause to them. It can be a very confusing time because it can take 6-10 years of periods stopping and starting before menopause is complete. 

Because being a woman is so wrapped up in our reproductive functions, i.e. bearing children, often women experience anxiety and regret about the end of their childbearing years, and confusion about the status of their fertility as they progress through their climacteric years. During menopause women also often complain about their short-term memory and report fuzzy thinking.

(Marieb, p 972; Women’s Bodies 436-445)

242. Cultural and individual factors influence development of attitudes about sexuality in many ways, such as:

· Our culture sends the message that if women desire sex they are sluts, whereas men are studs.

· Many religions give the message that “sex should be for procreation, not recreation” which results in feelings of guilt when one simple desires sex for the pleasure. Adultery and sex have gotten mixed up culturally- sex is not bad, in religion the idea of having sex outside of one’s marriage is not good.

· Many religions hold up celibacy as the holy idea as its clergy and religious are not to engage in sex.

· Generations of children where told that masturbation would cause blindness and there is a general taboo about talking about sexual feelings with your children.

· Women receive cultural and familial messages that we are smelly and dirty “down there” and this breeds a sense of shame and embarrassment about our bodies and our sexuality. 

· Women often feel it is their duty to have sex when and where their husbands want it which reinforces the notion that it is a duty, not a pleasure.

· In our culture, we often think of sexuality as being about how to please others, how to perform well physically and don’t engage with ourselves as sexual subjects, i.e. how we feel about our bodies, our desires, our pleasure, and our emotional and spiritual feelings. 

· There is a cultural bias of thinking of sexuality in a heterosexual construct which influences the suppression of feelings, curiosity and desires in men and women, and keeps people in culturally acceptable roles.

243. 

	Male Sexual Response
	Female Sexual Response

	Erection of the penis

relaxation of vascular smooth muscle in the penis

Secretion of mucus from Cowper’s glands to provide lubricant for intercourse

Rhythmic contractions of smooth muscles resulting in orgasm and ejaculation
	Vasocongestion due to parasympathetic impulses that stimulate the release of fluids that lubricate the walls of the vagina

Engorgement of the connective tissue in the vagina with blood

Secretion of lubricant from the greater vestibular glands and cervical mucosa glands

Parasympathetic impulses also trigger the erections of the clitoris, engorgement of the labia, and relaxation of vaginal smooth muscle

Swelling of breasts, and nipple erection

With effective sexual stimulation, orgasm occurs as a series of involuntary, pleasurable muscle contractions

Sexual flush, a rash-like redness of the face and neck

	Increased heart rate and blood pressure

Increased tone in skeletal muscles

Hyperventilation
	Increased heart rate and blood pressure

Increased tone in skeletal muscles

Hyperventilation


 (T&G, p 1007-118)

244. Three factors necessary for effective sexual counseling:

a. 
Non-judgmental attitude

b.
Knowledge about the range and diversity of normal sexual behavior, sexual 
orientation, sexuality and sexual responses

c.
Comfort in talking with clients about potentially embarrassing topics and 
information for either yourself or the client

245. Techniques that can be used to increase the effectiveness when taking a sexual health history include:

· Creating a non-judgmental, safe and confidential atmosphere.

· Communicating to the client  that there is clinical significance attached to sexual practices and sexual health history, and that these questions are asked to all client to help the clinician give better care.

· Practice at wording sexual questions appropriately and non-judgmental (i.e. Do you practice anal sex? not You don’t have anal sex, right?) and being prepared to discuss choices with clients, as well as have resources and referrals available for issues to arise that you are not prepared to deal with adequately.

· Practicing poker face when listening to responses - i.e. not gasping when you hear how many partners a client has had.

246. Preconception Counseling
	Content
	Rationale

	Folic-acid supplementation
	Inadequate folic acid intake up to 21 days of pregnancy increases risk of open neural tube defects. She should be taking at least .4mg of Folic Acid daily.

	Awareness of when one is fertile, ovulation patterns, etc. 
	Client has maximum chance of getting pregnant if she knows when she is most fertile

	Find out about effects of pre-existing medical conditions on pregnancy
	Enter pregnancy with an awareness of how one’s health issues will need special attention

	Screening for anemia/blood disorders
	Certain women from African or other racial/ethnic minorities may have a higher for certain blood disorders or types of anemia that will be exacerbated by pregnancy

	Baseline blood tests for women with hx of medical problems or previous complicated pregnancy (e.g. toxemia)
	This will give the client and practitioner a baseline from which to judge changes in various hormone and other levels during the pregnancy or to find out if there is some contraindication  to getting pregnant at that time

	Weight Management
	Women at 15% below their ideal body weight should be counseled to gain weight to increase their chances of a viable pregnancy; Obese women should make careful changes in their diet that would result in losing weight- they should not be advised to go on a crash diet however

	Dietary and Lifestyle Counseling
	Review current dietary and lifestyle habits (smoking, exercise, drugs, alcohol) and give advice and support for making positive changes before getting pregnant

	Herbal and Vitamin Supplementation
	A woman should be try to maximize her health status before getting pregnant. She can begin taking a multivitamin if she does not already do so. Herbal infusions and teas like alfalfa, nettle, burdock, etc. can be useful to Tony, detox and 

	Vitamin B12 Supplementation for Vegans
	3 micrograms 2-3x weekly supplement due to lack of dietary intake and although they may not have a deficiency for themselves they might in order to meet pregnancy requirements

	Resource and Referral Awareness
	It is important for a woman to know what services she will have available to her during pregnancy

	Work and Home Environment
	Discuss and advise about any potential risks in these environments, compatibility with parenthood and options for changing when necessary.

	Discuss Emotional Needs and Partner/Family Support
	Pregnancy affects emotions greatly and support is needed. Refer for counseling if necessary

	Family Planning
	Discuss how many children a woman/couple would like to have, child spacing, birth control currently used and future plans. Discuss how current birth control method affects fertility

	Medications/Environmental Hazards
	Find out about medication use indications and if it is safe for pregnancy or what alternatives are; have time to eliminate or reduce exposure toxins, tertaogens, etc.

	Baseline Physical Exam and Questions on Reproductive Health
	This can reinforce a sense of general health status, and give confidence to client in understanding her body better.

	Optional STD screening/ Pap smear/infectious diseases titers
	This will allow treatment before pregnancy begins, or to make medical decisions. i.e. whether one is immune to rubella.

	Previous pregnancy history and family history
	Reviewing history will help client and practitioner anticipate needs and what types of screenings might be advised during this pregnancy


(Frye, Holistic Midwifery: p 510-11)

247.

	Fertility Control
	Advantages
	Disadvantages
	Rates of Effectiveness with perfect use

	Chance
	Nothing to remember

No artificial hormones

Spontaneity
	Low rate of effectiveness

Doesn’t protect from STD’s
	15%

	Spermacide Only
	Easy to use


	Lowers but does not eliminate STD transmission

Can cause genital abrasion and irritation with frequent use (this increases vulnerability to STD’s)
	94%

	Calendar Method
	Women get more familiar with their cycle

No hormones or barrier needed
	Basic assumptions of the rhythm method are misleading and do not hold for every woman every month (cycles can change due to stress, illness, weight gain and loss etc)

Doesn’t protect from STDs
	91%

	Mucus Thermal Method
	Knowing one’s body and uterine cycle

No use of jellies, barriers
	Having to be diligent about tracking your cycle, mucus and temp daily

Doesn’t protect against STDs
	98%

	Lactational Ammenorrhea Method: fully or nearly fully breastfeeding without supplementation; menstrual periods have not returned; baby is less than 6 months
	Nothing to use (jellies, condoms, pills, etc)

Spontaneity
	Unpredictable resumption of ovulation

No protection against STDs
	>98%

	Cervical Cap (nulliparous)
	woman-controlled non-hormonal method

can be left in place for 48 hours
	high rate of improper placement

can cause or aggravate cervical dysplasia
	91%

	Cervical Cap (multiparous)
	woman-controlled non-hormonal method

can be left in place for 48 hours
	high rate of improper placement

can cause or aggravate cervical dysplasia
	74%

	Diaphragm
	woman-controlled non-hormonal method

can be in vagina up to 6 hours before intercourse
	doesn’t protect against STDs

must be left in place for 6 hours after intercourse

causes UTIs
	94%

	Withdrawal
	Spontaneity

nothing to “use” (jellies, condoms, etc)
	easy to forget in the moment

dissatisfying for both partners, esp. men

doesn’t protect from STDs
	96%

	Condom
	protection against STDs

affordable
	need cooperation with partner

can spoil the moment

can decrease sensitivity and pleasure for male
	97%

	OCPs
	spontaneity

regulates cycle

helps with acne and cramps

improvement in menstrual migraines, benign breast disease, dysmenorrhea, menorrhagia, PMS

increases bone density

>50% reduction in ovarian and endometrial cancer risk
	doesn’t protect from STD

21x higher chance of heart attack if over 35 and a smoker

nausea

headaches

breast tenderness

menstrual changes

amennorrhea

needs to be taken every day at same time to maintain effectiveness
	99.9%

	Progesterone IUD
	lasts for 1 year

spontaneity 

nothing to remember or use

reversible
	risk of infection from placement

added hormones in body

doesn’t protect from STDs
	98.5%

	Copper T IUD
	lasts for 10 years

spontaneity

nothing to remember or to use

reversible
	expensive

risk of infection from placement

doesn’t protect from STD’s

increases cramping
	99.4%

	Depo-Provera
	only need to get injection once every three months

spontaneity

nothing to use at time of intercourse
	hormonal influence that can prevent fecundity for up to a year after discontinuing the use

doesn’t protect from STDs
	99.7%

	Norplant
	protection for 5 years

no pills to remember

spontaneity
	requires painful insertion and removal

hormonal influence

expensive
	>99.9%

	Tubal Ligation
	Permanent

Spontaneity
	Requires surgery

Not reversible

Often regretted

No protection against STDs
	99.6%

	Vasectomy
	Permanent

Spontaneity

Relieves woman from responsibility
	Not reversible

Often regretted

No protection against STDs
	99.9%


248. Lactation Amenorrhea Method
	Component
	Description
	Rationale

	Assessment
	Ask questions to assess if this is an appropriate method of contraception for this woman. Find out what her anticipated reaction would be if she found herself pregnant within 6 months, whether she has any worries about STDs, and what her degree of commitment is to following the components of LAM (fully breastfeeding with no supplementation), and the likelihood of her returning or starting to use another method once LAM is no longer possible.
	Before doing client education it is important to make sure that your are focusing on appropriate material.

	Goal
	After the teaching session the client should be able to express an understanding of the components of LAM, the risks and benefits, and the advantages and disadvantages.
	Setting goals helps you to assess your success in teaching.

	Teaching/information Sharing
	Go over all the above: components of LAM, physiology of LAM, advantages and disadvantages, risks and benefits. See question 28 for list of these.
	Be thorough, have a plan for what you want to cover.

	Evaluate
	Have her repeat the things listed in the goal, follow-up with her in one month to ascertain progress and set up an appointment for follow-up in four months.
	Measure your success, learn from the experience.


MW350: Perinatal Education Including Lactation

250. Class on physiology of pregnancy

	Component
	Rationale

	Explain that pregnancy is a healthy, normal proccess
	Set the stage for the fact that pregnancy  and its associated physiological changes are not pathological in nature, but rather are normal adaptation of the body to be best suited for this stage

	Month by month description of the normal changes in one’s pregnant body
	This will both allow folks to identify the changes that they have already experienced as being within the range of healthy and normal, question which of their symptoms might be out of normal range, and provide the opportunity to foresee what is ahead for them

	Month by month description of normal concerns and complaints of pregnancy
	This will reassure the mom that these concerns are normal during pregnancy, it will give her a window into what may come, and help her feel good about the complaints that she has not experienced.

	Offer opportunity to ask questions or talk about their experiences with the changes or common complaints
	This will allow folks to have their questions answered and their experiences validated, while providing instructors an additional opportunity to reinforce the normal changes and the warning signs to watch out for

	List and describe the dangerous (pathological) potential changes that can occur in pregnancy
	Educate folks on the changes or complaints that warrant concern without putting central focus on the abnormal.


251. Class on fetal development

	Component
	Rationale

	Pass around book with drawings of babies at various stages of fetal dev’t and have parents identifiy where their baby is at
	This will allow everyone to see how far along each other is, which will faciliate relationships and allow the instructor to be aware of the range of stages of pregnancy and fetal development in the class

	Explain that fetal development is a complex and miraculous process that is happening inside them and that their role is to nourish their body physically, emotionally and spiritually so that this natural process can be optimized.
	This will help bring folks to the same page in terms of feeling amazement about what is happening inside their body, and reassure them about what they can do to help the process and about what is out our their control.

	Using handouts, video, and visual aids go through the month by month development of the baby and discuss it
	This will give parents both a visual and an interactive reference point and explanation for what is going on inside them during the pregnancy

	Provide an opportunity for parents to ask questions about fetal development, how their behaviors may have or may be affecting the development of their baby, etc.
	Alleviate fears and identify concerns that need followup, provide for interaction in the class and validation of experiences.

	Explain how the fetus is being nourished via the placenta and explain how the placenta functions
	This will allow folks to understand the direct connection between them and their baby and demystify the placenta which is often not understood

	Close with a guided meditation about Connecting with your baby
	This will help folks connect and tune into their baby with their new found understanding of how their baby is growing and how mom and baby are connected.


252. Class on prenatal and pp exercise

	Component
	Rationale

	Ask about the role of exercise in mom’s life normally
	One should work from the level of physical fitness one is at before pregnancy, ie that all pregnant women should not engage in the same level of exercise

	Explain about the role of exercise in pregnancy and postpartum
	People may not realize that exercise plays a large role in a healthy pregnancy

	Demonstrate a series of exercise to do in pregnancy and postpartum and allow particpants to try them and give feedback. Talk about types of exercise and how they are suited to be done during pregancy or postpartum.
	It can be difficult to understand how to do a particular excerise from written descriptions and this allow you to show them and then help them do the exercises correctly.

	Explain the particular contribution of various exercise to overall health and/or to a healthy pregnancy, easier labor and recovery
	This will allow folks to choose/ prioritize which exercises to do based on their needs, hopes and fears

	Answer questions about physical activity from participants
	Meet folks needs in terms of questions and concerns, vaildate what they already know and their experiences

	Go over the “don’ts” with regard to exercise and pregnancy
	Give folks an understanding that there are certain activities or movements or degrees of physical exertion that are not a good idea in pregnancy.

	Provide a time in each class to practice various exercises and questions about exercise
	Reinforces that this is not a one-time things, but rather something that should be ongoing throughout pregnancy.


253. Class on physiology of labor

	Component
	Rationale

	Ask the class what they think happens during labor
	Assess the level of understanding of the class

	Explain what has to happen in order for the baby to be born (dilation, effacement, and softening of the cervix, change in station, change in muscle mass and distribution of the uterus, etc)
	This gives the physioligical activities before getting into stages of labor and the less concrete information.

	Explain the physiology of contractions and how contractions influence the above things happening.
	Most people don’t know what a contraction really is and what they actually do.

	Explain the influence and role of hormones in the initiation and progression of labor and discuss the natural forms vs synthetic forms of those hormones, and that there is utility in labor starting on its own.
	This will demonstrate to folks how important hormones are and draw a connection about how the modes of induction in the hospital are related to what our body already does.

	Explain the difference between latent first stage and active first stage and talk about the ranges of time each can take and how that there is utility in labor taking a good amount of time.
	It is important for folks to understand what part of labor is accomplishing what, when labor is at the point of no return, and to begin to think about how long labor can take and how that time is functional.

	Explain the breaking of the water bag and the associated impact on management of labor
	Most people think that the water breaking happens at the beginning of labor and it is important to communicate that although this can happen it is more common for it to occur later in labor.

	Explain what is going on physiologically in transition.
	This can be the hardest part of labor and it represents a shift in what is happening physiologically and emotionally. This is the bridge between opening for the baby and letting contractions flow through you, and being able to more actively work with your body and push. The more folks understand how it is a multi-layered transition the better.

	Explain second stage and how it differs from first stage. Talk about the average times for pushing for nulliparas and multiparas. Talk about how a gradual descent of the baby is beneficial for the bulging and stretching of the perineum and reduction in tears.
	Women need to understand that their role to their labor and the activity of their body changes over the course of labor. It is also importatnt that folks know there may be a break between being fully dilated and having the urge to push and that is okay.

	Explain the actual birth of the baby: molding of the head, crowning, restitution, shoulders, etc and the utility of each part, as well as the mechanism for the baby’s first breath, and it’s connection to the placental blood supply at the beginning of life outside the uterus.
	Demystifying how the baby comes out can be helpful for parents in coping with the reality that a rather large infant is going to fit through the birth canal. Parent’s also worry that the baby will breath too soon.

	Explain third stage of labor: detachment of placenta, shutting off of blood vessels, clamping down of uterus, fundal massage, birth of the placenta, etc.
	Often parents don’t think beyond the birth of the baby and they need to understand that a lot needs to happen afterwards.


254. Class on methods of coping with labor

	Component
	Rationale

	Explain the physiology of labor
	Understanding the physiology helps people be able to cope

	Talk about how to know when you are in labor, the signs of labor, etc.
	

	Talk about continuing with your day until labor demands your full attention
	

	Explain the importance of staying well hydrated, eating and resting adequately
	

	Talk about when to call midwife and what to tell her, and when to come to the center or have us go to her home.
	This will allow mom to be aware about when to call the midwife and be prepared to talk with her.

	Describe and disuss the types of comfort measures helpful in early labor
	A common perception of natural birth is that one has the same restraints, environment and positions, etc as a medicated hospiatl birth. Illustratate how that is not the case and the range of comfort measures, and positions etc one can use.

	Describe and discuss the types of comfort measure and positions helful in active labor. Have folks ask questions and talk about their ideas as well as try out the positions or comfort measures (such as the double hip squeeze)
	A common perception of natural birth is that one has the same restraints, environment and positions, etc as a medicated hospiatl birth. Illustratate how that is not the case and the range of comfort measures, and positions etc one can use. Practicing will make helping during birth easier.

	Describe and discuss the types of comfort measures and positions helpful during second stage. Have folks ask questions and talk about their ideas as well as try out the positions or comfort measures (such as the double hip squeeze)
	A common perception of natural birth is that one has the same restraints, environment and positions, etc as a medicated hospiatl birth. Illustratate how that is not the case and the range of comfort measures, and positions etc one can use.

	Talk about the fear-tension-pain cycle and how to break it or avoid it in labor
	Make clear the connections between these things and help folks see their own agency in the exacerbation of the normal physiological pain of labor.

	have folks talk about their coping mechanisms for pain, how they like to be comforted when sick, etc. have partners talk about what they think their partners like
	Open the door for (hopefully) a continued and ongoing disucssion between partners about how they can communicate about each other needs and what is helpful etc.

	Use a tool like the Pain Medications Preference Scale to assess the degree of commitment/ attachment to an unmedicated birth
	Get mom’s and partners to see if they are on the same page. Get parents thinking along a continuum rather than polarity of medicated vs natural.

	Do an exercise (like the hand in the ice water) to have folks & debrief
	Put the discussion to practice in terms of comfort measures, etc.

	End with a guided relaxation and affirmatoin of their ability to give birth
	End the class on a positive note and have them get in touch with how to relax after all this discussion of pain, etc.


255.  Class on importance of nutrition for pregnant and lactating mothers.

	Components
	Rationale

	Talk about why nutrition is important during pregnancy and lactation
	Provide physiological reasons and benefits of good nutrition for a healthy pregnancy, easier labor and better recovery from giving birth.

	Break down nutritional requirements during pregnancy and lactation including special requirement for vegetarians, teens, moms still breastfeeding, underweight moms, etc. Discuss PNV, herbal supplements, iron supply and etc.
	There is a lot of info out there on pregnancy and it can be very confusing to know what one really needs. 

	Break down myths about weight gain, use of salt, etc. and emphasize the key components and examples of a healthy diet for pregnancy and lactation.
	The medical system has induced a lot of pregnancy complications by propagating misinformation about things such as salt restriction and many of those myths still exist and must be debunked.

	Discuss water intake and its importance.
	Moms don’t realize how important water intake is and that only water or unsweetened herbal tea count toward this intake.

	Discuss what to avoid or reduce eating or drinking during pregnancy and lactation
	Help moms avoid potentially hazardous foods and the reasons behind.

	Describe and discuss how nutrition and food intake related to better pregnancy outcomes, reduction in toxemia,helps with common complaints of pregnancy, etc.
	Our society usually doesn’t acknowledge the relationship between nutrition and disease, explaining the connection is helpful.

	Answer questions or concerns of group.
	Meet needs of group.

	Give out handouts on easy ways to prepare healthy foods, recipes, sample diets, etc.
	Give tools for putting what they learn into action.


256. Components of a Class on Coaching

	Component
	Rationale

	have participants relate their greatest fear about seeing their love one in labor and discuss
	Ackowledge the fear component from the start and validate that is normal to have that fear.

	Explain that an importnat part of the role of coach includes accepting whatever needs the partner has and not being offended when what you are doing in the moment is not meeting her needs.
	Prepare the partner for the fact that it is usually impossible to read the mother’s needs at all time and that this is not a negative as long as you are open to changing.

	Explain that coache’s role is to provide what the laboring woman needs by following her lead and not dictating what she needs.
	Parnters should not feel under pressure to have all the answers- the fact is the pain is there and you can help but not make it go away, but you can love her and tell her you know she is working hard.

	Describe and discuss the types of comfort measures and positions helpful during different phases of labor, and have partners identify what they are comfortable with doing.
	Expose partners to the range of ways they can help their loved ones and to be aware of what they think they will be able to do for the woman and what the woman feels comfortable with them doing.

	Encourage partners to have a frank and open discussion with the mother about how to know if and when she really wants pain meds, vs. her saying “Get me drugs” but not really meaning it.
	This will allow partner insight into what mom wants, especially at a point in labor when mom may not be able to really know what she wants (as opposed to what she really thought through before)


257. Components of class on visualization and relaxation during pregnancy and labor.

	Component
	Rationale

	Explain the components and range of visulaizaton and relaxation practices and why this practice is important and helpful in pregnancy and labor. Get the class to describe their experiences or ideas of this with you. Try as much as possible to keep your language and examples grounded in the mindset of the group with you and what their experiences are.
	There is likely a range of understanding about these topics and it is important for folks to know that it isn’t all new-agey, but can be as simple as breathing. Also folks with expereince can build up that to more effective, compliated techiques.

	Talk with class about the need to practice visualization and relaxation techniques just like any other new skill one is learning.
	Many people believe that relaxing and visualizing is just something one can do in the moment and not that it is something one can gain experience in doing and become better and more effective at.

	Communicate that although visulaizaton is important that one should not become overly attached to the details of how one visualizes labor and birth, but rather to the idea that attention should be given to this during pregnancy to help implant seeds of positive imagery and thinking.
	If folks get too rigid of an idea of their birth and visualize only that way, it will be difficult for them to adapt to the unpredictable nature of labor.

	Explain that it is important to practice these techniques, not just when one is cozy and in bed, but also when one is experiencing some level of discomfort or pain. 
	This will prepare folks to be able to engage these techniques during labor, when things are difficult.

	Give examples of the various types of techniques.
	Provide tools for folks to try.

	Incorporate a guided visulaization or relaxation exercise into each class. 
	This will provide a structured practice time for class participants.


258. Components of a class on complicatons during pregnancy, labor, birth, postpartum and in the newborn.

	Component
	Rationale

	Explain that pregnancy, labor, birth, pp and the newborn are normal processes of life with few complications, ie that generally things go well.
	Sets the standard and baseline that complicatons are the exception not the rule and that the attention and energy accorded to them should be proportional. This also alleviates fear.

	Ask participants to share what their biggest fears are and address those with explanations, statistics while still validating that it is okay to fear as long as it is not overwhelming the positive.
	This address what the class feels is most pertinent and gives you the opportunity to explain the rate of incidence of a complicaton, how it is dealt with and its consequences.

	Explain complications that were not covered above as necessary.
	This ensures you cover the most important and common complications even if folks don’t have them on their mind.

	Explain how during pregnancy and labor, midwives monitor for the early signs of complicatons and deal with problems at the early stages of manifestations not waiting until it is an emergency.
	Reassure that midwife is mindful of complicatons even in the midst of focusing on the normal.

	Discuss how clients can identify signs of complications.
	Give clients the knowledge and agency to be part of dealing with possible complications at their earliest stages.

	Discuss how to avoid the devlopment of complications.
	Give the clients information and thus power to do their best to prevent complicatoins from occurring.


259. Components of a class for parents on postpartum physiology and adjustment

	Component
	Rationale

	Explain that there are several phases to postpartum adjustment and that one does not instantly return to prepregnancy state.
	Mothers and partners need to be prepared for a peroid of adjustment.

	Explain each of these phases and what is happening in terms of physiology, hormones and emotional adjustment.
	Validate that there are concurrent processes at each phase, ie not just the physical but the emotional and that they all affect the mother’s wellbeing.

	Give directions and suggestions for how to minimize the discomforts of each of these stages and how to maximize healing and recovery. This includes amount and degree of rest, when to resume sexual relations, etc.
	Equip parents with the information that they can do things to positively impact the postpartum peroid.

	Discuss postpartum depression vs baby blues: how to recognize what is normal versus abnormal, when to get help and how long it might last.
	Give agency to woman and partner about how to take control of their own situation and know when they need help.

	Answer questions from group; elicit their fears about the postpartum period.
	Allow opportunity for folks to talk about what they know and what they are scared of.


260. Components of a class on newborn physiology and adjustment

	Component
	Rationale

	Discuss the normal respiration patterns of the newborn and how they differ from adult breathing.
	This will allay fears about apnea or hyperventilation.

	Explain the changes that the newborn goes through in the first few hours of life and what is normal or signs of abnormal.
	This is the peroid of greatest adjustment and they should understand the altertness of the first few hours, then rest, etc.

	Explain the newborn’s inability to regulate its own body temperature and the importance of keeping the baby warm.
	This will teach the parents important concepts intregral to the care and wellbeing of the newborn.

	Explain the difference between physiological and pathological jaundice.
	This will teach the parents important concepts intregral to the care and wellbeing of the newborn.

	Discuss the normal molding of the newborn skull.
	This will decrease anxiety about the baby’s potential conehead if they know it is normal and will resolve.

	Explain the lack of clotting factor in the newborn.
	This will help parents make a decision about Vit K

	Discuss the importance of breastfeeding at least every two to three hours and getting the baby latched on correctly
	This will teach the parents important concepts intregral to the care and wellbeing of the newborn.

	Discuss the ways to diagnose newborn dehydration or low blood sugar and how to deal with them.
	This will teach the parents important concepts intregral to the care and wellbeing of the newborn.

	Discuss umbilical cord care.
	This will teach the parents important concepts intregral to the care and wellbeing of the newborn.

	Discuss the importance of the newborn hearing/feeling the mothers heartbeat and of skin to skin contact.
	This will teach the parents important concepts intregral to the care and wellbeing of the newborn.

	Share the benefits of seeing a pediatrician in the fist week of life, and when to contact a care provider before that (ie danger signs)
	This will teach the parents important concepts intregral to the care and wellbeing of the newborn.

	Discuss the fact that you cannont spoil a newborn.
	This will reassure them that they can give as much attention, contact and love as possible to their baby.

	Elicit questions and concerns from the group and address as appropriate.
	This will give parents the chance to be heard and have their questions answered.


261. Components of Parenting Class

	Components
	Rationale

	Explain the different psychological & developmental phases that children go through and how it is a dynamic process that requires different parenting skills and priorities that must be adjusted to
	This gives invaluable information as well as tools for new parents on how to do the best they can for their child.

	Explain physiological changes as baby grows
	Information is power.

	Describe different schools, methods of parenting.
	Acknowledges that there is no one right way to be a parent.

	Engage participatns in a discussion of how they think they would like to parent.
	Acknowledges that there is no one right way to be a parent.

	Tips and insights of how to deal with difficult situations.
	Give tools to employ rather than just information and a feeling of helplessness.

	Discussion about how to take care of yourself and to recognize your own limitiation and when you need help.
	Acknowledge that parents are human and not always perfect and not completely defined by that role.

	Discuss how being a parent will impact your relationship with your partner and how each person feels about that as well as tips for keeping your relationship healthy
	Opens the door for couples to discuss their hopes and fears for their relationship, and allows them to plan for the changes.

	Suggest community resources, books and other references.
	Reduces sense of isolation and gives tools for help beyond this class or one’s own family.


262. Component of class for parents on lactation and infant feeding.

	Component
	Rationale

	Inquire about participants plans, hopes and fears for breastfeeding. Try to draw out people’s attitudes about breastfeeding.
	Does not assume everyone has the same plans.

	Explain or elicit from the group the benefits of breastfeeding for mom, baby and the planet.
	Demonstrates the multitudes of benefits of breastfeeding.

	Talk about prenatal preparation of the breasts.
	This will give mom an active role in preparing for breastfeeding.

	Dispels myths about breastfeeding such as inadequate supply, that babies take in the same amount as a bottle.
	The primary reasons for stopping breastfeeding is mother thinking supply is inadequate based on the cultural perceptions of a bottlefeeding society.

	Disuss the components of breastmilk and how one’s milk is perfectly suited for the baby’s needs and how it changes as the baby’s needs change over time.
	Assures parents that breastmilk is perfect for the baby.

	Discuss the importance of proper positioning and latching on for effective and comfortable breastfeeding. Review the components of a proper latch and the various positions one can use.
	Plant seed that patience and discipline are necessary while mom and baby are learning to feed together and that it will serve them better in the long run to do it right.

	Describe the interdependnce of mother and baby during nursing, the hormonal influences of breastfeeding,  and how this promotes or detracts from successful breastfeeding.
	Mothers need to know the normal effects of breastfeeding that the feelings of comfort and pleasure are normal and healthy.

	Describe the management of sore nipples, plugged ducts, and breast infections.
	Give mother tools to deal with these issues.

	Describe the effects of breastfeeding on fertility and the LAM.
	Dispels notion that one cannot get pregnant while lactating, but that it does have an effect on fertility.

	Describe the effects of breasfeeding on sexulaity.
	Mothers need to know the normal effects of breastfeeding that the feelings of comfort and pleasure are normal and healthy, and partner needs to know that mothers libido may be affected.

	Discuss how to diagnose thrush in the newborn and how to treat naturally.
	Empower moms to diagnose thrush early and give tools on how to treat naturally.

	Discuss the importance of adequate nutritoin and hydration while breastfeeding.
	Prepare moms for the nutritional requirements of lactation and how they are greater than those for pregnancy.

	Discuss the concept of demand feeding versus scheduled feeding.
	Raise awareness of different approaches to breastfeeding.




263. During lactation, there are two mechanisms involved in the lactating breast. The first is milk production and the second is the let-down reflex. 

There are three stages of lactation. Lactogenesis I, the initiation of milk production, starts 15 to 20  weeks into pregnancy usually resulting in a change in breast size. Lactogenesis II begins following the drop in progesterone and estrogen at delivery with the expulsion of the placenta. A marked increase in milk secretion begins at about 30 hours after delivery and high levels of prolactin remain to cause this copius milk supply (engorement or milk “coming in”). Lactogenesis III or galactopoiesis is the maintenance of established milk production from about the tenth day continuing on through lactation via autocrine control.

The let-down reflex is a blend of neurological, hormonal and psychologcial factors. It is usually initiated by the baby’s sucking (this stimulates oxytocin release), oxytocin stimulates the myoepithelial cells to contract which pushes the milk out of the aveoli (milk-ejection reflex). From there, the milk goes to the lactiferous sinuses and at that point the milk can be expelled by the baby’s sucking. 

(Hoover, p 57-58)

264. Components of Breastmilk

	Component
	Benefits

	leukocytes
	produce specific IgA to protect against mother’s infections

	proteins
	certain types of proteins inhibit bacterial growth

certain proteins enhance the maturation of the villi in the infant’s gut and may play a role in making the tissue more resistant to bacterial invasion

lactoferrin is an iron-binding protein that enhances the infant’s ability to absorb iron

high protein content of breastmilk promotes over increase in body mass and growth

	nonprotein nitrogen compounds
	these contribute to the normal health and development of the baby’s bodily structures and systems functioning

	vitamins and minerals
	provide the appropriate quantities of vitamins and minerals for newborn growth and development; concentrations change with age of baby

	carbohydrates
	bifudus creates a more acidic pH which inhibits growth of pathogens, and encourages growth of lactobacilli, non-harmful organisms in the infants gut

provides source of energy to newborn

	lipids
	have antiviral, antibacterial, and antiprotozoal properties

provide fats for energy storage and body temperature insulation

source of short and long chain fatty acids

	cholesterol
	source of this important component of brain tissue


(Hoover, p 12)

265. Breastfeeding itself can be regarded as a system that links maternal nutrition to infant nutrition. It is a system that has physical, functional, behavioral and cultural components. Infant nutrition is just one of the consequences of breastfeeding, others include immunological protection, maternal infant bonding, health benenfits to mother, etc. Breastfeeding itself depends on the interdependence of mother and baby as the process has a fined tuned supply and demand mechanism. The feedback loops inherent in establishing milk supply can not be complete without both the mom and the infant. The more the infant is on the breast the more signals are sent to the mother to produce more milk. If the infant is not on the breast, production will decrease or can even stop. When the infant nurses, the milk removal removes the inhibitory proteins that have built up in  the full breast, and production is stimulated. The sucking stimulus travels via nerve pathways to the hypothalamus and oxytocin and prolactin are released.

(Hoover, p 57, 64)

266.

	Management
	Rationale

	Sore Nipples
	

	Correct problem
	

	Identify and eliminate the cause
	Don’t just deal with the pain, but with the source of pain.

	e.g.Correct mother’s position
	Incorrect positioning causes traction on the nipple and damage to the areola

	e.g. Adjust baby’s position by moving him in the direction of the pain
	Incorrect positioning causes traction on the nipple and damage to the areola

	e.g. Support the breast throughout the feeding
	Provides

	e.g.Correct the baby’s latch:

· Check if baby’s lips are rolled in 

· Check if mom’s finger is in the way

· Don’t have mom make an airway for the baby-this can pull the breast out of correct position

· Relieve engorement to allow baby a softer surface for latch
	an incorrect latch can be very painful and lack of discipline in correcting can lead to establishing bad habits in the baby and further problems for mom



	Use analgesics until the pain resolves
	This allows mom to keep feeding with the pain.

	If the nipple is cracked, wash daily
	

	Heal the damaged skin

1. do nothing

2. stop using whatever she has been using

3. apply lanolin to provide internal moistrue for healing

4. air dry nipples, wear cotton clothing for good air circulation

5. wear breast shells for comfort when dressed

6. use warm compresses

7. apply medication: antifungal, antibiotic or steroid cream

8. express milk and rest the nipples
	If the problem is identified and corrected, once the skin is healed the pain and the soreness should be resolved.

	
	

	Plugged Ducts
	

	Continue breastfeeding
	Stopping will only exacerbate the problem in the long run

	Massage behind lump with peanut oil or fennel oil
	This aids in breaking up the lump so the milk can pass through

	Continue normal activities
	

	Reduce saturated fats and add lecithin
	Saturated fats increase the thickness and stickiness of breast milk making clogs more likely, while lechitin acts as an emulsifier and helps the milk flow

	Change position of baby while breastfeeding
	Changing the position to get the tongue/chin directed toward the affected area puts the most force on the plugged area and help milk flow improve

	
	

	Breast Infections
	

	Continue breastfeeding
	Otherwise milk supply can dry up

	Gentle massage to increase drainage
	To help with milk flow through infected areas.

	10-14 days of antibiotics
	To deal with the infectious organisms

	rest (get help and go to bed)
	To allow body to put resources towards healing

	Pain medications as needed
	To help with continuing breastfeeding

	iron if anemic
	To help with energy level and boost the immune system.

	reduce saturated fats and add lecithin to diet
	Saturated fats increase the thickness and stickiness of breast milk making clogs more likely, while lechitin acts as an emulsifier and helps the milk flow

	increase water intake
	To maintain hydration and immune function

	remove additional milk from the affected side after each feeding
	To keep the flow going and to remove as much of the infected milk and bacteria as possible

	use homeopathic belladonna
	To help the body heal.


267. Inducing Lactation for Adoption or Relactation

	Step
	Rationale

	Before receiving baby, use a pump of hand expression technique 3-5 minutes on each breast several times a day, gradually increasing the number of times a day.
	This manually  primes the breast for milk production in the abscence of a pregnancy. Usually this will produce milk in two to six weeks.

	Once you have the baby, encourage the baby to nurse as often as possible.
	This stimulates the production of milk via the sucking reflex causing the release of oxytocin and prolactin

	Nurse the baby at the breast first for as long is he/she is willing before offering supplement
	This will ensure the baby is receiving the maximal amount of breastmilk even though s/he will ultimately likely need some supplementary feeding as well

	When using supplementary feeding, avoid bottles and artifical nipples, opting for spoon, cup, feeding syringe, or nursing supplementer, or eyedropper.
	This minimizes chance of nipple confusion.

	Write down the amount of supplement baby takes each day.
	If total is decreasing you know your milk supply is increasing.

	Watch baby’s wet diapers and bowel movements, and check baby’s weight gain weekly. If all is well, one can continue to decrease supplementary feeding as her supply increases.
	This ensures baby is receiving enough food to gain weight and is well hydrated.


(La Leche League, Womanly Art: p 307-9)

268. Breastfeeding reduces fertility. The baby’s nursing inhibits the hormones that cause ovulation. Menstruation resumes on average 14.6 months after birth in moms who are breastfeeding. The Lactational Amennorhea Method has a 98% effectiveness rating in the first six-months. The three main components of the method are: that mom has not had a period; that the baby is less than 6 months old; that mom is not supplementing or allowing long periods without breastfeeding either in the day (4 hours) or night (6 hours). If all those conditions are in place the rate of effectiveness is around 98%.

Anytime  the amount of sucking at the breast is reduced, a mother should realize her hormone level could be affected and her menstrual cycle may resume. This can happen with or without previous ovaulation.

(La Leche League, Womanly Art: 364-7)

269. There is no one type of effect on sexuality from breastfeeding. Some women and couples find their sex life and sexuality is at a peak during this time, while for others it is the opposite. Barriers such as having an infant in bed with you a lot of the time, vaginal dryness due to low estrogen, breast tenderness. Others feel sexy and voluptuous, for example, women who had very small breasts feel more womanly and full, breastfeeding itself can feel very sexy and pleasurable as the hormones involved in the milk letdown are the same as those released in orgasm. It is important that women know that whatever their sexual response to being a breastfeeding woman is, it is okay. Their feelings should be validated and any concerns or questions they have addressed.

270. Management of weaning 

	Management
	Rationale

	Often it is the best choice to let your baby wean naturally.
	Baby can decide when it no longer wants to breastfeed

	For more active weaning, begin cutting out feeding times gradually and very slowly. ie one nursing at a time “gradually and with love”
	This gives the child time to adjust to the changes.

	At the same time you would have been feeding, substitute some other loving, nurturing activity to do with the child.
	This will avoid confusion between decreasing breastmilk and decreasing love and attention, and provide a positive replacement for the feeding activity.

	Offer drinks of water or unsweetened juice and other snack and substitutions.
	This will often satisfy the baby/toddler’s thirst and they will not ask to nurse as much.

	Continue to double up on cuddling and hugging
	Again, reinforce that weaning is not a rejection of the child, just a transition in the relationship.


(La Leche League, Womanly Art: p 241)

271. Management of lactation for a premature baby

	Management 
	Rationale

	Premature
	

	Pump until baby is ready to receive feedings by mouth. Milk and Colostrum can be frozen and used to feed baby by gavage or other means.
	Establishes and maintains milk supply and provides food source for infant even if s/he can’t be at the breast.

	Pump until baby is ready to go home. Mom can use hospital pump at the NICU so it can be given to baby fresh via appropriate means.
	

	Mom can do things to help her milk supply increase, such as herbs, massage, etc.
	Pumping is not the same as feeding and mom may need additional help.

	While at NICU, mom can do kangaroo care and offer breast for non-nutritive sucking
	This provides opportunity for maternal-infant bonding, warmth and introduction of the breast to the infant.

	Breastfeed when baby is ready. Have mom be ready for a long process getting it down.
	Due to the space of time between birth and getting baby on the breast, it can take be very difficult to get baby to latch.

	
	

	Special Needs
	

	Breastfeeding is even more important for these children and mothers.
	Provides optimal nutrition and chance for moms to focus on baby as baby first and special needs second.

	Down’s Syndrome Baby: must have extra patience and persistence; may need to pump after feedings to establish supply.
	DS baby’s are often sleepy and may have a poor sucking reflex and need help getting milk supply going.

	May need to supplement.
	Due to poor sucking reflex and sleepiness, milk supply might not be adequate.

	Cleft Lip and Cleft Palate:

Mom may need to pump until surgery and give milk via a special bottle. After surgery, breastfeeding can begin with patience and care.
	Due to opening in palate, it is difficult to create suction. However, it is very important for baby to receive breastmilk to get it in its best health in preparation for surgery. 

	
	

	Toddlers
	

	Talk with mothers about the importance of prolonged breastfeeding being what both mother and toddler want.
	Neither babies nor moms should be forced to continue breastfeeding if it is not what they want.

	Moms should be aware that toddlers are eating adequately and monitor physical and environmental growth that indicates adequate nutritional intake.
	Breastfeeding at this stage is mostly for comfort and immunological benefits and is usually not sufficient for complete nutritional  needs of the toddler.


(La Leche League, p 248-251; p 273-4; Hoover, 209-212)

272. Demand feeding is based on the principle that one’s baby knows best its needs, when it is hungry, when it needs comfort and security and etc. This method also fine tunes the supply and demand mechanism more quickly and establishes the milk supply.This theory does not believe that one can spoil a newborn by being too attentive or attunded to its needs. Co-sleeping lends itself to demand feeding so that meeting the demand is not too distracting or time-consuming during the night, and use of a sling so that it is convenient during the day. Demand feeding is easier for stay-at-home moms than for working moms, and lead to a ahappier mom. Demand feeding (along with other factors) can suppress ovulation and reduce fertility, thus helping in adequate child-spacing.

Scheduled feeding is based on getting the infant on a schedule so that breastfeeding is not too disruptive to the mother’s schedule. This may be advisable for the working-mother who would otherwise discontinue breastfeeding. Some proponents of this theory believe that one can spoil a newborn by giving it what is wants, when it wants.

Module Three: Antepartum Management
Antepartum Basic Skills 

273. The most important skill a midwife can have to prevent the spread of disease and germs is proper handwashing. Proper and frequent handwashing ensures that no patient will leave the office with germs she did not come in with and that the midwife with no carry or transmit a patient’s germs to herself, her co-workers, or another patient. 

274. The instruments that are commonly used in midwifery practice and that should be sterilized under pressure are:

· hemostats

· bandage scissors

· speculums 

· episiotomy scissors (hopefully not commonly used!)

· needle scissors

· grabbers

· small scissors

· ring forceps

· packs of 4x4s

275. Steps of the 3-minute hand-washing:

· Remove rings with rough surfaces. Smooth rings can be moved and washed under. Move your watch four to five inches up the forearm or remove it.

1. Make the water comfortably warm. Wet your hands and forearms to the elbows.

2. Avoid touching the sink with your hands.

3. Avoid wetting clothes, floor and surrounding surfaces during the procedure.

4. Add soap or detergent to your hands.

5. Rub palmar surfaces to work up a lather.

6. Use on lathered hand to wash the other, grasp one wrist and cleanse it by using friction to apply lather around it, continuing to the elbow.

7. Apply lather with friction over the back side of the hand and up to the elbow.

8. Cleanse the back side of the fingers with your fingers flexed.

9. Use friction to cleanse the lateral and medial aspects of your fingers and hands by rubbing fingers between each other. Rub right thumb over left, then left over right.

10. Cleanse under your nails with the fingernail of the other hand, use a nail stick or scrub brush.

11. Repeat for other hand and arm.

12. Rinse under nails, then wrists, hands and arms, using friction to remove suds; hold hands up so the water runs down the elbows.

13. Pat your hands and wrist with a towel to absorb water.

14. Use a dry portion of a hand towel or paper town to turn off faucet.

15. Dispose of paper towel in trash.

(PSGM, p 3-4)

276. When labeling sterilized items, the initials of the sterilizer along with the date of sterilization, or the date when the packet is expired should be included. (Center protocol)

277. Vital signs include: pulse, respirations, temperature and blood pressure. I will describe the method of assessment most commonly used in our practice.

Temperature Assessment

Oral Temperature with a Glass Thermometer:

· Wash your hands

1. Explain procedure, particularly highlighting the need for her to keep her mouth closed.

2. Check that the woman has not ingested anything hot or cold in the previous 15 minutes, nor had a cigarette.

3. Cleanse the thermometer with an alcohol prep and allow to dry.

4. Shake the mercury down to below 97 degrees F.

5. Insert the thermometer into the woman’s mouth, under her tongue. Note the time and leave in mouth for three minutes.

6. Remove the thermometer and read it.

7. Cleanse the thermometer and shake it back down to below 97 degrees F and return it to its case.

8. Advise the woman of the results and document results and time.

(PSGM, p 11)

Pulse Assessment

Radial Pulse

· Explain what you are about to do and make sure the woman is relaxed.

1. Locate the pulse on the radial side of the wrist with your middle and index fingers.

2. Count pulsations for sixty seconds, noting the character of the pulse and any deviations of the pattern. (Alternatively, count for six seconds and multiply the number by 10 for the minute pulse rate.)

3. Advise the woman of the results and document appropriately.

(PSGM, p 13)

Assessment of Respirations by Observation

· Explain the procedure to the woman and make sure she is relaxed before you begin. (However, often it is best to not let the woman know you are counting respirations as this may influence her breathing pattern and change the respiration rate)

1. Place your hand lightly over the women’s diaphragm (optional), or observe her.

2. Feel for or observe thoracic and/or abdominal movements

3. Observe: the rate of respirations per minute, the character of the respirations (i.e. silent, labored, wheezy, etc), and the depth of each breathing (using all lung capacity?)

4. Count respirations for sixty seconds.

5. If respirations appear abnormal, question the woman about:

· current respiratory infection

· current of former history of smoking

· history of asthma or other lung disorder/disease

6. Report results to the woman, and document the minute rate, character and depth of respirations, the time obtained and any pertinent information regarding the exam.

(PSGM, p 16)

Alternatively, respirations can also be assessed with a stethoscope.

Maternal Blood Pressure Assessment

· Explain procedure and make sure woman is relaxed before beginning.

1. Choose cuff of appropriate size.

2. Place the BP cuff around the woman’s arm, placing it level with the heart and avoiding contact with clothing if possible.

3. Locate the brachial artery by palpating it with your fingertips.

4. Center the arrow on the cuff 1 inch above the woman’s anterior elbow, over the brachial artery.

5. Place the diaphragm of the stethoscope over the brachial artery and hold it in place.

6. Inflate the cuff to approximately 20 mm Hg over the last pulse heard.

7. Deflate the cuff at a rate of 2-4 mg Hg per second, listening for and noting the first beat, and the last beat.

8. Deflate the BP cuff until empty, and remove it from the woman’s arm

9. State the measurement to the woman and record the measurement and the time obtained.

(PSGM, p 18-19)

278. Capillary Blood Sample

· Explain the procedure to the woman. 

1. Put on gloves.

2. Cleanse the woman’s fingertips with an alcohol wipe and allow to dry.

3. Hold the woman’s hand below the level of her heart (or rub the finger, shake it, or apply warmth)

4. Grasp the woman’s fingertip firmly between your index finger the thumb.

5. Quickly stick the lancet through the skin and remove. Dispose of the lancet properly.

6. Wipe off the first drop of blood with a sterile 2x2, and allow a second drop to collect.

7. Let the blood drip naturally onto the slide, holding the finger lower than the level of the heart.

8. Allow the blood to fully cover on of the raised chambers of the slide, and then press a sterile gauze 2x2 over the puncture site to stop the bleeding (or apply a bandage)

9. or

10. Hold the capillary tube in a horizontal position.

11. Put one end of the capillary tube in the drop of blood, tilt the other end of the capillary tube downward.

12. Fill the tube about 3/4 full and stop the flow of blood with a 2x2 gauze.

13. Seal off one end of the tube by sticking it in the clay.

14. Place the tube in the centrifuge and spin for 10 minutes.

15. Remove and read 

16. Explain results of sample and document the results.

(PSGM, p 28-30)

279. Venous Blood Sample

· Assemble all equipment and explain the procedure to the woman

1. Break the seal on the needle and screw it into the plastic Vacutainer holder

2. Open the alcohol pad, cotton balls or gauze, and a Band-Aid

3. Label the blood tubes with appropriate information

4. Instruct the woman to hang her arm down and then,

5. apply a tourniquet

6. locate a suitable vein

7. put on gloves and clean the puncture site

8. Perform the venipuncture

9. position the woman’s arm

10. maintain traction on the vein

11. keep the bevel-side of needle up

12. approach the skin at a 15-30 degree angle and puncture the skin and vein wall

13. maintaining traction, advance the blood collection tube forward into the Vacutainer holder

14. when full of blood, remove the tube

15. repeat for multiple tubes, in necessary

16. when the final tube is half full, release the tourniquet, and continue

17. remove the needle

18. place a cotton ball over the puncture site and apply pressure and then a Bandied

19. remove the tube from the Vacutainer holder

20. Properly care for the specimen by

· keeping the serum separator tube upright

· gently mixing the blood in the tubes, if appropriate

· disposing of the needle and syringe in a sharps container

(PSGM, 172-73)
280. Obtaining weight

· Ask woman to remove her shoes and put anything she is holding on the ground.

1. Have woman step on the scale and get balanced on the scale distributing her weight evenly

2. Move the large gradient (in increments of 50 lbs.) measure to the point you think logical based on the woman’s appearance.

3. Move the small gradient measure until the bar at the end of the scale is balanced halfway between the top and bottom bars. Adjust the small measure back and forth until this balance is reached. 

4. Add the weight on the small measure to the weight on the large measure to obtain total body weight.

5. Share your findings with the woman and document appropriately.

281. Obtaining a clean catch urine sample

“We need to collect a sample of your urine for lab tests. It is very important to get a clean catch of urine in order to get the best sample for the lab. I am giving you three towelettes and a sterile container to bring with you. Go into the bathroom and wash your hands. Open the container by taking off the lid, do not touch the inside of the container or the lid. Set the container on the sink. Sit on the toilet and part your labia. With the first towelette, wipe one side of the labia from front to back one time and throw out that towelette. With the second towelette, wipe the other side of the labia from front to back one time and throw it out. Wipe the center with the third towelette one time from front to back  and throw it out. Continue to hold your labia back, and hold the container on its sides with the other hand.  Begin to pee into the toilet and after you pee for a couple seconds, put the container in the flow of urine and catch a sample at least half way up the container. Finish peeing and screw the top back on the container, again being careful not to touch the insides of the container or the lid. Wipe off the outside of the container with paper towels if necessary, wash your hands and return the container to your provider.”

(PSGM, p 33)

282. Sterile Urine Sample Collection

· Explain the procedure for catherization and sterile sample collection to the woman.

1. Assemble the necessary equipment and label the specimen container.

2. Wash and dry your hands. Put on sterile gloves.

3. Prepare the woman by placing an underpad beneath her, placing a bowl between her legs, and washing the external genitalia.

4. Have your assistant open the sterile catherization try

5. Remove your contaminated gloves and put on new sterile gloves

6. Lubricate the catheter tip

7. Prepare cotton balls with antiseptic cleanser

8. Separate the labia to expose the meatus

9. Cleanse the meatus with prepared cotton balls (or povidine swabs)

10. Cleanse the genitalia from the prepuce of the clitoris down

11. Pick up the catheter from the end away from the side that will enter the woman

12. Insert the tip of the catheter into the urethra to the proper depth (i.e. until flow of urine begins)

13. Allow the urine to flow into the sterile specimen container and cap off

14. Withdraw the catheter when urine flow is finished

15. Wash and dry the genitalia

16. Chart the output, the character of the urine and the time of the procedure.

(PSGM, p 165)

283. IM Injection

· Explain to the woman the procedure.

1. Ask about any know allergies and advise her to any possible adverse effects and contraindications of medication you are about to use.

2. Determine the correct syringe size, needle gauge and length.

3. Wash and dry your hands.

4. Assemble the supplies, check medication for appearance, name and expiration date.

5. Twist the covered needle into the hub of the syringe to lock it in place.

6. Determine the amount of medication to be administered. Remove the needle cover, maintaining sterility.

7. Correctly draw the appropriate amount of medication into the syringe and remove the excess air.

8. Choose the appropriate injection site, i.e. deltoid, gluteus and quadriceps.

9. Position the woman appropriately.

10. Prepare the injection site, using aseptic technique.

11. Spread the tissue taut (or gently squeeze/lift the tissue around the site in very thin women) with your thumb and forefinger of your non-dominant hand.

12. Inject the needle into the muscle perpendicular to the skin surface, using a quick “flick” of your injecting wrist.

13. Aspirate the syringe, noting blood return, if any.

14. If you note blood return, do one of the following: push the needle deeper and aspirate, to be sure you are out of the blood vessel, or draw the needle our slightly and aspirate for the same reason.

15. Inject the medicine appropriately.

16. Remove the needle and rub the injection site with sterile gauze or cotton ball.

17. Cover the injection site with a Band-Aid.

18. Dispose of the needle and syringe in a sharps container.

19. Observe for effects of the medication

20. Chart the medication given, dosage, time of administration, any noticeable effect.

(PSGM, p 168-9)

284. Sterile Gloving

· Wash and dry your hands

1. Peel down the outer envelope of the glove package

2. Set the inner package on a clean, dry surface

3. Fold back the top sides of the inner package, exposing the gloves

4. Pick up a glove by a folded back cuff, touching on the inside portion of the cuff

5. Stand away from anything that might touch the glove

6. Keep the fingers of the hand being gloved pointed toward the floor, sliding the hand into them with a firm pull

7. Pick up the second glove by placing the fingers of your gloved hand under the cuff of the second glove

8. Place the second glove on the second hand by maintaining a firm pull under the cuff

9. Adjust your fingers in the gloves

10. Keep gloved hands in sight and above your waist

11. Do not touch anything that would contaminate your gloves

(PSGM, p 4-5)

285. Setting up a Sterile Field

· Check the expiration date on the sterile pack

1. Wash and dry your hands

2. With the assistant helping, peel down the outer package of the sterile gloves; remove them and put them on appropriately.

3. Direct the assistant to peel down the outer wrapper of a sterile field, exposing the contents. Remove it properly and place it on a clean surface (above your waist).

4. Direct the assistant to open the seal on the sterilized package containing instruments, lay the edges back to expose the instruments. Take the instruments out, and place them on the sterile field.

5. Return the instruments to the opposite side of the sterile field when you are finished with the procedure.

6. Direct the assistant to open the sterile gauze 4x4s and drop them appropriately on the sterile field.

7. Take care not to speak or cough over the sterile field.

8. Take care not to allow excessive air currents around the sterile area and not to contaminate the sterile field in any way.

(PSGM, p 6)

286. Sterile Speculum Exam

· Explain the procedure to the woman and have her empty her bladder

1. Provide a drape and leave the room while the woman undresses from the waist down

2. Assemble your equipment, making sure that your light source is at hand

3. Assist the woman in a semi-sitting position, and do the following:

4. encourage her to relax

5. ask her to place her feet in the footrests, bring her hips to the end of the table and to let her knees fall out to the side

6. Demonstrate sensitivity to the woman’s emotional well-being throughout the exam

7. Wash your hands and put on sterile gloves

8. Select the proper size speculum in a sterile pack and have assistant open the sterile pack and sterile lubricant, apply lubricant to the speculum.

9. Let the woman know you are about to touch her to her. 

10. Examine the external genitalia, noting any condyloma, herpes lesions, lice and etc.

11. Place your finger at the introitus, open your fingers into a peace sign and give posterior traction. This will expose the introitus.

12. Let the woman know you will now insert the speculum.

13. Introduce the speculum at a horizontal or slight oblique angle with the blades closed.

14. Insert the speculum in a downward fashion towards the woman’s tailbone until the handle of the speculum is flush against the perineum.

15. Carefully open the speculum until the cervix pops into view. If the cervix does not immediately pop into view, have the woman take a deep breath and encourage her to relax before trying to reposition the speculum. Often, the cervix, if given time, will come into view if you inserted the speculum posteriorly. This also helps to avoid any trauma to anterior structures.

16. Once you have an adequate view of the cervix, tighten the blades of the speculum.

17. Visualize the vagina and cervix noting:

18. color

19. integrity of the tissue

20. presence of absence of discharge

21. type of discharge, if present

22. type of odor, if present

23. Collect any specimens if needed, and explain each procedure to the woman. Have assistant help you as needed in order to maintain sterile technique.

24. Loosen the speculum blades and begin to withdraw the speculum while maintaining pressure on the blade lever. 

25. Once the speculum clears the cervix (the cervix will move), remove your finger from the blade lever and let the vagina close the blades while you finish removing the speculum.

26. Keep the speculum even when you remove it to prevent splattering of discharge.

27. Place speculum in appropriate container.

28. Remove and dispose of your gloves.

29. Turn off you light source.

30. Help the woman to a sitting position and offer her some tissue.

31. Explain your findings.

32. Leave the room while she dresses.

33. Prepare specimens (if any).

34. Document the results, including any significant emotional response to the exam.

(PSGM, p 47-48)

287. Leopold’s Maneuvers

First Maneuver:

· Stand at the woman’s side, facing her head

· Grasp the lower segment of the uterus between the thumb and forefinger of the one hand while the other hand palpates the fundus and holds the uterus steady

· Palpate for shape size, consistency and mobility and determine what is in the lower segment of the uterus

· Test for ballotment of the head

· This maneuver allow you to determine the lie and presentation of the baby

Second Maneuver:

· Stand at the woman’s side, facing her head

· Place one hand on each side of the uterus, one hand steadying the uterus, the other palpating to determine the baby’s back and small parts, which will help determine position

Third Maneuver

· Stand at the woman’s side, facing her head

· Move your hands up the side of the uterus 

· Palpate for shape size, consistency and mobility

· Determine what is in the fundus (breech, shoulder, head)

Fourth Maneuver

· Stand facing the woman’s feet

· Place your hands on the sides of the uterus with the palms of your hands just below the level of the umbilicus and your fingers directed toward the symphysis pubis. (Assuming the baby is vertex) palpate the cephalic prominence and determine the degree of flexion, and the position of the baby

· Also determine the degree of descent into the pelvis

(PSGM, p 58-59; Varney p 733-740) (Note: Varney and the PSGM reverse the first and third maneuvers. I have listed the maneuvers per PSGM with additional info from Varney)

288. Fundal Height Measurement

With soft centimeter measuring tape

· Explain the procedure to the woman and ask her to empty her bladder.

1. Ask her to bare her abdomen from the lower rib margin to the pubic bone.

2. Stand at the woman’s side and use one hand to hold the measuring tape.

3. Hold the “0” mark at the upper border of the symphysis pubis.

4. With the other hand, take the extended measuring tape over the fundus, finding the top of the fundus and note the measurement.

5. Compare the measurement to the weeks gestation.

6. Compare to previous measurements, if any

7. Compare the measurement to previous pregnancies, if available and appropriate. 

8. Explain the findings to the woman.

9. Document the results. 

(PSGM, p 61-2)

By fingerbreadths

Note: this method is most valuable in the first 18 weeks of pregnancy or in the first 2 weeks postpartum.

· Explain procedure to the woman and ask her to empty her bladder.

1. Ask her to bare her abdomen from the lower rib margin to the pubic bone.

2. Stand at the woman’s side and place your first finger at the level of the umbilicus.

3. Measure in finger breadths to the top of the fundus.

4. If you have four finger breadths, with room to spare, place fingers of second hand below last finger of first hand and continue to count finger breadths till you reach the top of the fundus.

5. Compare the measurements to weeks gestation

6. Compare to previous measurements, if any

7. Compare the measurement to previous pregnancies, if available and appropriate. 

8. Explain the findings to the woman.

9. Document the results.

(PSGM, p 63)

All of these methods are most accurate when performed by the same midwife each time.

289. You can determine where fetal heart tones will most easily be heard by determining the fetal lie, presentation, position and variety via abdominal palpation. This is due to the fact that the sound of the fetal heart tones are transmitted through the convex portion of the fetus, closest to the anterior uterine wall. Therefore, you will be able to hear the fetal heart tones best through the back of the fetus if in the vertex or breech presentation, or through the chest of a fetus in a face presentation. If you know the position of the baby, you should readily be able to find the fetal heart tones. On the other hand, finding the position of the loudest fetal heart tones, could either confirm or contradict your abdominal palpation and should be taken into account. (Varney, p 740)

290. Counting fetal heart rate for a full minute is most accurate. However, it can be difficult to stay on top of the count for a full 60 seconds because the rate is so rapid. Counting for a full 60 seconds, and then doing several 6 second or 15 second counts and multiplying appropriately is a good method to get a baseline rate as well as assess for variability. (Varney, p 404)

291. Assessment of Edema

· Explain the procedure to the woman.

1. Expose the woman tibia and press the tissue against the bone, using the forefinger for 1-2 seconds.

2. Begin pressing at the base of the tibia and repeat every three inches above if pitting is observed.

3. Observe for the degree of pitting indentation

· 2mm depression= +1 pitting edema

· 4mm depression= +2 pitting edema

· 6mm depression= +3 pitting edema

· 8mm depression= +4 pitting edema

or,

1. At mid-shin level press and hold for 5 seconds and grade according to the following:

· slight impression in the skin and/or color returns rapidly= +1 pitting edema

· obvious indentation which take 5 seconds to disappear and/or color to return= +2 pitting edema

· 5-10 seconds for the indentation to disappear and/or 10 seconds for color to return= +3 pitting edema

· indentation remains after 15 seconds and/or color does not return= +4 pitting edema

1. Repeat if necessary on the hands and face of the woman.

2. Inform the woman of the findings and counsel appropriately.

3. Chart the results.

(PSGM, p 68)

292. Reflex Hammer to Elicit deep tendon reflexes

Explain the procedure to the woman

Instruct her to either sit or lie down.

Support under either knee with your hand.

Briskly tap the tendon below the kneecap (the patella) with the reflex hammer. A brisk tap produces a sudden additional stretch of the tendon. The reflex hammer, when held loosely and swung in an arc using wrist action, provides just the right force and briskness.

Note the relative extension of the knee.

Grade the reflex response on a reflex scale of 0 to +4. 

Repeat the procedure on the other knee.

Explain your findings to the woman.

Compare results with earlier ones, if any.

Record the results.

(PSGM, p 40; Varney, p 748-9)

293. Gestational Wheel Use

“Line up the line that says ‘First day of last menstrual period’ with the line that corresponds to your LMP. The part of the wheel that turns list the numbers of weeks in pregnancy, the outer ring of lines and numbers are the months and days in a year. Once you have your LMP lined up with the right line you can look at several things. Look at week 40 on the inner circle and see what month and day line up with it. That is your due date. Look up today’s date on the outer circle and see how many weeks and days pregnant you are today. You can also look for the line that says ‘date of conception’ and look above for the month and date and see about when the baby was conceived.”

294. Dipsticking Urine

· Instruct the woman to provide a mid-stream urine sample.

1. Have her dip a chemical stick into the urine sample, fully covering the chemical squares.

2. Compare, as directed on the dipstick container, within the time allowed to ascertain levels of glucose, ketones, protein, etc., if any.

3. Note the following about the sample:

· color

· density

· odor

· clarity

4. Instruct the woman to discard the urine sample, the dipstick and the container properly.

5. Advise the woman of the results.

6. Counsel the woman based on the results obtained from the dipstick and your observations.

7. Document the results.

(PSGM, p 34)

Antepartum Risk Screening 

295. The purpose of risk screening is determine which clients are suitable for midwifery care and to be aware of who needs special attention in certain areas. There are times when an out-of-hospital setting is no longer safe or desirable.

296. 1. No risk: In reality, this category does not exist. 2. Minor risk: Previous SAB or >3 TAB (higher risk of repeat miscarriage or problems with placental implantation); recent use of OCPs (could have hormonal imbalances that need attention); history of post-term pregnancies (midwife should be aware of this in level of aggressiveness of postdates regimen); parity greater than 5 (chance of uterine exhaustion and post-partum hemorrhage); history of physical and/or sexual abuse (could manifest in labor-needs additional prenatal counseling). 3. Needs medical consult: PROM before 37 weeks (needs to be assessed if it is safe to hold off labor until 37 weeks); postterm >42 weeks by dates and physical exam (to assess if it is still safe to have out-of-hospital birth, needs BPP); positive HIV status (to determine medical regimen and access to pharmacologic agents for mother or infant); active venereal disease (to obtain proper treatment of the disease and make plan for minimizing risk at time of delivery); signs and symptoms of gestational diabetes (need to consult for 3 hr GTT and other medical aspects of diagnosis) 4. Needs to be transferred to physician care: cardiac disease (stress of pregnancy and labor are too high risk and need active management); Diabetes Mellitus (stress of pregnancy and labor are too high risk and need active management); current drug and alcohol abuse or dependency (not good candidate for out-of-hospital birth, unpredictable behavior and risk of abruptions); placenta previa at time of labor (requires c-section); previous c-section with vertical incision (requires repeat c-section due to risk of uterine rupture).

(NMMA Guidelines: p 98-101)

297. 

	Complaint
	Possible Condition
	Differential Dx
	Risk Status

	painful hemorrhoids
	Bad hemorrhoids
	Weeks gestation?

Past hx of hemorrhoids? Straining while defecating? Constipated? On feet all day? Trauma to rectum? Bleeding with wipe? Itching? Pain and/or burning? Swelling? Physical exam and observation of dilated anal veins?
	2. Minor risk

	
	Cyst or fistula
	r/o hemorrhoids per above

physical exam including digital exam to palpate cyst

refer to MD for treatment and specific diagnosis
	3. Needs medical consult

	
	Pelvic pressure due to baby
	weeks gestation?

r/o hemorrhoids and cyst per above

measure fundus to assess if baby dropped

do internal exam to assess station of baby

r/o PTL if necessary due to weeks pregnant
	Depending on weeks gestation, either 2. Minor risk, 3. Needs medical consult, or 4. Physician primary


(Varney, NMMA Guidelines)

298. 

	Complaint
	Possible Conditions
	Differential Dx
	Risk Status

	back-ache at waist and sacrum
	Preterm Labor or Beginning of Term labor
	weeks gestation?

>5 contractions/hr?

pain in thighs?

pain constant or in waves?

loss of fluid?

bleeding?

increase in discharge?

backache that comes and goes?

hypertension?

internal exam to assess dilation, effacement, etc?


	depending on weeks gestation this is 3. or 4 for PTL and 1 or 2 for term labor

	
	Injury or trauma to area
	r/o labor or PTL per above

trauma to area?

describe incident

physical exam to determine if something is broken?

internal exam to determine if pelvis has been damaged?

abdominal exam and/or u/s to r/o internal organ damage?


	depends on degree of damage and mother’s ability to deal with pain and/or injury either 2. Minor risk or 3. consult with MD if needed for treatment or pain management

	
	Hx of injury to area reaggravated during pregnancy
	r/o labor or PTL per above

past trauma to area?

describe incident and past pain or problem?

physical exam to determine if something is broken

internal exam to determine if pelvis has been damaged


	depends on degree of damage and mother’s ability to deal with pain and/or injury either 2. or 3. consult with MD if needed for treatment or pain management

	
	UTI/Kidney infection
	burning when pees?

positive culture?

leukocytes and nitrates per UA?

high WBC, RBC?

hx of UTIs?

blood in urine?


	depending on severity and weeks gestation either 2. Minor risk or 3. Consult with MD for treatment

	
	Miscarriage
	weeks gestation?

cramping?

bloody discharge?

pain?

unilateral pain?

BhCG quants?
	Needs medical consult


(Varney, NMMA Guidelines)

299.

	Complaint
	Possible Conditions
	Differential Dx
	Risk status

	swollen ankles at end of the day at 36 weeks pregnant
	normal dependent edema
	r/o pitting?

just ankles?

swelling in hands, face or other?

only at night?

swelling decreased in am?

how much water intake?

on feet a lot today?
	2. Minor risk

	
	pitting edema
	pitting? what degree?

just ankles? swelling in face, hands, or other?

swelling decreased in am?

how much water intake daily?
	3. Medical consult

	
	preeclampsia
	pitting? what degree?

BP?

Headaches?

right epigastric pain?

adequate protein, salt and calories in diet?

protein in urine?

abnormal liver profile?

weight gain since last visit?

visual disturbances?

test for clonus and hyper-reflexivity?

malaise?
	4. Physician primary

	
	HELLP
	platelet count?

elevated liver profile?

pitting? what degree?

protein in urine?

weight gain since last visit? 

headaches?

malaise?

RUQ pain?

vomiting & diarrhea?

visual disturbances
	4. Physician primary

	
	Pre-existing renal disease
	history of kidney problems?

levels of kidney function?

previous diagnosis?

what tests or procedures done before?

CVAT?

pitting? to what degree?

creatine clearance rate?
	4. Physician primary


(Varney, NMMA Guidelines)

300.

	Complaint
	Possible Conditions
	Differential Dx
	Risk Status

	right lower quadrant pain especially when coughs or sneezes
	Possible ectopic
	confirmed IUP?

weeks pregnant?

increasing pain over time?

Beta hCG quants?

bleeding?

cramping?

hx of ectopic?

shoulder pain?

hx of trauma or condition blocking tubes? e.g. chlamydia
	3. MD consult possible MD primary

	
	Ca Mg deficiency
	taking CalMag? for how long? how much? when during day?

only one side or both?

hurts only when coughs or sneezes?

weeks pregnant?

when did this begin?
	2. Minor risk

	
	Appendicitis
	r/o ectopic

confirmed IUP?

degree, onset, duration of RLQ pain?

periumbilical pain?

appendix out?

hx of problem with appendix?

does it hurt when pressure is applied?

does it hurt when pressure is released?


	4. MD Primary

	
	Kidney infection
	r/o CVAT?

ask re UTI symptoms?

hx of kidney infection?

blood in urine?


	3. MD consult

	
	
	
	


(Varney, NMMA Guidelines)

301.

	Complaint
	Possible Conditions
	Differential Dx
	Risk Status

	Bad Headache
	Dehydration
	r/o preeclampsia per below

assess water intake?

other fluid intake?

specific gravity and pH by dipstick?

emesis?

weeks pregnant?

resolves with adequate hydration?
	2. Minor risk

	
	Hypoglycemia
	How much are you eating?

Ketones?

Eating consistently?

Emesis?
	2. Minor risk

	
	Preeclampsia
	weeks pregnant?

duration of headache? frequency of headaches?

swelling? where? 

pitting? what degree?

BP?

right epigastric pain?

adequate protein, salt and calories in diet?

protein in urine?

abnormal liver profile?

weight gain since last visit?

visual disturbances?

test for clonus and hyper-reflexivity?

malaise?
	4. MD Primary

	
	HELLP
	platelet count?

elevated liver profile?

pitting? what degree?

protein in urine?

weight gain since last visit? 

headaches?

visual disturbances
	4. Physician primary


(Varney, NMMA Guidelines)

302.

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	stuffy  nose, headache and sore throat for 3 days with fever of 101
	strep throat
	known exposure to strep?

white spots in throat?

hx of strep?

positive throat culture?

hurts worse when swallows?


	3. MD consult

	
	rubella
	known exposure to rubella?

known susceptibility/ immunity to rubella?

rash?

swollen glands?

drowsiness?
	3. MD consultation

	
	common cold or flu
	r/o strep, rubella

something going around?

exposure to cold or flu?

resolves itself within one week with common cold  and flu remedies?
	2. Minor risk


(Varney, NMMA Guidelines)

303. 

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	hard fall onto icy steps onto tailbone
	broken tailbone
	severity of pain? (especially when sitting)

check for bruising and swelling

what was previous info on coccyx from pelvimetry?
	2. Minor risk

	
	bruised tailbone
	r/o broken tailbone

check for bruising and swelling
	2. Minor risk

	
	injury to fetus
	bleeding?

LOF?

FHT?

vitals?

location and severity of pain?
	3. MD consult


304. 

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	8 weeks with continual nausea with vomiting 2 twice a day
	Hyperemesis
	ketones greater than +1?

weight loss or failure to gain weight?

rapid pulse?

lower BP than normal?

ability to hold down any food?

dehydrated?

low urine output?

weakness and fatigue?

duration of symptoms?

psychological state? depression? 


	3. MD Consult

	
	Morning Sickness
	r/o hyperemesis

responsive to treatment for morning sickness? 


	2. Minor Risk

	
	Stomach Flu
	r/o above

known exposure to flu?

general malaise?

something going around?

other flu-like symptoms?
	2. Minor Risk

	
	Infection/ Food Poisoning
	r/o above

possible exposure to infection or contaminated food?
	3. MD consult


305.

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	11 weeks with painless spotting
	Miscarriage or threatened miscarriage
	severity or location of pain?

cramping?

unilateral pain?

Beta hCG quants?

rigorous sex last night?

maternal exertion?
	3. MD consult

	
	Ectopic
	unilateral pain increasing over time?

rule out miscarriage

r/o IUP miscarriage

beta hCG quants?

u/s if others do not confirm?


	4. MD primary

	
	Hemorrhoids
	Weeks gestation?

Past hx of hemorrhoids? Straining while defecating? Constipated? On feet all day? Trauma to rectum? Bleeding with wipe? Itching? Pain and/or burning? Swelling? Physical exam and observation of dilated anal veins?
	2. Minor Risk

	
	Accident/Trauma
	trauma to abdomen?

r/o miscarriage?

u/s if needed?
	3. MD consult

	
	Cervical polyps or lesions
	sterile spec exam to r/o
	3. MD consult


(Varney and NMMA Guidelines)

306.

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	lonely, nobody understands her, crying a lot
	Clinical Depression
	hx of depression?

family hx of depression?

partner/family support?

thoughts of suicide?

ambivalence towards pregnancy?
	3. MD consult or 4. MD primary depending on severity

	
	thyroid imbalance
	hx of abnormal TSH levels?

abnormal lab values from blood test?

fatigue?

weight loss?
	3. MD consult



	
	Normal highs and lows of pregnancy
	r/o clinical depression?

assess ability to cope with highs and lows?

family support?

ambivalence towards pregnancy?
	2. Minor risk


(Varney & NMMA Guidelines)

307. 

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	At 20 weeks and has gained 10 lbs
	normal IUP pregnancy 
	fundal height growth consistent with dates?

assess weight loss during first trimester due to morning sickness?

adequate dietary intake?

PNV?
	2. Minor Risk

	
	undernutrition due to fear of weight gain
	fundal height growth consistent with dates?

assess weight loss during first trimester due to morning sickness?

adequate dietary intake?

PNV?
	2. Minor Risk


Antepartum Physical Assessment 

308. Causes of rapid weight changes over a few days include:

· fluid loss or gain not tissue loss

· decreased food intake

· endocrine disorders

· chronic infection

· cardiac, pulmonary or renal failure

· depression

309. Causes of weight loss include:

· fluid loss

· decreased food intake/ undernutrition

· endocrine disorders

· chronic infection

· depression

· anorexia

· dsyphagia

· vomiting

· defective nutrient absorption in GI tract

· unmet increased metabolic requirements

· loss of nutrients through feces, urine and injured skin

· parasites, TB infection

310. Causes of rapid weight loss with relatively high food intake include:

· diabetes

· hyperthyroidism

· malabsorption

· bulimia

311. SES factors contributing to weight loss include:

· poverty and inability to buy nutritious foods

· old age

· disability

· emotional or mental impairments

· lack of teeth

· ill fitting dentures

· alcoholism

· drug abuse

312. Causes of fatigue include:

· infections such as hepatitis or TB

· depression

· anxiety

· endocrine disorders

· heart failure

· chronic disease of the lungs, kidneys, or liver

· electrolyte imbalance

· anemia

· nutritional deficits

· medications

· drug withdrawl

313. Causes of weakness include:

· disorder of the nervous system or muscles

· vitamin/nutritional deficiencies

314. Recurring shaking chills suggest extreme changes in internal body temperature.

315. Causes of feelings of heat and sweating include:

· menopausal hot flashes

· fever

· pregnancy

· hormonal imbalance

316. Causes of generalized itching without obvious reason include:

· dry skin

· aging

· pregnancy

· uremia

· allergy

· jaundice

· lymphoma

· leukemia

· drugs

· lice

317. Causes of headaches include:

· dehydration

· tumor

· injury

· sinus infection

· allergy

· preeclampsia

· hypoglycemia

· hyperglycemia

318. Causes of blurring vision include:

· refractive errors in optic lens

· high blood sugar

· preeclampsia

· neurological problems

319. Sudden visual loss suggests retinal detachment, vitreous hemorrhage, or occlusion of the central retinal artery.

320. Causes of what may cause difficulty with close work or with seeing in the distance include hyperopia and myopia, either of which can manifest in pregnancy in a woman with previously normal vision due to hormonal and physical changes.

321. Moving specks or strands in the eyes are called floaters and are detached vitreous from retina.

322. Diplopia indicates muscle weakness or paralysis of one or more extraocular muscles.

323. Sensorineural loss of hearing leads to a hard time understanding speech. Noisy environments make it worse.

324. Dizziness or vertigo indicate problems in the inner ear.

325. The mechanism of a stuffy nose is the production of a discharge from the nasal mucosa in response to a viral infection, allergen, vasomotor rhinitis, medication, or excessive use of decongestants. (Bates, p. 37)

326. If stuffiness occurs only in one side it may indicate a deviated nasal septum, tumor, or a foreign body. More simply, one might sleep only on one side and get congested only on that side. (Bates, p 37)

327. Epistaxis (nose bleeding) is caused by trauma (especially nose picking), inflammation, drying and crusting of the nasal mucosa, drug use, tumors and foreign bodies. Bleeding disorders may also contribute to epistaxis. (Bates, p 37)

328. Causes of a sore tongue include:

· nutritional deficiency of the B-vitamin complex

· anticancer drugs

· aphthous ulcers

· local lesions

(Bates, p 38)

329. Chronic hoarseness can be caused by:

· allergies

· acute infection

· voice abuse

· hypothyroidism

· TB

· tumors

· smoking

(Bates, p 38)

330.  Enlarged tender lymph nodes are caused by HIV/AIDS, cancer, pharyngitis, localized infection. (Bates, p 38)

331. Enlarged thyroid gland, or a goiter may be caused by thyroid disease or dysfunction, either hyperthyroidism or hypothyroidism, as well as by tumors (Bates, p 38)

332. Breast lumps may be caused by:

· cancer

· benign tumors

· enlarged or plugged milk ducts

(Bates, p 38)

334. Causes of chest pain include:

· myocardial infarction

· angina pectoris

· dissecting aneurysm

· tracheobronchitis

· pleurisy

· pericarditis

· reflux esophagitis

· esophageal spasm

· costochondritis

· herpes zoster

· cervical arthritis

· biliary colic

· anxiety

(Bates, 38-9)

335. It is possible to determine between angina and heartburn by asking the client to point to the location of the pain. A clenched fist over the sternum suggests angina pectoris; a finger pointing to a small area “over my heart” suggests a noncardiac origin such as heartburn; a hand moving up and down from epigastrium to neck suggests heartburn.

(Bates, p 39)

336. Transient skips and flip-flops in the heartbeat suggest premature contractions; persisting irregularity, atrial fibrillation. A rapid regular beating of sudden onset and cessation suggests paroxysmal tachycardia. Sinus tachycardia starts and stops more gradually.

(Bates, p 39)

337. Some causes of episodic dyspnea include: anxiety with hyperventilation or uncomfortable awareness of breathing. (Bates, p 39-40)

338. Causes of wheezing include: partial airway obstruction or swelling of the airway due to allergy.

339. Causes of dependent edema include: peripheral cardiac dysfunction, renal disease, hypoalbumemnia, or ascites (fluid in the peritoneal cavity). (Bates, p 40)

340. Yellowish or greenish sputum in large volume suggests bronchiectasis or lung abscess. (Bates, p 41)

341. Coughing up of blood can signify cancer of the lung, pulmonary embolism, bacterial pneumonia, chronic bronchitis, tuberculosis or a lung abscess. In children it most often signifies cystic fibrosis. (Bates, p 72)

342. The inability to swallow all the way may be caused by a mechanical narrowing of the esophagus, a disorder of the esophageal muscle, or difficulty in transferring food from the mouth to the esophagus. (Bates, p 41-2)

343. Some causes of abdominal bloating include gas-producing foods (e.g. beans), deficiency in intestinal lactase and irritable bowel syndrome. (Bates, p 42)

344. Right lower quadrant pain preceded by periumbilical pain suggests acute appendicitis. 

345. Causes of anorexia, nausea and vomiting include:

· peptic ulcer or dyspepsia

· cancer of the stomach

· acute pancreatitis

· chronic pancreatitis

· cancer of the pancreas

· biliary colic

· acute cholecystitis

· acute mechanical intestinal obstruction

· acute arterial occlusion

· hypoglycemia

· hyperemesis due to pregnancy

· hypercalcemia

· liver disease

· adrenal insufficiency

· side effect of drugs

(Bates, p 74-75)

346. Some of the causes of vomiting blood include:

· duodenal or gastric ulcer

· esophageal or gastric varices

· gastritis

(Bates, p 45)

347. If a person has vomited more than 500 cc of blood, one would expect to see the symptoms of lightheadness, fainting, and syncope. (Bates, p 45)

348. Causes of black stools include melena, bleeding in the upper GI tract, ingestion of iron, bismuth salts as in Pepto-Bismol, licorice, or even commercial chocolate cookies. (Bates, p 76)

349. Causes of diarrhea include inflammatory and non-inflammatory infections, drug reactions, irritable bowel syndrome, cancer of the sigmoid colon, ulcerative colitis, Crohn’s disease, malabsorption syndromes, lactose intolerance, abuse of osmotic purgatives (laxatives), food borne illnesses. (Bates, p 78)

350. Causes of gray, greasy stools include steatorrhea (fatty stools) which are associated with malabsorption. (Bates, p 46)

351. Possible causes of jaundice in adults include: hemolytic anemia, Gilbert’s syndrome, viral hepatitis, cirrhosis, drug-induced cholestasis (OCP’s), or primary biliary cirrhosis. (Bates, p 46-7)

352. A cause of kidney pain is acute pyelonephritis. (Bates, p 48)

353. A cause of internal burning while urinating is cystitis or urethritis.

(Bates, p 49)

354. Causes of hematuria while urinating are cystitis, stones, tuberculosis, malignancy of bladder or kidneys, or acute glomerulonephritis. (Bates, p 49)

355.  Causes of incontinence include detrusor contractions that are too strong (urge incontinence), intraurethral pressure being too low (stress incontinence),  an enlarged bladder due to outlet obstruction (overflow incontinence), poor general health, or environmental factors. (Bates, p 49-50)

356. A cause of bright red menstrual flow is excessive flow during menses versus the normal dark red flow. (Bates, p 51)

357. Causes of amenorrhea include low body weight (due to malnutrition, anorexia or other causes), stress, chronic illness, and hypothalamic-pituitary-ovarian dysfunctions, as well as pregnancy and menopause. (Bates, p 51)

358. The major problems in sexual dysfunction include lack of desire, failure to become aroused, failure to attain adequate lubrication, or inability to reach orgasm much of the time despite adequate arousal. These problems can be caused by medications, stress, nutritional deficiencies, or relational problems. (Bates, p 53)

359.  A cause of penile discharge or painful urination is urethritis. (Bates, p 53)

360. Sexually transmitted diseases may be present with or without symptoms because one can be a carrier of a disease but be asymptomatic for many years and then something can provoke the disease to manifest, such as pregnancy. (Bates, p 54)

361. Vascular disorders in the extremities can be noted by severe pallor of the fingers, cyanosis and then redness in the extremities,  or aching, cramping, numbness or severe fatigue that appear with walking and disappear promptly with rest typify intermittent claudification. (Bates, p 55)

362. Pain in the joints suggests inflammation of bursae (bursitis), tendons (tendonitis) or tendon sheaths, and stretching or tearing of ligaments (sprains). (Bates, p 55)

363. Stiffness in the joints suggests degenerative joint disease, rheumatoid arthritis, fibromyalgia syndrome, and polymyalgia rheumatica. (Bates, p 56)

364. 

	Type
	Symptoms

	Rheumatoid Arthritis
	frequent swelling of synovial tissue in joints or tendon sheaths

tender joints, often warm but seldom red

prominent stiffness, often for an hour or more in the mornings or periods of inactivity

limited range of motion

weakness, fatigue, weight loss and low fever

	Osteoarthritis
	degeneration and progressive loss of cartilage within the joints

slowly progressive with periods of temporary exacerbations with overuse

small effusions in the joints may be present

frequent but brief stiffness in the morning and after inactivity

general symptoms usually absent

	Gouty Arthritis
	inflammatory reaction to microcrystals of sodium urate

occurs in base of big toe, the instep, ankles, knees and elbows

onset often at night, after injury, surgery, fasting or excessive food or alcohol intake

occasional isolated attacks lasting days up to two weeks

swelling within and around involved joint

exquisitely tender, hot and red

fever may be present


(Bates, p 86-7)

365. In young people, temporary loss of consciousness indicates vasodepressor syncope, hyperventilation, and tonic-clonic seizures. Voices heard while passing out and coming to indicate one of the first two. Cardiac syncope resulting in temporary in temporary loss of consciousness is common in older patients. (Bates, p 58)

366. Some causes of partial seizures include a structural lesion in the cerebral cortex, such as a scar, tumor or infarction. Generalized seizures can be caused by a widespread, bilateral cortical disturbance that may hereditary or acquired. Other causes include withdrawal from alcohol or sedative drugs, uremia, hypoglycemia, hyperglycemia, hyponatremia, epilepsy, water intoxication or bacterial meningitis. (Bates, p 92-3)

367. Weakness in the extremities can be caused by polyneuropathy, myasthenia gravis and related syndromes. (Bates, p 59)

368. Some causes of paralysis include lesions involving the peripheral nerves, sensory roots, spinal cord and higher centers. (Bates, p 59)

369. Congenital bleeding disorders are more common in males because they are sex-linked and passed on the X-chromosome. This results in more common manifestation in males because they are recessive traits and, in males, have no normal gene corresponding to counteract the disorder. (The Y chromosome carries genes for sex characteristics only, while the X carries the genes for other traits as well). (Bates, p 60)

370. Causes of petechiae include platelet disorders and malnutrition. (Bates, p 60)

371. Symptoms of diabetes mellitus include: polyuria, polyphagia (excessive food intake), poor wound healing, weakness, fatigue, weight loss and blurred vision. (Bates, p 60)

372. Endocrine diseases include: diabetes Types I and II, Addison’s disease, and Cushing’ syndrome. (Bates, p 60-1)

373. A general survey of the body includes:

· Observing the patient’s general state of health, height, build and sexual development. Weigh the patient.

· Note posture, motor activity and gait.

· Note dress, grooming and personal hygiene

· Note any odors of body or breath.

· Watch the person’s facial expressions and note manner, affect and reactions to the persons and things in the environment

· Listen to the patient’s manner of speaking and note state of awareness or level of consciousness

(Bates, p 118)

374.-395. 

	Body Part
	Examination

	skin
	· observe the skins of the hands and face as well as the rest of the body as you continue your exam

· identify any lesions, noting location, distribution, arrangement, type

· inspect and palpate hair and nails

	head
	examine the skull, scalp and face

	eyes
	· check visual acuity and screen the visual fields

· note position and alignment of the eyes

· observe the eyelids and  inspect the sclera and conjunctiva of each eye

· with oblique lighting, inspect cornea, iris, and lens

· compare the pupils and test their reactions to light

· assess extraocular movements

· with an opthalmoscope, inspect the ocular fundi

	ears
	· inspect the auricles, canals and drums

· check auditory acuity ( if acuity is diminished, check lateralization via Weber test and compare air and bone conduction via the Rinne test

	nose & sinuses
	· examine the external nose

· with the aid of a light and speculum inspect the nasal mucosa, septum and turbinates

· palpate for tenderness of the frontal and maxillary sinuses

	neck
	· inspect and palpate the cervical lymph nodes

· note any masses or unusual pulsations in the neck

· feel for any deviation of the trachea

· observe the sound and effort of patient’s breathing

· inspect and palpate the thyroid gland

	mouth and pharynx
	· inspect the lips, oral mucosa, gums, teeth, tongue, palate, tonsils and pharynx

	back
	· inspect and palpate the spines and muscles of the back

· check for CVAT

	posterior thorax and lungs
	· inspect, palpate and percuss the chest

· identify the level of the diaphragmatic dullness on each side

· listen to the breath sounds and identify any adventitious sounds

· if indicated, listen to the transmitted voice sounds

	breasts, axillae and epitrochlear nodes
	· in a woman, inspect the breast with her arms relaxed, then elevated, and then with her hands presses on her hips

· in either sex, inspect the axillae and feel the axillary nodes

· feel for the epitrochlear nodes

	anterior thorax and lungs
	· inspect, palpate and percuss the chest

· listen to the breath sounds and identify any adventitious sounds

· if indicated, listen to the transmitted voice sounds

	cardiovascular systems
	· inspect and palpate the carotid pulsations

· listen for carotid bruits

· observe the jugular venous pulsations

· measure the jugular venous pressure in relation to the sternal angle

· inspect and palpate the precordium

· note the location, diameter, amplitude and duration of the apical impulse

· listen at the apex and the lower sternal border with the bell of a stethoscope

· listen at auscultatory area with the diaphragm

· listen for the physiologic splitting of the second heart sound and for any abnormal heart sounds or murmurs

	abdomen
	· inspect, auscultate and percuss the abdomen

· palpate lightly and then deeply

· assess the liver and spleen by percussion and then palpation

· try to feel the kidneys

· palpate the aorta and its pulsations

	inguinal area
	· palpate the superficial inguinal nodes, and the femoral pulse

	rectal exam on a man
	· inspect the sacrococcygeal and perianal areas

· palpate the anal canal, rectum,  and prostate

	legs (Bates p 434-438)
	· examine the legs, assessing size, symmetry and any swelling

· note venous pattern and enlargement

· note any pigmentation, rashes, scars or ulcers

· note the color and texture of the skin, color of the nail beds, and distribution of hair on lower legs, feet and toes

· note edema and check for pitting

	musculoskeletal system
	· note any deformities or enlarged joints

· if indicated, palpate the joints and check their range of motion

	peripheral vascular system
	· note any swelling, discoloration or ulcers

· palpate for pitting edema

· palpate the femoral pulse, popliteal pulse, dorsalis pedis, poster tibial pulses

	male genitalia
	· examine the penis and scrotal contents

· check for hernias

	neurologic system screening
	· observe the muscle bulk, position of the limbs and any abnormal movements

	neurological exam 
	· see below

	mental status
	· assess the patient’s mood, thought processes, thought content, abnormal perceptions, insights and judgment, memory and attention span, information and vocabulary, calculating abilities, abstract thinking, and constructional ability

	female genitalia and the rectum 
	· examine the external genitalia, vagina and cervix

· obtain Pap smear

· palpate the uterus and the adnexa

· do a rectovaginal and rectal exam if indicated


(Bates, p 118-121)

Antepartum Provision of Care 

396.  The purposes of a comprehensive health history are:

· to give structure to your data collection

· to establish who the patient is and helps you understand the patients possible motivations in coming to the visit

· to understand fully the chronological account of how each symptom developed and what events were related to them

· to explore prior illnesses, injuries and medical interventions and how they relate to current problem

· to assess contributatory factors in the patient’s illness and to evaluate patient’s sources of support

· to identify problems that the patient has not mentioned

· to identify cause of problem via differential diagnosis

Components of History

· date

· identifying data

· source of referral 

· reliability

· chief complaints in patient’s own words

· present illness: onset of problem, its manifestations, any treatments. Symptoms should be described as 1. location 2. quality 3. quantity or severity 4. timing (onset, duration, frequency 5. setting in which they occur 6. factors that aggravate or relieve them 7. associated manifestations. Also note significant negative to help with differential diagnosis

· past history: general state of health by patient’s perception; childhood illnesses; adult illnesses; psychiatric illnesses; accidents and injuries; operations; hospitalizations

· current health status: current meds; allergies; tobacco use; alcohol, drug use; diet; screening test utilization; immunizations; sleep patterns; exercise and leisure activities; environmental hazards; use of safety measures

· family history: age and health, or age and cause of death of each immediate family member; occurrence of significant diseases

· psychosocial history: home situation and significant others; daily life; important experiences; religious beliefs; patient’s outlook on present and future

· review of systems

(Bates, p 4-7)

397. It is important to allow patients to tell their stories spontaneously because if you interrupt with specific questions or intervene verbally you might cause the very information you need to hear to be left out. Many illnesses have complex physiological and psychological causes and one needs to allow the patient’s story to unfold as he/she sees it, while still being an active listener and asking guiding questions.  

· Reflection is the ability to repeat the patient’s words that encourages the person to give you more details without biasing the story or interrupting the patient’s train of thought. 

· Clarification is used when the patient’s words are ambiguous or the associations are unclear.

· Empathic responses are a way of responding to a patient’s disclosures that show understanding and acceptance and make then feel more secure and encouraged to continue. They can be verbal or nonverbal.

· Confrontation points out to patients something about their own words or behaviors, which may  create a space to bring feelings out in the open.

· Interpretation is making an inference, rather than just an observation, about the patient’s behavior or words. Using this technique, you take the risk of making the wrong inference and impeding further communication, but used wisely can both demonstrate empathy and increase understanding.

· Asking about feelings is useful when you sense important, but unexpressed feelings from the patient’s words, face, voice or behavior. Often patients do not know  that care providers want to hear about feelings and therefore don’t express them.

(Bates, p 13-14)

398. Examples of questioning from the general to specific:

· What does your pain feel like? Where is it located? When did it start? Does it hurt all the time or come and go? Does it hurt more with certain actions or movements? It is increasing? 

· How did you know your water broke? Describe it (was it a gush, a trickle, etc.?) How much was there? What color was it? What did it smell like? Have you continued to feel more water leak since it broke?

399. 

	Leading Question
	Appropriate Rephrasing

	Does the pain hurt more when you cough or sneeze?
	What actions cause the pain to increase?

	Was your water pee green or yellow?
	What color was your water when it broke?

	Did you drink 3 liters of water yesterday?
	How much water did you drink yesterday?


400.

	Medical Terminology
	Lay-language

	1. fundus
	· top of your uterus

	2. perineum
	· the area between your vagina and rectum

	3. areola
	· the brown part of your breast around your nipple

	4. amniotic sac
	· bag of waters

	5. os
	· opening in your cervix

	6. primagravida
	· first-time mom

	7. tachyapnea
	· rapid-breathing

	8. mastitis
	· breast infection

	9. lochia
	· vaginal postpartum bleeding

	10. edema
	· swelling


401. 

	Topic
	Questions

	Father of the Baby
	Do you know who the father of the baby is? Are you involved with the father of the baby? Is the father of the baby supportive of this pregnancy? What other supportive people do you have in your life?

