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Sally B. Olds was the quintessential nurse and teacher—

She saw possibilities where others saw problems, abilities  

where others saw limitations.

She cared passionately about childbearing families and had a clear 

vision of what excellent nursing means.

She stressed the importance of clinical skill and acumen but never 

lost sight of the human side of caregiving.

She was committed to students, to helping them to learn and grow, 

to develop their own sense of the difference a nurse can make.

She was the best of the best of nursing.

And so, with the deepest affection and respect we dedicate this 

book to Sally, who was our dear friend and colleague,  

who left this world too soon.

We thank her for the inspiration she provided, the warmth she 

brought, and the expertise she shared.

And, as always, to our beloved families

To Nathan Davidson, Hayden, Chloe, Caroline, and Grant

To David London, Craig, Jennifer, Hannah, and Matthew

To Tim Ladewig, Ryan, Amanda, Reed, and Addison; Erik, Kedri, 

Emma, and Camden
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Preface
Nurses play a central role in all aspects of the childbearing 
experience, from the earliest days of pregnancy, through the 
moments of birth, and during the early days of parenthood. 
Most often, pregnancy and childbirth are times of great joy, 
a celebration of life, and a promise of the future. But they 
may also be times of deepest sorrow as families deal with 
illness, complications, and loss. Often the quality of the 
nursing care that a family receives profoundly influences 
their perceptions of the entire experience—for better or for 
worse. However, the changes occurring in the healthcare 
delivery system are altering the way we practice nursing 
and have staggering implications for nurses everywhere.

Now, more than ever, nurses must be flexible, crea-
tive, and open to change. They must be able to think 
critically and problem-solve effectively. They must be able 
to meet the teaching needs of their patients so that their 
patients can, in turn, better meet their own healthcare 
needs. They must be open to an increasingly multicultural 
population. They must understand and use the healthcare 
technology available in their chosen area of practice. Most 
crucially, they must never lose sight of the importance of 
excellent nursing care to promote patient safety and in 
improving the quality of people’s lives.

Important Themes in This 
Edition
The underlying philosophy of Olds’ Maternal-Newborn 
Nursing & Women’s Health Across the Lifespan remains 
unchanged. We believe that pregnancy and birth are nor-
mal life processes and that family members are partners 
in care. We believe that women’s healthcare is an impor-
tant aspect of nursing. We remain committed to providing 
a text that is accurate and readable—a text that helps stu-
dents develop the skills and abilities they need now and 
in the future in an ever-changing healthcare environment.

Partnering with Families Through 
Health Promotion Education
Developing a partnership with women and their families 
is a pivotal aspect of maternal-newborn nursing, and one 
key element of that partnership is patient and family 
health promotion teaching. It is a crucial responsibility 
of the maternal-newborn nurse to find opportunities to 
educate patients and their families, and we continue to 
emphasize and highlight this in the 11th edition. Again, 
the focus is on the teaching that nurses do at all stages of 
pregnancy and the childbearing process, including the 
important postpartum teaching that is done before and 
immediately after families are discharged.

In this textbook, we also subscribe to the paradigm 
that women and childbearing families need health pro-
motion and health maintenance interventions, no matter 
where they seek healthcare or what health conditions they 
may be experiencing. Nurses integrate health promotion 
and health maintenance into the care for women and 
childbearing families in a variety of birthing and com-
munity settings where they go to obtain health supervi-
sion care. This textbook integrates health promotion and 
health maintenance content throughout, most visibly in 
Part II, Women’s Health Across the Lifespan, and Chapter 34, 
Home Care of the Postpartum Family.

Because we believe that nursing excellence must 
include partnering with women and their families for 
all outcomes, we have included Chapter 36, Grief and 
Loss in the Childbearing Family. It is designed to assist 
nurses to support families as they deal with the painful 
losses—maternal, fetal, and neonatal—that sometimes 
turn expected moments of great joy into times of deep 
sorrow. We know that it often takes time for nurses to find 
authentic ways to support grieving families. Our aim in 
having this chapter is to help you understand the dynam-
ics of loss and to offer concrete guidance about effective 
nursing approaches.

Women’s Healthcare
This edition continues to provide expanded coverage of 
women’s healthcare with updated information on con-
traception, commonly occurring infections, health main-
tenance recommendations, menopause, and a variety of 
gynecologic conditions such as polycystic ovarian syn-
drome and pelvic relaxation. Special attention is given to 
violence against women, which is the focus of a separate 
chapter. Other pressing societal issues are also covered in a 
separate chapter, as well as throughout the women’s health 
unit. Moreover, because of the text’s focus on community-
based care, gynecologic cancers are covered briefly.

Nursing Excellence in 
Maternal-Newborn and 
Women’s Health
Truly effective nurses have both a solid understanding 
of underlying nursing theory and excellent clinical skills. 
Perhaps equally important, they have a deep appreciation 
of the essential need to partner with childbearing women 
and their families to ensure optimum outcomes for all. But 
how do we help students develop this level of expertise? 
We believe that nursing excellence as it relates to women’s 
health and to childbearing families starts here, in the 
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Preface     ix

that our photos, illustrations, charts, and case scenarios 
are inclusive in their appearance and in the information 
they provide. As our society becomes more global in 
nature, nurses need to cultivate their awareness of these 
issues because they ultimately do affect how we deliver 
healthcare in this country.

Women with Special Needs
Women who seek healthcare represent a range of ages, 
backgrounds, and requirements for effective care. In many 
cases, women have individualized needs that nurses may 
not encounter routinely. We are especially proud of a feature 
titled Women with Special Needs, which is designed to help 
you consider ways in which care must be modified to address 
the needs of all women regardless of their circumstances.

Case Study
As educators we recognize how crucial it is to help stu-
dents apply the theory they learn to specific patients—
patients with unique needs and concerns. To accomplish 
this goal, we have developed a new clinical feature for this 
edition called Case Study. In this feature we follow four 
women through their pregnancies, birth experiences, and 
postpartum issues. Each Case Study is designed to enable 
students to consider specific issues that might have impli-
cations for patient care. The women are:

• Melissa Bond-James, a 40-year-old Caucasian Ameri-
can who has experienced preterm labor during her 
pregnancy. She is a lesbian, whose wife, Nancy 
James, is supportive and extremely excited about the 
pregnancy.

• Benita Cartier is a 26-year-old, married, African 
American woman who is being treated for chronic 
hypertension. Her husband is an airline pilot and 
they have a toddler daughter.

• Azia Askari is a 32-year-old married woman who im-
migrated to the United States from Iran in 2014. She 
has two children and is experiencing an uneventful 
pregnancy. She is dealing with some cultural issues 
related to her life in the United States.

• Angelina Newman is a 16-year-old, single Caucasian 
American young woman who is a sophomore in high 
school. She has a sexually transmitted infection and 
possible labor/birth complication.

Nursing Professionalism
Professionalism requires that the astute professional nurse 
demonstrate professional standards of moral, ethical, and 
legal conduct and model the values of the nursing profes-
sion as he or she cares for women and childbearing fami-
lies. This requires a commitment to quality improvement 
in all areas of care. With these expectations, the feature 
called Professionalism in Practice focuses on topics such 
as legal considerations, contemporary nursing practice 
issues, professional accountability, patient advocacy, and 
home and community care considerations.

pages of this text. This book provides essential theoretical 
content within a contemporary, holistic, family-centered 
context. Our goal is to lay a foundation that you can build 
on with each clinical experience you have.

Evidence-Based Practice
Nursing professionals are increasingly aware of the 
importance of using evidence-based approaches as the 
foundation for planning and providing effective care and 
to foster patient safety and quality improvement. The 
approach of evidence-based practice draws on informa-
tion from a variety of sources, including nursing research. 
To help nurses become more comfortable integrating new 
knowledge into their nursing practice, a brief discus-
sion of evidence-based practice is included in Chapter 1, 
Contemporary Maternal-Newborn Nursing.