	Drug Use
	Have you ever used drugs recreationally? Have you ever felt like you could not stop using ____ if you wanted to stop? Have you ever felt guilty about your drug use? Have you ever felt annoyed by criticism of your drug use by others? Have you ever felt the need to cut down on drug use?

	Sexual Activity
	Have you ever been sexually active? Are you currently sexually active? Have your partners been men, women, or both? How many partners have you been sexually active with? How many currently? How do you protect yourself during sex?  


402. When transitioning between parts of the history taking, it helps to orient the patient with transitional phrases such as “Now I’d like to ask you about your past health, before we move on, is there anything we didn’t cover about your current problem?”.

403. Seven-steps in Management process:

· Investigate by obtaining all necessary data for complete evaluation of the patient

· Make an accurate identification of problems or diagnosis, based on correct interpretation of the data

· Anticipate other potential problems or diagnoses that might be expected because of the identified problems or diagnosis

· Evaluate the need for immediate midwife or physician intervention, or for consultation or for collaborative management with other health care team members as dictated by the patient’s condition

· Develop a comprehensive plan of care that is supported by explanations of valid rationale underlying the decisions made based on the preceding steps

· Direct of implement plan of care efficiently and safely

· Evaluate the effectiveness of the care given, recycling appropriately through the management process for any aspect of care that has been ineffective

(Varney, p 24-25)

404.  The midwife’s role in differential diagnosis consists of assessing the patient’s condition and identifying risk factors to determine if the client is essentially “normal” and suitable for midwifery care with or without consultation with an MD, or if primary care needs to be transferred to a physician. (Varney, p 28)

405. Steps involved in making differential diagnosis include:

· Recognition of a sign or symptom, either indicative or abnormality or needing further evaluation

· List all possible conditions, diseases or complications of which the sign or symptoms could be indicative or

· Go through the list methodically, obtaining additional pertinent data, that will either confirm or rule out each condition, disease or complication on the list

· All findings are documented, and MD consultation is initiated as necessary for proper collaborative management of the condition

(Varney, p 28)

406. The following should be included in the history of an abnormality:

· Is the woman aware of the abnormality?

· What brought the abnormality to our attention?

· Are any related symptoms present?

· How long has the abnormality been present and what has been its course since discovery?

· Has the woman ever been treated and seen for the abnormality? If yes, by whom? when? what was the diagnosis as the woman understands it? what was the treatment? how effective was the treatment? is she continuing to receive care for this abnormality?

(Varney, p 28-29)

407. Principles of history taking are:

1. Introduce yourself and say what you are going to do it and why.

2. Observe all rules for interviewing: 

· open ended questions

· ask one questions at a time

· avoid putting answers in the woman’s mouth

· clarify what the woman’s behavior means to her

· use a level of terminology that the woman understands

3. Be tactful and respectful of the woman’s right to privacy about her person and personal life at all times

4. Listen to the woman with interest and concern and be responsive about the woman is saying

5. Be responsive to requests for clarification of information

6. Be precise, thorough and accurate in obtaining all essential information

7. Screen out and do not record any irrelevant material

8. Allow the woman time to answer, don’t interrupt unless she rambles or gives unclear information

9. Listen to the woman carefully

10.  Follow up on unclear responses, pertinent information, or pertinent information not related to current question

11.  Be sure you understand what the woman is saying

12.  Do not express negative judgments through facial expressions, body language, or tonal inflection

13.  Provide as much privacy from being overhead as possible

14.  Speak in well-modulated, soothing, calming toning

15.  Don’t always be reading from the history form, charting responses, etc.

16.  Don’t ask a question unless you can explain to the woman your rationale for asking it (e.g. sexual history, abuse history, etc.)

(Varney, p 29)

408. Chief complaint: the reason the woman is seeing you that visit as stated in her own words. (Varney, p 30)

409. Past medical history should include: 

1. Childhood diseases/immunizations (measles, mumps, chickenpox)

2. Recent lab screening tests for infectious diseases (hepatitis, measles, tuberculosis, HIV) with date and result

3. Major illnesses (pneumonia, hepatitis, polio, etc)

4. Hospitalizations: date, reason

5. Surgery: date, reason

6. Accidents (fractures, injuries, unconsciousness)

7. Blood transfusions: date, reason, reaction

8. Allergies (food, hay fever, environmental, dust, animals), asthma

9. Drug Allergies

10. Alcohol abuse/ alcoholism: treatment

11. Drug abuse/addiction: substance(s), treatment

12. Habits: a. smoking (amount) b. alcohol (amount) c. caffeine d. recreational drugs (substance, amount) e. safety (seatbelts, helmets)

13. Sleep Patterns

14. Diet

15. Leisure Activities/Exercise

16. Occupational Hazards: position, strain, ventilation, exposure to toxics

17. Environmental Hazards: air, water, sewage, lack of screens, open fireplaces

18. Childhood physical or sexual abuse

19. Domestic Violence/battering/rape/isolation: historical, current, safety

20. Genetic screening tests (e.g. sickle cell, Tay Sachs) if applicable

21. Specific diseases

· diabetes

· heart diseases

· tuberculosis

· asthma

· liver/hepatitis

· kidney/UTI

· varicosities/thrombophlebitis

· glandular/endocrine

· cancer

· hypertension

· AIDS

· mental illness

· epilepsy

· blood dyscrasias, e.g. anemia (type)

22. Medications

· prescription

· nonprescription

(Varney, p 30-31)

410.  Elements of a Family History include:

1. Mother, father and siblings

· age

· status, i.e. living and well? if dead, what was the cause?

2. Cancer

3. Heart disease

4. Hypertension

5. Diabetes

6. Kidney disease

7. Mental illness

8. Congenital abnormalities

9. Multiple pregnancies

10. Tuberculosis

11. Epilepsy

12. Blood dyscrasias, e.g. anemia (type)

13. Allergies

14. Genetic Disorders

(Varney, p 31)

411.  Elements of a menstrual history include:

· Age at menarche

·  Frequency; range if irregular

· Duration

·  Amount of flow

· Characteristics of flow, e.g. clots

· Last menstrual periods (LMP): duration and amount normal?

· Dysmenorrhea

· Dysfunctional uterine bleeding, i.e. intermenstrual spotting or bleeding, menorrhagia, metrorrhagia

· Sanitary product use

· Toxic shock syndrome

· PMS

· Perimenopausal symptoms

412. Elements of an obstetrical history include:

1. Gravida/para 

Rh and ABO blood type

Each pregnancy


date of termination


weeks gestation


where delivered 


length of labor


type of delivery


RhoGAM received


any obstetric, medical or social problems

1. during pregnancy, e.g. preeclampsia, UTI, domestic violence

2. during labor and delivery, e.g. malpresentation, malposition, preeclampsia, eclampsia, pitocin induction, uterine infection, depression, domestic violence

3. postpartum  periods, e.g. UTI, hemorrhage, uterine infection, depression, domestic violence

weight of baby at birth

sex of baby

congenital abnormalities or neonatal complication (jaundice, respiratory status)

status of infant at birth, i.e. live or dead

present status of infant, i.e. living and well, problems, cause of death

(Varney, p 31)

413. Elements of an obstetrical history include:

1. Infertility

2. DES exposure

3. Vaginal infections (BV, monilia)

4. STDs: chalmydia, syphillis, gonorrhea, herpes, trich, condyloma acuminata

5. Chronic cervicitis

6. Endometriosis

7. PID

8. Cysts (ovarian, Bartholin’s)

9. Endometritis

10. Myomas

11. Pelvic relaxations (cystoceles, rectocele)

12. Polyps

13. Breast masses

14. Abnormal Pap smears

15. Biopsies

16. Gyn cancer

17. GYN surgery

18. Rape

(Varney, p 31-2)

414. Elements of a Sexual Health history include:

1. Type of relationship (hetero, bi, homosexual)

2. Monogamous relationship or # of partners

3. Partner monogamous or number and type of partners

4. Sexual frequency, satisfaction

5. Satisfaction with sexual relationship

6. Problems: insufficient foreplay, insufficient lubrication, lack of personal consideration, pain, vaginismus, fear of being pregnant, fear of hurting fetus (if pregnant), problems with partner (impotence, premature ejaculation), postcoital bleeding, sexual violence

(Varney, p 32) 

415. Elements of a Contraceptive History include:

1. Present type

· type

· satisfaction

· side effects

· consistency of use

· length of time using this method

2. Previous methods

· types

· duration of use for each

· side effects of each

· reasons for discontinuing each

(Varney, p 32)

416. Elements of a Douching history

· Frequency

· Method

· Solutions used

· Reason for douching

· Length of time woman has been douching

· Last time douched

(Varney, p 32)

417. The following areas should be included in a Review of Systems during history-taking:

· General Current Health Status

· Skin and Hair

· Head

· Eyes

· Ears

· Nose 

· Mouth and Throat

· Neck

· Cardiorespiratory system

· Breasts

· Abdomen (GI system)

· Genitourinary system

· Muscular-Skeletal-Vascular systems

· Central Nervous system

· Lymphatic

· Hematopoietic systems

(Varney, p 33-38)

418.  A subjective review of systems reveals the client’s experience and description of health condition. An objective review can either validate or invalidate the subjection review via observation, physical exam, lab result, or other procedures.

419.-421.  A presumptive sign of pregnancy is a physiological maternal change, which a woman experience which indicates that in most cases she is pregnant by its presence. Probable signs of pregnancy are maternal physiological changes and anatomical changes other than presumptive signs that are detected upon examination and document by the practitioner. Positive signs are those directly attributable to the fetus and detected and documented by the practitioner. (Varney, p 229)

	Positive Signs
	Presumptive Signs 
	Probable Signs

	fetal heart tones heard and counted
	breast enlargement
	abdominal enlargement

	feeling fetal movement upon palpation
	enlargement and darkening of nipples & areola
	changes in the shape, size and consistency of the uterus

	ultrasound or x-ray
	hypertrophied Montgomery’s tubercles
	changes in the cervix

	
	presence of colostrum
	intermittent uterine contractions

	
	tense and tingling breast sensation
	ballotment of fetus

	
	nodular breasts
	outlining the fetus

	
	delicate tracing of veins in the breast
	positive hormonal tests for pregnancy

	
	linea nigra
	softening of the cervix to consistency of lips rather than nose (Goodell’s sign)

	
	striae on the abdomen
	softening and compressibility of the uterine isthmus resulting in uterine anteflexion (Hegar’s sign)

	
	nausea & vomiting, fatigue
	

	
	mother’s sense of pregnancy
	

	
	ammenorrhea
	

	
	color changes to bluish or purplish in mucus membranes in the vagina (Chadwick’s sign)
	

	
	increased pigmentation
	

	
	quickening
	

	
	increased urinary frequency
	


(Frye, p 360; Varney, p 232-235)

422. Skin pigmentation changes during pregnancy:

· darkening of areola and nipple

· linea nigra

· bluish, purplish change in the vaginal mucosa and cervix

· chloasma (pregnancy mask like a butterfly)

(Varney, p 233)

423. Fetal movement can be felt by the mother at approximately 18-20 weeks in a primagravida. Multips may feel it earlier. (Varney, p 234)

424. hCG levels are abnormally low in ectopic pregnancies and threatened abortions, which can cause false negative pregnancy tests. hCG levels are abnormally high in women with molar pregnancies, multiple pregnancies, or choriocarcinoma. Quantitative beta-hCG values are also useful in a dating a pregnancy up to the 10th week and can indicated viability of the pregnancy. (Varney, p 231)

425.  Abortion: term used for any fetus born before 28 weeks or less than 1000 g according to Varney p. 254.

426.  An abortion is called a fetal demise after 20 weeks. 

427. The initial exam should include: 

History


Gravida/Par


LMP


EDD


Present Pregnancy History

Physical Examination 


Review of Systems


Breast Exam

Pelvic Exam

Laboratory Tests

(Varney, p 259)

428. Causes of bleeding in the first trimester include:

· implantation bleeding which occurs about 3 weeks after LMP, or 6-8 days after conception

· threatened abortion

· subchorionic hemorrhage

· friable cervix especially after vigorous intercourse

429. By Naegle’s rule, the EDD is calculated by adding 7 days to the first day of the LMP and then subtracting 3 months. (Varney, p 255)

430. Symptoms of Pregnancy

	Symptom
	Cause

	Urinary Frequency
	in the first trimester, increased weight of the uterus and Hegar’s sign causing increased anteflexion of the uterus which exerts pressure on the urinary bladder

in the third trimester after lightening has occurred and more pressure is on the urethra and the urinary bladder

	Constipation
	due to decreased peristalsis caused by relaxation of the smooth muscle in the large bowel due to increased progesterone

also, due to displacement and compression of the intestines as the uterus enlarges

	Dependent Edema
	due to impaired venous circulation and increased venous pressure in the lower extremities caused by the pressure of the enlarging uterus on the pelvic veins

	Increased Flatulence
	due to decreased GI motility

	Supine Hypotensive Syndrome
	due to inhibition of venous return caused by inferior vena cava compression. This reduces the amount of blood filling the heart and lowers cardiac output. It is actually arterial hypotension.


(Varney, p 270-275) study the others

431. When a mother describes a problem, the caregiver should elicit additional information regarding onset, duration, location, severity, patterns of manifestation and associated symptoms in order to gain a complete picture of the situation. A differential diagnosis should be conducted and appropriate lab tests or other screening procedures should be completed. The patient should be instructed to call or return to clinic if the problems worsen as follow-up. 

432. The importance of knowing all the types of drugs a mother take is important due to its probable impact on the fetus or on the mother’s ability to adjust to the changes of pregnancy appropriately, or to carry the pregnancy to term. Drugs are categorized according to their safety during pregnancy. It is also important to know if a mother has addiction issue and whether or not she is eligible for midwifery care. 

433.  X-rays, especially in the formative weeks of development in the first trimester are detrimental to the health and development of the fetus. It is important to know this so you know if the fetus is at risk.

434. It is important to know if the mother has had any accidents because it could give insights into pains or bleeding the mother is experiencing, bruising, or decreased fetal movement, as well as the possibility of Rh sensitization in the Rh- mother.

435. It is important to know how each individual mother experiences pregnancy as impacting her life, her body image and her feelings about the baby. This will direct your language about her body, how to talk about weight gain, how to talk about the baby etc. It will also prevent you from making assumptions about how the woman feels and give appropriate care, and guide how you give advice and counseling and support.

436. It is important to know if a client has adequate food, shelter  and transportation so that you can link her to appropriate resources, take those factors into consideration when doing counseling on nutrition and supplements, and have patience with a persistently late or no-show client, as well as consider her risk factors for a home or birth-center birth.

437.  Cat feces and raw meat can house toxoplasmosis, a protozoal infection that can cause congenital abnormalities in the fetus, which could result in death if the mother is exposed during pregnancy.

438. Dietary restriction can lead to nutritional deficiencies that compromise fetal and maternal health if the care providers do not give appropriate nutritional counseling.

439. The care provider needs to know if there are any religious or other belief systems in place for a client that would limit options for treatments and products so that it can be discussed and that alternative courses of action can be planned and prepared for. This can also give the provider the opportunity to discuss the belief with the client and the risks and benefits of limiting one’s options.

440. It is important to create an environment in which the client can fully disclose all her concerns so that they can be discussed and dealt with in a timely manner, rather than arise in a crisis situation.

441. It is important to know the explanation for any abdominal scars because one must know if and what type of C-section was done to determine eligibility for VBAC, if the appendix or gallbladder was removed to aid in differential diagnosis for abdominal pain, or to find out about any other preexisting health conditions.

442.  Abdominal exam that will help you diagnose pregnancy include: size of uterus, palpation of fetus, listening to fetal heart tones, and linea nigra.

443. Parts of the abdominal exam that will help you evaluate fetal growth include: fundal height, estimated fetal weight, and abdominal girth.

444. Parts of the abdominal exam that help to evaluate fetal well-being include: fundal height, palpation for oligo or polyhydramnios, assessment of fetal movement and fetal heart tone patterns and rate.

445. To determine fundal height:

1.  Place a centimeter tape measure at the top margin of the pubic bone at 0 cm. Using Leopold’s find the fundus and measure the distance between the two points. 

2. Use the umbilicus as a reference point and measure in fingerbreadths above or below the umbilicus in relation to the fundus.

446. It is important to estimate fetal weight when there a client is measuring small or large for dates, there are indications of IUGR, poly or oligohydraminos, or gestational diabetes, when there concerns about CPD or the mother thinks her baby isn’t growing, or when you have an EDD based on unsure dates and a client is in preterm labor. 

447. Structures evaluated during pelvimetry:

· diagonal conjugate

· biishcial diameter

· ischial spines

· coccyx

· bituberous diameter

· pubic arch

· vaginal walls

· sacrum

448. The areas of teaching that should be covered at each prenatal visit include:

1. Information given in response to specific questions, problems or experiences of the woman.

2. Information that is essential for a woman to have regarding her own or her baby’s health and safety.

3. Anticipatory guidance that will facilitate a woman’s effort to deal realistically with pregnancy and with issues or aspects of childbirth which she is likely to encounter.

4. Add information regarding childbirth, institutional policies, etc that may be helpful but not directly related to immediate needs of the woman.

449. The evaluations that should be made at every  prenatal visit include:

	Evaluation
	Rationale

	Gestational Age
	Pregnancy can be evaluated within an appropriate framework

	Fetal Heart Tones
	To evaluate fetal well-being

	Position
	To evaluate fetal location and appropriateness for gestational age

	Fundal Height
	To evaluate fetal growth

	Gross Fetal Movements
	To evaluate fetal well being

	Urine dipstick for glucose, protein, ketones
	To evaluate maternal food intake and r/o complications such as diabetes, hyperemesis, and preeclampsia or HELLP

	BP
	To evaluate maternal wellbeing and r/o PIH, preeclampsia, etc

	Edema
	To r/o preeclampsia


450-451. The steps of prenatal management are:

· Diagnosis of the pregnancy

· Evaluation of the wellbeing of the woman

· Evaluation of the wellbeing of the fetus

· Relief measures for common discomforts of pregnancy

· Anticipatory guidance and instruction

· Screening for maternal and fetal complications

(Varney)

The midwife needs to be able to make a differential diagnosis, distinguish normal from abnormal, and be familiar with the signs and symptoms of common pregnancy complications and set up physician consultation  at the earliest sign of a problem. (Varney, p 327)

The elements that should be included in a comprehensive care plan:

Seven steps of Management (see #132) are the beginning steps of a comprehensive care plan, which must also include:

· Obtaining any missing or necessary pieces of information for the database.

· Giving anticipatory guidance.

· Patient teaching.

· Counseling.

· Referrals for social, economic, religious, family, cultural and psychological problems.

· Formulation of a plan.

· Discussion with client about plan.

· Confirmation of agreement.

452. The usual schedule for prenatal visits:

· Every 4 weeks until 28 weeks.

· Every 2 weeks until 36 weeks.

· Every week until the baby is born.

453. Management of a mother with genital herpes:

· Take history and culture.

· Give emotional support.

· Educate about situations that increase likelihood of recurrence.

· Discuss possibility of C-section for delivery.

· Educate client about signs and symptoms and how to report them.

· Discuss protocol about condition required in order to have a vaginal birth with history of genital warts, i.e. the woman must have 2 negative cultures one week apart prior to onset of labor and lesion-free.

· Women with PROM should be evaluated immediately: rupture of membranes greater than 4-6 increases the contraction of herpes.

· Women with positive culture or a lesion within two weeks of onset of labor should have a c-section

· If a vaginal birth, there should be no internal fetal monitoring

· Midwife and doctor should agree upon protocol.

454. Management of questionable dates:

Determine LMP. If LMP is not definitive, check size of uterus via bimanual exam and/or fundal height, to see if it corresponds to suspected LMP, b-hCG quants to see if they are in range of suspected date (if early enough), discuss likely date(s) of conception to see if they are in alignment with suspected LMP, as well as first ability to ausculate fetal heart tones. If none of these methods resulted in adequate confirmation of dates, an ultrasound should be ordered.

455. The rubella susceptible client should be made aware of the signs and symptoms of rubella ( low-grade fever, drowsiness, sore throat, a pale or bright red rash on the first or second day, spreading from the face to the entire body and fading rapidly), fatigue and malaise, muscle pain, and swollen lymph nodes. She should be advised to stay away from groups of small children, and to stay aware of signs and symptoms and that she knows the vaccine is contraindicated in pregnancy. She should be offered the vaccination immediately postpartum. The clinician should be sensitized to take any rubella-like symptoms in the susceptible woman very seriously.

(Varney, p 340)

456. The Pregnant Patient’s Bill of Rights provides for full informed consent and full disclosure about any drugs, procedures, decisions, and alternative treatments or preparations for pregnancy as they relate to the health and well-being of herself, her baby and her ability to have a normal and healthy birth and lactation.

She also has the right to refuse any treatment she does not want, to know the qualifications of her birth attendants, to be accompanied during labor by the companion of her choice, to choose her position for labor, to have her baby with her at all times unless there is a medical emergency, to be informed of her and the baby’s condition, to have access to her medical records. (Varney, p 250-251)

457. Five things that are used to evaluate fetal status are:

· Gross Fetal Movements

· Fetal Heart Tones

· Fundal Height 

· Amniotic Fluid Volume

· Fetal Position by Palpation

458. Fetal movements are used to determine fetal well-being through assessment of appropriate amount of movement over a duration of time. This can be used simply via maternal fetal movement counts, or by electronic fetal monitor via a non-stress test, or by ultrasound via a biophysical profile. If the movements are not sufficient in the specified time, follow-up tests and assessment should be conducted. 

459. Morning sickness can be caused by low-blood sugar, which is caused by increased caloric requirements in early pregnancy to build the placenta and early embryonic development. This lasts until about the 12-14 weeks, at which point the mother usually notes a dramatic change in her condition, energy and nausea. Morning sickness can be relieved by eating small amounts of food and drink consistently throughout the day and night, including eating a few crackers before even sitting up in bed. 

460. Leukorrhea: an abnormal, white, or yellowish discharge from the vagina, containing mucus and pus cells (Melloni’s, p 245)

461. 

	Urinary Frequency
	· in the first trimester, increased weight of the uterus and Hegar’s sign (softening of the uterine isthmus) causing increased anteflexion of the uterus which exerts pressure on the urinary bladder

· in the third trimester after lightening has occurred and more pressure is on the urethra and the urinary bladder


462. Heartburn is caused by the relaxation effect of progesterone on both smooth muscles and sphincters in the body. During pregnancy, progesterone levels increase and the resulting relaxation causes decreased peristalsis in the GI tract as well as increased espophageal reflux. Increased pressure from the uterus as it grows displaced the stomach and intestines, which can push gastric contents upwards.

Remedies:

· Avoid cold foods with meals because these inhibit gastric juices

· Avoid spicy food

· Eat small meals more frequently

· Do not drink in large quantities before or after meals

· Slippery elm bark and Marshmallow are two herbs that can be used

· Papaya enzymes can be taken to aid in digestion

· Peppermint tea can also help with digestion

· Eating basic foods (as in not acidic) such as plain baked potatoes or a tablespoon of cream or milk to help coat the stomach

· Thoroughly chewed raw almonds, cashews or filberts

· Tablets of comfrey with pepsin

· Walking (not lying down) after meals to get digestion going

· Drinking milk before, during and after meals

· Commercial antacids (TUMS, etc) only as a last resort and in moderation

(Frye, p 964-5; Varney, P 268)

463. Constipation is also caused by the decreased peristalsis (this is positive in that it allows more time for digestion of nutrients in the bowel) due to the relaxing effects of progesterone, as well as compression of the bowel due to uterine pressure, and to increased iron (particularly in the form of ferrous sulfate) intake during pregnancy.
It can be helped by:

· sufficient water intake

· switch iron sources to more natural forms in supplement or use herbal or nutritional sources

· Eat plenty of vegetable and other foods to increase fiber in diet

· Get moderate exercise every day

· Drink prune juice or black cherry juice

· Eat unrefined CHO foods

· Drink a hot liquid immediately followed by a cold liquid- this stimulates the peristaltic movement of the bowel

· Tune into when the bowels move and set aside a regular time to have a movement; the feet and legs should be elevated on a small stool in order to help the rectal muscles relax. When the urge to defecate occurs, don’t put it off

· Flax meal or ground flax seeds

· Glycerin suppositories (if there is acute discomfort): only for acute episodes as oil-based laxatives can interfere with absorption of Vit A, D, K

· For chronic constipation, yellow dock root can be used to stimulate the liver which is overloaded with more work to remove the accumulated toxins from chronic constipation

(Varney, p 268; Frye, p 961-2)

464. Women are more likely to get hemorrhoids during pregnancy due to increased (and increasing) pressure on rectum due to growing uterus. Increased constipation and the related straining also increase hemorrhoids during pregnancy. Progesterone also relaxes venous valves and allows them to protrude from the rectum, and decreased circulation due to compression of the uterus also is a factor. 

Some suggestions for hemorrhoids focus on symptom relief, others focus on helping the causative factors:

· Avoidance of constipation (see above)

· Avoidance of straining while defecating

· Use of sitz baths

· Witch hazel compresses

· Ice packs

· Do kegels

· Comfrey compresses or salve

· Reinsertion of hemorrhoid will help minimize strangulation and prevent thrombosis congestion

· Bedrest with feet and hips elevated

· Vitamin E capsules in the anal canal at night to help heal the tissues

· Commercial preparation as a last resort (Prep H not recommended by Frye as it contains mercury)

· Yellow dock root tincture (2/3 dropperful 3 x day orally), this supports the liver which is related to hemorrhoids

· Use a stool at the base of the toilet to place feet in better position for muscles alignment and less rectal strain

· Avoid long periods of sitting

· Vitamin C to soften stool and improve tissue integrity

(Varney, p 269; Frye, p 1059-60)

465. Leg cramps can be relieved by:

· adequate sodium, calcium, magnesium and potassium

· adequate salt intake

· avoid carbonated beverages as they interfere with calcium balance in the body

· avoiding excess calcium intake

· the uterus can exert pressure on the pelvic veins which causes decreased circulation to the legs- regular exercise and movement can help with this

· regularly eating foods such as: bananas, grapefruit, oranges, cottage cheese, yogurt, salmon, sardine, dark greens, seaweeds, soybeans, almonds, and sesame seeds

· while sleeping or sitting, elevate the legs higher than the heart

· do not stand in one place for too long, shift weight from one leg to another

· do not point toes outward, but upward to relieve cramps

· walk a mile a day to help leg circulation

· when experiencing a cramp, apply a hot-water bottle or heating pad to the area and apply manual pressure until it subside

(Varney, p 269; Frye, 955)

466. Causes of round ligament pain include the stretching and pulling of these ligaments due to the growth and increased weight of the uterus. Also, later in pregnancy, toning contractions can cause cramping of the round ligaments more often and more severely. To differentiate this pain from GI disturbances is that the pain sensation will extend into the groin area as well as the side.

Relief measures:

· bending toward pain to ease stretching on ligament, breath deeply during the spasm and lie down on side if possible until pain has passed

· pelvic tilts

· warm baths

· apply heating pad to the area (only if you know it is not appendicitis)

· St. John’s Wort tincture (5 to 20 drops per dose, taken with symptoms)

· supporting uterus with a pillow under it and a pillow between your knees when lying on your side

· using a belly binder

· massage the area with castor oil or a castor oil pack for 30 minutes

· avoid sudden movements involving outward movements of the legs (rising from bed)

(Varney, p 271; Frye, 953)

467.  It is normal for women to have some dependent edema during pregnancy due to increased blood volume and increased interstitial fluids due to hormones. Healthy women normally have some swelling, which reflects a well-expanded blood volume, and adequate salt intake. Distended blood vessels also contribute to this. Increased pressure of the uterus on the inferior vena cava also contributes to edema due to decreased venous return. Physiologic swelling is usually not present first thing in the morning.

· Avoidance of restrictive clothing

· Elevation of legs throughout the day

· Belly binder

· Salting food to taste

(Varney, p 269;Frye, p 977)

468 Varicose veins are more likely in women with familial tendency or congenital predisposition, as well as obese women. Relief measures include:

· Avoidance of restrictive clothing

· Avoidance of long periods of standing

· Rest periods

· Use of support hose, ace bandages or supportive stockings

· Lying a right-angle position several times daily

· Lying in the incline position several times daily (for vulvar varicosities) 

· Keeping the legs uncrossed when sitting

· Sitting rather than standing, with legs elevated

· Good posture and body mechanics

· Mild exercise to increase circulation

· Providing physical support to vulvar varicosities with foam rubber pad held in place with sanitary belts

· Wearing girdle to relieve pressure on pelvic veins 

· Doing kegels to improve circulation

· Taking warm baths

(Varney, p 269-70)

469. Dyspareunia: painful sex

470. Lower back pain can be caused by normal increase in weight of uterus. To distinguish it from an asymptomatic UTI, a urine culture should be done and CVAT (assuming UTI is associated with a kidney infection) should be checked for as well. (Normal UTI symptoms: urinary frequency or urgency, dysuria, burning during urination, hematuria, fever, and feeling of having more pee once done urinating). (Varney 344; Frye, p 956)

471. Hyperventilation is caused by the increases progesterone levels during pregnancy, which acts directly on the respiratory center to lower the carbon dioxide levels and increase oxygen levels. Increased metabolic activity increased CO2 levels and hyperventilation helps clear the excess CO2 from the bloodstream.

Shortness of breath is largely a discomfort of the third trimester due to compression of the diaphragm, and decrease in volume available for lung expansion. This causes hyperventilation, which as discussed above has a protective function during pregnancy. (Varney, p 272)

472. Due to the weight of the uterus during pregnancy, and the postural counterbalance and anteflexed head (of the mom), the median and ulnar nerves in the arm can be compressed causing numbness and tingling in the hands and fingers.  The same nerves can also be compressed by the increase in breast tissue radiating to the armpit. (Varney, p 272)

473. Supine hypotension in pregnancy is dangerous because when the inferior vena cava is compressed this causes not only dizziness and fainting in the mom, but it also decreases blood flow to the baby as decreased venous return from the lower body interrupts fetal circulation as well as maternal. (Varney, p 273)

474. During prenatal teaching, I would listen to each mother’s problems, experiences, and specific questions and try to answer them to the best of my ability, let her know what I need to find out more about, and tailor my teaching to her situation.

475. Anticipatory guidance is valuable in helping folks prepare for the challenges ahead, empowers them with information about what to expect, and to be a more active participant in her care. It is especially valuable regarding common discomforts of pregnancy and their relief, preparation of childbirth and parenting, danger signs, signs of PTL, understanding of the physical and psychological changes that occur in pregnancy. 

(Varney, p 273)

476. It is important to impart information that affects the woman’s or the baby’s health or safety because it conveys the message that she has a responsibility to her health and her baby, and gives her an active role in that care in partnership with her midwife.

477.  It is important to clarify the progress of pregnancy and childbirth and policies relating to these in order for the mother to have a clear understanding of what conditions or circumstances might lead to a change in the location or management of her pregnancy and labor, as well as her primary caregiver. 

478. It is important to explain all physical signs and interpret lab results to the client in order to empower her with a greater understanding of her body, her risk factors, and the associated care provided in relation to her lab results or physical signs. Otherwise it would be impossible to have the client give informed for consent for medications, tests or other care linked to lab results.

479. Information related to appointment schedules that should be conveyed includes:

· Until 28 weeks client will come to clinic every 4 weeks for 30 minutes appointments, excluding initial appointment(s) of 1 hour.

· From 28 weeks to 36 weeks, client will have 30 minutes appointments every 2 weeks.

· At 36 weeks, client will have an hour long visit at the planned site of their labor and birth and then have clinic visits every week until the baby is born.

· 1 and 3 day postpartum visits will occur at the woman’s home

· 2 and 6 week postpartum visits will be available at the clinic.

· Other visits can be scheduled as necessary to deal with problems, or phone consultations can be given.

480. Midwives should instruct families on the following:

	Area
	Information

	perineal and vaginal care
	cotton crotch panties

wipe from front to back

frequent change of underwear

no douching

	breast care & support
	daily cleansing with warm water and drying

softening with application of nipple cream or lanolin before trying to remove colostrum

gently handling

good breast support 

preparation for breastfeeding in the ninth month of pregnancy

cutting the nipple area out of a cotton bra for stimulation

nipple rolling and Woolrich breast shields for inverted nipple

good bra of supportive, soft, washable materials

	abdominal support
	muscle tightening exercises

maternity girdle if needed

belly binder if needed

	clothing
	supportive, washable, loose-fitting, never constricting, mood-lifting clothes

adjustable

comfortable shoes with broad base

never wear heels

maternity clothes

	dental care
	appointment with dentist

cleaning of teeth after meals

gum care, including explanation that gums will bleed because of hyperemia by mid-pregnancy

	teratogens
	should avoid contact or exposure to teratogens 

	discomforts
	give info on expected pregnancy discomforts for their stage of pregnancy and explain how to recognize them and deal with them/relieve symptoms

	fetal growth & development
	talk about what key things are happening during the gestational period from the current visit until the next visit, size, key new structures, etc


(Varney, p 274)

481. According to Varney (p 318) fetal brain growth peaks at 28 weeks gestation.

482. Optimal birth weight for infants to reach their greatest potential for intelligence and minimize potential for disability is 3500-4000g. (Frye, p 247)

483. Sitting or standing for long periods of time is harmful because the growing uterus applies pressure to the pelvic veins, which reduces blood flow and circulation. This can lead to varicosities, hemorrhoids, constipation and decreased oxygen flow to baby.

484. Three benefits of daily exercise: improved circulation, lower incidence of varicosities, hemorrhoids and constipation, increased sense of maternal physical and mental well-being.

485. Pregnant women should be care to avoid activities that raise their core body temperature and therefore should not stay in hot baths for more than 20 minutes, and baths should not be excessively hot water. One should also not switch from hot to cold water quickly to avoid fainting and vascular stress.

486. 

	Topic regarding sexual intercourse during pregnancy
	Rationale

	After membranes have ruptured, coitus is not recommended
	this minimizes chance of infection

	In general, it is okay to have sex during pregnancy
	sex is not harmful to baby or mom, and can actually benefit circulation and O2 flow to fetus.

	Prostaglandin in the semen can help initiate labor when a pregnancy is postdates or an induction is indicated. Orgasm can also be helpful in that way.
	this allows the couple to know that sex is a type of natural induction, and that orgasm is not contraindicated during pregnancy

	Postcoital bleeding:
	women normally bleed after intercourse due to increased friability of the cervix


487. Pregnant women who are traveling should bring a copy of  their prenatal records as well as identify a care provider at their travel destination to visit in case of emergency. If there are any concerns about the water supply, they should drink bottled water and be careful about what foods they eat. They should also find out about the local cultural customs around pregnancy. Frequent stops and breaks should be taken when traveling long distances and bring food and drink for extended travel to ensure proper nutrition, hydration and energy levels.

488. Classes for CBE:

· Fetal development

· Physiology of Pregnancy and Labor

· Relief measures for discomforts during pregnancy

· Communication and Emotional Issues

· Complications

· Warning signs and signs of impending labor

· Potential problems and danger signs

· Breastfeeding

· Parenting and Postpartum issues

· Birth Plan

· Exercise

· Nutrition

· Pain Management

(Varney, p 276)

489. Sibling preparation for being at a birth:

· selecting an adult companion for sibling

· involving siblings in antepartal visits

· attending classes for siblings

· involving siblings in baby preparations at home

 (Varney, p 276-7)

Antepartum Complications 

490. (4 points) A midwife must be able to identify s/sx of common complications because:

· so they can be dealt with before progressing to a dangerous state

· so further testing/labs can be done to diagnosis definitively

· so appropriate physician consultation/advice can be obtained

· so mother can be aware of what to watch for and when returning to care immediately is indicated

491. (5 points) Five signs and symptoms of complications requiring an immediate call to the midwife are:

· a gush of water before terms: this can indicate PPROM which requires medical management and fetal monitoring until term

· bright red painless bleeding in the third trimester: this could indicate placenta previa and appropriate management is required

· more than five contractions in one hour before term: this could indicate the beginnings of preterm labor and must be monitored and stopped if deemed necessary

· a hardening of the uterus that does not come and go in a contraction pattern: this could indicate a concealed placental abruption, which would mandate a stat C-section

· decreased fetal movement: this could indicate a compromised fetus requires monitoring or polyhydramnios

492. (5 points) Five fetal conditions that are associated with low-birth weight from IUGR or SGA:

· malnutrition

· meconium aspiration

· hypocalcemia

· hypoglycemia

· polycythemia

(Varney, p 370-1)

493. (3 points) Things that can interfere with the genetic design of fetal growth and development are malnutrition, teratogens, and physical trauma to the mother.

494. (4 points) Four results of excessive maternal weight gain are:

· essential high blood pressure

· higher chance of an unexpected breech or other non-vertex ability due to difficulty in palpating

· undiagnosed oligo or polyhydramnios

· poor endurance and stamina during labor due to decreased aerobic conditioning and poor circulation

· higher rate of hemorrhoids

(Frye, p 887-888)

495. (4 points) Clinical signs of oligohydramnios include: molding of the uterus to the contours of the fetus, fetus easily outlined, fetus not ballotable, low fundal height for date. Confirmation is by ultrasound.

Clinical signs of polyhydramnios include: uterine enlargement, abdominal girth, tenseness in the uterine wall making it difficult to palpate, impossible or difficult to palpate fetal outline or auscultate fetal heart tones, elicitation of the uterine fluid trill, mechanical problems such as severe dyspnea, lower extremity and vulvar edema, pressure and pain in the back, abdomen and thighs, and nausea and vomiting. Frequent change in fetal lie. Confirmation is by ultrasound, a screen for diabetes, screen for ABO/Rh disease.

(Varney, p 358)

496. (3 points) Symptoms suggestive of low-lying placenta or previa include: bright red painless bleeding or hemorrhage. This can be confirmed by ultrasound and possibly by a sterile speculum exam, never a digital exam. (Varney, p 364-5)

497. (4 points) Findings suggestive of fetal demise include: cessation of GFM, cessation of uterine growth or decrease in uterine size, cessation of fetal heart tones, cessation of maternal weight gain or decrease in weight, retrogressive breast changes, collapsed fetal skull upon examination. Confirmed by ultrasound via the sonographic signs include Spalding sign (excessive overlapping of the skull bones), no heart tones, no fetal movement. (Varney, p 358)

498. (4 points) Findings suggestive of inappropriate fetal weight gain include:

· Fundal height small for dates

· Persistent lack of maternal weight gain

· Consecutive fetal weight estimates by palpation that do not change over time

These findings could be confirmed by ultrasound.

499. (4 points) Findings suggestive of abnormal fetal lie and presentation:

· Fundal height inconsistent with dates

· Palpation by Leopold’s

· Fetal heart tone location

· Vaginal exam with inability to palpate head

 Confirmation could occur with vaginal exam and/or ultrasound if that was not definitive.

500. (4 points) Symptoms of a hydatidiform mole include:

· apparently normal first trimester

· persistent nausea and vomiting

· uterine bleeding evident by 12th week of pregnancy-usually more brown than red, occurring intermittently or continuously

· possible anemia as result of blood loss or nutrition

· large-for-dates uterus clearly out of proportion  to presumed gest. age

· SOB

· often enlarged, tender ovaries

· no FHTs

· no fetal activity

· fetal parts not evident with palpation

· PIH, preeclampsia or eclampsia before 24 weeks gestation

To confirm an hCG quant should be obtained as well as an ultrasound. A persistently high or rising hCG after 100 days after  LMP indicates either a molar pregnancy or multiple gestations.

(Varney, p 331)

501. (4 points) Findings suggestive of multiple gestations include:

· large for dates fundal height, uterine growth and girth usually marked in second trimester

· auscultation of two distinct fetal heart tones

· palpation of more than 3 large parts

(Varney, p 356)

502. (4 points) Habitual abortion occurs when spontaneous abortion has terminated the course of three or more consecutive pregnancies. (Varney, p 327)

503. (4 points) In the case of a threatened abortion, the midwife should:

· perform a gentle speculum examination of the vagina and cervix and screen for vaginitis and cervicitis

· perform a gentle bimanual exam for size of uterus, effacement, dilation and status of membranes (no digital exam with vaginal bleeding)

· obtain a hemoglobin and hematocrit

· evaluate vitals

· if speculum or bimanual exam findings are abnormal, obtain an ultrasound evaluation of the integrity of the gestational sac and well-being for fetal heart activity to determines gestational age, project a prognosis, and provide maternal reassurance if possible. 

· beta hCG quants to r/o ectopic or molar pregnancy

· if bleeding is heavy or the woman has a fever, immediate consultation is necessary

(Varney, p 328)

504. (4 points) An incomplete abortion may result in persistent bleeding and maternal infection is the entire placenta is not expelled. A physician consult should occur. (Varney, p 329)

505. (4 points) Evidence of an incompetent cervix occurs in the second trimester with painless dilation of the cervix which results in rupture of the membranes and expulsion of fetus not yet viable.   This is repeated in subsequent pregnancies.  In next pregnancies it is possible to use a cerclage ( a few stitches) to prevent the dilation of the cervix.  Intermittent vaginal exams to assess length of cervix may be helpful in following pregnancies to assess need for cerclage.

506. (2 points)   A hydatidiform mole is usually benign, but has the potential of being malignant  or even the very rare choriocarcinoma.  Treatment for a molar pregnancy is a D&C. Followup includes BhCG quants for 4-6 weeks and contraception for 1 year.

507. (4 points) Ectopic pregnancy occurs when the blastocyst implants somewhere other than the uterine cavity.  Possible sites include the fallopian tubes, abdomen, ovaries and cervix.  Complications include: rupture of fallopian tubes or ovaries  (including hemorrhage) and fetal death.

508. (4 points) Because hyperemesis is of greater intensity than normal morning sickness and extends beyond first trimester the mother's metabolism is affected through:  

· pernicious vomiting

· poor appetite

· poor nutritional intake

· weight loss

· dehydration

· electrolyte imbalance

· extreme response to underlying psychosocial problems

· vomiting not controlled by treatment measures for morning sickness

· acidosis due to starvation

· alkalosis resulting from loss of hydrochloric acid in the vomitus

· hypokalemia

Due to metabolic compromise inadequate growth of the fetus is a risk factor.

Options for treatment are:

· correction of fluid and electrolyte imbalance

· admission to hospital to remove woman from stressful home and family situation

· use of antiemetics and sedatives

· social service and psychological assistance with any existing psychosocial problems

(Varney 333-4)

509. (4 points)

	Microorganisms
	Effect on Fetus

	Hepatitis B
	Vertical transmission of the disease is common.  This can cause serious complications for the newborn including: chronic liver disease, cirrhosis of the liver and hepatic cellular carcinoma.

	Rubella
	This can cause congenital malformations such as cataracts, cardiac defects and deafness.

	Cytomegalovirus
	Malformations to the fetus include microcephaly and hydrocephaly. Microphthalmia (abnormally small eyes) congenital predisposition to seizures, blindness, encephalitis and learning disabilities.

	Toxoplasmosis
	Can cause death, prematurity, CNS defects, anencephelus, hydrocephalus and destructive changes in the eye or brain.

	Varicella
	Congenital varicella syndrome is associated with cataracts, chorioretinitis, limb hyperplasia, hydronephrosis, microcephaly, mental retardation, dermatone lesions and cutaneous scars.

	Tuberculosis
	Can cause compromised oxygen transfer to the fetus.

	Syphilis
	May result in abortion, stillbirth, premature delivery or congenital syphilis.

	Herpes
	In 50% of women with an active lesion the virus is transmitted to the neonate and in 60% of these cases the baby dies.  There can also be severe CNS damage as well as ocular damage.


(Varney, p 340-2)

510. (4 points) Tuberculosis affects a pregnant woman by affecting her lungs with an initial lesion surrounded by necrosis of surrounding lung tissue.  The woman becomes high risk because of the compromised oxygen transfer to fetus as well as because her illness must be managed. (Varney, p 334-5)

511. (4 points)  Hepatitis is an inflammation of the liver caused by several different viral infections identified as Hepatitis A, B, C, D and E.  Hepatitis can also result from generalized infection from other viruses such as:

· Cytomegalovirus

· Epstein-Barr virus

· Herpes Simplex

· Measles

Non-viral causes of hepatitis include bacterial sepsis and syphilis.  It can also be chemically induced by chronic alcohol  ingestion or medication such as aspirin, Tylenol, Dylantin and Rifampan.  

Viral hepatitis is transmitted through sexual contact, fecal-oral contamination, blood, blood by-products, saliva vaginal secretions and semen.

(Varney, p 337)

512. (4 points)  Hepatitis B is dangerous to the health care provider as well as the mother and her family because of the virus's uncanny ability to survive on inanimate surfaces for up to 24 hours as well as the many possibilities of transmission. (Varney, p 338)

513. (4 points)  The rubella antibody titer indicates lack of immunity to rubella.  The mother should be counseled to avoid this infection because of the terrible reasons listed above in 247.  She should be immunized following the pregnancy to avoid this risk in subsequent pregnancies. 

514. (5 points)  
Toxoplasmosis

        


Other

        


Rubella

        


Cytomegalovirus

        


Herpes or Hepatitis B

For the effects on the fetus please see above table. (Mayes, p 896-8; Varney, p 56)

515. (4 points)  The effect of a maternal gonorrheal infection on the fetus is neonatal gonorrheal ophthalmia which may cause blindness or a disseminated infection. (Varney, p 53)

516. (4 points)   Syphilis is difficult to detect without a blood test because during late latent syphilis a woman is sero active but there are no evidence of the disease.  The blood test is necessary to detect cases of syphilis before tertiary syphilis develops. (Varney, p 54)

517. (4 points)  The differences between condylomata acuminata and condylomata lata include:

· condylomata lata are present during syphilis, acuminata are caused by exposure to HPV

· c. acuminata are seen in the vulvar, perianal and perineal areas as well as attached to vaginal walls.  They start as single growths but  usually come together with a cauliflower like appearance.  Vaginal types of this kind are also usually  multiple, raised and white and bleed with sexual intercourse. (or after)  The lata ones are usually singular and flat.

· Acuminata ones frequently increase in size and number during pregnancy and then regress after delivery. 

(Varney, p 258)

518. (3 points) The increased weight of the growing uterus exerts pressure on the urethra which leads to decreased motility and increased urinary stasis leading to proliferation of bacteria causing UTIs. In addition, increased glucosuria may promote bacterial growth.

Women can help prevent UTIs during pregnancy by drinking 8 large glasses of water daily, drinking apple or cranberry juice, practicing good hygiene.

(Varney, p 343)

519. (3 points)  The dangers of asymptomatic  bacteriuria are:

· higher rate of pyelopnephritis

· pre-term delivery

· low birth weight

Should be treated with antibiotics and routinely screened throughout pregnancy. If recurrence occurs suppressive therapy should be used and monitored by bi-monthly urine cultures.  Antibiotics should be matched to microorganisms present for maximum effectiveness.

(Varney, p 344)

520. (3 points) Symptoms of cystitis include:

· urinary frequency

· urinary urgency

· dysuria

· suprapubic pain

· possible hematuria

Treatment is initiated based on symptomotolgy prior to obtaining a urine specimen or urine analysis and culture.  Once results of culture has been received treatment can be adjusted to be more sensitive to bacteria.  A follow-up culture within two weeks of treatment is necessary. (Varney, p 344)

521. (4 points)  Acute pyelonephritis: inflammation of one or both kidneys.  Two possible complications include: adult respiratory distress syndrome, hemolysis resulting in anemia, preterm labor and delivery and septic shock.  Usual treatments are hospitalization for IV therapy to correct dehydration and electrolyte imbalance and for IV antibiotic therapy.  This is often accompanied by suppression therapy and a urine culture should be done 6-8 weeks postpartum to assess for asymptomatic infection.  This woman is high risk because complications such as the above could result in maternal or fetal death. (Varney, p 345)

522. (4 points)   Anemia: Decreased red blood cells, or decrease in concentration of the hemoglobin in the circulating blood.  Symptoms include:

· fatigue and drowsiness

· dizziness and weakness

· malaise

· headaches

· sore tongue

· skin pallor

· pale mucous membranes

· pale fingernail beds

· hx of heavy menses

· hx of closely spaced pregnancies

· hx of anemia with preceding pregnancies

· loss of appetite, nausea and vomiting

· pica

Treatment includes iron/folic acid and vitamin supplements and increased intake of high iron foods.  If hemoglobin falls between 9 and 10 there should also be additional lab tests to determine the etiology of the anemia. If it is below 9 the midwife should consult with a physician. (Varney, p 344-6)

523. (4 points)   Three symptoms of heart disease include: 

· persistent rales at base of lungs with or without cough still audible after woman takes 2 or 3 deep breaths

· increasing dyspnea with exertion 

· cyanosis

This woman is high risk because cardiac output increases significantly during pregnancy and labor.  Heart disease increases the risk of cardiac decompensation for example: a woman may enter pregnancy with class 1 heart disease and become class 2 or 3 with the physiological stress of pregnancy and delivery. (Varney, p 350)

524. (4 points)  When a woman's body has difficulties metabolizing carbohydrates correctly during pregnancy she can become diabetic.   The risk to the fetus includes macrosomia and the accompanying risk of operative delivery and shoulder dystocia  It is confirmed by the three hour GTT. (Glucose tolerance test). (Varney, p 352-4)

525. (4 points)
	Risks of Multiple Pregnancy
	Rationale

	Twin to twin transfusion
	Potentially two different blood types of babies

	Inadequate maternal nutrition
	The increased need for calories and protein may deplete the mom unless she is eating adequately.

	Higher rate of neonatal resuscitation
	Higher incidence in multiple gestation

	Prematurity
	Higher incidence in multiple gestation

	Higher rate of post-partal hemorrhage
	Due to overextended uterus.

	Malpresentation of second twin
	Higher incidence of malpresentations in multiple gestation


(Varney, p 510)

526. (4 points)  Previous history that may indicate Rh or ABO incompatibility:

· history of previous blood transfusion

· history of previous yellow baby or baby needing a blood transfusion

· history of stillborn or neonatal death resulting from causes unknown to mother

· history of receipt of RhoGam after previous births or abortions

(Varney, p 557)

527. (4 points)  If the mother is Rh sensitized the fetus will have hemolytic disease of the newborn, or erythroblastosis fatalis.  The danger to the fetus is that the mother's body will recognize the fetus as foreign and will employ her immune system to destroy it.  (Varney, p 639)

528. (4 points)   RhoGam prevents sensitization by suppressing the production of antibodies in response to receipt of the Rh + antigen.  This is based on the notion that active immunity is suppressed by passive immunization.  The rationale for the suppression for antibody suppression in the woman is that it is the presence of D-antibodies in the mother that causes hemolytic disease of the newborn in subsequent pregnancies. (Varney, p 639)

529. (3 points)   Some causes and risks of polyhydramnios are: 

· multiple pregnancy

· diabetes

· erythroblastosis

· fetal malformations especially of the GI tract or the CNS

Risks:

· fetal malpresentations

· abruptio placenta

· uterine dysfunction during labor

· immediate postpartum hemorrhage as a result of uterine atony due to overdistention

(Varney, p 357)

530. (3 points)   Causes of Oligohydramnios include:

· congenital anomalies

· IUGR

· early rupture of fetal membranes

· postmature syndrome

This woman is high risk because of the chance of congenital anomalies, the increased possibility of cord compression, chance of lung hypoplasia or limb deformities.

(Varney, p 358)

531. (4 points)  The risk of fetal demise to the mother is the possibility of DIC. DIC: (disseminated intravascular coagulation):Due to a massive release of thromboplastins into the circulation widespread clotting will then occur throughout the body – this will deplete the available circulating platelets. (Varney, p 358-9; Mayes, p 528)

532. (3 points)  Emotional support is extremely important antepartally, intrapartally and during the postpartal course.  The woman should be helped to explore any feelings of guilt or ambivalence and her beliefs about possible causes of death.  The midwife should help dispel any "old wive's tales."  Midwife should assist in helping family make decisions in autopsy and burial.  Midwife should be available postpartum. (Varney, p 358)

533. (3 points)
	Hypertensive Disorders
	Description and Risk to Mom

	Pre-eclampsia
	Development of elevated blood pressure with proteinuria due to pregnancy occurring after 20-24 weeks gestation. Risk: Kidney and liver failure, possibility of seizures, hemorrhage

	PIH
	Development of elevated blood pressure without proteinuria without proteinuria during pregnancy or within the first 24 hours postpartum. Risk: cardiac problems, peripheral edema, 

	Eclampsia
	Same as pre-eclampsia with the addition of one or more seizures. Risk: see pre-eclampsia (plus seizures)


 (Varney, p 359-64)

534. (4 points)   Antepartal bleeding can be caused by:

· placental previa: 1. Do not do vaginal exam 2. Confirm with U/S 3. Hospitalize for duration of pregnancy if total previa. 4. Use fetal movement count records and non-stress test to assess fetal growth. 5. Check hemoglobin and hematocrit 

· abruptio placenta: 1. Immediate delivery (if both mother and baby are stable vaginal birth may be a possibility. 2. ROM and internal monitor of fetus, pitocin and induction of labor.

· rectal hemorrhoids: 1. Reinsert hemorrhoids into rectum 2. Counsel on how to avoid constipation and straining. 3. Other remedies as described above.

· ruptured uterus: 1. Get mom to hospital STAT 2. treat for shock. 

((Varney, p 364-7)

535. (4 points)  Management of hemorrhage due to placenta previa in third trimester:

· Call for help and request that physician be notified

· Start 5% ringer lactate IV with 16 gauge intracatheter

· When starting IV obtain blood for type and cross match for three or more units, CBC, platelets, prothrombin, partial prothrombin, fibrinogen and a tube for clotting time to hang on the wall.

· Place the woman in Trendelenburg position.

· Monitor woman's vital signs

· Monitor fetal heart tones

· Administer oxygen

· Cover woman with warm blankets

· Start second IV (Two IVs are needed – one for electrolyte and other blood)

· Have emergency room ready for C-section

· Insert Foley catheter to measure output

(Varney, p 367)

536. (4 points)
	Reasons for size=dates discrepancy
	Management 

	Erroneous dates
	1. Recalculate dates based on ultrasound and or recheck original calculations 2. Check HCG Quants

	Multiple pregnancies
	1. Palpate using Leopolds for 3 or more large parts

2. Auscultate two distinct fetal heart tones

3. Ultrasound

4. Refer to physician

	Fetal lie
	1. Using Leopolds determine fetal lie.

2. Recommend pelvic tilts

3. Schedule external version.

4. Refer to MDs if not changed to vertex

	Station of presenting part
	1. Assess level of engagement by Leopolds and by vaginal exam.

2. Assess fundal height pattern.

3.  Record mother's observations about lightening.




537. (4 points)  IUGR or SGA can be confirmed via evaluation of the pregnancy for progressive growth.  In order to diagnose suspected IUGR or SGA there should be less than 2 cm growth of the uterus in four weeks.  Confirmation of clinical suspicions by two ultrasounds at least four weeks apart. Head circumference, abdominal circumference, head – abdomen ratio, crown-rump length, femur length, total intrauterine volume and amniotic fluid volume should be measured during the ultrasound.

Management involves attempting to control the medical process that may be contributing to the problem such as:

hypertension

pre-eclampsia

renal disease 

diabetes

Surveillance of the fetus to identify a compromised utero-placental unit or fetus.  Other management includes limited activity including LSL, no smoking, no alcohol aggressive nutritional intervention, additional emotional support,  collaboration with consulting physician, non-stress test and if indicated contraction stress tests.

(Varney, p 370)

538. (5 points)   Five things that should be ruled out with confirmed LGA include:

· wrong dates

· diabetes

· polyhydramnios

· multiple gestation

· uterine myomata

Possible risks to fetus and mother include:

· shoulder dystocia

· CPD

· failure to progress

· fractured clavicle or Erb's palsy

· severe lacerations of the vagina

(Varney, p 372)

539. (4 points)  Postdates pregnancy is defined by a pregnancy that exceeds 42 weeks from LMP.   Management includes surveillance:

· fetal movement record beginning at 40 weeks

· non-stress test beginning at 41 weeks and twice weekly thereafter or in the event of decreased fetal movements

· contraction stress tests

· amniotic fluid volume level

· maternal weight gain

· weekly or twice weekly BPP

· If parameters are within normal limits then expectant management is appropriate.

· additional emotional support

· induction as indicated

(Varney, p 373-4)

Antepartum Pharmacology 

540. A drug is a substance that affects the body in a biologically useful way. (lecture); A drug is any substance used as a medicine in the treatment or prevention of disease. A drug becomes toxic when the amount in the body exceeds the amount the body can use for its biologically useful way. (Melloni’s p 136)

541. Receptor sites are the part of the cell that combines with a specific drug, resulting in a change of the cell’s function, it is the binding site for the drug (or in toxicology the foreign or toxic substance) and therefore is the starting point for the drug’s mechanism of action to unfold. Receptors bond with drugs with a high degree of specificity and a high affinity. 

The four characteristics of drug-receptor interaction are:

1. Selectivity (lock & key theory)

2. Saturability (finite number of receptors)

3. Activity (Excitatory vs. Inhibitory)

4. Reversibility

(lecture, Melloni’s 408, Penn Pharm notes)

542. The three types of receptor sites are:



Adreno-receptors: on the cell membrane, the message from the receptor site is 



passed through the membrane to the interior of the cell.



Enzymes: bind substrate at the active site like a lock and key mechanism



Cytoplasmic: go from cytoplasm to nucleus where it can change the cell’s genome, 



this type of receptor site is where all steroids are bound

(lecture)

543. Pharmocology is the study of drug/receptor interaction, and all aspects of the interactions of drugs and their effects on living organisms. (lecture, Melloni, p 369)

544. Pharmokinetics is the study of the passage of a drug through the body; the extent and rate of absorption, its distribution, localization in tissues, metabolism and elimination. It can also be described as how the drug in the body is concentrated over time. (Melloni, p 369)

545. An agonist drug is a drug that can interact with receptors and initiate a drug response, e.g. acetylcholine. It fits the key into lock model and facilitates the transmission of the message. Agonists are sympathomimetic. Agonist drugs have both Affinity and Efficacy, i.e., an attraction to the receptor, and once bound the drug has an effect.

546. An antagonist drug inhibits the actions of another drug when both interact with the same cell receptors. It fits the model of jamming the lock, blocking the message, and it is sympatholytic. Antagonists only have Affinity and therefore interfere with the effect of the agonist. It occupies the site without activation.

547. Drugs bind to receptors when there are a sufficient number of them and their is an affinity between the drug and receptor. A drug needs to saturate the receptor sites in order to make the biological reaction reach it’s maximum.

548. A dose response curve represents the level of biological effect of the drug as a function of # of doses over time. An increase in concentration of the drug in the body increases the slope of the curve. When looking at the dose response curves of various drugs one can evaluate both the potency and effectiveness of the drugs in relation to each other. Potency is defined as the Intrinsic Activity/Dose (e.g. produces desired response in _ doses). Efficacy is defined as the Maximal Effect produced by a drug (independent of # of doses needed to produce that effect. Therefore Drug A can be more potent than Drug B, but they could be of equal effectiveness and both dose-response curves would max out at the same level, but drug A would have a steeper curve. (Penn Pharm notes)

549. Alpha drugs cause constriction at the receptor site, e.g. vasoconstrction. Beta drugs cause relaxation at the receptor site, e.g. bronchiodilation. (lecture, Melloni’s p 408)

550.  not found

551. The five questions to ask when considering a specific drug for therapy are:

· What is the problem? (Differential Diagnosis)

· Is there a solution?

· What type of therapy is indicated?

· How does the drug work?

· What side effects, interactions, or allergies could exist for this person?    (lecture)

552.  Every cell has 1000s of receptors which can cause activity in millions of effector molecules. (lecture)

553. Cell specialization determines the relative density of alpha vs. beta adrenoreceptors and the specialized process that is going to be activated. 

554. (4 points) Drugs are absorbed differently depending on the route of administration. Lipid soluable drugs are absorbed mostly through the intestine via lipid diffusion. Water soluble drugs are filtered via pores (skin) or extracellular channels. Drugs can also be passively transferred down a concentration gradient via facilitated diffusion which requires the drug has a carrier molecule. Drugs can also utilize active transport, which requires the use of ATP.

Bioavailability is the fraction of unchanged drug that reaches the systemic circulation. For IV administration, the bioavailability is 1. For all other routes of administration (PO, sublingual, SC, IM) it is less than one due to either incomplete absorption or the first pass hepatic effect.

The major site for absorption of most drugs is the small intestinine. For drugs given PO the drug goes from the intestine to the portal vein and passes through the liver, where a portion of the drug is metabolized before even entering the systemic circulation via the hepatic vein and the vena cava. This is called the first pass hepatic effect, and affect the dosage of drugs given PO. 

Drugs given sublingually bypass the liver and directly enter the vena cava and the systemic circulation, therefore drugs given via this routes are dosed much smaller. 

Absorption for IM or SC administration depends on three factors:

· Solubilty of drug in interstitial fluid

· Vascular perfusion of area 

· Extent of capillary membranes

With water soluble drugs, IM absorption > SC absorption, because there is greater blood flow with IM. Drugs in an oily vehicle are given IM and are long lasting as they slowly leach out for absorption.

Topical absorption through skin is only effective if the drug is very lipid soluble. But if they are applied via the mucus membranes absorption is increased because mucus membranes are thin and highly vascular. (Penn pharm notes; lecture)

555. Pharmacokinetics relates to drug concentration as a function of time. This concerns how much drug is present at a receptor to make things happen and how much time it takes the body to clear the drug. (Class notes)

556. It is important to know how a drug is metabolized because it will effect the dosage and the clearance time. Also, if a client has impaired function of either the kidneys or the liver it is useful to know the clearance mechanism of the drug you are prescribing. 

557. For most drugs, clearance is constant over the plasma or blood concentration range encountered in clinical settings, i.e. elimination is not saturable, and the rate of drug elimination is directly proportionate to concentration. Therefore, dosage should be given according to the clearance rate of the drug and the amount needed to maintain an effective dose. (Katzung, p 39)

558. A therapeutic range is the concentration of a drug that will elicit the desired adequate therapeutic effect in given patient. (lecture)

559. (3 points) The volume distribution of a drug can be described as:



Total amount of drug





plasma drug concentration

If Vd is high, the drug has gone outside the plasma. 

Vd of a drug is important because it lets us know how much of a drug needs to be administered in order to have the desired plasma concentration. There is a range , of varying length, depending on the drug and the patient, between the therapeutic range and drug toxicity. In many cases, blood tests are needed to monitor the therapeutic range in a given patient. (lecture)

560. Drug action will be monitored by evaluating the patient's condition in response to the drug. For example, once IM pitocin is administered for postpartum bleeding, the level and hardness of the fundus should be evaluated, the woman's BP and pulse should be monitored and the amount and character of bleeding should be noted to assess if the drug is having the expected action and if it is sufficient for the situation at hand. For treatment of chronic conditions, blood tests can also be utilized to monitor at which dosage the therapeutic effect is achieved and maintained in a client, e.g. Dilantin for seizure prevention.

561. (4 points) Kidney clear (excrete) a drug via two mechanisms:

A. Glomerula filtration


blood ---> glomerulus --->nephron ---> urine


           \


/



\ reabsorption*
/

*drugs in non-ionized state (lipid soluble) are most likely to be reabsorbed


Glomerular filtration is reduced:



1. large molecules



2. high level of protein binding



3. decreased blood levels

B. Tubular Secretion


blood ---------------> Proximal Renal Tubule



(active transport)


this takes energy and a carrier molecule, and therefore can be inhibited. This use of an inhibitor slows down secretion and potentiates the effect of the drug.

(lecture; Penn Pharm notes)

562. Drug metabolism in the liver (also known as biotransformation) largely takes by the Cytochrome P450  enzymes that are found along the smooth endoplasmic reticulum in the liver. These enzymes exist in many forms, function as terminal oxidases, contain iron and lack substrate specificity (many drugs are metabolized by these enzymes).

Drugs are changed into a more ionized (water soluble) form for easy removal in the kidneys. Usually drugs are changed into inactive metabolites, but some drugs change to a metabolite that is greater in strength than the parent drug, and is potentially toxic. (Penn Pharm notes; lecture)

563. The following drugs cause hypertrophy of liver cells:

· Barbiturates

· Anti-convulsants

· Rifampin (an antibiotic)*

· NSAIDs

· Phenlybutazane

Therefore if the above drugs are administered, the rate of metabolism and induction of P450 enzymes increases.

* in on a OCP, Rifampin could reduce the effectiveness of the birth control 

(lecture)

564. (3 points) Enzyme induction is important in drug interactions. Acceleration of metabolism increases the rate of enzyme induction and decreases the rate of enzyme degradation.

In Zero-order kinetics, there is no compensatory effect on the rate of metabolism based on the concentration of the drug (e.g. alcohol). Therefore, there is not increase in enzyme induction based on the concentration of the drug.

In first-order kinetics, as concentration increases, the rate of metabolism increases. This compensatory mechanism works to keep plasma level of drug within a certain range.

565.  Pathophysiology is the study of pathologic alterations in bodily function, as distinguished from structural defects. Diagnosis is the determination of the nature of a disease, based on clinical signs and symptoms. 

Drugs affect processes by either correcting the alteration in function, compensating for the alteration in function, blocking the negative impact of the defect, or by eliminating the organisms responsible for the less than optimum function.

(Melloni's, p 361, 128)

566. Methergine acts on the muscle fibers of the uterus to cause a tetanic contraction to correct the pathophysiology of the persistent uterine muscle relaxation after the delivery of the fetus and the placenta.

567. Other modalities besides drugs that should be considered in a client's treatment include: homeopathy, herbal medicine, nutritional changes, exercise, mediation, counseling, massage and chiropractic. All of these modalities have their own merits and can be effective for either acute treatment and alleviation of symptoms, and longer term health status changes.

568. It is important to realize that there is much that is not known about the mechanisms of drug actions because there are always risks to taking drugs. The mechanism of a drug may be helpful and therapeutic in one way (the way that has been studied), but harmful to homeostasis and bodily functions in a yet undiscovered way. Therefore drugs should be used conservatively.

569. Three things that will determine how I will treat clients are:

1. The probability of compliance with prescribed course of therapy.

2. The severity of the health concern or disease status.

3. The baseline health status of the client, i.e. are they pregnant, lactating, elderly, immunocompromised, etc.

570. One must take into consideration a patient's special needs and physiology when deciding on and administering a drug because drugs can have powerful effects on different people based on their health condition, such as chronic or acute illnesses, liver or kidney compromise, pregnancy and lactation status, allergies, or potential side effects of a drug that could exacerbate an existing health problem.

571. A side-effect of a drug is a reaction to a drug that is different from the reaction intended.

572. An overdose is when someone takes more than the recommended dose of the drug.  

573. A drug allergy is an adverse reaction to a drug.

574. An idiosyncratic reaction is an unusual reaction to a drug. A reaction that is not often seen.

575. see 571

576. see 572

577. see 573

578. see 574

579. The following are specified in a prescription:

· name of drug

· dosage

· frequency of dosage

· duration of course of therapy

· quantity of pills or other drug medium

· number of refills

· whether a generic substitute is permitted

· signature of provider

580. One should always investigate the effects of drugs on is about to administer or that one's patient is on so that one can monitor the expected action and possible side effects, as well as predict any drug interactions and proactively prevent using something contraindicated for the patient. It is important to never use drug therapy when the expected side effects are more harmful than not treating the condition pharmacologically.

Antepartum Nutrition

642. Essential vitamins and minerals in prenatal nutrition in addition to the importance of adequate protein and calories include:

Vitamin C

Folic Acid

B12

Iron

B6

Calcium

Sodium

(Frye, p 220-4)

643. Sufficient protein will not always guarantee enough calories. When caloric intake in insufficient, protein deficiency  can still result because daily protein is used for daily metabolic energy requirements, not for the building of the baby or the maternal blood supply. (Varney, p 319)

644. 10% of the US population is born with mental or physical handicaps or both directly related to maternal malnutrition. (Varney, p 319)

645. Purpose of the WIC program include:

Providing nutritional counseling and food resources to low or no-income families during pregnancy and until children are 2 years old

Providing support for breastfeeding mothers to have adequate nutrition

646. When calorie and protein intake is very insufficient, fat catabolism may occur to meet daily energy requirements. This can lead to acetonuria, which may result in neurological damage to the fetus. (Varney, p 319)

647. Fetal brain growth is affected by maternal malnutrition in the following ways:

Malnutrition during either hyperplasia or hypertrophy of the brain results in a smaller organ. If a fetus suffers maternal malnutrition during hyperplastic growth, the damage is irreversible because the smaller size of the brain is due to a reduced number of cells. If during hypertrophic growth, it is reversible at any time with improved nutrition, because the smaller brain size is due to the size of the cells which can grow. (Varney, p 318)

648. Prenatal maternal malnutrition results in a 15% reduction in the number of brain cells. Postnatal malnutrition results also results 15% reduction. The combination of both results in a 60% reduction in the number of brain cells. (Varney, p 318)

649. Conditions that may require additional corrective nutritional allowances above the pregnancy RDA's include:

· Teen pregnancy

· Lactating mother

· Multiple gestation

· Underweight pre-pregnancy

650. Even if protein level is adequate, one can not get enough iron, folic acid or vitamin C without additional supplementation. Varney recommends ferrous iron 30 mg daily, folic acid 200-400micrograms daily, Vitamin C 250 mg daily taken with meals. (Varney, p 320)

651. Megaloblastic anemia: any anemia usually caused by a deficiency in Vitamin B12 or folic acid (Melloni's, p. 17)

652. Calcium and iron should not be taken together because they form a soap, thus significantly reducing their absorption.

653. During pregnancy the body establishes a compensatory mechanism in order to conserve sodium. In a system that is trying to conserve sodium from normal physiological processes is further insulted by dietary restriction, the mechanism is compromised from overwork. The body needs to expand its blood volume and adequate amounts of sodium are required in order for the body to retain enough fluids in the bloodstream for this to occur and to prevent peripheral edema and preeclampsia. (Varney, p 321)

654. Prepregnant underweight is defined by a body mass index under 19.8. BMI is defined by weight (pounds) divided by height (in inches) squared x 100. 

655. An increase in calories and protein is necessary to prevent preeclampsia and eclampsia when excessive weight gain is due largely to edema. This will provide the necessary nutrients to expand blood volume and achieve an electrolyte balance in the bloodstream that decreases leakage into peripheral tissues. 

656. Times during gestation when the evaluation of nutritional intake is critical are 20 weeks and 28 weeks. At 20 weeks it is crucial because one needs to increase by 500 calories and 25 grams of protein to support increased fetal growth and development. At 28 weeks fetal cellular brain growth is occurring and optimum nutrition is paramount. (Varney, p 325)

657. Pica: an excessive craving and ingestion either of food substances or of clay, dirt, starch, ice and other non-foods often reflecting a trace mineral deficiency.

It can be alleviated by providing the body with a well-balance adequate diet and vitamin and mineral supplementation. There is also some evidence that it is socioculturally related and therefore support and counseling can be given.

Antepartum Lab Tests & Procedures 

658. The period when ultrasound is most useful for determining a due-date is between 12-16 weeks. (Frye, Diagnostic Tests)

659. The AFP test changes with gestational age because the levels, first secreted by the yolk sac and then the fetal liver, increase up to 20 weeks and then begin to decrease as the production of AFP stays in the fetus’ body barring an abnormality such as spina bifida. (Frye, Diagnostic Tests)

660. The biophysical profile is a series of fetal evaluations which, in combination, offer a well-rounded assessment of fetal/placental well-being. These evaluations are done in post-term pregnancies or any time there is a question about fetal or placental well-being, due to either maternal disease or perceived fetal compromise due to poor fetal heart reactivity, lack of fetal movement, or other indicators. Frequently is recommended as a follow-up to a NST that is worrisome or inconclusive. The factors evaluated in the biophysical profile are:

 
1. Fetal reactivity test (NST or fetal heart rate accelerations with movement)


2. Fetal muscle tone (limb or trunk extension w/ flexion)


3. Gross body movements (body or limb movements)


4. Fetal breathing movements (respiratory efforts/ hiccups)


5. Volume of amniotic fluid


6. Placental grade (sometimes used)

The scoring of the biophysical profile suggest actions taken for the mother and baby (repeat test, wait, delivery immediately, induce labor, etc.)

(Frye, Diagnostic Tests; Varney, Midwifery)

661. Amniocentesis is the examination of amniotic fluid which has been withdrawn through the maternal abdominal wall with a sterile needle. Amniocentesis can be used to determine the sex of the fetus, the presence of certain birth defects, neural tube defects, retardation, hemolytic anemia related to Rh disease, and lung maturity. It can also indicate fetal well-being, gestational age, various chromosomal disorders and a host of other problems. 

There are risks involved in the procedure ranging from fetal injury or loss, to failure to retrieve an adequate sample, necessitating repeating the procedure. The relative risk of respiratory problems in the newborn seem increases when amniocentesis was performed, particularly when done before week 14, when the fluid removed is not available for the development of the fetus’ respiratory tract.

The procedure is usually done between weeks 16-18 of the pregnancy. Women should drink lots of water before the appointment. An ultrasound is done to determine the position of the placenta and the fetus before the needle is inserted. About 20 ml of fluid are removed (this should be replaced within 12 hours if the woman is well hydrated.) Care is taken not to contaminate the sample with maternal blood. The baby’s cells are cultured and examined for defects.

With regard to counseling, the biggest issue is that the parents should be clear on what information they want to find out about from the test, and then think about how they are going to use the information, i.e. whether they will abort, chose fetal surgery (if it is on option), or if they just wanted to know. Thinking through these issues ahead of time will likely lead to some women choosing to not have the test.

Rh negative women must also consider the possibility of mixing maternal and fetal blood during the procedure.

(Frye, Diagnostic Tests, p 735-738; Varney, p 289-290)

662. Amnioscopy is the direct observation of the amniotic sac, with an endoscope introduced into the cervical canal. USES?

(Melloni’s, p 14)

663. According to Varney, screening for blood incompatibility between mother and fetus is limited to Rh incompatibilities because there is not generally accepted way to detect ABO incompatibility during pregnancy. However, cord blood can be collected from the newborn, particularly for babies with type O mothers (who statistically are at greatest risk for ABO incompatibility and sensitization), so that it can be typed and evaluation can occur.

For Rh incompatibility, the mothers blood is drawn for initial lab work and the Rh type is determined. If the woman is Rh-, an indirect Coombs’ test (a screen for Rh antibodies) is ordered. If that is positive, an antibody titer is done, and a physician should be consulted for management. If the indirect Coomb’s test is negative at the initial blood screening, another indirect Coombs’ should be performed at 28 weeks. If antibody titers are still negative at this time, then the woman should receive 300 mcg of RhoGAM to decrease the risk of antibodies forming during the antepartal period in the occurrence of a maternal-fetal blood transfusion.

Rh- women who have not been sensitized, should have antibody screens several times during pregnancy as maternal fetal blood transfer could occur throughout the pregnancy. If at any point the antibody screen is positive, an antibody ID must be done to determine what antibodies are present.

(Varney, Midwifery; Frye, Diagnostic Tests)

664. A contraction stress-test is most often used when a NST is nonreactive to further evaluate fetal-well being, particularly in relation to how the fetus might react during contractions of labor. The CST is the most accurate predictor of UPI, and is reliable from 26 weeks until term. The mother is hooked up to an EFM and labor contractions are stimulated using either pitocin, or nipple stimulation. This test should not be done with the following conditions: h(x) of preterm labor; incompetent cervix; multiple gestations; PPROM; hx of uterine surgery or current placenta previa.

The CST is evaluating the FHT of the fetus, and monitors uterine activity. A baseline for both measures is obtained for 10-20 minutes. Maternal BP is taken every 5 minutes and the mother is positions either slightly elevated or on her left side. Nipple stim or pitocin is administered and continued until  during a period of 10 minutes in which there are 3 or more contractions lasting 40- 60 seconds each. 

A healthy fetus with a negative CST has a reactive baseline heartrate no late decelerations during the contractions. A positive CST results when the fetus has late decels consistently and they persist in >50% of contractions. Alternatively, Martin and Schifrin define a positive CST as a 10 minute segment that includes 3 contractions, all showing late decels; and a negative CST as a 10 minute segment with at least three contractions that show no late decels. The CST is equivocal if there is an occasional late decel, but not a consistent pattern.

Negative CST usually is associated with a well fetus for another 7 days. A positive CST is associated with increased rates of IUGR, low APGAR scoring, uteroplacental insufficiency, increased intrauterine death, increased rates of late decels in labor, and meconium staining. Note that there is a high false positive rate of about 30% (positive CST, normal fetal response during labor and normal baby), but a very low false negative rate (about 1%). If uterine hyperstimulation occurs, it is not possible to draw conclusions from the CST and the test should be treated as equivocal.

(Frye, Diagnostic Tests, p 747-749; Varney, p 299-301)

665. The Non-stress test (NST) is used to observe fetal heart rate accelerations in response to fetal activity. It is the most widely used and least invasive measure of fetal wellbeing used in the third trimester. Indications for its use include: suspected IUGR, hx of IUGR; chronic hypertension, diabetes (gestational and pre-gestational), PIH, pre-eclampsia, multiple gestations, oligiohydraminios, post dates, Rh isoimmunization, PROM, decreased fetal movement, previous stillbirth. Mothers are placed on their side and hooked up to an EFM. The baby’s baseline heart rate is monitored and then accelerations (indicating fetal movement and therefore sufficient oxygen and other nutrients through the placentas to perform that movement) are monitored for a time period of 15 minutes to 2 hours. In the past maternal detection of movement was also recorded and correlated to the EFM strip; current research shows that even without maternal detection, fetal heart rate accelerations are predictive of fetal wellbeing.

The test is best performed in a period of fetal wakefulness and the mother should be well-fed and hydrated before the test. A reactive NST indicates that the fetus is doing well-late in pregnancy (after 28-32 weeks) a fetus has an average of 34 accelerations about the fetal heart rate baseline every hour with an average rise of 20-25 bpm lasting about 40 seconds. ACOG’s guidelines for a reactive NST is that at least 2 accelerations of the FHR within a 20 minutes period occur that are off baseline for at least 15 seconds and have a minimum amplitude of 15 bpm. A nonreactive NST is the failure to meet that criteria, and an inconclusive NST occurs when the tracing of the FHR is uninterpretable due to either an inability to establish a baseline FHR (due to a very active fetus) or difficulty obtaining the tracing at all.

A significant bradycardia is noted in about 1-2% of cases (defined as a drop in FHT <90 bpm or a drop greater than 40 bpm from baseline for at least 1 minute); this is generally predictive of fetal compromise, to even a greater degree than a nonreactive NST. However, most cases of variable decels during the NST are not predictive of fetal compromise, but rather are associated with a nuchal cord.

The false positive rate of the NST is high, from 75-90%, particularly when the test is performed before 28 weeks or between 28-32 weeks. This is because FHR reactivity is a developmental milestone that occurs between 28-32 weeks.

Normal reactivity is associated with fetal survival for another 7 days. Non-reactivity is associated with fetal sleep, hypoxia, CNS system defect, immaturity, oligiohydraminios, or from the maternal side, disease (diabetes, hypertension), medications (CNS depressants, beta-blockers, steroids), street drug use, smoking, dehydration or chorioamnionitis. A non-reactive NST will typically be followed up with a CST or a BPP.

(Frye, Diagnostic Tests, p 742-744; Varney, p 296-298)

666. Fetoscopy is a technique for direct visualization of the fetus and collection of a fetal specimen for analysis. The procedure has largely been replaced by ultrasound and is only offered to women who have a significant risk of having a child with a birth defect that can only be obtained via biopsy samples through fetoscopy. The process includes inserting a small tube through the abdomen into the uterus and inserting the fetoscope and directing it to the part of the fetus that needs to be visualized. Additional instruments can allow for the collection of blood or skin samples. Conditions that have been identified via this procedure include: Ellis-van Creveld syndrome which causes ectodermal dysplasia, congenital heart defects, dwarfism, and polydactyly, as well as other syndromes. Risks include increase in miscarriage, preterm labor, amniotic fluid leakage and fetal death.

(Frye, Diagnostic Tests, p 740)

667. Gonorrhea and Chlamdyia,  syphillis and Hepatitis B are tested for at the onset of prenatal care. HIV is also tested is the mother permits it. Depending on history and symptoms, the presence of herpes, HPV, trichinosis, BV and other STD’s can be tested for.

668. Immunity to rubella is tested for in pregnancy. Although this disease is harmless in childhood, it can cause devastating effects on the fetus during pregnancy, particularly if the mother has previously been unexposed. Rubella is therefore the only viral titer routinely checked during pregnancy. Rubella related fetal damage includes: deafness, heart defects, cataracts, and marked physical and mental retardation. Manifestations of infection are grouped into three categories-transient, permanent and late onset.

Childhood vaccinations are no guarantee of protection and therefore every first time pregnant woman should have her titer drawn early in prenatal care. Natural exposure to the virus when not pregnant does lead to lifelong immunity-if this is documented then the risk is very minimal. Vaccination during pregnancy is recommended is a woman is found to be non-immune. The CDC indicates that vaccination is safe between 3 months pre-conception to 12 weeks of pregnancy. If a mother doesn’t not come to prenatal care until after the first trimester and is non-immune, the vaccine is not given and the mom is instructed to stay away from children with colds and is vaccinated after the pregnancy. 

(Frye, Diagnostic Tests, p 557-559)

669. The Rh factor is a minor factor on RBC. If the mother is Rh negative and her baby is Rh positive and maternal fetal blood mixing occurs, the mother’s system will recognize the Rh positive antigens as foreign and produce antibodies to attack the fetal cells. Usually, the danger is not with the first pregnancy (although if maternal fetal mixing occurs early in pregnancy this could lead to isoimmunization and fetal demise), but rather with subsequent pregnancies. This is because the mother’s body will have already developed the Rh+ antibodies and will try to destroy the fetus as an invader in her body.  The highest risk is in Rh- women who have ABO compatible, Rh+, male children. 

(Frye, Diagnostic Tests, p 119-120)

670. Type O- blood is the universal donor because it has silent isoantigens on the RBCs, and therefore does not trigger an immune response when given to people with other blood types.

(Frye, Diagnostic Tests, p 116)

671. A pap smear should be done early in pregnancy to rule out cervical, vaginal and endometrial cancer or their precursors (dysplasia).

672. Glucose, protein and ketones in the urine are routinely tested for during pregnancy. 

Glucose in the urine would indicate potential gestational diabetes. It could also indicate that a high sugar intake occurred close to analysis, or could show up if the woman is on antibiotics.

Protein in the urine is a late sign of toxemia. Trace protein can also show up in concentrated urine, or with exercise or stress.

Ketones in the urine is a sign of maternal fasting or insufficient dietary intake and/or dehydration. It can also signal diabetes.

(Frye, Diagnostic Tests, p 74-76)

673. Two blood tests for anemia are: 

· Total iron binding capacity: this value represents the number of iron attachment sites on the red blood cell. High values are consistent with anemia outside of pregnancy, but during pregnancy values are typically somewhat elevated.

· Hemoglobin electrophoresis: with a history of long-standing anemia, anemia unresponsive to therapy, or for a woman with an ethnic background associated with hereditary anemia, this test will determine if the ration of the various heme components of her hemoglobin is normal, and if not, exactly what variations may be present

(Frye, Diagnostic Tests: p 220)

674. Mothers at risk for gestational diabetes and therefore candidates for the diabetes screen include: women with previous large babies (> 9lbs), unexplained pregnancy losses or an otherwise poor reproductive history, malformed babies, polyhydramnios, glycosuria, those over 25 years of age, obesity, family history of diabetes, and those who have classic diabetes symptoms (such as increased urinary output; thirst, recurrent vaginal yeast infections, slow healing of sores, acetone breath, increased appetite, weight loss and weakness. 

There are many types of tests and screens for diabetes during pregnancy and most should be offered between 24 and 28 weeks of pregnancy.

(Frye, Diagnostic Tests, p 316)

675. The two most common reasons that a mother should be offered RhoGAM are: 

· Mothers who are Rh-negative and who do not know that the father of the baby is also Rh-negative (and therefore have at least the possibility that the baby is Rh+) should be offered RhoGAM at 28 weeks pregnancy. 

· If an unsensitized Rh-negative mother gives birth to a Rh-positive baby, who shows a negative Coombs test, a post-partum injection of RhoGAM should be given. It will function as a temporary anti-Rh antibody and will destroy any fetal cells present before the mother’s body recognizes them and begins sensitization. This will avoid sensitization and the development of hemolytic disease of the newborn in future pregnancies.

Other situations that would warrant RhoGAM being administered are:

· Accidental transfusion of Rh+ blood to a Rh- person

· After a Rh-negative woman undergoes an invasive diagnostic procedure potentially involving bleeding (e.g. amniocentesis or CVS)

· When an unsensitized woman has a miscarriage, abortion or ectopic pregnancy after 8 weeks gestation

· After a trauma, especially to the abdomen such as in a car accident

· After a disruptive procedure (such as external version) especially if followed by vaginal bleeding

· If very weak antibodies or equivocal result are found on the antibody screen the test should be repeated before ruling out RhoGAM administration

(Frye, Diagnostic Tests, p 130)

676. The measurements used to confirm fetal maturity by ultrasound are:

· Biparietal Diameter (BPD): A BPD >9 cm is associated with a gestational age of at least 38 weeks, and a BPD of 9.2 cm or more reliably predicts mature lungs in uncomplicated pregnancies (not true for babies of diabetic mothers)

· A placental grade of 3 (calcium deposits throughout placenta) in uncomplicated pregnancies is correlated with a mature L/S ratio (predicting lung maturity)

· Crown-rump length

· Femur length

· Head circumference

· Abdominal circumference

· Volume measurements of amniotic fluid

(Frye, Diagnostic Tests, p 712-714, 768-9)

Antepartum Observational & Charting Skills 
677. The purposes of keeping a chart include: 

· as a memory bank

· a historical file for future health care

· an ongoing means of keeping up with what is going on during the process, i.e. the big picture

· one can refresh oneself at a glance before subsequent visits

· it is a legal record of your actions and omissions and clinical thinking and judgement

The chart guides how a practitioner gives care by laying out the priorities and clinical parameters evaluated on an ongoing basis, and how retrievable relevant information is to make timely decisions regarding care provision.

(Frye, p 356)

678. In order to detect additional needs the mother may have, in addition to a complete physical exam the midwife will observe the mother's:

· socioeconomic status

· culture

· social support and family involvement

· educational level

· risk for social problems, e.g. domestic violence, substance abuse, homelessness

· mental status

· language barriers

679 chart is never whited out because it is a legal document and white out implicates the possibility that the provider changed the documentation retrospectively to protect him or herself. Every entry is signed to provide for accountability of one's actions and clinical judgement.

680. The chart is a legal document in your interactions with clients and

it is the best and sometimes only resource to back up your claims, should questions regarding your recommendations or how you dealt with the problem come up. (Frye, p 356)

681. The mother's subjective findings are charted as what the woman says is happening to her, her chief complaint, any information the woman gives you regarding the topic at hand, as well as information you obtain from her via your questions. (Frye, p 358)

682. Objective parameters are charted by what you note by examination or observation, as well as any previous test results, diagnoses or procedures. (Frye, p 358)

683. The assessments of the objective findings are charted by documenting what you suspect or diagnosis, or a summary of the available data. (Frye, p 358)

684. Making a plan based on the assessment of findings is important because one must document what you recommend for the condition you suspect, any tests you order, or if you suggest referral or consult. The plan should either provide you with the answers to make a definitive diagnosis, or once a diagnosis is made, the plan should help to alleviate or treat the condition. (Frye, p 359)

685. The mother's risk status should be charted at each visit on the prenatal record after evaluating her condition by checking BP, fundal height, FHT, swelling, GFM, etc. 

686. A risk that requires physician referral should be charted on the prenatal record with more details in the notes regarding the reason for the referral, the date referral is made, who the referral is to and a timeline for evaluation and followup. Once follow-up occurs it should be documented with the recommendations from the practitioner that was referred to and a plan for reassessment. 

687. To chart a complaint that you counsel for over the phone, one should follow the SOAPIER method and record the client's account of the problem, the questions that you asked to r/o complications via differential diagnosis, and your decision-making regarding whether the client needs to be seen, or by what parameters the client should contact you again and/or get emergency care, or when you are going to call or visit to follow up and see if the situation has resolved. Follow-up should document that it was done, the current condition or existence of symptoms, and what treatment plan was followed previously as well as revisions to treatment plan.

688. When charting a treatment of a specific condition the following should always be included:

· description of treatment

· amount and/or frequency of utilization

· planned duration of treatment

· potential side effects or dangers of the treatment

· expected timeline for improvement of condition

· s/sx of worsening condition

· plan for follow-up

Module Four: Intrapartum Management

Basic Skills 

689. (1 point) Using Leopold’s maneuvers, I would determine fetal lie, presentation and position during labor. To help ascertain these in a confusing situation, I would also use a fetoscope to assess loudest fetal heart tone location and relate that to fetal position, and do an internal exam to assess a vertex presentation and suture lie to assess position. 

690. (1 point) Vaginal exams to assess the progress of labor should be done according to Varney:

· On admission, to establish an informational baseline.

· Before deciding on the kind, amount, and route of any medication.

· To verify complete dilatation in order  to either encourage or discourage maternal pushing effort

· After SROM if a prolapsed cord suspected or  a possibility

· To check for a prolapsed cord when fetal heart rate decels are not improved with the usual maneuvers
There is not set time schedule (such as every hour) that should be used.

(Varney, p 419)

691. (2 points)

	Pelvic Structure
	Changes in Labor

	Cervix
	Dilation and Effacement, movement to central in vagina from posterior

	Uterus
	Uterine contractions will cause hardness, check to see if coordinated action, muscle mass will migrate to top of uterus, after fetus and placenta are out, the uterus will contract and shrink in size

	Bag of Waters
	Assess for bulging of bag and rupture

	Ischial spines
	Assess ischial spines in relation to fetal presenting part to determine station


(Varney, p 389)

692. (5 points) The steps of a sterile speculum exam:

1. Explain the procedure to the woman and have her empty her bladder

2. Provide a drape and leave the room while the woman undresses from the waist down

3. Assemble your equipment, making sure that your light source is at hand

4. Assist the woman in a semi-sitting position, and do the following:

5. encourage her to relax

6. ask her to place her feet in the footrests, bring her hips to the end of the table and to let her knees fall out to the side

7. Demonstrate sensitivity to the woman’s emotional well-being throughout the exam

8. Wash your hands and put on sterile gloves

9. Select the proper size speculum in a sterile pack and have assistant open the sterile pack and sterile lubricant, apply lubricant to the speculum.

10. Let the woman know you are about to touch her to her. 

11. Examine the external genitalia, noting any condyloma, herpes lesions, lice and etc.

12. Place your finger at the introitus, open your fingers into a peace sign and give posterior traction. This will expose the introitus.

13. Let the woman know you will now insert the speculum.

14. Introduce the speculum at a horizontal or slight oblique angle with the blades closed.

15. Insert the speculum in a downward fashion towards the woman’s tailbone until the handle of the speculum is flush against the perineum.

16. Carefully open the speculum until the cervix pops into view. If the cervix does not immediately pop into view, have the woman take a deep breath and encourage her to relax before trying to reposition the speculum. Often, the cervix, if given time, will come into view if you inserted the speculum posteriorly. This also helps to avoid any trauma to anterior structures.

17. Once you have an adequate view of the cervix, tighten the blades of the speculum.

18. Visualize the vagina and cervix noting:

19. color

20. integrity of the tissue

21. presence of absence of discharge

22. type of discharge, if present

23. type of odor, if present

24. Collect any specimens if needed, and explain each procedure to the woman. Have assistant help you as needed in order to maintain sterile technique.

25. Loosen the speculum blades and begin to withdraw the speculum while maintaining pressure on the blade lever. 

26. Once the speculum clears the cervix (the cervix will move), remove your finger from the blade lever and let the vagina close the blades while you finish removing the speculum.

27. Keep the speculum even when you remove it to prevent splattering of discharge.

28. Place speculum in appropriate container.

29. Remove and dispose of your gloves.

30. Turn off you light source.

31. Help the woman to a sitting position and offer her some tissue.

32. Explain your findings.

33. Leave the room while she dresses.

34. Prepare specimens (if any).

35. Document the results, including any significant emotional response to the exam.

(PSGM, p 47-48)

Sterile speculum exams are done to assess rupture of membranes, or if membranes were ruptured and an exam was needed to assess cervix, or to rule out placenta previa in the third trimester. 

693. (3 points) Steps for urinary catheterization:
1. Explain the procedure for catheterization to the woman.

2. Assemble the necessary equipment.

3. Wash and dry your hands. Put on sterile gloves.

4. Prepare the woman by placing an underpad beneath her, placing a bowl between her legs, and washing the external genitalia.

5. Have your assistant open the sterile catheterization try

6. Remove your contaminated gloves and put on new sterile gloves

7. Lubricate the catheter tip

8. Prepare cotton balls (or povidine swabs) with antiseptic cleanser

9. Separate the labia to expose the meatus

10. Cleanse the meatus with prepared cotton balls (or povidine swabs)

11. Cleanse the genitalia from the prepuce of the clitoris down

12. Pick up the catheter from the end away from the side that will enter the woman

13. Insert the tip of the catheter into the urethra to the proper depth (i.e. until flow of urine begins)

14. Allow the urine to flow into the bowl

15. Withdraw the catheter when urine flow is finished

16. Wash and dry the genitalia

17. Chart the output, the character of the urine and the time of the procedure.

(PSGM, p 165)

This should be done during labor if the woman’s bladder is full and bulging and she is not able to void on her own, or in this same situation after the baby is born and the bladder is obstructing full contraction of the uterus, or if a sterile sample of urine is needed and bloody show or other discharge would contaminate the specimen if collected any other way.

694. (1 point) Fetal heart tones should be evaluated every 30 minutes during active labor, more often (after every other contraction in second stage) as well as in the following situations:

· when membranes rupture

· after expulsion of an enema

· whenever there is any sudden change in the contraction or labor pattern

· after giving the woman medication and again at its peak action time

· whenever there is any indication that an obstetric or medical complication is developing
To establish baseline FHT, the midwife should start to listen midway between two contractions and count the FHT for 6 seconds, break for 4 seconds, and count again for 6 seconds, and continue this pattern of listening through the contraction to midway between it and the following contraction. The  rate and amount of irregularity should be noted, and correlations between uterine contractions and FHT should be noted.

(Varney, p 417)

695. (2 points) In assessing uterine contractions, the following should be evaluated:

· frequency: the time between each contraction, usually as labors progresses contractions become more frequent

· duration: the length of the actual contraction, usually as labor progresses the contractions get longer; active labor contractions are generally at least 45 seconds long, usually more like a minute

· intensity: this can be assessed by how the woman handles the contractions as well as feeling her belly for hardness, or by the toco monitor if being externally or internally monitored
(Varney, p 418)

696. (2 points) All maternal vital signs are checked every time the woman presents for a diagnosis of labor and again for initial evaluation. 

Maternal Vital Signs that are assessed during labor include:

BP: every hour

Pulse, Temperature, Respirations: 

· every 2 or 4 hours when the temp is normal and membranes are intact

· every 1 or 2 hours after the membranes are ruptured
(Varney, p 415)

697. (1 point) Dipsticking Urine

1. Instruct the woman to provide a mid-stream urine sample.

2. Have her dip a chemical stick into the urine sample, fully covering the chemical squares.

3. Compare, as directed on the dipstick container, within the time allowed to ascertain levels of glucose, ketones, protein, etc., if any.

4. Note the following about the sample:

· color

· density

· odor

· clarity

5. Instruct the woman to discard the urine sample, the dipstick and the container properly.

6. Advise the woman of the results.

7. Counsel the woman based on the results obtained from the dipstick and your observations.

8. Document the results.

(PSGM, p 34)

698. (1 point) The best evaluation for anemia during labor is proper prenatal assessment of women at risk for anemia, or with anemia so that corrective measures can be taken and these woman can be watched closely during labor. During labor, pale fingernail beds, skin pallor, malaise, sore tongue, pale mucous membranes, drowsiness, fatigue, dizziness and weakness can also be assessed to determine anemia, although may of these s/sx are normally present for the laboring woman. Amount of blood loss should be evaluated and documented to assess risk for pp anemia. Capillary tube collection, or a CBC may be done as well to assess hematocrit, although the utility of knowing this at this time (unless the level of hemorrhage was so great as to require transfusion) is questionable.

699. (1 point) Assessment of Edema

1. Explain the procedure to the woman.

2. Expose the woman tibia and press the tissue against the bone, using the forefinger for 1-2 seconds.

3. Begin pressing at the base of the tibia and repeat every three inches above if pitting is observed.

4. Observe for the degree of pitting indentation

· 2mm depression= +1 pitting edema

· 4mm depression= +2 pitting edema

· 6mm depression= +3 pitting edema

· 8mm depression= +4 pitting edema

or,

1. At mid-shin level press and hold for 5 seconds and grade according to the following:

· slight impression in the skin and/or color returns rapidly= +1 pitting edema

· obvious indentation which take 5 seconds to disappear and/or color to return= +2 pitting edema

· 5-10 seconds for the indentation to disappear and/or 10 seconds for color to return= +3 pitting edema

· indentation remains after 15 seconds and/or color does not return= +4 pitting edema

1. Repeat if necessary on the hands and face of the woman.

2. Inform the woman of the findings and counsel appropriately.

3. Chart the results.

(PSGM, p 68)

700. (1 point) If indicated due to s/sx of preeclampsia or HELLP syndrome, hyperrelexivity should be assessed by evaluating for clonus:

· position the woman so that her knee is partially flexed

· support this position with one of your hands underneath the bend in the knee

· with your other hand grasping her foot, sharply dorsiflex her foot and maintain pressure to keep it in dorsiflexion

· you will be able to see and feel any beats of clonus, as the muscle contractions and relaxations will cause rhythmical alterations between dorsiflexion and plantar flexion-the muscles being stretched are the same as for the ankle-jerk reflex.

(Varney, p 751)

701. (2 points) In doing an amniotomy one should:

· use sterile technique

· do the amniotomy between contractions so that:


a. the force behind the rupture is not as strong


b. the membranes are not stretched tightly against the fetal head (which leaves too little room to safely grasp the membranes)

· use an instrument that will be effective quickly and easily, such as an Allis clamp or hooks manufactured for that purpose

· after rupturing the membranes, leave your fingers in the vagina through the next contraction:


a. evaluate the effect of the amniotomy on the cervix (dilation) and on the fetus (descent and rotation)


b. assure there was no prolapse of cord

· have fetal heart tones evaluated during and after the AROM to assess the immediate effects on the wellbeing of the fetus

(Varney, p 420)

702. (2 points) The steps in performing an episiotomy:

· Place your index and middle fingers into the vagina, palmar side down and facing you. Separate them slightly and exert outward pressure on the perineal body

· The blades of the scissors are placed in a straight up-and-down position so that one blade is against the skin of the perineal body, with the point where the blades cross at the midline of the posterior fourchette.

· With your fingers that are in the vagina, and the thumb of the same hand on the outside of the perineal body, palpate for and locate the external anal sphincter.

· Adjust the length of the blades of the scissors on the perineal body to the projected length of the incision.

· Cut.

· Sponge, observe and palpate again for the external sphincter. Evaluate if another cut in this plane is needed.

· Cut again, if needed.

· Evaluate the extent of the incision into the vagina. Feel for a band of tight, restricting vaginal tissue just inside the introitus.

· Extend the vaginal side of the incision, if needed, or if the band of tissue is there and needs to be incised. Extension is accomplished by now pressing downward with your two fingers in the vagina, holding them apart enough to splint the incision line and in far enough to extend beyond the projected lengthening of the incision line. Bring the scissors from above the back side of the hand to slide between the fingers and make the cut.

· Apply pressure with 4x4 sponges to the incision.

(Varney, p 854)

Risk Screening 

703.  The history that needs to be taken at the initial labor assessment includes:

· Age

· Gravida and para

· Time of onset of contractions and frequency and duration of contractions from the onset to present

· Intensity of the contractions when lying down, in contrast to when walking around

· Descriptions of the location of discomfort or pain felt with contractions

· Length of previous labor

· Number of years since last baby

· Delivery methods of previous deliveries

· Size of largest and smallest previous babies

· EDD and present weeks of gestation

· Absence, presence or increase in bloody show

· Absence or presence of vaginal bleeding

· Status of membranes

· Any prenatal problems

· Any general health issues

((Varney, p 387-88)

704.
	False Labor
	True Labor

	contractions do not increase in frequency, duration and intensity

contractions are irregular and short duration
	contractions  increase in frequency, duration, and intensity

	contractions rarely intensified and may be alleviated by walking
	contractions intensified by walking

	contractions felt in the lower abdomen and groin
	contractions felt as radiating across the uterus from the fundus to the back

	contractions are irregular and short duration
	contractions may start as irregular and short duration, but become regular


(Varney, p 387)

705. It is not possible to distinguish between IUGR and SGA prior to delivery. The majority of SGA infants are small because of IUGR. Some babies can just be constitutionally small but be healthy. 

IUGR babies:

· show signs subcutaneous tissue wasting. 

· ability to gather large skin folds, especially around the shoulders and upper back. 

· dry skin

· meconium

· overalert appearance with prominent eyes, firm skulls
· may have symmetric or asymmetric growth restriction
(Varney, p 616)

706. Progress and pelvic adequacy are indicated by:

· Progressive effacement 

· Progressive dilation

· Descent of the presenting part

· Position of the presenting part, i.e. not asynclitic

707. In order to r/o ROM, it is necessary to do a sterile speculum exam (see above for steps), check for + nitrazine check and ferning, and for pooling of fluid in the speculum. It may also be possible to visualize a bulging bag of waters at the os, or to palpate the bag via a digital exam. 

If ROM has occurred, very limited and sterile vaginal exams should take place. Also, the woman should not put anything in her vagina, no sex, and be impeccable about hygiene. Vitamin C and echinacea should be increased to help the immune system as well. If indicated due to symptomology, or if GBS+, IV antibiotics should be administered per protocol.

708. Parity effects both duration of labor and the incidence of complications. A multiparous cervix offers less resistance to labor, thereby shortening duration of the labor. Multiparas also have more relaxed pelvic floor, offering less resistance to the passage of the baby, also shortening the duration, and have more pronounced fundal dominance with their contractions. Duration of labor may increase with grand multiparas, as a result of changes in the uterine musculature, often called “exhaustion of the uterine muscle”, e.g. a woman having her eighth baby having a longer labor than her first. 

Complications that rise in incidence with parity of 5 or above include abruptio placentae, placenta previa, uterine hemorrhage, maternal mortality, perinatal mortality, and double ovum twinning. (Varney, p 387)

709. Fetal positions that must be ruled out include: frank breech, complete breech, footling breech, brow, face, mentum, military, oblique or transverse.

710. Normal fetal positions that increase the duration of labor or rate of complications include: occiput posterior.

711. The qualities of the contraction that must be monitored to rule out complications are: coordination of effort, frequency, duration and intensity.

712. Vital signs and changes are used to rule out complications in the following ways:

	Vital Signs
	How to rule out complications

	Blood Pressure
	· when checking BP during a contraction a rise of up to 15 systolic and 5-10 diastolic is WNL, it should return to prelabor levels between contractions. if rise is greater than above, check for other signs of preeclampsia

· if elevated BP, put woman in LSL and check again

	Temperature
	· elevation should not exceed 1-2 degrees F which is normal due to increased metabolism during labor

· if higher, infection should be r/o

	Pulse
	· a slightly elevated pulse is likely normal , other parameters should be checked to rule out infection

	Respirations
	· a slight increase in respiratory rate is normal during labor and reflects the increase in metabolism that is occurring. 

· prolonged hyperventilation is abnormal and may result in alkalosis


(Varney, p 406-7)

713. Edema, especially pitting edema, may suggest preeclampsia or HELLP syndrome. Edema found in tandem with proteinuria, RUQ pain, headaches, elevated blood pressure would suggest preeclampsia. If edema is found and is not pitting or not in conjunction with previous symptoms, dehydration and inadequate electrolyte balance.

714. Estimated fetal weight of one or more pounds larger than previous baby or babies, alerts the midwife to the possibility of difficulty with delivery of the shoulders. (Varney, p 389)

Physical Assessment 

715. The bones of the pelvis are the:  illium, ischium, pubis, sacrum and coccyx.

716. The landmarks that are evaluated during pelivmetry are:

· ischial spines

· sacrum

· coccyx

· pubic arch

· ischial tuberosity

the most important pelvic measurements are:

· diagonal conjugate

· bi-ischial diameter

· angle of the pubic arch

· bituberous diameter

· angle of side walls

717.  The muscles of the pelvic floor

	Muscle
	Description

	Levator Ani:

a. pubococcygeous

b. iliococcygeous
	· supports and maintain position of pelvic viscera

· resists increase intra-abdominal pressure during forced expiration, coughing, vomiting, defecation, urination

· constricts the anus, urethra, and vagina

· supports fetal head during childbirth

	Coccygeous 
	· supports and maintain position of pelvic viscera

· resists increase intra-abdominal pressure during forced expiration, coughing, vomiting, defecation, urination

pulls coccyx anteriorly following defecation or childbirth


(T&G, p 330)

718. The process of birth stretches and distends the pelvic floor. Potentially, the pelvic floor could tear. After birth, the integrity of the pelvic floor may be compromised and its ability to support and maintain the pelvic viscera decreased.

719. The perineum consists of superficial perineal and deep perineal muscles

	Muscle
	Description

	Superifical 

a. superficial transverse perineus


	 helps stabilize central tendon of perineum

	b. bulbospongiosis
	helps propel urine

constricts vaginal orifice

assists in erection of clitoris 

	c. ischiocavernosis
	maintains erection of clitoris

	Deep

a. deep transverse perineus
	helps expel last drops of urine

	b. external urethral sphincter
	helps expel last drops of urine

	c. external anal sphincter
	keeps anal canal and anus closed


(T&G, p 332)

720. The urogenital triangle includes the external genitals which includes the labia, vagina, clitoris, urethra. 

721. The musculature of the uterus is located in the myometrium, the middle layer of the uterine wall. It is composed of three layers of smooth muscle fibers, thickest at the fundus and thinnest near the cervix. The division of the uterus are the fundus, the body and the cervix. Between the body and the external os of the cervix is a 1/2 region called the isthmus. (Frye, p 172)

722. The myometrium is the middle layer of the uterine wall consisting of three layers of smooth muscle. During pregnancy, the myometrium builds additional muscle mass and surface to accommodate the growing fetus. During labor, contractions differentiate the muscle mass of the uterus into two zones: 1. the lower passive zone which does not contract but thins out into a narrow muscular tube through which the baby will pass; 2. the upper contracting zone, which thickens and expels the baby during labor. The upper zone thickens only to the extent that the lower zone expands and thins. (Varney, p 384)

723. The obstetric pelvis refers to the true pelvis, the bony passageway through which the fetus must maneuver to be born vaginally. (Varney, p 791)

724. The pelvic cavity or inlet, is the upper entry into the true pelvis, bounded by the sacral promontory posteriorly, the linea terminalis laterally, and the upper portion of the symphysis pubis and the horizontal rami of the pubic bones anteriorly. (Varney, p 793)

725. The pelvic outlet can be thought of as being composed of two triangles, with the transverse diameter of the outlet servings as the common base. The transverse diameter of the outlet is the distance between the inner aspect of the lowermost part of the ischial tuberosities, usually about 10cm. (Varney, 794)

726-727.

	Type of Pelvis

& Effect on Labor
	Inlet
	Sacrum
	Sacrosciatic Notch
	Sidewalls
	Ischial 

Spines
	Pubic Arch

	gynecoid “female pelvis”

ideal for vaginal birth
	well rounded with the transverse diameter about the same or slightly greater than anteroposterior
	parallel with the symphysis pubis
	well rounded 
	straight
	blunt and neither prominent or encroaching
	wide >90 degrees

	android “male pelvis”

difficult vaginal delivery, increase OP birth, forceps, stillbirth, high rate of CPD & c-sec
	heart-shaped, posterior saggital diameter is quite short in comparison to anterior sagittal diameter leaving little room for fetal head in posterior pelvis
	anteriorly inclined and flat
	high arch and narrow
	convergent
	usually prominent and frequently encroaching, decreasing the interspinous diameter of the midplane
	narrow <90 degrees

	anthropoid

favors posterior position of fetus, adequate for vaginal delivery 
	oval with an anteroposterior diameter much larger than transverse diameter
	posteriorly inclined and flat, the longest sacrum and deepest pelvis, posterior sagittals are long throughout the pelvis leaving more space in the posterior pelvis for the fetal head
	average height but wide
	frequently convergent
	usually prominent but not encroaching, with the interspinous diameter of the midplane less than gynecoid but more than android pelvis
	may be narrow, but potential problem of outlet contracture is counterbalanced by lengthy anteroposterior diameter’s having a long posterior sagittal, providing room for the baby

	platypelloid-most rare

not conducive to vaginal delivery
	like a flat gynecoid pelvis, opposite of anthropoid pelvis having a short anteroposterior diameter and wide transverse diameter; also a wide forepelvis
	inclined posteriorly and quite hollow leading to short sacrum and shallow pelvis
	wide and flat with an acute angle b/t ischial spines and sacrum
	slightly convergent
	somewhat prominent but this has no effect due to substantial transverse diameter
	quite wide, this is the widest pelvis of all types


728. The important bones of the fetal skull are:

· occiput

· frontal bone

· parietal bones

· temporal bones

· mandible

729.-733.

	Name
	Location/Description

	Sagittal Suture
	Lies between the two parietal bones. Runs anterior-posterior between the two fontanelles and divides the head into left and right halves.

	Lamboidal Sutures
	Extend transversely from the posterior fontanelle. Separate the occipital bone from the two parietals.

	Coronal Sutures
	Extend transversely from the anterior fontanelle and lie between the parietal and frontal bones.

	Frontal Suture
	Between the two frontal bones. Anterior continuation of the sagittal suture. Extends from the glabella to the bregma. 

	Anterior Fontanelle
	At the junction of the sagittal, frontal and coronal sutures. Measures about 3x2 cm and is diamond shaped. Becomes ossified by 18 months. Facilitates molding. Plays a part in accommodating the remarkable brain growth in early life. Helps to assess fetal dehydration.

	Posterior Fontanelle
	At the junction of the sagittal suture and two lamboidals. A meeting of the sutures more than a true fontanelle. Much smaller than anterior. Intersection makes a Y with the sagittal suture at the base and the lamboidals as the arms. Closes at 6-8 weeks.

	Biparietal Diameter
	Between the parietal bosses. Largest transverse diameter and measures 9.5 cm

	Bitemporal Diameter
	Lies between the lateral sides of the temporal bones. It is 8cm and the shortest transverse diameter of the skull.

	Suboccipitobregmatic Diameter
	Extends from the undersurface of the occipital bone, where it meets the neck, to the center of the bregma. It is 9.5 cm. It is the anterior-posterior when the head is well-flexed, i.e. vertex presentation.

	Occipitofrontal Diameter
	Presents in the military attitude, neither flexion nor extension. Extends from occipital protuberance to the glabella and is 11.0 cm.

	Occipitomental or Verticomental Diameter
	Involved in brow presentation (halfway extension of the head). It runs from the vertex to the chin, measures 13.5 cm. Longest anterior-posterior diameter of the head.

	Submentobregmatic Diameter
	Diameter in face presentations, complete extension of the head. Reaching from the junction of the neck and lower jaw to the center of the bregma. 9.5 cm. 


(Oxorn-Foote,  42-47)

734. Molding is the ability of the fetal head to change its shape, and therefore adapt itself to the maternal pelvis. Fetal are joined loosely by membranes so that actual spaces exist between the edges of the bones. This permits the bones to alter their relationship to each other as pressure is exerted on the head by the bony pelvis; the bones can come closer to each other or move apart. The side-to-side relationships of the bones are changeable, and one bone is able to override the other, i.e. the frontal and occipital bones pass under the parietal bones. The posterior parietal bone is subjected to greater pressure by the sacral promontory, therefore it passes beneath the anterior parietal bone. A contributing factor to molding is the softness of the bones. Providing that molding is not excessive and takes place slowly, no damage is done to the brain as the total volume of the skull does not change. (Oxorn-Foote, p 47-48)

735. Compression in one direction is accompanied by expansion in another. This relationship helps explain how molding indicates position of the baby. Alteration of the shape of the head is produced by compression of the presenting diameter, with the resulting bulging of the diameter that is at right angles, e.g. in the OA position the suboccipitobregmatic diameter is presenting. The head is therefore elongated in the verticomental diameter with the bulging behind and above. ( Oxorn-Foote, p 48)

736. Caput Succedaneum is the localized swelling of the scalp formed by the effusion of serum. The part of the scalp that lies within the cervix becomes edematous, due to pressure by the cervical ring that obstructs venous return. Caput forms during labor after rupture of membranes. It is absent if the baby is dead, contractions are poor, or if the head is not well-applied. With a prolong labor, a large caput suggests CPD, or an OP position, while a small one indicates uterine inertia. A large caput in general suggests strong contractions, and a small one weak contractions.

If the caput continues to grow, it can indicate arrest of descent and the associated problems for the fetus. Also it can lead to the practitioner misdiagnosing the descent of the head and progress of labor. When the baby is healthy, the caput begins to disappear right away and completely by 36 hours.

(Oxorn-Foote, p 48)

737. Cephalohematoma is a hemorrhage under the periosteum of one or more bones of the skull. It is caused by trauma to the skull, including:

· Prolonged pressure of the head against the cervix, perineum or pubic bones.

· Damage from forceps blades.

· Difficult manual rotation of the head.

· Rapid compression and relaxation of the forces that act on the fetal head, such as precipitate births.

It may also occur during normal spontaneous delivery. 

(Oxorn-Foote, p 50)

738. 

	Caput Succedaneum
	Cephalohematoma
	Meningocele: a hernial protrusion of the meninges.

	Present at birth.
	May not appear for several hours
	Present at birth. 

	Soft, pits on pressure.
	Soft, does not pit.
	Becomes tense when the baby cries.

	Diffuse swelling.
	Sharply circumscribed.
	

	Lies over and crosses sutures.
	Limited to individual bones, does not cross suture lines.
	Always lies over a suture or a fontanelle.

	Movable on skull, seeks dependent portions.
	Fixed to original site.
	Becomes tense when the baby cries.

	Largest at birth, begins to disappear right away.
	Appears after a few hours, grows larger for a time, and disappears only after weeks or months.
	Serious congenital deformity. Cannot assess until after the birth. Must get immediate medical attention.


(Oxorn-Foote, p 50-1)

739. 96% of labors begin with the baby in the cephalic presentation with the occiput in the diameter. This presentation and denominator are present with the vertex and military attitudes and generally these are the most ideal attitudes for a labor that progresses within normal parameters. (Oxorn-Foote, p 54)

740. Breech presentations are identified by Leopolds Maneuvers by finding the ballottable head in the fundus instead of the pelvis, or by an internal exam and identifying the presenting part as the buttocks, knees or feet. Breech presentations occur 3-4% of the time.

Types of breech:

Complete breech: fetus has flexed hips and knees, or the baby is in the cannonball position. 

Frank breech: fetus has flexed hips and extended knees, or the baby is in the pike position. This accounts for almost 2/3rds of breeches.

Footling breech, single or double: Extended hips and knee(s), or the baby is in the jackknife position (single).

Kneeling breech: fetus has extended hips, flexed knees.

Risks to mother and baby during labor include:

· Uneven fit of breech to pelvis predisposes to early ROM, with increased danger of cord prolapse, especially with footlings.

· In theory, the breech is a poor dilator in contrast to a well-flexed head and dilation takes longer. 

· Frank breech decreases the maneuverability of the baby and may result in delay or arrest of progress. 

· Aftercoming head may not fit through cervix dilated for the breech, or especially for the footling. This is dangerous to the fetus in  that the largest and least compressible diameter comes last.

· The external genitalia are edematous.

· Presence of meconium does not have the same significance for fetal distress as in a vertex.

· Mother is at higher risk for instrument delivery of the head, or for C-section.

(Oxorn-Foote, p 223-4, 56)

741. Diagnosis of a Transverse/Oblique Lie:

· Appearance of abdomen is asymmetrical.

· Long axis of the fetus is across the abdomen.

· S<D with an upper limit near the umbilicus and it is wider than usual.

· Palpation of upper poles reveals no breech or head, with head on one side and buttocks on the other flank.

· FHT below umbilicus and have no diagnostic significance.

· By VE, neither head nor breech can be felt by examining finger.

· U/S.

Effects on Labor: a persistent oblique/transverse lie can’t deliver spontaneously, and impaction will occur if not corrected. The shoulder is jammed into the pelvis, the head and breech stay above the inlet, the neck becomes stretched and progress is arrested. Transverse lie must never be left to nature. External version, or internal version can be attempted, but most often are delivered by C-section.

(Oxorn-Foote, p 274-6)

742. By vaginal exam, or by Leopold’s head flexion and extension can be evaluated. If the head is in flexion, the occiput is lower than the sinciput, if the head is extended, the sinciput is lower than the occiput. During the labor, if the head is well-flexed the presenting diameter is shorter than if it is extended and the head will be a more efficient dilator of the cervix. 

743. Lightening is the subjective sensation felt by the mother as the presenting part descends during the latter weeks of pregnancy. It is not synonymous with engagement although they may take place at the same time. It is caused by the tonus of the uterine and abdominal muscles and is part of the adaptation of the presenting part to the lower part of the uterine segment and to the pelvis.

Engagement has taken place when the widest diameter of the presenting part has passed through the inlet. In most women this means at or nearly at the level of the ischial spines.

This affects labor in that the woman has less dyspnea, decreased epigastric pressure, increased pelvic pressure, low bachache, urinary frequency, constipation, edema of the legs and feet and more difficulty walking.  Engagement tells us the pelvic inlet is adequate for the passage of the baby. If it does not occur before labor in a primagravida, CPD, abnormal positions, etc should be ruled out. (Oxorn-Foote, p 62-66)

744. Station is the relationship of the presenting part to an imaginary line drawn between the ischial spines. The location of the bony skull or the buttocks at the spines is 0. Above the spines, the station is -1, -2, etc reflecting the number of cm above. Similarly, below the spines, the station is +1, +2, etc.

Station and the progress of labor are related in the following ways:

· In nulliparas entering labor with the fetal head well below the spines, further descent is often delayed until the cervix is fully dilated.

· In nulliparas beginning labor with the head deep in the pelvis, descent beyond the spines often takes place during the first stage of labor.

· An unengaged head in a nullipara at the onset of labor may indicated CPD and should be investigated.

· The incidence of CPD is higher when the head is high at the onset of labor.

· Clients who start labor with high fetal heads usually have lesser degrees of cervical dilation. There is a tendency for lower stations to be associated with cervices that are more effaced and dilated, both at the onset of labor and the beginning of active phase.

· Other factors being equal. the higher the station, the longer the labor.

· Dysfunctional labor is more frequent when station is high. 

· The high head that descends rapidly is usually not associated with abnormal labor.

(Oxorn and Foote, p 68)

745. When the biparietal diameter of the fetal head is parallel to the planes of the pelvis, the head is in synclitism. To identify synclitism or asynclitism by vaginal exam, one should palpate the location of the  sagittal suture. In synclitism it is midway between the front and the back of the pelvis. When this does not occur, the head is in asynclitism, either posterior or anterior. In anterior asynclitism, the sagittal suture lies closer to the sacral promontory than to the symphysis pubis. In posterior asynclitism, the sagittal suture is closer to the pubic symphysis than to the sacral promontory. Posterior asynclitism is the usual mechanism in normal women for engagement.

There is a mechanical advantage to the head’s  entering the pelvic in asynclitism. When the two parietal bones enter the pelvis in synclitism (at the same time), the presenting diameter is the biparietal of 9.5 cm. in asynclitism, the parietal bosses come into the pelvis one at a time, and the diameter is the subsuperparietal of 8.5 cm. Therefore, engagement in asynclitism enables a larger head to pass through the pelvic inlet than would be possible if the head entered in synclitism. 

Whenever there is a small pelvis or a large head, asynclitism plays an important part in allowing engagement to take place. However, persistent or marked asynclitism is abnormal. When it is maintained until the head is deep in the pelvis, it may prevent normal rotation.

(Oxorn & Foote, p 72)

Provision of Care

746. 

	State of Labor
	Description

	First Stage
	· From the onset of labor, to complete dilation of the cervix. 

· It lasts from 6 to 18 hours in the primagravida, and 2 to 10 hours in a multipara.

· Positions that slow first stage include, any breech and OP positions, while an anterior vertex position such as LOA facilitates it best.

	Second Stage
	· From complete dilation of the cervix to the birth of the baby.

· It takes 30 minutes to 3 hours in a primagravida and 5 to 30 minutes in the multipara. The median duration is slightly under 20 minutes for multiparas, and just under 50 minutes for primagravidas.

· Positions that slow down second stage include OP and face presentations.

	Third Stage
	· From the birth of the baby to the delivery of the placenta. 

· It takes from 5 to 30 minutes.

· In grandmultips, the risk of placental accreta increases, as does the incidence of uterine atony which could lead to extensions and complications in third stage.

	Fourth Stage
	· From the birth of the placenta until the postpartum condition has become stabilized.


(Oxorn-Foote, p 117)

747. Characteristics of True labor:


· Uterine contractions at regular intervals. Coming every 20 or 30 minutes at the beginning, the contractions get closer together and increase in duration and severity.

· The uterine contractions are painful.

· Hardening of the uterus is palpable.

· Pain is felt both in the back and front of the abdomen.

· True labor is effective in dilating the cervix.

· The presenting part descends.

· Bulging of the membranes is a frequent result.

Causes of labor:

In humans, the exacts causes and modes of action for the initiation of labor are unknown at this time. However, prostaglandins play a part in human parturition in the following ways: (1) there is an increase in prostaglandins at term. (2) Myometrial contractility and preterm labor can be suppressed by the use of inhibitors of prostaglandin synthesis, and (3) Exogenous prostaglandins stimulate the primate uterus to contract.

It appears that in humans, the fetal membranes and placenta play the major role in the initiation of labor, while the fetus may modulate the timing of labor. It appears that there is a hormonal basis for the onset of labor.

(Oxorn-Foote, p 115-116)

748. The data that will be collected during labor to ensure normal progress and fetal and maternal well being are:

· Temperature

· BP

· Respirations

· Status of BOW

· FHT

· Dilation, Station, Effacement

· Fetal position

· Documentation of fluid and food intake

· Emotional wellbeing of mother

· Documentation of voiding

749. At the onset of labor, there may be a feeling of euphoria, the big event has finally arrived. After many hours, a feeling of frustration may set in, “why is this taking so long?”. Finally around 5-6 cm there is an acceptance in the progress of labor and a pattern is established to deal with the contractions and the pain. Frequently, mom’s go to “laborland”. During transition, women may start to panic, saying “I can’t do this anymore”, asking for pain meds, or saying “I want to see the doctor”. We usually take this as a good sign for it likely means that they are almost to the point of pushing. 

Second stage is usually a relief for mothers because they can work with the contractions to try and push with them. It may take some time to get used to pushing, and fear of the new sensations can be overwhelming but with reassurance they can get through it.

750. The latent phase must be distinguished from false labor. Latent labor is characterized by contractions that are becoming coordinated, stronger, polarized and more efficient, a cervix that is becoming softer, pliable and more elastic. 


According to Oxorn-Foote, normal latent phase does not exceed 20 hours in a nullipara or 14 hours in a multipara. (p. 12) While managing latent phase, it is important to have the mother rest, hydrate, eat, upright positions, baths, walking, having intercourse, gathering support persons, etc. to move labor along.

751. Signs and timing of active phase of labor:

· Dilation has reached 3-4 cm

· Cervix is more responsive to contractions due to changes (effacement, softening)

· Uterine contractions at regular intervals of 4-5 minutes apart lasting 45-60 seconds and increasing in intensity.

· The uterine contractions are painful.

· Hardening of the uterus is palpable.

· Pain is felt both in the back and front of the abdomen.

· True labor is effective in dilating the cervix.

· The presenting part descends.

· Bulging of the membranes is a frequent result.

Maternal response to active phase is both physiological and psychological. The mother is experiencing pain, and perhaps questioning her ability to cope. Her BP, pulse and respiration rate may increase, she may be hot or cold, and she may find it difficult to find a comfortable position. She may experience diarrhea or vomiting. 

Fetal response includes reactivity to contractions, and variability in heart rate, and further descent into the pelvis.

The average length of the active phase for nulliparas is 5.8 hours and 2.5 hours in multiparas according to Oxorn-Foote, with the upper limits of normal being 12 and 6 hours. (p. 120)

752. Signs of transition in the laboring woman include:

· beads of perspiration on the upper lip or brow

· shaking legs

· chattering teeth

· cramps in the buttocks, thighs, or calves

· hiccuping

· belching and burping

· thirst

· anorexia

· nausea and vomiting

· inability to breath abdominally

· irritable abdomen- increased tenderness to touch over abdomen and back

· marked restlessness

· natural amnesia between contractions-appears to be exhausted and difficult to rouse

· difficulty in comprehending directions

· contractions every 1 1/2 - 2 minutes, lasting 60 to 90 seconds, of severe intensity, seem almost continuous and are quite painful

· toes curl with contractions

· generalized discomfort

· doesn’t want to be touched

· eager to be “put to sleep”

· bewildered, frustrated, and exasperated by the severity of the contractions

· severe low backache

· marked decrease in sense of modesty

· unable to cope with contractions if left alone

· irritable behavior

· pulling or stretching sensation in the pelvis

· rejection of those around her

· apprehension

· increase in bloody show

· rectal pressure, feeling of having to have a bowel movement, requests to go to the toilet

· uncontrollable desire to bear down

· membranes rupture

· rectal and perianal bulging and flattening

· expulsive grunt upon expiration

It is called the deceleration phase because it is found at the end of active phase, during which rate of dilation slows and the cervix reaches a dilation of from 8-10 cm while descent reaches maximum rate. According to Friedman’s curve, the average maximum rate in nulliparas is 1.6 cm per hour and normally at least 1.0 cm per hour. In multiparas, the rate of descent averages 5.4 cm per hour and at least 2.1 cm per hour. 

753. Management of transition includes an ongoing assessment of the following:

· effacement

· dilation

· station

· contraction pattern

· behavior changes

· s/sx of transition and impending second stage

· maternal vitals

· monitor fetal heart tones more regularly, e.g. every 15 minutes and check for patterns and location to assess descent

(Varney, p 396-7)

754 Clinical indications that second stage has started include:

· increase in bloody show

· patient wants to bear down

· mother feels pressure on the rectum and desire to defecate

· nausea and retching

· by vaginal exam, full cervical dilation and effacement

This stage lasts 30 minutes to 3 hours in a primagravida and from 5 to 30 minutes in the multipara if the fetus is in the vertex position. Variations from vertex may deviate from this norm.

(Oxorn-Foote, p 117, 132)

755. To ensure normalcy in a slow expulsive stage, I would:

· Monitor fetal heart tones with special attention to variability  and patterns, especially late decels and rule out tight cord wrap

· Assess whether full dilation has been attained and make sure there is no anterior lip

· Assess urine output and character 

· Assess progress of descent of fetus

· Assess effectiveness of pushing effort

· Assess maternal energy level and administer IV or honey as needed

· Use various positions to coax baby under the pubic bone

756. Monitoring strategies that are used to assess maternal and fetal well being during the second stage of labor include:

· Checking maternal vitals (every 2 to 4 hours depending on other indications)

· Listening to FHT (after every other contraction)

· Encourage the woman’s pushing effort (as needed or appropriate)

· Determining the location of the birth (based on woman’s comfort and desire)

· Supporting the perineum (if needed or appropriate, or requested)

· Clamping the cord (timing dependent on fetal status and maternal wishes)

· Consult with MD (if necessary)

(Varney, p 441)

757. 

	Style of Crowning Management
	Rationale

	Hands-on


	Believe that number of techniques facilitate the stretching of the perineum such as prenatal perineal massage, sweeping fingers back and forth from side to side in the vagina to stretch the perineum and stimulate the pushing reflex, or warm compresses applied to the perineum, increasing circulation to the area and promote relaxation, perineal 

	Hands-off
	Don’t do anything.


758.  During the pushing phase the mom will be reminded that once the head has begun to crown she will be asked to stop pushing and to blow or pant through her contractions.  This will ease the head out gradually.  Once the head has been born it may be necessary to ask the mom to widen the pelvic area (open her legs) or to give an extra large push if her pushes seem ineffective.  

759.  The uterine cavity accommodates the cephalic presentation optimally due to the forces of gravity and the shape of the uterus.

760. The evaluation of the fetal heart is based on a combination of rate and pattern, with the latter being most significant when there is a deviation.

Normal baseline is: 120 – 160 beats  per minute.  With regard to variability in the normal FHT rate there is a beat to beat variation of 5-15 beats.  This is the best predictor of fetal status prior to delivery. (Oxorn-Foote, p 620; Varney p 402)

761.  Four causes of early decels are:

· fetal head compression
· altered cerebral blood flow
· vagal reflex resulting in cardiac slowing
· conservation of fetal cardiac glycogen at a time when energy yield is lowest due to decreased placental perfusion 
(Oxorn-Foote, p 622-4)
Late decels:

· utero-placental insufficiency

· initially mediated by hypoxic depression of CNS

· severe hypoxia direct depression of fetal myocardium

762.  Management of Abnormal FHT
· administer O2

· change maternal position to relieve compression of cord

· persistent late decels for over 15 minutes require preparation for early delivery and in our case transfer

· if transfer is impossible or birth is imminent encourage mom to push (perhaps an episiotomy is necessary to speed things up)

763.  Causes of Meconium staining include:
· in cephalic presentation it may be a sign of fetal distress resulting from relaxation of the rectal sphincter
· increased peristalsis as a consequence of fetal hypoxia
· it can also represent no more than fetal maturity
· in breech presentation it is caused by pressure on intestines and is not caused by fetal distress
The determined risk to the fetus based on meconium staining is based on the amount, the color and thickness.  The color of the meconium indicates when the meconium was passed.  If there are slightly tinged waters there are usually no additional risks to the fetus.  If meconium is pea green and particulate there is an increased risk of respiratory distress due to meconium aspiration.  The combination of late passage meconium and abnormalities of the FHR have been shown to accurately predict  fetal distress and low apgar scores.  Management of light meconium should be standard with the additional precaution of suctioning with DeLee at perineum.

With pea-green thick meconium it is important to position mom so that DeLee suctioning on perineum can be done most effectively. It is also necessary to wipe baby's mouth and face clean of all meconium to avoid aspiration. Use postural drainage for first few minutes until adequate expansion and ventilation of lungs has occurred.  If necessary be prepared to intubate. (Oxorn-Foote p 127; Varney, p 596-7)

764.  An electronic fetal monitor consists of two probes.  One probe is responsible for measuring the intensity of each contraction and the other probe is continuously monitoring the fetal heart tones.  These two results are printed out on a strip of paper, which makes it easy to determine the relationship between heart tones and contractions.  This type of machine as well as the Doppler is referred to as external fetal monitoring.  Internal fetal monitoring include an internal fetal scalp electrode, which is screwed into the poor baby's head. This measures the pH of the blood and can detect acidosis or alkalosis.

	
	Risk
	Benefit

	External Fetal Monitoring
	· limits internal movement/maternal movement and positional changes

· limits ability to provide comfort measures

· supine position may interfere with placental blood flow thereby creating fetal distress that did not exist prior to intervention

· suboptimal placement of transducers may result in inaccurate data leading to unnecessary intervention


	· fetal membranes do not need to be ruptured to evaluate
· useful for short term evaluations such as non-stress tests...
· provides a written record of the progress of labor which can be helpful in making decisions in high risk cases



(Varney, p 404)

765.  

	Parameter
	Physiological Change during Labor

	Blood Pressure
	Rises during contraction with systolic rising average of 15 with diastolic rising an average of 5-10; between contractions blood pressure returns to pre-labor levels

	Metabolism
	both aerobic and anaerobic carbohydrate metabolism steadily rise due to anxiety and skeletal muscle activity and reflected by increased body temp., pulse, resp. cardiac output and fluid loss.

	Temperature
	slightly elevated during labor; highest during and immediately after delivery.

	Pulse
	marked changed during contractions with an increase during the increment, a decrease during the acme to rate lower than between contractions and an increase during the decrement to the rate usual to the woman; 

	Respirations
	a slight increase in respiratory rate is normal reflecting the increase in metabolism

	Renal changes
	polyuria is frequent during labor due to increased cardiac output and probable increase of glomerular filtration rate and renal plasma flow; less pronounced in supine position; slight proteinuria is common in a half to one-third of all women

	Gastrointestinal changes
	gastric motility and absorption of solid food or severely reduced; decreased secretion of gastric juice brings digestion to a standstill; gastric emptying is prolonged; liquids are not effected; nausea and vomiting are not uncommon during transition

	hematologic changes
	hemoglobin increases on average 1.2 grams per 100 milliliters during labor returning to pre-labor levels the first post-partum day in the absence of abnormal blood loss; blood coagulation time decreases and there is an increase in plasma fibrinogen during labor; WBC progressively increases throughout first stage labor by about 5000 to about a count of 15000 at the time of complete dilation; blood sugar decreases during labor dropping markedly in prolonged and difficult labors due to increase in activity of the uterine and skeletal muscles


(Varney, p 406-7)

766.  Initial Evaluation of Fetus and Mother at onset of labor

	Element
	Component

	History
	see question 15

	Physical Exam
	· general observations

· vital signs

· gross observations of anatomic parts and system/ROS  

	Abdominal Exam:
	· contraction pattern

· engagement

· abdominal scars

· lie

· presentation

· position

· variety

· fetal movements

· FHTs

· fundal height

· EFW

· abdominal girth when indicated

	Pelvic Exam
	· position of the cervix

· effacement

· dilation

· molding

· caput succedaneum

· station

· lie

· presentation/position/variety

· synclitism/asynclitism

· status of fetal membranes

· evaluation of vaginal orifice and perineal body

· evaluation of bony pelvis including clinical pelvimetry

	Lab tests
	· UA


(Varney, p 393)

767. During the initial phone call the midwife would listen to the client during a contraction to determine intensity and evaluate how quickly they are coming, whether there has been ROM, how baby is moving.  When the decision has been made to meet the client a full evaluation and admitting assessment will be done.  This includes evaluating: 

· dilation

· station

· contraction pattern

· behavior changes

· vitals

· fetal heart tones 

· emotional state

If the mom is in active labor, but no more than 4-5 cm dilated and she is dealing well with the contractions it may be suggested that she return home with tips on how to go about her day:  take a bath, go for a walk, prepare the baby's room etc.

When she returns another assessment will be made.  The plan for labor is so incredibly individual.  If the woman seems to need support the midwife can offer support and teach the family members or support person different ways to support the laboring mom.  By checking dilation (according to protocol – see above) or assessing signs of progress the midwife will be able to evaluate the success or the failure of the plan.  All steps of the above process must be fully charted and well documented

768. 

	Management
	Rationale

	Food: offer and encourage food intake especially in early labor if energy level is fading and with positive ketones in urine. Suggest easy to digest foods.
	Frequent food intake will help maintain adequate energy level and prevent ketones in the urine. Starting active labor well fed increases chance of successful vaginal delivery.

	Fluids: Offer fluids on a regular basis. Monitor for signs of dehydration and evaluate if they are related to true dehydration or effects of breathing patterns with labor; document fluid intake and output. Adminster IV if needed. 
	Dehydration leads to decreased blood volume, energy depletion, weakness, inability to push effectively.

	Urine: Remind mom to void or attempt to void every two hours. Check for bladder distension every two hours during active labor. Dipstick urine with each void, as well as noting character of urine. Evaluate for proteinuria. Catheterize if necessary.
	A distended bladder during first and second stage can block descent of fetal head and decrease room available for passage; during third stage it can block efficient uterine involution and increase risk of pp hemorrhage; it can also lead to problems with managing a shoulder dystocia,  pain to mom, urine stasis leading to infection.

	Bowel Status: Encourage client to empty bowels during labor. Remember that this “urge” may be the head of the baby stimulating the urge. During vaginal exams, evaluate if the bowel if full and obstructing the head. Administer enema if necessary. During pushing, clean up feces using 4x4s if necessary.
	Full bowel may obstruct the descent of the head, cause discomfort to mom. During pushing, one should clean up the expelled feces to prevent contamination and infection in the baby.


(Varney, p 415-6)

769. The perineum needs no management until second stage, particularly during crowning. See above with regard to the two schools of management for managing crowning and the perineum, question 68.

770. If vomiting occurs during active labor, it is often a sign of progress as long as it is not excessive. The mother should be reassured that it is normal and amount of emesis should be documented. If it becomes excessive and other signs of dehydration or stress due to vomiting, and IV should be offered and administered. If vomiting continues, IV rate should be increased to compensate. If emesis is still excessive, a consult with backup doctor should be done. Vomiting due to castor oil induction is expected and should be taken into consideration.

771. 

	Management for Dehydration
	Rationale

	Monitor for signs of dehydration:

dry or cracked lips

parched throat

thirst

low urinary output

weakness 

low energy

high specific gravity per UA

dry mouth

high pulse

high BP
	If caught early, dehydration can be corrected or avoided without extreme measures. Be sure not attribute s/sx of dehydration, such as dry lips to dehydration not just due to breathing fast and through mouth during labor. High pulse and BP can indicate dehydration. 

	Monitor fluid intake and document
	This will help in assessing risk for dehydration.

	Encourage fluid intake
	This will help prevent dehydration.

	Monitor urinary output and document
	This will help in assessing risk for dehydration.

	Offer and administer IV if necessary
	This will correct depleted blood volume and dehydration.

	Increase rate of IV if necessary
	To compensate for severe dehydration.

	Consult and/or transfer if necessary
	If situation is not safe out of hospital this should occur.

	
	

	Management of Exhaustion
	Rationale

	Mother should sleep during early labor when possible and not overdo it when the “energy burst” of early labor occurs. Also, if mom is exhausted during latent labor, one can offer suggestions to stop labor such as hot bath, calcium magnesium, etc. so that she can start fresh.
	Mom’s who enter labor exhausted may not have the strength or stamina to endure a long labor and this can lead to both emotional and physical complications.


772. During labor, positions and ambulation of the mother is very important. Changing positions is very effective in keeping labor going. When labor stalls, FTP, or FHT patterns, or elevated maternal BP are concerning, position change can help get things moving, or correct venous compression. Position changes can also help with discomforts such as back labor, or help prevent tears during second stage, or help decrease urge to push when managing an anterior lip. 

When latent labor is prolonged, walking and squats can help bring on active labor.

773. 

	Condition
	Reason
	Management

	Polyhydramnios
	Large fluid volume causes more of a gush with ROM, increasing likelihood of prolapse.
	· Do not perform AROM. 

· Listen to fetal heart tones immediately after ROM. 

· If decreased or absent check for prolapsed cord. 

If present, 
· Lift head or presenting part off of cord with hand in vagina.

· Put mom in knee chest position or Trendelenburg position. 

· Give mother O2 by mask. 

· Monitor fetal heart tones frequently while transferring immediately to hospital. 

· Do Vaginal exam to assess: dilation, station, presenting part and condition of cord.

· At hospital, administer terbutaline to stop contractions.

	Disengaged baby or malpresentation with ROM
	Head has not blocked off pelvic inlet and cord can slip between head and cervix and a prolapse can occur with ROM.
	see above.

	Prematurity
	Failure to fill inlet due to smallness of presenting part and frequency of abnormal positions in premature labors. 
	Based on fetal viability for gestational age: 

if premature fetus is unable to survive outside uterus, ignore prolapsed cord and continue with vaginal delivery per protocols.

if premature fetus is viable, see above for management.



	Multiple gestations
	Failure of good adaptation of presenting part to pelvis. Higher frequency of abnormal presentation. Higher rate of polyhydramnios. ROM of second twin when it is still unengaged.
	see above


(Oxorn-Foote, p 287)

774. Reasons for placing the mother in a lateral recumbent position on her left-side are:

· Relaxation of pelvic muscles, facilitating descent of fetal head.

· Ease of controlling head over perineum with fewer lacerations occurring.

· Absence of pressure on the inferior vena cava, precluding supine hypotensive syndrome and fetal distress

· To alleviate back labor.

· Ease, convenience and comfort of the mother.

· Natural drainage of vomit or secretions.

(Oxorn-Foote, p 130)

775. Reasons precluding ambulation include:

· hypertension

· maternal exhaustion

· uterine hyperactivity

· prolapsed cord

776. Continuing evaluation:

· Vital signs: checked every 2-4 hours according to individual conditions and risk factors

· Bladder: encourage to empty regularly and check for distension every two hours or with s/sx of distension. Catheterize if necessary.

· Urine: Encourage voiding effort. Evaluate and document frequency and amount, character and UA by dipstick of each voiding effort to assess for abnormalities.

· Dehydration: see above. Encourage hydration. Document intake and urine output. Administer IV if necessary.

777. How to manage a woman’s ability to cope as labor increases: 

· Offer support and encouragement as labor increases in intensity.

· Offer positive reinforcement about how well she is doing.

· Reassure woman and family that labor is progressing normally and that her pain is normal. 

· Let her know her progress and encourage her to relax and believe in herself and to take it one contraction at a time.

· Teach family and support people how to help.

· Answer questions and alleviate concerns

· Offer:

hot baths

hot packs

massage

music

position change

reassurance

fanning

778 Prenatal preparation allows the mother to think about her hopes and fears for the labor and  birth; to gain knowledge about the physiologic process of pregnancy, labor and birth; to discuss and process emotional and psychologic issues and barriers to engaging in a natural process of labor and birth; and provides tools and comfort measures with regard to non-pharmacologic pain management and creating a safe and comfortable birth environment. To compensate for lack of prenatal preparation, one would play a more active role in labor support, take on the role of teacher for the mother and the family during the labor to a greater extent, and anticipate questions and problems, as well as offer reassurance of the normal birth process.

779. A woman’s general condition at the beginning of labor affects her ability to cope with labor in that if she enters labor dehydrated, hungry or exhausted, she is undertaking this endeavor in a compromised state and will find her condition will continue to deteriorate if not dealt with. This state makes labor harder to cope with, increases irritability, impatience and frustration and is not giving one’s body the best chance possible to have a smooth and uncomplicated labor. 

The opposite is true for moms who enter labor in optimal physical and mental condition. 

780. Five ways that fetal wellbeing is monitored during labor are:

Fetal Heart Tone Rate

FHT pattern 

Fetal movement

Descent of the presenting part

Presence or absence of meconium

781. While evaluating fetal heart tones, it is important to check the progress of the uterine contractions in order to correlate FHT pattern with contraction pattern and determine if early, late or variable decels are present and if so, how to manage the situation.

782. Contraction pattern, frequency, intensity and duration indicate progress of labor in several ways. A general labor pattern presents with all of the above increasing as labor progresses, peaking at transition and often with a break before the urge to push commences. In second stage, the contractions are often longer in duration, and have a different intensity and sensation and may be further apart.

In most cases, true active labor has not begun if a pattern of contractions getting closer together and longer is not established. If after a pattern has been established and contractions then slow down, it can mean that labor has stalled, perhaps due positioning or to a mental issue/block.

783. Important maternal behavioral changes that are clues in labor progress are: 

· excitement and burst of energy at onset of labor “I’m having a contraction”

· inward focus and concentration during active first stage

· out of control, fear, writhing, can’t take direction, “I can’t do this anymore” during transition

· wide-eyed, wild look during pushing, especially towards end of pushing

784. Backpain migrates lowers and lower as fetal descent continues and sometimes disappears once fetal head is fully in vagina. Migration of backpain give the clue that progress is being made.

785. Emesis is often a sign of transition. An inability to pee and lack of desire to intake fluids often occurs during transition and continues during second stage. 

786.  – 787.

	Factors
	Relation to Progress

	 Age
	Under 16 increases incidence of Toxemia; over 35  increases incidence of hypertension and therefore increases pre-eclampsia and placental abruption, prolonged nulliparous labor and higher rate of c-section.

	Gravida/Parity
	Higher G/P generally results in shorter labor, more effective contractions, more relaxed pelvic floors, fast pushing phases.  With grandmultips exhaustion of uterine muscle can lead to longer labor than even her first labor.

	Number of Years since last baby
	If there are number of years between babies a woman may have a labor similar to first one.  If ten years between births there will be a predisposition to longer labor.

	Length of Previous Labor
	If within past few years the length of previous labor is good indication of potential length of this labor.  With allocation for difference between primagravida and secundigravid as well as grandmultip.

	Size of largest previous baby
	Assures adequacy of pelvis for up to that size of baby,  provides baseline info for anticipating possible complications when compared with EFW of this baby. Important for decision making concerning route of delivery in breech presentation.

	Due Date/Present week of Gestation/
	Maturity or ripeness of cervix correlates to term delivery. If labor is pre-term or early cervix may take longer to dilate. 

	Type of Birth Control used at conception
	Type of birth control does NOT affect progress of labor.

	Time of onset of true labor
	If true labor begins after an adequate rest period labor may proceed at a normal rate, however if true labor begins after a period of exhaustion, maternal malnutrition and other less than optimal situations labor could slow down substantially.


(Varney, p 387-89)

788. 

The need and frequency of vaginal exams should be determined by the midwife based upon the woman's wishes as well whether the vaginal exam will give adequate or necessary clinical information based on what you see below:

 According to Varney (p. 419) vaginal exams should be done:

1. on admission, to establish an informational baseline

2. before deciding on the kind, amount, and route of any medication

3. to verify complete dilation in order to either  encourage or discourage maternal pushing effort

4. after spontaneous rupture of the membranes if a prolapsed cord is suspected or is a possibility

5. to check for prolapsed cord when fetal heart rate decelerations are not improved with the usual maneuvers

789.  Amniotomy is the rupture of membranes.  

ROM


	Benefits
	Risks

	Ability to attach internal fetal electrode
	Cord compression

	Baby about to be born with membranes intact at time of delivery
	Uneven head compression with more extensive molding and caput possibly causing brain damage especially if ruptured early in labor

	Need to stimulate labor in the case of hypertonic uterine distention
	Potential cord prolapse of umbilical cord if fetal head is unengaged or with a compound presentation and ill-fitting breech or baby less than 2000 grams.

	To facilitate fetal descent and reduce possibility that the force of pushing contractions will lead to sudden and vigorous ROM that could lead to cord prolapse
	Potential intrauterine infection if ROM before labor is established


(Varney, p 419-20)

790.   An anterior lip is when the cervix may be completely dilated with the exception of a small portion on the anterior side of the cervix.  This can sufficiently slow down labor and impede progress because of an edematous lip and the greater potential for damage to the cervix as it is caught between fetal head and symphysis pubis.  In extreme cases the cervical lip can become separated from the cervix.  There are two management strategies during labor.

1. If it becomes very edematous position woman for speculum exam, visualize the cervix, puncture the edematous lip of the cervix in multiple places with a needle.

2.When woman is complete or nearly complete do a vaginal exam and place fingers on interior lip where it touches fetal head. During a contraction run your fingers back and forth the distance of the junction of the anterior cervical lip with the fetal head.  Push the cervical lip backwards until it slips over the fetal head and above the inferior border of the pubic symphysis.  Hold the cervical lip in this position while waiting for this contraction.  Continue to hold it in position and ask the woman to push down during the next contraction. Allow your fingers, but not the cervix to be pushed downwards and out as the fetal head fills the space and presses against the inferior border of the symphysis pubis.  Do not remove your fingers from the vagina until you are sure the cervical lip will remain in it's new position both during and between contractions.   After delivery of placenta examine cervix for lacerations.  

(Varney, p 420)

791.  All instruments and supplies a midwife needs should be ready and accessible.  For primagravidas preparations for delivery should be prepared at complete dilation or at the 50 cent piece.  (amount of head showing) For multiparas preparation for delivery should begin at approximately 8cm dilation.  (Varney, p 421)

792. Discuss when a midwife decides when consultation with a physician is necessary:

· when anything indicates a complication that is out of the scope of the midwifery practice 

· if a disturbing pattern in maternal or fetal well-being is noted

· before transferring to hospital in non-emergency situation

· if midwife needs additional insight into situation

(Varney, p 103)

793. A woman's physical needs include:

· appropriate temperature

· reassuring touch and massage as needed

· hydration and nutrition

· hot or cold compresses

· assistance with ambulation or positioning

· lip care

· urination possibilities

emotional needs include:

· reassurance that all is normal

· respect i.e. non-patronizing behavior

· validation of effort and pain she is experiencing

· TLC

· explanation of procedures and processes

794.  Comfort measures for a woman in labor include:

· positioning

· relaxation exercises

· breathing exercises

· massage

· music

· aromatherapy

· double-hip squeeze

· counter-pressure

· sterile-water papules

· hot baths

· hot packs

· hot showers

· everything hot

795.  A midwife can prevent exhaustion by:

· having woman use proper breathing at proper time

· organizing necessary procedures

· plan procedures so that as many are done sequentially in the shortest amount of time so that she can rest between contractions

· control the environment according to what is most restful to the woman – this includes lighting, air, external noises, temperature etc.

· control who is in the room doing and saying things that affect the woman.

· avoid unnecessary people or conversation

(Varney, p 424)

796.  To ensure woman's privacy in labor:

· respect the woman as a human being and also respect her body

· ask permission or discuss with her about having observers beyond necessary care providers

· introduce observers so that first contact is eyes to eyes as opposed to eyes to vulva

· respect woman's idea of modesty to extent possible

797.  The rights of woman in labor regarding management of labor include:

· Similar to midwifery's prenatal care respects the client's autonomy and includes her in all decision making and in information sharing labor management should be a collaborative and communicative process except in the case of a dire emergency.

· Women should be informed of all their options, the benefits and risks of each option and what subsequent steps will be taken for each option.

· When a specific course of action must be taken this must be fully explained.

(Varney, p 426)

798.  Strategies for keeping a woman clean and dry include:

· shower or tub bath

· sponge bath or bed bath

· changing woman's gown or clothes if she becomes damp or wet

· frequently changing chux pads

· front to back technique to remove solutions or discharges

· scrupulous attention to hand washing

(Varney, p 427)

799.  Strategies to prevent bad breath or dry mouth during labor include:

· brushing teeth

· mouthwash, diluted or undiluted

· glycerin swabs

· vaseline or lip balm for lips

· sips of water or clear liquids with sugar added for hydration

· moistening of the mouth or throat

· hard candies or lollipops for moistening mouth or throat

· moist washcloth for women to chew or suck on

(Varney, p 427-8)

800. Strategies to manage back pain include:

· changing position of laboring mom

· massage

· counterpressure

· hot/cold compress

· lunges to turn an OP baby

· on all fours

· sterile water papules

801. Strategies to manage abdominal pain include:

· abdominal massage – done by attendant

· effleurage- done by woman herself

· heat to lower abdomen

· emptying of bladder

· medication

· cold compresses

802. Strategies to alleviate leg cramps include

· straighten woman's leg and dorsiflex

· alternating relaxation with dorsiflexion increased speed of relief

· dorsiflexion should be forcibly exaggerated to get relief

803.  Significant others can be integrated into care by:

· explaining different comfort measure techniques

· giving tasks to support woman such as fanning, being in charge of wet washcloth

· giving positive reinforcement to their efforts and participation

· asking what would help them in supporting the laboring woman

· facilitate relationship between woman and significant others

804. Strategies to manage uncontrollable pushing against a cervix, which is not fully dilated include:

· hands and knees position

· instructing woman to pant through pushing contractions

If it is not dealt with the cervix can become edematous and could impede labor progress and dilation, cervical laceration and hemorrhage increase in incidence.

805.  Progress in second stage can be assessed by:

· location of FHTs

· location of back pain

· vaginal exam for station

· rectal bulging

· perineal flattening

· progressive visibility of fetal head

· patient's verbal expression, "it's coming, it's burning"

806.   Mechanisms of labor:  The positional movements that the fetus undergoes to accommodate itself to the maternal pelvis. 

	Mechanism
	Description

	Engagement
	Occurs when bi-parietal diameter of fetal head has passed through pelvic inlet, asynclitism contributes to descent of fetal head into true pelvis

	Descent
	This occurs throughout labor and therefore is a requisite to and simultaneous to other mechanisms; is the result of a number of forces including contractions with straighten the fetal spine and bring fundus into direct contact with the breech and the pushing the mother accomplishes by pushing her abdominal muscles.

	Flexion
	This allows the smaller sub-occipital bregmatic to substitute for the larger fetal head diameter that exists when the fetal head is in a military attitude or some degree of extension.  Flexion occurs when the fetal head meets resistance. This resistance is first met from the cervix and from the side walls of the pelvis and finally from the pelvic floor. 

	Internal Rotation
	Brings the anteroposterior diameter of the fetal head into alignment with the anteroposterior of the maternal pelvis.  Most commonly the occiput rotates to the anterior portion of the maternal pelvis beneath the symphysis pubis.  Internal rotation is essential for vaginal birth to occur except for abnormally small babies.  The inlet of the pelvis has a larger transverse diameter then an anteroposterior diameter.  The midplane and outlet have larger anteroposterior diameters than transverse diameters.  Internal rotation is effected by the v-shape of the pelvic floor musculature and the decreased dimensions of the pelvic cavity due to ischial spines.  The amount of internal rotation is determined by the distance that the occiput has to travel from it's original position to the OA or OP position.  When the occiput rotates from an LOP ROP ROT or LOT the shoulders also rotate with the head until the LOA or ROA position.  As the occiput rotates the final forty-five degrees into the OA position the shoulders remain LOA or ROA and enter pelvic inlet in oblique diameter this mechanism therefore has the effect of twisting the neck 45 degrees.  

	Birth of the head by extension for OA delivery
	Extension must occur when the occiput is anterior because of the resistant force of the pelvic floor where it forms the curve of Carus which directs the head up to the vulvar outlet.  The sub-occipital region impinges on the pubic symphysis.  Fetal head is now positioned that further pressure from the contracting uterus and maternal pushing serve to further extend the head as the vulvo-vaginal orifice opens.  The head is born by extension as the occiput-saggital suture, anterior fontanelle, brow , eyes, nose, mouth and chin sequentially sweep over the perineum.  The sub-occipital frontal diameter is the largest diameter to pass through the vaginal orifice.

	Restitution
	Rotation of the head by 45 degrees to either left or right based on the direction from which it rotated into the OA position, this untwists the neck and brings the head so that it is at a right angle with the shoulders.

	External Rotation
	Rotation of shoulders 45 degrees bringing the bisacromal diameter into alignment with the anteroposterior diameter of the pelvic outlet.  This causes head to rotate externally another 45 degrees into the LOT or ROT position.

	Birth of Shoulders and Body – bilateral flexion via the curve of Carus
	The anterior shoulder comes into view at vaginal opening where it impinges under the pubis symphysis.  The posterior shoulder then distends the perineum and is born by lateral flexion.  After the shoulders the rest of the body follows the curve of Carus and is readily born.  


(Varney, p 436)

807.  See above for description of birth of shoulders.  If internal rotation goes through a short arc of 45 degrees to a direct OP position in the anteroposterior diameter of the maternal pelvis instead of a long arc rotation of a135 degrees to a direct occiput anterior position a persistent OP position occurs. 


Short arc rotation is much less common, 6-10 % , most frequently in conjunction with an anthropoid or android type of pelvis.

808. 

	Parameter
	Change During Second Stage

	BP
	May rise another 15-25 mm Hg

Average rise of 10mm Hg between contractions while pushing is normal

	Metabolism
	Steady rise in metabolism continues with maternal pushing effort

	Temperature
	Highest elevation of maternal temp occurs at time of delivery and immediately thereafter. Normal increase is 1 to 2 degrees F

	Nausea
	Severe reduction in gastric motility and absorption continues. Usually nausea and vomiting subside during pushing, but occasionally persist.

	Pulse
	Varies during each maternal pushing effort. Generally, it is elevated throughout second stage with a definite tachycardia reaching a peak at time of delivery.


(Varney, p 440)

809. Changes in the management of the woman in second stage:

· preparation for delivery

· management of the delivery

· making management decision for second stage such as those listed in #67

(Varney, p 450)

810. Monitoring maternal and fetal vital signs during second stage

· blood pressure should be checked every 15 minutes between contractions to assure that changes do not exceed 25 mg Hg for systolic

· maternal pulse, respirations and temperature should be checked every hour to make sure that they are within normal parameters described above and that no signs of infection are present

· check fetal heart tones at least every 15 minutes, remembering that early decels during pushing are not considered indicative of fetal distress, but also to ascertain whether late or variable decels are occurring and if the fetus is responding safely to the maternal pushing effort 

(Varney, p 442, 447-8)

811. Indications for Urinary Catheterization During Second Stage

Distended Bladder: can block descent of baby, can cause damage to bladder and ureters if not resolved, can cause abdominal pain.

No voiding in last 2 hours with positive intake of fluids, can block descent of baby and cause damage to bladder and ureters.

If complications such as shoulder dystocia or immediate postpartum hemorrhage are expected catheterizing can save precious time in management if an full bladder is not in the way.

(Varney, p 442)

812. Fluid loss via perspiration affects hydration during second stage of labor. Women may perspire heavily during second stage. (Varney, p 443)

813. Evaluation of maternal pushing efforts:

By VE, monitor progressive descent of the fetal head and sequence of mechanisms of labor that the fetus undergoes

Watch for bulging of the rectum

Watch for bulging of the perineum

Observe a gradually increasing amount of the fetal presenting part at the enlarging vaginal orifice

In absence of these signs, do a careful vaginal exam to r/o arrest or inadequate pelvis

Monitor mom’s psychological state and counsel and support appropriately

Changing positions during pushing is effective for discovering which position works for the mother best. Often early second stage is effective in one position, while later another position is needed to aid fetal descent and movement along the curve of Carus. Coaching can be either positive or negative. If a mom is pushing spontaneously and she and her baby are doing well and progress is being made, active encouragement of pushing is not necessary and can be disruptive. However, often moms need more directive coaching and encouragement to really “get” how to push and the degree to which they must exert themselves. This is especially the case with maternal fatigue or signs of fetal distress when getting the baby out in a timely manner is important. 

Changing positions and coaching increase effectiveness:

· positioning especially squatting gives more room for descent of baby

· open mouth, throat and guttural sounds open pelvis as well

· deliberate relaxation of perineal muscles

· visualization and imaging techniques practiced earlier in pregnancy

· holding breath and pushing with chin to chest for short amounts of time

(Varney, p 443-4)

814. See #699

815. Episiotomy: an incision into the perineum to enlarge the space at the outlet, thereby facilitating the birth of the child.

	Benefits/ Pros
	Risks/ Cons

	
	Higher rate of 3rd and 4th degree tears with midline episiotomies

	Strength of pelvic floor can be preserved and rate of cystocele, rectocele and uterine prolapse can be reduced by not excessively stretching pelvic muscles
	Violating the woman’s desire to not have an episiotomy.

	By increasing room available posteriorly, less stretching and damage occurs to bladder, clitoral tissue, urethra and ant vaginal wall
	Painful healing, esp. with a mediolateral episiotomy

	Tears into the rectum can be avoided occasionally.
	Using a surgical approach to pelvic floor integrity rather than preventative/ woman inclusive with doing Kegels

	Second stage labor can be shortened
	Episiotomy only enlarges the vaginal opening and does not enlarge the pelvic outlet, therefore it may often not solve the issue.

	Provides space to perform necessary interventions and manipulations
	Can cause excessive bleeding.


(Oxorn-Foote, p 513, Varney, p 445-7)

816. An episiotomy is indicated:

· If it is the woman’s preference after informed consent of the procedure.

· If the woman is going to tear and a small controlled episiotomy would get the baby out, and be easier to repair than the laceration.

· If the baby is either SGA and ineffective in stretching the perineum, or LGA and the skin at the vagina is too tight to stretch adequately.

· If room is needed to perform manipulations or interventions in the case of shoulder dystocia or malpresentations.

· If the woman is out of control psychologically and is pushing uncontrollably, likely to lead to serious lacerations.

· If there are operative scars, or thick and heavily muscled tissue that will not stretch

· If there is fetal distress which indicates immediate delivery of the baby.

(Varney, p 446-7)

817. Methods to reduce or prevent pain during an episiotomy include:

· use of lidocaine injection or spray

· cutting episiotomy during a contraction when the pressure of the fetal head against perineum reduces number of nerves cut and the sensation

· using ice to numb perineum

818. Conditions during second stage that may be dangerous to the fetus include:

shoulder dystocia: the head is born but circulation is cut off due to impingement of shoulders

deep transverse arrest: the mechanisms of labor can’t proceed due to lack of rotation of the head

severe asynclitism: prevents proper descent of head

CPD: head is larger than the pelvic outlet

fetal distress: late decels indicate distress and possible asphyxia or hypoxia

(Varney, p 478-80)

819. Significant others can participate in the delivery of the baby in many ways. If desired, a partner, grandmother or friend can help with “catching” the baby, cutting the umbilical cord, supporting the position of the mother, identifying whether the baby is a boy or a girl, holding the mothers legs open, giving massage, water and encouragement.

820. Location of the delivery affects midwifery management by determining how to approach potential complications, when to transfer, how actively to manage the labor and how frequently to monitor vital signs.

821. Pre-existing conditions that may require the mother deliver in the lithotomy position include:

· existing complications- malpresentations, multiple gestations

· anticipated complications- shoulder dystocia (according to Varney)

This is because the clinician needs the best possible visualization and needs room in which to function with ready, direct access to the woman.

(Varney, p 450-1)

822. Delivery Positions

	Position
	Advantages

	squatting, supported squat
	increased pelvic outlet

works with gravity

involves partner

leads to more effective pushing when mom isn’t getting it in other

	semi-sitting
	uses gravity

gives support to back

increases pelvic outlet

	hands and knees
	protects perineum

helps prevent shoulder dystocia

helps gets rid of anterior lip

reduces premature urge to push

reduces pain due to back labor or OP baby

helps rotate an OP baby to proper position

	birth stool
	see squatting 

support for legs

	standing
	helps with gravity

helps mom to deal with pain

	exaggerated lithotomy
	helps fetal head go under pubic symphysis

	Side-lying
	

	sitting on the toilet
	

	supine
	helps fetal head go under pubic symphysis


823.  Midwifery preparations for delivery:

	Step
	Rationale

	Alert all people necessary for delivery
	To have adequate personnel

	Make sure that newborn resuscitation equipment and supplies are present and in working condition
	To ensure rapid utilization if the situation arises

	Requests that blankets be warmed for the baby
	To help maintain adequate body temperature in the baby

	Make sure that the source of heat for the baby is functioning
	To raise body temperature if needed for the baby

	Do a surgical scrub
	To use aseptic technique for delivery

	Glove using sterile technique
	To prevent infection

	Organize your instrument table
	To be prepared for complications as well as normal usage

	Do a vaginal exam 
	To assess station and approximate time until delivery


(Varney, p 451-3)

824. The head should be delivered between contractions because the combination of the contraction and the maternal pushing effort causes a doubling of the force behind the head, making the birth of the head more rapid, and the release of restraining pressure more abrupt. These both increase the risk of intercranial damage to the baby and lacerations to the mom. (Varney, p 455)

825. The Ritgen Maneuver is a technique to control the delivery of the baby's head. It is done by:

· Putting one hand on the occiput for control of the baby's head

· Cover other hand with a towel to prevent contamination

· With the draped hand, exert inward pressure, posterior to the woman's rectum until the baby's chin is located and in the grasp of the fingers

· Forward and outward pressure is then exerted on the underneath side of the chin and the head is controlled between this hand and the hand exerting pressure on the occiput

It is useful to know the Ritgen Maneuver because it enables you to "get hold of" the baby's head earlier and to deliver in a controlled fashion if there is urgent need to deliver immediately. (Varney, p 455)

826. Schools of thought on timing of clamping and cutting the cord:

Delayed clamping: 

· Transfusion of 80ml of blood from placenta to the baby (this is in accord with lowering baby below the level of introitus). The desirability of this is questionable, esp. with ABO or Rh incompatibility

· Easier transition to breathing air, without trauma or danger of anoxia.

· Less disruption and intervention immediately after birth, allowing the significance of the moment to be honored.

Immediate clamping:

· Prevents jaundice by decreasing placental transfusion and excess of RBC

· Frees baby for resuscitative efforts or other intervention.

Doesn't matter:

· No difference is shown in infant mortality

(Varney, p 455)

827. 

Third Stage: starts upon completion of the birth of the baby and ends with the birth of the placenta

First phase: placental separation

Second phase: placental expulsion

828. Information on client during third stage:

	Parameter
	Rationale

	Continuing evaluation of any previous significant findings
	These could be exacerbated during third stage and need additional treatment

	Evaluation of the progress of labor
	This will allow practitioner to act appropriately based on whether client is in phase I or II

	Continuing evaluation of the mother
	Monitoring mother's vital signs will give an indication if there is a concealed hemorrhage

	Screening for s/sx of third stage hemorrhage
	An early dx of pp hemorrhage can be resolved and prepared for easier, e.g. admin of pitocin


(Varney, p 513)

829. The third stage of labor occurs due to:

Drastic decrease in size of uterus with birth of baby leads to placental separation by buckling of surface attached to uterus.

(Varney, p 513)

830. The frequency of contractions during third stage:

After the birth of the baby, the first contraction might not be for 3-5 minutes. Contractions then follow every 4-5 minutes until the placenta has separated and expelled. Breastfeeding immediately after delivery may increase the frequency and shorten the onset of contractions. (Varney, p 513)

831. After placental expulsion the empty uterus contracts down and stays contracted if the muscle tone is good. If the tone isn't good, recurrent uterine contraction and relaxation lead to afterpains. Uterine contractions during and after third stage close off the blood vessels that were perfusing the placenta while making the uterus smaller and harder, and preventing hemorrhage. (Varney, p 513)

832. The retroplacental hematoma is formed between the separating placenta and the remaining decidua as a result of bleeding into the intervillous space. Although it is the result and not the cause of placental separation it does facilitate the completion of separation.

(Varney, p 513)

833. Clinical signs of placental separation

	Sign
	Etiology

	Sudden trickle or small gush of blood
	Flow of blood vessels that were feeding placenta is free

	Lengthening of the amount of umbilical cord visible
	As the placenta moves down in the uterus and vagina, more cord is exposed

	Change in the shape of uterus from discoid to globular
	The uterus contracts upon itself, changing the shape as there is more room to contract

	Change in the position of the uterus
	The bulk of placental tissue is in the lower uterine segment or upper vaginal vault displaces the uterus superiorly


(Varney, p 513)

834. The shultz mechanism of placental expulsion: delivery of the placenta with the fetal side presenting. This happens when separation occurs centrally with the formation of a central retroplacental clot. This weights the placenta so the central portion descends first. This inverts the placenta and amniotic sac, and causes the membranes to peel off the remainder of the decidua and trail behind the placenta. The majority of bleeding is not visible until the placenta and membranes are delivered because the inverted placenta "catches" and holds the blood. Shiny Schultz.

The duncan mechanism of placental expulsion is delivery of placenta with maternal side presenting. Results from separation at the margins of the placenta. Blood escapes between the membranes and the uterine wall and is visible externally. The placenta descends sideways the amniotic sac trails behind the placenta for delivery. Dirty Duncan.

(Varney, p 514)

835. Physiologic changes in the mother after third stage

	Physiologic Change
	Etiology

	Blood pressure should return to prelabor levels
	Client can relax after birth and is no longer exerting energy

	Pulse should return to prelabor levels
	In the absence of hemorrhage, client can relax and the body should return to resting heartrate.

	Temperature stays elevated for 1-2 hours
	Due to effects of increased metabolism during labor

	Respirations return to normal
	Client is not coping with strong contraction and can return to normal breathing patterns as metabolism goes back to normal.

	GI activity returns to normal
	Metabolism returns to normal, more room is available for GI organs.


(Varney, p 514)

836. Steps of management of third stage that minimize bleeding:

Guard the uterus to keep anyone from massaging prior to separation

	Step
	Rationale

	Guard the uterus to keep anyone from massaging prior to separation
	Premature fundal massage can lead to hemorrhage.

	Can massage if partial separation has occurred and there is excessive bleeding
	Risk of hemorrhage is greater than risk of fundal massage in this situation.

	Do not pull on umbilical cord before placenta separates and never pull on the cord with an uncontracted uterus
	Risk of uterine inversion and partial retained placenta due to incomplete separation. 

	Do not try to deliver placenta prior to its complete separation, except in the emergency of third stage hemorrhage
	See above.

	Become an expert in dx placental separation
	Most complications can be avoided if one waits for placental separation.

	Discipline in the art of patient waiting and into not feeling pressured into unwise interference with natural process.
	See above.


(Varney, p 515)

837. Management of the baby during third stage:

Monitor vital signs at 1 min, 5 min, 10 min, 15 min and 30 min and if they are out of normal range, take appropriate action (blow-by O2, PPV, etc)

Keep baby warm and dry and on mother's chest if possible

Help baby breastfeed as soon as possible

838. Evaluation of the uterus for placental separation:

	Change in the shape of uterus from discoid to globular
	The uterus contracts upon itself, changing the shape as there is more room to contract

	Change in the position of the uterus
	The bulk of placental tissue is in the lower uterine segment or upper vaginal vault displaces the uterus superiorly

	Use of modified Brandt-Andrews technique to assess separation status
	If the cord retracts into vagina, separation has not occurred. If it remains slack, or lengthens, separation has occurred.


839. Guarding the uterus means what it implies. While holding your hand in a position so that you can evaluate the size, shape, position and consistency of the uterus, it also keeps yourself or anyone from massaging  the fundus before placental separation has occurred. This prevents associated complications such as uterine inversion and postpartum hemorrhage. (Varney, p 516)

840. Dangers of partial separation of the placenta:

The placenta can not be delivered, but the blood vessels that are open due to partial separation can lead to hemorrhage.

The caregiver may think that the placenta is separated and prematurely give cord traction leading to uterine inversion or hemorrhage or retained placental fragments.

841. Modified Brandt-Andrews Technique is used to check to see if placenta has separated or not.

Hold the cord taught at the introitus with one hand, using the clamp for leverage

Bring the tips of your fingers on your abdominal hand, with your fingers close against each other, straight down into the lower abdomen just above pubic symphysis.

Watch what happen to the umbilical cord:

· If cord recedes into vagina the placental is not separated

· If the cord has a feeling of give and remains the same or extends, the placenta has separated and you may proceeds with facilitating placental expulsion.

(Varney, p 516-7)

842. If still unsure about placental separation, the following method can be used.

Hold cord tautly with one hand at introitus.

With other hand, follow cord into vagina with examining fingers until you can feel either site of cord insertion into placenta, or where it extends to the cervix beyond your reach. If it is the latter, you can assume for the time that it is not separated.

(Varney, p 516-7)

843. Facilitation of Placental Expulsion after Separation

	Step
	Rationale

	Use abdominal hand to assure that uterus is contracting
	Pulling on an uncontracted uterus can lead to inversion and hemorrhage

	Brace the body of the uterus by placing the palmar surface of the hand just above the pubic symphysis and pressing straight down against the uterus with an upward motion
	Maintaining the position of the uterus during the expulsion

	At the same time the other hand exerts traction on the cord, using the clamp for leverage
	To have adequate leverage to expulse the placenta

	At the same, ask the woman to push or cough
	To help move the placenta through the vaginal canal

	First exert traction on the cord downward and then upwards
	To birth the placenta along the Curve of Carus


(Varney, p 517)

844. To prevent uterine inversion:

Do not pull on the cord or give traction if the uterus has not contracted and/or the placenta has not separated.

Do not give excessive fundal massage, or use the uterus as a piston

Brace the body of the uterus by placing the palmar surface of the hand just above the pubic symphysis and pressing straight down against the uterus with an upward motion to protect and maintain the position of the uterus.

The cord should never be pulled if:

· the uterus is not contracted, could lead to inversion or prolapse

· the placenta is not separated, could lead to retained fragments or the cord to separate from placenta requiring manual removal and increased interuterine infection

845. Fundal pressure is avoided during placental expulsion because if it is used as a piston is relaxes the cardinal ligaments and may predispose to uterine prolapse, either in the postpartum period or later in life.

(Varney, p 517)

846. Positioning affects the expulsion of the placenta. Squatting works with gravity to birth the placenta, while a flat or slightly recumbent position negates the down and outward position of the vagina and does not utilize the natural facilitative forces when the woman is in an upright position. (Varney, p 517)

847. To prevent tearing of the after-coming membranes:

Allow the placenta to slide gentle into the basin or the midwife's hands, but don't let it drop far away from the introitus as this might cause the aftercoming membranes to tear and break off and be retained.

(Varney, p. 518)

848. To remove or tease out trailing membranes:

First Method

· Take a clamp and place it on the membranes at the vaginal introitus.

· Continue to support the placenta to prevent tension on the membranes.

· With a free hand, stabilize the uterus, while the other hand rocks the clamped membranes up and down, side to side, with a small amount of traction.

· When the membranes come down out of the introitus, reclamp to get better leverage on the membranes.

Second Method

· Hold the placenta in your hands and turn it over and over gradually teasing out the membranes until they are delivered.

(Varney, p 518)

849. Management for retained membranes:

Try to visualize during cervical inspection and tease more membranes out

Methergine .2 mg PO q 4 hours for 6 doses or an immediate IM injection if there are a large amount of membranes, unless the mom is hypertensive. If membranes are causing immediate bleeding, a ring forceps with gauze can be used to remove membranes from uterus.

(Varney, p 518)

Retained membranes can raise the risk for endometritis and can cause more painful afterpains.

850. Manual removal of retained membranes is contraindicated unless the membranes are causing immediate bleeding it is an emergency because:

· it is traumatic to the woman

· increases the risk of interuterine infection

· is unnecessary because the uterus can expel them on its own

851. Fourth Stage of Labor: Begins with the birth of the placenta and ends one hour later. This is a critical time for the woman's recovery from the stress of labor and she should be under close observation by the midwife.

(Varney, p 525)

852. Evaluations and Actions during 4th Stage

· evaluation of the uterus

· inspection and evaluation of the cervix, vagina and perineum

· inspection and evaluation of the placenta, membranes and umbilical cord

· repair of lacerations or episiotomy, if necessary

· vital signs as indicated

(Varney, p 525)

853. The uterus is normally found at the midline of the abdomen, 2/3rd to 3/4 between the symphysis pubis and umbilicus. A uterus above the umbilicus is indicative of blood clots in the uterus, which should be expressed via cherrypitting, or by manual removal of clots from the lower uterine segment. A uterus above and displaced to one side of the umbilicus indicates a full bladder, preventing contraction of the uterus and more bleeding. Bladder should be emptied. 

If the uterus is very low, uterine prolapse should be ruled out and treated.

(Varney, p 525)

854-855.

	Management 
	Rationale

	cervix, vagina and perineum inspect for lacerations (only if indicated for cervix)

inspect for bruising
	it is necessary to rule out or evaluate lacerations so they can be repaired and bleeding can be stopped

it is necessary to rule out hematomas and to assess level of bruising and swelling for management decisions

	placenta, membranes and cord

inspecting and evaluating to identify different cord insertions and types of placentas, whether the placenta and membranes are complete, grade of the placenta in terms of calcification, and that the cord has three vessels
	If the placenta is not complete, retained fragments can cause hemorrhage, presence of calcifications can indicate post-dates pregnancy, absence of three cord vessels can indicate heart defects


(Varney, p 526)

856. Expected physiological changes in maternal condition during fourth stage of labor

	Parameter
	Expected Change

	Vital Signs
	Stabilize to prelabor levels during first hour postpartum. Way of monitoring for shock, resulting from hidden blood loss. Temp remains elevated.

	GI 
	Nausea and vomiting should have ended. Mom is thirsty and likely hungry.

	Renal Function
	Hypotonic bladder with urinary retention and bladder enlargement is not uncommon.

	Lochia
	Bleeding should be minimal if uterus is well contracted. Additional clots may be expelled during this time.

	Perineum
	Swollen and sore, possible hematomas.

	Social
	Bonding hour-crucial time for maternal infant relationship. Maternal sensitive period for bonding. 


(Varney, p 529-30)

857. Involution of the uterus is the first action following placental delivery because it shuts off the flow of blood to the vessels that perfused the placenta and prevents pp hemorrhage.

858. Oxytoxic drugs will most likely be needed when:

· there is an overdistended uterus

· there is an oxytocin induction or augmentation

· rapid or precipitous labor or delivery

· prolonged first and second stage of labor

· grand multiparity

· history of uterine atony or pp hemorrhage with previous labor

In all of these cases, there is a higher rate of uterine atony with its associated risk of pp hemorrhage. (Varney, p 531)

859. Management for the inspection and evaluation of the cervix, vagina and perineum, once the midwife is assured the uterus is well contracted, includes examining for bruises, lacerations, hematomas and bleeders. This allows the midwife to prioritize her management steps (i.e. clamping bleeders, suturing lacerations, etc.) It is necessary to rule out or evaluate lacerations so they can be repaired and bleeding can be stopped, and it is necessary to rule out hematomas and to assess level of bruising and swelling for management decisions.

860. Indications for inspecting the cervix and upper vaginal vault are:

	Indication
	Rationale

	Uterus is well contracted but there is a steady trickle or flow of blood from vagina
	If bleeding is not coming from uterus, where is it coming from?

	Mother was pushing prior to complete dilation of the cervix
	Higher chance of cervical tears.

	Labor and delivery were rapid and precipitous
	Higher change of cervical tears due to lack of time for adequate dilation.

	Cervix was manipulated during labor
	Increased risk of damage to cervix.

	Traumatic procedures were necessary, i.e. forceps, vacuum
	These can cause injury to vagina and/or cervix

	Second stage of delivery was traumatic, e.g. shoulder dystocia
	Higher rate of trauma to vaginal vault or cervix.


(Varney, p 527)

861. Actions to be taken before the woman puts her legs together following inspection and repair include: 

	Action
	Rationale

	Check the uterus for consistency

Watch the effect of uterine massage on the amount of blood flow

Express any blood clots
	To assess uterine involution and presence of clots.

	Do one last VE , massage the lower uterine segment, check for uterine inversion and look over any repair work
	To assure that all 4x4s have been removed, to get clots out of the lower uterus, to assess completion and adequacy of repair

	Clean up and wash the woman
	For her comfort and cleanliness and prevention of infection.


(Varney, p 528)

862. Teach the mom how to locate her fundus and how to give light massage to keep uterus firm or get to firm up if it was boggy on a regular schedule, i.e. each time she goes to urinate.

This helps the woman feel that she is participating in and knowledgeable about her body, as well as reduces bleeding and lessens the need for periodic thorough and more rigorous massage by the midwife. (Varney, p 529)

863. Mother-infant family relationships during 4th stage consist of intense bonding. The midwife can assist in this happening by allowing the mother and baby to be together at all times if medically possible, by postponing the newborn exam and other interventions until after the first hour and then right by the mother's side. The midwife should also point out how perfect and lovable the baby is while giving the family time to themselves to get to know each other.

Pharmacology 

864. Four reasons drugs are used in labor are:

Induction/Augmentation of labor

Pain Relief/ Anesthesia

Nausea Relief

Hemorrhage

Antibiotic Therapy

(Class notes)

865.. Decisions that must be made regarding medicating a woman in labor include:

How close to delivery because baby can be adversely affected if too close to delivery and mom may not be able to feel urge to push effectively.

Allergies - self-explanatory

Condition of baby and effect of drug on baby- if baby is showing signs of fetal distress this could exacerbate condition

Amount- efficiency and safety

Route- efficiency and safety

Contraindications- don’t do if there are CI’s

How it will increase and decrease management options- it is important to keep long term goals in mind and not just immediate solutions

Mother’s birth plan/ beliefs- it is important to respect the woman’s autonomy

866. 

	Class
	Anesthesia
	Barbituate/

Sedative
	Ataratic
	Narcotic Analgesic

	Example
	Lidocaine
	Seconal
	Phenergan
	Demerol

	Antiemetic
	no
	mild
	yes
	no

	
	
	
	
	


(Class notes)

867. Sedatives and Ataratic drugs are more likely to be used during latent or false labor because they induce a relaxed state and are long acting. (Class notes)

868. see #865

869. Alternatives to pain medications used in and out of hospital settings

· massage

· water: decreases weight, relaxation, decreases pressure on belly

· acupuncture, acupressure

· positioning

· hypnobirthing

· aromatherapy

· love, support and presence

· validation/ reassurance

· safe environment

· support people

· music

· homeopathics

· counterpressure

870. 

	Alternative

Pain Relief
	Expected Action
	Effect on mom & fetus
	Risk/Benefit Ratio
	Expected Success Ratio

	Hot water
	pain relief

muscle relaxation
	relaxes mom so that body can do its work; takes the edge off the pain; soothes; allows more O2 flow
	no risk with clean water that is the right temperature
	85%

	Reassurance
	validation of experience

lessens anxiety

normalizes “panic”
	relaxes muscles

relieves tension
	no risks
	90%

	Positioning
	makes more room in pelvis

pain relief

allows for more effective O2 flow
	decreased pain

more O2 to baby


	risk of cord compression which would be assessed during fetal heart check;

increases risk of tears with some positions;

decrease risk of shoulder dystocia with certain positions
	92%

	Massage
	relaxes muscles


	relaxes muscles and decreases tension;

improves O2 flow
	possible risk of dislodging thrombus in legs causing embolism; otherwise no clinical risk
	88%

	Counterpressure
	disrupts pain pathway 
	reduces sensation of pain in lower back for mom
	bruising the mother or putting pressure in wrong position and adding more pain
	75%


(Class Notes)

871. Narcotic analgesia should only be used in hard, active labor because it can decrease the effectiveness of contractions.

Ataratics have no effect on contractions and therefore can be used early in labor.

Sedatives can cause hypotonic uterine dysfunction

872. 
Analgesia- pain relief


Anesthesia- pain removal


(Class notes)

873. The best pain relief in second stage is to have a baby. According to Varney, pain relief medications that can be especially useful in second stage include:

· pudendal block: anesthetizes the lower vaginal tract alleviating any discomfort or pain a woman may have from the tissue stretching caused by the distension of the fetal head while carrying minimal effect to baby. It can deal with the fear issue of one’s “bottom splitting open” and one may be able to avoid an episiotomy. 

· local infiltration with lidocaine of the perineal body: also carries minimal risk to baby 

(Varney, p 445)

874. Local infiltration distends the tissue into which the anesthetic agent is injected, thereby distorting the size and shape of the tissue and making proper approximation of tissue layers more difficult. (Varney, p 445)

875. Methergine PO is indicated when portions of membranes or retained, or when uterus is not contracting, placenta is already out, and there is unstoppable bleeding with a boggy uterus. Per Elizabeth in class, a hx of pp hemorrhage. PO Methergine’s expected action is to cause a few big contractions over a few days to expel content of uterus.

According to Varney timing and dosage is 0.2 mg q 4 hours for 6 doses. Some midwives follow this series with 0.2 mg of PO Methergine TID for 3 days.

Contraindications include elevated BP, normal involution occurring on its own, placenta still in uterus.

Side effects include increasing the blood pressure and tetanic contractions.

(Class notes, Varney, p 518)

876. IM Methergine or ergotrate is indicated when the placenta is delivered with postpartum hemorrhage, or when the amount of retained membranes is estimated to be large.

 Dosage is 1 amp or 0.2 mg IM immediately upon recognition of indications. Expected action is to induce tetanic contractions to expel uterine content and/or clamp down the uterus to stop bleeding.

Contraindications include high BP, normal involution or placenta not yet born. Side effects include elevating BP. (Varney, p 518)

877. IM Pitocin is indicated postpartum if the woman is having a little heavy bleeding but not excessive and the uterus is tending to relax, and is hypertensive, or if the uterus has a tendency to be boggy, or if the placenta is not coming out in a timely fashion. Its expected action is to create contractions similar to term labor contractions. Timing is immediately upon recognizing indications and ruling out contraindications. Side effects of significant doses of Pitocin can include hypotension and tachycardia. CI’s such as hypotension must be weighed against the benefit of using the drug if the hemorrhage warrants it.

(Varney, p 532-3)

878. IV Pitocin dosage is 10-40 I.U.s diluted in a 1000 cc of saline. IV push is very dangerous and contraindicated, as there can be nearly a 40-50% drop in blood pressure, which is enough to induce a state of shock, as well as a marked tachycardia. The drip rate should be slow. Can be used right after the birth of the baby to help with postpartum hemorrhage or to help with a placenta that won’t come out. (Varney, p 533)

879. Intrapartal IV use:

Ketosis


Rehydration LR 

FTP 

LR, NS

Swollen Cervix
NS

IV Antibiotics NS

Shock
NS

Hemorrhage
LR, second bag of NS

NS should be used if there is chance of a blood transfusion.

Antibiotics should be used with NS including the bag, needle and tubing.

2000ml IV/1000 ml of fluid loss, 2:1 ratio of replacing what lost.

Can give a bolus of 500cc for hemorrhage or hypovolemia or dehydration.

After initial 500 titrate to pulse. If >100, increase drip rate until normal. Check pulse and check every 5 minutes, if pulse slows, decrease drip rate.

Also, sometimes a certain drug has a specified drip rate.

(EDG class notes)

880. Postpartum IV use:

Hemorrhage

Dehydration or exhaustion

2000ml IV/1000 ml of fluid loss, 2:1 ratio of replacing what lost.

Can give a bolus of 500cc for hemorrhage or hypovolemia or dehydration.

After initial 500 titrate to pulse. If >100, increase drip rate until normal. Check pulse and check every 5 minutes, if pulse slows, decrease drip rate.

(EDG class notes)

881. 

	Name
	Class
	Pain Relief
	Anti-Emetic
	Decrease Anxiety
	Sedation
	Dose/RT
	Timing

	Meperidene or Demerol
	Narcotic
	x
	
	
	x
	12.5-25 mg IV

50mg IM
	Active labor

	Promethazine or Phenergan
	Ataratic
	
	mild
	mild
	x
	25-50 mg rectally, IM, or IV
	Early, Active or prenatally

	Hydroxyzine or Vistaril
	Ataratic
	
	
	x
	x
	50mg IM
	early or active

	Secobarital or Seconal
	Barbit
	
	mild
	mild
	x
	100mg PO

100 mg

IM
	false labor

early labor


(EDG classnotes)

882. Pain in Labor

Skullcap: 3-8 drops orally single dose, gets rid of simple pains such as that with dilation of the cervix. No contraindications or side effects. Plant origin.

St. Joan’s Wort: controls spasms in the back, sides and uterus. Can be used every hour or as needed 25-30 drops orally. No CI or SE noted. Plant origin.

(Herbal for the Childbearing Year, Susun Weed)

883. Shepherd’s Purse: common weed origin. Blood coagulant and vasoconstrictor. Stops bleeding and promotes uterine contractions. 20-40 drops or dropperful under the tongue of fresh plant tincture. If using extract of dry plants 1 tsp under tongue and repeat every minute. Quick acting.

CI: do not give preventively as it can cause large clots and make it more difficult for uterus to clamp down.

Blue Cohosh: plant origin. 10 drops under the tongue, repeat as necessary. 

No CI or SE noted.

(Herbal for the Childbearing Year, Susun Weed)

Complications 

884. The earlier complications are recognized the earlier they can be dealt with and resolved before advancing to a more dangerous state. In addition, if transfer to the hospital is necessary it can be done before it is a life or death emergency.

885. When the medical condition of a client necessitates that care be transferred to an MD, the midwife should stay involved in an appropriate manner and be responsible for:

supporting and caring for the client

explaining medical jargon

explaining procedures and options and their risks and benefits

advocates for the client

reassures partner and family

Since the midwife was the client’s provider during pregnancy, this gives the client some continuity of care and allows her not to feel abandoned in this difficult situation of a transfer.

886. Four evaluations about a given intervention that should be done by the midwife before using the intervention are:

· risks of the intervention

· benefits of the intervention

· assessment of the alternatives to the intervention (including if one can wait for a while)

· assessment of the likely progression of interventions if this one is utilized (i.e. the ladder effect)

887. VBAC’s with low transverse uterine scars should be encouraged rather than planned C-sections because the risk of uterine rupture for these women is .19-.8 %, which is less than morbidity rates for repeat C-sections.

Rupture of a low-transverse uterine scar is also not usually catastrophic for either mom or baby as most ruptures in these cases are only dehiscence or puckering of the scar. (Varney, p 460)

888. Risk to women with previous C-section includes:

· type of previous incision due to different risks of rupture

· gestational age of fetus at previous C-section (see 210 for reason)

889. A C-section done at 28 weeks or earlier may result in an incision that extends into the uterine muscle mass of the uterine corpus or fundus, leading to a higher risk of rupture. Since the lower uterine segment is poorly developed during early gestation, a C-section done before 28 weeks even with a low-transverse uterine scar will extend in the corpus, and thus subsequent vaginal births bring a high risk of rupture. (Varney, 459-60)

890. Women with classical scars are at a greater risk of rupture from VBACs because that type of incision involved the upper contractile uterine segment which will be under more stress and stretch during a subsequent spontaneous labor. (Varney, p 460)

891. Two types of C-sections:

· classical: vertical scar which includes the upper contractile uterine segment

· low-transverse or low-vertical: scar includes on the lower noncontractile uterine segment.

892. Women with classical uterine scars have a risk of catastrophic uterine rupture of around 12% as opposed to .19-.8% of non-catastrophic rupture with LTUIs, and 1.1% for low-vertical scars. (Varney, p. 460)

893. The uterine rupture of LTUI is usually not catastrophic for mom or baby because it is usually only a dehiscence of the scar and an incidental finding during uterine exploration following a vaginal birth or elected repeat C-section. (Varney, p 460)

894. According to Varney, VBAC safety in relation to number of previous C-sections, the interval of time since the last C-section and any intervening vaginal deliveries have minimal significance with regard to uterine rupture. (p. 460)

895. Additional history that should be taken for a woman with a previous C-section:

	History
	Rationale

	Type of cesarean section
	to know if a VBAC is possible based on risk of rupture for classical or LTUI

	reason for cesarean section
	to take into consideration in management of pregnancy and labor

	length of labor
	to know if there was a true trial of labor and/or if uterine exhaustion played a role

	weeks gestation at time of c-section
	see no. 210


(Varney, p 460)

896. Options for management of a woman with a previous LTUI include:

· scheduled elective repeat C-section

· an elective repeat C-section after onset of labor

· trial labor for a vaginal delivery

(Varney, p 460)

897. If the previous uterine incision was classical or the inverted T, a repeat C-section before the onset of labor is the most appropriate option. For LTUI see no 217. (Varney, p 460)

898. All the available options and their associated risks and benefits should be discussed with the VBAC client and documented in her chart, i.e. risks of repeat C-sec vs. VBAC.