A feature titled Evidence-Based Practice further 
enhances the approach of using research to determine 
nursing actions. It describes a particular problem or clini-
cal question and investigates the research evidence from 
a variety of sources—including systematic reviews of 
research literature, recent research findings, and national 
organization policy—that have direct application to nurs-
ing practice. The feature asks the student to use clini-
cal reasoning and clinical judgment to determine what 
additional information is needed and what the evidence 
shows to be best practice at this time and invites the stu-
dent to apply critical thinking skills to further identify 
nursing approaches to meet women’s health and mater-
nal-newborn nursing care issues.

Healthy People 2020
At the national level, the government has developed a 
set of ambitious, measurable goals designed to improve 
the health of Americans by 2020. Many of these goals, 
which are arranged by categories, have direct relevance 
to maternal, newborn, and women’s healthcare nurses. To 
help you become aware of these goals, we have incorpo-
rated them at the beginning of each chapter. We hope you 
will take time to visit the Healthy People 2020 website and 
become more knowledgeable about the effort.

Commitment to Diversity
As nurses and as educators, we recognize the importance 
of honoring diversity and of providing culturally com-
petent care. Thus, we continually strive to make our text 
ever more inclusive. Chapter 1, Contemporary Maternal-
Newborn Nursing, briefly introduces cultural issues rel-
evant to maternity and newborn nursing care. Chapter 2, 
Families, Cultures, and Complementary Therapies, provides 
the theoretical basis for the consideration of cultural fac-
tors that influence a family’s expectations of their health-
care providers and their experience with the healthcare 
system. We elaborate upon this information throughout 
the text in a boxed feature titled Developing Cultural 
Competence. In addition, we have worked hard to ensure 
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x     Preface

Two features strengthen this emphasis on profession-
alism:

• Ethics in Action! challenges you with thought- 
provoking questions about many of the ethical dilem-
mas nurses may face in providing care.

• Safety Alert! calls your attention to issues that repre-
sent a situation that requires careful attention to avoid 
putting a patient at risk. Not surprisingly, many of 
these alerts—but not all—relate to the administration 
of medications.

Patient Teaching
Patient teaching remains a critical element of effective 
patient-centered care, one that we emphasize in this text. 
Nurses teach their patients during the care of women, 
through all stages of pregnancy, during the childbearing 
process, and while providing care for specific conditions. 
Throughout the book, we include Teaching Highlights 
features that present a special healthcare issue or problem 
and the related key teaching points for care by the patient 
and family.

Pearson Nursing’s MAP App includes a section on 
Patient/Family Teaching, which supplies useful informa-
tion and strategies for educating parents and families in a 
variety of situations and settings.

Complementary Health Approaches
Nurses and other healthcare professionals recognize that 
today, more than ever, complementary health approaches 
have become a credible component of holistic care. To 
help nurses become more familiar with these therapies, 
Chapter 2, Families, Cultures, and Complementary Therapies, 
provides basic information on some of the more com-
monly used therapies. Then throughout the text, we 
expand on the topic by providing a special boxed feature, 
Complementary Health Approaches, which discusses 
therapies your patients might be using or therapies you 
might suggest, keeping patient safety upmost in our 
thoughts. In all cases, research is cited for safe practice of 
these therapies.

Community-Based Nursing Care
By its very nature, maternal-newborn nursing is commu-
nity-based nursing. Only a brief portion of the entire preg-
nancy and birth is spent in a birthing center or hospital. 
Moreover, because of changes in practice, even women 
with high-risk pregnancies are receiving more care in 
their homes and in the community and spending less time 
in hospital settings. Similarly, most aspects of women’s 
healthcare are addressed in ambulatory settings.

The provision of nursing care in community-based 
settings is a driving force in healthcare today and, conse-
quently, is a dominant theme throughout this edition. Four 
chapters provide a theoretical perspective and important 
tools in caring for childbearing families in the commu-
nity setting: Chapter 12, Antepartum Nursing Assessment; 

Chapter 13, The Expectant Family: Needs and Care; Chapter 
33, The Postpartum Family: Needs and Care; and Chapter 34, 
Home Care of the Postpartum Family. We have addressed 
this topic in a variety of ways. Community-Based 
Nursing Care is a heading used throughout the Nursing 
Management sections to assist you in identifying specific 
aspects of this content. Because we consider Home Care 
to be one form of community-based care, it is often a sepa-
rate heading under Community-Based Nursing Care.