899. The VBAC mom may need some special support during her pregnancy to overcome feelings of inadequacy, poor self-image or guilt over her previous c-section and to work through relevant issues that may cause her to not proceed well through the subsequent labor. Support groups such as ICAN, books such as Silent Knife, and special antepartal classes designed for VBACs. This is especially important when the woman’s family is not supportive or informed about VBAC. 

(Varney, p 461)

900. Caution should be taken to use a diagnosis of CPD for previous C-section, as a reason to label a mom a poor VBAC candidate as 60-70% of women with a previous diagnosis of CPD go on to have vaginal deliveries subsequently, often with larger babies. This info should be shared with the woman and her feelings about her body should be explored. Reinforcement that her body can do this should be given throughout pregnancy and labor.

901. A VBAC candidate should be allowed to labor normally because she is going through a labor just as any other woman medically speaking. She will have psychological hurdles however, particularly, when labor reaches the point at which she had a problem or lack of progress that led to the previous C-section. This point should be noted ahead of time by the practitioner so that arrest of progress can be headed off, and reassurance and support can be given. From this point on (the point of previous C-section) expect progress like a primagravida.

902. Standards for managing VBAC labor are the same as for any other laboring mother. Use of oxytocin for induction or augmentation, or epidural anesthesia are not universally agreed upon, but according to Varney are okay to use. VBAC moms should be closely monitored for s/sx of uterine rupture such as abrupt change or cessation of contractions, vaginal bleeding and a loss of fetal station, or abrupt changes in FHTs. (Varney, p 461)

903. There is an increased incidence of placenta accreta with VBACs due to the risk of the placenta implanting over the uterine scar. Therefore, in the case of a retained placenta, a transfer to the hospital  for manual removal to may be the better management decision in order to have access to surgery or blood transfusion. Another option is to have a term ultrasound to r/o an anterior placenta that is covering the scar. (Varney, p 461)

904. The management of asymptotic scar dehiscence following a vaginal birth is to do nothing as it will heal by itself by 6 weeks postpartum. If symptoms are present, a manual exploration of the uterus to r/o scar dehiscence is a subject of controversy, as the procedure is painful. (Varney, p 461)

905. Preterm labor: any labor that starts after the completion of the 20th week gestation up to the completion of the 37th week of gestation. This constitutes 10% of all labors in the US. Is the leading cause of perinatal mortality and morbidity as it accounts for 75% of all perinatal deaths and up to 50% of the neurological handicaps found in infancy. (Varney, p 461)

906. Low SES is thought to result in higher rates of prematurity due to the correlation between low SES and poor nutritional status, lower utilization of prenatal care and higher rates of drug and alcohol use among mothers.

907. Any woman who has had one preterm birth in a past pregnancy, has a 20-40% risk of recurrence because she is likely to have the same risk factor and risk behaviors as at the time of the preterm birth. The risk of repeat preterm birth increases with each subsequent preterm or full-term birth respectively. It is sometimes difficult to distinguish between  a preterm baby and a growth-retarded term baby and therefore it is important to obtain previous medical records for any woman with a previous baby weighing less than 2500 grams or who delivered prior to 36 weeks gestation. (Varney, p 462)

908. The most important factor in management of preterm labor is the diagnosis of preterm labor so that it can be dealt with in a timely and appropriate manner. 

909. Predisposing factors to prematurity:

	Predisposing factor
	Why

	Lower SES
	see #227

	poor nutritional status
	a weight gain of less than 10lb by 20 weeks; the body cannot sustain the pregnancy to term

	short intervals between pregnancies
	association with preterm births due to the body never having built itself back to prepregnancy levels and therefore starts pregnancy in a compromised state

	multiple gestation
	10% of all preterm births are multiple gestations due to expansion of uterus to its capacity

	substance abuse
	cocaine particularly can precipitate PTL and/or abruption

	incompetent cervix
	cervix dilates painlessly to point of no return and miscarriage or preterm labor ensues

	urinary tract infection
	can mimic and or induce labor as urinary tract irritation can stimulate uterus into contractions

	PROM
	it is common to have contractions begin within 24 hours post ROM

some schools also believe the membranes play a role in the initiation of labor; absence of water can lead to dropping of fetal head and pressure on cervix starting labor

	polyhydramnios
	excess fluid increases volume of uterus to capacity thus stimulating contractions

	uterine anomalies
	possible that a uterus with anomalies cannot accommodate a full-term baby

	STDs
	bacterial infections can cause ROM or stimulate contractions due to bacteria

	DES daughter
	creates uterine anomalies not conducive to carrying a pregnancy to term


(Varney, p 461-2)

910. The screening information that will be most helpful in ruling out PTL includes identifying both the predisposing factors for PTL during routine care and the s/sx of preterm labor. (Varney, p 463)

911. The eight s/sx that must be evaluated to rule out PTL include:

· painful menstrual-like cramps, not to be confused with round-ligament pain

· dull low backache that comes and goes and is different from any back pain the woman has experienced earlier in labor

· suprapubic pain or pressure, may be confused with UTI

· sensation of pelvic pressure or heaviness

· noting if there is a change in character or amount of vaginal discharge

· absence of diarrhea

· PROM

· unpalpated uterine contractions (painful or unpainful) felt more often than every 10 minutes for 1 hr or more and not relieved by lying down

(Varney, p 462)

912. Management strategies for  preventing prematurity and low-birth weight:

· Monthly screening for asymptotic bacteriuria related to preventing genital tract colonization leading to PTL.

· Prompt treatment of any vaginal and cervical infections to prevent the infection from precipitating PTL.

· Diet history and appropriate nutritional counseling to improve nutrition and hydration and maximize chance of having a term pregnancy.

· Reinforcement of the signs and symptoms of PTL and instructions about what to do and when to call increases the chance that the progression of labor would be able to be halted in some way if caught early.

· Stress reduction strategies and open communication with client so that stress and its associated risk of PTL can be alleviated.

(Varney, p 462-3)

913. For women with two or more previous PT labors or births, with no s/sx this pregnancy, the following should also be done:

· Vaginal exam q 2 weeks to assess for cervical changes in position, effacement and dilation, as well as station of the presenting part. Serial cervical exams may have limited predictive value in making clinical management decisions.

· Recommend change or reduction of workload if job includes heavy lifting, pushing or pulling, long hours, rotating shifts or a lengthy commute.

· Recommend use of condoms during sexual intercourse to prevent STDs that might predispose to PROM and prevent prostaglandin in the semen from causing uterine irritability.

· Advise the woman to avoid nipple stimulation to prevent uterine contractions.

(Varney, p 463)

914. Management of woman with preterm labor

· Obtain history and physical, review EDD (to confirm labor is preterm)

· Rule out fetal distress (to determine if you have time to assess or need to transport immediately)

· Rule out maternal infection such as UTI, GC/CT, etc (to help assess cause of PTL and possible route of stopping it)

· Pelvic rest (to prevent introduction of prostaglandins or oxytocin from semen or orgasm or other stimulation/irritation to cervix; to prevent introducing infection)

· If membranes ruptured, consult and transport. (Inevitable delivery needs to be in appropriate setting)

· If membranes intact,


1. Utilize adjunctive therapies to stop labor (hydration, rest, Ca Mg, herbs, homeopathics (it may be possible to stop the labor)


2. Consult and transport if woman’s labor is confirmed and cervical changes are progressive Inevitable delivery needs to be in appropriate setting)

· Educate mom about prematurity. (So she knows what to expect)

(NMMA Guidelines, p 163-4)

915. Preterm labor is accurately diagnosed by the following signs and symptoms:

· painful menstrual-like cramps, not to be confused with round-ligament pain

· dull low backache that comes and goes and is different from any back pain the woman has experienced earlier in labor

· suprapubic pain or pressure, may be confused with UTI

· sensation of pelvic pressure or heaviness

· noting if there is a change in character or amount of vaginal discharge

· absence of diarrhea

· PROM

· unpalpated uterine contractions (painful or unpainful) felt more often than every 10 minutes for 1 hr or more and not relieved by lying down

(Varney, p 462)

916. A woman with signs of preterm labor should be managed as follows:

Notify consulting physician and make the following assessment:

History: s/sx of PTL, s/sx of UTI, s/sx of vaginitis, cervicitis or STDs, s/sx of PROM

Physical Examination: 


Vital signs, esp. temp and pulse


Evaluation of gestational age


Evaluation of contractions


Evaluation of FHT


Abdominal palpation for position, presentation, EFW, multiple 

gestation and assessment of abdominal pain


CVAT


Assessment  of low-back pain and suprapubic pain

Pelvic exam


Speculum exam for evaluation of vaginitis, cervicitis, PROM, STDs


Digital exam for evaluation of any existing cervical changes, station

Lab Tests


STAT microscopic U/A


U/C


wet mount of any vaginal d/c


Cultures for GBS, GC/CT and any genital lesions


CBC  with diff


Fern test


Nitrazine test

(Varney, p 463)

917. Instructions to a woman managed for PTL who is sent home:

· Limit activity

· Arrange for help with household and childcare activities

· No sexual activity until reevaluation in a week

· If sexual activity is resumed, use condoms until postpartum 

· Return for routine PNC and reevaluation in one-week

· Continue to follow previous instructions on nutrition

· Review s/sx and if reoccurrence return to care immediately

· No use of cigarettes, drugs or alcohol

(Varney, p 464)

918. Women who meet the definition of PTL, less than 4cm dilated and less than 34 weeks gestation are candidates for tocolysis. Between 34-37 weeks tocolytic drugs are not very effective and their is a cost-benefit ratio of risk of the drugs to the risks of a preterm birth. (Varney, p 464)

919. The drugs commonly used for tocolysis are:

Magnesium Sulfate because it inhibits uterine contractions

Beta-adrenergic agonist ritodrine because it inhibits uterine contractions


Terbutiline because it inhibits uterine contractions

(Varney, p 464)

920. Signs and symptoms that rule out tocolysis:

· Fetal maturity (no need to stall labor)

· Cervix more than 5 cm dilated (is ineffective beyond 4 cm)

· Severe IUGR (better for baby to be on outside with assistance than remain inside)

· Acute fetal distress (Baby needs to be born)

· Fetal death or fetal anomaly incompatible with life (no danger in premature birth)

· Severe placental abruption (baby needs to be born)

· Maternal hemodynamic instability (mother cannot sustain the pregnancy or labor with prolonged excessive bleeding)

· Severe preeclampsia or eclampsia (will be resolved with birth)

· Chorioamnionitis (dangerous to baby to remain in infected waters)

(Varney, p 464)

921. Dangers associated with tocolytic drugs:

Cardiac disease with beta-adrenergic agonists

With Mag Sulfate- renal failure, hypocalcemia, Myasthenia Gravis

Terbutaline- pulmonary edema

(Varney, p 465)

922. The lab tests that should be obtained for a woman undergoing tocolysis are:

CBC with diff

Creatinine, glomerular filtration rate, and other renal function tests

24 hour protein collection

3 hr GTC

923. After contractions stop, tocolysis via Terbutiline or Ritodrine is continued as a lower dosage and titrated down every 30 minutes until the lowest dosage that maintains cessation of contractions. Magnesium Sulfate is either continued at its dose or stopped as reducing dosage does not effect it.  Management at that time is to transfer to a higher acuity center and/or administer steroids to assist in fetal lung maturation.(ALSO Manual, D-10)

924. Considerations in using tocolysis:

No CI to the drug, i.e. allergy

No CI to prolongation of the pregnancy

The fetus should be healthy and able to withstand further gestation.

There should be a clear dx of PTL

Cervix dilated to less than 4 cm

Gestational age between 24 and 34 weeks

(ALSO, D-11)

	Concerns to Mom
	Concerns to Baby

	Nausea
	Tachycardia

	Headache
	Hypoglycemia

	Diarrhea
	Hyperinsulinemia

	Vasodilatation
	Hydrops

	Visual changes
	Hypotonia

	Weakness
	Drowsiness

	Lethargy
	Bony abnormalities

	Tachycardia
	Congenital rickets

	Anxiety and Jitteriness
	Decreased uteroplacental blood flow

	Hyperglycemia
	Oligohydraminios

	Hypocalcemia
	Decreased renal function

	Increases systolic BP
	Premature closure of ductus arteriosus

	Decreases diastolic BP
	

	Decreases coronary artery perfusion
	

	Decreased peripheral resistance
	

	Pulmonary edema
	

	Fluid retention
	

	Peptic ulcer
	

	Paralytic ileus
	

	Urinary retention
	

	Severe allergic reaction
	

	Thromocytopenia
	

	Hepatoxicity
	

	Respiratory depression or distress
	

	Pulmonary embolus
	

	Cardiac arrest
	

	Death
	


(Varney, p 466)

925. Decreasing maternal anxiety via reassurance, emotional support and stress reduction is very important as anxiety itself can be causative. Management includes trusting the mom’s suspicions or reports of changes, attempt to make her feel she has some degree of control over the situation and has something to offer, and being available by phone to allay fears or review her uneasiness about what she is feeling and helping her feel like a valuable participant in her own care. (Varney, p 465)

926. Decision to be made by the physician and midwife in preterm labor management:

Deciding on route of delivery (based on fetal presentation and gestational age)

Deciding on type of analgesia and anesthesia if used (narcotics, ataratics and sedatives should not be used prior to delivery; pudenal block or local infiltration should be used for episiotomy and repair; if absolutely necessary, a woman can have an epidural)

Monitoring the fetus (a preterm baby has less reserves to handle labor, also more likely to be tachycardic particularly with ROM, also show marked variability more often)

Carefully weighing the usefulness of internal monitoring with the dangers of inserting scalp electrode (preterm fetus has wider fontanelles and a different skull bone density and consistency)

Deciding whether an episiotomy is needed (based on estimated fetal weight and relaxation of the woman’s perineum and baby’s ability to stretch and distend it and decrease risk of trauma to head)

Decision to transfer baby to level III or IV hospital upon delivery (based on needs of baby and institutions capability to meet those needs)

(Varney, p 465-6)

927. Predisposing factors for PROM:

· incompetent cervix

· polyhydramnios

· fetal malpresentation

· multiple gestations

· vaginal or cervical infection

(Varney, p. 467)

928.  Risks to mother and baby with PROM include:

· preterm labor and delivery

· infection (intrauterine)

· umbilical cord compression

· prolapsed cord

929.  Risks can be minimized by:

· not performing vaginal exams

· no douches

· no sexual intercourse

· no vaginal therapeutics

· maternal hydration 

· vitamin c and echinacea supplementation (garlic as well)

930.  History that should be taken:

a. amount of fluid loss (differentiates full rupture from high leak)

b. inability to control leakage with kegel exercises (differentiates from urinary incontinence)

c. time of rupture (to assess need for antibiotics)

d. color of fluid (to rule out meconium)

e. odor of fluid (to rule out infection and differentiates it from urine)

f. last sexual intercourse (semen expelled from vagina can be mistaken for amniotic fluid)

(Varney p. 467)

931.  Physical examinations that should be carried out in the presence of PROM include abdominal palpation (to ascertain amniotic fluid volume).  With frank rupture of membranes it is possible to detect a decrease in fluid due to molding of uterine wall and decreased ballottability.

932.  The steps of the sterile speculum examination  include:

a. inspection of the external genitalia for signs of fluid (in order to assess if there has been a constant and large amount of water leaking)

b.  insertion of the speculum and visualization of the cervix for a flow of fluid from the os. (to confirm ROM)

c. visualization of pooling of amniotic fluid in the vaginal vault (to confirm ROM)

d. if you do not see any fluid have the woman bear down (the valsalva maneuver) or exert gentle fundal pressure or elevate the presenting part abdominally to allow fluid to swoosh by (in order to visualize fluid)

e. observation of any fluid for the presence of lanugo or vernix if the pregnancy is greater than 32 weeks (other fluids (urine) will not have lanugo or vernix)

933. See above

934.  Management options for ROM:

1. To accomplish delivery within 24 hours of ROM. (Since this is the time of greatest risk)

2. Await the onset of spontaneous labor while observing the woman for signs and symptoms of chorioamnionitis. (Most women will go into spontaneous labor within the first 24 hours)

935. Factors that increase the chance of infection following ROM are:

· number of pelvic exams performed

· anything inserted into vagina

· poor hygiene

936.  Outcome of ROM in pregnancies less than 37 weeks rates of infection vary according to gestational age. The risks associated with prematurity are greater than the risks associated with infection. After 37 weeks the infection rate in the first 24 hours has been reported from 1.6 % to 29 %.

937.  A digital exam should be carried out in the presence of ROM when the plan is to induce labor so that delivery happens within 24 hours.  

938.  The additional management a woman entering labor in the presence of ROM include:

· assessing temp every 2-4 hours (maternal chills often precede maternal temperature

· conduct fetal heart monitoring

· checking fetal heart rate every hour is adequate assuming FHT is normal

· tachycardia is indicative of an intrauterine infection

· fetal heart rate is checked by listening after each contraction and through one contraction every fifteen minutes (with tachycardia)

· avoid unnecessary vaginal exams

· when doing an absolutely necessary vaginal exam, note the following: whether the vaginal walls are unusually warm or hot to the touch, whether the odor of the fluid or discharge on your gloves, the color of the fluid or discharge on gloves

· pay scrupulous attention in order to develop a  clear picture as to whether an infection may be developing

(Varney p. 461)

939. Expectant management of ROM include:

1. maternal pulse and temperature taken every 4 hours including nights

2. pelvic rest

3. non stress test or bpp done daily or weekly

4. daily evaluations for uterine tenderness

wbc count with differential done every day or every other day

940. Lab work obtained in the presence of ROM include: 

	Test
	Timing
	Rationale

	Cervical GBS/Vaginal GBS
	STAT
	to determine whether the danger of a gbs infection exists

	Urine culture
	Timely
	To determine if the urine is colonized by any potentially dangerous bacteria

	Fern test 
	at time of ROM
	to determine whether the leaking fluid is amniotic 


941.  The difference between chorioamnionitis and amnionitis  :

Amnionitis is the inflammation of the amniotic sac and the amnion.  Chorioamnionitis is the inflammation to the chorion and the amniotic sac.  These conditions almost always coexist.  The effects on the mother are decreased effectiveness of uterine contractions, abnormal cervical dilation, poor response of uterus to oxytocin.  The infected woman has the potential for being very sic, both intrapartally and postpartally.  The infant may develop life threatening intrauterine pneumonia and acidosis. (Varney, p. 470)

942.  Six signs and symptoms of above two conditions:

1. Maternal fever

2. Maternal tachycardia

3. Fetal tachycardia

4. Tender Uterus

5. Vaginal walls unusually hot to touch

6. Foul smelling, purulent amniotic fluid

7. Elevated WBC count

943.  The two goals of intrapartal management is delivery of the baby and treatment of the infection.

944. Steps of management and rationale for chorioamnionitis:

1.  Facilitation of delivery: induced vaginal delivery or c-section within 24 hours of diagnosis.

2. Oxytocin induction or augmentation to shorten latent phase of labor.

3. Rupture of forewaters if present to determine if water is stained with meconium.

4. Internal electronic fetal monitor to determine well-being of baby

5. Hydration with IV D5LR to replace infected fluid with new fluid.


6. Vital signs every hour in order to monitor well being of mom.

7. Notification of pediatrician in order to have competent care for a possibly infected newborn.

945.  If delivery is expected within one or two hours IV antibiotic therapy can be delayed until immediately after delivery.  This is advisable because antibiotics given to mom will mess up the pediatricians ability to identify the causative infecting agent in the newborn.  Otherwise the mother should be treated during labor to initiate treatment to the mother and decrease neonatal sepsis rate.  IV penicillin G is usually used.  

946. The most common immediate neonatal complications in the presence of chorioamnionitis is pneumonia, acidosis and neonatal sepsis.

947.  The standard resolution of a prolapsed cord is c-section.  That is the only way to safely deliver the baby. (Varney 471)

948.  First type of cord prolapse is the Frank prolapse.  This is when the cord slips through the cervix.  Management is a c-section.

Occult prolapse is when the cord slips beside the presenting part, but does not protrude through the cervix.  In both cases danger lies in fetal hypoxia from cord compression between presenting part and the pelvis.  

949.  Five precipitating causes of cord prolapse:

1. Ruptured membranes with a breech presentation, compound presentation, transverse lie, fetus less than 2000 grams or second born twin.  The presenting part is not big enough to prevent cord from slipping into pelvic outlet.

2. Amniotomy.  If there is an unengaged head, compound presentation a non-cephalic presentation or small fetus whose presenting part does not fill pelvis.

3. SROM with above factors and rationale.

4.  Careless vaginal exam causing ROM with unengaged head

5. Polyhydramnios with ROM,  with polyhydramnios there is an unusually large gush and amount of water that can easily carry the cord with it.

(Varney, p 472)

950.  Steps for ruling out prolapsed cord and rationale.

1. Check for hearttones to assess fetal well-being

2. Thorough vaginal exam including feeling around the presenting part, the cervical edge and the external os to assure that there is no cord presenting.  Differentiate during a vaginal exam a cord from a prolapsed foot, a prolapsed arm.

951.  

	Management of prolapsed cord
	Rationale

	Place entire hand into the woman’s vagina and hold presenting part off of cord.
	To decrease the compression of the cord.

	Do not under any circumstances attempt to replace the cord
	You will not be able to replace it and may cause cord spasm leading to further cord compression.

	Inform woman of what has happened and illicit her cooperation
	This will enable the team to work as efficiently as possible

	Summon help/notify physician
	A transfer to hospital for c-section will be necessary

	Have others get woman into Trendelenburg position (kneeschest) transfer woman to hospital in this position
	In this position gravity will aid in keeping baby away from pelvic inlet and pressing on the cord.

	If cord is protruding from the vagina wrap in gauze soaked in normal warm saline
	This will prevent the cord from dehydration/drying out.



	Do not palpate or rely on cord pulsations  for fetal well being
	Not a reliable measure of FHTs due to prolapse.

	Under no circumstances remove your hand from the woman’s vagina or from the presenting part
	This will prevent cord compression


Varney p. 472

952.  Insert a number 16 foley catheter, fill the bladder with 500 cc of sterile water or normal saline and clamp the catheter while your hand is in the vagina displacing the fetal head off the fetal cord.  The full bladder displaces the presenting part alleviating cord compression.    

953. Types of FHT that are abnormal

	Type of FHT
	Parameters
	Condition in mom
	Condition in baby

	tachycardia
	because >160 for more than 10 minutes

increased sympathetic tone or decreased parasympathetic tone
	· intrauterine infection

· maternal hyperthermia either systemic or from chorioamnionitis

· administration of drugs for tocolysis or asthma or those to treat 

· hypertension

· maternal dehydration precipitated by heat stroke

· placental abruption

· hyperthyroidism
	· extreme prematurity

· fetal hypoxia

· cardiac congenital anomalies

· fetal anemia related to Rh-sensitization

· Hydrops

· fetal-maternal bleed

	Bradycardia
	less than 120 for at least 10 minutes

with average variability not clinically significant as indicator of fetal distress
	· maternal hypothermia

· prolapsed cord or cord compression

· drug administration such as Propanolol 


	· fetal hypoxemia

· vagal stimulation from Valsalva, rapid descent, vaginal exam, posterior or transverse position of fetal head in vertex position

· cardiac anomalies

	Minimal or absent variability or marked variability
	long term variability assessed by Doppler

all due to depression of autonomic nervous system
	· drugs such as analgesics, narcotics, barbiturates, etc
	· less than 28 weeks

· congenital neurological anomalies such as anencephaly

· fetal sleep cycles which should persist no long than 80 minutes in average fetus

· fetal hypoxia and acidosis


(Varney, p 476-7)

954. Management plan for late decels:

1. Notify consulting physician (to consult for how to proceed)

2. If birth is not imminent, start transfer to hospital (to have all options available)

3. Stop administration of any oxytoxic (to prevent further stress on fetus)

4. Continue or start IV hydration with a solution without glucose (could add to uteroplacental insufficiency and therefore exacerbate late decels)

5. Left-side lying with legs elevated (to aid in circulation)

6. O2 6-8L to mother (to increase oxygenation)

7. Apply fetal scalp electrode (to assess acoustic or manual stimulation of the fetus)

8. Obtain fetal scalp pH measurement (to assess acidosis)

9. Assess expected length of time until delivery (to aid in choosing route of delivery)

10. If related to epidural, check BP, and correct with hydration and/or ephedrine, elevate legs but not body (corrects problem)

11. Explain seriousness to mother and support persons while preparing for delivery within 30 minutes (so that they know what is going on and are included in management)

12. If late decels are due to excessive uterine activity, or when delays in operative intervention are unavoidable, administer Terbutiline. (to lessen stress of contractions on fetus)

(Varney, p 479)

955. Acute utero-placental insufficiency is caused by:

· Fetal anemia related with Rh sensitization, Non-immune hydrops or fetal maternal hemorrhage (affects fetus due to lack of RBCs and therefore lack of O2)

· Maternal sickle-cell crisis (affects fetus due to lack of O2-carrying capability)

· IUGR associated with maternal chronic hypertension, lupus, hyperthyroidism or intrauterine infection (affects blood flow to fetus)

· abnormal placentation, placenta previa, vasaprevia (suboptimal location of placenta leading to suboptimal perfusion)

· abruption associated with hypertension, cocaine use or overdistension of uterus (lack of blood perfusion to fetus)

· hypertensive disorders (restricted blood flow to fetus)

· maternal hypotension syndrome associated with supine positioning, severe dehydration, conduction anesthesia (lack of venous return and decreased flow to fetal circulation)

· hypertonic uterine contractions (lack of time to re-perfuse the placenta between contractions)

· postmaturity (placental is inefficient due to calcifications)

(Varney, p 479)

956. Variable decelerations are characterized by:

· vary both in duration and shape from occurrence to occurrence in relation to contraction pattern

· V-shaped, U-shaped or W-shaped

· onset is unpredictable in relation to contractions, there is no pattern

· occlusion of the umbilical artery often at fault (cord compression)

· period of decel varies from a few seconds to minutes

· shoulders on the strip (small accelerations) may occur before and after the variable decels and are reassuring, they can be distinguished from overshoots indicating fetal demise because variability is present with shoulders and absent overshoots

· variable decels stem from baseline or low-baseline FHTs

· FHT during variable decels goes to below 100 and as low as 50 or 60 (or even lower)

· asystole of the fetal heart beat (rate of 30) may occur at lowest point of decel, there is a belief that delivery is imminent at that time

· overshoot is a blunt accelaration occurring at the end of a variable decel with absence of variability with slow return to baseline. This is a non-reassuring finding indicating need for immediate delivery.

(Varney, p 479-80)

957. The primary cause of variable decelerations is cord compression.

958. In the presence of variable decelerations:

· the mother’s position should be changed to try to alleviate cord compression, 

· perform a vaginal exam to rule out prolapse, to ascertain if rapid descent of the head has occurred, to ascertain expected length of time until delivery, 

· call consulting physician

· evaluate the woman’s hydration status and if delivery is not imminent start IV

· administer O2 to mom with face mask at 6-8L per minute,

· before amnioinfusion if prolapsed cord and late decels have been ruled out

· continue to observe for development of tachycardia and loss of variability

(Varney, 480)

959. Acceleration patterns are transient accelerations caused by either fetal movement, or uterine contraction, or partial occlusion of the cord. There are transient periodic increases of the fetal heart rate above the baseline-therefore in order to truly determine whether accelerations are occurring, the baseline FHR must be assessed. (Varney, p 479)

960. Uniform acceleration pattern may indicate fetal distress, but alone is not predictive.

Variable acceleration pattern indicates fetal well-being and proper response to stimulation. 

961. Sinusoidal pattern has an undulating, repetitive FHR equally distributed 5-15 bpm above and below the baseline for at least 10 minutes. There is no relationship to contraction pattern or fetal movement. Occurs at a rate of 2-6 cycles per minute and is identified by an absence of short-term variability and no fetal heart rate acceleration following its occurrence. This can signify chronic fetal anemia, placental abruption, and severe hypoxia with acidosis. With this pattern fetal demise may be imminent and intervention should occur STAT. (Varney, p 481)

962. Fetal distress: situation in which the fetus is intermittently experiencing hypoxemia.

Chronic fetal distress is usually secondary to utero-placental insufficiency antepartally.

Acute fetal distress usually is precipitated by onset of labor contractions, or due to cord compression by prolapse, oligo, nuchal cord, etc.

963. Management of acute fetal distress is based on the following factors:

· presence of maternal complications that increase risk for utero-placental insufficiency

· presence of obstetrical fetal complications, e.g. IUGR, postdates, low AFI

· differential diagnosis of FHR pattern

· whether attempts to correct underlying problem are successful

· acid-base status of the fetus via scalp, acoustic or abdominal stimulation, or direct fetal scalp sampling

· presence of absence of meconium

· gestational age

· anticipated time until delivery

· presence or absence of tachycardia and/or decreased variability

(Varney, p 483)

964. The underlying factors that have an effect on the severity of fetal distress include are a combination of the above factors, such as late decels with meconium staining, or the severity and persistence of factors such as late decels or decreased variability and an anticipated long time until delivery.

965. Management of second stage labor with presence of meconium (changes from management of absence of meconium):

· favorable environment and position for suctioning at perineum, i.e. no water birth or all fours position

· do not allow a prolonged second stage, therefore possibly more directive with pushing effort

· DeLee on the perineum before baby takes breath

· Wipe out mouth and nose to  clear secretions

· Determine whether baby is vigorous (muscle tone, heart rate, and respiratory effort) 

· If vigorous, dry, warm, stimulate and treat as normal newborn, with careful attention to respirations and breath sounds, bulb suction if needed

· If not vigorous, do not stimulate and intubate baby to suction trachea. Repeat as necessary to remove meconium and then proceed to stimulate baby and assist with ventilation if necessary.

(NNR course)

Other factors that should be taken in to account in management are whether or not there are other signs of acute fetal distress such non-reassuring fetal heart rate patterns. In this case, delivery should occur within 30 minutes either vaginally or by C-section.

966. The steps for fetal management in second stage:

	Step
	Rationale

	Notify the consulting physician
	A c-sec or instrument delivery may be needed

	Begin IV hydration with a solution that does not have glucose
	Could exacerbate fetal distress

	Discontinue any pitocin stimulation to decrease uterine activity
	This will alleviate any utero-placental insufficiency that is related to pitocin

	Position mom on her side 
	This will alleviate cord compression, and supine hypotensive syndrome as well as decrease frequency of contractions

	Administer O2 via a face mask at 6-8l
	This increases oxygen supply and quality to fetus

	Perform scalp, acoustic or abdominal stimulation of the fetus
	To stimulate fetus and increase heart rate

	Administer tocolytic therapy
	To slow contractions

	Perform amnioinfusion 
	To alleviate cord compression

	If progressively worse, perform C-section
	To save the baby.


 (Varney, p 483)

967. Cephalo-pelvic disproportion: a disproportion between the size of the fetus and the size of the pelvis in which a particular pelvis is not large enough to accommodate the passage of a particular fetus for a vaginal birth. 

The only true test for CPD is a trial of labor to see if the fetus can pass through the pelvis. (Varney, p 483)

968. Factors that may contribute to CPD:

	Factor
	Why

	Excessively large fetus
	Too big to fit

	Shoulders wider than hips, broad hands and feet, short, square stature
	May indicate a small or narrow pelvis

	History of pelvic fracture
	Pelvis may have healed wrong

	Spinal deformity
	Deformity may interfere with pelvic cavity

	Unilateral or bilateral lameness
	Could be indicative of a congenital anomaly

	Other orthopedic deformity, e.g. rickets
	Could have resulted in pelvic bone integrity compromise

	Dysfunctional labor, i.e. uterine dysfunction
	Not enough strength in contractions to move the baby through pelvis

	Malpresentation or malposition
	Baby not positioned in optimum way to pass through pelvis


(Varney, p 484)

969. The rationale for rechecking pelvimetry in labor to detect a truly contracted pelvis and to anticipate where a delay in descent or rotation might occur. Therapeutic measures like changes in maternal position can then be initiated in a timely fashion to facilitate normal progression of the mechanisms of labor. (Varney, p 484)

970. Steps for assessing an arrest in labor include:

· Abdominal palpation (to assess fetal lie, presentation, position, flexion, engagement and station of presenting part and EFW to get a current picture of the fetus)

· Assessment of uterine contractions for duration, frequency, intensity and changes in uterine activity from earlier in labor (a dysfunctional labor pattern is often seen in a labor complicated by CPD)

· Pelvic exam (to evaluate position of presenting part, synclitism, asynclitism, flexion, progress in cervical dilation, descent of presenting part, molding of fetal head, formation of caput.)

· Clinical pelvimetry (to determine where in the pelvis the disproportion is occurring if it is occurring)

(Varney, p 484)

971. The five most serious outcomes of CPD are:

· Fetal damage, e.g. brain damage due to the constant pressure and pounding of the fetal head against the unyielding vehicle of the mother (in Oxorn-Foote language!)

· Fetal death for above reason

· Intrauterine infection due to prolonged labor or ROM

· Uterine rupture due to hypertonic contractions in the effort to expel the fetus and to lack of relief of pressure due to failure to progress

· Maternal death due to hemorrhage from uterine rupture, shock, brain aneurysm from effort

(Varney, p 484)

972. The pelves most associated with deep transverse arrest are:

platypelloid: flat in the forepelvis, flattened overall

android: due to prominent ischial spines, convergent side walls

(Varney, p 485)

973. S/sx of deep transverse arrest:

· Prolonged second stage due to failure to descend

· 3-9 saggital suture due to failure of fetal head rotation

· Caput forming due to pressure on the fetal head

· Second stage hypotonic uterine dysfunction due to muscle exhaustion

· Molding of the fetal head due to pressure on the head.

(Varney, p 485)

974. Management techniques to avoid deep-transverse arrest

· Facilitate woman’s efforts during second stage including positional changes

· Maintain adequate hydration to avoid maternal exhaustion

· Encourage woman to push only with peak of contraction to help stave off exhaustion

(Varney, p 485)

975. Uterine dysfunction is identified by observing prolongation of any phase of labor beyond its expected length, and is identified by a lack of progress in cervical dilation or effacement or in descent.

It is measured biophyscially by inserting an internal pressure catheter to measure the intensity of each contraction at each stage of labor or

by  abdominal palpation and vaginal examination during contractions to evaluate progress.

Two types of uterine dysfunction are hypotonic and hypertonic. They are differentiated from each other by s/sx, underlying physiology and the effect on mom and fetus. They have in common that contractions are ineffective and that cervical dilation and descent are arrested. (Varney, p 486)

976. Signs of symptoms of hypotonic uterine dysfunction:

1. History: contractions not painful, labor progressed well into active phase of 1st stage and then quit

2. Physical Exam: contractions infrequent, short duration and mild intensity

3. Pelvic Exam: lack of progress in cervical dilation or fetal descent in accord with expected norms due to weak contractions

(Varney, p 486)

977. Assessment of hypotonic uterine dysfunction:

	Step
	Rationale

	assessment of contractions: frequency, length, interval, intensity, changes from previous observation
	to determine whether contractions are effective

	assessment for maternal exhaustion
	to determine whether this is the cause of ineffective contractions

	assessment of fetal well-being
	to determine whether the fetus is stable

	assessment of maternal environment 
	to determine whether stress is playing  a role in FTP

	assessment of presentation, position, engagement and station
	to determine whether progress is being made

	assessment of CPD: molding, caput, flexion, synclitism, asynclitism, pelvic adequacy
	to determine if any of these are the factor on lack of progress or strong contractions

	assessment of progress of labor: effacement, dilation and descent
	to see if weak contractions are affecting any change


(Varney, p 486)

978. Standard time limits according to Varney adadpted from Freidman’s curve:

	Phase
	Primigravida
	Multipara

	latent phase of first stage
	20hr
	14hr

	active phase of first stage
	less than 1.2 cm/hr
	less than 1.5 cm/hr

	second stage
	2 hours
	1 hour


Rationale behind above times is based on population studies. However, in the absence of concerning factors, mothers can go outside these limits and have good outcomes.

(Varney, p 486)

979.  The parameters that should be evaluated before implementing a management plan for hypotonic uterine dysfunction include:

1. Reassuring FHR pattern/absence of fetal distress. 

2. Clear amniotic fluid if the membranes are ruptured.

3.  Membranes intact or recently ruptured and absence of signs and symptoms of chorioamnionitis.  

4. No signs or symptoms of maternal exhaustion.

5. Adequate pelvis.

Rationale: If any above parameters are abnormal, physician consultation should occur and management options may be limited.

(Varney, p 486)

980.  Eight Management Options for the presence of Hypotonic Uterine Dysfunction
	Options
	Rationale

	Decrease maternal stress via environmental modifications
	Stress can hold back a labor.

	Correction of maternal exhaustion and dehydration with rest and fluid intake
	These can contribute to ineffective contractions.

	Discussion with woman to uncover underlying fears or concerns.
	 Psychological barrier to progression of labor.

	Ambulation including shower, tub, bath or jacuzzi
	This often gets contractions going

	Enema
	If this is effective there should be improved uterine activity in an hour.

	AROM
	If this is effective improved uterine activity should be seen in two hours.

	Nipple stimulation
	Natural augmentation of ctrx.

	Pitocin stimulation if above are unsuccessful
	Artificial augmentation of contractions.


(Varney, p. 487)

981.  Hypertonic uterine dysfunction: the midportion of the uterus contracts more forcefully than the fundus with portions of hypertonicity throughout the uterus.  There are higher rates of maternal exhaustion, distress and increased risk of infection.  Uteroplacental insufficiency due to hypertonicity of uterus increases perinatal and infant morbidity and mortality.  

982. Signs and symptoms of hypertonic uterine dysfunction include:

1. History: Usually in primigravidas contractions feel excessively painful for a period of labor and the severity of the contractions by palpation.  Occurs during latent phase.

2. Physical Exam: Contractions are frequent and irregular in intensity.

3. Pelvic Exam: Lack of progress in cervical dilation, effacement and fetal descent due to ineffective contractions.

(Varney, p 487)

983. Hypertonic uterine dysfunction is managed by stopping discoordinate labor and inducing rest with a combination of morphine and Barbituate.  Most women will awaken in normal coordinated labor.

984.  Maternal exhaustion or maternal distress can be dangerous to both her and her baby.  See next question.

985.  Signs and symptoms of maternal exhaustion and their significance include:

1. History: the woman feels week, apathetic, sick and anxious.  Labor is prolonged and she complains of dehydration.

2.  Physical exam: Woman looks distressed, is restless, pulse is rising, elevated temp.  vomiting and circumpolar (around the mouth) pallor.

3. Lab tests: Observe urine for concentration and examine for ketones.

(Varney p. 488)

986.  Management for maternal exhaustion includes:

1. Correction of fluid and electrolyte imbalance

2. Creating a non-stressful atmosphere 

(Varney, p 488)

987.  Causes of uterine rupture include:

1. Previous surgery to the fundus or corpus (this weakens the integrity of the uterine muscle)

2. Previous removal of intrauterine myomata that invaded the myometrium (because the myometrium has been compromised)

3. Injudicious use of oxytocin use or augmentation particularly for women of high parity. (overstimulation of uterus)

4. Abnormal presentation especially in thinned out lower uterine segment of grand multipara. (due to uneven pressure on thin uterine tissue.)

(Varney, p 488)

988.  Signs and symptoms of uterine rupture can either be very dramatic or very subtle because there is a wide range of degree of uterine rupture.  

(Varney, p 488)

989. With a  acute rupture a woman experiences a sharp shooting pain at the height of a contraction.  She may feel that something has given out inside of her or may cry out that something has torn. This is followed by a cessation of contractions and a feeling of great pain relief.  Bleeding may be observed as slight or as a hemorrhage.  Findings upon abdominal palpation are changed I these ways: 

1. presenting part now movable above pelvic inlet

2. dramatic repositioning or relocation of the fetus in the abdomen

3. fetal parts more easily palpated 

4. fetal movements may become violent and then perhaps reduced to no fetal movements, then no or reduced heart tones.

5.  a contracted uterus may be felt beside the fetus

(Varney, p 488)

990. Quiet uterine rupture is when the uterus ruptures silently.  The woman may or may not have some vomiting, possible increased tenderness of abdomen, severe suprapubic pain, hypotonic uterine contractions, lack of progress in labor and the feeling of faintness.  Later signs include hematuria, vaginal bleeding progressive shock from blood loss, rising and rapid pulse and pallor.  Contractions may continue but may be ineffective.

(Varney, p 488)

991. Management steps for uterine rupture and rationale:

1. Call 911 and/or consulting physician

2. Start two IVs with 16 gauge catheters. (One for electrolyte solution and the other for blood transfusion)

3. Notify blood bank for STAT blood transfusion (To expedite the process)

4. Administer oxygen (to increase oxygen supply to mom and baby)

5.   In desperate situations do aortic compression and add oxytocin to iv solution (to hinder bleeding by uterine contraction)

(Varney, p 488)

992.  Conditions that may necessitate blood transfusion include:

1. Postpartal hemorrhage

2. Placental previa

3. Placental abruption

4. Placenta acreta

5. Uterine rupture

(Varney, p 489)

993. Blood transfusion reaction: Adverse reaction to blood transfusion products. (Varney, p 488)

994.  Steps to minimize blood transfusion reactions:

1. When initially drawing a specimen for blood typing and cross match make sure it is labeled properly with name and chart number. (to make sure it will not be mistaken)

2.When you receive a unit of blood, check name and unit number of a woman to whom it is to be given, it should be the same.  (this will minimize mixups)

3. Compare woman’s blood type with that of unit to be administered (this will minimize adverse reactions)

4.  Compare unit number with the number on the vial of blood that is taped to the bag of blood, both numbers should be the same.

5.  Avoid giving blood that is ice-cold unless situation is life-threatening (resulting chills may be mistaken for blood transfusion reaction)

(Varney, p 489)

995. Subjective signs and symptoms of blood transfusion:

1. lumbar and leg pain 

2. a feeling of fullness in the head

3. vertigo

4. headache

5. feeling of chest constriction

6. feeling cold

7. vague muscle weakness extending into extremities into trunk

8. nausea

9, apprehensiveness

10. muscle cramps

11. paresthesia of hands, feet, and tongue also of hands fingers and around the mouth

(Varney, p 489)

996.  Objective signs include:

1. fever

2. chills

3. shortness of breath

4. tachycardia

5. hypotension

6. decreased urine output

7. skin rash

8. edema

9. diarrhea

10. slow, irregular pulse

11. convulsions

12. respiratory rales

13. spasms of hands and feet

14. hyperactive reflexes

15. neck vein distension

16. bronchospasms

17. shock

18. paralysis of respiratory muscles and myocardium

19. cardiac arrest

(Varney, p 489)

997.  Steps to take in presence of blood transfusion reaction:

1. Stop transfusion - will not increase severity of action

2. Flush IV tubing and keep IV route open with normal saline: allows route for pharmacologic aid.

3. Notify consulting physician: physician can diagnose which complication has occurred and can determine it’s management.

4.  Notify blood blank and save unit of blood for further analysis: to determine cause of adverse reaction.

(Varney, p 489)

998.  Shoulder dystocia means difficulty with birth or delivery of shoulders, the diagnostic definition includes cephalic presentations in which the anterior shoulder is wedged behind the symphysis pubis instead of entering the true pelvis. (Varney, p 493)

999.  The incidence of shoulder dystocia is generally reported as being less than 1%. It occurs between .15 percent to .16 percent. Conditions that predispose to shoulder dystocia:

1. Maternal diabetes (causes large babies)

2. OB hx of babies (possibility of having another large baby)

3. Family hx of large siblings (possibility exists of having a large ass baby)

4. Maternal obesity (large baby plus extra tissue in obese mom decreases space in the passageway)

5. Postdates (baby continues to grow and gets larger)

6. Large fetus with macrosomia ( bisacromial diameter of shoulders may become larger than critical diameters of head)

7, EFW one pound greater or more than woman’s previous largest baby (unanticipated shoulder dystocia may occur)

8. OB Hx of a difficult delivery (may happen again if cause is unknown)

9. CPD (pelvic shape that shortens anteroposterior diameter or deformed pelvis due to rickets or accident)

(Varney, p 495)

1000.  Common problems associated with shoulder dystocia include:

1. Fetal and newborn complications include death, brain damage, Erbs Palsy and fractured clavicle.  (Death is due to inoxia, brain damage is due to hypoxia, Erbs Palsy due to nerve damage, Fractured clavicle due to midwife intervention)

2. Maternal complications: Extensive perineal and vaginal lacerations due to maneuvering to get baby out. Emotional trauma due to traumatic delivery and grief if baby is damaged or dead. (Varney, p 495)

1001.  Condition that predisposes to the worst shoulder dystocia according to Varney is an EFW one pound greater than woman’s previous largest baby.  You can anticipate this by doing EFWs late in pregnancy and being prepared in terms of laboring positions.

1002.  Clinical picture of shoulder dystocia includes:

1. the turtle sign

2. no restitution or external rotation

3. blue head

4. shoulder’s not easily delivered with minimal assistance

1003.  Steps used for management of shoulder dystocia and it’s expected effects:

1.  Stay calm - you will know what to do

2.  Request that physician be called immediately - for help with complications

3. Request readiness for full-scale resuscitation equipment - prepare to resusciate immediately

4.  Request readiness for postpartum hemorrhage - prepare to stop blood loss

5.  Briefly tell mother that there is a problem delivering baby’s shoulders, you need her cooperation and that you will be doing things that will hurt her.  Tell her she must not push now. 

6. Place woman in exaggerated lithotomy position (McRoberts maneuver) Expected action - creates more room for manipulations

7. Check position of the shoulders, rotate them into one of the oblique diameters of the pelvis.  - unlocks shoulder from behind the pubic bone

8. Have someone else apply suprapubic pressure while you exert the usual downward and outward pressure on the head - this will give more force behind push

9. If the baby has not delivered at this time gather every piece of knowledge, advantage and bit of room to deliver shoulders.  Catheterize woman to empty bladder (gives more room in pelvis), ascertain the need to cut larger episiotomy (gives more room at vaginal outlet) and do vaginal exam to rule out other causes of labor dystocia (rules out other possibilities such as short cord, Bandel's  retraction ring)

10. If labor dystocia is diagnosed as resulting from shoulder dystocia then attempt again suprapubic pressure to deliver shoulders. (If moderate dystocia it should have delivered at this point)

11.  If baby has not delivered use the corkscrew maneuver using the screw principle of Woods.  (this will alternately rotate the baby 180 degrees clockwise and then 180 degrees counterclockwise until the baby is screwed out) Do this three or four times.

12. If baby is still not delivered, deliver the posterior arm. (this will create more room for the anterior shoulder to drop)

13.  Attempt to deliver the baby now by a combination of suprapubic pressure and down and outward pressure on the baby’s head (this will exert more pressure in order to birth baby)

14. If baby is not delivered, rotate the baby’s body 180 degrees again (baby will finally come out)

15.  Next step is to break the baby’s clavicle to collapse the anterior shoulder which was dislodged behind the symphysis pubis - (gives more room)

16. For other practitioners the Zavanelli Method would be appropriate. This method is all about putting the head back into the vagina and doing a c-section. (birth of baby) 

	Maneuver
	Advantage
	Disadvantage

	McRoberts
	-ability to do suprapubic pressure

-creates more pelvic room

-woman in McRoberts at edge of bed provides optimal access for hand manipulations

-gravity works to advantage
	-may not produce desired birth of baby

	Gaskin 
	-dislodges posterior shoulder allowing anterior shoulder to come out from under pubic bone

-abrupt movement may dislodge baby and allow birth of shoulders
	-unable to use suprapubic pressure

-gravity works against you

-do not gain any room for delivering posterior arm and may waste precious time


(Varney p. 495-99)

1004.  Additional emergencies one should expect to manage when there is shoulder dystocia include postpartum hemorrhage due to uterine exhaustion, neonatal resuscitation due to asphyxia, extensive perineal and vaginal lacerations due to aggressive manipulations and pressure and maternal shock and/or emotional trauma due to aggressive nature of maneuvers.

1005. The etiology of face presentation is a delay in engagement and flexion of the head. Rare causes of extension include thyroid neoplasms which push the head back, multiple coils of cord around the neck which prevent flexion, and spasming or shortening of the extensor muscles of the neck. In addition, anencephalic fetuses can present with the face. 

1006.  In order to identify a face presentation it is necessary to:

1. Do an abdominal palpation. Leopold’s third and fourth maneuver).  The occipital bone is prominent and easily palpable; the head may feel larger than you would anticipate as compared to a well-flexed head.

2. Do a pelvic examination.  You may be unable to identify both fontanels clearly or may feel only the anterior fontanel if the baby is in a hyperextended presentation.  In a face presentation you will be able to feel the baby’s eyes, nose, mouth and chin although initially the presenting part may feel soft and lumpy, similar to breech presentations.  On further examination and palpation the landmarks f the face become evident.  If the membranes are ruptured, the baby may even suck your finger!!!

(Varney p. 500)

1007.  The mechanisms for face presentation are:

1. Extension: The point on the fetus used to determine the position is the chin. (mentum).  It is not understood what causes the head to deflex.  A fetus that was LOP or ROP,  for example, converts, respectively to RMA or LMA at the start of labor and enters the pelvis face first.

2. Engagement: Engagement takes place when the trachelobregmatic (submentalbregmatic) diameter has passed through the pelvic inlet.  Approximately 70% of all face presentations engage as either mentum anterior or mentum transverse.  The axis of the face ( bisecting the nose) is used as the fetal diameter in relation to the mother’s pelvis in determining in which oblique diameter of the pelvis engagement takes place.

3. Descent occurs throughout.

4. Internal rotation:

a. rotating the chin anteriorly: If the chin does rotate posteriorly into a mentum posterior position, the mechanisms of labor cease at this point, a baby in this position cannot deliver vaginally.  This is because the length of the neck of the fetus is only about half as long as the length of the sacrum, therefore it is not possible for the chin to escape from the vaginal floor over the perineum, thereby allowing the remainder of the head to be born by flexion.  The midwife must recognize this condition immediately before impaction of the head takes place with its extremely poor prognosis for the fetus.  Delivery must be C-section.

5. Birth of the head is by a double mechanism of extension followed by flexion.  Extension is maintained until the chin is born by escaping beneath the symphysis pubis.  The submental area beneath the chin impinges beneath the symphysis pubis and becomes the pivotal point for the delivery of the rest of the head by flexion.  The rest of the head is born sequentially starting with the mouth, then the nose, eyes, brow, anterior fontanel and posterior fontanel, and ending with the occiput as the head flexes.

6. Restitution takes place 45 degrees in the direction from which the head rotated during internal rotation.

7. External rotation takes place another 45 degrees in the same direction as restitution.

8.Birth of the shoulders and body by lateral flexion via the curve of Carus.

1008.  The length of the neck is only about half as long as the length of the sacrum - this makes it impossible fort he chin to escape from the vaginal floor over the perineum.  This will not allow the birth of the head.

1009.   Management of Face Presentation
	Step
	Rationale

	Recognizing that the position is a face presentation and notifying the physician of a malpresentation
	If the face presentation ends up being with the mentum posteriorly a c-section is necessary.

	Reevaluation of the adequacy of the pelvis and consultation with the physician if there is a question of possible cephalopelvic disproportion to rule out this condition.
	In this scenario, a c-section would also be necessary.

	Close monitoring of the mechanism of labor or internal rotation.  The midwife must immediately inform the physician if rotation is to a direct mentum posterior.
	See above.

	For delivery of the head: a. It may be necessary to apply pressure on the fetal brow.

b. Control the head.

Most face presentations deliver spontaneously with little need for extensive hand maneuvers.


	a. this will maintain extension until the chin is born, This is done by pressing on the posterior end of the perineal body as the vulvovaginal orifice distends. 

b. this will allow the gradual flexion and birth of the remainder of the head. 

	Requesting that the pediatrician/neonatal  nurse practitioner attend the delivery.  
	If there is extensive edema of the neck, nose and mouth, respiratory function may be compromised,

	Reassuring parents, family and significant others that the position of the head and neck of the baby, the long molded head and the extensive swelling of the features of the face normally noticeably improve in a day or two and completely disappear in a few days.
	The appearance of a face presentation baby may be a little shocking, reassurance will help.


(Varney p. 502)

1010.  The mechanisms for breech presentation include:

1. Descent occurs throughout.

2.Engagement of the hips takes place in an RSA position with  the sacrum in the left anterior portion of the mother’s pelvis and the bitrochanteric diameter in the right oblique diameter of the mother’s pelvis.

3. Internal rotation of the buttocks 45 degrees from RSA to RST,  This brings the anterior hip, which descends more rapidly than the posterior hip and initiated internal rotation when it encountered resistance from the pelvic floor, 45 degrees forward to underneath the pubic arch.  The bitrochanteric diameter is now in the anteroposterior diameter of the mother’s pelvis.

4. Birth of the buttocks by lateral flexion.  When born spontaneously, the posterior hip is born first; the anterior hip impinges beneath the pubic bone and serves as the pivoting point for the lateral flexion necessary for the posterior hip to follow the curve of Carus to birth.  The baby’s body then straightens out as the anterior hip is born.  The legs and feet usually follow the birth of the breech and are also born spontaneously.

5. External rotation of buttocks 45 degrees from RST to RSA and engagement of the shoulders with the bisacromial diameter in the right oblique diameter of the mother’s pelvis.  These two mechanisms occur simultaneously, with the external rotation of the buttocks being visible evidence of the entry of the shoulders into the true pelvis as the body untwists and aligns itself with the descending shoulders.  Descent of the shoulders after their engagement is rapid.

6.Internal rotation of the shoulders 45 degrees, bringing the bisacromial diameter of the fetus from the right oblique diameter to the anteroposterior diameter of the mother’s pelvis.  This is evidenced externally when the delivered body also rotates and the sacrum returns to an RST position from an RSA position.

7. Birth of the shoulders by lateral flexion.  When born spontaneously, the anterior shoulder impinges beneath the pubic bone and serves as the pivotal point for the lateral flexion necessary for delivery of the posterior shoulder via the curve of Carus.  Birth of the anterior shoulder then follows as the body straightens out.  

8. Engagement of the head takes place with the sagittal suture in either the transverse or left oblique diameter of the mother’s pelvis and the occiput in the right side of the pelvis.  The head enters the pelvis as the shoulders near the outlet and may engage prior to or after internal rotation of the shoulders - which explains why engagement is in either the transverse or oblique diameter of the pelvic inlet.

9. Internal rotation of the head 45 degrees or 90 degrees bringing the sagittal suture from the left oblique or transverse diameter, respectively into the anteroposterior diameter of the mother’s pelvis with the occiput directly anterior and the brow in the hollow of the sacrum of the mother’s pelvis.  This rotation is evidenced externally because the delivered body also rotates, thereby bringing the bisacromial diameter of the shoulders into the horizontal plane of the mother and the sacrum into a direct anterior position (the back of the baby is upward and the baby is facing down.)

10.  Birth of the head by flexion.

1011. Hand maneuvers when delivering a breech presentation baby begin with the third mechanism of labor if necessary.  Sometimes the birth of the legs does not occur spontaneously.  If this is the case:

a. With your vaginal hand (left  hand if the baby is in a left sacrum position, right hand if the baby is in a right sacrum position) follow the posterior side of a thigh up from the buttocks to the popliteal fossa behind the knee, your thumb will be on the anterior side of the thigh.

b. Move the leg laterally away from the midline and the baby’s body while pressing in the popliteal fossa.  This will cause the leg to flex at the knee,  thereby bringing the foot, which was at the level of the baby’s face and out of reach, down to where you can grasp it.

c. Bring the leg down by drawing it across the baby’s abdomen in it’s natural range of motion and down for its delivery.

d. Repeat for the other thigh, leg and foot.

4. You should deliberately avoid using any hand maneuvers at this point - keep you hands off the baby.  The one exception is if the baby is breech. Then the Pinard maneuver is used.

5. Continue a hands-off approach

6. After birth of the umbilicus, you exert downward and outward traction while facilitating internal rotation of the shoulders by rotating the body so the sacrum again rotates from RSA to RST.  To do this safely without injury to internal organs or structures resulting from the pressure you apply in order to exert traction, the placement of your hands on bone is vitally important:

a. Grasp the baby on its hips with your thumbs on either sacroiliac region and your fingers on the corresponding iliac crests.

b. Continue this traction until you can see not only the lower half of the scapula of the anterior shoulder but also its corresponding axilla.

7. It doesn’t matter which shoulder is delivered first.  The following methodology is in accord with the mechanisms of labor.

a. Grasp the feet of the baby in one hand with your index finger between the legs and your middle finger and thumb each encircling a leg.

b. Holding the baby by its feet, exert upward traction for the entire body and draw the baby’s abdomen toward the mother’s inner thigh.  Be careful to keep the back from turning upwards so that the head will enter the pelvis in the transverse diameter.

c. This draws the posterior shoulder over the perineum to birth, followed by the arm and hand of the same side.

d. If necessary, such as when the arm has become extended, deliver the arm first, as follows:

1. Insert the fingers of your vaginal hand and follow the humerus of the posterior arm until you feel the elbow.

2. Use these fingers now as a splint for the arm and sweep it across the baby’s chest downward to delivery.

e. Now exert downward traction on the baby for delivery of the anterior shoulder, arm, and hand.  To exert this downward traction, again place your hands on the baby’s hips as you did in step 6.

f. Again, if necessary, such as when the arm has become extended, deliver the arm first, as described in Step 7d.

g. If there is a nuchal arm, attempts to deliver it the same way as for extended arms will not work. Delivery of a nuchal arm is as follows:

1. Grasp the baby by placing your hands on the baby’s hips.

2.Rotate the baby’s body 90 degree to 180 degree in the direction in which the hand behind the head is pointing until the arm is dislodged from behind the head. 

3. Deliver the arm as for an extended arm. (see above)

4.If both arms are nuchal arms, then repeat this process for the other arm, rotating the baby in the direction indicated, after delivery of the first arm.

h. If all else fails, break the arm by hooking a finger over it and pulling on it.

8. Suprapubic pressure should be applied to maintain the normal flexion of the baby’s head.  You need to request that someone else apply the pressure because your hands are well occupied with delivery of the shoulders.  Suprapubic pressure is continued until the head is born.

9. Facilitate rotation of the head to an occiput anterior position:

a. grasp the baby by placing your hands on the baby’s hips as you did for Step 6.

b. Monitor the rotation of the head by observing the external rotation of the body.

c. Do not allow the head to rotate o an occiput posterior position as evidenced by rotation of the back posteriorly.  If this rare event should begin to occur, counteract by rotating the baby so its back is anterior.  Rotation of the head posteriorly so that the occiput is posterior and the chin is facing the pubic bone makes delivery of the head extremely difficult and dangerous.

10. It is vital to keep the head flexed at this time by continuing suprapubic pressure and by using the Mauriceau-Smellie-Veit maneuver:

a. One hand is introduced into the vagina palmar side up beneath the baby’s face.

1. Place the index finger of this hand in the baby’s mouth and press the back of the finger against the maxilla against the roof of the mouth.

2.This finger is used to help keep the head in flexion and should NOT be used for traction.

3.Take care not to allow the finger to slop and apply pressure and or traction against the mandible and the base of the tongue, as this could cause serious injury.

4. Use the rest of this hand to support the body of the baby, which is positioned astride your arm.

b. Your other hand is placed on the baby’s upper back with your index finer hooked over one shoulder on one side of the neck and your middle finger hooked over the other shoulder on the other side of the neck.

1. This hand will be used for exerting traction.

2.Place your hooking fingers as far as possible away from the neck to avoid pressure on the cervical and brachial nerve plexuses.  

3.  Grasp the  your thumb and remaining fingers,

C. Apply downward and outward traction with your hand on the baby’s shoulders until you can see the suboccipital region (hair line) under the pubic bone.

D. Now apply upward traction while elevating the body of the baby so that the chin, mouth, nose, eyes, brow, anterior fontanel, posterior fontanel and the occiput follow the curve of Carus and are born in sequence as the head remains flexed for birth.

F. Birth of the head is controlled by the pressure of your hands.  If this step proceeds too fast and the head pops out, intracranial damage may result; and if it is too slow hypoxia becomes a concern.

(Varney p. 503-09)

1012.  Before the actual delivery of a breech occurs the following should happen:

1. Complete cervical dilation: in order not to damage the cervix.

2. Elimination of any questions about the adequacy of the pelvis: if the pelvis is too small for the fetus, fetal death may occur.

3. Emptying of the bladder - this gives all available room possible.

4.Cutting an episiotomy if necessary - this gives more room if necessary.

5.Determination of effective maternal pushing effort - it is important to birth the baby in a timely fashion, effective maternal pushing will help birth the baby in an appropriate time.

6.Preparations for full-scale newborn resuscitation effort: breech babies often are born hypoxic and/or compromised.

7. The woman should be positioned so there is plenty of room for lateral flexion and downward traction - she should be in the lithotomy position either in stirrups or at edge of bed - this is the best possible position for the necessary hand maneuvers needed to deliver a breech baby.

8.Your consulting physician should have been notified and should be present or available. - complications may occur.

1013.  Potential problems of a multiple birth include: neonatal resuscitation (due to prematurity or complicated birth) prematurity (many multiple gestations are born earlier), immediate postpartal hemorrhage (due to overdistended uterus), malpresentation of the second (common complication) d twin (motility available after birth of first twin), delay in resumption of labor for delivery of the second twin or the need for c - section such as with locked twins.

(Varney p. 510)

1014. Cardinal Rules for Delivery of Multiple Gestation

	Rule
	Rationale

	Medication during labor should be limited to ataractics
	Because of gestation and size of fetuses.  They are often preterm and small.

	Woman should have patent IV
	Possibility of PP hemorrhage, or necessary access to vein for Pitocin.

	Physician should be notified and present.
	Complications can often occur, c-section may be necessary.

	Anesthesia personnel should be notified and on standby. 
	See above.

	Pediatrician should be on stand-by
	Compromised babies, or premature babies 

	Lithotomy position
	Allows room for maneuvers

	Nursing personnel should be alerted
	They should have multiples of all equipment ready.

	Preparation for full scale neonatal resuscitation should be completed
	Compromised babies or premature babies often need full-scale resuscitation.

	Nursing Personnel should be alerted to the possibility of an immediate postpartum hemorrhage
	They should have everything ready for this possibility.

	Episiotomy
	When necessary and based on EFW, need for manipulations, relaxation of the perineum or if babies are premature.

	Presentation and position of babies should be know prior to start of actual delivery
	In order to determine whether vaginal delivery is possible.

	First twin is delivered in accord with it’s presentation and position
	Logical

	Have an assistant direct the second twin into position abdominally as you deliver the first twin
	This is to allow second twin to be delivered in the best possible way.

	Quickly and securely clamp and cut the cord.
	The second twin could exsanguinate by bleeding through the cord if they are monogygotic twins (single ovum).

	If this is a surprise twin delivery a STAT call to a physician is necessary.
	To help with the delivery - complications are more likely to occur in an unanticipated multiple gestation delivery.

	If physician is unable to make it on time midwife proceeds.  She should determine position and presentation of the second twin and EFW.
	This will give insight as to whether this can be attempted vaginally and how to proceed accordingly.



	Fetal heart should be monitored closely and the vagina constantly scrutinized for any sign of bleeding while waiting for labor to resume.
	A lag of more than 5-10 minutes should not be allowed.  The optimum time for a second twin to be born is between 3-15 minutes after birth of first twin.  You wish to deliver second twin before placenta begins to separate.

	Presenting part is guided into the true pelvis by a combination of abdominal pressure and vaginal manipulations.  Care is first taken to rule out a presenting umbilical cord.
	In order to avoid a prolapsed cord, and/or cord compression.

	Once the presenting part is fixed into the pelvis, rupture the membranes.  If the presenting part is a breech or an unengaged head, leave your hand in the vagina to ascertain whether the cord has prolapsed.
	If labor has not resumed up to this point, ROM may stimulate contractions to resume.

	Mother should be encouraged to push.
	This encourages descent.

	If contractions still have not resumed and maternal pushing effort is inefficient and IV solution of 1000mL D5W or D5RL with 10 IU of Pitocin should be hung and started at a slow drip. (12-15 drops per minute)
	This will augment or induce labor once again, it will also give mom energy.

	Delivery is conducted as usual
	logical

	Third stage hemorrhage or immediate postpartum hemorrhage is likely
	because of overdistended uterus.


(Varney p 510-511)

1015.  Monozygotic twins are from a single ovum.  They have one placenta and one chorion and two amnions.  At fertilization one sperm penetrated one egg and after fertilization they split into two separate entities.  With dizygotic twins two ovums are fertilized by two sperm.  They have two placentas and two chorions and two amnions.

1016. 

	Causes of Third Stage Hemorrhage
	Rationale

	Uterine Atony (80-90%)
	Incomplete delivery of placenta

	Cervical Lacerations
	Pushing before complete dilation

	Vaginal & Perineal Lacerations
	Rapid delivery, large baby, etc.

	Laceration of the lower uterine segment or uterine rupture (rare)
	Separation of scar, compound presentation, etc.

	Placental Abruption
	uterus has filled with blood before delivery

	C-Section
	operative bleeding gone awry

	Deep & Prolonged Inhalation Anesthesia
	Decreased physiological response to birth and uterine contraction ability

	Operative Procedures such as version or extraction
	Invasive procedures that interfere with normal third stage physiology

	Dead fetus following intrauterine death
	DIC


(Varney, p 531)

1017. Third stage hemorrhage is defined as 500 mls classically. However, this is also the average blood loss for vaginal delivery. This is also the definition of a pp hemorrhage because providers usually underestimate blood loss by 20-30%. Clinically third stage hemorrhage is identified by excessive bleeding, a rising fundus, a rising pulse, skin pallor and turgor, or client going into shock. (Varney, p 531)

1018. Actions with Third Stage Hemorrhage

	Action
	Rationale

	Check consistency of uterus
	First step because 80-90% of pp hem are due to uterine atony

	If atonic, massage the uterus
	This will stimulate contractions so that bleeding vessels at the placental site in the uterus will be ligated.

	If the uterus fails to contract immediately with massage:

a. do bimanual compression

b. administer Pitocin and/or Methergine (if placenta has been born already)

c. make sure IV is patent or start IV with 16 gauge D5LR, and if already IV add Pit to bag (10 units/500ml), otherwise give IM
	This stimulates contraction to contract vessels as well providing continuous pressure on the uterine veins and the lower-uterine segment which is also a site of bleeding.

This will contract the uterus and help stop bleeding.

To supplement blood loss by adding fluids to expand volume.



	If still not under control, call MD. Continue bimanual compression. Have type and crossmatch drawn and sent to blood bank.
	Surgical or high-tech medical intervention or pharmacologics may be indicated.

Transfusion may be needed.

	Monitor for s/sx of shock.
	Be ready to deal with this condition.

	Examine placenta
	Evaluate if placenta is complete or if fragments are contained and whether a uterine exploration is indicated.

	If fragments or coteleydons are missing, do a uterine exploration.
	The uterus must be completely empty in order to contract fully.

	If uterus is empty, but bleeding continues, examine for cervical, vaginal or perineal lacerations and tie off any bleeders and repair lacerations.
	This will stop the bleeding, and even a slow trickle can be deadly.

	If the woman is developing shock, (low BP, high pulse, rapid, shallow respirations, cold, clammy skin) put into shock position, cover her with warm blankets, administer O2 and order blood.
	This will stop further compromise of the woman’s condition.

	In extreme and very rare cases when it is a life threatening emergency, do aortic compression by  abdominally compressing the aorta against the spine.
	This is a last ditch effort to stave off further bleeding and save the woman’s life.


(Varney, p 533-4)

1019. Predisposing factors to third stage hemorrhage:

	Factor
	Rationale

	Over distended uterus
	Uterus unable to contract as efficiently or effectively.

	Oxytocin induction or augmentation
	Exhausted uterus.

	Rapid or precipitous labor & delivery
	Evacuation of the uterus is so rapid that decompression does not occur effectively.

	Prolonged first and second stage.
	Exhausted uterus does not contract effectively.

	Grand Multiparity.
	Exhausted uterus/ uterine atony due to multiple labors.

	History of uterine atony or pp hemorrhage with previous birth.
	Due to potential for circumstances that brought on first hemorrhage to reoccur.


(Varney, p 531)

1020. Placenta accreta: abnormal partial or total adherence of the placenta to the uterine wall. The placenta fuses directly to the myometrium with either defective decidua or no decidua in between. When the chorionic villi extend further than the myometrium and actually penetrate the uterine wall it is called placenta increta. Placenta percreta occurs when the chorionic villi penetrate through the entire uterine wall to the serosa layer. 

Partial accreta first manifests as an acute third stage hemorrhage with retained placental fragments. A complete accreta does not present with hemorrhage as the placenta does not separate from the uterine wall. (Varney, p 522)

1021. A complete accreta has no s/sx. It is only discovered after an attempted manual removal. A partial accreta is discovered when trying to deal with a pp hemorrhage. Once there is a reasonable suspicion of accreta, transfer to a hospital should be immediate. Under no circumstances should the midwife reattempt manual removal thereby creating a life-threatening emergency. Often the only treatment for complete accreta is an emergency hysterectomy, although it can often be dealt with via D&C. 

(Varney, p 522)

1022. Uterine inversion: when the uterus turns inside out so that the inside of the fundus protrudes through the cervical os (incomplete), or descends to immediately within the vaginal introitus (complete), or exudes beyond the vulva (prolapsed). (Varney, p 522-3)

1023. Conditions that combine to create situation favorable to uterine inversion are:

· Uterine atony

· Patulous dilated cervix

· Fundal pressure or traction caused by pulling on the umbilical cord or placenta.

· Short cord.

· congenital anomalies

(Varney, p 523; Oxorn-Foote, p 547))

1024. Actions that commonly contribute to uterine inversion are:

· Applying fundal pressure with the hand on an uncontracted uterus because this will cause the uterus to invert due to the external pressure.

· Having the mother push to help expel the placenta without first checking to see if the uterus is contracted as this effort may without placental detachment can lead to inversion.

· Exerting cord traction prior to placental separation as this action by the midwife could directly cause the inversion.

· Pulling on the placenta during manual removal prior to total placental separation as this action will directly cause the inversion.

(Varney, p 523)

1025. The most dangerous consequence of uterine inversion is shock which is thought to be caused by the tension on the nerves of the broad ligament, which are drawn through the cervical rim, and by irritation of the peritoneum. In any situation where shock is out of proportion to hemorrhage the midwife should think of uterine inversion. (Oxorn-Foote, p 549) 

1026. Management of uterine inversion:

	Step
	Rationale

	Call MD or ambulance
	Surgical resolution may be necessary.

	Start IV and apply NS packs to the inverted uterus.
	To deal with/prevent shock and protect exposed tissue of uterus.

	MD will reposition uterus. Treat for shock.
	Immediate reposition will reduce blood loss, shock and  trauma. If not immediately repositioned manually, surgery will be necessary.

	If midwife needs to reposition uterus:

Done with placenta still attached.
	Blood loss is less if placenta is removed after uterus is replaced.

	Place one entire hand in vagina with fingertips around circumference of the junction where the uterus has turned on itself and the inverted fundus should be in the palm of the hand.
	This will protect the fundus from falling more and will allow you to feel the entire contour of the uterus.

	Pressure is applied with palm of the hand on the fundus and the fingertips on the uterine walls. The fingertips walk up the uterine walls as the fundus is repositioned.
	This will allow for gradual repositioning.

	Do not puncture or rupture uterine walls.
	The walls are soft and tender and excess pressure could rupture the uterus and exacerbate the emergency.

	At the same time, the entire uterus is lifted high out of the pelvis above the level of the umbilicus and held there for several minutes.
	This puts tension on the uterine ligaments which keep the uterus reinverted.


(Varney, p 523-4)

Diagnostic Lab Tests and Procedures

1027. One would use a sterile speculum to visualize the os.  By gently pressing the mom’s belly you may be able to observe amniotic fluid actually flow out of the os.

1028. Nitrazine paper will turn blue when placed in alkaline amniotic fluid.

1029. Amniotic fluid will dry in a ferning pattern on glass. If you see this under the microscope, you have a positive ROM.

1030. Blood and semen can turn nitrazine paper blue.

1031. EFM can be used during labor to monitor the baby’s heartbeat.  If read timely and accurately it may be able to identify fetal distress by exhibiting a pattern of decelerations.  There is no evidence for its effectiveness in reducing fetal mortality and morbidity.

1032. Ultrasonography can be used to identify postdates pregnancy by looking at the grade of placenta, umbilical cord flow, amniotic fluid index, gross motor movements of baby, breathing effort, heart rate.

1033. A urine analysis will tell you whether there are nitrites.  Nitrites indicate a UTI.

1034. Ketones are tested by a urine dipstick. It is very important to give the mom energy through food or through an IV, because she will use all her resources and be unable to effectively contract and push.  Her body will be completely depleted. 

1035. An X-ray could be used for suspected CPD and for pelvimetry for a breech.

Observational Skills & Charting 

1036. Purposes of charting in labor:

Legal record in the case of malpractice.

Clinical record for documenting progress of labor and clinical decision-making.

Guide for decisionmaking as clinical situation unfolds.

In cases of transfer, aids in smooth transition to hospital care and provides concise history of pregnancy and labor.

1037. The following should be charted in labor:

	What to be documented
	Why

	position and location of the mother while laboring and positional changes
	to assess effectiveness of position and location and correlate to pain tolerance, fetal well-being, etc

	food intake
	to assess energy status

	voiding effort and amount
	to assess hydration

	character of urine and u/a
	to assess hydration, risk of infection, etc.

	nausea and vomiting amount and output
	to assess hydration, progress of labor, possible HELLP syndrome or pyleonephritis or other complications

	fluid intake
	to evaluate hydration status and ability to hydrate PO

	presence and amount of bloody show
	to assess progress of labor and whether show is WNL

	intensity, frequency and duration of contractions
	to assess progress of labor, coping ability 

	mother’s coping ability with contraction
	to assess emotional wellbeing, determine what comfort measures to offer, etc.

	mother’s vital signs
	to assess physiological coping with the stresses of labor and whether they are WNL, to rule out complications

	fetal heart tones, patterns
	to assess fetal wellbeing and correlation to contractions 

	vaginal exams or other interventions
	to document number, reason and result of exams

	status of membranes, 

presence or absence of meconium
	to document whether rupture has occurred to help in assessing risk of infection, need for antibiotics

to document and assess whether meconium is significant enough to transfer based on when it is discovered in labor



	what assessments have been made such as rising blood pressure, presence of meconium and their associated plans e.g. lie on left side and check BP q 15 minutes for 1 hour and reassess, or get mother out of tub and in a position where suctioning at the perineum can occur
	to show the thought process behind the clinical actions and decision regarding potentially unfolding situations

	urge to push
	to document when urge to push begins, its correlation with dilation status and needed management of anterior lip if it exists

	dilation, effacement, station, character of cervix
	to document progress of labor, to aid in assessing FTP, uterine atony, and associated decisionmaking

	position of fetus, sutures
	to assess progress in descent, malpositions or presentations and appropriateness of out-of-hospital setting

	emotional state of mother and partner
	to document in relation to decisionmaking and desires

	people present for the labor
	to have record of all present

	options given to mother and her decision 
	to document that options were available and that informed consent was obtained

	document consent and waivers of care
	to document client was informed of pros and cons of various options or omissions; to protect midwife in case of  contested stories on decisionmaking

	dose, route, indication, consent, name of medicine and time of administration of any medications, IV fluids, homeopathics, herbs, etc as well as rule/out complications
	to have clear record of administration of drugs so that double dosing, overdosing etc will not occur and to document that no contraindications were present

	consultations with MD, or other provider and related advice, guidance or plan
	to document practitioner effort to get advice or guidance from other practitioner; to record plan for care


1038. Timing of charting in labor evolves as labor progresses. Before admission, any phone conversations, office visits or pre-admission visits to assess status of labor should be charted promptly and completely. Upon admission an admitting assessment should be done and recorded. Based on where in labor the woman is, charting should occur at a minimum every hour (early first stage), every half hour (active labor) or after every other contraction (second stage). Beyond these general guidelines, charting should also occur upon any significant findings or happenings (ROM, vomiting, etc). The rationale behind this timing is that the more frequent the need to monitor the woman, the more that should be charted and that as labor progresses more information and data are generated and charting becomes more extensive or frequent. 

1039. Charting during 3rd and 4th stages of labor

	Chart
	Why

	Blood loss amount
	to document progressive blood loss and assess need for medication or other actions

	maternal vital signs
	to assess maternal wellbeing, risk of shock, hemorrhage and associated clinical decisions

	maternal emotional state
	to document state of being and relate it to physical state

	breastfeeding effort
	to document feeding and correlate successful breastfeeding to uterine contractions

	maternal infant bonding
	to see if baby and mom are bonding and relate relationship to maternal and infant wellbeing

	newborn vitals and sucking effort
	to assess infant well being and need to intervene or transport

	newborn exam findings, gestational age assessment
	to document status of newborn, to correlate EGA with age via LMP

	administration of any drugs or interventions used to stop bleeding
	to document clinical decisionmaking, to avoid double dose or over dose of drugs and to document clinical pathway of interventions


1040. You can chart mother and baby’s data at the same time by having the two sheets together and having one person responsible for evaluating mom and, one person responsible for evaluating baby and a third person charting both sets of findings.

1041. The chart is a legal document and someone must be held responsible for all charting therefore initialing the chart is necessary for accountabilty.

1042. Administration of any medication is charted with the following:

time

dosage

route

indication

brand name

r/o of contraindication

observation for side effects

lot number if appropriate

1043. Consults on mother and baby’s behalf are charted by documenting the time of consult, who the consult was with, what questions were asked to the consultee and documenting the suggested course of action or options for management. Also document the conversation with the client regarding the consult and the collaborative decision (if appropriate and not an emergent situation) made for management or action.

1044. Charting of transfer includes time of decision to transfer, mode of transportation, name of transfer institution, who the made the decision to transfer, the indication for transfer and client’s consent/knowledge of the transfer if appropriate. 

1045. Every procedure when possible is described and explained to the client and a choice is given to the client. In some cases, a prepared consent or waiver is signed and the signing of this is documented on the flow sheets. In general, charting should include the options given to the client, their affirmation or declination of the procedure, their understanding of the risks and benefits of the procedure, drug or intervention, and the options/next steps based on their decision. If necessary their signature can be obtained on the chart.

1046. Situations that may require a consent or waiver during IP, 3rd or 4th stages include:

Vaginal exams

AROM

Use of GBS prophylaxis antibiotics

Use of Doppler

Who should be in the room

IV use

Enema consent

Use of Pitocin, Methergine

Catheterization

Transfer decision

Oxygen

Breastfeeding

Suturing

Lidocaine

1047. When the mother is not able to give consent, the partner’s knowledge of the mother’s wishes can be documented. Or in the case where the mother and partner have opposing desires or wishes this should be documented. Or if someone else present is exhibiting behavior or actions or words that are inappropriate and that are affecting the progress or management of the labor, this should also be documented on the chart.

1048. Intrapartum charting observational skills are the ability to ascertain relevant clinical and psychosocial information by utilizing all of one’s senses, clinical experience and knowledge of the labor and birth process.

IV Therapy 

1049. IV Therapy: introduction of a liquid solution directly into vein.

1050. Transfusion Therapy: introduction of blood or blood products directly into vein.

1051. Two reasons for using IV’s in labor: fluid replacement and antibiotic administration. (IV Course for Midwives, p 182)

1052. IV’s are rountinely used in labor for GBS to administer antibiotics, also with ROM greater than 24 hours, or for infection. In hospitals, IV’s are routinely used in labor for Pitocin augmentation or induction, or with a suspicion of postpartum hemorrhage, and in some institutions where women can not have any PO intake IV’s are used routinely to prevent dehydration. Additionally, in the presence of ketones or hypovolemia IV therapy is routinely administered.

1053. 

	
	Saline
	Dextrose
	Electrolytes

	Composed of
	liquid with NaCl
	solvent with a simple sugar
	electrical charged ions such as Na or K that can carry a current through a liquid

	Uses
	solvent

flush
	boost energy
	used to rehydrate


(Elizabeth’s class)

1054. How to distinguish between:

	Artery
	Vein

	· do not have valves
	· have valves at branching points

	· flow away from the heart
	· flow towards the heart

	· middle layer is muscular and elastic tissue, which is stronger and stiffer than in veins, therefore arteries do no collapse
	· thinner walls

· sometimes collapse

	· can spasm due to chemicals or chemical irruption and shut off entire blood supply
	· this does happen with veins 

	· deeper from the surface and pulsate
	· closer to the surface, bluish appearance and do not pulsate.


(IV Therapy by Phillips, p233)

1055. The primary complication associated with arterial puncture includes

rapid blood loss due to force of pulse behind blood.

1056. Objectives of IV therapy are:

· fluid replacement in order to stabilize patient, correct dehydration or hypovolemia.

· antibiotic administration to ward off or treat existing or suspected infection

· drug administration to have direct venous access for rapid effect

(IV Course for Midwives, p 182)

1057. In the preinfusion patient the following should be checked per MD protocols:

Evaluate the patient’s psychological preparedness for the IV and talk to the patient before looking for the vein in order to develop a trusting relationship that will make IV administration goes more smoothly. (Phillips)

Review client history to r/o allergy to medication to avoid adverse reaction. (NMMA Guidelines)

1058. In the preinfusion patient the following should be checked based on their diagnosis: the appropriateness of the solution be it hypertonic, hypotonic or isotonic for the client’s diagnosis, the size of the catheter for adequate infusion rate for the indication, if medication is being used that there are no contraindications, allergies,  and that the medication is indicated for the condition

1059. Based on the patient’s clinical condition, the following should be check for during the preinfusion assessment: that the type of solution being used is correct for the condition, i.e. to expand volume vs. diuresis; that there are not contraindications to the solution/drug to be administered based on client’s vital signs, i.e. pitocin IV with a hypotensive patient; that the temperature of the solution is correct and that the client’s body temperature is not so depressed that adding IV solution will lead to a medical crisis in hypothermia.

1060. Based on the purpose of the infusion, the following should be checked during preinfusion assessment: that the type of infusion is appropriate to the purpose; that the purpose of the infusion matches the current needs of the patient, i.e. that the condition has not deteriorated or improved to the degree that the purpose must be adapted.

1061. Based on the patient’s past history with infusion or transfusion, the following should be checked during the preinfusion assessment: whether conditions that led to poor tolerance of past infusions or transfusion are present currently; that no allergic reactions or transfusion reaction occurred in the past that might occur again; the patient’s knowledge and awareness of what they are going to receive; that there is no history or current belief that the patient does not want to use blood products such as a Jehovah’s Witness.

378. Based on resource books, one should check on the newest information regarding IV therapy during the preinfusion assessment in case new research indicates recommended changes in infusion rates, solutions, etc.

1062. During the preinfusion assessment, one should check that the patient one is about to administer IV therapy to matches the one that the orders for IV therapy are for.

1063. Sterile technique during venipuncture is very important as you are creating a direct portal into systemic circulation and if this is not done in a sterile fashion, infectious agents can gain direct access to the body and systemic infection can occur. This warrants the use of sterile gloves, sterile alcohol and betadine wipes, sterile IV catheter and needle and not directly touching any piece of equipment that will enter the vein or will be flush against the opening of the vein. 

1064.  Prevention of infection in IV Therapy

	Factor
	Rationale

	Checking for fluid expiration rate
	Expired fluid should not be used as it may not be sterile and may not be effective as its contents may have degenerated.

	Continuity of container and tubing
	If not continuous, particles from air and air itself can enter IV and cause contamination.

	Continuity of packaging
	If packaging have been damaged, the contents are not sterile and it must be assumed that contamination has occurred and the contents should be discarded.

	Particulates in the solution
	Presence of particulates in the solution indicates that the solution has expired, or that the wrong solvent was used for a particular solute (i.e. antibiotics in D5W, or LR instead of NS) and that the particulates will attach to the tubing and could create an infection

	Presence of a vacuum
	If no vacuum is present, backflow of blood and solution can occur and air can enter the system causing contamination.


1065. Maintain sterility

1066. Veins commonly used for IV therapy when using a stainless steel needle:

· Digital vein in the lateral and dorsal portions of fingers

· Metacarpal vein in the dorsal part of hand formed by the union of digital veins between the knuckles

· These are good veins to use because they are accessible and straight and motion does not bend them.

1067. Rationale for using distal veins first is that if you miss the vein or the IV occludes you can move up the arm proximally on subsequent attempts. Use of a proximal vein would be appropriate if a procedure was going to be done on the hand or wrist.

1068. If possible, the arm less used by the patient should be used for IV therapy because the IV arm will have somewhat restricted motion, will need to be kept in a position that holds the patency of the IV and may get sore. Using the nondominant arm will make the experience less invasive for the patient as well provide more effective therapy.

1069. A vein away from areas of flexion such as the elbow or wrist should be used for IV therapy as this will improve the chance of maintaining patency of the vein and the IV.

1070. It is easier to insert an intravenous catheter into a large vein than a small one as you have more room to manipulate to catheter without leaving the vein and the rate of flow it can accommodate may be greater than that of a small vein.

1071. One should avoid putting an IV in the same arm as the side of surgery so that the IV is not in the way of the surgeon and so that it is less likely that the IV will come out or interfere with the surgery. Due to the bleeding in surgery, one may lose some of the fluids being put in via IV if it is on the same side of the body as the surgery.

1072. Avoid damaged veins such as varicose, phlebitic veins and hard or ropy veins for IV therapy as this will put further stress on the veins and due to the compromise of their structural integrity, may cause the IV fluid to leak into interstitial space and cause more damage to the veins, while not providing effective therapy.

1073. The type and size of venipuncture device to be used should be based on the size and location of the vein, the rapidity of flow needed (larger gauge for more rapid infusion), whether the need for IV patency is going to be short (could use a needle) or medium or long term (use a catheter with heplock.)

1074. 
Explain the diagnosis (so the client understands why IV therapy is necessary)


Explain the corrective action that is expected with IV therapy (so the client understands how IV therapy will help him or her)


Discuss and reassure patient about any fears about pain with the 
procedure (this validates it is okay to be afraid but deals with the fear in a productive manner)


Explain how the IV is inserted and how IV therapy will work in their situation (this educates the patient about their care and may alleviate some of their fears about the procedure)


Explain to the patient the signs that the IV is blocked or has infiltrated, or actions they can take to keep the IV clear so the patient can help maintain the patency of the IV. 

1075. A tourniquet is used 3” above the insertion site to distend the vein by providing the necessary tension on the arm to occlude the vein, but not enough to occlude the arteries. To enlarge and distend the vein, the woman can also pump her fist, rubbing vigorously, slap or tap the vein or apply warmth to bring blood to the vein. (Varney, p 693-4)

1076. Hands should be washed before starting an IV so that they are clean and less likely to transmit an infection.

1077. Sterile gloves are not absolutely necessary when starting an IV because it is impossible to not touch nonsterile items or patient’s skin.

1078. Preparing the venipuncture site:

	Step
	Rationale

	Apply tourniquet
	Distends vein

	Locate a suitable vein
	So that needle is inserted into vein

	Put on gloves
	To protect yourself from blood

	Cleanse site with alcohol wipe
	To disinfect site before puncture is made


(PSGM, p 171)

1079. To anchor a vein to facilitate venipuncture:

Place the thumb of the hand not holding the syringe directly over the vein approx. 1-2 inches below the probable point of entry, and the rest of your hand on the other side of the arm.

Fix the vein by pressing down firmly with your thumb and pulling the skin away from entry site thereby making the skin over that area taught. This helps keep the vein from rolling or the skin from dimpling when the needle enters.

(Varney, p 696)

1080. Just prior to insertion the venipuncture device should be held with the needle in the direction of the vein and the syringe at a 15 degree angle from the woman’s arm. This angle reduces the chance of going through or missing the vein, a smaller angle may cause you to skim the top of the vein, a larger angle will cause you to go through the vein. (Varney, p 696)

399. With direct venipuncture the needle directly enters the vein and its proponents say that by entering the vein directly the vein does not have a chance to roll. With indirect venipuncture technique, the needle is inserted at the side of the vein first and then into the vein. Its proponents say that the tissue on the side helps hold the vein in place not allowing it to roll. (Varney, p 696)

1081. You know the venipuncture device is in the vein if blood flows back in the collection unit.

(Varney, p 696)

1082. Advancing the catheter:

Hold the woman’s skin taught with one hand and with the other hand do one of three methods:


a. withdraw the needle a short distance, advance the catheter into the vein and remove needle altogether


b. withdraw the needle altogether and advance the catheter into the vein


c. leave the needle where it is, advance the catheter into the vein and then withdraw the needle 

Whichever method is used, the rationale is to protect the needle point, protecting the vein from the needle going through it and allowing the flexible catheter to be threaded into the vein.

(Varney, p 707)

1083. The tourniquet should be released after you connect the intravenous infusion tubing to the catheter  and you can then start the flow. You must release the tourniquet before starting the flow or the vein will rupture and fill the skin from overdistension. (Varney, p 707)

1084. The tubing can be attached to the venipuncture device directly by being screwed in to the catheter holder or through a heplock and needle.

1085. Fluid must be run through the tube until the catheter is in place so that no air bubbles are in the tube when it is attached to the catheter. Introducing air into the vein can be very dangerous if it is excessive.

1086. The goal for taping the venipuncture in place is to maintain is stability and so that it cannot get pulled out easily. You can have a loop of tubing around the thumb and taped in place, or you can have a loop of tubing just along the wrist. The advantage with either method is that it is stable and has a lot of room of give. The advantage is that the strain of the tubing is not at the site of insertion. One should avoid taping over where the catheter hub is since one may need to access that site.

1087. The purpose of a sterile dressing at the venipuncture site is to keep the area of the puncture sterile and disinfected as it is the point of access to the bloodstream and no infectious agents should be allowed near that site.

1088. Administration of IV Fluids

· Wash your hands and put on gloves.

· Instruct woman to hang her arm down.

· Apply tourniquet.

· Select appropriate vein.

· Cleanse the IV site.

· Open and prepare the delivery.

· Apply traction to the vein.

· Introduce the needle into the vein and observe the flashback.

· Advance the catheter.

· Release the tourniquet.

· Holding pressure against the catheter, remove the needle.

· Attach the infusion set to the catheter and adjust the drip rate.

· Apply povidone iodine to the puncture site.

· Cover the puncture site with sterile gauze 2x2. 

· Secure the catheter into the vein with IV dressing or tape.

· Secure the tubing to the arm.

· Label the IV bag with the appropriate information.

(PSGM, p 178) 

1089 The formula for setting the rate of flow is: 

Drops/minute= volume to be infused times drop factor/ time of infusion in minutes

(IV Course for Midwives, p 185)

1090. 33 drops per minutes.

1091. The viscosity and temperature of the fluid affects the rates of infusion in that warmer, thinner fluid can be infused at a more rapid rate than colder, thicker fluid. These factors can also cause venospasm. (Phillips, p 289)

1092. The height of the IV fluid container and the patient’s position affect the rate of infusion in that the greater the vertical distance between the IV bag and the insertion site the more rapid a flow rate that can be achieved.

1093. The control clamp can break or get stuck thus impeding the ability of the practitioner to control the flow rate effectively. Gentle but firm handling of the control clamp can help avoid these problems.

1094. The size, position and  condition of the venipuncture device affect flow rate in that the larger gauge the catheter, the faster the potential flow rate; if the position of the device is ideal and not at a joint the flow rate is less likely impeded and a faster rate can be achieved, and if there is a defective device there may be leaks or occlusion that could decrease flow rate. 

1095. 

	Condition
	Effect on flow rate

	Pinched or bent tubing
	occludes infusion and stops or slows flow

	Obstructed air inlet or vent
	this will not allow fluid to properly flow due to lack of pressure gradient

	 
	 


1096. The patient or visitors might affect flow rate if they are positioned in a way that pinches the tubing, accidently or intentionally pulls out the tubing, or hold their arm or hand in a way to blocks the flow. Periodically checking the flow rate, the positioning of the hand and reminding/teaching the patient and visitors of the importances of maintained flow can help avoid or prevent this problem.

1097. Causes of venospasm results from the administration of a cold infusate, an irritating solution or a too rapid administration of an IV solution or viscous solution such as a blood product. This can be corrected by applying warm compresses to warm the extremity and decrease the flow rate until spasm subsides. (Phillips, p 288-9)

1098. Rationales for the following flow rate guidelines:

Isotonic solutions: not faster than 600ml/hour.  Isotonic solutions do not move into cells and therefore can be given quickly in the case of hypovolemia.

Hypertonic solutions: not faster than 200 ml/hour.  Should always be given slowly because they need body fluids to dilute them once they are introduced into the body.

Hypotonic solutions: not faster than 400ml/hour.  If given in excessive amounts can cause intracellular fluid volume excess.  Hyposmolar fluids in the vessels move by osmosis to the region of higher concentration of sodium in the cells in an attempt to maintain equilibrium.  If too much fluid accumulates in the cells, cellular edema occurs.  Cerebral cells absorb hyposmolar fluid more quickly than do other cells, which in turn increases intracranial pressure. 

Whole Blood: 1 unit in 2-2 1/2 hours

Packed cells: 1 unit in 1 1/2 hours

Average ADULT rate: 75-125ml/hour

Dehydrated patient: increase the rate to compensate for the dehydration.

Elderly/children/cardiac patients: the rate is decreased because they cannot handle the load.  They have a smaller blood volume.

1099. An immobilizing device is necessary if the catheter crosses a joint so that bending of the joint does not occlude the catheter. (Varney, p 705)

1100. May be attached with adhesive tape or Velcro straps.  Should be applied in such a way as to allow normal anatomic flexion of fingers.

1101. It can cause an occlusion of the vein if done improperly, as well as cause infiltration into the surrounding tissues. Care should be taken not to exert direct pressure on the tubing or put pressure on the insertion site.

1103. Information that should be recorded on the infusion record include:

Name of medication so that it is clear what is being administered.

Indication for use so that the record demonstrates the medicine was needed.

Dosage being used to avoid over or underdosing over time.

Time of Administration for clarity as to when the dose was given and when the next dose should be given.

Name of person performing infusion so that there is accountability.

1102. On the IV bag or bottle the following should be written:

Time infusion began so further dosing can be timed accurately. 

Name, amount, dose of any medication added to IV fluid so that this is clear.

Record of initial flow rate and changes in rate over time.

Name of person performing infusion so that there is accountability.

1103. Information that should be recorded on the infusion record include:

Name of medication so that it is clear what is being administered.

Indication for use so that the record demonstrates the medicine was needed.

Dosage being used to avoid over or underdosing over time.

Time of Administration for clarity as to when the dose was given and when the next dose should be given.

Name of person performing infusion so that there is accountability

1104. The role of the tourniquet is to distend the vein for easier and more effective insertion of the IV catheter. To do this the tourniquet occludes the vein and must be removed if IV fluid is to enter the systemic circulation.

1105.  It is important to have a call bell within easy reach of patient so that the patient has access to nursing assistance promptly if they are in distress.

Because the arm with the IV attached is often immobilized it is important to have the table on the side of the non-IV arm so it can be utilized and the patient can get the phone, food, water, etc.

The IV pole should be on the same side as the arm with the IV so that the tubing is not running across the patient’s body and so that the IV interferes as little as possible with the patient’s space.

Sharps, needle cover and swabs should be removed from the bed so that they do not puncture care providers or the patient and so that the bed is kept clean and clutter-free. (Is this question really necessary?)

1106. The items that should be included in an IV drug protocol are:

1. Name of medication: so that the protocol is specific to the medication.

2. Classification of drug: so that the medicine is classified properly.

3. Indications for IV use: so that the uses for IV route are clearly delineated.

4. Administration: so that the protocol lays out how the drug is given by IV.

5. Potential hazards of IV administration: so that the protocol warns of the potential side effects and the provider is aware of what to watch for.

6. Dosage: so that the proper dose for different situations is clear via protocol.

7. Compatibility, stability: so that the protocol clearly states what other drugs or conditions are safe to be used concurrently.

8. Miscellaneous: other relevant information should be included

9. References: so that the protocol is clearly based on research and it can be looked up for additional information or clarity.

10. Other names: so that if there are other names of the drug they will be listed and can be referenced.

(The above headings already specify what should be included under them therefore that part of the question cannot be elaborated on in the absence of a specific example)

1107. The following should be checked when administering a drug IV:

1. Approved route of administration to verify that it appropriate to give IV.

2. Precautions: to make sure that all precautions have been taken before giving the drug.

3. Compatabilities: to make sure that the patient is not taking any other drugs or does not have any condition that is incompatible with this IV medication.

4. Management implications: to make sure that administering the drug at that time will not adversely limit management options with regard to medications or other procedures in the future.

5. Dosage: to make sure that the proper dose is about to be administered for the indicated use.

1108. When giving medications IV the following should be done:

Establish a care plan to observe and report the outcome of drug therapy so that the effectiveness of the therapy can be evaluated.

The provider should be aware that IV medications are absorbed rapidly so that the amount of time that they need to take effect is short and changes in condition can be monitored accordingly.

The provider should know why the IV drug is being administered so that she can evaluate the appropriateness of the medication to the indication, as well as monitor for improvement.

1109. The IV bag should be labeled with:

Patient name and room number so that it linked to the right patient.

Name of drug and dosage so that no confusion can occur in this regard.

Date and time drug was added so that it is clear when dosage and infusion began.

Initials of the person who added the drug so that there is accountability and tracking of administration.

1110. The purpose of administering a drug by adding it:

· Into the infusion solution so that it is diluted and enters the bloodstream at the rate of the overall bag.

· Into the secondary container connected to the IV line so that it does not mix with the infusion solution.

· Into the chamber (volume control unit) so that NOT FOUND.

· Into the drug port site so that the drug gets directly and more rapidly into the bloodstream.

· Intermittently so that small amounts of drugs can be given directly at appropriate dosing times or as needed without needing the whole bag, as well as being able to administer small volumes of fluid, and can provide access for emergency medications.

(Phillips, p 254)

1111. Use of a mechanical regulating device, an electrical pump, or a regulating pump has the purpose of very strictly and precisely monitoring the flow of the IV fluid into the patient, as well as detecting and alerting whether the flow is obstructed.

1112. The above devices can minimize the possibility of over- or under-infusing the fluid, overdosing the drug dose, or having flow be obstructed or infiltrating the interstitial space undetected. 

Module Five: Postpartum Management
Postpartum Basic Skills: Myles, Varney, Olds, Gabbe

1113.
Describe the method, the equipment needed and how to use it for the following:

a. Taking a mother's vital signs postpartum

b. Examining the mother's perineum for lacerations

c. Maintaining the uterus in a contracted state

d. Maintaining a sterile field for suturing.

e. Repairing lacerations and episiotomy

f. Managing hematomas

g. Obtaining venous blood for RhoGAM work-up

h. Cleaning up after a birth following OSHA guidelines

ANSWERS:

A. Vitals to be taken in mother are blood pressure, temperature, pulse, respirations.

Frequency: BP, pulse and respirations should be obtained ev. 15 mins. until stabilization of mother. Temperature should be taken at least once during that time. Vitals should be obtained more frequently if there are concerns.

                             (Varney 4th , p. 920) 

Method BP: BP cuff of the correct size and in proper repair (calibration) is used, as well as  an adult stethoscope. BP should always be taken with the cuff at the level of the heart, using a proper sized cuff, taken after the woman has had several minutes to sit quietly. She should not have ingested tobacco or caffeine for at least 30 mins. 
                              (Varney 4th , p. 142)


Radial pulse should be taken and the cuff pumped up 30mmHg above this level. BP should be recorded to nearest 2mmHg. Practitioner listens for the 1st beat and the corresponding number on the sphygmomanometer is noted (systolic). The number corresponding with the last beat (Korotkoff 5) should also be noted (diastolic).

                               (Myles 14th, p. 259)

Method Temp: A thermometer that is clean and in proper repair is used. If it is battery powered, make sure batteries are charged. Mother’s temp is taken orally ev. hr. or so. It is not necessary to observe temp. routinely for women who appear to be physically well and who do not complain of any symptoms that could be associated with infection.

Method Pulse: No equipment is necessary except a sensitive hand and a wrist watch with a second hand. Sit alongside mother and gently hold wrist in hand. Place 2-3 fingers (no thumb) on inner wrist. Count the pulse rate for 15 seconds then times that number by 4 to get her pulse rate per minute.

Method Respirations: The equipment needed is a wrist watch stethoscope and keen eyes. MW can observe the rise and fall of the chest and/or belly and count her resps. for a whole minute. MW can also observe for panting or perceived challenges with breathing pattern. Using a stethoscope on the upper back on either side of the spine, MW can listen for consistency (ie: fluid in the lungs) and obtain a more accurate count of resps.

                               (Myles 14th , p. 633)

B. Examining woman’s perineum for lacerations:

Equipment: Betadine solution, steel or glass bowl with warm water, sterile gauze squares, flashlight and an assistant to hold it, sterile gloves.

Method: Before inspection, be sure that uterus is well contracted. MW inspects perineum, lower vagina and periurethral areas for bruising, hematoma, lacerations and torn or bleeding vessels.

MW puts on sterile gloves and maintains a sterile field while inspecting. Assistant holds flashlight. Four squares of sterile gauze go into bowl of warm water with betadine (assure that client is not allergic to shell fish). These are used to gently clean area, wiping away from vulva so as not to carry bacteria toward torn skin. Dry, sterile gauze is used to stop up any blood seeping from lacerations. Vulva is inspected; vaginal floor is palpated for intactness and to determine how far back the apex is.

Consideration is given to inspection of the vaginal vault and cervix for lacerations or injury. In most normal, spontaneous vaginal births, there will be no indication for this exam. Indications for exam of vaginal vault and cervix are: 

              1) Steady flow/trickle of bright red vaginal bleeding from above and observed lacerations and after                    uterine contraction is confirmed.

2) Rapid or precipitous labor

3)Manipulation of cervix during labor, ie: push back an anterior lip


4) Maternal pushing prior to complete dilation

5) Operative vaginal delivery with forceps or vacuume

6) traumatic delivery, ie: shoulder dystocia

                          (Varney 4th, p. 1281-1293)

C. Maintaining uterus in contracted state:

Equipment needed: sensitive, strong hands.

 MWs first action following delivery of the placenta is to evaluate uterine consistency and to massage as needed to bring it into a state of firm contraction. A well contracted uterus will not demonstrate increased bleeding when massaged. MW directly observes for an increase in lochial flow  or expressed clots while massaging fundus. Persistent, heavy lochia when fundus is well contracted will require further assessment (cervical or upper vaginal vault laceration).
Method:  Support of lower uterine segment during massage is crucial as it prevents stretching of the cardinal ligaments which hold the uterus in place. To do this, grasp lower uterine segment abdominally just above the symphysis pubis and hold it in place with one hand while massaging fundus firmly with the other. Effective uterine massage involves more than the anterior slope of the fundus. The entire fundus: anterior, lateral and posterior, must be reached. Warn client that procedure may be painful.


By keeping uterus contracted using frequent light massage, MW can avoid the discomfort of the deep massage necessary to bring a flaccid uterus into full contraction. MW can teach client to massage her own uterus in this light but frequent way. Establishing breast feeding is also a useful tool in maintaining uterine tone.

                                         (Varney 4th, p. 919 + 921)  

D. Maintaining a sterile field for suturing: 

Equipment: Clean chux and 2 sterile drapes.

Method: Thoroughly clean client’s perineum with betadine in warm water, wiping outward, away from vagina. Place clean chux on a clean, flat surface. Put on sterile gloves and open one sterile drape to be placed on top of chux. Do not touch chux or anything else with sterile gloves. Place instruments on top of this drape, making sure that they are not contaminated. With second drape, tuck it under buttocks to hang down in front of anus to avoid contamination of instruments or sutures. While suturing, be sure that sutures do not drag along unsterile surface.

                                              (Varney 4th, p 1285)

E. Repairing lacerations and episiotomy: 

Equipment needed:  sutures with swagged-on, non-cutting needle, needle holder, sterile field: clean chux with sterilized cloth set on top, suturing scissors, sterile gauze, sterile gloves, good light source, “pick up” hemostat, lidocaine, 10cc syringe, alcohol wiped, 2 needles for syringe.

Method: 


Knots and suture stitches used:

· knot used is the square knot. Knot should be firm but not so tight as to cut off circulation.

· Blanket stitch (continuous locked) is used for closing vag. mucosa  

· Interrupted stitch is used for deep muscle repair

· Continuous stitch is used for closure of the subcutaneous layer

· Continuous mattress stitch is used for the subcuticular closure of an episiotomy or laceration

· Crown stitch is used to reunite the torn or cut bulbocavernosus muscle

                 Suture size:

· 4-0 chromic is used for repair of anterior rectal wall, clitoral laceration and any repair that requires very fine suture.

· 3-0 chromic is used for repair of vaginal mucosa, subcutaneous stitches, subcuticular stitches and periurethral lacerations.

· 2-0 chromic is used for external anal sphincter, cervical lacerations, lateral vaginal wall and deep, interrupted stitches of pelvic muscles.   

It helps to remember muscle requires a stronger suture (2-0). The larger gauge number, the finer the suture.


Once a sterile field has been established (see above), lidocaine is administered using 10cc syringe and a clean, large-bore needle, at least 2 inches long. Care is taken not to increase the swelling in the tissues by minimizing the number of pokes and by slowly administering lidocaine as needle is slowly withdrawn.

Next:


1) Insert a tamponade or rolled up gauze, slightly moistened so as not to irritate torn skin, well                         above the apex of the wound.


2) ID the following structures and visualize the anatomical juxtaposition of each with tear or                             episiotomy open and with tissues gently pushed together with fingers:



a) depth of cut                                                   e) tissue layers



b) vaginal apex                                                  f) muscles



c) hymenal ring                                                  g) rectum 



d) mucocutaneous junction                                h) perineal apex


3) Repair vaginal mucosa with 3-0 chromic suture



a) Place anchoring stitch approx. 1 cm. beyond the vaginal apex to catch retracted blood                                   vessels and provide homeostasis.



b) Tie knot after taking anchoring stitch. Cut off short end close to knot. 



c) Plan ahead the number of stitches needed between anchoring stitch and a stitch placed                                  right behind the hymenal ring.



d) Close vaginal mucosa with other end of suture, using the blanket stitch.



e) If the tear or cut is deep, do not completely close vaginal mucosa at this time, as to do                                   so will make it too difficult to get into the area for deep interrupted stitches.



f) Close vaginal mucosa to the mucocutaneous junction (junction of vaginal mucosa with                                   perineal skin).



g) Do not place a stitch in the hymenal ring, as this may cause dyspareunia. To avoid this,                                  yet carry on with closure of the vaginal mucosa, do the following:




(1) Lock the stitch immediately behind hymenal ring by inserting the needle on                                                    the same side of the tear or cut as you just exited for that stitch.




(2) Swing needle through tissue underneath hymenal ring.




(3) Exit on same side, only now in front of hymenal ring.




(4) Continue closure of vaginal mucosa as before.



h) The first 1 or 2 blanket stitches consist of bites large enough to close cut in the                                        area completely. Thereafter, stitches include only the vaginal mucosa. The apex of                                         the cut and area beneath the vaginal mucosa will be closed next with the interrupted                                       stitches.



i) After closing the vaginal mucosa, clamp the nipple and remaining suture onto the                                          abdominal drape to be used later for the subcutaneous and subcuticular closure.


4) Repair the bulbocavernosus muscle with a crown stitch using a 2-0 chromic suture. 


5) If the cut is deep: put in layer of deep stitches first. 

Then:



a) finish closure of the vaginal mucosa



b) repair bulbocavernosus muscle with a crown stitch



c) put in a second layer of deep stitches

6) Repair the superficial transverse perineal muscle with deep interrupted stitches, using 2-0                              chromic sutures. Again, before taking any stitches, plan the number of deep interrupted stitches                      that will be needed to affect homeostasis, close dead space, and approximate the tissue.

7) After placing the deep interrupted stitches, put another glove on top of glove already                                      on your examining hand. Do a rectal exam to determine whether any of the stitches                                        entered the rectum. Discard cover glove after the exam. If a stitch is in rectum, repair                                    must be taken apart to the extent of Idling which stitch it is and removing it. You can avoid                           placing stitches in rectum if you direct bite of the needle laterally and straight back, not down.

8) Repair the perineal subcutaneous fascia. Use the same suture as you used for repair of vaginal                      mucosa, unclamping the needle form where you attached it to the drape in step 3 (i).



a) Start suture line of continuous stitches at the upper end of the perineal body as follows:




(1) Lock the stitch at the mucocutaneous junction by inserting the needle on the                                                   same side of the incision as the exit of the last stitch.




(2) Swing the needle through vaginal mucosa on that same side.




(3) Exit in the perineal subcutaneous fascia on the same side.



b) Close subcutaneous fascia using the continuous suture stitches



c) Again, before taking any stitches, plan number of stitches.



d) Take care to leave sufficient and equilateral room on both sides for the final layer of                                      subcuticular stitches.



e) the last stitch is placed differently since its exit point becomes the start of the layer of                                   subcuticular stitches. Therefore, from the entry point, instead of going straight across as                                 with the preceding stitches, come through the subcutaneous tissue on the same side,                                     going a little beneath the perineal apex to include any retracted blood vessels, and exit                                    one cell layer underneath the skin precisely at the perineal apex.


9) Close skin edges of the tear or episiotomy with a layer of subcuticular suture stitches. For this                       repair use the remainder of the same 3-0 chromic suture used for the repair of the vaginal                              mucosa and the subcutaneous fascia. Closure is done using the mattress stitch. 


10) Tie off the suture as follows:

 

a) When the mucocutaneous junction is reached and the skin edges are completely closed,                                  take a stitch through the perineal subcutaneous fascia and swing needle through vaginal                                 mucosa, exiting just in front of the hymenal ring.



b) Take a final stitch in front of the hymenal ring for the purpose of creating ties with                                         which to knot the suture. The entry point of this stitch should be on the same side as,                                     and close to the exit point of, the preceding stitch and the exit point should be                                             straight across on the opposite side.



c) Do not draw the suture all the way through the tissue with this stitch. Instead, leave a                                     length of suture (a loop) to tie with.



d) Cut the needle off on the other end if you desire.


     
e) Tie your knot slightly loose to allow for the edema from inflammation in response to                                     the suture.



f) Cut the ends short.


11) Remove the tampon of gauze gently and quickly. 


12) Do a vaginal exam:



a) Inspect the vaginal suture line 



b) Make sure all foreign objects have been removed (ie: gauze and sponges)



c) Remove any blood clots in the vaginal fornices 



d) Help contract the uterus



e) Check for hematomas


13) Do rectovaginal repair to feel muscle support and to ensure that there are no rectal stitches.

                                                       (Varney 4th, p. 1287-1289)

F. Managing Hematomas:


Risk factors:



a) operative delivery



b) unrepaired laceration of a blood vessel during repair of a vaginal tear or episiotomy



c) failure to effect complete homeostasis prior to repair of a laceration, or failure to start                                   suture line at that point.



d) Rough handling of vaginal tissue at any time or of the uterus during massage.


S/Sx:


a) The most common sign of a hematoma is extreme pain out of proportion to the                                               expected amount of discomfort and pain.



b) Perineal, vaginal, urethral, bladder, or rectal pressure or severe pain



c) A tense, fluctuant swelling



d) Bluish or blue-black discoloration of tissue


S/Sx of a broad ligament hematoma:



a) Lateral uterine pain sensitive to palpation



b) Extension of pain into the flank



c) A painful swelling identified on high rectal examination



d) Ridge of tissue just above the pelvic brim extending laterally (this is the edge of the                                       swollen broad ligament)



e) Abdominal distention



If a broad ligament hematoma is suspected, physician consultation is essential.

Vulvar hematomas are the most obvious, and vaginal hematomas are generally identifiable when careful inspection of the vagina and cervix are performed. Small and moderate-sized hematomas may be spontaneously absorbed. If a hematoma continues to enlarge, rather than stabilizing, the MW should notify the consulting physician and/or transport for further evaluation and care. Physician management might include monitoring continued bleeding with hematocrits, an incision to evacuate blood and blood clots and closure of the cavity, and the need for any other surgical intervention, blood replacement, or antibiotics. The MW continues to manage the other aspects of the mother’s pp course and adjustments once client has been discharged form the hospital. 

                                           (Varney 4th, p. 1097-1098)

G. Obtaining venous blood for Rhogam workup


1. check and organize equipment


2.Apply the tourniquet


3. Put on gloves


4. Distend the vein: Ask woman to open and close her hand several times, rub vigorously with                         alcohol rub, tap or gently slap vein, apply warmth


5. Vein should appear full


6. Clean insertion site with a circular motion moving outward.


7. Let the area dry


8. Double check needle and holder and tube.


9. Place thumb of the hand not holding the syringe directly over the vein, approximately

                  1-2 inches below the point of entry.


10. Align direction of the needle with the direction of the vein.


11. Enter swiftly and gently into vein.


12. Puncture the vacutainer tube and observe the entry of blood into tube.


13. When tube is full, remove tourniquet


14. Have cotton ball ready and remove needle


15. Apply pressure to puncture


16. Dispose of needle in sharps container


17. Place band aid on puncture.

                                 (Varney’s 4th,  pps. 1113-1119)        
Postpartum Risk Screening: 

1114.
Discuss the rationale for continuing evaluation postpartum of significant findings or developments during the antepartal and intrapartal periods and how this is carried out.

ANSWER:


“It is common for the observations contained within the (post-partum) examination to link with pre-stated categories in the prenatal midwifery records” ( Myles 14th, p. 628)


Examples of prenatal conditions requiring careful observation and attention during the pp period:

Prenatal findings                                                                           Postpartum concerns
 * GBS bacteria present in vaginal tract                                      * neo-natal infection  

 (even if antibio. prophylaxis is used) 

* Possible preeclampsia/PIH                                                       * IUGR, pp hemorrhage, placenta abruptio

                                                                                                        cardiovascular “incident” in mom, organ

                                                                                                        damage

* Mat. exposure to bacterial or viral infection in pregnancy       * congenital defects, systemic infection in      Rubella, varicella, toxoplasmosis                                                bb    

* Gestational diabetes                                                                  * hypoglycemia in bb, LGA bb 

* Mat. drug, alcohol, cigarette use                                               *IUGR, SGA, withdrawl, FAS

* Rh negative mom                                                                       * If Rhogam not given at appropriate                                                                                                                  times prenatally: anemia in bb, fetal                                                                                                                hydrops

* Type O blood in mom                                                                * ABO incompatibility, physiological                                                                                                                jaundice

* Fundal ht. measures low or high                                                * Gest. diabetes, IUGR, fetal anomaly,                                                                                                               uterine fibroids, polyhydramnios,                                                                                                                   oligohydramnios (both associated with                                                                                                            anomalies)

* Unwanted pregnancy                                                                 * bonding, mat. rejection, abuse, pp                                                                                                                   depression 

* Possible or known domestic violence                                       * Safety and well-being of bb and parents

* Mat. susceptibility to Rubella                                                   * offer vaccination to avoid exposure in                                                                                                            subsequent pregnancies

 * Mom is Hep.C or HIV positive                                                 * transmission to bb


These concerns require meticulous observation of vitals and  behaviors of both mom and bb. If findings are out of the realm of normal, MW will need to consult with her back-up physician or with a pediatrician, or she will need to transport for further assistance.


 In specific, at the birth of a bb born to an Rh negative mother, cord blood is collected to determine bb’s blood type. If bb is Rh positive, then Rhogam is given to mother within 72 hrs. and bb is watched for any s/ sx of anemia, or hydrops. This may show up  as more severe or possibly pathological jaundice.


In the case of a mom with Hep. C or HIV, bb will show no overt signs of disease directly pp. Shortly after birth, bb should be referred to a pediatrician for further blood testing to determine if transmission occurred.  


In the case of suspected bonding issues or possible domestic violence, MW uses her counseling skills, being careful not to overstep her experience, referring any woman who is out of her scope of expertise.

1115.

 Discuss the rationale for evaluation postpartum of the woman's vital signs and other physical signs, symptoms, and changes and how this is carried out.

ANSWER: 

Many changes occur pp in the mother’s body. It is essential that the midwife monitor her vitals and closely observe her physical s/sx so as to determine if her changes are bringing her to a place of physical stability or if there is a problem developing which needs further attention. Here are some examples of findings that are concerning and which require further evaluation or immediate treatment:

* high or low BP----may indicate pp hemorrhage, vagal response, hematoma, pp hypertension,                       preeclampsia

* elevated pulse-----may indicate infection, dehydration, hemorrhage

* elevated temp.-----may indicate infection

* painful breastfeeding------may indicate poor latch, mastitis, need for extra support  

* extraordinary pain in perineal are, abdomen, rectum-----may indicate hematoma, infection of laceration

* boggy uterus-----may indicate retained placental fragments, uterine infection, uterine clots which need to     be expelled


Vital signs to be taken are BP, pulse, temp, uterine consistency and lochial flow. They are checked ev. 5 mins. until mom is stabilized and then ev. 15 mins. for the rest of the first hour pp. they are checked on the half hour for the next hour and then every hour after that until discharge. Vitals are checked more often as indicated if there are any concerns.

                                        (Varney’s 4th, pps.1041-1046)

1116.
Discuss the rationale for evaluation of the woman's behavioral changes and psychological responses to childbearing in the puerperium and how this is carried out.
ANSWER:


Women have varying feelings about being pregnant and becoming a mother due to both conditioning and to circumstances. In addition to these social or environmental stresses, add hormones and their extreme fluctuation that occurs directly pp.


The MW enters into the joy in situations that meet expectations or are happy or quietly satisfying. When the response is not joyful, the MW needs to understand what is occurring and to facilitate a healthy process of working through the response for the well being of the parents, baby and family. It helps to keep a few basic things in mind: 


1. Attachment does not begin at birth. The mother nurtures her baby throughout pregnancy. Both               the mother and her partner fantasize about their baby during (and often before) pregnancy.


2. Birth is a moment in the continuum of the mother’s bond with her baby.


3. The relationship between a mother and her baby is symbiotic; each needs the other.     




(Varney’s 4th, p.1045) 

1117.
Discuss the rationale for continued screening for signs and symptoms of obstetric or medical complications and how this is carried out.

ANSWER:  


Screening for abnormality and making differential diagnoses are vital, but unfortunately sometimes misunderstood, functions of the MW. It is important to be clear about what these two functions involve.


The primary diagnoses made by the MW are one of normality, and the role of the MW includes continual screening of the woman or newborn for deviation form normal. The MW must be astutely alert to what is abnormal and to complications that may develop, both generally in different patient populations and in relation to a specific patient situation. The Mw must differentiate between normal minor discomforts and medical conditions or diseases or, in pregnancy, complications of pregnancy.


For a deeper discussion of risk screening and differential diagnoses, turn to page 33-34 in Varney’s 4th ed.



  

Postpartum Physical Assessment
1118.
Describe how the uterus is assessed postpartum and the significance of the findings. Give not only immediate postpartum changes, but those expected in the first two weeks as well.

ANSWER: 


During each round of vitals and at each pp visit, the uterus is checked for consistency and for fundal ht. (to assess involution). If the uterus is boggy it means that it is not contracting down on itself properly and this may lead to hemorrhage. Some causes of a boggy uterus are infection, retained placental pieces, full bladder, blood clots forming in uterus, over-extended and tired uterus. 


During the day of the birth and the first day pp, the uterus should be just below the umbilicus. It should be firm and central. Day two should bring the fundus to about one fingerbreadth below the umbilicus. Day 3: 2 fingerbreadths below. Day 4: 3 FBs. below umb. And like that until after day 10 when it should be fully involuted below the symphysis pubis. The uterus should regress one fingerbreadth each day and should remain firm, central and non-tender.


The woman should be asked about pain in her uterus or any smelly discharge to r/o puerperal infection.

                        (Varney 14th , p. 1042)

1119.
Describe the amount and color of lochia and the names given to each type. How is the lochia evaluated postpartum and what is the rationale?

ANSWER: 


Lochia begins as a heavy d/c in the early pp hours. Subsequently it decreases to a moderate amount as lochia rubra, a small amount as lochia serosa, and a scant amount as lochia alba. It is common for a woman to have a small amount of lochia while lying down and to bleed more heavily or to pass small clots when she gets out of bed. The average total amount of lochial d/c is approximately 8 to 9 oz.


  Lochia rubra is red because it contains blood (and decidual tissue). It is the first lochia that starts immediately after delivery and continues for the first two to three days pp. Lochia serosa starts as a paler version of lochia rubra, serous and pink. It ends approximately seven to eight days later as a pink, yellow or white color as it makes the transition into becoming lochia alba. Lochia serosa contains primarily serous fluid, decidual tissue, leukocytes and erythrocytes. Lochia alba begins about the tenth day pp and resolves over a period of two to four weeks. It is creamy and white and consists primarily of leukocytes and decidual cells.


The lochia is evaluated pp by observing the flow each time MW does a round of vitals on the mom. Upon discharge, MW explains that she should be notified immediately if her client bleeds through one menstrual pad in an hour or if there is any foul odor or miscoloration of the lochia.

                           (Varney 4th, p. 1043)

1120.
Describe the expected course of healing of the vagina and perineum from the time of birth to 6 weeks postpartum. How is this evaluated?

ANSWER:


Immediately pp the vagina remains stretched open and may have some degree of edema and bruising and gapes at the introitus. The vagina regains enough tone by one to two days pp that it does not gape so widely and is no longer edematous. It is now larger than normal, smooth-walled, and generally lax. The vagina decreases in size with the return of the vaginal rugae by about the third pp week. The vaginal space will always be a bit larger than it was before the first birth. However, kegal exercises will restore the vaginal tone and enable the woman to deliberately tighten her vagina. Abrasions and lacerations of the vulva and perineum heal readily.

                               (Varney 4th, p. 1043)

1121.
Describe the physiological mechanisms of breast feeding and how these can be                               evaluated.  


ANSWER:


    Lactation is initiated by the hormonal changes of childbirth. Women who breastfeed respond to the stimuli of the nursing infant with further hormonal release and stimulation of the milk-producing alveoli. The breast tissue includes two major divisions: the parenchyma and the stroma. The parenchyma includes the orderly, treelike lactiferous ducts that open onto the surface of the nipple. The stroma includes the connective tissue, fat tissue, blood vessels, and lymphatics. The alveolar cells make the milk and excrete it into the lumen of the alveolar sack. Ductules and ducts carry milk from the alveolus to the nipple pore. In lactation, the functioning mammary gland responds to complex nervous system and endocrine system signals in order to produce and deliver milk. Prolactin is the main hormone involved in lobular-alveolar completion prenatally and initiates milk secretion via receptors on the alveolar cell walls. Without nipple stimulation, prolactin levels drop to those of nonpregnant, nonlactating women within two weeks.


 For a deeper discussion of breastfeeding and evaluation, turn to chapter 43 in Varney’s 4th ed.   
                    

(Varney’s 4th,pps. 1070-1072)

1122.
Discuss how the breasts are evaluated during early lactation and what is the rationale.
ANSWER:  


In order to effectively evaluate, the breast is divided into four quadrants. The size of the breast varies from woman to woman and is not related to the ability to produce sufficient milk for the infant. The size and shape of the two breasts should be similar to each other. Marked differences in breast size may indicate diminished functional tissue in the breast. Increase in the size of the breast and the Montgomery glands along with the appearance of visible veins indicate that the breasts are preparing for milk secretion. By the end of pregnancy most women have noted breast changes. Occasionally women will not show signs of preparing for lactation until the first few pp days. Further evaluation of the mother’s breasts, hormones and breastfeeding technique are indicated if breast changes are completely absent.

       For deeper discussion of breast evaluation during early lactation, turn to page 1072-1073 in Varney’s 4th ed. 

1123.
Explain what blood pressure should be postpartum and how it is evaluated.  What is the rationale for checking it and the timing?

ANSWER:  


A woman’s BP should remain under 140/90 throughout all of her pregnancy, labor and postpartum. A BP of 140/90 indicates mild hypertension, increasing the risk of hemorrhage and may indicate the development of pp preeclampsia. A rise in BP may, in and of itself, be a s/sx of pp hemorrhage. However, most often BP has already fallen by the time that hemorrhage is suspected. Immediately after birth, many women evidence a transient rise in both systolic and diastolic BP, which resolves to the prepregnancy baseline over several days.

                            ( Varney’s 4th, p.1044) 

1124.
Cite normal temperature postpartum and how it is evaluated. What differences are expected between the first 24 hours and succeeding days and why?  What is the timing for temperature evaluation?  What factors affect pulse rate postpartum, how and when is it assessed, and what are the parameters of normal?

         ANSWER:

              During the first 24 hrs. pp, it is normal for the woman’s temp to remain elevated. It should not rise above 100.4 F. After this period, the temperature should return to the normal range of 97.6-98.7.                  Temperature is generally taken orally in the mother.


According to Varney, temperature is only evaluated once within the first hours after birth               until stabilization if there is no indication of infection. Myles’ says that temperature does not need                to be evaluated at all with no s/sx of infection. On each of the following pp home visits,                                 temperature should be taken. In addition, if there are any risk factors for infection, ie: manual                       removal, significant hemorrhage, UTI, a women should be advised to take her temperature at least                3 Xs a day and to call with any concerns. 


The primary concerns of a MW if a woman has a high pulse is infection,                                          dehydration or pp hemorrhage. Pulse rate is assessed during each round of vitals. It is also a very                  quick and noninvasive way to assess a mother’s reaction to blood loss. Pulse rate is primarily taken                at the wrist, and counted in 15 sec. intervals (then times by 4) or taken at a full minute interval.                     The parameters of normal for pulse rate is 60-80 BPM. 


“Making note of the pulse rate is probably one of the least invasive and most cost                            effective observations a MW can undertake. While observing the pulse rate, the MW can also                       observe a number of related signs of well-being: the respiratory rate, the overall body temperature,                any untoward odor, skin condition, and the woman’s overall color and complexion” Myles’ 14th,                  p. 633



 (Varney’s 4th., pps. 1044; Myles’ 14th, p. 633)        

1125.
Cite when the renal pelves and ureters return to normal postpartum. How and when are these evaluated?  How does these affect renal function in the first days and weeks postpartum?

ANSWER:


The renal pelves and ureters, which are stretched and dilated during pregnancy, return to normal by the end of the fourth week pp. In the case of s/sx of a UTI, a clean catch specimen is obtained for culture. The renal system is evaluated by observing and inquiring about patterns of urination. 


Immediately pp the bladder is edematous, congested and hypotonic, which may result in overdistention, and incomplete emptying. Care must be taken to assure routine voiding. Unless the woman develops a UTI, the effects of labor on the bladder and urethra diminish within first 24 hrs. pp.

Until about the fifth day pp, urine output is greatly increased to about 300 mL per day.     

                                         (Varney’s 4th, p. 1044)

1126.
Discuss the average weight loss following delivery.  Why does this occur?  How and when is this evaluated and why?

ANSWER: 


Women lose an average of 12 lbs. at the time of delivery. This loss represents the accumulated wt. of the baby, placenta, and amniotic fluid. Another 5 lbs. may be lost during the first pp week as a result of fluid loss. One study found that the majority of women approach their prepregnant wt. by 6 months pp. Breast feeding has been shown to increase wt. loss pp. However, it is important to note that too much wt. loss can contribute to health problems for the mother and a decrease in the amount of milk that is produced for the bb.

                        (Varney’s 4th, p. 1044)     

1127.
Describe what the woman's appetite will be like just after birth and why.  What bowel problems may come up and why? 

ANSWER: 


A woman may be hungry and ready for a meal an hour or two after delivery. This is because she has worked very hard to birth her bb, using lots of calories. Now that her body is free and there is room, her appetite increases to replace her strength. 


Constipation may be a problem in the early puerperium due to lack of solid foods during labor and self-restraint because her perineum is sore. 

                             (Varney’s 4th, p. 1044)  

1128.
Explain the prognosis for striae and why.

ANSWER: 


The abdominal striae are never eradicated completely but they do change to fine, silvery-white lines over a period of several months. They are essentially scars. Vit. E oil can help this process.

                             (Varney’s 4th, p 1044) 

1129.
Discuss the prognosis for diastasis recti and why.

ANSWER:


All women have some degree of diastasis recti- the separation of the rectus muscles of the abdomen. How severe this diastasis is depends on a number of factors, including the woman’s general condition and muscle tone; whether the woman exercises to regain her abdominal muscle tone and close the diastasis after each pregnancy: her parity: the spacing of her pregnancies; and whether her pregnancies have over-distended her abdomen, like in multiple gestation. The larger the separation, the longer and more difficult it is to close the diastasis. If abdominal muscle tone is not regained, the space between the rectus muscles fills in with peritoneum, fascia, and fat.

                             ( Varney’s 4th, pps. 1044-1045) 

1130.
Explain how the abdominal wall is assessed and describe the actions that can be taken.
         ANSWER:  


Determination of the amount of diastasis recti is used as an objective means of evaluating abdominal muscle tone. The separation is measured in terms of fingerbreadths when the abdominal muscles are contracted and again when they are relaxed. 

                   1. Position the woman so she is lying on her back without a pillow under her head.

     2. Place the tips of the fingers of one of your hands in her abdominal midline with the tip of


your index finger just above the umbilicus and your other fingers lined up longitudinally                               downward toward the symphysis pubis. The sides of your fingers should be touching each other.

     3. Have the woman raise her head and strive to put her chin on her chest in the area between her breasts. Be sure that she is not pressing her hands against the bed as this prevents her from using her abdominal muscles.

                   4. As the woman tightens her muscles, press your fingertips gently a short distance into her                      abdomen. You will feel the abdominal muscles, like two rubber bands approach the midline                          from both sides. You can measure the separation by palpating the space between your fingers.                           5. Note the number of fingerbreadths between the median edges of the rectus muscles.                                    6. Now place the fingertips of one hand along the median edge of one of the rectus muscles and               the fingertips of your other hand along the edge of the other rectus muscle. When properly                            positioned the backs of your hands should be facing each other in the abdominal line.

              
 7. Ask the woman to lower her head slowly back to the original position.

      8. As she lowers her head, the rectus muscles will move further apart and become less distinguishable as they relax. With your fingertips follow the rectus muscles as they move apart. This maneuver allows you to still identify them in their relaxed state.

                    9. Measure the distance between the two rectus muscles while they are relaxed. Note the                         number of fingerbreadths between your fingers.

                   10. Chart your findings as a fraction in which the numerator represents the width of the diastsis                in fingerbreadths when the muscles were contracted and the denominator represents the width of                   the diastasis in fingerbreadths when the muscles were relaxed.


To remedy a separation in the diastasis recti, a woman can do sit ups in the regular way, except she should use her hands to cross in front of her belly and hold either side of her abdomen to encourage the muscles to move back together.

                                  (Varney’s 4th, pps.1157-1158)

   1131.              Discuss how and when the postpartum woman is assessed for leukocytes. What are the                     parameters of normal and how is puerperal infection ruled out?

           ANSWER:


A woman’s white blood cell count can be assessed at any point pp by drawing blood for a CBC. However, it should be noted that for the first two days pp, the woman’s’ WBC count will be elevated from the recovery of labor and may be as high as 15,000 or above. If her labor was prolonged, her leukocytes may be as high as 25,000 to 30,000 without being pathological. In the presence of s/sx of infection (fever, pain, flu-like s/sx), further investigation is necessary to determine if infection is present and where it is establishing itself. Common sites of infection pp are uterus and/or organs of reproduction, breasts, laceration, hematoma, and urinary tract (UTI). Leukocytes may also be elevated in the event that the woman is fighting a cold or flu. 


Management involves observing lochia for foul odor; uterus for pattern of involution, consistency and pain; repaired and unrepaired lacerations for discoloration or d/c; breasts for pain, heat or red streaking; vaginal vault and abdomen for pain and masses and vitals for s/sx of hematoma which is holding infection; consider doing a clean urine catch for culturing to r/o UTI.

                                    (Varney’s 4th, p. 1045)

    1132.  
Discuss how and when the postpartum woman is evaluated for anemia. How is anemia                      ruled out and what are the implications if she is anemic? 

             ANSWER:



The hemoglobin, hematocrit, and erythrocyte count are all assessed by blood draw for a CBC and can be performed any time in the puerperium that concerns arise. It is crucial to note that these lab results vary widely in the early puerperium as a result of vacillating blood volume, plasma volume and red blood cell volume. These levels are affected by the woman’s current state of hydration, the volume of fluids she had during labor, and her normal reduction in total blood volume from its elevated state during pregnancy. These factors render the hematocrit less effective as a measure of blood loss for at least two to four days pp. Many MWs wait until the two week pp to draw blood for a CBC (unless concerns arise earlier or unless a significant hemorrhage occurred pp). Normal nonpregnant levels for all the constituent in the blood are reached by the end of the puerperium.



Anemia can be ruled out if the woman’s hemoglobin remains above 11.0 g/dL (no adverse effects are expected unless the level is 10.0 g/dL) A concentrated hemoglobin can be a concern if preeclampsia is suspected. 



A low hemoglobin can indicate severe blood loss or that the woman entered labor anemic. Further investigation is required if she does not respond to iron supplementation.

                                              (Varney’s 4th, pps. 138-139 and 1045) 

     1133. 
Discuss how and when the postpartum woman is evaluated for postpartum blues. What                       are the psychological and physiologic bases for this?  What actions can be taken to mitigate this?
             ANSWER:



PP blues typically begin a few days after birth and resolve by 10 to 14 days pp. Characteristics include weepiness, feeling let down by the experience of birth, agitation or restlessness, mood swings, distancing and negative reactions to their child or family. The pp woman should be continually evaluated for any s/sx of pp blues and these signs should be clearly distinguished form pp depression or psychosis. The baby blues are self limiting and should not last past the first two weeks or so. Persistent depressed mood beyond this requires assessment and referral.



The baby Blues are a common occurrence for pp women. About 70% of all women experience these changes in mood and behavior. Various causes have been proposed, including an unsupportive birth environment, rapid hormonal changes, sleep deprivation, disappointing birth experience, or insecurity in new role of mother. None of these has demonstrated to be a consistent underlying cause. 



The key to supporting a woman through this period is consistent support form family and caregivers, reassurance that she is not “going crazy” and opportunities for increased rest.

                                        (Varney’s 4th, p. 1048)  

     1134.               Discuss how and when a grieving postpartum mother is evaluated. What stages is she       expected to go through and what is the expected timing of these? What differences in grieving are expected between the death of a child and the birth of a deformed or impaired child? How are these addressed?  
              ANSWER:



Stages of Grief 




1. Shock: possible manifestations of behavior or feelings include denial, disbelief, despair, anger, fear, anxiety, guilt, emptiness, aloneness, loneliness, sadness, isolation, numbness, crying, introversion, irrationality, hostility, hatred, bitterness, acute awareness, lack of initiative, mechanical actions, alienation, betrayal, abandonment, frustration, rebellion, and lack of concentration. Physical manifestations include waves of somatic distress lasting 20-60 minutes, sighing, wt. loss, anorexia, fitful sleep, fatigue, restlessness, haggard and drawn appearance, tightness in the throat, choking, shortness of breath, nagging and tormenting chest pain, interval quivering, generalized weakness, and specific weakness in the legs.

                                           2. Suffering: The phase of reality. Involves acceptance of the fact of the loss and adjustment to the realities this imposes on one’s life. The grieving person adjusts to the environment without the presence of the loved one or accepts the fact of the deformity and makes necessary adjustments in living and plans arise to cope. During this time there is a preoccupation with and idealization of the lost object. The events leading to and surrounding the loss are relived again and again. The why, what if and how questions are asked repeatedly and arouse feelings of anger, guilt and fear respectively. Full expression of emotions is essential to a healthy resolution.

                                           3. Resolution: The phase of establishing new significant relationships. The grieving person accepts the loss, adjustment is completed and the individual is again fully functional. This progress results from the person reinvesting emotions in other significant relationships. With resolution, the person’s behavior becomes again a matter of free choice, whereas during suffering behavior was determined either by social convention or by internal restlessness. 


The time line of movement through the stages of grief varies for each individual based on the nature of the relationship and the intensity of the loss.


When the loss is the death of the bb, it is essential that the parents experience the reality of the baby’s existence in order for then to be able to accept the reality of the bbs death. Otherwise, the entire pregnancy-life-death sequence becomes the subject of fantasy, imagination and a dream-like mirage of illusion, which is difficult to accept and resolve. 


When the loss is of the parents’ expectations of a perfect child because of deformities or abnormalities, it is essential that the parents grieve the loss of their perfect child and all the fantasies and dreams they had about their bbs appearance and potential.


For a deeper discussion of grief and loss, turn to pps.1048-1052 in Varney’s 4th ed.     

Postpartum Provision of Care

1135.
Describe how you will implement the Midwives Model of Care during postpartum care.

ANSWER:


I will continue to monitor the woman’s physical and social well-being. I will also continue with the personalized support that is a hallmark of midwifery care, providing education, counseling, and continued hands-on assistance. I will minimize the intervention my client’s experience, while continuing to identify and refer women who require obstetrical attention.

1136.
Give the rationale for continuous evaluation of the postpartum woman's well-being. How is this                    carried out?

ANSWER:


After birth of the bb and placenta, the pp mother must be continually monitored to rule out any possible signs of pp hemorrhage, retained placental fragments, infection, preeclampsia, issues of bonding or breast feeding. The MW is responsible for being sure that the mother is stable before she is discharged from care. This is done by careful observation and performing rounds of vitals at regular intervals until the time of discharge.    

1137.
Give the rationale for assisting the postpartum woman with breast feeding and how this is carried out.

ANSWER:


Breastfeeding does not always come naturally to all women. It is vital that the mother understand the mechanics of a proper latch. This prevents trauma to her nipples as breastfeeding becomes established, which is imperative if she is to be encouraged to continue. The first opportunity to assist breastfeeding is directly after the birth (once things settle in a bit and mother and bb are ready). It is incredibly important to respect a woman’s autonomy at this time, asking permission to help her. If she is a multiparous woman, she may need no help at all. For many women who have experienced sexual abuse, it may be horrifying to have someone touch their breast. In addition, for quite a few women, this may be experienced as a disempowering message that she doesn’t know how to be a mother. So sensitivity and communication are vital. Sometimes just explaining to her how to do it and then having the patience to witness her through her first steps of feeding her bb will be the most empowering thing that you can do as a caregiver. This, I believe, is a good place to start, trusting that she will let you know if she needs help. Once the bb is latched, the MW should closely evaluate the latch and give suggestions if necessary to minimize nipple trauma and muscle pain later on. During the pp home visit is another great opportunity to assess the bbs latch and the mother’s technique. In this environment the mother may be more ready to hear the details of proper breastfeeding technique.          

1138.
Give the rationale for facilitating the postpartum woman's parenting and how this is carried out.

ANSWER:


For women and their families who are welcoming a baby in their lives for the first time, tips on basic parenting skills may be very helpful. She may have questions such as ‘how do I change a diaper?’ or ‘is my baby sleeping, crying, pooping too much?’ She may have more complicated questions like ‘are scheduled feedings a good idea?’ or ‘should I be concerned about spoiling her too much?’ It is important in these situations to respect that the cultural background from which we come have strong influence over all of us. Gently offering another way to look at her babies behaviors is a good place to start, avoiding judgment. Another way to approach parenting questions or issues is to model parenting skills to the mother.

1139.
Discuss what anticipatory guidance and instructions should be given postpartum, why, and what                   the rationale is for each. 

ANSWER: 


During the first few days after the birth, the new mother’s ability to actively absorb formal teaching is limited by her intense focus on her newborn. Teaching must target essentials of self-care, including hand washing, hygiene, relief of common discomforts and recognition of warning signs such as fever, pain, excessive bleeding, dizziness or faintness, sudden onset headache, visual changes or epigastric pain. The basics of breastfeeding are covered to be followed up on the first day pp. The basics of infant care deserve particular attention, especially for first time mothers. Education of perineal care should be covered, including hand washing, the use of warm water rinse with voiding, wiping from front to back, patting incision area rather than rubbing it, and an explanation of various comfort measures can be helpful.

                                (Varney’s 4th, p. 1054) 

1140.      Discuss what continual screening for complications is carried out and what the rationale is.

ANSWER:


The complications that are continually screened for in the puerperium are:



1. Puerperal morbidity: fever above 100.4 F. on two occasions with in first 10 days pp,                                      exclusive of the first 24 hrs. indicates infection that may or may not be related to an                                       infection of the reproductive tract.



2. Puerperal infection: an infection of the reproductive tract; ie: endometritis, laceration                                    or traumatized tissue, pelvic cellulites, salpingitis, oophoritis, peritonitis, pelvic and/or                                   femoral thrombophlebitis and bacteremia.  



3. Mastitis



4. Thrombophlebitis and pulmonary embolism



5. Hematomas



6. Late pp hemorrhage



7. Subinvolution



8. Postpartum depression



9. Attachment failure and potential for child abuse or neglect


             10. Postpartum preeclampsia



11. Hypertension (chronic)



12. Heart disease

                            (Varney’s 4th, chapter 44)

1141.
Describe how the early puerperium is managed. Give the rationale for each step.

ANSWER:


During the early puerperium, the MW should see the woman at least once daily. Before each visit the MW should do a thorough chart review to familiarize herself with any recent occurrences of which she is not aware. The rationale for each step of the postpartum visits is as follows:



1. Evaluation of the pp course and the well-being of the mother



2. Evaluation of the well-being of the baby



3. Evaluation of the progress and comfort the mother has in the caretaking/parental role



4. To review with the mother her labor and birth experience



5. To be available for questions and concerns and to establish a contact for the mother to                                  feel comfortable calling when she has questions or concerns



6. To provide needed teaching and counseling

The pp physical exam includes the following:



1. Assessment of vital signs, including the trend over the period since birth



2. Breast examination, including demonstrating the presence of colostrum and                                                 management of the nipples for breastfeeding women.



3. Auscultation of heart and lungs, as indicated by maternal complaints, or observed                                         changes in appearance or vital signs



4. Abdominal evaluation for uterine involution, diastsis and bladder function.



5. Evaluation for CVAT if indicated by maternal complaints or clinical signs



6. Perineal assessment for bruising, edema, hematoma, healing of any repair,                                                     inflammation, suppuration



7.Lochia for type, quantity and odor



8. Anus for hemorrhoids



9.Extremities for varicosities, edema, calf tenderness or heat, presence of Homan’s sign,                                  reflexes 


In addition to the physical exam, the woman is assessed for her level of nutrition, bladder and bowel function, activity level and any pain or discomfort. Kegel exercises may be introduced at this time. If possible, the MW should arrange her visit to coincide with those times when the bb will be awake and with the mother. This allows MW to observe breastfeeding patterns and mother-baby interaction (screening out maternal rejection) and for the mother’s skill and comfort in handling her baby, which may indicate areas of learning needs. The MW also assesses the need for laboratory tests, Rhogam, rubella vaccination for nonimmune women, and contraception.

                            (Varney’s 4th. Pps.1052-1054) 

1142.
Explain how the first 2 weeks to 6 weeks postpartum are managed. Give the rationale for each step. 

ANSWER:

 Midwives have varying postpartum visiting schedules and methods of staying in touch with their clients during the puerperium. Generally, following the early puerperium, most MWs schedule a two week appt. This can be done either in the MWs office or in the women’s home depending on the structure of the practice. Management during the 2 week pp visit includes:

1. Assessment of vital signs, including the trend over the period since birth



2. Breast examination and management of the nipples for breastfeeding women.



3. Auscultation of heart and lungs, as indicated by maternal complaints, or observed                                         changes in appearance or vital signs



4. Abdominal evaluation for uterine involution, and bladder function.



5. Evaluation for CVAT if indicated by maternal complaints or clinical signs



6. Perineal assessment for healing of any repair,                                                                                                    inflammation, suppuration



7.Lochia for type, quantity and odor



8. Anus for hemorrhoids



9.Extremities for varicosities, edema, calf tenderness or heat, presence of Homan’s sign,                                  reflexes 


In addition to the physical exam, the woman is assessed for her level of nutrition, activity level and any pain or discomfort. Mw can inquire about the woman’s kegel exercises. If possible, the MW should arrange her visit to coincide with those times when the bb will be awake and with the mother. This allows MW to observe breastfeeding patterns and mother-baby interaction (screening out maternal rejection) and for the mother’s skill and comfort in handling her baby, which may indicate areas of learning needs. MW assesses sleep patterns of mom, making sure she is getting enough. Mw also addresses the need for household help and makes sure that there is enough. The MW also assesses the need for laboratory tests and contraception.

                                        (Varney’s 4th, pps. 1055-1058)

1143.     Discuss how relief for postpartal cramps is affected. Give the rationale for each. 

ANSWER: 


It is important to keep the bladder empty which allows the uterus to remain well contracted. A full bladder will displace the uterus upward leading to uterine relaxation and more painful contractions. Acetaminophen (Tylenol) or ibuprofen (Motrin) can be used as effective analgesia for severe contractions. Aspirin containing products are not recommended due to their risk of decreased platelet counts and an association with Reye’s syndrome. In many cases, the anti-inflammatory properties of ibuprofen will make it a superior product for this purpose. Women whose pain is severe enough to require use of narcotic analgesics following vaginal birth should be evaluated for causes of pain other than uterine contractions (ie: hematoma).

                       (Varney’s 4th, pps. 1058-1059) 

1142.     Discuss the management of excessive perspiration and why.

ANSWER:


Postpartal woman experience excessive perspiration because the body uses this route as well as diuresis to rid itself of the excess interstitial fluid that resulted form the normal increase of extra cellular water during pregnancy. Relief is simply to keep dry and clean. Care must also be taken to ensure that the woman is hydrated. Drinking a glass of water during each hour that she is awake will accomplish this.

                          ( Varney’s 4th, p.1059) 

1143.     Discuss the management of breast engorgement. Give the rationale for each step.  

ANSWER:


Although engorgement is not an inflammatory process, the increased metabolism associated with milk production may cause a mildly elevated temperature. Temperature greater than 100.4 F suggests presence of mastitis or another infection. For some women, the breast tenderness becomes painful, particularly if the infant is having difficulty with nursing, or if she does not have a supportive bra. Relief measures depend on whether the woman is breastfeeding. For breastfeeding mothers, frequent feeding, application of heat (hot water bottle, baths or shower), hand milk expression and mild analgesics (Tylenol or Motrin) can relieve the discomfort of engorgement. For a woman who is not breastfeeding, relief measures are geared toward relief of discomfort and cessation of lactation. Techniques used to stop the flow of milk include breast binding and the use of ice packs. Avoiding milk expression is crucial to stopping the milk flow. Analgesic use (Tylenol or Motrin) is helpful to alleviate the associated pain.

                                                      (Varney’s 4th ,p.1060)

1144.
Explain how good breast support is affected and what the rationale is. 
ANSWER:



Breastfeeding women should be advised to wear a supportive bra designed specifically for breast feeding women. These offer the most support of the breasts while facilitating the easy delivery of milk to the baby, with flaps that allow her ease and comfort. 

1145.
Name the steps for successful breast-feeding and relief measures for common problems. Give the rationale for each.

ANSWER:



The ten steps to successful breast feeding and the hospital friendly initiative: 




Step 1: Calls for establishment of a facility-wide breastfeeding policy to guide practice.




Step 2: Indicates that all staff need to be oriented to the facility’s breastfeeding policy                                               and be knowledgeable of its content.




Step 3: Identifies the importance of integration of parental  education about breastfeeding                                            during prenatal care and childbirth education.




Step 4: Early mother-infant contact and early initiation of breastfeeding.




Step 5: Indicates the importance of positive and frequent breastfeeding teaching                                                          interactions between staff members and mothers.




Step 6: Discourages unnecessary supplementation of breastfed infants.




Step7: Calls on hospitals to practice rooming-in, keeping mothers and babies together                                                throughout their stay, except when separation is medically necessary.




Step 8: Clarifies the importance of offering the breast according to infant feeding cues,                                                rather than clock timing.




Step 9: Indicates that the use of pacifiers and bottle nipples should be avoided unless                                                  medically indicated.




Step 10: Clarifies the responsibility of the maternity facility to assist mothers in finding                                                 postpartum support.


Common problems: 



Breastfeeding problems are best prevented by optimizing antepartum care, childbirth routines, and breastfeeding management and by providing proactive maternal support. Common challenges to the breastfeeding dyad include nipple and breast discomfort, infant digestion and sleep, medical concerns, and lifestyle issues.



Nipple discomfort: One of the most common reasons women give for weaning. Studies show that early onset nipple discomfort is caused by poor positioning and attachment of the baby. Pain and soreness may be immediately relieved by improvements to the baby’s position and attachment. Nipple pain that is not resolved by improvements to positioning and attachment may be complicated by inflammation from soap or creams used, Candida or staph infections, damage form poor fitting bra, eczema or psoriasis of nipple, Raynaud’s phenomenon (vasospasm of nipple resulting in color change in response to cold air) , Paget’s disease (rare cancer of the breast). 



Treatment for sore nipples can include lanolin application after each feeding (to be wiped off before next feeding), proper drying between feedings, calendula and chamomile compresses. For Candida infection, a compress of vinegar, pau d’arco and chamomile and be used on breast after feedings. Baby’s mouth can be rinsed with a light vinegar swab and/or liquid acidophilus. Gentian-violet is also useful but stains breast and baby’s mouth. Medical intervention includes treatment with topical Nystatin, 

Miconazole or Clotrimazole. 


 Breast discomfort: May be related to engorgement, plugged ducts, mastitis, abscess and other processes.  


Engorgement: Excessive fullness in the breast. Usually happens around day 3 pp. Relief is reached through the process of breastfeeding. Warm compresses and gentle hand expression can help soften nipples for latching. 


Plugged ducts: Thought to be caused by restriction of milk flow from internal or external pressure. Mothers should be encouraged to feed frequently. Many clinicians suggest changing the orientation of the infant’s position so that the baby’s chin points to the plugged segment of the breast. Untreated plugged ducts may lead to mastitis. If plug does not resolve within 24 to 48 hrs., mothers should be referred for further evaluation to rule out cancerous tumors.


Mastitis: refer to notes in number 1160 on mastitis.


Milk supply: Identify any stressors, environmental, nutritional, emotional, that may be causing diminished milk supply. Adequate water and food intake are foundational for a healthy milk supply. Any sort of thyroid disease should be ruled out for significant problems with milk supply that do not respond to herbs and nutritional adjustments. Frequent feedings are also very important because the milk supply is based on demand. Is bra too tight? Is baby sucking hard enough to get all the milk, including the hind milk? Does mom have inverted nipples that are significant? Is baby premature? Does mom have inadequate breast tissue? Previous breast surgery? Is mother a smoker?


     (Varney’s 4th chapter 43)

1146. 
Discuss the management of pain of perineal sutures and why.
ANSWER:



First, it is important to rule out complications such as hematoma or infection. Careful inspection of the perineum is important. The following are some of the comfort measures which can be used to relieve the pain of a healing laceration:




1. Ice pack or bag as needed: reduces swelling




2. Topical anesthetic as needed: Dermoplast spray, Nupercaine ointment, Americaine spry                                  or ointment, Surfacaine ointment. Woman is instructed to wash her hands thoroughly                                       before application.




3. Sitz bath two to three times daily: warm salt water in a sitz bath is used a couple times a                                  day. Alternatively, warm salt water in a peri-bottle can be pored over the perineum. 




4. Witch hazel gauze pads can be placed on the laceration: astringent and antibacterial




5. Rubber ring: removes pressure from laceration




6. Perineal tightening (kegels): promotes circulation to the area  

                                    (Varney’s 4th, pps. 1060-1061)

1147.
Discuss the management of constipation postpartum and what is the rationale.

ANSWER:



Reminding a woman that she will not rip her sutures or exacerbate her laceration if she has a bowel movement can alleviate any fears she may have. She can use a warm compress to hold her perineum. In addition, dietary changes to increase fiber and additional fluid intake may relieve the problem, as well as using prunes or prune juice.

                        (Varney's 4th p. 1061)  

1148.
Discuss the management of hemorrhoids and what the rationale is.

ANSWER:



The first three relief measures below help reduce the size of the hemorrhoids and are good to use for the initial 24-48 hrs. pp. 




1. Ice bags or packs




2. Ice sitz baths




3. Witch hazel compresses or Tucks




4. Preparation H




5. Analgesic or anesthetic spray or ointment




6. Warm water compresses




7. Warm sitz bath




8. Stool softener




9. Anusol suppositories




10. Replacement of external hemorrhoids inside the rectum

                              (Varney’s 4th p. 1061)  

1149.
Discuss how attachment and bonding between infant and parents are facilitated and what the rationale is: 

ANSWER:


a. During the prenatal period

It is during the prenatal period that the woman accepts the fact of pregnancy, delineates her mothering identity as separate from that of her own mother, verifies the pregnancy and identifies the baby as separate form herself, dreams and fantasizes about the baby and makes preparations for the baby. The partner experiences a similar series of events.

b. During birth and immediately following birth.

This period starts with labor because what happens during labor directly affects the attachment process at birth. Medication can greatly affect the bonding process. The mother’s active participation and involvement during labor sets the stage for taking-in and reception of the baby at birth.

c. During the postpartal and early caretaking period.

A relationship develops over time and depends on the participation of both parents in the relationship.   

d. During rooming in.

Baby is always by the mother’s side, and sleeps with her every night. This facilitates and respects the fact that mother and baby are not separate entities yet. A newborn is not self-regulating and needs close contact with mom to learn to be independent later in life. Mothers need close contact with baby to learn to read cues and to gain confidence as a new mother.

   (Varney’s 4th, pps.1045-1048)

1150.
Describe the teaching in the immediate postpartum that should be given to each postpartum woman depending on her need before discharge in regards to taking care of herself, taking care of her baby, and taking care of the rest of her family. Give the rationale for each.

ANSWER:


During the first few days after the birth, the new mother’s ability to actively absorb formal teaching is limited by her intense focus on her newborn. Teaching must target essentials of self-care, including hand washing, hygiene, relief of common discomforts and recognition of warning signs such as fever (infection, dehydration), pain (infection, hematoma, thrombophlebitis) excessive bleeding (late pp hemorrhage, retained placenta, uterine infection) dizziness or faintness (hypovolemia) sudden onset headache, visual changes or epigastric pain (pp preeclampsia). The basics of breastfeeding are covered and are to be followed up on the first day pp. The basics of infant care deserve particular attention, especially for first time mothers. Education of perineal care should be covered, including hand washing, the use of warm water rinse with voiding, wiping from front to back, patting incision area rather than rubbing it, and an explanation of various comfort measures can be helpful.

                                (Varney’s 4th, p. 1054)

Complications: Myles, Varney, Gabbe, Olds, Walker
1152. Define puerperal morbidity. What is its significance? What does the differential diagnosis entail?

ANSWER:


As defined by the Joint Committee on Maternal Welfare: “ Temperature of 100.4 F (38.0 C), the temperature to occur on any two of the first ten days postpartum exclusive of the first 24 hrs, and to be taken by mouth by a standard technique at least four times daily.” Puerperal infection and puerperal infection are often thought of as synonymous but it is incorrect to do so. Puerperal morbidity may be caused by infections and conditions other than puerperal infection, such as dehydration, UTI, upper respiratory infection, and mastitis. 


Differential dx. entails determining (1) whether evidence of puerperal morbidity reflects puerperal infection or one of the other causes; (2) if the morbidity is a result of puerperal infection, where the source is, and; (3) if the morbidity is a result of another infection, what the offending organism is and to which antibiotics it will respond.

                             (Varney’s 4th, p.1093)       

1153. Define puerperal infection. What are its predisposing causes? What bacterial organisms are most often involved? What are the signs and symptoms? What is the management and why?

ANSWER:


Puerperal infection is a bacterial infection originating in the reproductive tract during labor or the puerperium. 

Predisposing causes:


1. Prolonged labor, especially with ROM


2. Prolonged ROM prior to labor


3. Numerous vaginal exams during labor, especially with ROM.


4. Breaks in aseptic techniques


5. Carelessness with hand washing


6. Intrauterine manipulation, ie. ut. exploration, manual removal.


7. Extensive tissue trauma or an open wound such as unrepaired laceration


8. Hematoma


9. Hemorrhage


10. Operative delivery


11. Retention of placental fragments


12. Improper perineal care


13. Untreated vaginal or cervical infection or STI, ie. BV, GC/CT


Most commonly, the organisms involved are Streptococcus species, Staphylococcus aureus, Garderella vaginalis, E. coli, Klebsiella species, proteus species, peptostreptococci, Bacteroides species, Ureaplasma and Mycoplasma. 

Signs and symptoms:   


1. elevated temperature


2. general malaise


3. pain


4. malodorous lochia

5. an increased pulse rate may occur, esp. with severe infection


Management involves consulting with a physician to interpret laboratory cultures and sensitivity, further investigation, and treatment with the correct antibiotics.

                                     (Varney’s 4th, pps. 1094-1095)  

1154. Describe the presentation in infected trauma of the vulva, perineum, vagina and/or cervix. What is the management and why?

ANSWER:  


Signs and symptoms are:


1. Localized pain 


2. Dysuria


3. Low grade temperature, seldom above 101 F. 


4. Edema


5. Red and inflamed repair edges


6. Oozing of pus or gray-green exudates


7. Wound separation or dehiscence


Management involves first removing sutures, opening, debriding, and cleaning the wound, administering a broad spectrum antibacterial drug. Trauma may also involve bruising, abrasions, and hematoma formation which can become infected. Infection and irritation may also be caused by a foreign object accidentally left in the vagina. 

                             (Varney’s 4th, p. 1095)

1155. Describe the presentation of endometritis; discuss the management and the rationale.

ANSWER:


Signs of symptoms are:


1. Persistently elevated fever to 104 F.


2. Tachycardia 


3.Chills with severe infection


4. Uterine tenderness extending laterally


5. Pelvic pain with bimanual examination


6. Subinvolution


7. Scanty, odorless lochia, or malodorous, seropurulent lochia


8. Variable onset depending on the organism, with GBS presenting earlier


9. White blood cell count may be elevated beyond the physiological leukocytosis of the                                    puerperium.


Management requires consult and possibly referral to a physician. Likely expectant management would involve tx. with broad spectrum antimicrobial drugs, including the cephalosporins. The combo of clindamycin and gentamycin may also be used, as may metronidazole if the mother is not breastfeeding. Mild endometriosis can be treated with oral therapy. More serious infections require hospitalization for IV therapy.     

                                   (Varney’s 4th, p.1095) 

****1156.
Describe the presentation of pelvic cellulitis (parametritis); discuss the management and why.

ANSWER:

****1157.
Describe the presentation of peritonitis; discuss the management and why.

  ANSWER:

****1158.
Describe the presentation of thrombophlebitis; discuss the management and why.  

ANSWER:

*****1159.
Describe the presentation of bacteremia; discuss the management and why.  

ANSWER:

1160.
Describe the presentation of mastitis; discuss the management and why.  

ANSWER:


Signs and symptoms:



Preliminary signs

                            1. Mild pain in one lobe of the breast, which is exaggerated when the baby nurses



2. Flu-like symptoms: muscle aches, headache, fatigue



Actual s/sx



3. Rapid elevation in temp. to 103-104 F. 



4. Increased pulse rate  



5. Chills



6. General malaise



5. Painful, swollen, hard, inflamed area of the breast



6. Mastitis is almost always confined to one breast


Untreated mastitis has a 10% risk of developing into an abscess. S/sx of an abscess include: 



1. purulent nipple discharge



2. Remittent fever with chills 



3. Breast swollen and extremely painful; a large, hard mass with an area of fluctuation,                                    reddening, and bluish tinge to the skin indicating the location of the pus-filled abscess


Intervention when mastitis is suspected may prevent worsening. Intervention includes the                                  following:



1. Supportive, non-constricting bra 



2. Meticulous attention to hand washing and breast care



3. Warm compresses to the affected area



4. Massage of the area while breastfeeding to facilitate milk flow



5. Increased fluid intake



6. Rest



7. Helping the mother set priorities to reduce stress in her life



8. Supportive, nurturing caretaking of the mother


Management involves consulting or referral to a physician for antibiotic treatment. The infant should continue nursing and if nursing is too painful or baby rejects the breast, regular pumping should continue. Antibiotic therapy can include a penicillinase-resistant penicillin or cephalosporin. Erythromycin may be used if the woman is allergic to penicillin. The most common initial therapy is dicloxacillin 500 mg. by mouth qid for 10 days. Follow up within 72 hrs of the beginning of antibiotic tx. is essential to evaluate progress. If the infection is not resolving, milk cultures should be performed. 

                                   (Varney’s 4th, pps.1095-1096)

1161.
Describe the presentation of non-infectious thrombophlebitis and pulmonary embolism; discuss the management and why.

ANSWER:


Superficial thrombophlebitis is evidenced by leg pain, localized heat, tenderness, or inflammation at the site, and palpation of a knot or cord. Deep venous thrombophlebitis is evidenced by the following s/sx:


1. Possible slight temperature elevation


2.  Mild tachycardia


3. Abrupt onset with severe leg pain worsening with motion or when standing


4. Edema of the ankle, leg and thigh


5. Positive Homans’ sign


6.Pain with calf pressure


7. Tenderness along the entire course of the involved vessels with palpable cord


Treatment includes bed rest , elevation of the effected extremity, hot packs, elastic stockings, and analgesia as needed. A cradle for bed clothes may be needed if the leg is quite painful to touch (more common with superficial thrombo.) Referral to consulting physician is necessary for decisions concerning anticoagulant therapy and antibiotics (more likely with deep vein thrombo.) Under no circumstances should the leg be massaged! The greatest risk associated with thrombophlebitis is pulmonary embolism. This is especially true with deep vein thrombo. And is unlikely with superficial. S/sx. Of pulmonary embolism include tachypnea, dyspnea, and sharp chest pain of sudden onset. Any of these signs requires immediate urgent evaluation of the woman by a physician.

                                    (Varney’s 4th, p. 1097)
1162.
Describe the presentation of hematomas; discuss the management and why.

ANSWER: 


The common sign of hematoma is extreme pain out of proportion to what is expected. Other signs and symptoms include:



1. perineal, vaginal, urethral, bladder or rectal pressure and extreme pain



2. A tense, fluctuant swelling 



3. Bluish or blue-black discoloration of tissue 


Vulvar hematomas are the most obvious, and vaginal hematomas are identifiable when careful inspection of the vagina and cervix are performed. Small and moderate sized hematomas may be spontaneously absorbed. If a hematoma continues to enlarge rather than stabilizing, the MW should notify the consulting physician for further eval. and care, which might include monitoring continued bleeding with hematocrits, an incision to evacuate blood and clots and closure of the cavity. Management may also include other surgical interventions, blood replacement or antibiotics. The MW continues to manage the other aspects of the mother’s pp care. 


The s/sx of broad ligament hematoma:



1. Lateral ut. Pain sensitive to palpation 



2. Extension of pain into the flank



3. A painful swelling identified on high rectal examination



4. Ridge of tissue just above the pelvic brim extending laterally 



5. Abdominal distention


If a broad ligament hematoma is suspected, physician consultation is essential.

                                   (Varney’s 4th, pps.1097-1098)

1163.
Describe the presentation of delayed postpartum hemorrhage; discuss the management and why.

ANSWER:

Delayed pp hemorrhage is hemorrhage that occurs after the first 24 hrs. pp. Common causes are:



1. Subinvolution of the placental site



2. Retained placental fragments or membranes



3. Previously undiagnosed reproductive tract laceration



4. Hematoma


The s/sx of delayed pp hemorrhage includes obvious signs of external bleeding and the s/sx of shock and anemias. Management requires the collaboration of the consulting physician for diagnoses and appropriate treatment.

                               (Varney’s 4th p. 1098)


1164.
Describe the presentation of subinvolution; discuss the management and why.

ANSWER:


Subinvolution occurs when the process of uterine contraction does not take place as it should and is either prolonged or stops. The process of involution may be hampered by retained placental fragments, myomata or infection. Retained membranes or placenta are the most common cause. S/sx include:

   
1. woman complains of increased, persistent  bleeding


2. hx. Includes longer than normal period of lochia


3. Leukorrhea and irregular heavy bleeding


4. Pelvic exam reveals a soft uterus that is larger than normal 


Management includes performing a lochial culture to rule out endometritis. At four to six weeks pp an infection is not considered unless there is pain on palpation or CMT. Subinvolution is treated with ergonovine or Methergine, 0.2 mg by mouth every 4 hrs. for 3 days. The woman is reevaluated in 2 weeks. In the case of endometritis, antibiotics are prescribed. Management requires consult with physician.   

                                 (Varney’s 4th,p.1098) 

1165.
Explain how bonding of the mother to the infant affects infant survival and why.

 ANSWER:


Studies have shown a direct correlation between bonding issues and long-term neglect or child abuse. Also bbs who are well attached to their mothers have less difficulty breastfeeding and attaining proper nourishment.

                                (Varney’s 4th, p. 1101)   

1166.
Discuss the characteristics of potential child abusers and why.

ANSWER:


1. Parenting: Hx. Of abuse of parent during childhood, substance abuse, personality traits such as                     poor self-esteem, depression, isolation, or immaturity.


2. Infant or child: Social isolation, “different ness” such as illness or developmental delay, child                          behaviors.


3. Family: Financial, relationship or violence issues


4. Environment: Poverty, cultural issues, lack of social support   

                              (Varney’s 4th, pps. 1101-1102)

1167.
Explain how screening for child abuse during the childbearing cycle is carried out and why.  

ANSWER:

1155. 
Periodic home visiting has been explored as one intervention to promote healthy parenting and observe for risks of neglect and abuse. The presence of domestic violence has been reported to interfere with the effectiveness of home visiting programs. The MW needs to be alert for indications of neglect, which is often more subtle. All MWs must assume responsibility to observe signs of childhood abuse and neglect and access the appropriate resources to protect children. Beyond that, each MW serves the families in her care by monitoring for warning signs and predictive behaviors, offering support for behavioral change, and working toward prevention of child abuse.




(Varney’s 4th, pps.1101-1102)   

1168.
Describe the actions that can be taken to avoid postpartum hemorrhage and the rationale for each.

ANSWER:


Proper nutrition in pregnancy is vital in preventing hemorrhage. This ensures a healthy blood supply with adequate clotting ability. Active management is another strategy to reduce bleeding. This decreases the amount of time it takes to deliver placenta which allows uterus to contract around blood vessels sooner. Thoroughly inspecting the placenta helps ensure that no placental fragments or membranes are left behind. Taking precautions to reduce puerperal infection supports proper involution. Teaching the mother to massage her uterus and check consistency 3 times daily promotes good uterine tone.

                      (Varney’s 4th p. 1098)

1169.
Cite the most common cause of postpartum hemorrhage.

ANSWER:


Early pp hemorrhage: Mismanagement


Late pp hemorrhage: Uterine atony

1170.
List four other causes of postpartum hemorrhage and the etiologies.

ANSWER:


Hematoma, retained placental or membrane fragments, puerperal infection, undetected laceration, poorly repaired laceration, stress or too much activity, over distended uterus (early onset), twins, PIH/hypertension, poor nutrition.

                                (Varney’s 4th chapter 34)

1171.
Describe six predisposing conditions to postpartum hemorrhage and explain why they predispose to this.

ANSWER:


1. Hypertension: increased force of blood in veins


2. Poor nutrition: Hemoglobin and hematocrit may be low, platelets may be lower than normal.                          Blood supply is contracted due to insufficient nutrients to build blood so ability to withstand                         blood loss is decreased so it is easier to reach state of shock.


3. Maternal exhaustion: uterus has difficulty contracting effectively.


4. Grand multip: poor uterine tone


5. Twins: uterus over-distended and difficulty clamping down 


6. Polyhydramnios: same as above

                                      (Varney’s 4th chapter 34)

1172.
Describe the steps to be taken when postpartum hemorrhage is anticipated and explain the rationale for each.

ANSWER:


1. Make a deliberate decision regarding locale of birth.


2. Alert consulting physician 


3. Draw up an oxytoxic drugs and have them ready


4. consider starting an I.V.


5. Make sure the woman’s bladder is empty at the time of delivery

                               (Varney’s 4th, p. 926)

1173.
Explain the teaching that should be given to a woman at risk for late postpartum hemorrhage.

ANSWER:
This woman should be taught how to massage her own uterus multiple times a day. Uterine atony should be described to her so she can identify this and encourage her uterus to have more tone. She should be advised to rest and notify MW if she bleeds enough to fill one pad in an hour. 

                                     (Varney’s 4th chapter 34)

1174.
Describe the management steps for early and late postpartum hemorrhage and give the rationale for each.

ANSWER: EARLY

1. Check consistency of uterus


2. If uterus is atonic, massage it in order to stimulate contraction.


3. If uterus fails to contract with massage:



a. Do bimanual compression



b. Order administration of oxytoxic drugs 



c. Place an IV with LR. Consider putting pitocin in IV



d. Call consulting physician



e. Continue bimanual compression



f. Monitor for sings of shock and prepare to transport.


4. Examine placenta


5. If fragments of placenta are missing, do a uterine exploration


6. If uterus is empty and well contracted, examine for cervical lacerations or upper vaginal vault                       lacerations, or for any bleeders that need to be tied off quickly.


7. If woman is developing shock, place her in Trendelenberg, cover her with warm blankets and                       give her oxygen,


8. In emergent situations where woman’s life is in imminent danger, aortic compression can be                         performed. This involves abdominal compression of the aorta against the spine.

 
   LATE 


The steps of management for late onset hemorrhage would be essentially the same, taking into consideration the possible differences in etiology. This includes screening for infection, retained placental pieces which are treated with oral oxytoxics, and identifying if there is an undiagnosed laceration which needs repair.   

                      (Varney’s 4th, chapter 34 and p. 1098)
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Module 6: Newborn Management

Newborn Basic Skills

1202.  Describe the method, give the equipment needed and how to use it for the following:

a. To take a baby’s temperature axillary, place the thermometer securely underneath the baby’s armpit and keep in place by holding arm down.  It must be kept there for three minutes if using a mercury thermometer.  If using a digital thermometer, it will automatically signal when temperature is recorded.  If temperature is taken axillary, one degree must be added to get the accurate core temperature.

If taking the temperature rectally, lubricate the tip of the thermometer with water-based gel and insert into the anus no more than .5 in. while stabilizing the newborn’s lower extremities.  If using a mercury thermometer, it must be kept there for two minutes to get an accurate reading.  A rectal temperature is considered an accurate temperature of the newborn’s core temperature.  Normal newborn temperature should remain in the range of 97.7-99.5 degrees.

b. To auscultate heart sounds, place pediatric stethoscope over the sternum so the chambers of the heart can be heard clearly.  Count off BPM in 15 seconds and multiply by 4 to get newborn heart rate.

c. To evaluate breath sounds place pediatric stethoscope over lungs on either side of the chest so inhalations and exhalations can be clearly heard.  Count number of respiration over one minute, as newborn breathing is sporadic.

d. Ophthalmic examination is done by evaluation of the following features of the eye:

Sclera: clear indicated normal.  Yellow indicates jaundice.  Hemorrhages indicate birth trauma.  Blue indicates osteogenesis imperfecta.

Conjunctiva: Clear indicates normal.  Hemorrhage indicates birth trauma.  Pink indicates conjunctivitis or may be caused by irritation from silver nitrate drops.

Iris: colored evenly, bilaterally indicates normal.  Presence of Brushfield’s spots (gold flecks) may indicate Down’s syndrome, or congenital syndrome.

Pupils: equal bilaterally and reactive to light as demonstrate by newborn’s reaction to light while in a dark room.  This response indicated intact oculomotor nerve.  If they are non-reactive or unequal bilaterally, this indicates brain damage or increased intracranial pressure.

Cornea:  if clear indicates normal.  If milky or hazy, indicates either prematurity or congenital cataracts possibly due to congenital rubella.

Retina: transparent indicates intact.  If there are signs of areas of pigmentation, blood vessels without clear demarcation or tortuous may indicate damaged retina or retinal hemorrhage.

Lacrimal Duct: patent indicates normal.  If blocked or absent indicated congenital obstruction.

Blink reflex: If present, indicates normal.  If absent or non-reactive indicates facial nerve paralysis or optic nerve damage.

Red reflex: present means that the lens is intact-normal.  If absent, indicates congenital cataracts.

Eyelids: no ptosis or edema indicates intact oculomotor nerve.  Presence of edema indicates birth trauma. Ptosis (droopiness of the eyelid) indicates oculomotor nerve damage.

Doll-eye response: (infant’s eyes move to opposite side when head is turned in the supine position).  Present indicates normal, intact trochlear, abjucens and oculomotor nerves.  If absent, indicates damage to trochlear, abducens and oculomotor nerves.

Eye position: without slant indicates normal.  If slant is upward, indicates Down syndrome.  If downward, indicates treacher Collins syndrome.  If “sunset eyes” (downward slope of pupils below lids) indicates hydrocephalus.

e. Examination of nose, ears, and mouth:  

Nose—areas of evaluation as follows: 

Position: if midline indicates normal.  If off-midline, indicates congenital malformation or syndrome.  If flattened nasal bridge indicates congenital syndromes.  If beaked, indicates treacher Collins syndrome.  If enlarged or bulbous indicates Trisomy 13.

Nares: bilaterally present indicates normal.  If not present bilaterally indicates congenital malformation or syndrome.

Nares: patency indicates normal.  If not patent indicates nasal obstruction.

Grimace or cry: made in response to strong or odors passed under nose indicates normal olfactory nerve.  If no response indicates olfactory nerve damage.

Nares-auscultation of breathing detected bilaterally indicates patent-normal.  If breathing is not detected bilaterally, indicates nasal obstruction.

Ears--areas of evaluation as follows:

Position: ears in straight line with eyes, vertical angle that is greater than straight vertical line-without slant indicates normal.  If the ears are set below eyes, ears slant or are internally or externally rotated, indicates Down syndrome.

Skin Tags: absence of skin tags indicates normal.  If present indicates congenital renal anomaly.

Cartilage formation: well-curved pinna sturdy, stiff cartilage, instant recoil indicates normal.  If cartilage is flattened or folded, slow recoil indicates prematurity.

Newborn startles or cries in reaction to loud sound:  indicates hearing normal, auditory nerve intact.  If infant has little or no response indicates deaf or decreased hearing.

Otoscopic examination: umbo (cone) of light present, pearl-gray tympanic membrane (may have vernix), and membrane is moveable without bulging indicates ear intact without presence of infection.  If umbo of light is dull or absent, dull or immobile tympanic membrane indicates congenital malformation or infection.  If membranes is red indicates infection.  If membrane is blue, indicates hemorrhage.  If membrane is bulging, indicates infection.

Mouth--areas of evaluation as follows:

Mouth-symmetry:  mouth is located in the midline of the face, and is symmetrical indicates normal.  If drooping or slanting unilaterally with crying or movement of mouth, indicates seventh cranial nerve damage or facial nerve damage.

Mouth-shape & size:  if shape and size of mouth in proportion with face indicates normal.  If mouth is “bird-like” with vermilion border indicates fetal alcohol syndrome.

Mucous membranes:  moist and pink indicates well hydrates and oxygenated.  If dry or dusky, indicates dehydrated or poorly oxygenated.

Chin shape and size:  in proportion to face indicates normal.  If micrognathia, indicates Pierre Robin syndrome.

Lips: completely formed, moist and pink, indicates normal.  Cleft lip indicates congenital abnormality where there was a failure of the midline fusion during the first trimester.

Palate:  no arching intact indicates normal.  High-arched palate can indicate Turner’s syndrome.  Cleft palate indicates failure of midline fusion.

Tongue:  size is in proportion with face indicates normal.  Macroglossia (enlarged tongue) indicates hypothyroidism.

Uvula:  midline rises with crying indicates normal function or glossopharyngeal and vagus nerves.  If uvula is not midline or does not rise with crying, indicates neurological dysfunction.

Gag reflex: if present indicates normal neurological function of glossopharyngeal and vagus nerves.  If absent, indicates neurological dysfunction.

Sucking reflex:  present and strong when offered finger or nipple indicates normal maturity and intact hypoglossal nerve.  If absent, indicates prematurity or brain dynfunction.

Rooting reflex: present when cheek in stroked, infant turns to stroking indicates normal maturity and intact trigeminal nerve.  If rooting reflex is absent, indicates prematurity or brain dysfunction.

Salivation: if present without excess, indicates normal.  If excessive indicates tracheoesophageal fistula, esophageal stresia.

f. Taking baby’s blood pressure:  Routine screening of newborn’s blood pressure is not indicated.  If presence of cardiovascular symptomatology (such as persistent murmur, abnormal pulses, tachycardia, poor perfusion, abnormal precordial activity etc) taking BP is indicated.  It must be taken with an appropriate neonatal BP cuff and pediatric stethoscope.  For an accurate reading, it must be taken on all four limbs, preferably when the infant is quiet.  Normal ranges for systolic or diastolic readings are in relationship to infant’s birth weight and maturity.  Systolic range is from 30-60 mm Hg and diastolic range is 15-50 mm Hg.
g. Determining baby’s oxygen saturation in the blood stream: Can be determined multiple ways, depending on the technology available.  In the out of hospital environment, the midwife can determine the oxygen level in the baby according to their skin color.  If the infant is blue in trunk or lips, this is clearly a sign of poor oxygenation that requires oxygen therapy.  Acrocynanosis (blue hands and feet) in the first six hours of life is totally normal and transient and does not necessarily signify oxygen deprivation.  Methods of oxygenation determination in the hospital are:

Arterial Blood Gas - This is the most accurate method and should be used whenever possible. Samples are obtained from an umbilical artery catheter or by percutaneous arterial puncture (radial, posterior tibial). Arterial oxygen tension should kept between 50-80 mmHg <1500 grams birth weight. Central cyanosis may occur when the PaO2 falls substantially below 50 mmHg. However, a PaO2 greater than 80 mmHg cannot be clinically detected. Thus, frequent measurements, sometimes as often every 15-30 minutes, are needed when oxygen is being delivered. 

Capillary Blood Gas - A heel-stick PO2 always has a limited value, correlates poorly with arterial PaO2, and should be used only for a short time when arterial samples cannot be obtained. Capillary pH and carbon dioxide tension values correlate fairly well with arterial values. Samples are obtained from a heel warmed (to 104oF) for 5 minutes. 

Transcutaneous Oxygen Measurements (PtcO2) - This method of assessing oxygenation utilizes an electrode, which is placed on the infant's trunk. An arterial blood sample is still required initially and periodically for correlation between the PO2 recorded by the transcutaneous monitor and the PO2 of arterial blood. Correlation during the first 24 hours of life appears to be poor. 

Oxygen Saturation - This method utilizes fiber optic technology. Values should be kept in the 90-95% range in premature infants at risk for Retinopathy of Prematurity. Values of 90 to 100% can be used in term infants. It is important to remember that at high oxygen saturations (near 100%), the arterial oxygen tension may exceed toxic levels damaging to preterm infants (PaO2 >80 mmHg). Saturation values need to be correlated with arterial oxygen tension values. 

h. Blood sugar levels may be determined via blood sample from a heel prick.  The blood is then analyzed by a glucometer and measured against the values for hours/days of life to determine if the baby is hypoglycemic, normoglycemic or hyperglycemic.

i. Determining baby’s hemoglobin and hemotcrit is done by taking a blood sample and processing it to determine these values.  It can also be determined with a blood sample taken from the heel.  The normal range for a newborn for hemoglobin is 15-20 g/dl.  The normal range for hematocrit is 43%-61%.
j. Administering Vit. K:  Vit. K is usually given in the form of an IM shot.  First the shot must be drawn with a pedi syringe.  Injections are done on the front of the newborn upper thigh (vastus lateralis muscle).  The injection site must be clearly cleansed with an alcohol pad.  The injection site must be stabilized with the non-dominant hand, squeezing some tissue to form a budge for injection.  Quickly insert the 25-guage needle at a 90-degree angle to the thigh, aspirate, then inject.  Due to the viscous quality to Vit. K. the plunger should be brought down slowly.  The needle should be removed and discarded appropriately.  The injection site should be rubbed with an alcohol wipe to help the injection be assimilated by the muscle.
k. Providing eye prophylaxis:  is provided by retracting the lower eyelid outward and instilling a strand of antibiotic ointment starting at the inner eye, moving outward, ensuring the stand lands in the lower conjunctiva.
l. Providing metabolic screening:  is done via heel prick.  It is helpful if the newborn’s heel is warmed to encourage blood flow.  It is also helpful is the newborn is soothed either by breastfeeding or being held by a parent.  The lateral side of the newborn’s heel is pricked either with a specialized lancet that prevents going to deep.  Experienced practitioners may also use a scalpel.  Blood is allowed to bead, then run and is collected by specialized filter paper provided by the state genetic lab.  All 5 circles must be filled completely for test to be accurate.
m. Providing umbilical cord care:  the clamp should be removed at the day one visit.  The parents can be advised to clean to the cord with hydrogen peroxide at the base of the cord as well as the tip where the cord was cut.
n. Providing nutrition:  to newborn means educating the mother on newborn feeding cues as well as the importance of frequent feeding in the first few days of life to ensure adequate hydration and caloric intake while the milk is still coming in.  Adequate nutrition can be assessed by number of diapers, jaundice levels, sleep/alert states/regaining the birth weight by the first week of life and subsequent weight gain the following weeks of life (around 7 oz. per week.)
Module 6: Newborn Assessment –Risk Screening

1203. Perinatal deaths are associated with a combination of adverse maternal history and conditions contributing to adverse fetal environment than simple maternal history alone as the woman’s essential health or lack thereof will determine the overall functioning of her vital organs, the effectiveness of her kidneys and liver’s ability to filter, the presence of anemia, and overall nutritional status.  This lack of essential health can compromise a baby.  With the addition of adverse fetal conditions (preeclampsia, hypertension, substance abuse including alcohol and nicotine etc.), the baby is bound to suffer.

1204. A previous pregnancy that resulted in a fetal mortality or morbidity contributes to increased risk for the present pregnancy depending on the reason for demise/damage.  If the demise or damage was due to maternal factors and those factors have not been addressed or corrected, and still pose the same risk to the baby, this pregnancy would contain that same risk (ie eclampsia, very preterm baby, congenital malformations etc).  If the baby died of unknown causes, non-genetic deformity that was incompatible with life etc. there is not correlation that the mother is at increased risk.

1205. The following maternal conditions compromises the fetal environment:

a. Cardiovascular disease:  The risk to the baby in this case is low oxygen saturation.  The 60% increase in blood volume and relaxation of all vessels under the effects of progesterone makes the heart work a lot harder in pregnancy.  If a mother already has a compromised cardiovascular system, the increased stress of pregnancy can further tax this system.  If the heart is not as effective in circulation, there can be an overall decrease in maternal and fetal oxygenation.  This can be further complicated in the case of maternal anemia.

b. Renal Disease:  The kidneys work very hard in pregnancy to process the increased blood volume and to filter the increased waste products from increased cellular exchange.  The kidney itself increases in size, the collecting systems dilate, and renal plasma flow and the glomular filtration rate are greatly increased.  They are the organs that change the most during pregnancy.  In chronic renal disease, the risk to the baby is a toxic environment and uteroplacental insufficiency.  This can manifest as IUGR, preterm birth, preterm rupture of membranes as well as a certain small percentage of spontaneous abortion and stillbirth.  Renal disease is often complicated by hypertension and preeclampsia due to the renal involvement in both of these conditions.  These conditions further uteroplacental insufficiency and contribute to a toxic environment for the baby.

c. Chronic hypertension: Pregnancies complicated by chronic hypertension are at increased risk for developing superimposed preeclampsia, accompanying renal insufficiency, abruptio placentae.  The severity of hypertension is in relation to instance of poor perinatal outcome.  These conditions contribute to poor neonatal outcome including IUGR, low birth weights, intolerance of labor and increased neonatal mortality, especially with superimposed preeclampisa and placenta abruption.  

d. Metabolic disorders, especially diabetes:  The risks to the baby with this condition is hypoglycaemia, polythaemia, macrosomia and after birth, respiratory distress syndrome.  Poor maternal metabolic control is associated with utero-placental insufficiency and may cause IUGR.  This is a maternal factor of alterations in the red blood cell oxygen release, diabetic vasculopathy and reduced placental blood flow resulting in chronic intrauterine hypoxia.  Hypoxia is also caused by the higher oxygen requirements of the baby in a diabetic mother.  Ketoacidosis is common in diabetic a mother that exposes the baby to more toxic by-products to process requiring more oxygen.  Hyperinsulinemia is common in diabetic neonates in response to mother’s metabolic instability which also creates an increase in oxygen consumption. The fetal and maternal factors of hypoxia create not only IUGR, but are suspected to be a factor is a certain percentage of unexplained stillbirth in diabetic mothers. Often diabetes is accompanied by preeclampsia, which further decreases fetal oxygen flow creating more factors of hypoxia.  For women with pregestational diabetes, there is also higher instances of congenital malformations due to metabolic instability (hyperglycemia, ketone body excess, somatomedin inhibition, arachidonic acid deficiency, free oxygen radical excess) during organogenesis.  For women with gestational diabetes, the condition is less advanced; the vital organs are less taxed.  The risks to the baby are due to exposure to high amounts of glucose, making them not only grow more adipose tissue, but larger organs, and increased red blood cells as well.  During birth they are at risk of CPD and higher rates of shoulder dystoica.  After birth they are at increased risk for hypoglycemia from a blood sugar crash, as their body requires more glucose than provided in the colostrums.  Due to higher amounts of red blood cells, they may also be polycythemic and have complications associated with that condition.

e. Thyroid disease:  Neonates exposed to maternal hyperthyroidism (Graves disease) that is not treated with maternal therapy can develop hyperthyroidism at an incidence of less than 1%. Neonatal hyperthyroidism can result in tachycardia, IUGR, oligohydramnios, and occasionally goiter formation in the fetus.  Babies born mothers with untreated Graves’s disease can also develop hyperthyroidism in the days after birth as well.  Hypothyroidism (Hashimoto’s disease) is difficult to diagnose in pregnancy due to subtly of symptoms.  It occurs in 9 in 1000 pregnancies.  It may affect the developing fetus in the first weeks of gestation, as there is less thyroid hormone available during at a time the fetus depends solely on the mother for thyroid hormone.  Thyroid hormone is essential for human brain development; therefore hypothyroidism can result in poor neurological development.

f. Pulmonary Disease: There are many pulmonary diseases that can affect the fetus.  First bacterial and viral pulmonary illness such as pneumonia and tuberculosis.  Pneumonia poses a risk to the fetus including preterm birth, poor fetal growth, and perinatal.  These outcomes can be due to uteroplacental insufficiency due to decreased oxygen intake from illness.  They are also due to the fact that many times pneumonia is superimposed on other maternal illnesses such as poor essential health, anemia, and drug abuse.  Tuberculosis poses the greatest risk to the baby once born.  Although isoniazid, (the drug used to treat TB) is not indicated for use in pregnancy, the risks of the drug outweigh the risks associated with the newborn contracting TB.