Other New or Expanded Concepts in 
This Edition
Nursing is a dynamic profession that requires specific 
information that reflects current practice. As such, we 
have expanded or added several important areas of con-
tent in the 11th edition.

• NEW! Reproductive Genetics This chapter was 
added to the 11th edition to reflect an emerging un-
derstanding of genome science, its impact on health 
and illness in childbearing families, and the expand-
ing role that nurses play in applying genetics in clini-
cal practice.

• NEW! Genetic Facts This feature provides informa-
tion on the genetic implications of topics being ad-
dressed in the chapter.

• NEW! Case Study This feature shows students how 
to apply theory to clinical practice as they follow the 
experiences of four pregnant women with various is-
sues and concerns.

• NEW! A two-page, 16-photograph Birth Sequence in 
Chapter 19 provides a moment-by-moment visual 
presentation of the birth of a baby.

• Concept maps provide an algorithm or flow chart 
to assist nurses in planning and providing care. The 
map provides a visual description of data to be ana-
lyzed in making decisions about care.

• Key Facts to Remember is a feature that summarizes 
major elements related to a specific topic. We believe 
you will find this feature to be especially helpful.

• Nutrition during pregnancy and infancy is impor-
tant to promote growth, development, and health. 
A growing national focus on healthy nutrition pat-
terns underscores the importance of this information. 
Chapter 14, Maternal Nutrition, and Chapter 29, New-
born Nutrition, address ensuring appropriate nutri-
tion for pregnant women and newborns.

• Pain management is a priority in healthcare settings. 
All of the chapters in Part V, Labor and Birth, address 
pain assessment and management, and it is the pri-
mary focus in Chapter 22, Pharmacologic Pain Man-
agement. We discuss applicable pain assessment and 
management when appropriate in other chapters in 
Part VI, The Newborn, and Part VII, Postpartum.

• Women with intellectual disabilities information 
and specific care has been added to Chapter 7, Social 
Issues. Such women are more commonly choosing to 
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the nursing process perspective. These care plans use a 
nursing diagnosis approach in planning and providing 
care when pregnancy-related and newborn complications 
arise.

Assessment Guide
Assessment Guides help you organize your questions 
and steps during a physical assessment and provide nor-
mal findings, alterations, and possible causes, as well as 
guidelines for nursing interventions.

Resources for Student Success
• Online Resources are available for download at  

www .pearsonhighered.com/nursingresources, including:
◼◼ NCLEX-RN®-Style Review Questions
◼◼ Case Studies
◼◼ Care Plans
◼◼ Thinking Critically exercises, and more!

• NEW! Pearson Nursing’s MAP App provides a collec-
tion of handy tools and additional content for students 
to use while studying maternity or pediatrics or for 
quick reference in the clinical setting. The maternity 
content includes a section on Patient/Family Teaching, 
which supplies useful information, tips, and strategies 
for educating parents and families in a variety of situa-
tions and settings. The colorful Maternal-Fetal Growth 
and Development Timeline depicts maternal/fetal 
development month by month and provides specific 
teaching guidelines for each stage of pregnancy. We are 
excited to offer students the opportunity to have all of 
this valuable information in one convenient place for 
on-the-go reference.

Resources for Faculty Success
Pearson is pleased to offer a complete suite of resources to 
support teaching and learning, including:

• TestGen Test Bank
• Lecture Note PowerPoints
• Classroom Response System PowerPoints

live independently and even become mothers. There-
fore, we have also added coverage addressing the 
care of mothers with intellectual disabilities in Chap-
ter 33, The Postpartum Family: Needs and Care.