Asthma risks decrease in maternal oxygen saturation, therefore contributing to utero-placental insufficiency depending on the severity of the asthma.  The other problem with asthma is that many of the prescription drugs used to control asthma are detrimental to the fetus including low birth weight, and congenital malformations.  Even bouts of asthma that are not very stressful for the mother, can be very stressful for the baby.  (Gabbe)

Cystic Fibrosis is complicated by normal physiological processes of pregnancy that cause respiratory compromise such as the increased oxygen consumption, increased carbon dioxide burden, diaphragmatic displacement into the lungs, effect of progesterone on respiratory drive, and alteration of gas exchange mechanisms.  These factors in the mother with cystic fibrosis or chronic lung disease may result in pulmonary hypertension and high pulmonary artery pressures.  Pulmonary hypertension can effect the gravid woman’s ability to accommodate the cardiac increase necessary during pregnancy causing utereo-placental insufficiency as well as can cause cardiovascular collapse in labor and delivery.  Cystic fibrosis decreases pancreatic function and digestive function that can seriously reduce capability to assimilate nutrients, also effecting fetal growth.  These factors of cystic fibrosis and chronic pulmonary disease make pregnancy contraindicated for these conditions.  Only women with mild cystic fibrosis, good overall health and nutritional status, minimal impairment of lung function may be candidates for good neonatal outcome.

g. Sickle cell disease:  the main risk for the developing fetus is impaired growth decreased fetal oxygenation from sickling in uterine vessels.  Instance of preterm delivery is also increased. Reduction and proper treatment of maternal sickling crisis is optimum to decrease effects of sickling on fetal growth.

h. Toxoplasmosis:  When the primary infection takes place during the pregnancy the transmission rates of the infection from mother to child are 19%-44%.  The effects on the developing fetus include intrauterine death, low birth weight, enlarged liver and spleen, jaundice and anemia, and chorioretinitis.  Infected neonates may be asymptomatic at birth, but can later develop retinal and neurological disease, significant cognitive motor and cognitive deficits and reduced cognitive function over time.
i. (No item)

j. Histoplasmosis:  has similar clinical symptoms to toxo, but is caused by an airborne fungus. It does not pose a risk to the baby and treatment with anitfungals may be contraindicated during pregnancy due to risk of teratogenic effects.
k. Rubella:  The rubella virus can cross the placenta and cause congenital rubella syndrome.  The instance of actually contracting the virus is in relationship to exposure.  If the 4-week fetus contacts the virus, there is a 50% chance of infection; if exposure is in the second 4-week period, the infection rate is 25%; if exposure is in the third month, the infection rate is 10%.  The effects of congenital rubella syndrome on the fetus include deafness, eye defects, CNS anomalies, cardiac malformation, microcephaly, mental retardation, pneumonia, intrauterine growth retardation, hepatosplenomegaly, hemolytic anemia, and thrombodytopenia.  (Gabbe)
l. Influenza:  Maternal infection with the influenza virus will not affect the baby unless the mother has a fever above 104 degrees F.   Otherwise, it will run it’s course and the mother may treat according to whatever medicine she uses.

m. Genital Herpes:  Rates of neonatal infection is in direct correlation with whether mother is having a recurrent or primary infection and the timing of the infection.  If an active infection occurs in the first trimester, there is a 20-50% chance of spontaneous abortion or stillbirth if contracted in a critical time of fetal development. However, it is rare that it crosses the placenta.  Transmission is almost always due to the presence of an active lesion causing vertical transmission if the membranes are ruptured or if the baby passes over an active lesion.  In recurrent infections, antibodies can cross the placenta, giving the baby protection against the virus.  If primary outbreak is during pregnancy, the rates of vertical transmission increases if outbreak is in the second or third trimesters as there is less time for mother to produce antibodies to protect infant. Exposure to severe primary infections has been associated with spontaneous abortion, preterm delivery, and intrauterine growth restriction.  Neonatal infections can take many forms.  It can range from isolated mucocutaneous lesions, to widely disseminated lesions, visceral infection, meningitis and encephalitis.  In these more severe cases, mortality may approach 50-60% with survivors having persistent morbidity. In women who have recurrent symptomatic HSV infection, the risk of neonatal infection following vaginal delivery is .25%- 5%.  In women who have history of recurrent HSV infection but no prodromal or active lesions, risk of neonatal infection is less than 1 in 1,000.  
n. Malaria:  Pregnant women are at higher risk of contracting malaria (especially in tropical and sub-tropical climates) due the immuno-compromised condition of pregnancy.  Women with no immunity to malaria are at a two-or threefold higher risk of developing severe disease as a result of malaria infection than are non-pregnant adults living in the same area.  Maternal death may result either directly from severe malaria or indirectly from malaria-related severe anemia. Malaria parasites attack the liver and bloodstream causing the anemia as well as liver compromise for women who have immunity to malaria; they will not develop outward symptoms of illness.  However, the impact of malaria infection is associated with malaria-related anemia in the mother and with the presence of parasites in the placenta.  The effect of maternal malaria of the fetus (due to impaired liver function and severe anemia) is a range of adverse pregnancy outcomes, spontaneous abortion, neonatal death, preterm birth and low birth weight. The resultant impairment of fetal nutrition contributing to low birth weight is a leading cause of poor infant survival and development. Malaria is responsible of a high rate of morbidity and mortality in babies and young children every year in these climates.
o. Encephalitis: This is a viral infection of the central nervous system and brain.  Effects of the virus on the fetus are in direct relationship to timing of contact and weeks gestation.  The central nervous system of the baby can be affected as well as cause congenital malformations.
p. Tuberculosis:  Congenital TB is rare, but may occur in utero if infection reaches the lymphatic nodes and spreads throughout the body, therefore becoming extrapulmonary.  It can rarely infect the amniotic fluid or the endometrium or cervix. Women with isolated pulmonary tuberculosis (TB) generally do not pose a risk to infecting the infant until after delivery where there is a risk via respiratory droplets.
q. Hepatitis:  Hep B can be vertically transmitted to the fetus and does have serious implications for the baby.  Hep C is transmitted the same routes as Hep B, however is transmitted sexually at a lower rate than Hep B.  Those infected with Hep C become chronic carriers; therefore cases of chronic liver disease is common in those with Hep C.  Vertical transmission to the fetus has been reported, but is very low making routine screening for Hep C not warranted.
r. Gonorrhea:  Has been associated with spontaneous abortion, low birth weight, PROM, chorioamnionitis, perterm delivery.  It can be transmitted from mother to baby with direct contact during delivery, with a 30-47% infection rate of exposed infants.  It usually manifests as gonococcal opthalimia, which, if left untreated could lead to blindness.  It may occasionally be contracted in utero with prolonged rupture of membranes.
s. Cytomegalovirus:  This virus belongs to the herpes simplex virus group and causes both congenital and acquired infections (cytomegalic inclusion disease).  This virus is particularly significant as it can be passed by a-symptomatic women across the placenta or by the cervix during birth, therefore is the most common of the TORCH infections and most frequent viral infection of neonates.  95% of infected infants with be a symptomatic at birth, however 5-10% of these infants will go on to develop significant neurological complications including mental retardation, auditory deficits and learning disabilities all of which may not be recognized until that developmental landmark.  Intrauterine infection may significantly damage the deciduas that can lead to fetal death, microcephaly, hydrocephaly, cerebral palsy and mental retardation.  The infected neonate is often SGA.  The brain (retardation), liver (hyperbilirubinemia) and blood (anemia) are chiefly affected, however, all organs and tissues are at risk for damage
t. Coxsackie Virus:  Also called Hand, Foot and Mouth Disease.  The placenta is usually able to protect the developing fetus from this virus.  However if the mother has an active viral infection at the time of delivery, the baby is likely to be exposed.  It affects the cardiovascular system causing heart rate instabilities, cyanosis, ventricular damage and possible cardiovascular collapse.
u. Chlamydia: This bacterial infection poses the greatest risk to the baby if the baby passes through an infected cervix during delivery.  Up to 70% of babies exposed will become infected, with 30-40% developing conjunctivitis and 10-20% developing pneumonia.
v. Syphilis: vertical transmission may occur at any time, but is more likely if mother has primary, secondary, or early latent stages syphilis due to high number of organisms present in mother’s system.  For women with untreated early syphilis, on third of cases will result in stillbirth and 70-100% of exposed babies will becomes infected.  Infection is associated with spontaneous abortion, preterm birth, stillbirth, neonatal death and significant infant morbidity, which may manifest as late as the 4th month of life, without symptoms at birth.
w. HIV: This virus is associated with preterm delivery, increased risk of stillbirth, and intrauterine growth retardation.  The most serious risk is of vertical transmission of the virus, which has lifetime implications for the baby.  Rates of vertical transmission is increased by obstetric practices of AROM, forceps delivery, episiotomy, internal electronic fetal monitoring.  Rates of transmission can be reduced with antepartum and intrapartum use of zidovudine (antiretroviral therapy) as well as given to the infant for the first 6 weeks of life.  

1206. Infants born to mother who use illicit drugs are at risk for symptoms of withdrawal both in utero and out of the womb.  Babies exposed to all illicit drugs will experience higher rates of placental abruption, fetal growth restriction, and fetal distress during labor and stillbirth etc.  Fetuses exposed to cocaine in utero are at increased risk for damage due to the vaso-constrictive and severe metabolic changes cocaine causes.  Babies can experience severe symptoms of withdraw, experience significant growth restriction, brain injury due to hemorrhage and infarction, abnormalities of brain development, limb reduction defects and gut atresias as well as developmental delay.  Other factors that also effect fetuses that often accompany illicit drug use are poor nutrition, poor attendance in prenatal care, risk of infectious disease (HIV, Hepatitis etc), and poor neonatal follow-up.

Smoking has been associated with a fourfold increased in the infant being SGA as well as an increase in prematurity rate.  This is due to the decrease oxygen delivery to the fetus as well as decrease in uterine blood flow from the effects of nicotine and carbon monoxide.  The spontaneous abortion rate is up to 2x that of non-smokers.  There is also an increased rate of abruptio placentae, placenta previa, premature and prolonged rupture of membranes and intrauterine growth restriction.  The instances of these adverse effects are in relationship to number of cigarettes smoked.

Alcohol poses a risk to the fetus in relationship to consumption patterns.  An occasional drink during pregnancy carries no known risk, heavy drinking carries major risks, and no level of alcohol is considered safe.  The risks of heavy drinking have been collected into a group of symptoms called fetal alcohol syndrome.  These symptoms include, growth retardation before and after birth, facial anomalies, central nervous system dysfunction including microcephaly, varying degrees of mental retardation, ADD, and hyperactivity.  Perinatal deaths occur 8x more frequently.

1207. Maternal age can affect fetal risk status in a few ways.  The instances of Down syndrome, Turner’s syndrome and other congenital defects rise with maternal age.  Depending on the essential health of the woman, older women may have more complicating health problems (diabetes, renal insufficiency, liver problems etc).  They may not manifest as overt clinical problems, but may compromise the over health of the pregnancy.  In labor, the older primigravida may have less hormones and hormonal precursors that can inhibit her body’s progress in labor, leading to longer labors and associated risks for the baby.  Myles cites higher rates of c-section in woman over age 35, however it is hard to determine if that is due to higher rates of failure to progress in older woman or if that reflects both higher c-section rates and higher rates of women childbearing later in life.  The largest factor is the woman’s general health and how well she has cared for herself in her life or not.

1208. Pregnancy induced hypertension has an effect on the entire cardiovascular system and effects each vital organ differently.  In severe cases, it can effect the functioning of the maternal vital organs as well as the placenta.  Hypertension can advance into preeclampisa as the kidney and liver are damaged and create a toxic environment for the baby with all the associated risks of theses conditions.  The placenta can be affected decreasing utero-placental function resulting in fetal hypoxia and growth restriction.  This can also be a problem in labor when the placenta is under the stress of contractions, further contributing to fetal hypoxia.  The effects of high blood pressure on the maternal organs are as follows: 

The vascular system is affected because of endothelial cell damage that affects capillary permeability causing a decrease in plasma colloid pressure and an increase in edema within the intracellular space.  The reduced intravascular plasma volume causes hypovolemia and hemoconcentration.  Vasoconstriction and disruption of vascular endothelium are the result.  Hypertension causes an increase in platelet consumption.  As this process progresses, fibrin and platelets are deposited, which occlude blood flow to many organs, particularly the kidneys, liver, brain and placenta.  

Hypertension effects the kidneys by producing vasospasm in the arterioles resulting in decreased renal blood flow, producing hypoxia, edema and damage of the glomerular capillaries.  When these are damaged, the glomuleri allow plasma proteins to filter into the urine causing proteinuria.

Hypertension can also cause vasocontriction of the hepatic vascular bed resulting in hypoxia and edema of liver cells.  If this progresses, it can lead to liver swelling that can cause epigastric pain.  This also alters liver function resulting in falling albumin levels (produced by the liver) and elevated liver enzymes.

Hypertension affects the placenta again from the action of vasoconstriction that reduces uterine blood flow causing vascular lesions in the placental bed, which can result in placental abruption.  Vasoconstriction also leads to creation of placental infarctions that decreases available oxygen and nutrients resulting in fetal hypoxia and growth restriction.  Hormonal output and signaling is also affected with decreased placental function that often results in preterm labor and birth.

1209. Severe maternal anemia (iron) results in a reduction of the oxygen-carrying capacity of the blood.  This means there is less oxygen available for the baby, which can also be further reduced with the physiological anemia of pregnancy, and during the stress of labor.  The babies store iron in their liver in the last trimester.  Severe maternal anemia may also reduce the baby’s ability to store iron, resulting in neonatal anemia as well.

1210. Grand multiparity contributes to fetal risk in a few ways.  If the woman has closely spaced pregnancies, her nutritional stores may be depleted by previous pregnancies.  If her nutrition during pregnancy is lacking anything, her body may not be as sufficient in filling in the gaps. The grand muliparous woman may have very relaxed abdominal muscles that can be associated with higher rates of malpositioning as there is less uterine integrity (pendulous abdomen).  

1211. Deviations in reproductive anatomy and physiology contribute to fetal risk in the following:

a. Abnormal pelvic shape/size: during the prenatal period can contribute to malpositioning/lack of engagement.  In labor, there is a higher risk of CPD and associated neonatal sequele (distress from long labor, higher rate of c-section, formation of caputs/hematomas).

b. Abnormal uterine configuration: can contribute to malpositioning of baby during pregnancy.

c. Stenosed or incompetent cervix:  a stenosed or rigid cervix may have problems dilating which can lead to a prolonged labor.  If complicated by prolonged rupture of membranes, maternal exhaustion etc, it can cause distress for the baby.  Incompetent cervix is a risk for the baby as in a primigravida mother; it is often silent until dilation is well underway, resulting in preterm delivery.  

d. Precipitous labor or prolonged labor:  a very fast labor cause fetal heart tone problems as the baby descends into and through the pelvis quite rapidly, without very much time for molding to occur.  A prolonged labor can lead to maternal/fetal exhaustion, increase risk of infection in the case of prolonged rupture of membranes and in the case of fetal distress, increased rates of thick meconium.

e. Premature rupture of membranes:  is associated with increased risk of infection in relationship to the style of management and the time that elapses between first vaginal exam and time of delivery.  There is also an increased risk of cord compression and associated fetal heart tone problems.

f. Previous cesarean section: the risk of VBAC is uterine scar rupture or dehiscence.  The instance is about 1% and is greatly increased with the used of induction/augmentation drugs.  There are also risks associated with routine repeat cesarean section that may outweigh the risks of uterine rupture.

1212. Explain how the following placental and umbilical problems contributes to fetal risk:

a. Placenta Previa:  Prevents the baby from descending into the true pelvis.  It obstructs delivery.  Even in a partial or marginal previa, the compression of the baby attempting to pass over the placenta can create severe hypoxia for the baby.  The cervix can also dilate into the placenta, causing bleeding and loss vascularity of placental connection and subsequent oxygen deprivation.

b. Abruptio Placenta:  This is a potentially fatal risk for the baby as their oxygen supply is cut off anywhere from partially to completely depending on the grade of the abruption.  The only way that a baby could live and survive this would be if they were delivered immediately before any severe hypoxia was caused, or the abruption was marginal, and the baby still had normal heart rate patterns.  The textbooks often describe that abruption is accompanied by frantic fetal movement followed by cessation of fetal movement.

c. Bleeding from the margin, or sinus:  Bleeding from the margin or sinus of a placenta poses a threat to the baby depending on at what point in the labor this happens and to what extent the margin abrupted.  This can be interpreted from the fetal heart rate reading, which would show their oxygenation. If there is a low-lying placenta, and the baby passes over it during second stage and abrupts a margin, there may be a certain amount of hypoxia, but since the baby is being born, they will probably be born before severe hypoxia takes place.  If there is bleeding from the margin or sinus in stage one, it may compromise the baby’s oxygen enough to affect the fetal heart rate and diminish the baby’s ability to cope with the stress of labor.

d. Unusually long or short cord: an unusually long cord can cause the baby to be excessively entangled in the cord which may cause multiple points of cord compression and possible decelerations in the fetal heart tone.  It can also cause enough cord entanglement to prevent the baby from being able to descend into the pelvis, through the bones.  An unusually short cord can also prevent the baby from being able to descend into the pelvis.  Or a short cord could cause the baby to pull on the placenta during second stage, or precipitate the separation of the placenta with the birth of the baby.  Either of these scenarios could cause hypoxia for the baby or hemorrhage for the mother.

1213. Describe how the following fetal factors affect fetal risk status:

a. Fetus is too large or too small: If the baby too large, the risk is CPD and shoulder dystocia and associated risks of cranium damage and hypoxia.  If the baby is too small, there is a risk that the baby will not be able to withstand the stress of labor and second stage.

b. Malposition/malpresentation:  can make labor difficult to progress in any stage.  This can also pose a more difficult delivery for the baby with higher associated risk factors in the case of face presentation, breech presentation.  In the case of transverse presentation, this is undeliverable and carries risk factors of cord prolapse.  

c. Shoulder dystocia:  is an emergency for the baby can cause severe hypoxia to brain damage and death for the baby.  It can also cause neurological damage for the baby in the brachial nerve complex and damage to the clavicle from the attempts of the care provider to delivery the baby.

d. Multiple pregnancy:  There is a risk of twin-to-twin transfer which leaves one twin nutritional deficient to the point of compromise.  Twins in general are at higher risk for IUGR, low-birth-weight, and preterm delivery.  Multiple gestation also carries an increased risk of congenital anomalies, placenta previa, abruptio placentae, preeclampsia, cord accidents and malpresentations.  Risks during second stage include malpresentation where one twin is breech and one is vertex, which carries the risk of conjoined twins where their chins can lock preventing vaginal delivery.  The other risk during delivery is the second twin turning breech with the delivery of the first twin, which involves the risks of breech delivery.  Other risks during second stage is the time interval between delivery of the first and second twin where uterine inertia can develop, partial separation of the placenta, the cervix can close down during this time, making delivery of the second twin either difficult, or posing risks to the twin still in side.

e. Fetal anomalies:  have varying impacts on the baby, depending on the severity of the anomaly.  The anomaly can be mild enough that cosmetic repair is sufficient like in the case of clef lip.  It can also be severe enough that it causes intrauterine fetal demise, or causes the baby to not do well with the stress of labor and demise in labor, or simply be incompatible with life upon birth and may only survive for a few hours.

f. Fetal bradycardia/tachycardia:  bradycardia is a sign of oxygen deprivation in the fetus and that the baby is not doing well with the stress of labor.  Tachycardia can signify either a sign of infection or a baby attempting to recover from episodes of oxygen deprivation like in the case of “deep variables”.

1214. Antenatal fetal risk assessment procedures are based on the normalcy of the progression of the pregnancy.  The normalcy of the fetal growth as observed in increase in fundal height, maternal weight gain, and normalcy of the fetal heart rate in prenatal appointments.  Fetal risk assessment is also based on analysis of maternal risk factors such as maternal diabetes, gestational diabetes, maternal exposure to infection, hypertension, HSV II etc. as there are specific risks for the baby with each of these conditions.  Rational for antenatal referral either for analysis of health of baby or for transfer of care would depend on each condition and severity of condition.  If a woman was determined to no longer be “low-risk” during the course of the pregnancy, her baby may also need more monitoring/potential help at birth.  If there are concerns the baby is IUGR, getting an ultrasound may show the baby is growing fine, or may show there is more going on.

1215. Birth environment contributes to fetal and neonatal risk management in that if a baby is determined to be low risk, an out-of-hospital environment is adequate to deal with their potential needs at birth.  This includes resuscitation and measures to stabilize the baby until further medical help is received if needed.  If the baby is determined to be higher risk, they will need a birth environment that will be able to accommodate their needs such as the hospital.
1216. Describe and know the uses of:

Immediate neonatal risk assessment is necessary to determine what the newborn requires to make the transition to extra uterine life.  This includes assessment of color, tone, and cry/grimace.  If the baby is pink (or has blue hands and feet), has great tone, their heart rate is in their normal range and they are breathing, they only need to be placed on their mother and covered to keep warm and positioned to facilitate the draining of fluids.  If they are blue, or white, do not have good tone, steps must be taken to determine their heart rate and begin stimulation to determine what they need next to take their first breath.  

Module 6: Newborn Physical Assessment

1217. Carrying out the newborn exam on a baby who is unclothed is important so that the baby truly be seen and examined.  When the room is warm, the baby is comfortable; at peace which will the examiner ease in conducting the newborn exam and prevent the baby being upset and possibly distorting the vitals.

1218. The normal newborn head is disproportionately large for the body.  The center of the baby’s body is the umbilicus (not the pubic bone as adult bodies are) and the body appears long and the extremities appear short, especially because they are kept in the flexed position by the newborn.  Newborn usually keep their hands clenched.  Their neck appears short as their chin rests on their chest.  Newborns’ abdomen usually is prominent, their hips look narrow, chest appears rounded and shoulders sloped.  The usual circumferences for a newborn head is 12.5-14.5 inches, chest size 12-14 inches, and length 18-22 inches.

1219. The expected relationship between the head and chest in that the head is usually slightly bigger than the chest.  The expected relationship between the crown to rump length and crown to heel length is-??

1220. What is generally thought to be true about the weight of:

a. Male babies are usually slightly higher than female babies.

b. White babies tend to have higher birth weights than non-white babies.

c. Second and subsequent babies tend to be bigger than first babies.

1221. There is a physiological weight loss of 3-5% of the birth weight in the first days following birth as the newborn expels the meconium and fluid shifts.  If the weight loss exceeds 10%, it is indicative of a feeding issue and the newborn is at risk for failure to thrive. During the first three days, the milk has not come in yet and the colostrum does not have the same volume and fat content as milk.  Birth weight is usually recovered within 7-10 days postpartum, and should definitely be recovered by day 14, otherwise it is indicative of a feeding issue.  After the first week of life, the newborn’s gain will be about 1 oz. per day (breastfed babies will gain slightly less than 1 oz per day) therefore the average gain is minimally 4 oz per week, and usually (optimally)  7 oz per week.  The birth weight should double by 6 months, and triple in the first year.  Length doubles in the first year.  These values reflect a newborn that is healthy and growing adequately.

1222. The antenatal factors that contribute to a newborn’s size are factors that restrict growth such as maternal smoking, substance abuse, hypertension, malnutrition, closely spaced pregnancies etc.  Factors of family genes, gender and racial and ethnic background all have an effect on newborn size.  Newborns who are breastfed gain at a slower pace than newborns that are bottle-fed; breastfed babies tend to be more “lean”.  

1223. The normal newborn’s activities separated into the waking state activities of crying, considerable motor activity, feeding, alert and drowsy.  The sleep states include light sleep and deep sleep.  (Varney)  The newborn is only awake about 15% of the daytime hours.  It is important that the parents and midwife note that the newborn clear time of being “alert when awake” signaling that they are adequately fed and not sleeping too much due to metabolic shut down or only in the drowsy state when awake.  The crying state is when the baby is expressing a number of needs that the parents will learn to understand and console. Constant crying and high-pitched crying may not be normal and will be discussed in #23.

1224. Discuss the significance of:

a. A persistent weak cry:   may be indicative of infection, hypoglycemia, or lethargy (which could be connected to jaudice.
b. A persistent high-pitched cry: may be indicative of neurological disorders or hypoglycemia, hypocalcaemia.  It is a reason for further evaluation.

c. A persistent inconsolable cry: may be a colicky newborn or also may be a sign of a newborn in pain due birth trauma.
d. A cry that stops when the infant is picked up:  is a sign that all the baby wants is comfort and interaction.
1225. A pink infant with bluish nail beds, palms, and soles of feet whose color improves with activity is a sign of acrocynaosis, meaning that their peripheral circulation is still transitioning and not fully functioning.   If color improves with crying it can be a sign of choanal atresia (congenital blockage of the passageway between the nose and pharyx).   

Acroncynaosis can also be due to a cold environment, a high hemotcrit, or local obstruction.  It is a finding that is not uncommon for the immediate postpartum and day one visit.  It should be gone by 24 hours.  Otherwise, it may be a sign of cardiac compromise.  As long as the newborn’s face and trunk are pink, this is the sign for adequate oxygenation of the newborn.

1226. If the newborn with acrocynaosis whose color deteriorates with crying or activity it can be a sign of heart or lung problems.

1227. If the infant is jaundice in the first 24 hours may indicate infection, isoimmunity such as Rh & ABO incompatibility, polycythemia, enzyme deficiency, excessive bruising or bleeding, Hirschsprung’s disease, pyloric stenosis, other intestinal obstructions that increase blood supply or shunt blood to the liver, congenital defects of the liver or billary tract, maternal diabetes or SGA.

1228. Babies who are from dark-skinned parents are light at birth as the melanin portion of the skin continues to form and darken during the first year of life.

1229. Edema can be normal in the newborn when manifesting as a caput succedaneum which is a localized swelling (edema) resulting from a difficult labor or vacuum extraction.  The sustained pressure of the head against the cervix slows the venous return increasing the fluid in the tissues (edematous swelling).

1230. Milia are exposed sebaceous glands that appear as raised white spots on the face, especially across the nose.  They are common and usually clear up in the first month.  No treatment is necessary.

1231. Flea-bite dermatitis 

1232. Vascular veri

1233. Pigmented veri

1234. Mongolian spots are areas of bluish-black or gray-blue pigmentation found on the dorsal area and the buttocks of newborns.  They are more common in newborns of African, Asian and Latino descent.  They have no clinical significance and gradually face in the first two to four years of life, or may persist throughout someone’s life.

1235. Skin marbling or mottling occurs due to fluctuations in the general circulation of the peripheral circulation.  It may last several hours to several weeks and or may come and go periodically in the normal newborn.  It may also be associated with immaturity of organs.  It may also be a sign of cold stress, hypovolemia, bradycardia or sepsis.   Persistent mottling is seen in infants with a variety of chromosomal abnormalities.

1236. Harlequin color phenomenon is a clear line of demarcation with an area or redness and an area of paleness that usually runs from the head to the abdomen, dividing the body in right and left halves.  The cause of usually unknown, but usually associated with vasomotor instability.  It may be benign and transient or indicate that a shunting of blood is occurring in the cases pulmonary hypertension or sepsis of the newborn.

1237. Trauma may show up in the skin in the form of petechiae which are pinpoint bruises frequently seen on the presenting part or on the face, especially in the case of nuchal cord.  (Petechiae occurring on the torso may be associated with thrombocytopenia or congenital infection).  Trauma may also occur on the fetal head in the form of a cephalhematoma or caput succedaneum.

1238. The significance of a deep blue face and pink body is that oxygen deprivation took place when the baby’s head was out, so there was a lack of venous return to the head.

1239. The expected findings for the anterior fontanels are open, diamond shaped, flat and approximately 5 x 4cm along the coronal and saggital sutures.  The posterior fontanel should be flat, triangle shaped, very small approximately 1x1 cm along the sagittal and lambodial suture lines.  It may also be closed at birth.  If the fontanel is bulging, it can be a sign of increased intercranial pressure.  If it is depressed, it indicates dehydration. The expected finding for the sagittal suture it normal alignment (the growth-retarded newborn may have wider sutures.)  The sutures should also be palpated for overlap from the birth.

1240. The cause of the caput succedaneum is pressure from pressing on the cervix either in a prolonged first or second stage.  It can also be caused by vacuum extractor.  It is a localized, edematous swelling due to compression that inhibited venous return causing an increase in tissue fluids under the peritoneum.  A caput is identifiable as it crosses suture lines.  It is a common occurrence after birth.

1241. A cephalhematoma is a collection of blood resulting from ruptured blood vessels between the surface of one of the cranial bones and the periosteal membrane.  It does not cross suture lines as the swelling is contained within the membrane surrounding that cranial bone.  It will disappear over the first 2-3 weeks, but may persist over the first few months of life.

1242. Describe the examination of the following on the neonate.  What findings are expected?  What deviations may be found?  What is their significance? (Some of the following is repeated from newborn “basic skills”.)

1. Eyes: Evaluation is done by examination of the following features of the eye:

Sclera: clear indicated normal.  Yellow indicates jaundice.  Hemorrhages indicate birth trauma.  Blue indicates osteogenesis imperfecta.

Conjunctiva: Clear indicates normal.  Hemorrhage indicates birth trauma.  Pink indicates conjunctivitis or may be caused by irritation from silver nitrate drops.

Iris: colored evenly, bilaterally indicates normal.  Presence of Brushfield’s spots (gold flecks) may indicate Down’s syndrome, or congenital syndrome.

Pupils: equal bilaterally and reactive to light as demonstrate by newborn’s reaction to light while in a dark room.  This response indicated intact oculomotor nerve.  If they are non-reactive or unequal bilaterally, this indicates brain damage or increased intracranial pressure.

Cornea:  if clear indicates normal.  If milky or hazy, indicates either prematurity or congenital cataracts possibly due to congenital rubella.

Retina: transparent indicates intact.  If there are signs of areas of pigmentation, blood vessels without clear demarcation or tortuous may indicate damaged retina or retinal hemorrhage.

Lacrimal Duct: patent indicates normal.  If blocked or absent indicated congenital obstruction.

Blink reflex: If present, indicates normal.  If absent or non-reactive indicates facial nerve paralysis or optic nerve damage.

Red reflex: present means that the lens is intact-normal.  If absent, indicates congenital cataracts.

Eyelids: no ptosis or edema indicates intact oculomotor nerve.  Presence of edema indicates birth trauma. Ptosis (droopiness of the eyelid) indicates oculomotor nerve damage.

Doll-eye response: (infant’s eyes move to opposite side when head is turned in the supine position).  Present indicates normal, intact trochlear, abjucens and oculomotor nerves.  If absent, indicates damage to trochlear, abducens and oculomotor nerves.

Eye position: without slant indicates normal.  If slant is upward, indicates Down syndrome.  If downward, indicates treacher Collins syndrome.  If “sunset eyes” (downward slope of pupils below lids) indicates hydrocephalus.

2.
Nose: 

Position: if midline indicates normal.  If off-midline, indicates congenital malformation or syndrome.  If flattened nasal bridge indicates congenital syndromes.  If beaked, indicates treacher Collins syndrome.  If enlarged or bulbous indicates Trisomy 13.

Nares: bilaterally present indicates normal.  If not present bilaterally indicates congenital malformation or syndrome.

Nares: patency indicates normal.  If not patent indicates nasal obstruction.

Grimace or cry: made in response to strong or odors passed under nose indicates normal olfactory nerve.  If no response indicates olfactory nerve damage.

Nares-auscultation of breathing detected bilaterally indicates patent-normal.  If breathing is not detected bilaterally, indicates nasal obstruction.
3.
Ears:
Position: ears in straight line with eyes, vertical angle that is greater than straight vertical line-without slant indicates normal.  If the ears are set below eyes, ears slant or are internally or externally rotated, indicates Down syndrome.

Skin Tags: absence of skin tags indicates normal.  If present indicates congenital renal anomaly.

Cartilage formation: well-curved pinna sturdy, stiff cartilage, instant recoil indicates normal.  If cartilage is flattened or folded, slow recoil indicates prematurity.

Newborn startles or cries in reaction to loud sound:  indicates hearing normal, auditory nerve intact.  If infant has little or no response indicates deaf or decreased hearing.

Otoscopic examination: umbo (cone) of light present, pearl-gray tympanic membrane (may have vernix), and membrane is moveable without bulging indicates ear intact without presence of infection.  If umbo of light is dull or absent, dull or immobile tympanic membrane indicates congenital malformation or infection.  If membranes is red indicates infection.  If membrane is blue, indicates hemorrhage.  If membrane is bulging, indicates infection.

4. Mouth: 
Mouth-symmetry:  mouth is located in the midline of the face, and is symmetrical indicates normal.  If drooping or slanting unilaterally with crying or movement of mouth, indicates seventh cranial nerve damage or facial nerve damage.

Mouth-shape & size:  if shape and size of mouth in proportion with face indicates normal.  If mouth is “bird-like” with vermilion border indicates fetal alcohol syndrome.

Mucous membranes:  moist and pink indicates well hydrates and oxygenated.  If dry or dusky, indicates dehydrated or poorly oxygenated.

Chin shape and size:  in proportion to face indicates normal.  If the chin is very small it may indicates Pierre Robin syndrome.

Lips: completely formed, moist and pink, indicates normal.  Cleft lip indicates congenital abnormality where there was a failure of the midline fusion during the first trimester.

Palate:  no arching intact indicates normal.  High-arched palate can indicate Turner’s syndrome.  Cleft palate indicates failure of midline fusion.

Tongue:  size is in proportion with face indicates normal.  Macroglossia (enlarged tongue) indicates hypothyroidism.

Uvula:  midline rises with crying indicates normal function or glossopharyngeal and vagus nerves.  If uvula is not midline or does not rise with crying, indicates neurological dysfunction.

Gag reflex: if present indicates normal neurological function of glossopharyngeal and vagus nerves.  If absent, indicates neurological dysfunction.

Sucking reflex:  present and strong when offered finger or nipple indicates normal maturity and intact hypoglossal nerve.  If absent, indicates prematurity or brain dysfunction.

Rooting reflex: present when cheek in stroked, infant turns to stroking indicates normal maturity and intact trigeminal nerve.  If rooting reflex is absent, indicates prematurity or brain dysfunction.

Salivation: if present without excess, indicates normal.  If excessive indicates tracheoesophageal fistula, esophageal atresia.

5. Neck:

Inspection of-

Shape:  is symmetrical and turns side-to-side equally with full range of motion is the normal finding.  Any asymmetrical shape should be palpated for masses (discussed below).  Lack of range of motion, inspect for birth injury/palsy.

Length of neck:  short without excessive skin is the normal finding.  Short and webbed may indicated Down syndrome.

Tonic neck reflex:  This reflex is tested by putting infant in supine position, turning head to one side with the body restrained causing the extremities on the side to which the head is turned to extend but extremities on the other side remain flexed-the newborn’s attempt to right head when turned to the side tests the accessory nerve.  Asymmetrical and present is a normal finding.  If the tonic neck reflex is asymmetrical and strongly present it may indicate prematurity.  If the tonic neck reflex is symmetrical it can indicate neurological dysfunction.

Palpation of-
Thyroid:  midline is the normal finding.  If enlarged may indicate a goiter-(rare). 

Lymph nodes: Not palpable is the normal finding. If lymph nodes are palpable, indicates congenital infection.

Masses:  No masses is the normal finding.  If there is a mass in the neck indicated cystic hygroma.  If the sternocleidomastoid is enlarged may indicate torticollis, a birth injury or in utero injury resulting in hematoma or sternocleidomastoid muscle.

Carotid: Pulse rate strong and regular is the normal finding of normal cardiac and circulatory function.  If the pulse rate is found to be weak or absent it signifies a cardiac defect or circulatory problem.

Clavicles: Even and without “lumps” along the bones indicates there are no fractures.  If there is any lump or unevenness felt indicates fracture from a birth injury.

Hands:
Grasp reflex:  Should be present, strong and equal bilaterally to indicate normal and mature.  If weak, or absent or unequal bilaterally, indicates hand injury or fetal position, prematurity or birth injury.

Creases:  No simian crease indicates normal.  Simian crease indicates Down Syndrome.

Fingers: ten digits with no webbing indicates normal.  More than ten digits (polydactyly) may be part of a syndrome.  Webbing (syndactyly) or unequal spacing may also be part of congenital syndrome

Carpals and metacarpals: present and equal bilaterally indicates the normal finding or no fractures and that the bone formation is normal.  Carpals and metacarpals absent or unequal bilaterally indicates fractures absent of bone, which may be associated with congenital syndromes.

Nails:  extend beyond nail beds indicates normal and full term.  If nails are short, spoon shaped may indicate a congenital syndrome or fetal alcohol syndrome.  If absent, may have an absent radius.  Meconium-stained indicates fetal distress.

Nail beds: If pink, and have brisk capillary refill (< 3 sec.) equal bilaterally is the normal finding showing normal oxygen perfusion and oxygenation.  If dusky or if have slow capillary refill, shows poor peripheral oxygenation.

7.
Arms:
Length:  In proportion to each other is the normal finding.  If they are asymmetrical or shortened may indicate a diabetic mother, congenital syndrome or maternal drug use.

Range of motion:  Full range of motion including abduction adduction indicates normal.  If there is a limited range of motion, indicates birth injury or trauma.  Limited range of motion indicates prematurity.

Full range of joint motion:  In the shoulder, clavicles and elbow indicates normal finding.  Limited range or motion in each of these areas indicates dystoica, brachial plexus damage, clavicle injury, or general birth injury from fetal position.

Wrist:  Test for square window by flexing infant’s wrist on forearm, then measure angle according to gestational examination chart.  0-degree indicates term and normal.  Limited range of motion or flexion of wrist indicates birth injury or fetal position.  Square window angle greater than 0-degrees indicates prematurity.

Scarf Sign:  If the elbow is short of midline shows infant is mature.  If elbow is beyond midline, shows infant is premature.

Arm recoil:  If recoil is quick, infant is term.  If recoil is slow, infant is preterm.

Bones or the arms:  Humerus, radius and ulna are present, symmetrical and without fractures is the normal finding.  If absent or asymmetrical may be associated with a syndrome.

Pulses:  Brachial and radial pulses are strong and equal bilaterally and in comparison with femoral pulses indicates good peripheral perfusion without obvious cardiac defects.  If pulses are weak or absent or unequal bilaterally, indicates poor peripheral perfusion, possible cardiac defects.


8.
Legs:

Length of legs:  Length is in proportion to body and equal bilaterally, limbs are straight indicates normal extremity length.  If length is not in proportion to body, short or unequal, limbs not straight, or legs internally rotated or bowed, indicates congenital syndrome, or diabetic mother.

Buttocks:  Creases symmetrical indicates normal hips.  If creases asymmetrical indicates congenital hip dysplasia.

Hips:  evaluate for dislocation or hip instability using Barlow’s or Ortolani’s maneuvers

9. Feet:

Digits:  Ten toes without webbing and equal spacing indicates normal.  More than ten toes, or presence of webbing or unequal spacing may be associated with a congenital syndrome.

Feet: straight indicates normal.  Feet turned valgus indicate absent fibula or absent fetal position.  Feet turned varus, indicates absent tibia or fetal position.  Feet turned inward can also mean clubfoot- (must distinguish between “positional” clubfoot from utero position or “true” clubfoot).

Nail beds: same indications as hand nail beds.

Plantar creases: Extent of creases covering sole indicates maturity.  If smooth, or few creases, indicates prematurity.

10. Lungs:

Clear breath sounds:  equal bilaterally, posteriorly, and anteriorly indicates clear lung sounds.  A few rales may be present the first few hours after birth due to residual fetal lung fluid-no color changes or cyanosis should accompany this finding.  If there is presence of grunting, flaring or retracting indicates respiratory distress, lung congestion, or pulmonary edema, or pneumonia.  Rales after first day also indicate these conditions.  If breath sounds are unequal, indicates pneumothorax or diaphragmatic hernia.  

Respirations:  normal range is 30-60 respirations per minute.  Outside of this range is abnormal and must be followed up upon.

11. Breasts:

Breast buds:  Millimeters raised indicates maturity.  Flat indicates prematurity.  Any discharge is from hormonal influence “witches milk”.  

Nipple spacing:  In line without extra nipples indicates normal.  If spacing is not in line or presence of extra nipples may indicate congenital syndrome.

12.
Abdomen and umbilical cord:

Umbilical cord: presence of 3 vessels.  Less than 3 vessels may indicate internal congenital defect.  The cord will dry, shrivel and fall off by day 7-10.  Any foul-smelling discharge or redness around cord base signifies infection.  If there is a patent urachus (abnormal connection between the umbilicus and bladder) it can manifest as moistness or drainage at the base of the cord.  Serous drainage that continues after the cord falls off may indicate a granuloma.  It appears as a small, red button deep in the umbilicus.  Treatment involves cauterization by a physician with silver nitrate.

Auscultation of abdomen and thorax:
Bowel sounds:  if present, this finding is normal.  If absent, may indicate an obstruction.  Or if hyperactive may indicate hypermotility.

Abdomen: no bruit indicates normal.  If bruit (a sound produced by blood flowing though a narrowed vessel-an abnormal sound) indicates arteriovenous malformation.  

Renal: no bruit indicates normal.  Bruit indicates renal artery stenosis.

Palpation of abdomen and thorax:
Xiphoid process:  present and intact is normal.  Absent or depressed may be due to fracture.

Ribs: without masses or crepitous (“air leaks”).  If masses or crepitous present may indicate fractures or masses.  Subcutaneous air leaks due to pulmonary dysfunction.

Abdomen:  Soft but not tender, without masses indicates normal.  If tense, rigid, tender or masses may indicate intestinal deformity or obstruction renal or urinary tact deformity.  If there is separation of abdomino-rectus muscles can be common in newborns-especially in preterm infants.

Kidneys:  palpation of kidneys in posterior abdomen in lumbar and flank areas-approx. 4-5 cm in length.  If palpate enlarged kidneys may be a sign of polyscytic kidneys.  If absent, indicates Potter’s association.  

Liver: sharp edge just above right costal margin-normal finding is firm, not enlarged.  If palpated below right costal margin indicates respiratory distress or congestive heart failure.  If hard indicates liver damage, or cardiopulmonary problems.

Spleen:  1 cm.  below left costal margin indicates normal finding.  If absent or not palpable indicates congenital heart problems.

Bladder:  not distended (unless just about to void), indicates normal kidney and urinary system.  If bladder distended may be visible above pubic bone, may indicate urinary tract obstruction.

Groin:  femoral pulse rate strong and regular bilaterally indicates normal finding.  If weak or absent bilaterally indicates coarctation of the aorta.  No hernias or groin masses found indicates normal finding.  If bounding femoral pulses found indicates patent ductus arteriosus.  If groin masses found, indicates inguinal hernia.


13. 
Genitalia, male & female:



Female newborn:



Labia majora: present and extend beyond labia minora indicates full term.  If labia majora is smaller than minora, indicates prematurity.

Labia minora: present and well-formed indicates full term.  If minora is larger than major, indicates prematurity.

Clitoris: present, may be enlarged indicates normal and full term as well as preterm.

Urethral meatus: present in front of vaginal orifice, indicates normal finding.  If displaced, indicates urinary malformation.

Vagina: patent with or without white discharge indicates normal finding.  If not patent, with or without slight bleeding, indicates hormonal influences.

Genitalia: distinguishable as female or male indicates normal.  IF not clearly distinguishable indicates ambiguous genitalia and may also indicate endocrine problems.

Perineum: smooth indicates normal.  If dimpling or extra opening present, indicates urinary or genital malformation or urinary fistula.



Male genitalia:

Penis: proportionate to body (length approx. 2.8 cm-4.3 cm) indicates normal.  If enlarged, may indicate renal problems.

Urinary meatus: midline and at tip of glans indicates normal finding.  If displaces to ventral surface indicates hypospadias.  If displaced to dorsal surface, indicates epispadias.

Urinary stream: straight indicates normal.  If not straight may indicate urinary osbruction or malformation.  Failure to void in first 24 hours of life may indicate renal or urinary obstruction or malformation.  Urinary stream from opening in abdomen or perineum may indicate urinary fistula.

Testes and scrotum: If full and numerous rugae indicates full term.  If testes and scrotum flaccid, smooth or few rugae, this indicates prematurity.  If darkly pigmented, indicates normal finding.  If bluish testes or scrotal sac indicates torsion of the testicles.  If enlarged or edematous indicates hydrocele or may result from a breech delivery. If dimpling is present, may indicate torsion or testicles.

Perineum: if smooth indicates normal.  If there is dimpling or extra opening present may indicate urinary or genital malformation, or urinary fistula.

14. Heart:  

Heart rate is 120-160 beats per minute, without murmurs indicate normal finding or normal cardiac rhythm without significant findings.  Below or above normal heart rate or presence of murmurs may be secondary to respiratory difficulty, increased workload of heart, prematurity, sepsis, and congenital heart defect, with or without cyanosis.


15.
Back:

Spine: Spinal column is straight indicating normal alignment.  If altered, is probably due to fetal positioning and will resolve gradually.  Palpation of spine for any dimples.  Absence of dimples indicates normal.  Dimples, masses, or bulge, with or without tuft of hair indicates spina bifida.  Open spinal defect that may or may not be covered with tissues involving the meninges and spinal cord or just spinal cord indicates meningomyelocele.  Sinus tracts present indicates pilonidal cysts.

16. 
Anus:

Anus: midline, patent indicates normal.  If anus is shifted anteriorly or posteriorly may indicate anal defect.

Anal wink: is present if light touch of anus produces constriction of sphincter indicates normal sphincter.  Nonpatent or dimpling present indicates imperforate anus.  Anal wink absent indicates poor strength of sphincter.

17.       Stools:

Stools are meconium in the first days following birth.  Will turn mustard-yellow as meconium passes and breast milk enters the digestive tract. It is normal for baby to have first bowel movement within first 24-48 hours of birth.  If no bowel movement by this time evaluation for imperforate anus or rectal atresia should ensue.  Babies usually have a bowel movement daily, but can go 5-7 days with no bowel movement during a growth period.  This is normal as long as there are sufficient numbers of voids.

18.       Urine: 

Should void in the first 24 hours.  Should void at least 6-8 times per day when milk is fully in.  Anything below this, an infant is dehydrated or will get dehydrated.  If no void in first 24 hours, must evaluate for urinary/renal abnormalities.

19.       Feeding:  

It is important for the baby to nurse frequently (every 2-3 hours) in the first days of life to ensure they are getting enough as the colostrums is nutrient dense but very little.  As the milk comes in, the baby will get more full with each feeding and may have longer stretches of sleep (3-4 hours), but on the whole will still nurse quite frequently.  Signs that the baby is getting enough milk are that they have at least 6-8 wet diapers, have periods of being clearly awake and alert and rouse themselves to nurse (are not too sleepy to nurse).  

20.       Awake/Sleep states:

Babies will usually wake to nurse every 2-3 hours.  As the milk comes in they may get longer stretches in (3-4 hours).  They should have clear times when they are awake and alert signaling that they are not lethargic.  A baby that is sleeping long stretches-6-8+ hours and is too sleepy to wake to nurse is a sign of lethargy.  The baby must be assessed in terms of jaundice, voiding pattern, passing meconium etc. to determine level of response.  The baby must be woken to nursed and measures taken to wake them up.

21.       Cranial nerves:  

Any damage to the cranial nerves will manifest as a brachial palsy where one arm is flaccid at their side either partial or complete.  Damage at specific nerves will manifest as a different palsy.  Erb-Duchenne palsy is from injury of the fifth and sixth cervical nerve roots.  Injury to the eight cervical and first thoracic nerve root will produce lower arm paralysis.  Damage to the entire brachial plexus will cause palsy to the entire arm.


22.
Reflexes:

Tonic neck reflex:  is elicited when the newborn in supine and their head turns to one side.  The side the head turns to makes the extremities on that side extend and the extremities on the other side flex.

Grasping reflex:  is elicited by stimulating the newborn’s palm with the finger.  The newborn will firmly grasp enough to be lifted off the surface.

Moro Reflex:  is elicited when the newborn is startled by a loud noise or is lifted slightly off the surface of the bed then suddenly lowered.  The reflex looks like the newborn straightening the arms while the legs flex.  The arms then return to the chest.

Rooting reflex: elicited by touching one side of the newborns cheek, causing them to turn to the side of stimulation and open their mouths to suck.

Sucking reflex:  is elicited when a nipple or finger is placed in the newborn’s mouth or anything touches the lips.

Babinski reflex: is elicited by stroking the sole of the foot starting at the heel and moving up to the ball of the foot up the lateral side of the foot.  This creates the toes to fan and hyperextend out.

Plantar reflex:  is elicited by stroking the sole of the foot from the heel to the ball up the center of the foot that makes the newborn’s toes grasp.

Step reflex: is elicited by holding the newborn upright stimulating them to step.

1243. The neonates nutritional requirements must meet their needs of rapid physical and mental growth.  Breastfeeding is optimum food source for infants as the ratio of proteins, fats, carbohydrates, vitamins and minerals is the most absorbable for the human infant.  It has the added benefits of immunity in the form of immunoglobulins from the mother.  The nutritional components in formula are less absorbable than human milk; therefore, the infant has to ingest more to gain the same nutritional components.  That is why formula fed babies gain weight a lot faster than breastfed babies.  The other issues with formula fed babies is that they do not get the same immunity protection that breastfed babies get, leaving them more vulnerable to infections.  There is also the risk that formula fed babies will be allergic to the cow milk proteins in formula or to the soybean proteins in soy-based formula.  This can lead to digestive problems and other allergenic responses.  The other problem with formula is the sterilization process for all of the bottles and water can be a problem if the family has poor access to fresh water and the necessary equipment to sterilize the bottles.  Babies with improperly cleaned bottles can also get very sick from formula.

a. analysis of the newborn begins the sequence of events that either provides supportive care to the healthy newborn or all the way to resuscitation.

b. Apgar scoring:

1. Making an initial newborn assessment consists of what was discussed in #a.

2. Determining apgar score is based on color, tone, presence of reflexes (grimace etc), respirations and heart rate.

a. One-minute apgar:  The baby has one minute to take their first breath.  However if a baby is clearly showing signs of being depressed, the midwife should not wait until one minute to begin stimulation and assessment of the baby.  The apgar score at one minute is the assessment that usually determines the course of action in need to being steps of resuscitation.  One-minute apgar reflects the baby transitioning to extra uterine life.

b. Five-minute apgar: is more indicative neonatal status and indicative of a truly depressed baby.  Most babies of low-risk women are either 9 (maybe have blue hands and fee) or 10 (perfect) at 5 minutes.  If a baby is still transitioning at this point, they must be watched closely to determine if they need more help. 

c. Ten-minute apgar: is done if the five-minute apgar determines that the baby is still transitioning.  It is done to show the baby is stabilized.

Module 6: Complications

1244.  Describe briefly the management for each of the following high risk infants:

a. Twin or other multiple birth:  Management during the prenatal time needs to include special attention on nutritional intake and sufficient protein to sustain the multiple pregnancy and ample iron to prevent anemia.  This can prevent IUGR, LBW, and help to prolong the gestation.  Supporting the mother to reduce work, stress, and demands to help her carry her babies as long as possible is important.  The mother will probably have an increase of minor discomforts of pregnancy due to the high levels of hormones that can manifest as more nausea, heartburn, etc.  She may be more uncomfortable due to the increased weight and experience more varicosities, edema.  Instances of polyhydramnios are also increased. Working the position to get the twins vertex will also help promote a vaginal birth.  Having twin A vertex and twin B breech is better than both being breech.  If twin A is breech and twin B is vertex, there is a risk of their chins locking. An ultrasound may be indicated to assess the placentation/chroionicity (as there are higher rates of morbidity and mortality with monochroionic twin pregnancies) and any presence of early fetal wastage or twin-to-twin transfusion.  During intrapartum, two sets of all equipment, blankets and clothing must be prepared to ensure the twins will be labeled accordingly.  Both twins must be monitored closely due to the higher risk status of the labor.  If twin A is vertex, the delivery will go just the same as a singleton delivery.  The greater risk is for the second twin.  If they are vertex, there is a risk they will go breech.  They should be palpated immediately after delivery of the twin A to determine their position.  There are also higher rates of oxygen deprivation due to the reduced size of the placenta after the delivery of twin A.  Delivery of twin B should happen within 45 minutes according to Myles.  The baby must be closely monitored for any signs of distress.  If uterine contractions slow or cease, stimulation with means available in the birth environment (nipple simulation, homeopathy, pitocin etc.) may be used.

b. Infants of Rh sensitized mothers:  First blood tests can be done on the father to determine his Rh status to see if the baby is possibly Rh negative and does not need any intervention, as they will not be affected by their sensitized mothers.  If the father is Rh+, then there is significant likelihood the baby will also be Rh +.  The mother must then be analyzed for the possibility of sensitization.  Her obstetric history should be analyzed for fetal hydrops in prior births.  If previous babies became hydropic, the likelihood is 80% of this baby developing hydrops.  50% of babies of sensitized mothers will develop mild to moderate hemolytic disease.  Their needs for fetal transfusion must be determined by monitoring then via ultrasound. Amniotic fluid analysis can also help determine the presence of fetal hemolysis.  If it is determined that compromising fetal anemia is occurring, the decision for transfusion must be made based on gestational age, and degree of anemia.  Transfusion gradually reverses fetal anemia with uptake of transfused red blood cells.  For babies compromised by sensitization, but close to term, labor may be induced to prevent futher development of anemia instead of transfusion.
c. Infants of mothers with polyhydramnios:  If polyhydramnios is determined during the pregnancy, it may indicate presence of congenital abnormalities such as esophageal atresia, open neural tube, renal defects. It can also be due to multiple gestation, maternal diabetes and isoimmunization. It can also be due to an unknown cause.  Ultrasound can be used to rule out congenital abnormality.  Complications in labor that can effect the baby include unstable fetal lie due to fetal mobility, cord presentation and prolapse, preterm rupture of membranes, preterm labor, uterine dysfunction in labor increasing length of labor.  Each of these potential complications may be managed accordingly.

d. Infants of mothers with moderate to severe PIH:  The main risk for a baby in this case is IUGR, LBW and hypoxia due to constriction of uterine vessels.  The baby must be monitored for proper growth.  Fetal assessment can also include fetal kick counts, and BPP’s.  The main concern of the midwife is preventing superimposed preeclampsia from developing and taking measures to control hypertension.  If a woman’s BP reaches above 140/90, she must be transferred to MD care.  In labor, there is a risk of poor tolerance of labor due to hypoxia.  BP should be closely monitored as well as FHR.
e. Infants of mothers with placental bleeding in the 3rd trimester:  Placental bleeding in the 3rd trimester can indicated placenta previa, low-lying placenta, subchorionic hemorrhage or in severe case, abruption.  An ultrasound must be done to determine the reason for bleeding and fetal health due to the risk of hypoxia from decreased placental vascularity.
f. Infants of Diabetic mothers:  Infants of diabetic mothers are at risk of macrosomia due to increased availability of high blood sugar levels that can increase their risk of difficult delivery and shoulder dystocia as well as being hypoglycemic after the birth.  There is also a risk that of IUGR and chronic intrauterine hypoxia due to utero-placental insufficiency caused by vaso-constriction involved with type I diabetes.  Mothers must monitor their blood sugar for control.  Babies suspected of IUGR may require further diagnostic follow-up.  Intrapartum management may include close monitoring of baby to determine placental sufficiency and fetal tolerance of labor.  For macrosomic, anticipation of shoulder dystocia and readiness of resuscitation should be made.  Macrosomic infants’ blood sugar levels must be monitored as they may require supplemental feeding until the milk is in to prevent hypoglycemia.
g. Preterm Infants:  Have increased instances of low immune function and lung immaturity. They have increased need for thermoregulation due to low fat stores, frequent feeding due to low fat stores and very small stomach, a very low-stimulating environment and protection from infection due to compromised immune system.  Most preterm infants will need the support of the ICU until they reach 5.5 lbs. or are considered stable enough to return home.
h. Postterm infants:  Have an increased risk of meconium complicating labor and possible meconium aspiration syndrome, oligohydramnios which can increase cord compression and reduce placental perfusion, placental aging which decreases function and perfusion of oxygen and nutrients, as well as macrosomia which risks CPD and instances of dystocia.  Management includes suggesting natural induction methods, monitoring of fetal well being via maternal tracking of fetal kick-counts, biophysical profile, amniotic fluid index, and non-stress tests during the post dates time.  
i. Large for gestational age: Have an increased risk for hypoglycemia and may require sugar water or milk supplementation until the mother’s milk comes in.  LGA babies also have an increased risk of shoulder dystocia.  
j. Infants with infections: require antibiotic therapy, often oxygen therapy and the close monitoring in an ICU to determine their responsiveness to the antibiotic treatment.  Infection clinically presents as tachypnea, tachycardia, fever, presence of skin lesions, and respiratory distress.
k. Infants with transient tachypnea:  Transient tachypena of the newborn (TTN) with no other vitals out of the range of normal is normal within the first 24 hours of life.  It is a sign that fluid still remains in the lungs.  Unfortunately, it is extremely difficult to recognize clinically the difference between TTN and neonatal infection, so TTN often warrants invasive diagnostic testing.
l. Infants with RDS:  (Also referred to as hyaline membrane disease) Babies who are preterm, born to diabetic mothers or with meconium aspiration disease are at higher risk for RDS.  RDS involves a lack or surfactant that plays an important role in the maintaining the elasticity of the aveoli in inhalation and exhalation.  The introduction of surfactant therapy has decreased morbidity and mortality from RDS.  Neonates with RDS require surfactant therapy, ventilation support and oxygen saturation monitoring.
m. Infants with meconium aspiration syndrome: Are at risk for pneumothorax, infection, RDS, and decreased oxygen saturation.  If there is thick meconium present at birth, the infant requires intubation and suctioning.  Meconium aspiration can cause initial respiratory distress, which may become more in the first 12 to 24 hours.  These infants are at risk for both early and late-onset of infection which may require ventilation therapy in the NNICU.
n. Infants with pneumonia: May present as respiratory distress.  Pneumonia in the newborn is hard to diagnose as secretions are hard to collect and x-rays are hard to interpret.  Infants with pneumonia will be treated with antibiotics in the NNICU.  Their stay will depend on the severity of symptoms and antibiotic course.
o. Infants with pneumothorax:  May present as respiratory distress, reduced breath sounds in a certain site, non-bilateral chest expansion with inhalation and displaced heart sounds.  It can be confirmed with x-ray.  These babies will need pediatric consultation.  Treatment may include needle aspiration or placement of a chest drain to prevent further accumulation of gasses in the chest cavity while the hole heals.
p. Infants with pulmonary hemorrhage:  This may be due to ventricular septal defect or atresial septal defect, and patent ductus arteriosus or exposure to mold poisoning/infection.  Treatment includes ventilation therapy, and antibiotic therapy if caused by mold poisoning.
q. Infants with upper airway obstruction:  Such as choanal atresia where one or both nasal passages are blocked with a web of tissue or bone that occludes the nasopharnyx.  Surgery is required to remove the obstruction.
r. Infants with diaphragmatic hernia:  This type of hernia allows the abdominal contents to enter the thoracic cavity.  This may compromise lung development depending on the extent of the hernia.  At birth, this may present as cyanosis, and difficulty in resuscitation.  It may be confirmed with chest X-ray.  Surgery is necessary to correct the hernia.  However, it can be delayed, as the baby’s condition must be stabilized before surgery.
s. Infants with seizures:  May be caused by asphyxia, metabolic disturbance, intercranial or intraventricular hemorrhage, infection, malformation or genetic defect.  Immediately after the seizure, the infant should be assessed for clear airway.  If the baby has cyanosis, blowby oxygen should be given.  The vital signs must be assessed for need for resuscitation.  The movements and circumstances of the seizure should be recorded as well as any pertinent health history data as to the cause of the seizure.  An electroencephalogram will help detect the abnormal electrical brain activity associated with convulsions and guide the treatment plan.
t. Infants with jaundice:  Levels of bilirubin must be assessed to determine if it is normal physiological jaundice or if it is pathological.  Infants determined to have pathological jaundice (appearing in the first 24 hours of life) must be assessed for any interferences with bilirubin production, transport, conjugation or excretion that has multiple etiological sources or may also be caused by hemolytic disease of the newborn.  Pathological jaundice can also manifest in babies where normal physiological jaundice is very severe causing lethargy and prolonged breakdown of bilirubin, making the baby at risk for kernicterus.  Treatment may include treatment with bilirubin lights and frequent feeding.
u. Infants with congenital heart disease: May present with central cyanosis or acyanotic congenital heart disease, tachypnea, or tachycardia.  Central cyanosis does not improve with oxygen therapy.  Chest X-ray is used to rule out abnormalities of the respiratory tract, and diaphragmatic hernia.  Electrocardiography is used to determine the exact nature/location of the cardiac anomaly.  In most cases of cardiac anomaly, corrective surgery is necessary.
v. Infants with intestinal obstruction:  can be diagnosed prenatally via early ultrasound.  If not diagnosed via ultrasound, may manifest as the infant vomiting up feedings, often with bile present.  The baby may still be able to pass meconium.  Diagnosis is made by x-ray.  Repair of obstruction is surgical and prognosis is usually good.  It is important to note that 30% of intestinal obstructions are accompanied by Down syndrome.
w. Infants with imperforate anus:  Imperforate anus should usually be diagnosed at the newborn exam with examination of the perineum.  Infants should be referred for surgery.  Rectal atresia may not become apparent until the baby has not passed the first bowel movement.  If there is no bowel movement in the first 24 hours of life, the midwife must consider malrotation/volvulus, meconium ileus, and Hirschsprung’s disease.
x. Infants with Hirsch-Sprung’s Disease:  Peristalsis does not occur in the large bowel, and therefore becomes obstructed.  It presents by the baby developing abdominal distension and bile-stained vomiting.  Diagnosis is made by carrying out a rectal biopsy.  Surgical resection of the aganglionic segment of the bowel is indicated
y. Infants with meconium ileus: In this case the meconium is very viscous and creates bowel obstruction.  This creates abdominal distension and bile-stained vomiting.  This condition usually precedes cystic fibrosis.  Diagnosis is not possible until a sweat test can be carried out at 4-6 weeks of life.  There is no cure for cystic fibrosis, but supportive care includes administration of pancreatic enzymes, chest physiotherapy, and appropriate antibiotic therapy.
z. Infants with genetic disorders:  There is a wide range in the effects of genetic disorders that can be caused by genetically inherited disorders, teratogenic causes, or both.  The management depends on the genetic disorder and the severity of the disorder.  It can range from a treatable disorder such as phenylketonuria where the infant is given special formula that does not have phenylalanine in it all the way to the baby being exposed to cytomegalovirus and having serious congenital deformity.
aa. Drug addicted infants:  Can be effected in a wide range of ways from being IUGR to having seizures and symptoms of drug withdrawl.  The management includes first knowing what the infant was exposed to and treating accordingly.  Infants may be treated for withdrawal symptoms with low doses of the same drug they are withdrawing from (methadone, opiates) as well as anti-seizure medications (Phenobarbital).  Myles stresses the importance of the baby being kept with the mother to encourage mother-infant bonding whenever possible.
ab. Infants born to mothers who have received analgesia and/or anesthesia during labor:  These babies may have a depressed central nervous system immediately following birth, sometimes making them have a difficult time in the transition to extra-uterine life.  They may require assisted ventilation to jump-start their respiratory efforts.  These babies may be more “sleepy” during the first few days of life and may need more encouragement to wake to feed.  This is essential as it can also be harder for them to break down bilirubin, creating more jaundice.  
ac. Infants of alcoholics:  Depending on the level of alcohol consumption during pregnancy, the baby will be affected in relation to this.  This can range from no effect to full fetal alcohol syndrome, which presents as physical deformities and cognitive impairment caused by in-utero alcohol exposure.  Babies of alcoholics also tend to be LBW/IUGR.  Management would be based on the severity of symptoms.
ad. Infants of mothers who smoked during pregnancy:  These babies are at higher risk for LBW/IUGR due to utero-placental insufficiency.  Management would reflect the severity of the presentation of these symptoms.
ae. Infants of mothers who received live virus vaccines during pregnancy:  The level of risk and subsequent management would depend on what the baby was exposed to and what capacity that virus has to cause congenital defects.  All live-virus vaccines are contraindicated for pregnancy as they pose theatrical risk to the baby, however not all viruses cross the placental barrier.  For example, rubella is a known teratogen for developing fetuses; however no know congenital rubella syndrome has been reported of infants inadvertently exposed to the virus in-utero.  
af. Infants of mothers who took over-the-counter or prescription drugs during pregnancy:  The effect on the baby would depend on the level of consumption of OTC’s and which drugs were taken.  For example, aspirin can effect organ formation, platelet function and affect the closure of the ductus arteriosus in utero.  Management would depend on the problems that presented after birth.  It would be important to know what the mother ingested and in what amounts.
Module 6: Pharmacology

1245.  Ophthalmic prophylaxis for the newborn protects their eyes in case of exposure of chlamydia and gonorrhea, which can cause conjunctivitis, cataracts and even blindness if untreated.  Substances used are:

Silver Nitrate: is no longer used routinely.  Indicated for protection against gonorrheal opthalmitis, it does not provide protection against chlamydia.  The eyes must be irrigated with sterile after installation of the drops.  It is common for the infant to experience chemical conjunctivitis from the irritation of the silver nitrate.

Erythromycin 5% Ointment:  is used also universally today.  It protects the newborn against both gonorrhea and chlamydia.  It is non-irritating to the newborn, however does cause foggy vision and should not be applied during the first two-hour bonding period.  It is applied to the newborn’s eyes from the inner to outer eye, ensuring it gets in the conjunctiva.  It is part of standard newborn care (Except England (Myles)), but can be waived by the parents.

1246. Vitamin K is the prophylaxis for newborns that protects them from early onset hemorrhagic disease (vitamin K deficiency bleeding) that may result from birth trauma or invasive procedures in the first few days of life or from late onset hemorrhagic disease that is a risk in the first 6 months of life.  The substances used are:

a. Intramuscularly Vitamin K: 1 mg.  Is administered into the newborn thigh via IM injection in the first 24 hours of life.  This form of Vitamin K is synthetic.  It is given in a single dose and protects the newborn against the early and late onset hemorrhagic disease of the newborn.  Studies have linked the IM shot with the development of childhood cancer, therefore making several industrialized countries abandon the use of the shot for the oral form instead.  IM Vit. K is the standard form of vitamin K used in the United States.
b. Oral Vitamin K:  2 mg. are given orally to the newborn in the first 24 hours of life.  Some forms of oral Vitamin K are given at 1-mg. doses at more frequent dosages (1 day, 1 week, 1 month).  The oral Vitamin K is food based.  It provides protection for the newborn against the early and late onset hemorrhagic disease of the newborn.  There are no recorded adverse side effects.
1247. Colostrum is the “first milk”.  It is very dense and nutrient rich.  It is golden-orange and has special qualities for the newborn.  It is thicker than the later milk and contains more protein, fat-soluble vitamins and minerals.  It contains high immunoglobulins, which are a source of passive immunity for the newborn.  It has specialized digestive enzymes and helps the meconium move through the digestive tract.  It is very rich and therefore helps sustain the newborn whose stomach is very small.  As colostrums is very dense, the newborn drinks very little in each feeding, therefore must feed more frequently to maintain blood sugar levels.  It is normal for newborns to feed at least every two hours and cluster feed for certain times of the day.

1248. Oxygen is used for the newborn to assist in their transition to extra uterine life.  It may be used for a newborn that has not yet made their first breath and needs the assistance of 2-4 puffs of positive pressure ventilation.  It is also used during resuscitation if the newborn’s heart rate drops to 60 or lower.  Blow-by oxygen (give either by mask or by having oxygen tubing near newborn’s face) may be given to a newborn that is breathing, but exhibiting signs of respiratory distress such as grunting, flaring or retracting.  This can assist them is pushing any residual fluids out of their lungs.  The expected action of oxygen administration is the baby pinking up, and transitioning to a stable respiratory pattern.  Oxygen overdose can occur during the use of 100% free-flow oxygen or in a resuscitation as it can create high pressure in the arterioles of the alveoli and can cause a pheumothorax, especially in preterm newborns who have deficient surfactant levels.  Myles warns that 100% free flow oxygen should not be used for more than 10 minutes to treat persistent cyanosis without further medical consult due to risk of oxygen overdose.

1249. Describe the uses of the following during resuscitation:

Epinephrine:  Is indicated if the heart rate is less than 60 despite 1 minute of effective ventilation and chest compression.  It is a cardiac stimulant, as well as a catecholamine with vasoconstrictive properties.  It can increase newborn blood pressure, therefore increasing perfusion of the heart muscle.  It is given intravenously via the umbilical vein with an initial dose of 0.1-0.3 ml/kg. of a 1:10,000 solution.  It may be given again for two more doses after three minutes if there is no response to the initial dose.  Epinephrine may also be given via an endotracheal tube diluted in normal saline to be absorbed by the by lungs into the pulmonary veins, which drain directly to the heart.  In this route of administration, the epinephrine must be absorbed by the lungs, slowing the response time in comparison to the IV administration.  However, there is more time involved in inserting an umbilical catheter to administer epinephrine IV.

Narcan:  Is a narcotic antagonist that should be used if the mother received narcotics during labor that may be causing the depression of respiratory efforts.  It must not be given to babies of mothers who used narcotics during her pregnancy due to the possibility of causing abrupt narcotic withdrawal syndrome.  It should only be used after ventilation is established to prevent depression of continued respiratory efforts due to the narcotic effects residing in the neonate’s system.  It can be administered via endotrachial tube in the same manner as epinephrine.  The concentration dosage in this form is 0.1 mg/kg diluted in 1-2 oz. of normal saline.  It may also be administered via IM shot in the dosage of up to 100 mg per kilogram body weight for prolonged action and prevention of demise of respiratory efforts in a depressed baby.

Sodium Bicarbonate:  Is indicated if the heart rate is less than 60 despite effective ventilation, chest compression and two intravenous doses of epinephrine in cases of severe acidosis.  (It is not indicated in cases of short term resuscitation as once tissues are oxygenated by lung inflation with 100% oxygen and cardiac compression, the acidosis will self-correct unless very severe.)  It can only be given when ventilation is clearly established as when the sodium bicarbonate mixes with the acids in the acidotic tissues, CO2 is formed that can only be ventilated and removed by the lungs.  Use of sodium bicarbonate is controversial as it can be very harmful.  Some clinicians will only use it when blood gas samples show the baby is severely acidotic.  Other clinicians will use it in an infant that remains compromised after the use of epinephrine.  The dosage is a 4.2% solution given by slow IV injection via the umbilical artery at the rate of 1 ml/min to avoid rapid elevation of serum osmolality with the attendant risk of intercranial hemorrhage.  It cannot be used via the endotrachial tube.

Normal Saline:  Can be used as the medium for medications to be given in a solution via endotracheal tube.  It can also be given in the case of hypovolemic shock, if the baby has lost blood into maternal circulation due to placental abruption, placenta previa or blood loss from the umbilical cord.  These babies appear pale and have weak pulses.  The circulatory status does not improve in response to effective ventilation, chest compressions, and epinephrine.  They benefit from simply having an increased volume of fluid in their system to circulate and nourish heart and lungs.  They may be given normal saline, ringer’s lactate or an actual blood transfusion.  The initial dose of normal saline is 10 mL/kg.  If there is only minimal improvement with the initial dose, a second dose should be given.  It should be given via umbilical vein, during resuscitation efforts when hyopvolemia is suspected at the rate of over 5-10 minutes to prevent intercranial hemorrhage.

Module 6: Provision of Care

1251.  The perinatal period is when the baby is inside of the mother.  The neonatal period is when the baby is born and is transitioning and adapting to extra-uterine life.

1252.   The neonate adapts to extra uterine life by the following processes:

a. Respiratory and circulatory changes:  Prior to birth, the neonate makes breathing movements in utero.  When mature, the lungs have enough alveoli for gas exchange and sufficient surfactant to allow for adequate elasticity of the lungs for exhalation and inhalation.  During labor, the baby is hormonally signaled to stop taking fluid into their lungs.  During birth, the lungs are further squeezed pushing fluids either to the back of the throat or moving across the alveolar wall in to the pulmonary lymphatic vessels, making a vacuum space for air to rush into for the first breath.  The stimuli for respiration includes mild hypercapnia, hypoxia and acidosis, as well as light, touch, noise, cold, as well as pain.  The infant must use more poundage of pressure to take the first breath than any other subsequent breath.  As the alveoli expand with air, oxygen diffuses across the alveolar membrane and into the bloodstream via the arterioles that surround each alveoli.  This causes the lung tissue to relax. After the first breath, a residual amount of air stays in the lungs and in addition to the effects of surfactant, allows for easier inhalation and exhalation for each breath.
The first breath also precipitates circulatory changes that take place immediately after birth.  In utero, only 10% of the oxygenated blood from the heart is circulated to the lungs via the pulmonary artery because it is shunted back into the aorta via the ductus arteriosis.  After birth, the changes that happen in the lungs (opening of alveoli and relaxation of lung tissue) in addition to the increased systematic blood pressure resulting from the shunt of blood received from the placenta, and the closing of the circulatory system (cord stops pulsing and is clamped) virtually all of the blood from cardiac output gets shunted to the lungs. Oxygenated blood returning to the heart from the lungs increases the pressure within the left atrium.  The pressure in the right atrium is lowered because blood ceases to flow through the cord, creating the pressure for the foramen oval (opening between the right and left ventricles) to close.  Blood is no longer flowing in the ductus arteriosus, which closes completely in first 8-10 days of life.  The other temporary structures, the umbilical vein, the ductus venosus and the hypogastric arteries close functionally within a few minutes after birth and constriction of the cord.  Blood now circulates through the pulmonary artery to be oxygenated then back to the heart to be pumped throughout the newborn’s body.

b. Thermoregulation:  Upon birth, the baby is exposed to a much cooler temperature than in the womb.  They loose heat do to heat loss from the evaporating amniotic fluid, from conduction by being in contact with cold surfaces, by radiation from cold surfaces around them (an window to the cold outside, and by convection from cold currents passing over the body.  Their subcutaneous fat layer is very thin and allows their core body temperature to easily contact the outside environment, which also allows them to loose heat easily.  Thermoregulation is controlled by the brain that can promote heat production in response to stimuli received from thermo receptors.  The baby is able to increase temperature via metabolic activity that takes place in the metabolism of brown fat tissue called non-shivering thermogenesis.  (The baby is unable to shiver or voluntarily increase muscle activity in order to generate heat).   The type of heat inducing metabolism uses up 3X more oxygen and therefore, this response is compromised by poor oxygenation, or can compromise oxygenation of vital organs if oxygen is being diverted to maintain body temperature.  

c. Acid/base balance:  There is certain amount of acidosis that occurs with the normal birth with the decrease in the placental perfusion due to uterine contractions.  This normal acidosis is easily corrected with the inflation of the lungs and the subsequent oxygenation of the baby.  If severe acidosis occurs from moderate to severe fetal acidosis, it is harder for the baby to overcome this on their own and need to the assistance of oxygen ventilation and in severe cases, cardiac compressions, and medications such as sodium bicarbonate.
d. Blood volume changes:  There is an increase in blood volume and blood pressure after the birth.  The baby gets a shunt of blood from the placenta that increases blood volume. Once the cord stops pulsing and is clamped and cut, it raises the blood pressure by changing from the low-resistance circulatory pattern of the placental circulation to a closed, free-standing, high pressure circulatory system within the neonate.

e. Glucose balance:  During the last trimester, the baby stores glycogen in their liver to help maintain blood glucose levels in the first hours/days of life.  During the first few days of life, glucose is maintained via frequent nursing with dense nutrient rich colustrum, glycogen stores and fat stores that maintain the baby in the first few days of life until the milk comes in.  There is a normal weight loss that happens in the first few days of life that the baby is metabolically capable of. Babies who are IUGR, poster, preterm, and infants who experience fetal distress are compromised in their glycogen stores are at higher risk for poor glucose balance.  In babies who are born to poorly controlled diabetic mothers, if they are macrosomic, they may require more glucose than provided by the colostrum as they are used to higher blood sugar levels as well as have more body to maintain.  Symptoms of hypoglycemia are jitteriness, cyanosis, apnea, weak cry, lethargy, limpness, and refusal to feed as well as no symptoms at all.
f. GI function:  In utero, the baby’s intestines are sterile and fill up with meconium from broken down red blood cells and some products of metabolic waste.  As soon as the baby is born, their intestine begins to be colonized with beneficial bacteria.  They begin to synthesize vitamin K on their own from friendly bacteria.  They also being to pass the meconium as peristalsis begins assisted by the colostrum that is laxative to promote the passage of the meconium.  The gut is immature when the baby is born and is developed by the colostrums and milk.  The milk stimulates the intestinal lining to mature by promotion of rapid cell turnover and enzyme proliferation such as amylase, trypsin and pancreatic lipase.  The gut also remains permeable due to its immaturity.  It closes from layers of epithelial tissues that are laid down by the milk.  The milk also provides secretory IgA that stimulates intestinal enzyme proliferation.
g. Renal Function:  The newborn renal system is structurally and functionally immature.  The newborn kidneys are decreased in their renal blood flow and glomerular filtration rate.  These deficiencies are usually matured within the first month of life.  Preterm babies are further compromised.   The reduced kidney capacity can be easily overloaded in IV fluid transfusion.
h. Hepatic Function:  In the last trimester, the liver stores glucose to help regulate blood sugar in the first few days of life and iron to sustain the baby in the first few months of life.  In utero, very little blood flows through it.  With the circulatory changes that take place immediately after birth, the liver being to receive more blood circulation and begins to take on its role and functions.  It releases iron and glucose, it begins to store vitamin K as well as conjugate free-floating bilirubin to be passed via feces.
i. Immune system changes:  The term newborn’s immune system is immature in a number of ways.  The natural immunity that they are born with consists of bodily structures that prevent of minimize infection.  These barriers are their skin and mucus membranes including respiratory passages, the colonization of the skin and gut by protective microbes and the chemical protection offered by the acidity of the stomach.  Their deficiency in their natural immunity is that phagocytosis as a defense against infection is impaired, therefore making it easy for infection to spread rapidly.  The other form of immunity that baby is born with is passive immunity received in utero through the placenta in the form of IgG immunoglobulins to anything the mother has encountered.  However this is only part of the full antibody immune response that will not fully mature until early childhood.
1253. The neonate has a decreased ability to deal with and organize excessive stimuli.  The baby has just come from an environment of dulled sound due to being in water in the uterus.  The neonate benefits from a very low-stimulating environment.

1254. The newborn baby can see clearly from the distance from the breast to the face.  Their field of vision increases around six weeks a few more feet.  It gradually increases over the first weeks and months of life.  The newborn is very sensitive to light, causing them to frown and blink in response to bright light.

1255. The newborn will turn their eyes toward auditory stimulus.  High-pitched noises will cause them to startle and may illicit the Moro reflex.  They are soothed by low-pitched noises.  Within a short time, they can distinguish their own mother’s voices and give preference to her.

1256. The transitional period of the newborn:

a. The first period of reactivity:  This period begins at birth and lasts 30 minutes.  During this time the newborn is making the initial transition to extra uterine life.  There is often still a cord pulse, they have made their first breath and breathing may remain on the higher side of normal while the baby is pushing residual fluids from the lungs.  The color is pink, although may have some transient cyanosis or acrocyanosis.  The baby is usually still expulsing fluid out of the nose and mouth that may contain small bubbles.  The newborn is very awake and alert from the adrenaline of second stage.  The baby exhibits good muscle tone via flexion in the extremities.  The baby often shows rooting and sucking reflexes and may begin to breastfeed in this period, or at least, rooting and sucking.  In the second stage of transition, the newborn goes into a deep sleep, exhausted from the work of labor.  This allows them to recover from the stress of birth and transition to extra uterine life.  This deep sleep can occur anywhere from after the first 30 to after two hours of life.  During this time, the newborn’s respirations slow down and become even and deep. Their heart rate lowers to below 140.  Murmurs heard at this time are within the range of normal.  The newborn can sleep a stretch of 3-5 hours.

b. The second period of reactivity:  Begins when the newborn wakes from the period of “unresponsive sleep”.  The newborn will be hungry and should be give ample opportunity to eat.  This prevents newborn hypoglycemia, promotes the passage of meconium and the production of vitamin K in the intestines.  During this time the newborn’s vitals are variable in response to stimuli but should be in the normal range.  There should be rales or ronchi or any other signs of respiratory distress.  At this point, the transition to extra uterine life has been made and is approximately during the first 2-6 hour of life.
c. The third period of reactivity:  Is the beginning of the first few days of life as the newborn oscillates between sleep/wake states and initial feeding patterns.  Parents should be educated on signs of normal newborn sleep/wake pattern and periods of alertness as well as signs of lethargy so they can differentiate between normal and abnormal.
1257. The immediate care of the newborn consists of initial assessment of baby (color, tone, initiation of first breath), provision of warmth by placing the baby on the mother, drying the newborn and giving fresh warmed blankets.  Auditory and tactile stimulation in addition to warmth is enough for the vigorous newborn to transition to extra uterine life.  Initial of assessment and the assignment of apgar’s at one and five minutes will dictate if the newborn needs more than supportive care and appropriate actions of ventiliation/resusitation will ensue.  For the healthy neonate, the most important is that they are kept with their mother.

1258. The psychosocial needs of the baby, mother, father and family are to be together.  The baby being placed immediately onto the mother allows the mother and father to connect with the baby for the crucial bonding to occur.  Once the placenta is delivered and the mother and baby are stable, the birth team should leave the new family alone for a time of initial bonding to allow they to greet their and integrate the energy of the birth.  All procedures with the baby (newborn exam and pediatric procedures) should be carried out next to the mother.  The baby should never be separated from the mother or father.  If the birth is in the hospital environment and the newborn requires time in the nursery, the father should be encouraged to be with the baby at all times.

1259. Meeting the psychosocial needs of the family also meets the physical needs of the mother and baby as if a mother is nourished, supported and cared for, she is more able to fully care for her infant.  This also allows her body to heal as if she is doing too much to care for herself, it will slow her physical healing or if she is emotionally distraught from trauma from the birth, she will be impaired in her ability to care for herself and the baby.

1260. The normal course for newborn follow-up care is postpartum visits on day one, three, one-week and two-weeks.  On day one and day three the vials are taken to ensure they are normal.  The baby is observed for jaundice, skin color, sleep/wake states, alertness, and feeding pattern, healing of umbilicus, muscle tone and overall appearance.  At one week the baby is observed for resolution of jaundice and weighed to see if they regained their birth weight.  All normal behavior of observed.  At two-weeks the baby is weighed if they have not already re-gained their birth weight.  They are observed again for the maintenance of normal newborn behaviors.  

Module 6: Diagnostic Lab Tests

1261. PO2 refers to the oxygen gas levels in a baby’s arterial blood system and PCO2 refers to the carbon dioxide levels in a baby’s body.  Hypoxia and acidosis are a state of reduced PO2 and increased PCO2 (hypercarbia).  Normal fetal pH ranges from 7.3 to 7.35.  During labor, this level falls to about 7.25 in a normal birth.  A value of 7.2-7.24 in labor is considered pre-acidotic.  A value of 7.2 or less is considered an ominous sign of acidosis.  Therefore a newborn baby with a normal pH would be about 7.25.  

1262. The acid-base balance in a newborn baby should be checked in the case of a prolonged resuscitation that is starting to require medications to determine if it appropriate to use sodium bicarbonate.  It should also be done in the case of a newborn with respiratory distress syndrome to rule out the cause of distress (infection, metabolic acidosis, etc.)  Blood gas pH should also be done if the infant is undergoing oxygen therapy to monitor the effectiveness of the treatment.

1263. The actions that can be taken to correct metabolic and respiratory acidosis are first attempt at ventilation with oxygen as increase in blood oxygen gas levels decreases the levels of carbon dioxide in the blood.  If the acidosis has gotten to the point where ventilation is not sufficient due to vasoconstriction, loss of pulmonary blood flow, loss of (or insufficient) surfactant levels.  At this point, the cardiac muscles begin to be effected by lactic acid buildup and cardiac output decreases resulting in a lowered heart rate.   If a heart rate drops below 60 and does not respond to chest compressions within 30 seconds, medications (Epinephrine) will be required to raise the heart to a sufficient rate to circulate the oxygenated blood that is attempting to perfuse through the lungs via the ventilation with 100% oxygen.  Once a sufficient amount of oxygenated blood is circulated through the body, the systemic acidosis will start to decrease as blood levels of oxygen increase.

1264. Newborn hemoglobin/hematocrit should be checked in the case of pallor or plethora.  Pallor is a sign that the baby may be severely anemic.  Plethora is sign that the baby may have a very high hemoglobin/hematocrit, enough to cause pathological processes in the baby.  This is check via heel stick to gain a blood sample to be analyzed.  Heel stick samples may be higher than venous samples.  If the hematocrit is above 65%, it must be confirmed via venous blood sample to determine necessary action.

1265. The expected fluctuations in the neonate’s hematocrit at 10 minutes old is a hematocrit no more than 65%, otherwise that is a problem.  Most likely this will drop by two hours of age.  The average hematocrit for newborns 1-3 days old is 44-64%. The initial hemoglobin values are also greatly affected by how soon the cord is clamped and cut effecting transfusion of blood.

1266. Polycythemia or plethora (high hematocrit) is defined by having a cord blood hemotocrit greater than or equal to 57% and capillary hematocrit of at least 70%.  Babies look very red and may also have the following symptoms and sequele: irritability, jitteriness, convulsions, apnea, respiratory distress, cardiac failure, and necrotising enterocolitis.  Reduction of venous hematocrit via venous partial exchange using plasma or volume expanders to bring hematocrit down to 60% will reduce immediate symptoms of polythemia.  This treatment does not have an effect on possible long-term neurologic outcomes, should they occur.  Therefore, if neonate is not having severe symptoms, it is not recommended to do a partial transfusion as it will not help them.

Low hematocrit is defined by having a hemoglobin below 16.7 or hematocrit range below 60%.  Signs can be pallor (paleness) and mottling of the skin, poor capillary refill, tachypnea, and tachycardia.  Differential diagnosis should rule out pallor due to anemia, shock, respiratory disorders, cardiac anomalies, and sepsis.  In the case of severe anemia, where the baby is showing distress at birth due to extreme red blood cell deficiency, oxygen and secure airway must first be established.  Cord blood samples can be taken to labs.  If hypovolemic shock is strongly suspected, transfusion may be considered.  Either O-negative blood may be given; volume of 5% albumin can be given to raise blood pressure that can assist the infant in adaptation to extrauterine life.  If the infant is chronically anemic and shows signs of congestive heart failure, additional volume of fluid is contraindicated due to vasoconstriction.  In this case, partial exchange transfusion with packed red blood cells is more appropriate.

1267. Glucose functions to maintain all metabolic processes in the newborn.  Extreme or prolonged hypoglycemia can compromise newborn functions to the point of causing brain damage and neurologic dysfunction. When the baby is born and the cord is cut, they must adjust from the constant blood glucose levels maintained by the placenta to self-regulation of glucose levels.  In the first two hours after birth, they experience a physiologic dip in glucose levels that falls to about 40 mg/dl, and then rise to 50-80 mg/dl around 3-4 hours of life.  Hypoglycemia is defined by any glucose reading under 40 mg/dl.  The newborn may also experience fluctuations in glucose levels in the first three days before the milk comes in that provides more glucose per feeding. The newborn utilizes three mechanisms to self-regulate glucose levels during this dip.  The first is utilizing glycogen that is stored in the liver in utero during the last trimester, is released to support the newborn. The second is ingestion of milk/colostrums/formula. The third is that the newborn can also metabolizes brown fat stores to create glucose (although this source of glucose can create toxic byproducts as body tissue is being metabolized).  

1268. Infants who are considered at risk for hypoglycemia or who are demonstrating symptoms of hypoglycemia should be tested.  Infants who are at risk for poor maintenance of blood glucose levels are infants with a birth weight below 2500 grams; gestation less than 37 weeks; SGA or LGA; being the smaller twin; maternal diabetes; history of fetal distress/Apgar below 5; family history of neonate with hypoglycemia.  All of these cases mean the infants either have low glucose stores or have significant stress that burns up more glucose.  These infants should be checked for hypoglycemia before they start to exhibit symptoms, preferably in the first two hours of life.  Any infant exhibiting the following symptoms should also be monitored: lethargy, poor feeding, irritability or jitteriness, emesis, tachycardia, respiratory distress, hypotonia, temperature instability, pallor or cyanosis, apnea or seizures.

Testing for blood glucose is done by blood sample.  Blood can be taken from the lateral side of the newborn heel via heel stick using a test strip to evaluate blood glucose immediately using a colorimeter.  This method is subject to inaccuracy as there is venous stasis in the foot that can artificially lower blood glucose readings.  If a reading from a heel stick is below 40-45 mg/dl, the baby should be encouraged to feed, then retested in 30 minutes.  If there is no change, a venous sample should be drawn and evaluated to get a more accurate reading and determine necessary course of action.  Venous samples will be analyzed using whole blood or plasma.  Plasma samples will be up to 15 % higher than a sample run on whole blood.

1269. First the infant should be fed with colosturm (or milk if in) and retested for efficacy as described before.  If this is not effective to adequately boost glucose levels, glucose-water (25-30 mL) should be considered or use of formula or donated breast milk.  If blood glucose level drops to 25 mg/dL, gavage feedings may be necessary in the infant who is too lethargic to feed efficiently or not interested. If the blood glucose level drops to below 25 mg/dL, and the baby is not interested in feeding, venous infusion of glucose will be considered in the hospital environment.  A repeat blood glucose level should be obtained 30 minutes after feeding to monitor effectiveness.  Baby should be fed regularly-at least every 2-3 hours.  Once the baby has a stable blood glucose level of >50 mb/dL of at least twice, the levels are considered stable.  If the baby has persistently low glucose readings, differential diagnosis must rule out infection, polycythemia, congenital heart disease, and congenital or metabolic diseases and otherwise treated.

1270. The purpose of knowing the baby’s blood type is to determine the necessity of a RhoGam shot for the Rh- mother.  It is also helpful information in the case of prolonged jaundice, to determine if there is ABO blood incompatibility.  The baby’s blood type is determined by cord blood sampling at the birth.  Once the cord is cut, the hemostat clamping the maternal end of the umbilical is open to allow blood into a lavender top, non-serum test tube.  An Eldon card may be used to type the blood.

1271. Physiologic jaundice occurs in approximately 50% of term newborns.  It is the progressive rise of unconjugated bilirubin that peaks on day three of life.  It appears clinically on approximately the third day of life in the form of yellow skin and sclera, as bilirubin wants to collect in the skin. It is part of the normal neonate’s response to higher level of bilirubin in the system due to the breakdown of red blood cells the newborn’s blood stream.  The combination of an immature liver and the fact that a newborn baby has a higher hematocrit and hemoglobin and therefore a higher amount of red blood cells in their system, creates more free floating bilirubin in the blood stream that is not being conjugated very efficiently.  Physiological jaundice never appears by 24 hours of life and fades by one week of life.  Normal bilirubin levels in the neonate at three days of life can range from 215 umol/L to 165 umol/L and still be considered normal physiological jaundicing treated with frequent nursing and exposure to sunlight.

Pathological jaundicing usually appears within the first 24 hours of life and is characterized by a rapid rise in bilirubin levels.  This rapid rise means a rise of >85 umol/L per day or any reading of total serum bilirubin of > 200 umol/L, or conjugated bilirubin >25-35 umol/L.  Pathological jaundice also will persist for 7-10 days or 2 weeks in the preterm infant.  Pathological jaundicing can be caused by any problem in the systems that produce, transport, or conjugate bilirubin.  Examples of problems in production are factors that increase hemoglobin destruction and therefore increase overall bilirubin levels such as blood type compatibility, hemoglobinopathies, enzyme deficiencies, polycythemia, sepsis and spherocytosis.  Examples of problems in the transport systems that either reduce albumin levels or decrease albumin-binding capacity are hypothermia, acidosis or hypoxia, or drugs that compete with bilirubin for albumin binding sites (aspirin, ampicillin).  Examples of problems in the conjugation of bilirubin are dehydration, starvation, hypoxia, and sepsis (oxygen and glucose are necessary for conjugation), TORCH infection, other viral infections, bacterial infections, metabolic and endocrine disorders that alter metabolic activity and other metabolic disorders such as hypothroidism and galactosaemia.  Examples of problems in the excretion of bilirubin are hepatic obstruction, bile obstruction, saturation of protein carriers and infection.

1272. Bilirubin levels should be checked in the case that pathological jaundice is observed.  If physiological jaundicing is taking place, individual assessment factors may warrant further testing.  If the baby shows signs that they are at risk of kernicterus due to extreme jaundicing (progressing past nipple line or very dark), delay of passage of meconium, lethargy/refusal to feed, presence of dehydration, starvation, low urine output, it may warrant bilirubin testing.  Bilirubin levels may be tested via transcutaneous bilirubinometry where a digital assessment of skin pigmentation can estimate plasma bilirubin levels.  This can reduce the number of blood tests done to neonates.  Bilirubin levels can also be tested via venous blood sample to be analyzed by the lab.

1273. Actions that can correct high bilirubin when jaundicing and symptoms are considered pathological are phototherapy and frequent feeding.  Initially when jaundicing is physiological, sunbaths can be used to aid the newborn in processing free-floating bilirubin.  When it is pathological, phototherapy under blue fluorescent phototherapy lamps photochemically converts fat-soluable unconjugated bilirubin into water-soluble bilirubin that can be excreted into bile and urine.  Phototherapy is most effective in reducing bilirubin levels in the first 24 hours.  There are risks involved; therefore phototherapy should only be used for newborns considered at risk for kernicterus.  This combined with frequent nursing that assists in the excretion of bilirubin can reduce bilirubin levels.  For infants at risk for kernicterus, where phototherapy, exchange transfusion to remove excess bilirubin from the system is a final option.

1274. Hypocalcaemia can be caused by prematurity, significant hypoxia, renal failure, hypoparathyroidism, and maternal diabetes mellitus.  Hypocalcemia can cause seizure, tremors, jitteriness, lethargy, poor feeding, and vomiting.  If an infant has any of these risk factors or exhibits any of these symptoms, blood calcium levels should be checked.  Analyzing blood serum levels checks calcium levels.  Addressing the underlying causes can treat Hypocalcium.  In the case of severe hypoxia, sodium bicarbonate may be necessary to reverse acidotic processes in body.  In the case of maternal diabetes and hypoglycemia, the baby may need glucose water to get stable blood sugar levels.   Initial therapy of symptomatic hyopcalcemic babies is IV therapy with 10% calcium gluconate given either in continuous infusion or intermittent slow pushes.  Oral calcium may also be given in the form of calcium glubionate or calcium gluconate.  Treatment will take 2-4 days.

1275. The purpose of screening for each of these metabolic disorders is that actions can be taken to ammoniate them and prevent serious sequele if the infants test positive for these conditions.  This testing should happen within the first two weeks of life as the baby’s metabolic processes are well-underway at this time and tests can accurately test if there is any problems.  When treatment is started within the first two weeks of life for babies that test positive, neurological compromise is minimized and overall prognosis is improved.  The second sample is only necessary if the initial test was done before 48 hours of age, as that would have been too soon to effectively screen for PKU and galactosemia.

1276. Metabolic testing screening is performed by obtaining blood from the lateral side of the heel via either heel stick or scalpel.  The blood is dripped onto specialized filter paper.  Five circles must be filled completely to allow enough blood for the test.  The test kit is supplied by the state genetic lab and must be used correctly.  Care must be taken to not go too deeply into the baby, as well as making sure the baby does not continue to bleed too much after the cut.

1277. Phenylketonuria: the baby is given a special formula that does not have the amino acid phenylalanine.

Galactosemia: the baby is given a special formula that is lactose free.

Homosystinuria:  Treatment is dietary where formula and foods are low in methionine sub supplemented with cystine and pyridoxine (vit B6).  Early diagnosis and management in the first 12 days of life shows good outcome in normal intelligence development as opposed to retardation and delay.

Maples Syrup Urine Disease:  Management is dietary and consists of giving a formula that is low in branched chain amino acids, leucine, isoleucine, and valine, which must be continued indefinitely.

Sickle Cell Anemia:  Is beneficial to know when a baby has this hemoglobinopathy, as they will require life-long management.

Hypothyroidism:  Treatment includes thyroid replacement therapy based on newborn screening and lab values.

Module 6: Observational Skills and Charting

1278.  All of this information must be charted, as they are the components of what comprises a healthy neonate.  It is also important to chart that you gave instructions to the parents on signs that their baby is abnormal and needs to be followed up upon.

1279. Charting is done on the baby first on timing of birth, immediate assessment, one and five minute Apgar’s, then assessments every ten minutes on breastfeeding, color, tone, overall adaptation to extrauterine life.

1280. The care plan for newborn given to parents should include instructions on:

a. Sleeping position for baby-on side.

b. Instructions on monitoring temperature

c. Instructions on monitoring stools/urine

d. Instructions if the baby’s color changes and how to clear the airway

e. Reasons to get hold of the midwife- if the baby is blue in the face or trunk, jaundice in the first 24 hours, lethargic baby, floppy tone, fontanels that are bulging or deeply sunken, tremors, twitching or convulsing, failure to nurse, a weak or high pitched cry, temperature.

f. Cord Care

g. Frequent nursing

1281. The rationale for initialing the chart is so it is clear who is making the assessments.

1282. Any values, vitals or behaviors out of the range of normal must be charted with a follow-up plan including plan for referral/consultation.  When contact/consultation is made it should be charted in the appropriate place in the chart, so the train of thought of action is clear.  The plan of action must be clearly recorded as well as compliance.  A transfer is charted either in the birth notes if it is during the immediate postpartum, in the postpartum notes if it happens during a postpartum visit, or on a separate sheet if it is independent of those occasions.

1283. Consents and waivers must be signed if the parents refuse the vitamin K shot, the newborn screen, and eye prophylaxis.  The rational is that the parents are declining standards of care.  The waiver functions to make sure they understand the risks involved with waiving these procedures.

Module Seven: Well Woman Reproductive Health Care

Well Woman Basic Skills

Well Woman Risk Screening

1320.    Women are much more likely to seek out healthcare providers during their childbearing years.  It is an excellent time to screen women for assorted diseases and disorders, a good time to emphasize regular screenings and maintanence of such even after childbearing years are over, and is a good time to educate women about self care and health lifestyles.  It is helpful to have a baseline collection of data in the non-pregnant state.  In addition, some cancers go into remission during pregnancy, only to resurface after the birth.

Things to assess include:

Blood pressure

Weight/body composition

Thyroid

Lung/respiratory problems

Breast health including mammogram; if appropriate screen for cervical cancer, STD’s, infections, heart rhythms, counseling about sexual, family and medical hx.

 

Check-ups between pregnancies are good also if the woman plans to become pregnant, or doesn’t want to become pregnant, is having trouble getting pregnant, has a new sex partner or as a follow-up to other conditions.

 

1321.  

 

1. age of menarche, regularity, frequency, duration of periods, amount of bleeding, bleeding between periods or after intercourse, last menstrual period, PMS, dysmenorrhea, premenstrual tension, These types of questions provide opportunities to explore clients need for information and her attitude toward her body.  Amenorrhea may be caused by malnutrition or anorexia, stress, chronic illness, or hormonal/glandular dysfunction.  Increased period frequency or bleeding may have systemic causes. 

 

For perimenopausal or postmenopausal women also ask, age of menopause, menopausal symptoms, postmenopausal bleeding.  You  may be able to offer relief from symptoms.  Post menopausal bleeding maybe endometrial cancer.

 

2. frequency method, solutions used, reasons, length of time using, last douche.  Some women use douching as contraception and should be educated about more effective approaches.  Frequent douching can increase risk of infection. 

3. types of contraceptions used, lengths of use, satisfaction of use including partners satisfaction, plus efficacy of use, important to question patient and be aware of patients needs, wants, and concerns about contraception. 

 

It is important to know history (what has worked and what hasn’t) and to know the patients concerns and preference and to respect these preference as compliance is more important than non-compliance.  Confidentiality is critical to teenagers.

4. # of pregnancies, number and types of labor and deliveries, number of abortions.  Complications of pregnancies, length of labor, complications of labors, complications of puerperium, birth weight, problems with baby, RH/ABO type.  Knowing the history of previous labor and deliveries will help the midwife be better prepared for current pregnancy. 

5. Orientation, number of partners, protection used (if any) – from pregnancy and STD”s, problems, level of satisfaction, age when first started having sex, problems. 

It is important to understand the clients risk of STD”s so that testing and education can be done.  Determining the causes of any sexual problems that exist is important-dysfunction is potentially hormonal, psychiatric, or a function if mental illness.

6. Infertility, DES exposure, vaginal infections, STD’s, PID, cysts, endometriosis, abnormal papsmears, breast masses, cancer, biopsies, surgeries, rape. 

Gyn history provides information about clients risk for problems, which in turn will help the midwife plan her care and educational needs.  Many gyn problems can be life threatening and are best dealt with as early as possible.

7. Find out about health and age of parents and siblings (if any have died, find out from what and at what age).  Find out if parents or siblings have had any of the following:  CAD, cancer, hypertension, diabetes, kidney disease, mental illness, TB, epilepsy, blood disorders, genetic defects, congenital anomalies, allergies;  these conditions are potentially genetically passed to future generations.  Clients with genetic predisposition to certain diseases need education about how to reduce other risks for same condition. 

8. Find out about current diet.  If client is following special diet, find out why, whether it has been helpful, and clients compliance.  Find out about previous diets, reasons, and successes.  Assess body composition and whether that puts client at risk for health problems, especially given clients family history . 

Find out about allergies to foods, potential eating disorders (attitudes about eating and weight), need for vitamin and mineral supplement.

1322.

 Menopause = 12 consecutive months without a menstrual cycle, aver age = 51 years, range it begings = age 45-55 years.  Cause of menopause = decrease in estrogen, significant enough to cause the lining of the uterus to no longer build up, thus menstruation ceases; end of fertility.  

Normal effects = mood swings, hot flashes, insomnia, loss of libido, vaginal dryness, irregular periods (during  perimenopause).  

Menopause can also be caused by surgical removal of ovaries.

 

Well Woman Provision of Care 

 

1323.  

Informed consent, woman-centered care, active listening and on the spot education.  

 

1324.                   

Eat low fat diet 

Don’t smoke

Eat at least 5 servings of fruits and vegetables daily

Limit alcohol intake

Maintain ideal weight

Limit time spent in the sun & use sunscreen

Get regular exercise

Eat 4 servings of whole grains daily

1325.                  Routine gyn exam includes pelvic and breast exams and screen for STI’s.  Need personal, family, sexual and medical histories – interview serves as a guide for emphasis during PE.  A good history helps also to involve the client in the problem solving process.  Plus, only expressed helath related behavior should be addressed.

 

Women seek health care during their child bearing years.  This is a good time to expose them to disease prevention behaviors, while habits can be broken and before age becomes a risk factor.  Many gyn problems are life threatening and many are best resolved via early detection.  Some problems go into remission during pregnancy and need to be diagnoses between pregnancies.  Women may need pre conception counseling.  Good time to get to know woman and understand her health issues, so that pregnancy care is better managed.  

 

1326.                  Referral should be made whenever a problem exists that is outside the scope of midwifery care.  Some problems can potentially be handled with self care and herbal vs. homeopathic remedies, but if not, referrals may need to be made.  Midwifery care is centered around the maintenance of normalcy and good health.  Since some gynecological problems are potentially life threatening, the midwife should not hesitate to see outside assistance.

1327.                   

Some experts suggest that all women should be screen for cervical cancer on an annual basis.  The screening exam is inexpensive and relatively easy to perform and the benefit of early detection far out weight the risk.  Others suggest that once a woman has 3 normal pap tests in a row, that she is very low risk for cervical cancer and needn’t be tested annually – every 2-3 years is sufficient.  These same experts would suggest that a woman over 60 years of age who has never had an abnormal pap, also needn’t be 

tested annually.  Those that advocate for annual exams suggest that advocating for anything less is an attempt to save health care dollars and only serves to put women at risk for undetected cervical cancer, especially for women under 30 who are at higher risk.  

 

Frequency probably should be assessed on a case by case basis, based on risk factors.  

 

1328. 

Vaginitis = any irritation in the vagina caused by infection, lack of estrogen, irritants or an allergy; often self treated with over the counter meds.  

 

Infections that cause vaginitis:

1. candidiasis – caused by yeast candida; is fairly common; is often an overgrowth of normal flora – overgrowth caused by antibiotics, pregnancy, diabetes, infection, immune deficiency; can cause itching, irritation and redness of the vulva and opening of the vagina; treatment is 90% successful. 

2. Bacteria vaginosis – caused by several bacteria including Gardnerella vaginalis; an associatione between BV and preterm delivery has been seen in some high risk groups. 

3. Trichomonas Vaginalis, a STI; possible relationship exists between vaginal trichomoniasis and adverse pregnancy outcomes such as PROM and preterm deliver. 

 

1329.

 

Hot Flashes –

·   wear light-weight clothing made of natural fibers.  

·   Avoice caffeinated and alcoholic beverages

·   Avoid rich spicy foods and eat small amounts

·   Drink cool drinks (rather than hot) especially h2o

·   Keep cool (AC, open window etc.)

·   Use relaxation techniques

·   Use herbal treatments of black cohosh, dong quai, licorice (not recommended with high blood pressure as it may cause headaches.

·   Vit. E, 50 IU to 400 IU daily

·   Vit. C and hesperidin (citrus flavonoid)

·   Gamma-oryzanol (compound found in rice bran oil)

·   Vit. B5, 50-100 mg. TID

Vaginal Dryiness-

·   use a soluble lubricant.  Avoid oils or petroleum based products.

·   Remain sexually active

·   Avoid antihistamines

·   Herbal treatments of black cohos, licorice

·   Vit. E

 

Anxiety, Depression, Mood Swings-
·   avoid stressful situations

·   use relaxation techniques

·   St. John’s Wart 3, 350 mg. Caps/day or 25 drops 3 x a day of the tincture.

·   exercise daily 

 

General Menopausal Symptoms

·   Eat a healthy diet

·   Avoid caffeine, alcohol, refined sugar, red meat, chocolate, cigarette smoking

·   Eat foods containing phytoestrogesn:

1. 1.      soy products

2. 2.      flaxseeds, flaxseed oil

3. 3.      nuts

4. 4.      whole grains

5. 5.      apples

6. 6.      fennel

7. 7.      celery

8. 8.      yams

9. 9.      sweet potatoes

10. 10.  parsley

11. 11.  increase calcium intake (to decreast risk of osteoporosis)

Hormone Replacement therapy is also an option for some women but the risks should be weighed on a case to case basis. 

 

#1330.

 

Young Menarche

It is important for the young woman at menarche to understand the basic biological nature of what is happening to her body.  This discussion can serve as a spring board into a related discussion about intercourse and how pregnancy occurs.  Many myths still exist among young people about sex and pregnancy and it is a good time to disspell them.  She needs to understand the normalcy of what is happening to foster a good attitude.  She should be taught how to manage undesirable side effects.  This is also a good opportunity to help her express how she feels about menstruation, what social and cultural biases she may have adopted, and to encourage her to practice healthy behaviors including safe sex and protection against STI’s.  This is the time that many women enter the health care system and providing a positive experience will help to foster regular visits for check-ups etc.

 

Sexually Active Women

Get thorough sexual history:

· -   data base – sources of sexual info, family background, childhood sexual experiences

· -   relationship history – characteristics of sexual relationships (currant, past), quality of issues and concerns about

· -   sexual attitudes, desires, practices, fears

Design strategies for the promotion of achieving good sexual health.  Be sure to include discussion about STI’s and contraception.

 

Lesbian Women

It is important for lesbians to know that they are at risk for STI’s and that they should practice safe sex.  It is important that the practitioner treat the client with the utmost respect, as many lesbians feel discriminated against in the health care setting and therefore often do not seek care unless absolutely necessary.  A safe environment should be provided so that the client feels comfortable speaking openly and she should feel secure that any information she provides is kept strictly confidential.

 

Battered Women

 

The practitioner should be aware that violence against women encompasses physical, emotional and sexual abuse and that it occurs in all ages, races, classes, occupations and education levels.  Women may be very fearful of reporting the abuse.  Individual and/or group counseling is necessary and will require long term follow-up and multiple visits.  Prevention is accomplished through education on dating violences, cycle of violence, pathology of abuser etc.  Careful evaluation of the woman’s strengths, support systems and safety in her home is important.  Referral to DV resource centers should be made.  The victim should be made aware that the abuse is not her fault and that it should not be tolerated.  Its important to keep in mind that the abuser often will not let the practitioner see the woman alone.  Post DV info cards with just phone numbers in the bathroom.

 

Women with Gynecological or systemic infections

 

The genital tract is a route for the entry of microorganisms, some of which ascend beyond the vulva, vagina, cervix and uterus to the fallopian tubes and ovaries.  Infection entering the genital tract may become systemic, (PID, syphyllis, HIV, Hep. B).  Some such infections can be life-threatening.  Recurrent infections indicate that partner should be checked and treated.  Woman (and partner) should be taught the proper use of condoms and proper use of any medications used.  Abstinence from intercourse may be necessary until treatment is concluded.  HIV testing may be warranted.

 

Women with suspected or confirmed Cancer
 

Referral to gynecological oncologist is extremely important as stage of disease impacts prognosis (early detection is often very important for survival).  Stress the importance of routine screen and annual pelvic exams.  Referral to cancer support groups.  Teach BSE

 

Women seeking family planning methods

 

The woman should provide you, via interview, with what her wants and need are around family planning.  She may need to consult her partner.  She should be supplied with advantages and disadvantages of all methods that fit her needs.  Referral to Planned Parenthood may be appropriate.  Family and personal history may be important also, especially of cancer.

 

Women entering or in menopause

 

Teach that menopause is not a disease.  Explain about changes taking place, give reassurance.  Form a health promotion strategy with woman and involve them in all decision making.  Teach about signs and symptoms and relief measures.  Teach about risk for CVD, and exercise and nutrition, as with osteoporosis.  Teach about alternatives to hysterectomy and medical therapy.  Teach about advantages and disadvantages to HRT

 

Sexually abused Women

 

Provide a supportive environment and allow woman to speak to how she is feeling.  Provide reassurance and help her describe the problem.  Suggest simple approaches to address specific problems.  Find out what you can do to help and what she doesn’t want you to do to help.  Refer to MD or therapist.

 

Substance dependent women

 

Women who abuse substances should be educated about HIV, STI”s, prenatal care, childhood safety and injury prevention, nutrition and general health.  If woman is using over the counter drugs, educate about their appropriate uses and educate about non-pharmacological approaches to relief of discomforts for which they are taken.  Educate about use of alcohol with prescription drugs.  Offer advice (brief) and motivation to reduce alcohol/drug use and plan follow-up to monitor progress.  Educate about symptoms of withdrawal and assess woman’s ability to manage them and elicit support from family and friends.  Educate about community resources and./or refer to MD or therapist.

 

Women with an unwanted pregnancy

 

Explore thoughts and feelings of woman and discuss options for resolution (abortion, adoption, keeping child).  Provide advantages and disadvantages of all with nonjudgemental manner.  Schedule follow-up visits and provide contraception counseling for future.

 

Women with sexual dissatisfaction

 

Practitioner should explore either dissatisfaction with sexual relationship or discomfort with intercourse.  Ask about prior sexual experiences, fear of sexual failure, stress, anxiety, and interpersonal issues.  Detailed account of history, problems, causes is necessary.  Educate about sexual functioning and human sexual response cycle.  Answere questions and address concerns.  Refer to sex therapist.  Treat anxiety if appropriate.  Educate about prevention of sexual abuse.

 

Women concerned about Fertility

 

Educate that true definition of infertility is 12 months of unprotected regular sex without conception.  Talk about possible causes and necessary testing to determine cause.  Educate about timing of ovulation and how best to achieve conception.  Infertile couples have options:  adopt, employ a surrogate or live without kids.

 

Women concerned about benign or malignant breast conditions

 

Refer for mammogram.  Refer to oncologist.  Answer questions about treatment options.  Refer to breast cancer support groups, ACS and other breast cancer organizations.   Educate about screening, guidelines, BSE, risk factors for breast disease.  

 

Women with eating disorders

 

Educate about importance of good nutrition and hazards of dieting.  Explore feelings of body image an d healthful ways to manage uncomfortable feelings.  Refer to mental health expert for treatment of emotional distress, depression and anxiety.  Educate about potential long term consequences of eating disorders and need for treatment ASAP.

 

Well Woman Diagnostic Lab Tests and Procedures

#1331

 

Age – some screening guidelines are based on age (age may be a risk factor)

History – personal, sexual & family (are risk factors for some diseases)

Symptoms – test to diagnose cause of

Lifestyle – some behaviors are risk factors for some diseases

 

#1332

·  

·   Use Universal precautions.

·   Place slide on stage so that it is viewable

·   Clip in place

·   Turn on light

·   Sea smear on low power objective

·   Use coarse adjustment knob to visualize

·   When the specimen is in the proper plane of visualization

·   Turn the find adjustment knob back and forth to bring specimen into sharper focus

·   Switch to high power objective

·   Use fine adjustment knob again to bring specimen into sharp focus

·   Move slide back and forth until entire specimen has been visualized

·   Remove slide

·   Dispose of it in a sharps container

·   Turn off light

 

#1333

 

a. a.       Insert speculum and visualize the cervix.  Use a sponge stick to gently remove any mucus, blood, or discharge.  Insert sterile applicator, Dacron-tipped, and gently rotate moving swab against the sides of the cervical canal.  Leave swab in place for 30-60 secs.

withdraw carefully, keeping swab from contacting vaginal mucosa.  Insert swab into culture tube or roll the swab down a slide.  Label specimen 

 

B. B.     Same as for #1 above except use a cotton-tipped applicator.  Specimen can be streaked on a Thayer-martin medium culture plate (roll swab on plate in 2 patterns).  Cover plate, turn upside down, label, and send to lab.

C. C.     Place a drop of KOH and a drop of normal saline onto a clear microscope slide.  Using a speculum and cotton tipped applicator obtain a vaginal discharge specimen and then place specimen on the slide using a rolling and stirring motion.  Cover slide with cover-slip.  Evaluate with microscope.

D. D.     After speculum is inserted and vaginal mucus removed, a sterile cotton-tipped swab is inserted into the endocervical canal and moved from side to side to obtain culture.  If a genital lesion is present, swabs from that area will be more sensitive in indicating infection.  Culture the sample to identify virus.

E. E.      Insert speculum and visualize cervix using either wooden spatula or plastic scraper, scrape the cervical canal by turning a full circle after having pressed it against and into the external os.  Can also be accomplished with the moisten cotton end of a cotton-tipped applicator (moisten with saline) or a cervical brush.  Spread cells on a slide(already labeled).  Do not stir in circles, stroke repeatedly or stroke one side of the spatula on top of cells already spread from the other side of the spatula.  Roll applicator or brush down one half of the slide.

Repeat on lower half of the slide.    Fix the slide with aerosal fixative.  Dispose of materials used in biohazard material container.

F. F.      Culture is done by streaking agar plate (plate used will depend on what suspected organism is present) with cotton tipped applicator that has been exposed to vaginal cells.

#1334

 

a. signs and symptoms = thick vaginal discharge, vulva may be erythematous, edematous and contain satellite lesions; burning with urination. 

Microscopic findings = on vaginal culture (sabouraud’s or nickerson’s medium) from a cotton swab, evidence seen in 2-3 days

Treatment = avoiding harsh soaps and perfumes, clothing that increases local heat and moisture, and sex during treatment; topical agents such as azoles, tioconazole and teraconazole; gentian violet maybe helpful (although messy); oral agents = single does of flucanazole 150 mg.

 

B. B.     signs & symptoms = yellow/green frothing, foul smelling vaginal discharge; local tenderness if vulva is involved; cervix may be strawberry red.

Microscopic findings organism can be seen on wet mount; oval-shaped with moving flagella

Treatment = single dose 2 g oral metronidazole; also treat partner

 

C. C.     signs & symptoms = grayish, frothy, foul smelling vaginal discharge

microscopic findings presence of gram variable coccobacilli, together with numerous anerobic organisms; also look for ph of 4.5 or higher of vaginal fluid

treatment = clindamycin and metronidazole intravaginal creams; orally, clindamycin or metronidazole are good choices; other antibiotics promote reoccurance.

#1335

 

Lower abdominal pain, vaginal discharge, dysuria, increased frequency and urgency of urination, bilateral adnexal tenderness, cervical motion tenderness, fever, vomiting, nausea

 

#1336

 

Class I Classification = normal cells

Class II Classification = atypical, inflammatory; may be either reactive changes or the start of a premalignant/malignant process; treat any vaginitis or STI, decrease risk factors, promote condom use; repeat pap in 3 months and refer for colposcopy if appropriate

Class III = low to high grade squamous intraepithelial lesion, mild to moderate dysplasia (HPV); refer to gynecologist/oncologist and for colposcopy

Class IV = high grade squamous intraepithelial lesion, severe dysplasia, cancer insitu; refer to oncologist

Class V = invasive malignancy, squamous cell carcinoma; refer to oncologist

 

Other possible results = 

 

1. 1.      ASCUS = atypical squamous cells of undetermined significance – may be caused by vaginitis or HPV

2. 2.      AGUS = atypical glandular cells of undetermined significance = slightly abnormal cells caused by infection or changes in cells

3. 3.      LSIL = low grade squamous intraepithelial lesion usually occurs when HPV wart is present

4. 4.      hyperkeratosis = dried skin cells caused by cervical cap or diaphragm use or from cervical infection; repeat pap in 6 months possible referral for coloposcopy

 

#1337

 

A. A.     4-16% of women have abnormal response to GTT; depending on the dose, progestin produces some deterioration of glucose tolerance in normal women, as well as those with history of gestational diabetes.

B. B.     The synthetic estrogens used in OC’s increase the hepatic production of several globulins, some of which are involved in the coagulation process; increase in prothrombin factors and platelets.

C. C.     The most recently developed low-dose OC’s containing desogestrel or norgestrimate (synthesized progestins) have an effect on lipid metabolism may increase blood levels of triglycerides; HDL & LDL

D. D.     Some slight risk for the development of benign hepatocellular adenoma has been seen in long time users of OC’s, although other studies suggest no risk.  Some increase in subfobromophtaleiv.

E. E.      The estrogen component of OC agents accelerates the development of the symptoms of gallbladder disease in young women.  Among women using formulations with less than 50 mg. Of estrogen, risk ration for gallbladder disease was 0.9.

F. F.      OC’s decrease sodium excretion which increases fluid retention (major complaint by women)

G. G.     Rising levels of estrogens inhibit release of thyroid-stimulating hormone (TSH) 

H. H.     High doses of OC’s decrease levels of B-complex vitamins and ascorbic acid, and increase levels of vitamin A; serum folate levels may decrease.

I. I.  OC’s inhibit testosterone secretions and increases binding of biologically active testosterone; both of which lower testosterone levels; other sex-steroid binding globulins are increased resulting in elevated levels of total circulating sex sterioids and corticoids.

J. J. Plasma levels of trace minerals may be altered.

 

#1338

Blood tests for levels of estrodial (will be very low or non-existent) and for estrone and estradiol (estrone level will be greater than estradiol).

 

Well Woman Family Planning

#1339

 

#1353

 

Oral hormonal contraception – otherwise known as the “pill” or “OCP’s”– takes the following forms:

 

 

1. Combination pills: a combination of estrogen and progestin taken daily.   Three varieties of the combination pill are currently available: 

a. monophasic, in which the same amount and type of estrogen and progestin are taken each day for 20-21 days, followed by 7 days of no hormonal intake. 

b. Biphasic, in which the estrogen dosage and type remain constant and the type of progestin remains the same but the level of progestin changes between the first and second week of the 21-day cycle of pills, which is followed by 7 days of no hormonal intake 

c. Triphasic, in which the estrogen type remains the same but the level may remain constant or may change in concert with the progestin; the progestin type remains the same but has three different levels during  a21-day cycle of pills, followed by 7 days of no hormonal intake 

 

2. Minipills:  a low dose of progestin only, taken daily.  This is one used for lactating women. 

 

The main variations among the different formulations of the combination pill are the dosages, the relative proportions of the estrogenic substance (ethinyl estradiol or mestranol) is used with which of the available progestins.  The result is a variety of pills with somewhat different side effects, which allows for a certain amount of changing from pill to pill when necessary in order to best accommodate the individual woman’s adjustment to the hormonal therapy.  

 

For a description of the mechanisms of action of the pill within the body see Varney Chapter 9, pg. 113.

 

The pill is the most p opular of all the methods of contraception but also has a high attrition rate.  Nearly 30 percent of women who start the pill will not still be using a year later.  The most frequently cited reasons for discontinuing the pill are side effects and fear of potential side effects.  Many of these women discontinue use without instituting another method of contraception even if they do not want to become pregnant.

 

The responses of women range from being afraid of using the pill because of the adverse publicity the pill has periodically received to women who favor the pill for its ease of use, its disassociation with the act of sexual intercourse, and its high effectiveness rate.

 

Effectiveness Rate:

 

Mini pill with typical use is 97% effective and with perfect use is 99.5% effective.

 

Combined pill with typical use is 97% effective and with perfect use is 99% effective.

 

Contraindications, side effects, and complications

 

Absolute contraindications to initiating oral hormonal contraception:

 

1. Pregnancy (known or suspected) 

2. Thrombophlebitis (presence or history of) 

3. Thromboembolic disorders (presence or history of) 

4. Cerebrovascular accident (presence or history of) 

5. Cerebrovascular disease (presence or history of) 

6. Coronary occlusion or heart attack (presence or history of) 

7. Liver damage, impaired liver function, or acute hepatitis 

8. Benign or malignant liver tumor (presence or history of) 

9. Estrogen-dependent neoplasia (known or suspected) 

10. Carcinoma of the breast (known or suspected) 

11. Undiagnosed abnormal genital bleeding 

12. Carcinoma of the reproductive system (known or suspected) 

13. Classic migraine headaches (with aura) 

 

The following are relative contraindications to initiating oral hormonal contraception.  In these cases the midwife should exert extreme caution in the presence of any of these conditions, discuss any particularly questionable situation with the consulting physician, make case-by-case decisions based on the total history, physical findings, and unique situation of that individual woman, or provide a different contraceptive method.

 

1. Smoking by women over the age of 35 

2. Hypertension; blood pressure greater than 140/90 

3. Diabetes mellitus 

4. Asthma 

5. Cardiac disease (presence or history of) 

6. Renal disease (presence or history of) 

7. Gallbladder disease (presence or history of) 

8. Lupus erythematosus 

9. Depression (presence of history of, especially if worse premenstrually or postpartum) 

10. Elective surgery requiring lengthy immobilization 

11. Over 50 years of age 

 

It is always essential to discuss safe sex practices along with contraception as the pill does not protect against STI’s.

 

Approximately 40% of women who use the pill have or perceive that they have side effects.  In either case it is essential that these effects are taken seriously.  Side effects are categorized by their hormonal etiology.  See Varney pg. 118 Table 9-3 for the relation of side effects to hormone content.  This is important as each woman has her own individual hormonal makeup and balance.  Therefore the same brand of pill may cause hormonal excess in one woman and hormonal deficiency in another woman and their side effects will differ.  

 

Benefits of OCP’s

 

1. Reduction in the rate of Ovarian and Endometrial Cancer 

2. Reduction of hirsutism 

3. Decreased dysmenoorrhea 

4. Reduction of acne 

5. decreased blood loss during menses, which increases iron stores and decreases anemia 

6. decreased risk of benign breast disease 

7. protection against and treatment for endometriosis 

 

Management Plan includes:

 

1. Informing the woman of the effectiveness rates and potential side effects and complications of taking the pill and having her sign an informed consent form 

2. conducting a general history, physical and pelvic examinations, and laboratory tests 

3. screening for any deviations from normal and for any contraindications to initiating the pill 

4. selection and initial of the pill 

5. giving the woman instructions for taking ocps 

6. scheduling and managing the return visits 

7. managing the possible side effects and complications related to the pill 

8. sexuality history and education as part of the selection process  (not in Varney but essential to really working with each woman as a unique being) 

 

For more information on the selection and initiation of the pill see Varney pg. 119

 

Return Visit

 

Should be after two to three complete pill cycles and evaluate the following:

 

1. blood pressure 

2. weight 

3. history 

a. woman’s or couple’s satisfaction with the method 

b. use of spermicidal preparation and condoms 

c. description of how and when she is taking her pills 

d. any medications she is taking: what, what for 

e. any visits to a doctor or emergency room since starting pills:  why 

f. menses (compare with pre-pill menses) 

1. date 

2. length 

3. amount of flow 

4. pain 

g. side effects 

4. any questions or concerns 

 

Follow-up with yearly or more frequent examinations depending upon the woman’s lifestyle and need.

 

Patient Instructions

 

1. Take the pill everyday and create a routine for yourself that will remind you. 

2. keep them out of reach of children and animals 

3. take the pill at the same time everyday or as close to it as possible 

4. If you miss one pill take it as soon as you remember and do not change your time of the next pill, use a back-up method of birth control for 7 days. 

5. If you miss two pills, take two as soon as you remember and two pills the next day.  Use a back-up method of birth control for 7 days.  It is possible to spot midcycle when this occurs. 

6. If you miss three pills chances are you will begin bleeding.  Throw away the remainder of your pill package and start a new package.  Use a back-up method of birth control for 7 days. 

7. keep your healthcare appointments with your midwife for evaluation of side effects. 

8. If you exhibit any of the following signs or symptoms call midwife immediately: 

a. severe headaches 

b. visual disturbances 

c. severe chest pain or shortness of breath 

d. severe abdominal pain 

e. severe calf or thigh pain 

f. temporary numbness or paralysis of any part of your body 

g. slurring of speech 

h. coughing up bloody sputum 

i. severe depression 

j. if you miss two menstrual periods or think you are pregnant 

9. inform all healthcare providers that you are on OCP’s as certain medications contraindicate OCP’s or in the case of surgery it might be important to discontinue use for a time. 

10. do not take another woman’s OCP’s 

11. Remember to practice safe sex 

12. keep a menstrual history 

13. When discontinuing use a back up method for three months until your body has reset its natural menstrual cycle and then attempt to become pregnant. 

 

For more specific instructions for the variety of pills on the market see Varney pg. 123.

 

#1354

 

Of all the birth control methods, including sterilization, The Norplant system has the lowest percentage of women experiencing an accidental pregnancy.  There is no difference between perfect use and typical use and Norplant has the second highest continuation rate at 1 year, after sterilization.

 

Women express a high level of acceptance of and satisfaction with the Norplant system.  The main reasons for discontinuing the method other than the desire to become pregnant are menstrual irregularities and headaches.

 

Absolute Contraindications:

 

1. Pregnancy (known or suspected) 

2. abnormal genital bleeding of unknown origin 

3. active thrombophlebitis or thromboembolism disorders 

4. acute disease of the liver; benign or malignant liver tumors 

5. known or suspected breast cancer 

 

Norplant’s effectiveness is decreased if combined with treatment for tuberculosis or seizure activity thus a woman should be instructed to use a back-up form of birth control for the whole time she is on drug therapy and for two weeks post discontinuation.

 

Same as all other hormonal methods, it is important to assess risk for STI’s and to practice safe sex.

 

Side Effects  

 

The side effects associated with Norplant are more prevalent in the first several months of use, when the level of levonorgestrel in the body is higher.  

 

The two major side effects of Norplant are irregular menstrual bleeding and headaches.  Most women settle into a predictable pattern of menstrual bleeding by the end of the first year of using the implants.   Menstrual changes, however, are the most frequent reason for discontinuation of the Norplant system.

 

Less frequently occurring side effects:

 

Increased appetite,

Weight gain

Breast tenderness

Acne

Hair loss

Nervousness

Ovarian cysts

Nausea

Dizziness 

Depression

 

Most Professional Midwives will not insert or take out the Norplant system.  To know how refer to Varney Chapter 46.

 

Management

 

The Norplant system implants should be inserted within 7 days of the start of a woman’s menstrual period.  This ensures that the woman is not pregnant and that the contraception effect will be immediate.  If the mother is breastfeeding, insertion should be delayed until 6 weeks postpartum.  And woman should be scheduled for a  annual examination as per usual.  

 

#1355

 

Depo-provera, an aqueous suspension of depot-medroxyprogesterone acetate microcrystals, is the only injectable contraceptive that has been approved by the FDA.   The injection is effective for 14 weeks and has a 99.7% effectiveness rate.

 

Depoprovera is a progestin whose primary mechanism of action is to inhibit both the secretion of follicle stimulating Hormone (FSH) and luteinizing hormone (LH) and LH surges, thereby inhibiting ovulation.  If the injections are intiated within 5 days of the beginning of menstruation, the contraceptive effect is immediate, as ovulation will not occur that first month.  If injections are initiated later than 5 days after the beginning of menstruation, the woman should use a backup method of contraception for several weeks.  

 

Secondary mechanisms of action include thickening of the cervical mucus, which serves as a barrier to sperm;   Depo also alters the endometrium, which would make it inhospitable to a fertizlized ovum.

 

Depo has two major side effects menstrual changes and delayed return of fertility.  Some women find these side effects to positive while some find them negative.  An almost always perceived negative side effect is weight gain.  

 

Contraindications

 

Absolute 

 

1. pregnancy (known or suspected) 

2. history of breast cancer 

3. genital bleeding of unknown origin 

 

Relative 

 

1. History of depression 

2. history of any kind of breast disease 

3. history of migraine headaches 

4. the womans desire to become pregnant within the next year or two 

5. the womans desire to time a pregnancy within a rather narrow time range 

 

As with all methods of Birth control that do not protect against STI’s and HIV, the woman should be assessed for her risk and instructed in safe sex practices. 

 

Depo is indicated for the following:

 

1. Adolescents to women in their 40’s 

2. Nulligravidas to grand multiparas 

3. women who are breastfeeding (after 6 weeks postpartum) 

4. Women with liver disease 

5. women with hemoglobinaopathy 

6. women with hypertension 

7. women with a history of thromboembolism 

8. women with seizure disorders 

9. women over age 35 who smoke 

 

Benefits

 

Depo has been shown to improve certain medical conditions although it is always important to weigh the pros vs. the cons in each individual woman.

 

1. Anemia:  increased hemoglobin because of reduced menses 

2. protects against pid 

3. sickle cell disease:  decreased frequency of crises with increased red blood cell survival 

4. menorrhagia 

5. seizure disorders:  decreased frequency of seiures. 

 

Depo also does not interact with other drugs to the detriment of contraceptive efficacy.  Finally, all women on depo benefit from the fact that it is associated with the prevention of endometrial cancer; it contributes to a significant decrease in risk during use and for at least 8 years after discontinuation of the injections.  Why this is was not indicated in Varney.

 

Management

 

As with all contraceptive choices, the majority of the education, counseling, and instruction of the woman regarding Depo comes during the process of selecting this method of contraception.  

 

A follow-up appointment should be made in three months for the consecutive injection.  At this appointment weight, blood pressure, dipstick uring for glucose if the woman has a history of gestational diabetes or a family history of diabetes, and a history that focuses on menstrual pattern, any other side effects, and risk for HIV and other STI’s.  As long as the 3 month visits and the annual exam vists reveal no contraindications, the woman may continue with depo-provera.

 

#1356

 

The ‘morning after’ pill better known as emergency contraception is a high dosage oral contraception method used within 72 hours of exposure to pregnancy.  It is important to keep in mind that emergency contraception is used in cases of rape, sexual assault or when a regular contraceptive method has failed.  

 

Emergency contraception is the most effective within 12 hours of the incidence necessitating its use.  It is effective for up to 72 hours with increased effeciveness has time goes on.  

 

As with any ocp it is important to obtain a careful and comprehensive history of

1. woman’s menstrual cycle 

2. when coitus took place 

3. contrindications to either ocp’s or intrauterine contraceptive devices 

4. past contraceptive methods 

 

From this information you can determine the level of risk for pregnancy and whether or not the woman is a candidate for emergency contraception.  

 

Side effects are minimal as the current emergency contraception used as a low estrogen base.  Women can experience nausea and vomiting to headaches and dizziness as with other forms of ocp’s.  It is crucial to educate the woman on these side effects and to have her call immediately with any questions or concerns.

 

#1357

 

Menstrual Extraction – removal of contents of uterus within 5-14 days after a missed period, uses either a suction bulb cannula or an electric suction machine.

 

Advantages = can be done at clinic or office; uses only a mild analgesia or a small amount of local anesthetic; minimal cost

Disadvantages = symptoms of cramping, nausea, diaphoresis, syncope, heavy bleeding; some women find procedure painful.

 

#1358  RU-486

antiprogestin synthetic steroid that blocks receptors of progesterone, key hormone in establishment of pregnancy, non known as mifepristone, is used in combination with a prostaglandin to induce abortion.  When administered in early pregnancy provides abortion option without risk of uterine perforation and complication caused by anesthesia, no deaths have been reported from its use, can be used as an EC pill if given in low dose within 5 days of unprotected sex.

 

#1359

 

Therapeutic abortion = expulsion from the uterus of an embryo or fetus prior to the stage of viability at about 28 weeks gestation; done because of the mother’s physical or mental health or to prevent birth of a deformed child or a child resulting from rape; many OB’s consider abortion after 20 weeks premature birth.

 

1st trimester abortion is done by dilation and curettage (D&C) or by suction.

2nd trimester abortion is done by:

1. injection of hypertonic salt solution to replace amniotice fluid 

2. injection of prostaglandin into amniotic sac 

3. hysterectomy 

4. hysterectomy for combined abortion and sterilization 

2nd trimester abortions carry higher maternal mortality risk.

 

Complications:

 

Surgical – bleeding, cramps, reaction to anesthesia, retained tissue

Cytotec – bleeding, cramps, abdominal pain, nausea, vomiting, diarrhea, prolonged wait, failure (89-98% effective); risk of birth defects to retained fetus.

Mifeprisone – same as cytotec (94-99% effective).

 

Practitioner should counsel the woman about side effects and complications and how to manage them.  Follow-up should be scheduled to assume termination of pregnancy.

 

Emotionally unstable women, especially those with unstable living conditions and without supportive family/friends are more likely to react to an unwanted pregnancy.  This woman should be given every opportunity to express her thoughts and concerns.  The same is true for women who are being pressured to end their pregnancy from partner/parents or those choosing abortion for genetic reasons.  Referrals to all available and appropriate community resources should be made.

 

 

#1360

 

All women have an emotional response to learning or having confirmed that they are pregnant.  For all women it requires a number of adjustments.  The first trimester is known as the trimester of adjustment, and it is likely that even the happiest woman in the happiest of circumstances has thought at least once to herself that she wished she were not pregnant.  If a woman takes this feeling to seriously considering having an abortion and then decides to continue with the pregnancy it is vitally important to ask throughout the pregnancy how the woman feels about her pregnancy in order to facilitate her coping with the demands of pregnancy and to identify indications of lack of adjustment or precursors to later child abuse.  A woman in this scenario deserves the same loving prenatal care that any other woman would receive.

 

In the case of an unplanned pregnancy, the midwife should first of all help the woman clarify exactly what her fears and concerns are.  Once she is clear about that, she can begin to make a plan to alleviate those fears as  best as possible.  The midwife can make available to her appropriate community resources for emotional and financial support, childcare, prenatal care and child birth education, as well as other needs.  Follow-up is important to facilitate continued problem solving and planning and to assume good prenatal care.  Referral to adoption services may also be appropriate. 

 

(Varney, Chapter 18, pg. 252-253)

 

Well Woman Pharmacology

#1361

 

High dose estrogen pills were prevalent in the 1970’s and have since been replaced by the Yuzpe regimen which is the combination contraceptive pills discussed earlier in this section.  The reason for their discontinuation were due to the high incidence of side effects such as nausea, vomiting, breast tenderness and irregular bleeding.  Some other estrogenic effects = inhibition of ovulation by suppressing LH and FSH, mimicking pregnancy, thus inhibiting ovulation.  Luteolysis = the degeneration of corupus letuem.  Prevention of implanatation by creating edema in the endometrium.

 

(Varney, Chapter 9, pg. 125)

 

#1362

 

Low estrogen or progestin only oral contraceptives tend to contain levonorgestrel.  The major side effect is menstrual cycle disturbance with abnormal bleeding.   Other effects are:

1. inhibition of ovulation by suppressing LH 

2. buildup of cervical mucus inhibiting movement of sperm 

3. decreases sperms ability to penetrate ovum (inhibits capacitation) 

4. decreases the rate of ovum transport.  May increase ectopic pregnancy rate in women using the mini pill. 

5. progestin-only pills may enhance lactation. 

6. weight gain is not often seen in women taking the mini pill 

 

#1363

 

Norgestrel is considered the most androgenic of progestins used in OC’s.  Androgenic excess may have negative side effects of acne, hirsutism, oily skin, rashes and edema.

 

#1364

 

a. estrogen excess can lead to changes in breast cysts, cervical extrophy, dysmenoorrhea, menorrhagia, and clotting, increase in breast size, mucorrhea, uterine enlargement, uterine fibroid growth, bloating, dizziness, syncope, edema, headache, irritability, leg cramps, nausea, vomiting, visual changes, weight gain, UTI’s, hay fever, gastric influenza, chronic nasal pharyngitis, capillary fragility, cerebrovascular accident, deep vein thrombosis, telangiectasias, thromboembolic disease. 

b. Progestin excess can lead to cervicitis, decrease in flow length, moniliasis, increased appetitie, depression, fatigue, hypoglycemic symptoms, libido decrease, neurodermatitis, weight gain, hypertension, and leg vein dilation. 

c. Androgen/anabolic effects can be acne, hirsutism, oily skin, rashes and edema. 

d. Estrogen deficiency can lead to absence of withdrawal bleeding, atrophic vaginitis, bleeding and spotting in days 1-9, continuous bleeding and spotting, flow decrease, pelvic relaxation symptoms, nervousness and vasomotor symptoms. 

e. Progestin deficiency can cause break through bleeding during days 10-21, delayed withdrawal bleeding, dysmenorrhea, heavy flow and clots, hypermenorrhea, menorrhagia. 

 

#1365

 

*Oral Contraceptive Pill Use and Possible Drug Interactions

	Interacting Drug
	Possible Effect
	Recommendation

	Rifampin
	Demonstrated compromised OCP efficacy
	Consensus that use of this potent hepatic enzyme inducer requires alternative contraception

	Griseofulvin
	Hepatic enzyme inducer 
	Demonstrated compromised OCP efficacy

	Ketoconazole, itraconazole, fluconazole
	Inhibitors of hepatic enzymes 
	Increased levels of EE, delayed withdrawal bleeding.  Chronic use could decrease efficacy.  

	Phenobarbitol, primidone, phenytoin, carbamazepine, felbamate, oxcarbazepine, topiramate, vigabatrin, primidone, ethosuximide, modafinil. lamotrigine
	Reduced steroid levels. Hepatic mfo enzyme inducers.  
	No data have demonstrated reduced suppression of ovulation but caution still strongly advised

	Troglitazone, cycloporine
	Hepatic mfo inducers
	Possibly reduce pill efficacy 

	Diazepam, chlordiazepoxide, tricyclic antdepressants, theophylline, buprenorphine
	Prolonged elimination half-life and increased plasma levels of these agents
	Suggest lower doses may achieve desired therapeutic effect in OCP users

	Acetaminophen, aspirin
	Increased clearance of NSAIDS
	Some clinicians believe higher doses of NSAIDS may be required for adequate therapy

	Some antiretroviral drugs: nelfinavir, ritronavir, amprenavir, and nevirapine
	Hepatic mfo inducing so increased progestin metabolism
	Could decrease COC efficacy

	St. John’s wort
	Inhibitor of cytochrome P450 isoenzymes 
	Breakthrough bleeding

	Valproic acid, gabapentin, tiagabine
	No change
	OCP efficacy unchanged, seizures could still change from EE use

	Tetracycline, doxycycline, ampicillin, metronidazole, quinolone
	Rare case report
	Consensus that risk is not increased if only monotherapy and COC pill.  POP risk much greater since lower progestin level

	Acyclovir and AZT related drugs, Indinavir, Saquinavir
	None documented
	Can be used with OCPs


 

·         Ibuprofen, 400 to 800 mg three times daily or Naprosyn 500 mg twice a day beginning with menses, can reduce the amount of menstrual flow and the frequency of BTB or spotting.  Menses or menstrual withdrawal bleeding is triggered by a drop in progesterone, which results in prostaglandin production.  These chemicals then shed the endometrium by vessel spasm hence the pain and cramps.

·         For early or midcycle spotting, a higher estrogen or phasic pill with increased estrogen midcycle could be tried after three cycles.

·         For late-cycle bleeding consider a progestin with a longer half life pill such as one with levonorgestrel or norgestrel if already three months of OCP use.

·         Recent history of DMPA (Depo): Injections could interfere with the OCP levels since DMPA is not completely cleared for 6 months after use.  Because of DMPA’s progestin effect on the endometrium to cause atrophy increasing estrogen may suppress BTB or spotting.  An estrogenic pill like a 30 or 35 mcg pill or a weaker progestin pill may help.  There are no published studies on the best formulation to transition women from DMPA to COC pills. 
·         Vitamin C: 1000 mg at the time of taking the COC pill for a week for some women may help if it increases the absorption of estrogen.  Conversely if the woman is a regular Vitamin C user and then stops taking Vitamin C it may cause her endometrium to experience a drop in estrogen and this could trigger spotting.

·         Alcohol use can also change the metabolism of estrogen so that the estrogen is metabolized slower giving higher estrogen levels.  Using alcohol daily, binge drinking or stopping alcohol consumption could trigger some transitory BTB or spotting.

·         Tobacco use induces metabolism of estrogen making some smokers more vulnerable to breakthrough bleeding and spotting.

 

 

*The information on this table was obtained from the Micromedex.com site September 2004. It is possible this information can change, and it is the provider’s responsibility to verify the information has not changed.

 

#1366

 

Recent research (July 2002) suggests that use of HRT increases a woman’s risk for breast cancer, heart attack, stroke and venous-thrombotic events.  Conversely, use of HRT may decrease a woman’s risk of colon cancer and osteoporosis.  A woman needs to be well informed of these risks and counseled to weight them against other risk factors HRT may have and against the severity of their menopausal symptoms.  The midwife will need to be accepting of a woman’s right to choose HRT, perhaps when not medically advisable, because their symptoms of menopause make life difficult to enjoy.

 

For women that are unsure, diagnostic test (exercise stress test, bone density, mammogram etc.) can give women some information about their present health status.  Women can be educated about self-care behavior changes that can decrease a woman’s risk of disease.

 

There are several types of hormone replacement.  

 

1. Premarin – a collection of over 20 different conjugated equine estrogens.  (made from pregnant mare’s uring). 

2. Provera; a synthetic progesterone (that is much different from natural progesterone) 

3. progesterone creams and gels 

4. androgens – testosterone and DHFA 

5. patches 

 

A common hormone therapy, Prempro, combines .625 mg/d of equine estrogen with 2.5 mg/d of medroxyprogesterone in tablet form to be taken daily.

 

Duration of treatment may be important with regards to potential problems.  Some experts suggest less than or equal to one year of use does not adversely affect risk of disease while others say four years of use is acceptable.  

 

 

#1367

 

1. Osteoporosis 

 

Rather than suggest pharmacological therapy for calcium reabsorption or calcium supplements that may not be readily absorped by the body.  I woud make the following suggestions:

A. do weight bearing exercises daily and incorporate weight lifting exercises 3x a week.  These types of exercises will increase muscle mass that may help protect bones and increase calcium reabsorption. 

B. Decrease smoking and alcohol 

C. Eat a diet high in calcium and Vitamin D including broccoli, leafy green veggies, red raspberry, eggs, liver, fortified milk and cereal. 

 

2. HRT 

 

Many women will not want to use hormone replacement as a means to alleviate symptoms of menopause or to protect them from conditions that natural estrogens may protect them from.  Instead of HRT, suggest:  isoflavins – found in soy, garbanzo beans and other legumes, lignans found in seed oils such as flaxseed, conmestans found in red clover, sunflower seed and bean sprouts.

 

3. Yeast Infection 

 

Because common pharmacological treatments for yeast disrupt the balance of normal vaginal flora, many women can better treat their vaginitis by supporting normal flora and by treating causes rather than symptoms.  Other treatments include:

A. decreasing consumption of refined foods, especially sugars and flours, and dairy products (other than low-sugar yogurts). 

B. Take acidophilus tablets daily 

C. To relieve symptoms of itching you can instruct the woman to put yogurt soaked tampons into her vagina.  

D. Garlic cloves inside the yoni can help reduce the amount of yeast as well.. 

E. Use stress management techniques 

F. Limit wearing restrictive, nonabsorbent synthetic clothing worn close to the body. 

G. Do not use scented, softened, colored toilet paper, bubble baths, and deodorized tampons and pads. 

 

4. Hyptertension 

Lifestyle changes often lower blood pressure without using pharmacological treatment, such as:

a. a. decrease obesity

b. b.      quite cigarettes

c. c. regular exercise

d. d.      decrease sodium rich foods

e. e. stay well hydrated

 

Well Woman Observational Skills and Charting

#1368

 

Social, gynecological, sexual, family and general medical history will be charted during a well woman examination.  This is in order to provide holistic care for the woman.  Physical assessment will include a review of systems physical examination, papsmear, pelvic exam, breast exam (clinical and teaching of breast exam), and any STI testing that is appropriate.  For women over 50 it is recommended to do a yearly stool test due to the increase in colon cancer.  Make follow-up recommendations and plans according to the woman’s needs and follow-up with test results as needed.

 

#1369

 

 

 

 

 

 

 

 

Module Eight: Professional Issues

History of Midwifery: Myles, Varney, Frye

 1371.           Describe the "usual" care provided during pregnancy and childbirth in colonial America for the first 150 years following English settlement.
 

Midwives accompanied the settlers.  There were Midwifery Schools in Europe so many of the midwives arrived with training.  In addition, helping your family and neighbors during birth was considered just another domestic talent that women were expected to have.    Midwifery schools existed in the USA and there were housewives who took the courses and registered with the public health departments as midwives.  Levels of training ranged from having helped one or two women during childbirth, to apprenticing with other midwives or doctors, to both apprenticing and getting academic training which could consist of classes from 2 weeks to 9 months, depending on the program.  In the 1800's most babies were delivered by midwives.  By 1930 a big change had taken place and women were going to hospitals to deliver.  Midwife deliveries fell to 30% and kept tapering off.  Midwives delivered babies and helped with household chores for a certain amount of time so that the mother could recover.  Payment could be anywhere from a simple exchange of household chores, food, animals to cash.  Some midwives in urban areas made as much as $5/birth.  Midwives were often prevented by language barriers and racism from accessing local healthcare delivery systems.  They learned through experience, relying heavily on patience, home remedies, and prayer.  Midwives also tended the sick and dying and prepared the body after death.  Many were herbalists and some were veterinarians as well.

 

1372.           Cite where and when licensing was first required for midwives and why.  

 

Midwives were licensed in England by the Church of England in the 17th century.  Midwives had to have "good judgement", denounce sins and baptize, and they had to pressure the mother to name the true father.   In the US, the Sheppard-Towner Act (1921-1929) mandated the licensing, education and supervision of African-American midwives in the south, assigning money, administered through the Children's Bureau, for providing better maternal-infant care.  The Act provided that public health nurses should be employed for the instruction of untrained midwives.

 

1373.            Name some of the earliest manuals for midwives; why were these written by men and what kind of information did they contain?

 

William Smellie (1697-1763) developed teaching manikins, kept meticulous records of his patients, identified the mechanisms of labor.  William hunter (1718-1783) did anatomical studies including discovries about the lymphatic system, placental circulation, and the pregnant uterus.  William Shippen, Jr., (1736-1808)  was the first lecturer on obstetrics;  Samuel Bard (1747-1821) was the author of the first American txt on obstetrics.  Much of this information was not available to the midwives for lack of schools, education, midwifery organizations, midwifery journals, legal recognition, etc.  Immigrant midwives who had been educated before their arrival were prevented by language barrier from obtaining the new information.  Midwives for the most part had no way of knowing the information existed.

 

1374.           Describe the effect of sanitation and nutrition on maternal and infant mortality from colonial times to the present and give your rationale.

 

The sanitary disposal of human and animal excrement was critical to the existence of clean water and thus to the general reduction of mortality and morbidity from water-born diahrreal and other diseases.  Access to adequate nutrition was essential for keeping mothers healthy, resulting in the ability to carry fully mature babies to term, to produce milk for nursing and to recover from the birth.  These advances did more to reduce maternal and infant mortality than any other obstetrical advances.  Only the development of the forceps was a significant obstetrical advance, but not as statistically important as clean water and good nutrition.

 

 

 1375.           Describe what happened after 1750 to midwifery and why.

 

It became fashionable to have male midwives in Europe because they advertised themselves as being able to provide safer births even though their training was often less than that of midwives.  Doctors professionalized and midwives didn't.  Education and advertising helped to convince mothers that men would provide such assistance as ether for pain and forceps to assist in difficult deliveries.  The doctors capitalized on the popularization of "science " in medicine and claimed midwives were ignorant and men would provide more scientific, better care.  Since midwifery was mainly something women did to help eachother as needed, they simply let the men take over since they were "better" and the neighborly service was "not needed" as much.

 

1376.           Discuss the story of the invention and use of forceps and how this affected midwifery.

 

The Chamberlain brothers invented forceps in Europe and kept it a family secret so that only they could assist obstructed labor, making them very popular, exclusive, expensive. attendants.  Once the secret was out, many technical advances in the tools themselves took place, understanding of the nervous system made safer c-sections possible, and doctors and nurses professionalised, making midwives much less popular.

 

1377.           Describe the fundamental difference between European and American development of the midwife.

 

In Europe midwives professionalized, continued to put great emphasis on education, professional development through organized associations and keeping up with the latest innovations and scientific knowledge.  They became part of the health care system rather than being outside it.  Thus they maintained their status and usefulness by providing the primary obstetric care and having doctors take over only for difficult cases requiring more specialized care.  

 

1378.           Discuss why it was difficult for women to obtain medical training in the 1800s.  

 

Women's work was limited to their homes and to their immediate neighborhoods due to limited transportation.  There were few schools and the male physicians defined obstetrics as part of the practice of medicine which was identified as a male profession. 

 

1379.           Explain why women began to choose male attendants for childbirth.  

 

Male physicians could offer chloroform (ether) for pain relief, access to scientific method and information, such as forceps, c-section, conquest of puerperal fever, access to professional nurses, spinal methods of analgesia and anesthesia.

 

1380.           Explain why more women than ever died in the mid 19th century after delivery.  

 

Use of male physicians and hospitals led to conditions where women could more easily get puerperal fever and physicians and nurses treated an infected patient and then moved on to a healthy patient to whom they brought the invisible infectious material on their hands.

 

1381.           Discuss how the work of Semmelweis contributed to the knowledge of why mothers become infected following birth.  

 

Semmelweis noticed that physicians going from the autopsies of corpses to assisting in childbirth had many more maternal deaths from puerperal fever than did the midwives who did not participate in the autopsies.  He realized that material from the decomposing corpses might be carried on the physicians' hands and had them use a disinfectant on their hands before touching women in childbirth.  Physicians who followed his recommendations were able to reduce the number of infections the women they were caring for during childbirth.

 

1382.           Explain the part that Holmes played in reducing the spread of puerperal fever.

 

1383.           Describe Louis Pasteur's contribution in 1860 to our understanding of the spread of disease. 

 

Pasteur showed that disease could be spread not only through contact but also through contaminated food and water.  He showed how boiling could make food and water safe and eventually milk was heated above a certain temperature to preserve it from contamination.  This process is called pasteurizing in his honor.

1384.           Describe Lister's contribution to the reduction in the spread of disease.

 

Lister showed that certain solutions could be used safely on skin to reduce the number of infectious agents that could be transmitted by contact.

 

1385.           Discuss what cultural fashions increase the pain of childbirth and why.

 

The fashion of delivering in bed increases pain, as it decreases the physiologic angle at which the baby's head helps to dilate the cervix, thus prolonging labor.  Additionally is the discomfort of the pregnancy laden body in the bed, with increased pressure points on the skin and the weight of the gravid uterus on the vena cava, decreasing the efficacy of circulation leads to fatigue and pain.  

 

The fashion of taking the woman out of her home and isolating her from familiar surroundings and people, going to the hospital, restricting food, fluids, motion, stripping off her clothes and substituting inadequately covering and ugly hospital gowns all contribute to feelings of anxiety with concomitant tension leading to the development of additional pain.  

 

1386.           Describe the introduction of anesthesia in childbirth.

 

Queen Victoria was the first famous person to utilize ether in childbirth for the reduction of pain.  She popularized the idea that women should not have to suffer so much during childbirth and made the idea of pain-relief popular.  As the nervous system became better understood safe spinal anesthesia became possible as well.  Women who cried out during childbirth or made loud noises were described by hospital personnel as "screamers", "cry-babies", and women wanted to feel less pain and be more tractable and pleasant during birth.

 

1387.           Explain what is meant by meddlesome midwifery.

 

This was a derrogatory term utilized by the new medical profession in the US which was trying to claim obstetrics as the domain of medicine so that the birthing business would come to them.  Physicians believed that if you could get a woman to come to you for her birth, she'd develop trust in you and be more likely to return to you and recommend you for other medical conditions.   Midwives were called "meddlesome, incompetent, dirty, uneducated, etc, in order to attract women to the medical profession and take over the midwifery business to increase physician's income.

 

1388.           Describe the development of the lying-in hospital in the 19th century. How did this change in the early 20th century?

 

Lying-in hospitals were developed so that physicians could have a clinical pool on which to learn.  They were usually places where poor women who no one cared about came for births.  Mortality was very high due to improper or missing hand-washing.  As physicians struggled to take over obstetrics they worked hard to improve the appearance of the hospitals to make them more attractive to women, to provide anesthesia and analgesia and to reduce morbidity and mortality by being more careful about contamination prevention.  In addition they hired professional nurses to offer one-on-one continuous care to help keep mothers more comfortable and cared for as they would have been at home.

 

1389.           Explain how the practice of "once a Cesarean always a Cesarean" came about.  

 

Physician recognized that classical incision could rupture and taught medical students this dictum.

 

1390.           Discuss how the recognition that gonococcal infections in the mother could cause blindness in the baby affected the increasing use of physicians at normal birth.

 

Physicians had access to silver nitrate which when placed in the baby's eyes, allowed to sit for a minute and then rinsed off, effectively prevented neonatal blindness.  Prophylactic use of silver nitrate in every newborn's eyes was the first preventative public health law in the US.  Since midwives had no access to silver nitrate, women were encouraged to come to the hospital for normal births in order to be able to "keep their babies from going blind".

 

1391.           Discuss when routine interventions for every labor and delivery in order to "prevent trouble" become fashionable and why.

 

Routine interventions began with the campaign to prevent infant blindness.  This encouraged the next routine intervention which was the moving of birth into the hospital and away from home.  Bringing the birth into the hospital also resulted in the routine separation of mother from her family and friends during birth.  She was routinely shaved on her vulva to make it easier to keep the area cleansed.  Routine enemas were given to prevent defecation with the birth of the head and to "remove the obstruction" to the baby's descent.  Mothers were routinely prevented from leaving the bed, so they could "rest" during labor.  The routine withholding of food and drink was meant to reduce the chances of vomiting and if anesthesia was used, to prevent aspiration of possible vomitus.  Routine use of chloroform for pain relief and later the addition of scopalamine as an amnesiac to prevent mothers from remembering their terrible experience was instituted.  Use of scopalomine  which was an hallucinogen led to routine use of wrist and ankle restraints to prevent mothers from flinging themselves out of bed and getting injured.  Because mothers were drugged and hallucinating, it became routine to take the babies to the nursery to be cared for until the mother recovered from the bad effects, anywhere from 24 to 48 hours.  This meant that many babies did not have much access to their mother's colostrum and nurses were expected to bottle-feed the babies.  Most mothers then kept up the routine bottle-feeding rather than "have to" breastfeed which was felt to be primitive in an age where modernity and science were fashionable.  Mothers who were drugged in childbirth had trouble cooperating and helping with the expulsive phase of birth and so the routine use of outlet forceps came about to facilitate birth of the baby's head.  In order to have "more ease" in placing forceps, episiotomies became routine and it was theorized that a "clean, straight cut" that could be easily and "tightly" repaired, would help to prevent prolapse such as cystocele, rectocele, uterine prolapse and incontinence of urine or feces.

 

1392.           Describe how Williams affected the development of medical schools.

 

Williams specialized in obstetrics and wrote extensively on the scientific practice of obstetrics.  He analysed medical education and found it very limited in both clinical and academic scope and argued for the long and intensive clinical internship for all physicians, no matter how much academic proficiency they might have.  He insisted that his school be part of a hospital to insure exposure of students to extensive clinical experience.  He lengthened the academic course and felt that newly licensed physicians should apprentice with experienced physicians for at least 10 years to become "senior" in their medical skills.

 

1393.           Discuss how the advent of contraception and bottle feeding affected attitudes toward bearing and rearing children at the beginning of the 20th century. 

 

Women at that time were lobbying for suffrage and bottle feeding and contraception contributed to women's perception of increasing control and power in society.  Up until then, women were forced to bear children regardless of their age, health, security, income, or capacity, simply because they were pregnant.  Bottle feeding freed them from having to stay at home and be "tied" to their babies and to trying to preserve the expected modesty while breast feeding.

 

1394.           Explain why pain in childbirth played such a large part in moving delivery from the home to the hospital in the early 1900's.

 

Doctors had access to pain relieving substances and technology.  They used this to attract women to the hospital where many could be cared for at one time by relatively fewer providers and at a profit to the institution.  Women sought pain relief in childbirth as another step in freedom from their hard-working bodies which had forced them into a relatively low position in society, tied to home, husband and children.  

 

1395.           Discuss the role of scopolamine in the early 1900's in pain relief. 

 

Scopolamine was used as an amnesiac (and also reduced nausea and vomiting) to help women forget the pain of childbirth.  It did not reduce pain, in fact a pain reliever such as demerol was usually used with it to actually ameliorate pain.  It caused hallucinations and women were affected strongly enough to have to be restrained in their beds to keep from hurting themselves.  However, they blissfully had no recollection of the experience whatever, thanks to scopolamine. 

 

1396.           Discuss why childbirth was recognized as "the women's battleground" after the first World War. 

 

While women were seeking the vote and "modernizing" by following the "scientific thought" of the day by getting access to pain relief in childbirth, contraception, bottle feeding and amnesia to forget the trauma of birth, others were noting that all these routine interventions were resulting in higher infant and maternal mortality and morbidity.  Debate over these issues helped to bring the needs of women to the foreground and increase their importance and status in society.

 

1397.           Discuss the purpose and significance of the Sheppard-Towner Act.

 

The Sheppard-Towner Act was meant to reduce maternal and infant mortality and morbidity by providing funding for midwifery education, licensure, administration and supervision of American midwives.

 

1398.           Describe the perception of home vs. hospital in terms of germs in the 1920's.

 

Homes were felt to be more dirty in the 1920s.  It was believed that hospitals could be scientifically cleaned and disinfected more thoroughly than the home.  It wasn't until later that nursery epidemics and nosocomial maternal infections were found to be more common in hospitals.

 

1399.           Discuss how the scarcity of domestic servants after World War I affected childbearing practices.

 

When domestic servants were in abundance, women delivering at home had enough assistance to deal with the family's needs for food, clean clothing, care of children, garden, animals and house-cleaning.  The scarcity of help made going into hospitals to deliver more attractive, since mothers were encouraged to stay from 2-6 weeks to recuperate.  Women perceived this to be a welcome break from multiple, back-breaking, endless domestic responsibilities.  

 

1400.           Discuss when the American Board of Obstetrics and Gynecology was established and explain its primary purposes.

 

1401.           Discuss the conclusions of the study entitled "Maternal Mortality in New York City" and the impact this study had on the hospitalization of birth.  

 

1402.           Discuss the impact of the report entitled "Fetal, Newborn and Maternal Mortality and Morbidity" on the hospitalization of childbirth.

 

1403.           Explain what caused the drop in mortality rates between 1946 and 1955.

 

The advent of natural (prepared) childbirth reduced the excessive utilization of drugs and forceps during childbirth and increased breastfeeding with a resulting drop in mortality and morbidity for infants and their mothers.

 

1404.           Discuss when the awareness that hospitalization was not ideal for all births emerged and why.

 

The Frontier Nursing Service in Hayden, Kentucky, showed that safe care with reduced mortality and morbidity could be provided for women and newborns in their homes or in small birth centers where there was no use of drugs or forceps, where mothers were encouraged to walk, stand, sit as well as resting in bed during labor, to take light nourishment and to maintain hydration, and to immediately breastfeed their babies.  This prevented nursery epidemics and had better statistical outcomes than hospital births.

 

1405.           Discuss what was meant by "natural childbirth.”

 

Natural childbirth refers to a method of preparation for childbirth pioneered by Dr. Grantly Dick-Read in England who felt that fear led to tension which resulted in the increase of pain in childbirth.  As part of the scientific modern thinkers, he pioneered the education of women about the physiologic, wondrous, naturally magnificent performance of the woman's birthing body, prepared from birth to undertake the safe passage of the fetus from the uterus, through the dilated cervix and out of the vaginal canal into a warm and loving world where mother, father, doctor and nurse all collaborated in their knowledge of the process to produce a relaxation that resulted in much reduced sensations of pain and great elation at the accomplishment of the birth.  The body was felt to be a magnificent and beautiful machine outstandingly capable of carrying out all of its functions and of producing the perfect colostrum and milk to then sustain the baby with no chance of  the milk getting contaminated or spoiling, always ready and convenient, and no need to heat it or to sterilize bottles.

 

1406.           Describe the reasons for dissatisfaction with hospital birth and heavy anesthesia that began in the late 1930's.  

 

Dissatisfaction came from finding that the hospital and heavy anesthesia did not make the mother feel the empowerment and control over her body that had been promised, and in addition, babies were suffering from the effects of the anesthesia, families were separated from each other, and outcomes had not improved.

 

1407.           Discuss the components of Grantly Dick Read's method and the rationale for each.

 

Fear, Tension, Pain were the description of the causes of perceived excruciating pain in labor, according to Dick-Read.  His answer was education leading to relaxation and delight in the capacity of the human body to accomplish its beautiful task if fear and tension could be removed.

1408.           Describe what was meant by the Lamaze Method, what the components are, and their rationale.

 

Dr. Lamaze had studied the psychoprophylactic methods developed in Russia and felt that training and practice in breathing methods to coincide with the strength of contractions resulted in the best pain-relief achievements.

 

1409.           Explain how and why the federal government got involved in maternity care and what the significance is of their involvement.  

 

The federal government passed the Sheppard-Towner Act in response to studies that showed that maternal and infant mortality and morbidity could be addressed with prenatal care be trained providers.  This act funded education, licensing , adminstration and supervision of midwives in the field, especially in the southern US.

 

1410.           Discuss why the AMA opposed the Sheppard-Towner Act and what effect this had.  

 

The AMA wanted to discourage the use of midwives and to mainstream obstetrics as a medical specialty in order to insure their share of the business and to save women from the "unclean", "unscientific" midwives who "were the cause" of maternal and infant mortality.  This campaign succeeded in closing many midwifery schools as "no longer necessary" since obstetricians could provide a "better", more "scientific", more desirable service.

 

1411.           Discuss why women in the early 1900's utilized midwives.

 

Women in the early 1900s utilized midwives because this was traditional.  Birth was not thought to be a medical problem at the time and women expected to assist each other in childbirth and with the chores afterward.  Women's status was low and they had not yet been discovered as consumers of health care for childbirth.  Midwives emigrated with settlers to the new world and many came with excellent training from the old world.  Women expected to be cared for by midwives.

1412.           Discuss the "midwife problem" in the early 1900"s.

 

Midwives were doing 80% of the births.  This made it hard for doctors to get the business.  Doctors felt it was important to attend women in birth (a relatively happy health condition) in order to have happy clients who would turn to the doctor again in times of other health needs and recommend him to her acquaintances and family.  In addition, it was hard for doctors to get obstetrical clinical experience if midwives did all the births.  So the "problem" was, how to get rid of the midwives to insure physician access to market share and clinical material.

 

1413.           Explain why it was a not a question of whether midwives should disappear but how rapidly. 

 

Speed was of the essence in order to gain the access described above.  Also, women were beginning to think along the lines that doctors were more modern, more scientific and midwives thought they were no longer needed. 

 

1414.           Name the most vociferous opponents of midwives and why.

 

The most vociferous opponents of midwives were physicians and others who felt midwives were the cause of high maternal mortality and morbidity and who could not provide pain relief and scientific cleanliness of the hospital, and had to transfer to physicians for complications anyway, and who kept women from getting proper modern medical care.

 

1415.           Discuss why midwives weren't upgraded into professional status in the U.S. the way they were in England. 

 

Midwives in England were made part of the national health care system and were trained, supervised and administered by the government.  The independent nature of the states and the spirit of independence prevented the country from uniting as a whole to provide organized health care.  It was felt that government should not interfere with the entrepreneurial business of doctoring.  In addition, midwives did not organize into professional associations, relied on doctors to lend their names to make schools more prestigious (which they soon refused to do in the interest of attracting the female clients into their practices), had no national movements to institutionalize and professionalize the practice of midwifery.

 

1416.           Describe the emergence of the Nurse Midwife and of the Maternity Center Association of New York.  

Nurse midwives were brought to the US by Mary Breckenridge from England before WWII to care for women in Appalachia through her Frontier Nursing Service.  The first nursing midwifery combined program in the US was at the Preston Retreat, a maternity hospital that began a practical nurse program in 1916 and a midwifery program in 1923.  It continued until 1960.  The Manhattan Midwifery School was established specifically to educate graduate nurses as midwives in 1925.  They affiliated with Lobenstien Midwifery School (the School of the Association fro the Promotion and Standardization of Midwifery) and thus the Maternity Center Association was born to promote the education of nurse-midwives.

 

1417.           Describe the emergence and the service offered by the Frontier Nursing Service of Hayden, Kentucky.

 

The FNS was the creation of Mary Breckenridge, who brought English trained nurse-midwives to Hayden, Kentucky to serve Appalachian families by reducing maternal-infant mortality and morbidity in 1925.  Her own professional preparation included American Registered Nurse, study of the Highlands and Islands Medical and Nursing service in Scotland, especially the Outer Herbides.  She surveyed the records of births and deaths in the Hayden area to provide baseline data for subsequent statistical studies set up by the Carnegie Foundation and tabulated by the Metropolitan life Company.  By 1951 FNS had cared for 8596 women, delivering 6533 in primitive homes.  The gross maternal death rate over 25 years 3.4 per 1000, compared to 6.73 per 1000 nationally over the entire 25 years.  In addition to maternity services, FNS provided general dental, pediatric, medical and surgical services; general eye, tonsil, and worm treatment services; special tuberculosis and trachoma services, and social services supported by Alpha Omicron Pi, the national sorority of social workers.

 

1418.           Discuss how the repeal of the Sheppard-Towner Act affected midwives. 

 

The repeal of the Sheppard-Towner Act in 1929 resulted in the closing of Act-supported midwifery schools, licensing, administration and supervision, effectively limiting the continuing existence of midwifery services. 

 

1419.           Discuss the difference between the balance of physicians and midwives in the United States and physicians and midwives in most other advanced countries.

 

Because medicine in the United States is primarily an entrepreneurial venture rather than a comprehensive plan to meet the needs of citizens, the players in health care work for the most part at the medical practice that will be the most financially lucrative.  Nurses work for the income generators, with few exceptions, as in the Nurse Practitioners who help disadvantaged folks or the cadre of nurses and physicians who work for NIH or the BIA, for State Public health services or for very philanthropic organizations.  The vast majority of physicians work for big hospitals or HMOs or in private group practices.  This results in a continuing fight for market-share in obstetrics.  Obstetricians work hard to keep Family Practice Physicians from delivering babies and either keep the midwives out or hire them to increase revenue.  Since income generation not risk –reduction rules the market, the USA has many more physicians than midwives.  In countries that have an organized health policy and system based on reducing risk and cost containment, midwives outnumber all other obstetric providers and the expensive services of physicians are reserved only for high-risk cases which necessitate specialized and high tech care.

 

1420.           Explain how the utilization of federal and state funding for maternal and child health affects the utilization of midwives.

 

Federal and state funding for maternal and child health includes medicaid subsidies for direct clinical care, and public health care clinical and administrative positions.  Thus, midwives can become recognized as medicaid providers and bill for their services.  As with all recognized medicaid providers today, medicaid reimbursement levels are being reduced per procedure while the costs related to providing medicaid-supported care is continually increasing.  These expenses include the cost of specialized billing personnel and the continuously increasing costs of malpractice insurance which is often required by the HMO contractors who administer state and federal medicaid funds.  HMOs will often hire midwives to staff their obstetric services so that they can collect the income they generate and pay for fewer physicians to take care of higher-risk women.  However, midwives do not generate extra income as they basically care for well women and don't generate as many additional billable procedures as doctors can.  Where reimbursement levels are going down, only an increase in volume of billable procedures can keep the income the same.  A significant increase in billable procedures is necessary if the medical organization is required to show continually increasing profit.  Losses in the obstetrics department have to be offset by profits in other hospital departments.  Some hospitals are giving up their obstetrics departments if they lose money resulting in women traveling further to obtain equivalent care.  Non-nurse midwives who want to provide care for medicaid recipients struggle with the trade-off between the cost of malpractice insurance and the need to supplement decreasing medicaid reimbursement.

 

1421.           Define Certified Nurse Midwife.

 

CNMs are Registered Nurses with Bachelor degrees who have successfully completed a graduate course in midwifery accredited by the American College of Nurse-Midwives.

 

1422.           Define Direct-Entry Midwife.

 

A direct-entry midwife enters the midwifery program without any previous degrees and depending on the program emerges as a Nurse-Midwife or a non-nurse Registered, Direct-Entry, Licensed or Certified Midwife.

 

1423.           Discuss how the midwife's training and certification affect her ability to practice.

 

Most CNMs work either in hospitals or in birth centers.  Non-nurse midwives work primarily in birth centers or in peoples' homes.  Nurse Midwifery is now nationally recognized, but not all states recognize or license non-nurse midwives.  Achieving provider status with third-party payors often is limited by certification requirements.  

 

1424.           Discuss how the relationship between direct-entry and nurse-midwives affects the utilization of midwives.

 

The tension between nurse and non-nurse midwives results in their not being willing to join together to increase the power of the group to get recognition, better prices for malpractice insurance, greater presence on the healthcare team to reduce maternal and infant risk, etc.

 

1425.           Discuss the international definition of midwifery.

 

The International Definition of Midwifery usually refers to that accepted by the International Confederation of Midwives, the International Federation of Gynaecology and Obstetrics, and the World Health Organization.  It covers the kind of education required, licensing or registration requirements, scope of care, autonomy, backup, family, contribution to the health not only of families but communities, well-woman care and place of practice.

 

1426.           Discuss the concept of the Midwives Model of Care.

 

This refers to the manner in which care is given, an emphasis on informed choice and participation in health care decision making, understanding of bodily processes and health care promotion  , lowest possible levels of intervention, accompaniment by persons of the woman's choice in birth, continuity of care.  This contrasts with the prevailing model of care which asks women to cooperate for the smooth running of the institution. 

 

1427.           Discuss the incorporation of the American College of Nurse Midwives and its purpose. Include the date of incorporation.

 

Incorporated on November 7, in 1955, in New Mexico, (Sr. M Theophane Shoemaker, head of Catholic Maternity Center) it was a completely new organization, chosen from 4 possible organizational options, to provide the leadership and to carry out the professional goals an philosophy identified by a majority of nurse-midwives polled at the time.  First Hattie Hemschemeyr was first President.  Today the ACNM continues to develop and promote midwifery practitioners who are committed to the best standards of care possible for mothers and babies, to collaboration with other professionals and nonprofessionals for the purpose of providing high quality services.  Hosted the ICM convention in 1972 in DC.  Between '75-'84 they tripled the number of nurse midwives in the USA.  It is the oldest women's healthcare organization.  They provide accrediting mechanisms for midwifery education and work with the National Association of Childbearing Centers and with the Commission for the Accreditation of birth Centers.  They also collaborate with the Midwifery Business Institute.

 

1428.           Discuss the incorporation of the Midwives’ Alliance of North America and its purpose. Include the date of incorporation.

 

Sister Angela Murdaugh, when the President of ACNM, called the 1st meeting of ACNMs and Direct Entry Midwives.  Established in 1982 and MANA was incorporated in 1983.  The concept was to unite all midwives in the US, Canada and Mexico, regardless of education, in one organization for the purposes of reducing maternal and infant risk through increasing access to midwifery care.  It works in conjunction with a certifying agency, North American Registry of Midwives, and an accrediting agency, Midwifery Education Accreditation Council.  Want to promote research and have started a Statistics gathering project for Direct entry midwives.

 

1429.           Discuss when the registration of births became mandatory in the USA and how this affected the practice of midwifery.

 

In 1915 the registration of births was required in only 10 states.  It became mandatory in every state by 1935.  This meant that midwives had to have access to the forms and the capacity to fill them out.  Depending on the expectations of midwives by the state, whether or not they were legal and/or recognized, only a very few were allowed to register births, contributing to the reduction in the number of midwives.  

 

1430.           Discuss the contribution of the Lobenstein Midwifery Clinic to the practice of midwifery and to maternal child health. 

 

 

 

1431.           Discuss when the concept of family-centered maternity care became articulated; by whom and what the rationale was for each of its tenets.

 

1432.           Describe the purpose of the North American Registry of Midwives (NARM) and give the date it was incorporated.

 

International Certification Agency mission to establish and administer credential CPM.  Includes all avenues of study to enter the profession.  1987 started by  MANA, in order to increase access to midwifery by women.  Affirms freedom of choice, midwife attended birth in any setting.  Recognizes individuality in practice, advances the Midwives Model of Care.  Provides testing, works with MANA, CFM, MEAC to promote midwifery and freedom of choice under the Midwives Model of Care.

 

1433.           Describe the purpose of the Midwifery Education Accreditation Council (MEAC) and give the date it was incorporated.

Was established in 1991, In New Mexico by the National Coalition of Midwifery Educators, E Gilmore was its first President. Purpose is to accredit variety of midwifery education models under the Department of Education rules.  Recognized by the DOE.  9 schools now accredited, 4 more in process (2004).  Incorporates MANA Core Competencies and NARM Skills. Also provides approved CEUs.  

 

1434.           Describe the purpose of Citizens for Midwifery (CFM) and give the date it was incorporated.

 

Established in 1996, all volunteer grass-roots organization in GA.  To see to it that Midwives Model of Care available to every childbearing woman.  Chapters in many states, advocacy informational website with statistics, etc.

 

1435.           Describe the purpose of the Coalition for the Improvement of Maternity Care (CIMS) and give the date it was incorporated.

 

Reduce risk and cost.  Promote normalcy of birth.  Midwives Model of Care promoters, 1st do no harm.  Coalition of individuals, organizations, institutions.  National Recognition to NNMMC for Mother Friendly Childbirth Initiative.  1 of 2 places recognized.

 

1436.           Describe the purpose of the Foundation for the Advancement of Midwifery and give the date it was incorporated.

 

Started in the late 2002 dedicated to the Midwifery Model of Care, in Austin, TX.  Their purpose is to raise funds for grants that increase information, access, research in midwifery care.

ICM  purpose to advance the aims and aspirations of midwives and mothers and families and to reduce risk. They meet every 3 years to bring midwives from all over the world to present their experiences and research.  They have recently recommended 11 Core competencies for Midwifery Educators.

 

Midwives Model of Care—1996 by MANA, NARM, MEAC, CFM evolved together to have a language to present to health care providers.  Emphasizes kind of care rather than the provider to avoid divisiveness over credentials.

 

1437.           Describe the contribution of Ina May Gaskin to midwifery.

 

www.inamae.com.  Wrote Guide to Childbirth and Spiritual Midwifery, her husband Stephen created The Farm in Summertown, TN.  The Safe Motherhood quilt project, memorializing the deaths of mothers in pregnancy, childbirth, especially iatrogenic causes of death.  She invented the Gaskin Maneuver used to reduce shoulder dystocia by putting woman on all fours to deliver the posterior shoulder.  She was the President of MANA. for 8 years until 2002.  She helps The Farm that sponsor workshops in midwifery every year or 2. 

 

1438.           Describe the contribution of Raven Lang to midwifery.

 

Santa Cruz midwife, now an accupuncturist specialzing in pediatrics.  Introduced Blessing Way from Navajos to midwifery community 1972 wrote the Birth Book, introducing the concept of hands-knees births, births outdoors.  Founded the Santa Cruz Birth Center, the 1st lay midwife school, the Institute of Feminine Arts.  Advocates ingestion of placenta in various forms. in postpartum to aid pp recovery.  Make into capsules to give to baby in later development to utilize homeopathically for when child undergoes periods of separation from the mother to augment chi and blood and lactation.

 

1439.           Describe the contribution of Tanya Brooks to midwifery.

 

 

1440.           Describe the contribution of Carla Hartley to midwifery.

 

Started the Ancient Art Midwifery Institute in 1981, and Helping Hands Apprentice Workbook.  One of the first Correspondance Courses for Apprentice midwives.

 

1441.           Describe the contribution of Elizabeth Davis to midwifery.

 

Wrote Heart and Hands for midwifery students, Womens Sexual Passages, Circle of Life, Heart and Hands Intensives in California starting in 1982, was rep for MANA for 5 years, MEAC president for 2 years, started with Shannon Anton National Midwifery Institute which moved from CA to VT to qualify for accreditation.  International speaker on midwifery

 

1442.           Describe the contribution of Shari Daniels to midwifery.

 

1443.           Describe the contribution of David Stewart to midwifery

 

The 5 Standards of Safe Childbearing, founder of NAPSAC, Childbirth Activist Handbook, Safe Alternatives in Childbirth, Compulsory Hospitalization or Freedom of Choice in Childbirth, 21st Century Obstetrics Now, Good Fathering and a Successful Career, can a man do both.

 

1444.           Describe the contribution of LeBoyer to midwifery.

 

MD, 1st physician to challenge society's belief that newborns has no feelings or were unintelligent:  Birth Without Violence, revolutionized prenatal care and the way babies are introduced into the world, lives in London.  Inner Beauty, Inner Light, (Yoga for pregnancy) Loving Hands—goal to minimize trauma for newborn—low light, no pulling on infant's head, immediate bonding.

 

1445.           Describe the contribution of Michel Odent to midwifery.

 

Many books, international speaker, French, lives in London.  Especially was interested in waterbirth.  Was a surgeon who went to Pithiviers, FR to run the hospital where he was required to take charge of general surgery and maternity center.  There were midwives in the service who greatly influenced him.  He asked questions that resulted in less interventions.  Birth Reborn, the Farmer and the Obstetrician.

 

1446.           Describe the contribution of Helen Varney Burst to midwifery.

 

Wrote first book on Nurse Midwifery in the USA.  Professor at Yale University school of nurse midwifery, Varney's Nurse Midwifery.  This text is still the major text used by NARM exam.

 

1447.           Describe the contribution of Margaret Myles to midwifery.

 

Wrote Myles Textbook for Midwives, British.

 

1448.           Describe the contributions of Gladys Milton to midwifery.

 

Alabama midwife, born 1924, became a midwife through her aunt's example and Gladys took over from her when she was 18, trained and licensed with help from a nurse in 1959.  Praticed for 30 years and in 1989 Florida Dept of Health wanted to revoke all licenses, but midwives won and Gladys died in 1999.  She rebuilt her birth center twice after they burned down.  In 1976 recieved the Sage Femme award from MANA.  1992 Recieved Woman of the Year Award.  Deacon and Sunday School teacher.  Two Books;  Why not me lord, 1987, Beyond the Storm, 1997.

 

1449.           Describe the contributions of Jesucita Aragon to midwifery.

 

La Partera, by Fran Leeper Buss, Jesucita born in 1908, Trujillo, NM.  Fran was a United Church of Christ minister in Las Vegas and interested in women’s issues and she heard about Jesucita who delivered most of the Las Vegas babies.   Fran had a multi-year relationship with Jesucita and put it in the context of the development of the State department of Public Health in New Mexico.  While Jesucita was a traditional midwife, there were medicas and curanderas who provided primary care and could catch babies if they had to.  Curanderas used herbs but also relied heavily on the spiritual world.  People called Jesucita for everything.  Her grandmother was a midwife, she caught her 1st baby at 12 or 13 years old because her grandmother couldn’t make it.

 

Her mom died when she was young, she got kicked out of the family when she became pregnant out of wedlock, had to build her own home and take on lots of jobs to support her children.  Put her life in God’s hands, suffered much abuse at the hands of her family.  She stayed in Trujillo until her early 40s, then moved to Las Vegas where she built a home and birth center where she started serving the community in partnership with a 12 member midwifery association.  The Public Health department was providing outreach, women were beginning to go to the hospital.  She delivered 12,000 babies throughout her life.  She delivered breech babies, dead babies, all kinds.  She expressed that it was a gift when hospitals and doctors could offer an end to suffering for certain moms who were at risk.  She was true to the 40 day dieta of special food and staying in which she would cook for the moms to help them gain strength after the birth.  

 

She was in her 70s when the book was written.  She worked in a parachute factory and was the best seamstress, boss appreciated her and let her go to births.  When he died she lost her job and she took on 4 men from a mental institution and cared for them to supplement her income.  She bartered and got a little cash.  Her first language is Spanish.  She forgave her father on his death bed for his cruelty.

 

Jesucita took the midwifery course from the Public Health department in 1937:  The Home Hygine Class.

 

1450.           Choose 5 additional notable contributors in midwifery and comment on what their contribution means to you. 

 

Tom Brewer:  MD , in South saw toxemia deaths and revolutionized the prenatal diet in 1960s where poor women were eating salt pork, soda pop and laundry starch.  Showed women how to eat, especially eating protein, helped reduce deaths due to toxemia and preeclampsia.  Use of diet pills and diuretics were standard treatment back then, he showed how proper nutrition supported better outcomes.

 

Martha Ballard 1735 born, diary:  1785-1812 , Holloway, Maine, delivered last baby 1 month before she died.  Written by an historian.  It was rare at the time to have a written document by a woman.  Well-educated family.  There were physicians in her family, 4 generations of millers.  She had 9 children, 3 died, they worked in the mill and she wrote about that, giving insight into her domestic life and community life.  Showing how men and women worked together.  Her relationship with the town physicians was good; only calling them when needed, situations out of her scope.  They considered midwives to be part of the medical community, she attended autopsies with the physicians.  Martha portrayed the body as a whole entity, rather than its parts.  She mostly acted alone or with the assistance of other community women.  In 1797 the Kennebeck Medical Society was founded, 12 years after she began her diary.  She assisted at her first birth in 1778, then helping others, and eventually attending births alone.  She recorded debts, rewards, what she planted, each delivery and whether she was paid. Documented having delivered 816 total, 3 to 4 births per month.  She used herbal remedies found locally and rarely some imported products.  Appendix has listed many medicinal ingredients.

 

Onnie Lee Logan, Motherwit—Born around 1910—there was no record-keeping for African American babies.   Her mother and aunt were midwives, her brother-in-law was a midwife—she had 16 brothers and sisters, her mom’s first was at age 15.  Her father’s father was given land (her dad was part native American).  Grew up with orchards and abundance from the land.  There was so much racism.  Catching babies was just another woman’s job.  Catherine Clark wrote the book, sat with Onnie Lee over many years, in Onnie Lee’s voice.  Onnie lee insisted that the story be written, that it was an important story, enlisted Catherine to help her. 

 

Her mom and she birthed babies for barter or exchange of favors.  Onnie had to peek through the doors to see the births at first –she felt God had called her.  Also helped with the dying, washed the body and dressed them.

Took classes from  the Public Health Department, learned to sterilize her instruments, delivered mostly black babies and then later some white women interested in natural birth.  “The white race has always used the black midwives.” 

 

She talks about all the different remedies she and her mom and grandmother would use.  Pig fat as the basis for salves, goat-hoof tea, “but we don’t use those no longer because we can just go down to the corner drug store and get Vick’s Vapo-rub!”  She thought that the plants only worked because of the grace of god.  Would put an ax under the bed to cut the after birth pain, and a bowl of water to cut the after-fever.  Gave big dose of castor oil in labor to “work the bowels real good and bring on the baby”.

 

They used 4 or 5 birthing quilts instead of chux, cleaning and rewashing them.

 

She was married 3 times.  1st husband was married to someone else so marriage annulled, second husband died after 9 years, still married to current husband.

 

Public health gave her the knowledge to reduce fever through asceptic techniques and she was very proud of these learnings.

They revoked her license in the end because Alabama instituted a law to get rid of midwives.

 

Jeanine Parvati Baker. Part of the Northern Bay Area Midwifery movement.  Started attending births, advocating for unassisted home birth.  Conscious Conception, Prenatal Yoga, Hygiea, School in Joseph, UT, big herbalist.  Got Hep C from RhoGam shot 25 years ago.

 

Vicki Penwell:  Mercy In Action School for primary care and midwifery. LM, Mission Pastor with Vineyard Christian Fellowship.  Established and directed birth center in Alaska, Mexico, Philippines.  God's Heart for the Poor. Speaks at University of the Nations in HI.  WYWAM speaker.  Book:  Down Mercy Road.  BS from NCM.  Helped establish Licensing in AK.  Tropical Medicine, 3rd World Diseases and Health Education Issues.  Working on Masters Degree.  3 sons.

 

Pam England:  CNM in NM 1989 developed the Birthing From Within Approach, Frontier Nursing in 1978.  Did hosp births for 16 years with home and center birth.  Masters from Antioch in Psych and Counseling 1989 specializing in perinatal issues 1999 Birthing From Within Mentoring workshops.

 

Nan Koehler:  Herbalist, ritual, Quaker, born in Germany, worked with Jeanine Parvati—entered midwifery by attending births of friends was one of first Bay Area Wild Women offering herb walks.  Not licensed midwife—not in favor of licensing.  Recently being prosecuted in Sebastopol for incident.  On house arrest.  Prosecuted by parents of child, prosecuted by state for carrying O2 when not licensed.  Oct 15 is Nan Koehler and home birth day in Sebastopol.

 

 

Ethics in Health Care

1451. Describe how you will apply the Midwifery Model of Care to your exercise of ethical care.  

Midwives are governed by a professional body, MANA, which provides midwifery core competencies and ethical standards.  Incorporate all of A-L above, keep up-to-date on midwifery knowledge/skills, CEUs, Peer Review, community, state, federal standards of care for midwives, changes in evidence that affect quality of care, rigorous attention to midwife’s own self-care to model good physical and mental health, reduce stress and promote honest communication. (Citizens for Midwifery, Midwives Model of Care) 

1452. Describe the two values which are the ethical foundation of Informed Consent.

Safety of care given, autonomy of client in choosing/receiving care.  Mothers have the right and the responsibility to be fully informed regarding their health status and of the pros and cons of any proposed actions, drugs, interventions.  Mothers have the right to be fully informed about the midwife’s scope of care, her training and experience, her outcome statistics, agreements with other providers, her limitations.  (MANA Core Documents, Standards of Care)

1453. Discuss the rationale for permitting patients to voluntarily make decisions about their health care.

There is an inherent imbalance in the relationship as the provider knows more about possible obstetric/gynecologic  procedures, and the process of childbirth.  Safety is the provider’s utmost ethical obligation.  Because no outcome can be guaranteed and patients will live with the outcome(s) of their care, it is essential that patients have the opportunity to choose the path they will take in order to maximize their capacity to choose what they feel will best serve them.  (Jones, Shirley R., Ethics in Midwifery, Mosby, 2000)

1454. Discuss the rationale for providing patients with the following information:

i. All relevant information regarding their condition

This educates the patient about how the body works and what challenges it is facing as well as the body’s strengths and abilities to meet the challenge.

ii. All relevant information regarding alternative treatments

This gives the patient choices so that she can compare treatments and think through what treatments would seem most beneficial to her.

iii. All information about the possible risks, benefits, costs, other consequences, and significant uncertainties surrounding any of this information

This is an attempt to put each possible treatment in perspective so that the patient can truly choose based on real evidence about how a given treatment has worked/failed when studied.  (Citizens for Midwifery, Midwives Model of Care

1455. Discuss "ethically valid consent.” What kind of process is it; what is it based on; how can it be accomplished?

A truly “valid” consent would involve teaching the woman all that the doctors and other providers in her case know.  Therefore, it’s probably not possible, even if the client is a doctor or a midwife herself.  Ethically, however, the midwife must provide all of the basic information, the pros and cons, and allow time for the mother to consult with her, family and  other experts and come to a conclusion.  The midwife must assist the mother in getting all of her questions and concerns addressed.  And the midwife must always remind the mother that outcomes are not guaranteed, therefore, the final choices are always the moms’ and her family’s.  (Jones, Shirley R., Ethics in Midwifery, Mosby, 2000, pp 3-45)

1456. Describe how ethically valid consent is obtained if the patient is not well-educated, articulate, and self-aware.

Midwives are particularly suited due to their education and their orientation to providing care that is based on wellness to provide culturally competent education and counseling in these cases, and understand that the process naturally takes some time.  Midwives take the time to educate, and to help the patient articulate more and more and to practice self-examination to increase self-awareness.  Therefore, the obtaining of an ethically valid consent would not be possible in the short term, but becomes more and more probable as the process of midwifery care proceeds.  In the case of needing an informed consent suddenly arises before the midwives model of care can be implemented, the midwife is ethically bound to work very hard to give a culturally competent explanation at the patient’s level of understanding and to answer all questions, keeping uppermost the safety of mother and baby in the patient’s mind to facilitate the patient’s understanding of what she is consenting to.  (Jones, Shirley R., Ethics in Midwifery, Mosby, 2000, pp 3-45)

1457. Discuss the health care provider's responsibility when confronted with violating the bounds of acceptable professional practice, the professional's own deeply held moral beliefs, or when asked to draw on a limited resource on which the patient has no binding claim.

1. Violation of the bounds of acceptable professional practice:  Acceptable professional practice is based on standards developed by  midwives in conjunction with the health care community and consumers to assure patient safety.  Therefore, violation of these necessarily means that the patient is at physical risk and the midwife is at risk for her license/certification.

2. Violation of the professional’s own deeply held moral beliefs:  If these are at odds with the dominant culture, then they are worth disclosing at the outset of care so that the mother can decide if she wants a provider with such beliefs.  If deeply held moral beliefs are not disclosed at the outset, then the mother’s needs and her safety will have to supercede the professional’s beliefs, as professionals cannot impose their morals on their clients without violating rules of ethical conduct.

3. Provider is asked to draw on a limited resource on which the patient has no binding claim, such as the midwife’s scheduled time off, or moneys allocated for other purposes, the midwife’s responsibility is to insure that her practice is properly covered to insure patient safety and when monetary resources are scarce, she has an obligation to help the patient research other avenues of funding and of care to the best of her ability, without sacrificing the quality of care to others in her care.  (Jones, Shirley R., Ethics in Midwifery, p.53-173)
1458. Discuss the health care provider's responsibility when the patients lack substantial capacity to make their own decisions.

The midwife must consider the principles of beneficence (doing good) and non-maleficence (doing no harm). As much as possible the patient should be involved in the decision-making.  The midwife must do her best to consult the patient and to become the patient’s advocate.  She must assemble all parties who are also the patient’s advocates by reason of their role in her care medically, their role as providers of social services and counseling, by reason of their role in the patient’s family.  The patient’s best interests should be explored with the team.  “Best interests” can be limited by uncertain prognosis and some uncertainty about what the patient would want, but it is still a more just approach than one which is based on “value of life”, “parental authority”, “personhood”.  Exploring differing views can lead to a fruitful debate on the patient’s behalf and a course of care should be decided by consensus of the patient’s advocates.  (Jones, Shirley R., Ethics in Midwifery, p.153-156)
1459. Discuss the health care provider's responsibility with regard to the disclosure of "unpleasant" information.