Organization: A Nursing 
Management Framework
Nurses today must be able to think critically and to solve 
problems effectively. For these reasons, we begin with 
an introductory unit to set the stage by providing infor-
mation about maternal-newborn nursing and important 
related concepts. Subsequent units progress in a way that 
closely reflects the steps of the nursing process. We clearly 
delineate the nurse’s role within this framework. Thus, the 
units related to pregnancy, labor and birth, the newborn 
period, and postpartum care begin with a discussion of 
basic theory followed by chapters on nursing assessment 
and nursing care for essentially healthy women or infants. 
Within the nursing care chapters and content areas, we 
use the heading Nursing Management and the subhead-
ings Nursing Assessment and Diagnosis, Planning and 
Implementation, and Evaluation.

Complications of a specific period appear in the last 
chapter or chapters of each unit. The chapters also use 
the nursing process as an organizational framework. We 
believe that students can more clearly grasp the com-
plicated content of the high-risk conditions once they 
have a good understanding of the normal processes of 
pregnancy, birth, and postpartum and newborn care. 
However, to avoid overemphasizing the prevalence of 
complications in such a wonderfully normal process as 
pregnancy and birth, we avoid including an entire unit 
that focuses only on complications.

● ◯ ●  NURSING MANAGEMENT
The Nursing Management sections delineate the impor-
tant care management role of the nurse within the organ-
izing framework of the nursing process to help you 
understand what nursing actions are needed. Numerous 
special features reinforce the nursing management role.

Nursing Care Plan
Nursing Care Plans address nursing care for patients who 
have complications, such as a woman with preeclampsia. 
We designed this feature to help you approach care from 

Preface     xi
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234 Chapter 12

 Physical Assessment/Normal 
Findings 

 Alterations and Possible Causes  *    Nursing Responses to Data  †   

  Vital Signs        

   Blood Pressure (BP):   Less than or 
equal to 120/80 mmHg 

 High BP (chronic hypertension; 
renal disease; gestational hyperten-
sion, apprehension; preeclampsia if 
 initial assessment not done until after 
20 weeks’ gestation) 

 BP of 120–139/80–89 is considered 
 prehypertensive. BP greater than 
140/90 requires immediate consideration; 
establish woman’s BP; refer to healthcare 
provider if necessary. Assess woman’s 
knowledge about high BP; counsel on 
 self-care and medical management. 

   Pulse:   60–100 beats/min; rate 
may increase 10 beats/min during 
pregnancy 

 Increased pulse rate (excitement or 
anxiety, dehydration, infection, cardiac 
disorders) 

 Count for 1 full minute; note irregularities. 
Evaluate temperature, increase fluids. 

   Respirations:   12–20 breaths/min 
(or pulse rate divided by 4); pregnancy 
may induce a degree of hyperventila-
tion; thoracic breathing predominant 

 Marked tachypnea or abnormal 
patterns 

 Assess for respiratory disease. 

   Temperature:   36.2°C–37.6°C 
(97°F–99.6°F) 

 Elevated temperature (infection)  Assess for infection process or disease 
state if temperature is elevated; refer to 
healthcare provider. 

  Weight  

 Depends on body build  Weight less than 45 kg (100 lb) or 
greater than 91 kg (200 lb); rapid, 
 sudden weight gain (preeclampsia) 

 Evaluate need for nutritional counseling; 
obtain information on eating habits, cook-
ing practices, food regularly eaten, food 
avoided, food allergies, income limitations, 
need for food supplements, pica and other 
abnormal food habits. Note initial weight to 
establish baseline for weight gain through-
out pregnancy. Determine body mass index 
(BMI) and recommended weight gain for 
pregnancy. 

  Skin  

   Color:   Consistent with racial back-
ground; pink nail beds 

 Pallor (anemia); bronze, yellow (hepatic 
disease; other causes of jaundice) 

 Tests to perform: Complete blood count 
(CBC), bilirubin level, urinalysis, and blood 
urea nitrogen (BUN). 

    Bluish, reddish, mottled; dusky appear-
ance or pallor of palms and nail beds in 
dark-skinned women (anemia) 

 If abnormal, refer to healthcare provider. 

   Condition:   Absence of edema (slight 
edema of lower extremities is normal 
during pregnancy) 

 Edema (preeclampsia, normal preg-
nancy changes); rashes, dermatitis 
(allergic response) 

 Counsel on relief measures for slight 
edema. Initiate preeclampsia assessment; 
refer to healthcare provider. 