Duty of care implies a duty to inform.  This supports the concept of patient autonomy and ability to choose.  If information is withheld, the client has no ability to choose, therefore, the midwife must impart even “unpleasant” information.  In addition, the midwife as advocate must provide the supportive information and resources that will illuminate causes, physiology, possible outcomes, treatment option pros and cons, alternatives, etc. As a counselor, the midwife is ready to identify an emotional state provoked by “unpleasant” information and to provide immediate support followed by referral to a professional therapeutic counselor. (Jones, Shirley R., Ethics in Midwifery, p.31-34)

1460. Discuss the health care provider's role in providing information as part of an institution or team.

Above all, the midwife’s role is that of advocate for the mother and baby’s safety without regard for her own ego or convenience.  Because the midwife is part of a team she should make sure that her communications and her actions are not at the expense of anyone on the team or of the institution.  As an educator she must provide the patient with all the information about the risks and benefits of tests, treatments, conditions, etc., as well as providing suggestions for other sources of information.  She should be clear about the roles of the other members of the team/institution so that she can articulate these while leaving details to the individual members of the team to explain for themselves.    (Jones, Shirley R., Ethics in Midwifery, p.31-34, 101)

1461.Discuss the role of health care providers and institutions in relation to patients who request additional information not presently at the provider's disposal.

Based on the concept of supporting the patient’s autonomy as a partner in her care, health care providers and institutions need either to refer the patient to relevant sources of the requested information or to obtain it for the client.  A client cannot be fully informed without all the relevant information, and therefore, a consent obtained without full information would not be valid.  (Jones, Shirley R., Ethics in Midwifery, p.103-104)

1462. Discuss the rationale for having patients express orally or in writing their understanding of the treatment consented to.

Generally, if a patient can orally or in writing  paraphrase the nature of, and the pros and cons of, a proposed treatment there is a greater chance that the consent reflects comprehension and retention of the information given.  Other clues that could be listened for would be that the patient believes the information and has weighed it to make a choice.    (Jones, Shirley R., Ethics in Midwifery, p.104)

1463. Discuss the rationale for specific curricula aimed at preparing health professionals for a process of mutual decision-making.

Such curricula would address an area where decisions have to be made, sometimes urgently that will have consequences.  Review of ethics theory, the various roles of the health professional in mutual decision-making, and application of  theory to case studies could provide a safe arena for practice in applying these to real life.  Such preparation could clarify a process for approaching dilemmas for the sake of promoting and safeguarding the interests of the patient.  (Jones, Shirley R., Ethics in Midwifery, p.1-24)

1464. Discuss the place of family members in the process of helping patients understand their conditions and possible treatments.

Ordinarily, patients are deemed to be autonomous in their decision-making if they understand the situation they are in, understand the options open to them and the possible consequences of each of these options.  In this case, family members are included in decision-making either because of patient choice or because the patient is not deemed fully autonomous.   In both cases, the health care provider must inform the family members as fully as she would any autonomous patient with the goal of promoting and safe-guarding the best interests of  the patient through the supporting group of family members.(Jones, Shirley R., Ethics in Midwifery, p.104-106)

1465. Discuss the establishment of mutual trust. What is the rationale for each factor contributing to mutual trust?

First ask how are you doing.  Establish caring.  Allow them to tell you what's up:  active listening.  Making connections between issues that come up during care, listening with expertise, don't pretend to know more than you do, willingly get more information—being sure to explain who you are, going through informed consent together, helping clients to participate by bringing in diet sheet, questions, learning about their bodies, being honest, ask about concerns, ask about understanding of processes, never be defensive, Establish your expertise, dispel old power dynamics, establishing roles, their roles in self-care, course of care, orientation to care, facility, what midwives do, how the doctors and medical team interact with us, following up with any promised information and good follow-through.  (Jones, Shirley R., Ethics in Midwifery, p.69-109)

1466. Discuss the place of court decisions in patient treatment.

Interventions by the court are seen usually with women who are institutionalized or in prison, those who are mentally retarded or developmentally disabled, those who are underage without legal guardians,or rarely, a mother who refuses recommended care and is believed to be endangering herself and/or the fetus.  There is a problem with criminalizsation of women for their life-styles during pregnancy nationwide which differs by state. “ Advocates for Pregnant Women”, is an example of a group that works in such states as South Carolina where it is legal to imprison moms who are abusing substances.  Many states still have antiquated maternal child health laws, although NM has progressive policies.  Largely the courts don't play a role unless there is a "valid" reason. Such “valid” reasons include a law that requires surrogate moms to undergo AFP testing.  In many states the law requires Parental notification when persons under 18 request medical care, etc.  (Jones, Shirley R., Ethics in Midwifery, p.104-106)

1467. Discuss the ethical considerations of withdrawing as the patient's care provider.

Ethical withdrawal demands a review of the contract, to know what has already been promised and agreed to.  Review of the history and course of care identifies whether the patient is within the midwifery scope of practice.  Review of the circumstances leading to withdrawal identifies the issues to be explained and the actions the midwife must take to insure the client is properly cared for in her absence.  Exploring these with the client and eliciting her preferences for referral and follow-up lead to an ethically valid course of action.  The midwife must explain what the client will have to do to close her care with the midwife, such as paying off outstanding bills, signing verification that she has received a full copy of her chart and has been referred.  The midwife must return any unused payments and provide referrals and charts to the client and the new care providers.  In an emergency, the midwife will accompany the client to her new providers and remain with her, providing information or chart, until her case, or plan for course of care, is resolved and the new care providers have taken charge.   In the absence of being able to contact a client that is being discharged (due to loss of contact, for instance) a similar review is undertaken in writing and referrals are listed.  The client is encouraged to obtain a copy of the chart to take to the new care provider.  The letter is sent certified so that the midwife can be sure it was received.  (Jones, Shirley R., Ethics in Midwifery, p.69-173)
1468. Discuss the interrelatedness of Ethics and Law

Law is based on community ethics, and can be changed by a defined process as community ethics change.  For instance, laws saying black people could not vote, etc, have been changed.   Rule of law prevents vigilantes from taking the law into their own hands and forces society to agree on how justice shall be carried out.  The law does not always reflect our ethics.  For instance, our ethics say “thou shalt not kill”, but our laws allow capital punishment.  Our system of justice is set up to tease out proper application of the law, ethical application of the law for each given situation, such that two parties can debate the intention of the law vs the intention of, and the facts surrounding, the "law-breaker”.  In the USA, Laws are meant to support the maintenance of a well-ordered, and ethically just society, “in the pursuit of happiness”.  In midwifery this means that the laws applying to midwives will aim to result in ethical midwifery practice for the protection and benefit of society.  The laws will define educational and clinical expertise, will define scope and standard of practice, licensing requirements, reasons for taking away a license, and chief among such reasons is dangerous or unethical practice.  Jones, Shirley R., Ethics in Midwifery, p.1-24, 69-173)

Laws, Regulations and Consumers

1469.
Describe the law regarding midwifery in your jurisdiction:

a. What is its history?

In 1917, Article 24 of Medical Practice Act of California, Amendment 11 provided for certification of midwives. In 1949 SB 966 repealed midwifery certification entirely, effectively criminalizing the practice of midwifery. On sixth attempt the Licensed Midwifery Practice Act of 1993 became law, dictating no less than three years of formal, state approved midwifery training, sitting for an exam, and physician supervision. 

b. Where can it be found?

Sections 2505 – 2521 of the Business and Professions Code of California are commonly called the LMPA of 1993.

c. What does it authorize?

Licensure in California authorizes the LM to attend normal childbirth and the provision of prenatal, intrapartum, and postpartum care, including family planning and immediate newborn care, all under physician supervision.

1470. Describe the regulations governing the practice of midwifery in your jurisdiction:  

i. Whom are they promulgated by?

The California General Assembly passed the LMPA of 1993, and Governor Gray Davis signed it into law. The Medical Board of California oversees the practice of midwifery, as stated in the LMPA.

ii. Are they mandatory or voluntary?

Mandatory--while there are a few conscientious objectors in California, the law dictates that the practice of midwifery is authorized only for those who hold the state license and only within the parameters of the license.

iii. What areas of care do they cover?

The attendance of normal childbirth and the provision of prenatal, intrapartum, and postpartum care, including family planning and immediate newborn care, all under physician supervision.

iv. What directives are included for consult or referral?

Section 2507 (b) “… All complications shall be referred to a physician and surgeon immediately.”

v. What procedures do they mandate?

Disclosure, oral and written (signed by both midwife and client), of the specifics of the law, the status of any malpractice insurance (or lack thereof), the specifics of filing complaints with the Medical Board, and the specifics of transport/transfer of care. Renewal of license every two years. Students must be supervised by an LM at all times, and clients must be made aware of student status. 

vi. What is the process for disciplining a practitioner?

1. Investigation. 2. Accusation. 3. Hearing. 4. Disciplinary Action.

vii. What is the process for educating a practitioner?

Completion of a three-year formal midwifery education program approved by the Medical Board, licensure in another state that enjoys reciprocity with California (eg: Florida), or the “California Challenge Process” (credit by examination for previous experience).

viii. What are the requirements for certification/licensure/registration?

1. Education. 2. Examination. 3. Licensure fee.

ix. What are the requirements for continuing education, continuing recertification or 

licensure?

36 hours of continuing education approved by the medical board and payment of the licensure fee.

x. What are the requirements for Informed Consent?

The LMPA does not define informed consent, but does require written disclosure to be signed by client and midwife regarding the law, malpractice insurance, transfer of care, and the specifics of filing complaints with the Medical Board. 

On November 4, 2005 the Medical Board voted to accept the September 15 proposed “Midwifery Standard of Care” document, which dictates that state and national midwifery organizations shall define informed consent. Also, written informed consent forms are required to be part of a client’s permanent chart. Once the Office of Administrative Law approves the Medical Board’s decision to adopt the “Standard of Care” document, this will become part of the LMPA.

xi. What are the requirements for a midwife's relationship with a physician?

The relationship is one of supervision. Supervision does not imply physical presence.

xii. What body oversees the practice of midwifery? How does it carry out this duty?

The Medical Board of California oversees the practice of midwifery and the licensure of midwives. The Board issues the licenses, maintains a database of those holding licensure, and investigates and prosecutes the following: unprofessional conduct, gross negligence or incompetence, conviction of practicing medicine without a license, fraudulent advertising, possession of controlled substances, use of controlled substances, prescription or administration of controlled substances, falsifying records, obtaining licensure through fraudulent methods, involvement with criminal abortion, impersonating another applicant or practitioner.

Community Health Issues

1475.                                                                                                                               Discuss how you apply the Midwifery Model of Care to your interaction with community health issues.

	 

	 


See www.cfmidwifery.org
The Midwives Model of Care:  (from Citizens for Midwifery website)

Is based on the fact that pregnancy and birth are normal life processes.

The Midwives model of care includes:  

Monitoring the physical , psychological, and social well-being of the mother throughout the childbearing cycle.

Providing the mother with individualized education, counseling, and prenatal care, continuous hands-on assistance during labor and delivery, and postpartum support

Minimizing technological interventions

Identifying and referring women who require obstetrical attention

 

The application of this woman-centered mode of care has been proven to reduce the incidence of birth injury, trauma, and cesarean section.

 

Copyright 1996-2004, Midwifery Task Force, Inc, all Rights Reserved.

 

 

Interaction with community health issues includes:

1.        Providing direct clinical care as a midwife and applying the midwives model of care in practice.

2.        Educating clients about the midwives model of care and having them join CFM.

3.        Collaborating with community health agencies and providers and informing them about the midwives model of care.

4.        Analyzing community health outcomes for mothers and babies to determine if the midwives model of care has been applied or could be applied to improve outcomes

5.        Community has to be looked at as both a physical location and a social milieu.

6.        Community relationships frame the individuals belief systems about family, health and illness

7.        Decision-making about health issues is based on these personal beliefs and family attitudes

 

1476.           Discuss how attitudes towards women and children impact on the adequate delivery of health care in general and on rural health care in particular.

 

Many women delay or get inconsistent health care.  Studies to determine the reasons for this found that “…disinterest of the doctor,…lack of respect from doctors,…and denial of the privilege of seeing the same doctor at each appointment…providers do not understand the difficulties …in getting to appointments on time,…patients on public assistance do not receive a great deal of respect from doctors…culture of medicine dissuades women from seeking care…Leppert, Partner, and Thompson (1996, p.141),  Attitudes towards women and children without means include such thoughts as expressed by the governor of California in 1997, Pete Wilson, who expressed that persons who could not pay their electric bills should be encouraged and counseled to give up their children for adoption.    Groups with economic and political power tend to define any group not in that category as “other”.  So defined, solutions commonly reflect the example of the governor with suggestions of, institutionalization, restrictions on land ownership, jobs, marriage and location.  The possibility of access to health care is determined by the policy decisions of those who decide who, and what is the problem.  Care providers often come from a different culture than their clients.  If they are not prepared to be culturally sensitive then the “clash of cultures” prevents clients from getting proper care.  In rural settings, distance from the provider, money for gas, access to transportation, conflict with needing to care for other members of the family and difficulty getting others who may be at a distance to cover while a mother and/or child access health care can be daunting.  Walsh, Linda , Community Based Care During the Childbearing Year, WB Saunders Co,  2001, pp.211-218

 

1477.           Describe the physical and social aspects of rural living that limit health care providers' ability to provide care in rural settings.

 

Client’s limitations:

Physical:  long distances to travel, weather problems, dangerous roads, obtaining sitters to stay with family members who are home-bound, etc.

Social:  Overriding family obligations, money for gas, lack of insurance, lack of time, lack of family support to go to the “doctor”  if one isn’t “sick”

 

Provider’ limitations:

Physical:  affording overhead of running a business:  rent, utilities, billing, reception, liability insurance, etc., availability of call coverage, distances to home births, vehicle reliability and maintenance, distances to hospitals, availability of laboratory services,  etc.

Social:  Acceptability of midwifery in a given community, legality, community standards of care, relationships with medical providers, emergency providers, hospitals, limitations on family life and accountability to family due to call requirements, etc.

 

1478.           Describe the aspects of health care provider training that limit their ability to and desire to provide health care in rural settings.

 

The biggest limitation is the cost of provider training in which the trainee owes significant amounts of money that are expected to be paid back timely.  Rural areas have smaller populations, so numbers of billable visits with providers may not be adequate to cover expenses and have enough left over to bring home to family.  Much training takes place in big university settings, although some programs now make rural placements available during training to give students some experiences with rural health issues.  

 

1479.           Discuss the role of economics in the provision of rural health care for both providers and recipients.

 

Liability insurance for OB-GYNs in 2005 begins above $50,000, and then climbs each of the next three years to reach a minimum of $80,000.  Medicaid in rural areas comprises about 52% of the population, and Medicaid reimbursements are going down due to Federal and State budget cuts.  Being a provider in a rural setting means being willing to deal with the cuts and with the determination of the private contractors that administer Medicaid for the state to avoid paying in order to show that they are saving money.  Recipients of care if on Medicaid may find that providers are unwilling to care for them or have limits on how many Medicaid recipients they will take in the practice.  This limits access to care.  

 

1480.           Discuss why maternal and infant mortality rates are often higher in rural than urban areas worldwide.

 

Access to definitive care is the biggest reason.  In third world countries transportation means and time are the biggest concern expressed by rural care providers who are trying to reduce maternal and infant risk.  In our country access to care is the bigger issue, although transportation can be a big issue here too.  Here for instance, too much technology might be applied in a rural setting rather than not having access.  A perfect example would be a rural hospital’s inability to meet ACOG’s standards for in-hospital service requirements to be able to “safely” offer VBACs.  In such a situation many more routine C-Sections are performed with their two-fold increase in maternal mortality over vaginal births.

 

1481.           Discuss the risks of sepsis, hemorrhage, hypertensive disorders, anemia, and abortion in maternal mortality worldwide.

 

Worldwide, hemorrhage in the 1st cause of maternal mortality

Sepsis the second leading cause,

Hypertensive disorders are the third leading cause

Improperly performed abortion and incomplete miscarriage are grouped into the hemorrhage category and  account for the leading cause of maternal mortality before birth worldwide

Anemia is associated with preterm labor, low birthwight, depleted iron stores in the neonate,  postpartum hemorrhage, poor postpartum recovery, increased incidence of sepsis Walsh, Linda , Community Based Care During the Childbearing Year, WB Saunders Co,  2001, pp.388-389
 

1482.           Discuss the effects of nutritional habits and practices on long-term maternal health and morbidity.
Evidence from animals is overwhelming. How animals are fed in early life, generally before the end of infancy, can programme, in adulthood, key outcomes of potential relevance to humans - blood lipids, blood pressure, obesity, diabetes, arteriosclerosis, behaviour and longevity. There are different brief windows for programming different outcomes. Such programming occurs in all species studied. Symposium 2004,Foetal Origins of Adult Disease (as part of the annual Canadian Society for Clinical Nutrition conference), Michael S. Kramer, McGill University, Montreal, Qc 
 

 

Out of Hospital Birth 

1498.  How does the midwives model of care apply to out of hospital birth?

Midwifery Task Force, Inc. defines the Midwives Model of Care as follows:

The Midwives Model of Care is based on the fact that pregnancy and birth are normal life processes.  

The Midwives Model of Care includes:

* monitoring the physical, psychological, and social well-being of the mother throughout the childbearing cycle;

* providing the mother with individualized education, counseling, and prenatal care, continuous hands-on assistance during labor and delivery, and postpartum support;

* minimizing technological interventions; and

* identifying and referring women who require obstetrical attention.

The application of this woman-centered model of care has been proven to reduce the incidence of birth injury, trauma, and cesarean section.

_____________________________

The foundation principle of the above model speaks to the normalcy of growing and birthing babies.  “At present, this degree of individualized and supportive care is most typically provided by midwives in homes and birth centers” (CfM pamphlet).  The Midwives Model of Care applies to out of hospital birth because remaining in one’s home or going to a birth center that is made to feel like a home and is as low-tech, treats birth as a natural, healthy, normal process.  Going to the hospital for care in pregnancy and for childbirth suggests that the process is abnormal, unhealthy, and medical.  The Midwives Model honors the many layers of a woman’s being that contribute to a healthy pregnancy and childbirth and it allows mothers and their families to feel empowered through their choices and experiences in birth.  Sheila Kitzinger argues, “When a woman is in domestic space, the pattern of birth unfolds in a way that can never happen in a hospital setting, however ‘homely’ the environment or attractive the decor” (141).  

The technocratic culture of birth (in hospital) vs. traditional birth practices (out of hospital) can be distinguished largely by how each perceives of time and progress in the birth process.  In the hospital, “the clock is the technology on which all the other technology used to manage birth is based”, while in an out of hospital setting, labor and birth are not measured and valued by how they fit into a timed framework (Kitzinger 143).  While the medical model calls for monitoring and intervening, “the positive effect of [the midwife’s] presence may be as much in stillness as in action” (Kitzinger 142).  This is an example of the cultural duality of “doing vs. being” in which doctors “do” and midwives “be”.  

Without the hierarchical constraints of the hospital, it is easier to respect the decisions made by the mother for non-intervention and to instill confidence in the woman and her family that birth is normal and the body wise.  When a woman requires care which is outside the scope of midwifery practice, midwives are trained to make appropriate referrals and to support the mom and her family as they transition into a new setting with a new provider.  However, as long as the pregnancy and birth are normal and healthy, birthing outside of the hospital with midwives is the safest, most loving path to choose.      

1499.  What is meant by out of hospital?  Where do births happen, planned and unplanned?


Out of hospital birth refers to non-hospital settings in which women bear their children.  Births that happen within the hospital are dictated by the policies and regulations of the institution, while out of hospital birth usually happens with some kind of traditional birth attendant and is not [as] rigidly measured and controlled.  Though hospitals vary in the experiences they offer women, out of hospital birth has wider diversity and more flexibility.  Out of hospital means anything from a woman’s home to outside in the mountains; from a birth center to a hot springs; from a taxi cab to the midwife’s home.  All of these sites may be planned or unplanned for birthing.  

1500.  Ten studies on out of hospital birth.  Who published each?  What was the main finding of each?  List the strengths and weaknesses of each.

1.) “Outcome of planned home and planned hospital births in low risk pregnancies: Prospective study in midwifery practices in the Netherlands”                            Netherlands Institute of Primary Health Care

Prospective study looking at 1836 low risk pregnancies in the Netherlands comparing planned home and hospital birth outcomes.  Controls were for parity and histories (social, medical, obstetric).  Results: For primips, no relation was seen between planned setting and outcome with controls.  For multips, outcomes were significantly better for planned home births than hospital regardless of whether or not chosen controls were applied.  Strengths: Pretty well-controlled; subject group sizeable; published in Netherlands.  Weaknesses: From abstract, I don’t know precisely what “outcome index” includes; it is not explicit how subject group is divided in numbers between birth setting; when results say “there was no relation” or “significantly better” it in not clear how these are qualified or quantified; if the index involves scoring, the break down and importance of each factor may be subjective.                                                                                        

2.) “The Safety of Home Birth: The Farm Study”
A. Mark Durand, MD, MPH
Am J Public Health, 1992; 82: 450-452

Retrospective, comparative study of 1707 midwife-attended births at home in Tennessee from 1971-1989 and 14,033 physician-attended birth in hospital (outcomes of which were taken from 1980 US National Natality/National Fetal Mortality Survey (NNS/NFMS)).  Results: For fetal and neonatal death, labor complications, and 5-minute Apgar scores less than 7, there were no significant differences between the two groups.  For “assisted deliveries” (forceps and vacuum) and c-sections, rates were significantly different (Farm 2.11% and 1.46% and NNS/NFMS 26.6% and 16.46% respectively).  They conclude that support for homebirth should not be withheld by the medical community “on the grounds that this option is inherently unsafe.”  Strengths: Used same “exclusion criteria” for Farm and hospital births; potential confounders were used; controlled for demographic and technology changes over years of births.  Weaknesses: medical records for each group which were analyzed for results may differ significantly due to difference in models of care (observer bias); the affects of birth setting on outcome seems difficult to measure objectively; midwives at the Farm are just one example of how midwives practice and represent midwives of similar perspective/training.  Physician-attended group was taken from a national survey and is hence more diverse.
3.) “Collaborative survey of perinatal loss in planned and unplanned home births”          
BMJ 1996; 313: 1276-1277 

Northern Regional Health Authority Perinatal Mortality Survey

Results: Subject group composed of 3466 out of hospital births between 1981 and 1994 of women in Northern Regional Health Authority area.  Of the 3466, 134 were perinatal deaths.  This is four times the loss in hospital.  However, 131 of 134 deaths (97%) were unplanned out of hospital.  These women either had no plans for birth setting or planned hospital and didn’t go or make it for various reasons.  Researchers conclude that maternity care must look at risks associated with unplanned out of hospital birth.  Strengths: By being specific about perinatal death figure, it is apparent that planned homebirth can be quite safe; the subject group is of significant size to show noteworthy results.  Weaknesses: Surveys are not very strong study models in general; it is rather non-specific; prenatal care and attendants were not looked at.

4.) “Prospective regional study of planned home births”                                               BMJ 1996; 313: 1302-1306                                                                                            Home Birth Study Steering Group

Results: Subject group composed of 251 women from Northern Regional Health Authority area who planned home delivery in 1993—57% had homebirths, 7% had c-sections, 29% referred to hospital before start of labor, 14% referred to hospital during labor.  Half of prenatal hospital referrals had no obstetric reason and none of the intrapartum referrals had emergent obstetric reasons.  Strengths: Shows how a specific group faired in terms of birth plans; reveals issues regarding cultural influences over birth place and mother’s perceptions/choices.  Weaknesses: Does not conduct in-depth analysis of reasons for transports prenatal or intrapartum; is not specific regarding midwives’ feelings of lacking support/equipment or general practitioners’ concerns in out of hospital settings.  

5.) “A Case Study of Out-of-Hospital Births in Two Adjacent Counties in the San Francisco Bay Area”                                                                                                       State of California Department of Health Statistics

Retrospective interviews were conducted in the early 1980s with 76 women in Santa Clara and San Mateo counties, California regarding “how they had selected their birth site and birth attendants, their obstetrical history, their birth experience, and the outcome of the delivery.”  Half of the women planned homebirths, the other half planned delivery in a free-standing birth center.  Large majority of the women were white, educated, married.  Results: Two-thirds of the women chose out-of-hospital birth just to avoid the hospital and 53% said that cost was a significant factor in choosing away from the hospital for birth setting.  Eighty-eight percent had good medical outcomes at intended site and 12% had to transport but outcomes were still good.  Ninety-five percent of home birth group and 87% of birth center group reported very positive experiences.  Strengths: Explores what might factor into a woman’s choice to have an out-of-hospital birth; breaks down groups to reveal demographics; looks at both philosophical and practical reasons for choices.  Weaknesses: Interviews rely on subject honesty and accurate memory; relatively small subject group from very specific area.     
6.) Centers for Disease Control and Prevention, National Center for Health Statistics, Hyattsville, MD 

Comparative study of birth outcomes and infant survival of CNM-attended birth and physician-attended births in the U.S. in 1991.  Controls- social and medical risk factors.  Subjects were all vaginal singleton births at 35-43 weeks delivered by either CNMs or physicians.  Results: With controls, CNMs had 19% fewer infant deaths, 33% lower risk of neonatal mortality, 31% lower rate of low birth weight babies.  Strengths: Shows safety of nurse midwife-attended births with good controls; has a diverse and very large subject group.  Weaknesses: Does not detail differences in practice between CNMs and physicians prenatally or intrapartum which may affect outcomes; looks only at mortality and birth weight and not maternal satisfaction, length of labor, labor interventions, etc.

7.) Midwifery Development Unit, Glasgow Royal Maternity Hospital, UK

Randomized controlled trial of low-risk pregnant women—648 midwife care, 651 shared care including midwives, doctors, and GPs.  Data was retrospective review of patient charts and patient questionnaires.  Results: Rates of interventions were equal to shared care or lower in midwife-managed subject group (less induction, less episiotomy).  Rates of complications were similar, but 28.7% of women were transferred from midwife to shared care for clinical reasons.  Satisfaction with care reported by women was significantly higher in midwife-managed care group.  Strengths: large subject group; compares midwife and shared care rather than the usual midwife and physician only comparison; randomized and controlled which is evidence level one.  Weaknesses: Is not specific about birth setting; does not detail reasons for transfers of care; does not give reasons for relative dissatisfaction in shared care group.

8.) “Results of the National Study of Vaginal Birth After Cesarean in Birth Centers” Obstetrics and Gynecology 2004; 104: 933-42

Prospective study on outcomes of 1453 women intending VBAC deliveries in 41 birth centers in the United States between 1990 and 2000.  Results: Twenty-four percent transported to hospital intrapartum (87% of these transported women had VBACs).  Rate of uterine rupture 0.4%, rate of hysterectomy 0.1%, rate of low 5-minute Apgar (<7) 1.0%, rate of fetal/neonatal deaths 0.5%.  Half of ruptures and 57% of deaths were to women who had had more than one previous c-section or who were 42 weeks pregnant.  In women with neither of these risk factors, rupture and death rates were 0.2% each.  Researchers conclude that since risks for complications were elevated for VBACs, women with previous c-sections should birth in hospital.  Strengths: Breaks down risk factors for rupture and fetal/neonatal death; subject group includes women from a lot of different birth centers which allows for more diversity in the ways in which they were cared for.  Weaknesses: Reasons for 24% transfer rate and 13% repeat cesareans not given; level of evidence is III- not randomized or controlled.

9.) “Out-of-hospital Births, U.S., 1978: Birth Weight and Apgar Scores as Measures of Outcome”                                                                                                                           Public Health Rep. 1984; 99: 63-73

Results: United States natality data from 1978 of 30,819 out of hospital and 3,294,101 in hospital births showed lower rate of low birth weight babies in out of hospital group.  Controls applied for infant race, birth attendant, maternal education, maternal age, nativity, and parity.  Low birth weight incidence was lowest for midwife-attended births in all categories.  Sixty-three percent of babies born out of hospital were given 9 or 10 Apgar scores, 49% of babies born in hospital had 9 or 10 Apgar scores.  Strengths: Large, diverse subject group; good controls.  Weaknesses: Does not distinguish between different sites in out of hospital birth group; Apgar scores are highly subjective and not by itself a responsible measure of positive or negative outcomes; does not explore low birth weight as a precursor to other complications.   

10.) “Outcomes of Planned Home Births with Certified Professional Midwives: Large Prospective Study in North America”                                                                              BMJ 2005; 330: 1416       

Prospective cohort study of 5418 women who planned home births with Certified Professional Midwives in the United States and Canada in 2000 to measure fetal and neonatal mortality, hospital transfers, labor interventions, breastfeeding rates, and mother satisfaction.  Results: Rate of transfer to hospital intrapartum was 12.1%.  All medical intervention rates looked at (epidural, episiotomy, forceps, vacuum, and cesarean) were lower for these women than for women with low-risk pregnancies having hospital birth ins the U.S.  Fetal and neonatal mortality (not including congenital anomaly-related deaths) was 1.7 per 1000.  No maternal deaths.  Intervention rates were lower, death rates were similar to North American hospital births of low-risk women.  Strengths: Large subject group from large geographical area; outcome measures were diverse; specific about maternal intention when labor started (to deliver at home).  Weaknesses: Does not include births with midwives who are not legally certified; relies on correct and thorough reports from midwives and complete, honest follow-ups with mothers postpartum; does not detail intervention rates for women having planned hospital births for comparison.                                  

1501.  Five books on out of hospital birth; three issues in each that the author is communicating:

1.) Ina May’s Guide to Childbirth by Ina May Gaskin


* The “sphincter law” that Ina May introduces makes so much sense.  We cannot order ourselves to open up to birth a baby, nor can we be ordered to do so.  We must feel safe in our place and with the people around us to relax our shoulders and mouths and yonis.


* Ina May criticizes the fact that in the U.S. it is common for obstetricians to handle normal pregnancy and birth because they are surgeons who are trained primarily in handling high-risk situations and tend to meddle with the healthy process.   Most other countries worldwide have midwives in attendance at the large majority of births and as a result have better outcomes for both moms and babies.


* This book exposes facts about misuse and overuse of technology and criticizes the routine use of interventions in pregnancy such as ultrasound and certain risk-screening, and in birth such as continuous fetal heart monitoring, episiotomies, and lithotomy position.

2.) Rediscovering Birth by Sheila Kitzinger


* This book compares and contrasts social and technocratic models of giving birth.  The technocratic model treats pregnancy and birthing as dangerous, pathological, and something to be managed by specialists in a high-tech setting.  The social model treats pregnancy and birthing as a normal, physical as well as emotional and spiritual process, which honors intuition and collective continuous care.  

* Kitzinger argues that medical birth for healthy women with healthy fetuses is often the culprit for complication.  There is enormous pressure to comply with mainstream hospital birth culture in order to be deemed responsible, unselfish, and doing the safest thing for one’s baby.  Women in our culture choosing natural, out-of-hospital birth attended by midwives must resist the mainstream ideology constantly.  The author asserts that pregnancy and birth in industrialized countries is “thought about almost exclusively in terms of risk” (10).


* In technocratic societies, pregnancy and birth are boxed into measurements, numbers, and timeframes so that a mother’s intuition is considered inferior to technology.  Kitzinger calls ultrasound the “medicalisation of love” (29).  Many women and their families rely on a fuzzy picture and a hospital technician to tell them that their baby exists and that it is healthy.  We no longer have to take the mother’s word for it. 

3.) Birth Reborn, 2nd Edition by Dr. Michel Odent


* Odent says that questioning the conventions of any practice is a good idea, especially when the conventional ways have been formulated either arbitrarily or on the basis of convenience, old research, or cultural trends.  


* This book advocates for individualized care.  It honors the fact that a healthy pregnancy and birth means having a provider who looks at all the contributing layers of a woman’s life.  It recognizes a woman’s potential to give birth by gathering the strength within her, without a bombardment of technology to try to control and dominate the process. 


*Birthing is strongly tied to sexuality.  If we allow birth to freely be the sexual experience it is, it will undoubtedly be easier and more positive for women and consequently for their babies.

4.) The Five Standards of Safe Childbearing by David Stewart


* Wise birth practices mean listening to nature and assuming that technology is almost always inferior to allowing a process like childbirth to unfold naturally.  Usually, childbirth becomes unsafe only when there are attempts to interrupt and control it.


* Do no harm.  The medical interventionist model of maternity care for healthy, low-risk moms and babies breaks this first ancient rule of healthcare.  Under current standards harm is done because by meddling, doctors direct birth down an abnormal path and actually create high-risk situations.


* Standards of care are currently dictated by government, medical associations, insurance companies, drug/device companies, and lawyers—not of which should have a say in determining what is best for families in the childbearing year.  The standards do not cross plains of time and culture, but rather are fads which place importance on money and fear instead of health, satisfaction, and safety.  

5.) The American Way of Birth by Jessica Mitford


* Mitford dissects the whole healthcare system in the U.S. and exposes the reality that if you’re monetarily poor, the quality of your healthcare will be poor.  In birth, this means you will receive little or no prenatal care which will increase your risk of complications.  


* The author presents a case for socialized medicine—healthcare for all who need it when they need it, including prenatal, intrapartum, and postpartum care.  Capitalist principles are everything healthcare should not be.


* It is counter-productive to hail technology as a panacea regardless of whether or not that technology improves outcomes.  The U.S. ranks disgracefully for infant and maternal mortality rates, yet is one of the most powerful technology proponents in the world.  Mitford presents evidence to show that a healthy low-risk pregnant or birthing woman is safer with less technology around her.    

1502.  Survey 20 people about their perception of out of hospital birth settings and identify the three issues most commonly raised.


This is a survey I’ve realistically been conducting for years as I’ve gotten more and more involved with the birth community.  Responses vary widely and I always take into consideration that people may conform their language and even entire opinions to fit what they think I want to hear or to be sensitive to what they believe is my stance.  Since people surveyed by me usually well know my position on out of hospital birth settings, it is interesting to speak with people and detect at times that the discussion is not entirely honest.  However, there have been many times when people have boldly stated that they believe the safest place for a baby to be born is the hospital and other times when people very obviously and sincerely support midwifery care and out of hospital birth settings.  It is part of our work as midwives I think to feel the pulse of the birth culture in the different places we go.  In this way, we can find out what kind of maternity care options are available from place to place, what areas need support and change, and what is proving effective in places where there is good education and birth choice.  


The three issues the most commonly surface when I ask people about their feelings on out of hospital birth settings are:


* What if something goes wrong?  Don’t you want to be as close to medicine/technology/c-section if it’s needed?  A lot of times people have stories about themselves or someone they know who had a cesarean and if they hadn’t been at the hospital something very bad probably would have happened.  To them, this is testament to the hospital being the safest place.  What they don’t consider is that the medical “management” of the labor may have actually led to the cesarean, while a non-interventionist approach (most often found out of hospital) may have resulted in a safe vaginal birth. 


* I didn’t know there were any options besides having your baby in the hospital.  You mean, there are still midwives?  In some communities, there is little to no awareness that out of hospital birth is a possibility or that the profession of midwifery is still alive.  Of course, hospital birth is truly the only option in some places if a woman wants an attended birth and doesn’t want to travel far to see a midwife.  Along the lines of options and access too, is the fact that women often choose their birth setting on the basis of cost.  Insurance almost always covers hospital birth, but it is less likely that midwifery care is covered.  For some women money is not an issue and they can pay out of pocket for services not covered by insurance. For others (probably the majority), their birth setting is practically chosen for them because they are unable to afford certain options.


* The hospital is the last place I would want to be when I give birth.  The hospital is for sick people/full of germs.  Or, hospitals scare me.  Usually people saying these things know a positive out of hospital birth story and/or associate hospitals solely with sickness and death.  They believe pregnancy and birth are almost always normal and healthy and that it is counterintuitive to go to the hospital for these things.  Some people with these views distrust the medical community for whatever reason, so it is not so much that they trust the birth process, but rather that they fear what might happen to them in a hospital.   

1504.  Discuss the concept of Access to Healthcare.

People’s access to healthcare is dependent on many different things.  It does not simply refer to the types of healthcare existent in a community or whether or not people seeking care can get it (though these things are definitely part of the concept of access).  Access to healthcare also includes issues of legality, affordability, and location of service sites.  In addition, looking at the concept of healthcare access unfortunately means looking at issues of both subtle and blatant discrimination (race, sex, class, etc.).  Important questions to ask when considering this topic are: When people cannot access certain types of healthcare or when they are not comfortable accessing it when what they need is available, why are these things true?  As is the case with midwifery care, some modes of healthcare in some places are illegal and consequently unavailable or underground and inherently risky to pursue.  Even when a model of care is legal and available, it is not necessarily covered by insurance which makes it unaffordable (and therefore not truly accessible) to many people.  Other factors in affordability and accessibility are geographical location and hours of operation.  If people seeking healthcare must travel far distances or take time off work to receive services, they do not have full access.  The aforementioned challenges to accessing healthcare are inextricably linked in our culture to the race, socioeconomic class, and gender of both those seeking and those providing healthcare.        

The midwives model is an integral piece of a full choice spectrum in maternity care.  Midwives Alliance of North America states that “access to affordable, community-based midwifery care is the right of every pregnant woman.”  They make it a priority to address “barriers to midwifery care such as: legality of practitioners, insurance reimbursement policies, geographic distribution of caregivers, and scarcity of educational routes into midwifery” (Position Statements 1994).  Part of the concept of true access to safe midwifery care is also whether or not there is supportive back-up in cases when transport or referral is necessary.  Clearly, large structural factors as well as individual freedoms and constraints must be taken into account when discussing the complex concept of access to healthcare.  

1506.  What types of “complimentary” or “alternative” health care modalities are available in my area (Wisconsin)?  What pieces of the care provided by these are unique?


Acupuncture—several of the acupuncturists in Madison, WI have very good relationships with Western doctors so communication and referrals in both directions are common and respectful.  In terms of pregnancy and birth-related care, these practitioners use acupuncture to turn babies, induce labor, provide pain relief in labor, and stop excessive bleeding postpartum. 

Retail herb sources with herbalists on staff—knowledgeable folks who help women select safe and effective herbs for pre-conception, prenatal, labor, and postpartum needs.

Massage therapy—good for relaxation at any time in the childbearing year; massage fills the basic need for touch and allows the women quiet alone time to mentally prepare for or reflect on the birth; promotes circulation and tension release which can be very helpful in pregnancy.

Craniosacral therapy—another way to move energy in a person’s body which usually involves subtle touch around the head, neck, spine and can be helpful any time before or after the birth to provide the body with the resources to heal itself.  

Hydrotherapy—water has a good reputation for promoting relaxation; soaking (being careful the water is not too hot) and using jets can quiet bothersome warm-up contractions, can be used to relax in labor, has been shown to decrease incidence of perineal tears when used in labor, and soothes and aids in healing the perineum postpartum.   

Yoga—centers that provide instruction of both prenatal and post-natal yoga for preparation and recovery respectively.  Prenatal yoga helps the mind and body unite in preparing for the strengths needed for childbirth.  Post-natal yoga helps in regaining tone and strength to pelvic floor and abdomen and is a good way to reflect on the birth and be with other moms and babies. 

Jin shin do—combines Eastern and Western philosophies and uses firm touch to balance energy and release tension associated with stuck emotions; works well for victims of sexual abuse which we see a lot as midwives. 
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1533. 

Practice #1 pg 25

Memo 1 - Purpose is to influence

Memo 2- Purpose is to Inform
 

Practice #2 Pg32

Situation A. Please make sure you are parked in the employee parking lot. 

Situation B. Please stop sending me books. 

 

Practice #2 Pg 48

1. Reader’s Name and Description- Owner of the Yankee Candle Company; Mrs. Mary Barkley

The reader is expecting to hear from me, but is not familiar with the subject. She is not yet interested in what I have to say, and is not likely to view me as an authority on the subject. She is likely to find what I have to say useful, is not familiar with my views on the subject, but she is committed to a specific point of view. She will probably agree with my point of view, but may find my message uncomfortable. 

Key Sentence to Influence: I want my reader to hire me to lead new product formulation.

Facts and Ideas that Will Accomplish my purpose

I am very creative

Innovative with materials

Has a good eye for design

Can improvise well upon base ideas

I am a self starter

Can see what needs to be done and does it

If I have a good idea, am not afraid to experiment some on my own.

I am responsible

Detail oriented; organized

Frugally minded; would not waste company resources 

Believe strongly in giving the customer high quality merchandise

 

Strong customer relations ability

Kind

Honest

Friendly

Sensitive

 

Practice #3 Pg 55

 

COURSE TYPE

1. Desserts

Chocolate ice cream

Cheese Danish

Pecan Pie

Walnut Torte

2. Main Entrees

Spaghetti

Hamburgers

Spare ribs

Crab

Sweet and Sour Pork

Roast Turkey

 

3. Produce sides

Strawberries

Artichokes

 

 

 

 

Nutritional Analysis

Main nutrient contributed by foods

Desserts- Calories in the form of sugar

Main Entrees- Proteins; fats

Produce Sides- Vitamins

 

 

Glycemic Index Information

1.Moderate to High GI Foods-

Spaghetti

Cheese Danish

Pecan pie

Walnut torte

 

2. Low GI Foods

Hamburgers

Spare ribs

Crab

Sweet and sour pork

Strawberries

Artichokes

Roast tukey

 

High Intensity Sports

Surfing

Mountain biking

Foot ball

Basketball

Volley ball

Mountain climbing

Rock climbing

Kayaking

Jogging

Snowboarding

 

2.Low to Moderate Intensity Sports

Canoeing

Wind surfing

Swimming

Scuba diving

Tennis

Baseball

Skiing

 

Practice #  4

Morale- An in house exercise facility would help raise morale by giving the employees a time of recreation during which to become better friends, and by providing a constructive outlet for stress. 

Financial- An in house exercise facility would be a financially sound idea because people who exercise take fewer sick days, and are healthier in general; resulting in fewer insurance claims. 

Reputation- If our company chose to take this step, it would be the first to do so; making this facility concrete evidence of concern for the health of its employees; which would then enhance the company’s reputation. 

 

Practice #5

 Opening #1

Your comments have been received by our office; thank you.

They were received on June 3rd; and were reviewed immediately. Response to your comments by the board was quite positive. Because of their clarity, your comments have been incorporated; where appropriate, into the program. 

 

Opening #

Thank you for your business this past month; we welcome and appreciate your support.

Your current payment for the month of September has not been received in our office, making it impossible for us to give you the “timely payment” discount .  According to the conditions of your note, please make sure the payment is received within ten days of this letter. If you have already sent your payment, please disregard this notice. 

 

Opening #3.

In response to your request, attached is a copy of the Assistant Director’s letter to Acme Products. For your added information, you will find a copy of the letter to Alex Stein from Acme’s CEO attached as well.  Also included is a copy of the Test Plan: by Bill Jordan. 

 

Practice #6

As You asked

Although

Best of all

Although

In fact

Unless

Of course

If not

 

Practice #7 Pg 113

If you need further help deciding which loan program to sign up with, please ask.  If I don’t hear from you, I will call in one week to ask if you would like to sign up for a loan with the new program. 

 

Practice #8 Pg 122

The News Department is conducting the research project

Staple a copy of the approval to the request before sending it to the Accounting Office.

Review and return the new design that is attached by March 15.

Andrea Carelli will be conducting an investigation into Mr. Szabo’s complaint. 

 Call Tom Woo at Extension 4732 before December 1 to make reservations for the conference. 

 

 

Practice #9 Pg 129.

Recently, structure, suitable

Yesterday, we drove past a house that would be perfect for you.

During, incident, multiple , torso and limbs

Ms. Brown was thrown from her horse, resulting in 2 broken ribs and a sprained wrist.

Few, considerable

We have identified three items to be discussed at the meeting, so please allow 45 minutes in your schedule. 

 

 

Practice #10 Pg 133

A.)Before

After

Use

Changes

Enhance

Good for

Extra

Size

Replace

Add to

Before

Within

Guidelines

Start

To try

Best

 

B.)Division managers are asked to help start  the new program by sending copies of their personnel requirements.

 

The passenger was not wearing his seatbelt, and received multiple injuries because of this. 

 

Within this letter there is a list of procedures that must be begin to be used immediately. 

 

Practice # 11.)

This letter contains the information about your new computer system that you asked for in your last letter.  We believe that the improved features we described would help make your company more efficient by making faster data processing possible. 

 

Through our policies, we try to give our customer the very best service. If you have more questions or concerns, please let us know. We will answer as soon as possible. 

 

 

 

Practice #12.)

She drove recklessly

We surveyed the members

The manager offered to buy everyone coffee.

I think this procedure will make filing reports better.

He called us about his insurance claim.

She was driving drunk and caused an accident.

We asked him to appear in court to defend himself.

 

Practice #13.)

The residents of the city are unhappy with the new tax.

The subterranean garage is more secure than the old one. 

Until last week, our group had the best record. 

 

Practice #14.)

The group members interested in learning more ab out this software can attend the February 16th demonstration.

 

Thousands of hours are wasted because people can’t use out of date files. 

 

The topic for the January 1 luncheon meeting is “Literacy in the Workplace”.

 

 

Practice #15.)

Thank you for your recent letter. I will investigate the delay in your loan processing, and will let you know what I find out. 

 

The new computer system will have the ability to process 50% more information than the current system. 

 

In response to your request for more office equipment, we have asked for increased budget allowance in order to buy these items. 

 

 

Practice #16.)

In March, those studying the HUF project studied the history of HUF to find out whether  the proper analyses were made to determine project goals.

 

Members of the study group believe  that the original analyses was done sloppily and hastily, leading to mistakes. Now, the main issue to be decided is whether to continue the project, or do new analysis. 

 

We have included  the results of the study. Please review these and respond soon, so a decision can be reached. 

 

 

Practice #17. Pg 168.

I have enclosed a letter

You need to give me feed back about how you set up the booth

Identify any changes that should be made for next year.

 

I have enclosed a survey for your review. Hopefully, it will help you to give me accurate feed back about booth set up. After reviewing the survey, please identify and changes you feel should be made for next year. 

 

Practice #18.  Pg 174

#’s 2,3, and 5

 

Practice #19

As you know, nothing changed as a result of the investigation. 

If you want to swim, the pool is a block away.

To summarize, case histories are the most important documents in our files. 

 

Practice #20 Pg 182

When the client died on September 28, 2001, his policy was still pending.

 

We inspected the property at 230 Clark Street, Novato, California on May1, 1998, and found that an illegal unit had been constructed.

 

She has been with the company since July, 2000. 

 

 

Practice #20 Pg 186

Her memo, which I received yesterday, stated very clearly that the work was to be completed by next month.

 

Activities of our company directly related to this program, are developed by the Processing Division.

 

Engineers new to this procedure, should not try to carry it out themselves.

 

Practice #21 Pg 187

The Doctor said the condition had three symptoms: fear and depression, hives and itching, and hunger and thirst. 

 

The boys walked home from practice: their coach had left without them.

 

There are three new team members: Erin Copland, pitcher; Jennifer Fisher, catcher; and Pat Jonas, short stop.

 

I find the Sherwood proposition very appealing; however, I’d like to know more about the product before continuing. 

 

I have on major concern about the Bresnen survey: why did they send questionnaires only to people who own car phones?

 

Practice #22. 

The company needed a work -station, so Alex decided to buy the one pictured in the catalog.

 

 Ed was frustrated because he couldn’t finish the project on time, and explained this to David. 

 

Practice #23.

 

Somebody left their lights on over the weekend.

 

When compiling figures for the audit, the accountant should always make sure they have the most recent figures. 

 

Practice #24.

The purpose of his requests was to get the additional funds.

 

I don’t think either of the boys is going to last the year.

 

Each computer, desk, and printer is down.

 

The cause of the errors is unknown.

 

One of the reasons for abscences is poor health.

 

The largest of the three banks is in Petaluma.

 

Everyone I asked agrees with my decision. 

 

Practice #24

The birthday- girl and her parents were amused by the juggler. 

 

One of the many things she worries about is the monthly report.

 

The teachers and at least one secretary are going out on strike. 

 

 

 

 

1534. Identify Several Elements of Communication That Must Be Addressed to Accomplish Accurate and Effective Communications. How Can Each Element Be Implemented and Why? 

Listening well- This includes making sure that your appearance, body language, speech, and manner are accepting and non-intimidating. The person will not communicate honestly with you if they feel threatened.

Speaking concisely, using active language and plain English

Asking the person if what you heard was what they meant.  For instance, asking,” So what you’re saying is……………….”.( and then rephrasing what you heard them say). This gives the speaker a chance to clarify what she wished for you to understand. 

 

1535. Reword the Following Phrases in a Non Confrontational Format For Effectiveness and Accuracy

 

A. I Don’t Want any Drugs- 

Answer: My preference is for a medication- free birth experience, because I think its better for the baby and I. I know that sometimes medication is necessary, but I’d like to make it clear that I won’t accept any medications unless there is an emergency situation. 

 

B. I don’t want to go to the hospital

Answer- I am wary of the hospital; I think that it’s more dangerous than the home because of all the ill people there. If there is any way to avoiding going there I’d like to. 

 

C. Doctors Don’t Know What They Are Talking About

Answer- Although Doctors are very knowledgeable about certain parts of patient care, they don’t always know the answer to every situation.

 

D. The Hospital is Abusive

Answer- The hospital staff treats many people every day. For this reason, there are many policies in place there that help with the efficient care of many people. Sometimes these policies and procedures make the hospital feel like an impersonal or even rough place to be. 

 

E. Immunizations are Poison.

Answer- The issue of immunization is complex. Immunizations do help prevent disease, but the vaccines contain certain heavy metals and chemicals that are harmful too. It is a sensitive issue that you and your partner will have to weigh carefully.

 

F.A hospital is not where you should have your baby.

Answer- Most birthing women experience few or no complications at all; which makes your own home the most comfortable place for you to birth. I tend to view the hospital as a place where sick people are cared for appropriately. You are not sick, so I don’t feel like the hospital is necessary for you. 

 

G. Most of What Goes Wrong at the Hospital Is Caused By the Hospital.

Answer- Some times in the hospital setting, because of the large numbers of births they manage, the practitioners aim for efficiency. They do not always see the birth process as something that needs to play out naturally. When efficiency becomes the main focus, it can cause the practitioners to perform procedures to try to make your labor go faster. However, the body was designed to make its own birth rhythm. In many cases, tampering with this rhythm can lead to other problems. 

 

 

H. If You Don’t Breast feed, your baby will lose 10 IQ points.

Answer- Breastfeeding has been shown in several large studies to result in children with moderately higher IQ scores. The bond that breastfeeding forms between you and the baby is good for you too!

 

If It’s Hurting You, It’s Because You Aren’t Breathing Right; You Aren’t Relaxed.

 Answer- Labor is very intense isn’t it? Often, if we are really tense and try to fight the contractions, they hurt worse. I think that trying to relax a little would make the pain seem less intense. 

 

J. You Have a Fatal, Sexually Transmitted Disease.

Answer- Your lab work came back, and the HIV test was positive. Although this is a serious problem, there are actions that you can take to stay as healthy as possible for as long as possible. I am going to connect you with an HIV positive support group. The group will have people in it that struggle with this issue as well. Educating yourself through groups like this will help you learn to live with this in the most normal way possible. 

 

K. If You Don’t Let Us Do This Procedure, Your Baby Will Die.

Answer- This procedure is very important to your baby’s well being. The decision to do it or not to do it is up to you. However, I want to be really clear about the possible reprecussions of choosing not to do the procedure. Your baby could die. 

 

L. That’s Just Not the Way We Do It Here.

Answer- Because of our experiences in this facility, we have formed certain protocols. We have found these to be the most effective in this setting, so we will continue to operate by them. 

 

M. Circumcision is Child Abuse.

Answer- Circumcision is a matter of intense debate within the medical community. There really seems to be no medical reason for the procedure, but it is still very much expected in some segments of society.  The choice is up to you. However, I would recommend a pediatrician that uses anesthetic for the procedure as it is quite painful without numbing.  

 

N. Not Circumsizing is Child Abuse.

Answer- Many people in our society are circumsized; One concern when a parent chooses not to is that the boy will compare himself negatively with others. He may feel that he is different, or that he would like to look like his father or brothers. However, the choice is up to you. 

 

O. Home Birth Is Child Abuse

Answer- I think it’s great that women can choose to birth where they want to. My own births were so long and hard that I tend to view child birth as a very risky event . My personal feeling is that I would rather be in the hospital where they have access to more personel and technology if it is needed. 

P. If You Let Us Cut You, You Will Be Done.

Answer- Your tissue around the baby’s head is really tight, and it’s not stretching well at all. There are two options to choose from. You can keep pushing and trying to get it to stretch as long as the baby’s heart tones sound good. The second option is to have a small episiotomy, so that the baby can come more quickly. The choice is totally up to you. 

 

Q. Home Birth Is Better.

Many women feel very comfortable in their homes. Because of this relaxation, most women labor quite well at home. It’s really nice to be in your own comfort zone for this intense event . 

 

R. Midwives Are Better

Answer- Women appreciate getting to know the birth practitioner through out their pregnancy. Most midwives can see their client from early pregnancy through the postpartum period. Doctors do not usually work this way. They generally have many more clients to handle, so they can’t spend the time with you that a midwife can. Midwives are usually more empathetic with laboring women than male Doctors, because most midwives are mothers themselves.  

 

There’s Less Risk At Home

Answer- Because a woman feels very relaxed in her own home, she usually labors with fewer stress related complications. Also, she is usually completely immune to the germs in her home as opposed to the many different bacteria found in the hospital setting. 

 

Hospitals are Patriarchal

Answer- Some hospitals operate on the principal that the highly educated male MD is more knowledgeable about  what she is feeling in it than the woman herself is. 

 

Men Don’t Know What It’s Like to Have A Baby.

Answer- Any person who has never had a baby can’t really understand what the mother is feeling; even if they wish to be genuinely empathetic. 

 

You Can’t Be A Midwife Until You’ve Had A Baby.

Answer- Once you’ve had a baby, you will have a deeper understanding of how to be an effective midwife. 

 

If You Don’t Breastfeed, You Won’t Be A Good Mom.

Answer- Breastfeeding is a great tool to help you bond with your baby really quickly. It also helps strengthen that bond in later months. Many moms who breastfeed find that it’s easier to read their baby’s cues than those who can’t or don’t breastfeed. 

 

Your Doctor’s Wrong, Here’s The Truth

Answer- I think that the Dr. has been mis-lead by some inaccurate information. Here is what I have experienced. 

 

Herbs are Better Than Drugs

Pharmaceutical medicines are a great tool for curing diseases that are advanced. Most of the time though, we don’t need them. Herbs are a very good way of treating the minor ailments that occur in pregnancy. They are  less concentrated, and work to help your body to fight the illness itself. 
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1) 1)      Define the Scientific Method.

The Scientific method is a 4-step process that scientists use to test a theory or hypothesis.  This systematic approach attempts to reduce the affect that the scientist’s bias may have on the results of her research. 

 

2) 2)      List and describe the four main steps of the scientific method.

A. Design a research question.  Through observation and research, the scientist realizes a pressing question that her field would benefit from having the answer to.  She must decide that the question is testable and can be scientifically supported. 

B. Formulate a Hypothesis.  Once the question is asked, the scientist must then come up with a possible answer or possible answers to the question that she can then attempt to test through experimentation.  These possible answers, or educated guesses, are called hypotheses and the factors used to test the hypotheses through experimentation are called variables. 

C. Predict a result.  Since a hypothesis is an idea not yet proven, tests must be performed to see whether outside influences, or independent variables, will affect the hypotheses, proving it false.  Before the testing begins, the scientist fashions a list of null hypotheses (Ho).  These statements predict, through process of elimination, that all known variables will not falsify the hypothesis. 

D. Perform Tests.  The next step is to perform the tests based on your list of predictions, collect the data, and enter it into a spreadsheet.  Then, with the help of the spreadsheet, see if statistical relationships between each and all of the variables used in your study can be identified.  Be sure to consult a statistician to assure professional results. 

 

3) 3)      Explain the importance of the predictive powers of hypothesis or theories in the scientific method.

Since a theory can never be proven, each attempt to do so provides the opportunity to find out more about the subject, as well as the independent variables, by coming up with more testable predictions for the theory or hypothesis. This is the predictive power of the hypothesis or theories in the scientific method.

 

4) 4)      Explain the difference between hypotheses, theories, models, laws, faith, and facts. Explain how some of these terms have been misapplied in popular usage.

A hypothesis is a possible answer to a question which the scientist will then attempt to test through experimentation.  When a hypothesis has been supported by several experimental tests it can be considered a theory.  Laws are codified from supported theories derived through regularities in attained results.  A model is used as a representation of a hypothesis or theory in which we can assume that it is not completely accurate but can serve to adequately express the point.  Faith does not need scientific reasoning because it a belief based on something other than logic and may not be conducive to experimentation.  When observation or the testing of a hypothesis proves something, such as an outcome being possible and having proven itself to exist, then it can be called a fact.  For example, if it is noted that a mother has given vaginal birth after a prior cesarean then one can conclude it to be a fact that the mother had given birth vaginally after a cesarean.  It is also a fact that there is the possibility that it can occur.  It is not necessary in this case to perform several identical tests and receive identical outcomes to arrive at that conclusion. 

 

5) 5)      Explain the importance of repeatability in the scientific method.

The greater the number of identical results attained from the same experiments, the greater the probability that the results will consistently occur and therefore the greater the probability that the hypothesis is correct.

 

6) 6)      Explain why scientists argue that theories must be falsified.  Provide one example of a theory that is falsifiable.  Provide one example of one that is not falsifiable.

It is necessary for a theory to be falsifiable as to avoid the idea that an experiment cannot be performed on the subject due to some particular circumstance which cannot be understood, changed, or adequately explained through reasoning.  Einstien’s theory of Relativity is a falsifiable theory because experiments can be performed which can possible prove it false.  The existence of and omnipotent and omniscient God is not falsifiable because it is based on claims that God is the eternal all and one cannot run experiments on something too big as to encompass and control everything.

 

 

 

 

7) 7)      Explain the difference between laws of nature and moral laws.  Why is the conflation of these categories considered problematic by scientists.

Laws are codified from supported theories derived through regularities in attained results.  The scientific method can only be used in relation to the laws of nature.  It has nothing to do with morality and cannot claim to support any moral law.  Moral laws tend to be based on issues of faith and therefore are not testable with logic.
 

8) 8)      Define the principle of Occam’s Razor.  Explain how it is used in scientific inquiry.

In the 14th century, William of Ockham developed a way to tell which of 2 hypothesis arriving at the same conclusion is more correct.  His Occam’s Razor noted that the scientist should test the 2 different hypotheses to see which one arrives simplest and most directly to the point.  The application of Occam’s Razor is also useful in eliminating a hypothesis in favor of another which identifies the same conclusion but might add other statements not supported by the experimentation.  It is useful in keeping the hypothesis as simple and too the point as to avoid the possibility of using supported and tested scientific results to justify unrelated and irrelevant claims.       

 

9) 9)      Define the phenomenon known as “the experimentor effect” and explain how it can induce error into a study.

The experimentor effect is the idea that a scientist can unwittingly effect the outcome of a study through her own bias’ when looking for details in relationships between variables and keeping consistency when testing each sample.

 

10) 10)  Define the blinder argument (sometimes called the blinker argument).  Explain how this has affected clinical studies on midwifery outcomes.

The idea that scientists often conduct their research on a narrow path disregarding possibilities and ideas outside their own biased ideology is referred to as the blinder, or blinker, argument.  Scientist looking for the answers to questions will tend to look no further than variations on what they already know as true.  All other ideas on where to possibly look for these answers will cast aside.  In the case of midwifery and many holistic and non western medical practices, mainstream scientists will often disregard their possibilities, labeling them a waste of their time, “new age”, “irresponsibly idealistic” or even “barbaric.”

 

11) 11)  List and describe two sources of error in experimental study.  Explain how scientists attempt to compensate for these.

A. A random error is one where the probability that the measurement can be off in one direction from the true value as opposed to the other direction is equal.  A random error can occur from instrument insufficiency or malfunction. 

B. A non random or systematic error is one which the measurement is off in one direction. 

To compensate for the inevitable error that will occur, the scientist will always calculate the standard deviations from the predicted result and add degree of error to the results of the study.

 

12) 12)  Discuss three examples of common mistakes made when applying the scientific method.  Explain two ways these may be avoided.

A. A scientist comes to her study with her own bias, which she might assume to be 

true even though she has not tested them.      

B. It is also possible that through bias or pressure to attain certain results, the 

      scientist may disregard or wrongly find fault with findings not conducive to the   

      desired result. 

C.  The scientist may also miss new and interesting details brought to light by mistakes by assuming that they were just systematic errors.  The scientist must always estimate quantitatively, all errors, systematic or otherwise.

 

13) 13)  Define the term “variable.”  Explain the differences between discrete and continuous variables and provide one example of each that is pertinent to maternal and infant health research.

The factors used to test a hypothesis are called variables.  Discrete variables are factors which can only have a whole number of non overlapping outcomes, such as the presentation of a baby, or the number of babies the mother may have.  Continuous variables produce an infinite range of values, such as time in labor, which can be measured in fractions of values, such as 1 hour, 40 minutes, and 7.5 seconds.

 

14)Define “hypothesis.”

A hypothesis is a possible answer to a question which the scientist will then attempt to test through experimentation.

 

15)Explain the difference between the active and the null hypothesis and provide an example of each that is pertinent to maternal and infant health research.

An active hypothesis is a potential answer to the question suggesting that there is a relationship between two variables.  For example, if the question is why some women experience pregnancy induced hypertension, then an active hypothesis could be that a family history of high blood pressure can cause a woman to experience pregnancy induced hypertension.  The null hypotheses (Ho) predicts, through process of elimination, that all known variables will not have an effect on the outcome therefore falsify the hypothesis. For example, a family history of high blood pressure has no effect on pregnancy induced hypertension.

 

      16) Define a predictive statement.  What kind of hypothesis is used to generate a  

predictive statement?  Write an example of a predictive statement based on a hypothesis form above (objective #15). 

A predictive statement, uses a null hypothesis (Ho) to predict, that all known variables will not falsify the hypothesis. A predictive statement appears, essentially as follows:  If we pose this treatment (the independent variable) on our subject (the dependent variable) then there will be no effect.  For example, if a woman has a family history of high blood pressure, then she will not experience pregnancy induced hypertension.
 

 

17) List and explain the three main goals in developing a controlled experiment.

? Can’t find answer      ?A. Controlling for all variables
 

18) Explain the difference between dependent and independent variables.  

      Identify the dependent and independent variables in the following statement:  

      If multiparous and primiparous women with occiput anterior presentations are 

     compared, then there will be no effect of length of active labor.

A dependent variable can be affected by the dependent variable, or outside influence.  

The dependent variable in the above statement is length of labor because it can be 

affected by whether the mother is multiparous or primiparous.  The independent 

variable is whether the mother is multiparous or primiparous because it could have an 

affect on the length of labor.

 

19) Define the Hawthorn effect.  Differentiate between blind and double blind 

      studies.  Explain the rational for each.  State whether the following is an 

example of a blind or double blind study.  Explain your answer.   A new method of labor induction is ready for human testing.  A group of 200 low risk primiparous woman at 40 weeks gestation as calculated by LMP whose cervices are less than or equal to one centimeter dilated with no perceived uterine contractions are randomly assigned to either a treatment or a control group.  Those in the control group are to receive a placebo so that neither group knows which is receiving treatment. The obstetricians involved in the study evaluate each mother hourly to determine the presence or absence of active labor.  The doctors are not told who receives the active drug and who receives the placebo.  Does the time to onset of active labor differ significantly for each group?

      The Hawthorn effect is the idea that the scientist who administers the tests brings to 

      experiment her own bias as to what the result might be, therefore, unwittingly altering 

      them to match her prior knowledge of the treatment.  To avoid this problem, the 

      administer of the tests does not know which treatment (placebo or otherwise) each 

      subject is receiving.  This is called a blind study.  A double blind study is a blind 

      study where the subjects are also unaware as to which treatment they are given.  The 

      example above is a double blind study because neither the mothers, nor the doctos 

      know who is receiving the treatment or the placebo.
 

20) Explain the role of confounding variables in scientific inquiry.  Is the 

following experiment effectively designed to protect against confounding variables?  Explain your answer.    A study is carried out to see which of the two methods of teaching statistics to Direct-entry midwives is most effective.  Method A is presented by Teacher I in two randomly selected classes, and method B is presented by Teacher II in two randomly selected classes.  At the end of the study, an examination is administered to the students of each class and the exam scores are recorded.  Does each exam score depend on the teaching method, i.e. are the exam score significantly different when methods of teaching are compared?

      Confounding variables are factors which have relationships to both the dependent and 

      independent variables which may unknowingly alter the outcome of the study.  The    

      above experiment is not protected against confounding variables because there are too  

      many variables in question.  The independent variable is proposed to be the method 

      of teaching.  However, there are two different teachers and two different sets of 

      students who could all be affect by various outside factors such as willingness to be 

      receptive to each other or the material, or even health or other factors that might make 

      the classroom uncomfortable for some.  Furthermore, the study can be more effect by 

      the particular personality or connection one teacher may have with the students that 

      the other teacher may not, making teaching method irrelevant to whether the students 

      will do well on the exam.
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1) Describe the two main types of studies in medical research.

A.  Observational studies uses such data collecting forms as surveys or case reports to learn something new about an existing circumstance.

B.  Experimental studies uses active tests to attain the data we wish to observe.

 

2) Define the clinical trials.

Clinical trials are experiments performed of human subjects.

 

3) Define random allocation or randomization.  Explain why this is so important 

    for statistical testing of experimental data.

It is necessary to eliminate bias when performing experimental tests on a group of subjects.  A way to do this is to separate the whole group randomly into smaller groups so that they can be easily controlled and accounted for and yet still have large data base.  If you wanted to test a large group of people to see whether one method od something is better than another, you can separate the larger group into a smaller group by using that table of random numbers or flipping a coin for each person.  Those who by chance received heads would be subjected to method A and those who received tails would be subjected to method B.  This random grouping system is called random allocation or randomization.

 

4) Define volunteer bias.  Explain how this can influence the outcome of a study.

Volunteer bias is the idea that the people who volunteer for a certain experiment are already separating themselves from the people who wouldn’t volunteer and therefore are not representative of the entire population.  Those people may bring with them a reason for volunteering, something that the others do not have, and therefore the results of the study are particular to that group of volunteers and meaningless for those who did not volunteer.

 

5) Define response bias and placebo effect.  Explain how these may be avoided.

The placebo effect occurs when subjects of a study are aware that they received a treatment and respond according to their own bias about how they think they should respond.  This can be avoided by deliberately administering an ineffective treatment (a placebo) to a random group of subjects.

 

6) Read the “Know you Midwife Report”.  Explain how the women knowing the   

    type of care they were receiving may have influenced the outcomes.  Explain 

    what comparison should be made to test whether KYM has an effect on 

    method of delivery.  Discuss the ethics involved in randomizing women 

    without their knowledge.

answer.
 

7) Define observational study.  Explain the benefits and problems associated 

    with this approach.

The observational study uses such data collecting forms as surveys, census or case reports to learn something new about an existing circumstance without actually administering changes to it.  Observational studies allow the researcher to tap into an infinite source of data, through the life experiences of anyone or any group.  However, these life experiences did not occur in a controlled environment of a scientific experiment and therefore have an infinite number of variables for the researcher to consider.

 

8) Distinguish between census and sampling in data collection.  Explain the 

    benefits of sampling.

Data collection of a set through a census gives the researcher information about the entire set.  However, if you need to collect data from many different sets for a study, it could take forever to conduct a census of ever set.  Instead, it is useful to collect a small group from each set to represent the set in the larger study.  Collecting these smaller representative sets is called sampling.

 

9) Define statistical population and explain how it is related to a sample.

A population is a set group of people.  Statistically, a population of people can be identified in an infinite number of ways, such as the population of all mothers, or all women living in Oregon who have had a home birth, etc.  Unlike the Oregon home birth mothers, who are in a whole narrowly defined population, the first population is infinite and cannot be observed and experimented on as a whole.  In this case we would take samples of mothers to act as representative of the whole population of mothers.

 

10) Define random sampling.  Select one method of random sampling and 

     describe how it is carried out.  Explain why random sampling is so important   

     to statistical analysis.

The researcher should use the technique of random sampling to avoid any bias the researcher may have in choosing subject for the sample and to also assure that the sample be representative of the population.  If various aspects of the individual people of the population will not be relevant for the study (i.e. age, how many children a mother has had, whether the some subjects have a family history of high blood pressure, etc.) then a simple random sample would suffice.  This can be done by such methods as picking names from a hat, or assigning and picking numbers from the list of random numbers, etc.  If you need a sample that is representative of the whole and of each of certain aspects of the population, stratified random sampling can be employed.  This is done by identifying certain traits in the population and grouping people by their association to these traits, such as the ones above, and then performing a simple random sample of each group.  Then, by adding all subjects from each group together into the larger sample, you now have a sample that is still representative of the whole, yet makes sure that subjects with certain traits are also represented in the sample.

 

11) Sampling in clinical an epidemiological research is often far from ideal.  

     Explain why this is and whether and under what condition these studies may   

     still provide valuable insights.

It is often difficult to obtain a representative random sample of a population do ethic issues, bureaucracy, or to the unwillingness of participants.  It is difficult to say whether the results attained from your local, reachable sample will pertain to other groups that are out of reach to experimentation.  Even though the samples may be restricted to available subjects, they can still tell the researcher something about that particular group of people, or treatment in regards to that sample.  More samples may open up in the future and the results of those would then have something to be compared to.

 

12) Describe what is meant by a cross sectional study.  Explain the relative 

     benefits and shortcomings associated with this type of study.

A cross sectional study is one conducted on a sample or whole narrowly defined population at the particular point in time in which the study is taken.  Even though the study is only relevant for that data set at that particular point in time, one can draw conclusions about the universality of certain relationships identified in the study.  However, it is difficult to take a realistic cross sectional study on certain topics, such as most diseases, because at one given moment in time, the actual number of people with the disease may not be known due to lack of diagnosis.  There is also the propensity for confounding variables in the study.

 

13) Define prevalence and incidence rates.  Provide an example of each that is 

     pertinent to childbirth research.

The incidence rate refers to how many or how often something occurs such as how many women have given a vaginal birth after a cescarean.  The prevalence rate is the incidence rate at any given time, such as how many women have given a vaginal birth after a cescarean in the last 10 years.
 

14) 14)  Define cohort study. Explain the benefits and shortcomings associated with 

     this type of study.

A cohort study is a long term, longitudinal study that attempt to avoid the problems associated with the cross sectional study and the lack of known subjects to study at one point in time.  At the start of the study, the researcher can note, not only subject with the issue in question, such as a particular disease, but also subjects which the researcher might see as having the possibility of possessing the disease in the future, such as behavior patterns associated with certain diseases.  This study allows for an ongoing study to examine the subject through time, as well as to observe and examine different variables, confounding or otherwise that may present themselves.  However, the study requires a long term commitment with a continuing growth in data and attention to detail.

 

15) 15)  Describe the differences between prospective and retrospective studies.   

     Explain the benefits and shortcomings of each.

A prospective study is one which starts off with a possible cause and waits to see if it results in the issue in question.  This study has the same benefits and is subjected to the same problems as any long term study.  See question 14.  A retrospective study is one which starts off with the knowledge that an issue exists, such as a disease, and attempt to back track in time to find out the cause of the issue.  This is difficult because it may need to rely on nothing but a fuzzy memory or a possibly incorrect or altered version of the history of the subject (recall bias).  However, the information is already out there and may even be documented in medical or other reports.

 

16) 16)  Define longitudinal study.  Explain the benefits and shortcoming of this 

     method of analysis.

 A longitudinal study is one that allows the researcher to study the subject over time.  See question 14.

 

17) 17)  Define questionnaire bias in observational studies.  Review the following 

     examples of hypothetical questions and discuss the answers you might expect 

     from questions worded like these.  Reword each question to help reduce 

     questionnaire bias.

     Example 1: Do you think people should be free to access the best possible 

     obstetric care possible for themselves and their families, free of interference 

     from state bureaucracy?

     Example 2: Should the wealthy be able to buy a position at the head of the line   

     for obstetrical care, pushing aside those of greater need, or should obstetric care  

    be available based solely on the need regardless of socioeconomic status?

When the researcher relies on the subject to relay information about themselves, she should be aware that the way in which she poses the question will have an affect on how the subject will answer it.  This is called questionnaire bias.  One would expect to hear the answers yes to example 1 and no for example 2.  Possible rewording of the above statements, to avoid questionnaire bias would be as follows:

1:  Do you think that the state should be involved in people’s access to premium obstetrical care?

2:  Do you think that access to obstetrical care should be awarded on a need bases?
 

18) 18)  Explain the differences between qualitative, discreet quantitative and 

     continuous quantitative data.

Qualitative data is data arising from classificatory relationships, such as the different color of peoples hair (whether it be brown, red, or blond).  Quantitative data is data you can count numerically, like amount of people, their age and their height.  Discrete quantitative is numerical data in whole numbers such as the number of children a mother has given birth to.  Continuous quantitative data does not necessarily have to be in whole numbers.  It is infinite and is only limited by the system of measurement, such as height or weight.

 

19) 19)  Define frequency, relative frequency and frequency distribution of a  

     variable.  State the most common method of displaying a frequency 

     distribution.  Draw a histogram based on the following data set.

The frequency distribution is the entire data set of occurrences of all elements in the sample.  For example, you have 10 people in your sample and 5 people had brown hair, 4 people had red hair, and 1 person had blond hair.  Frequency is the count of how many times a particular element of a qualitative data set occurs.  For example, in this data set, the frequency of brown hair is 5.  Relative frequency is the entire number of occurrences of all elements in the sample, divided by the frequency.  For example the relative frequency of brown hair is 10, divided by 5, which equals 2.  

 Example Q. Frequency of one minute Apgar scores for births completed at home

Total n=581

	1 minute APGAR Scores
	Frequency

	10
	178

	9
	304

	8
	51

	7
	22

	6
	9

	5
	4

	4
	3

	3
	3

	2
	0

	1
	7
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20) Define mode, median and mean.

The mode is the frequency value that appears the most often, in the case of question 19 example Q, the mode is 3.  The median is the value which occurs in the center of the distribution, in the case of question 19, the median is 6.5.  The mean is the average of the total of frequencies, in the case of question 19, the mean is 58.1.   

 

21) Define outlier.  Explain the significance of outliers.

An outlier is an isolated value that appears far outside the realm of the other values as seen on a graph.  In a small distribution, an outlier can strongly influence the mean in a direction not necessarily representative of the data.

 

22) List the two measures of central tendency.  Name and define the other measurement that should always be given when a measure of central tendency is reported.  Explain why this is so important.

As measurements of the central tendency, the mean and the median measure the middle of the distribution.

 

23) Define range.

The range measures the size of the distribution as the difference between the highest and lowest value.

 

24) List and describe the two most common measurements of dispersion around the mean.

Variance and Standard deviation are the two most common measurements of dispersion around the mean.  

1. Variance takes an estimate of the variability inherent in the entire population.  This  

    is done by taking the degrees of freedom (n-1) where n is the number of 

    observations, and taking the sum of the squares about the mean ∑(xi-x)² where x= 

    the mean and xi is each observation.  

    The formula is:

    Variance =the sum of squares divided by the degrees of freedom; or

    Variance=1/(n-1) ∑(xi-x)²
    It can be done algebraically by first taking the squares of each observation (xi)².     

    Then, from this, you subtract the sum of the observations ∑xi divided by the    

    number of observations: ∑xi²-((∑xi)²/n).  Then you multiply this result by 1 over 

    the number of observation minus 1.  

    The formula is: 

    s²=1/(n-1)*(∑xi²-((∑xi)²/n))

	1 minute APGAR Scores
	Frequency (Observation)

(xi)
	Observation Squared (xi²)
	Sum of squares

(xi-x)²
	 ((∑xi)²/n)

(581)²/10

337561/10
	∑xi²-((∑xi)²/n)

127349-33756.1
	1/(n-1)*93592.9

1/(10-1)*93592.9

(1/9)(93592.9/1)

93592.9/9

	10
	178
	31684
	 
	 
	 
	 

	9
	304
	92416
	 
	 
	 
	 

	8
	51
	2601
	 
	 
	 
	 

	7
	22
	484
	 
	 
	 
	 

	6
	9
	81
	 
	 
	 
	 

	5
	4
	16
	(4-58.1)²
	 
	 
	 

	4
	3
	9
	 
	 
	 
	 

	3
	3
	9
	 
	 
	 
	 

	2
	0
	0
	 
	 
	 
	 

	1
	7
	49
	 
	 
	 
	 

	Sum: ∑
	581
	127349
	 
	33756.1
	93592.9
	10399.21


     2. The standard deviation is the square root of the variance taken so that the result 

         will have the same units as the observation and the mean. In the example above, the 

         answer would be the square root of 10399.21, which is roughly 101.98
25) Explain what large and small standard deviations indicate, respectively, about the sample.

If your standard deviation is a large number then it is evident that many of your observations are far from the mean and so your data is widely scattered.  Observations close to the mean will result in a small standard deviation.  It could be said that the standard deviation from question 24 is large considering the fact that it is larger than 80% of the observations.

 

26) Define probability.  Distinguish between probability for discrete and continuous variables.

“The probability that an event will happen under given circumstances, may be defined as the proportion of definitions of those circumstances in which the event would occur in the long run” (Bland, pg87).  Taking probabilities for discrete variables is a simple matter of calculating how many instances of a variable over how many instances of all variables put together.  For probabilities taken for continuous variables, certain limitations must be set out before hand, such as using averages or a number representing a range of measurements.  Also continuous variables can be set into a this-or-that category, such as, for example, the number of people over a certain height verses the number of people below a certain height. 

 

27) Define binomial distribution.

A binomial distribution is a set of distributions all defined by the same probability of a single trial of the same (p), and are differentiated by the number of successful trials in each particular distribution (n).  The parameter tells us what distributions of n trials are included in the particular binomial distribution.

A binomial distribution is a distribution that will show two different factors 

 

28) Define normal distribution.  Provide one example of a variable that tends to be normally distributed.  Explain one approach that can be used to transform data to a normal distribution.  Explain why it is important to transform data to a normal distribution before analyzing it.

As the parameter increases, the distribution will move toward a symmetrical pattern where more extreme possible values become less likely.  This pattern resembles a bell shape and is called the normal distribution.  A variable that tends to be normally distributed is height.  One way to transform the data to a normal distribution is by using the logarithm.  Transforming data enables us to divide the distribution to estimate percentiles for analysis.

 

29) Define sampling distribution.  Explain what a standard error measures.  Is the sample mean more likely to estimate the population mean when your sample is large or small?

When you have several samples of the same size, taken the same way, from the same population, the distribution drawn from the means of all the samples is called the sampling distribution.  The standard error is the standard deviation of the sampling distribution and measures how far from the true population the sample is likely to estimate.  

The formula is:

SEM=sd/√n where n is the sample size.  

The sample mean is more likely to estimate the population mean when your sample is large.

 

30) Explain what it means when they say that for 95% of confidence intervals it is true that the population values lie within the interval.

When we have a large enough sample and the sampling distribution moves toward a normal distribution, the standard error is considered to be a good estimate of the standard deviation.  When this occurs, 95% of the sample means will fall between ± 1.96 of the population mean (almost 2 standard deviations in each direction).  

32) Provide the symbols used to denote the following commonly reported calculations or variables:

Population mean: µ
Sample mean: x with a line above

      Population variable: σ²

Sample variance: s²

33) List the 5 general principles of significance tests.  If the data are not consistent with the null hypothesis (ie if you reject the null hypothesis) the difference is said to be ______a________.  If the data do not support the null hypothesis we say we have __________b__________.

1. Set up the null hypothesis.

2. Find the value of the test statistic.

3. Refer the test statistic to a known distribution which it would follow if the known hypothesis were true.

4. Find the probability of a value of the test statistic arising which is as or more extreme then that observed, if the null hypothesis were true.

5. Conclude that the data are consistent or inconsistent with the null hypothesis.

a. statistically significant

b. to reject the null hypothesis

 

 

34) Define the “p-value” or significance level (remember that the p-value does NOT mean the probability that the null hypothesis is true).

The probability that an extreme value of the test statistic should occur if the null hypothesis were true is called the p-value.

 

35) Describe the differences between type I and type II errors.

A type I error occurs when we reject a null hypothesis that happens to actually be true.  A type II error occurs when we fail to reject a null hypothesis that is actually false.

 

36) State the most commonly used guideline (p-value/significance level) used to determine when differences should be considered significant.  Explain what this value means.

It is most commonly accepted to say that if the probability is less than .05, then the differences are significant.  We can use this number, and any probability higher, which we call the significance level, as evidence against the null hypothesis.

 

37) Summarize what the following p-values indicate about the strength of evidence.

Grater than 0.1: little or no evidence of a difference or relationship

Between 0.05 and 0.1: weak evidence of a difference or relationship

Between 0.01 and 0.05: evidence of a difference or relationship

Less than 0.01: strong evidence of a difference or relationship

Less than 0.001: very strong evidence of a difference or relationship

 

38) Explain what is meant be the power of a test.

The probability that a test will produce a significant difference at a at a given significance level is called the power of a test.

 

39) Explain the differences between one- and two-tailed tests.  Which one is preferred when analyzing biological data?

When the direction as well as the magnitude of the data is of significance then a one-tailed test is used.  When measuring just the magnitude, a two-tailed test is used, as is the case in analyzing most biological data.
 

40) Define meta-analysis.  Explain the main strengths and weaknesses of this method.

Meta analysis is the combination of data from several studies to produce a single estimate.  This provides a larger set of samples to estimate for the whole population.  It is difficult to do because it is not always possible to tell whether the studies match up with regards to the question asked as well as how the data was collected and regarded.  Understanding the other researchers is a must in interpreting their study and identifying whether their studies are relevant to yours.  You must also be sure to include all relevant studies ever conducted which is not always possible do to publication bias, and even language barriers.

 

41) Define the measurement error.  List two sources of it.

The measurement error is the variation in the results of measuring the same subject more than once.  The measurement error can be obtained by either using the standard deviation or by correlation.

 

42) Explain the difference between sensitivity and specificity.

When deciding whether a clinical test works, we want to know if those who are positive for a disease will test positive for a disease.  The proportion of people who are actually positive and who test positive indicates the sensitivity of the test.  This can be calculated as:

sensitivity = number who are both disease positive and test positive over the number who are disease positive

We also want to know if those who are negative for a disease will test negative for a disease.  The proportion of people who are actually negative and who test negative indicates the specificity of the test.  This can be calculated as:

specificity = number who are both disease negative and test negative over the number who are disease negative

 

      43) Explain positive and negative predictive values.

The probability that a subject who is test positive will be a true positive is called the positive predictive value (PPV).  This is calculated as:

PPV= (the sensitivity x the prevalence) / (the sensitivity x the prevalence) + (1-specificity)(1-prevalence) 

The probability that a subject who is test negative will be a true negative is called the negative predictive value (NPV).  This is calculated as:

NPV= (the specificity)(1-prevalence) / (the specificity)(1-prevalence) + (1-sensitivity)(the prevalence)

 

44) List at least five important questions that should be asked when examining a clinical study.

1.  What was the basic study design?

2.  If it is a cohort design, how precisely was exposure defined?

3.  For a case control design, how were cases and controls identified and chosen?

4.  If the study is cross-sectional, was the sample randomly chosen from a population?

5.  Is the sample size noted and is the likelihood of detecting statistically significant results addressed?

 

45) List the information that should always be included in studies that report biomedical findings.

The researcher should discuss all relevant outcomes.  The characteristics of the people in the study should be discussed.  What we should expect from the policy of using the results of the study in practice should be discussed.  Whether all of the original study subjects were included in the final analysis and whether the data was large enough to be capable of demonstrating statistically significant conclusions should be included.  How the subjects were randomly selected should also be included.

 

 

Op) Summarize what the test is used for and what it tells the researcher.  Explain the main strengths and weaknesses for each.

a) t-tests

T-tests, or the t-distribution, are used when analyzing smaller samples.  T-tests work well under the assumption that the distribution of the population is normal such as with height.  However, when you do not have, or cannot assume to have, a normal distribution (or if your data is skewed) then the t-test will not work.

b) regression

Regression is a method of estimating the numerical relationship between variables in regards to how well the value of one variable can predict the value of another variable.  It is said that if there is no relationship between the variables, then there is no regression.  The regression only tells us that there is a relationship between variables and the type of relationship that exists.  The regression cannot tell us the scale of the relationship (how close the variables are). 

c) correlation

 The correlation between variables show us how far apart the variables are in their relationship.  If we plot the data into a scatter diagram and divide the diagram into 4 equal parts with the center of the division at the mean, then we can observe the dots as symmetrically negative or positive. (see below) If we observe on the diagram that as one variable rises, the other variable rises, (dots collect in the positive zones on the diagram) then the variables are said to have a positive correlation.  If one variable decreased as the other increased, (dots collect in the negative zones on the diagram)  they are said to be negatively correlated.  If dots are observed equally inhabiting each zone, then there is no correlation between the variables.  The correlation cannot tell us the nature of the variables in regards to causation as in regression.

[image: image3]
 

d) differences between parametric and nonparametric tests

When we can estimate the parameters of an underlying normal distribution, we can use tests that are regarded as parametric.  If we cannot assume a normal distribution we must use nonparametric tests.

e) cross tabulations

We can interpret the relationship between two sets of data by setting up a contingency table and doing a cross tabulation.  From the table below we can see that 60% of women with hypertension also have a family history of high blood pressure.  The marginal totals are in red.

	     Fake Data Set for Cross Tabs Example
	 

	 
	Women with a Family History of High Blood Pressure
	Women without a Family History of High Blood Pressure
	TOTAL
	 

	Women with Hypertension
	f=60 (60%)
	f=40 (40%)
	100
	 

	Women without Hypertension
	f=40 (40%)
	f=60 (60%)
	100
	 

	TOTAL
	100 (100%)
	100 (100%)
	200
	 


 

 

f)chi-square test

The chi-square test for association in a contingency table tests the null hypothesis that says that there is no relationship or association between the two variables in question.  First we find the expected frequency (the frequency we would expect is the null hypothesis were true) for each cell in the table:  row total x column total / grand total.  If the two variables are not associated, the observed (O) and expected (E) frequencies should be close together.  

Each square in the example above would be the same: 100x100/200=50    

Then calculate the expected sum of all frequencies:

∑(O-E)²/E

  (60-50)²/50=2

  (40-50)²/50=2

  (60-50)²/50=2

   +   (40-50)²/50=2

   =                       8

       Then calculate the degrees of freedom (row-1)(column-1):

       (2-1)(2-1)=1

       Then we calculate the probability percentages for each degree of freedom and 

       observe what percentile the sum(in this example, 8) falls within.  This percentile will  

       tell us if the data is consistent with the null hypothesis.

 

Part III: 

Sample Study Practice
Answers attained from

 

Gakin, Ina May

2003 2003 Ina May’s Guide to Childbirth.  NY:Bantam Books. Pp.211-212. “The  

             Prostaglandins.” 

 

Goldberg, A. and D. Wing

2003 2003        Induction of Labor: The Misoprostal Controversy. Journal of Midwifery and   
             Women’s Health 48(4):244-248. (course packet)

 

Janssen, P. et al.

2002 2002        Outcomes of planned home births versus planned hospital births after regulation 

             of midwifery in British Columbia.  Canadian Journal of Midwifery 166(3):315-

             323. (course packet)
 

Mehl-Madrona, L. and M. Madrona

1997 1997 Physician and midwife-attended home births: Effects of breech, twin and post- 

             dates outcome data on mortality rates. Journal of Nurse-Midwifery  42(2):91-98.  

             (course packet)

 

Pang, J.,J.D. Heffelfinger, G. Huang, T. Benedetti and N. Weiss

2002 2002 Outcomes of planned home births in Washington State: 1989-1996. Obstetrics and Gynecology 100(2):253-259. (course packet)

 

http://www.babycenter.com/prenatal-tests 

 

1) 1)      Golberg and Gaskin.

Answer
 

2) 2)      Janssen et al. and Pang et al.

answer
 

3) 3)      Mehl-Madrona and Medrona

  In “Physician and midwife-attended home births: Effects of breech, twin and post- dates outcome data on mortality rates”, Lewis Mehl-Madrona and Morgaine Madrona discuss the differences in outcomes of home births when attended by midwives or physicians.  Their study showed that the only significant influence appeared in relation to complications resulting from breech, twin and post-dates situations.  The study was somewhat thorough and able to overcome the sampling issues that arose due to confounding variables.  However, many other complications arising during the research were not addressed.  In some cases, the authors even insisted that the reader overlook or disregard the imperfections.

        The study compared 1000 cases of midwife-attended home births and 1000 physician-  

      attended home births.  It showed that when deaths occurring in conjunction with the special  

      cases of breech, twin and post-dates situations were eliminated from the database, outcome 

      differences between the two types of care disappeared.  It showed that the majority of the 

      cases involving these situations occurred in the midwife- attended group.  It also showed that 

      the majority of negative outcomes occurring under the midwife’s care were all in conjunction 

      with these special cases.

        Reasons for the mother to choose the birth location in the first place became the confounding  

      variables influencing the outcomes and prohibiting the process of randomization.  To work 

      around this, the researchers first collected a large data set from 1969-1985.  They then paired 

      1000 midwife-attended home births with 1000 physician-attended home births from the data 

      set, where each pair of births shared the same age group, ethnicity, socio-economic situations, 

      parity, education, and medical risk score.

        Although the researchers try to account for errors in their study, issues still arose throughout 

      the report that question the weight of the outcome.  Some of these issues were never even 

      mentioned.  For instance, it was not addressed as to why there were so few physicians 

      attending births with the said complications (breech, etc.).  What was the proportion of 

      positive outcomes versus negative outcomes with regard to these complications?  Are there 

      significant differences between the caregivers with regards to these proportions?  Other 

      complications with the report are discussed with the reader being asked to accept them 

      anyway.  For instance, what are the real powers of the findings when the data set is old and 

      does not reflect the changes in education, protocol, networking, and certification within the 

      last 20 years?   The reader is also asked to accept the assumption that the researcher bias leans 

      toward the midwife.

 

4) 4)      Babycenter

the website cannot be found
 

 

Part IV: 

Introduction to Sreadsheet Use, Commonly Cited Maternal and Infant Health Variables, and the Calculation of Descriptive Statistics
Answers attained from

 

Cheyney, Melissa

2003 2003 Part IV:Some notes on Spreadsheet Use, Commonly Cited Maternal and Infant Health Variables, and the Calculation of Descriptive Statistics Course Packet for Introduction to Statistics for Midwives. National College of Midwifery. Taos, New Mexico

 

Midwives Alliance of North America Statistics Form:

http://www.mana.org/statform.html (course packet)

 

National Centers for Health Statistics 2002 report:

http://www.edu.gov/nchs/data/nvsr50/nvsr50_05.pdf.

 

Oregon Vital Statistics Website Definitions Page:

http://www.dhs.state.or.us/publichealth/chs/arpt/02v1/definit.pdf (course packet)

 

1) List and define the main maternal and infant statistics collected and analyzed by MANA and NCHC, respectively.

The Mana information appears to be available only to registered persons.  The NCHC website is not available (6 tries)
 

2) Explore the vital statistics website for your state.  Define crude birth rate, live birth, and low birthweight infant.

crude birth rate: the number of live births per 1000 total population 

live birth: the complete expulsion or extraction from its mother of a product of conception, irrespective of the duration of pregnancy, which, after such a separation breathes or shows any other evidence of life such as beating of the heart, pulsation of the umbilical cord, or definite movement of voluntary muscles, whether or not the umbilical cord has been cut or the umbilical cord is attatched; each product of such a birth is considered live born.  

low birthweight infant: a live born infant with a birth weight of less than 5 pounds, 8 oz. (25,00 grams) as reported on the birth certificate.

 

3) Distinguish between fetal death ratio and infant death rate.

fetal death ratio: the number of fetal deaths per 1000 live births

infant death rate: the number of infant deaths per 1000 births

 

4) Explain how maternal death rate is calculated.

The maternal death rate is the number of female death attributed to childbirth or to complications of pregnancy or the puerperium, per 100,000 live births.   

 

5) Define and distinguish between the following terms:

Neonatal death rate: the number of neonatal deaths (the death of a child within the first 27 days) per 1000 live births.

Postneonatal death rate: the number of postneonatal deaths (the death of a child after the first 27 days and before their first birthday) per 1000 live births.

Perinatal dearth ratio: the number of perinatal deaths (the death of a fetus after 20 weeks gestation or the death of a live born infant prior to the 28th day of life) per 1000 live births.

Explain the importance of conformity in reporting for the statistics.

answer
 

6) List the variable you would keep track of in your own practice if you wanted to be able to compare your outcomes to national sample.

answer
 

7) Excel spreadsheet:

	Case #
	Active Labor
	(xi²)
	((∑xi)²/n)
	∑xi²-((∑xi)²/n)
	1/(n-1)*133885.599

	1
	240
	57600
	 
	 
	 
	 

	2
	120
	14400
	 
	 
	 
	 

	3
	912
	831744
	 
	 
	 
	 

	4
	45
	2025
	 
	 
	 
	 

	5
	768
	589824
	 
	 
	 
	 

	6
	196
	38416
	 
	 
	 
	 

	7
	871
	758641
	 
	 
	 
	 

	9
	567
	321489
	 
	 
	 
	 

	10
	314
	98596
	 
	 
	 
	 

	mean
	448.1111111
	2712735
	 
	 
	 
	 

	range
	867
	 
	 
	 
	 
	 

	standard deviation
	 
	156196
	cal=22310.401
	cal=133885.599
	cal=1476.1776666

	 
	 
	 
	 
	 
	 
	 

	Case #
	Pushing
	(xi²)
	((∑xi)²/n)
	∑xi²-((∑xi)²/n)
	 
	 

	1
	40
	 
	 
	 
	 
	 

	2
	12
	 
	 
	 
	 
	 

	3
	135
	 
	 
	 
	 
	 

	4
	6
	 
	 
	 
	 
	 

	5
	67
	 
	 
	 
	 
	 

	6
	16
	 
	 
	 
	 
	 

	7
	200
	 
	 
	 
	 
	 

	9
	19
	 
	 
	 
	 
	 

	10
	22
	 
	 
	 
	 
	 

	mean
	57.44444444
	 
	 
	 
	 
	 

	range
	194
	 
	 
	 
	 
	 

	standard deviation
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	Case #
	Birth weight
	(xi²)
	((∑xi)²/n)
	∑xi²-((∑xi)²/n)
	 
	 

	1
	3629
	 
	 
	 
	 
	 

	2
	4082
	 
	 
	 
	 
	 

	3
	3685
	 
	 
	 
	 
	 

	4
	3203
	 
	 
	 
	 
	 

	5
	3770
	 
	 
	 
	 
	 

	6
	4111
	 
	 
	 
	 
	 

	7
	3232
	 
	 
	 
	 
	 

	9
	4564
	 
	 
	 
	 
	 

	10
	3147
	 
	 
	 
	 
	 

	mean
	3713.666667
	 
	 
	 
	 
	 

	range
	1417
	 
	 
	 
	 
	 

	standard deviation
	 
	 
	 
	 
	 
	 


 

 

8) Calculate:

Mean length of active labor,:

Mean length of pushing:

Mean birth weight:

List your n values, ranges and standard deviations for each variable tested.

See above
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