   Lesions:   Absence of lesions  Ulceration (varicose veins, decreased 
circulation) 

 Further assess circulatory status; refer to 
healthcare provider if lesion is severe. 

 Spider nevi common in pregnancy  Petechiae, multiple bruises, ecchymo-
sis (hemorrhagic disorders; abuse) 

 Evaluate for bleeding or clotting disorder. 
Provide opportunities to discuss abuse if 
suspected. 

    Change in size or color (carcinoma)  Refer to healthcare provider. 

   Moles         

   Pigmentation:   Pigmentation changes 
of pregnancy include linea nigra, striae 
gravidarum, melasma 

    Assure woman that these are normal 
 manifestations of pregnancy and explain 
the physiologic basis for the changes. 

 Café-au-lait spots  Six or more (Albright syndrome or 
neurofibromatosis) 

 Consult with healthcare provider. 

   ASSESSMENT GUIDE       Initial Prenatal Assessment   

Features That Help You Use 
This Text Successfully
Instructors and students alike value the in-text  learning 
aids that we include in our textbooks. The following 
guide will help you use the features and resources 
from Olds’ Maternal-Newborn Nursing & Women’s Health 
Across the Lifespan, 11th edition, to be successful in the 
classroom, in the clinical setting, on the NCLEX-RN® 
examination, and in nursing practice.

The following features are found throughout the text:

Assessment Guides assist you with diagnoses  
by incorporating physical assessment and normal 
findings, alterations and possible causes, and 
guidelines for nursing interventions.

497

  It is time for a child to be born. The waiting is over; labor has 
begun. The dreams and wishes of the past months fade as 
the expectant family faces the reality of the tasks of child-

bearing and childrearing that are ahead. 

 The woman and her husband, partner, or support person 
are about to undergo one of the most meaningful and stress-
ful events in life together. Physical and psychologic resources, 
coping mechanisms, and support systems will all be challenged. 

21. 8    Discuss the components of care for the woman dur-
ing the third stage of labor.  

21. 9    Discuss initial measures to help the woman and 
family integrate the newborn into family life.  

21. 10    Explore the nurse’s role in providing sensitive, devel-
opmentally responsive care to adolescent parents.  

21. 11    Delineate management of a nurse-managed precipi-
tous labor and birth.    

      Chapter   21  

 The Family in Childbirth: 
Needs and Care     

    Learning Outcomes   
        21. 1    Identify nursing diagnoses specific to the first, sec-

ond, third, and fourth stages of labor.  

       21. 2    Describe factors that are assessed in the laboring 
woman during the admission process.  

       21. 3    Discuss the components of a social history and its 
function in caring for the laboring woman.  

       21. 4    Summarize the importance of incorporating family 
expectations and cultural beliefs into the nursing 
care plan.  

       21. 5    Discuss nursing interventions to meet the care needs 
of the laboring woman and her partner during each 
stage of labor.  

       21. 6    Describe nursing interventions for promoting the 
woman’s comfort during each stage of labor.  

       21. 7    Summarize immediate nursing care of the newborn 
following birth.  

  The moment our daughter was born, time seemed to stand still. We 
couldn’t keep our eyes off of her. I remember vividly the first time I 
touched her tiny finger and stroked her cheek. Those moments together 
as a family are forever engraved in my memory.  

         SOURCE:  RubberBall/SuperStock.   

   Healthy People 2020  
   (MICH–1) Reduce the rate of fetal and infant deaths  

  (MICH–6) Reduce maternal illness and complications due to 
pregnancy (complications during hospitalized labor and delivery)  

  (MICH–7) Reduce cesarean births among low-risk (full-term, 
singleton, vertex presentation) women     

Each chapter begins with a personal vignette and 
photo that sets the tone for the chapter.

Learning Outcomes introduce you to the topics 
covered in each chapter.

Healthy People 2020 features at the beginning 
of each chapter assist you in becoming aware of 
the Healthy People 2020 goals that have direct 
relevance to maternal, newborn, and women’s 
healthcare nurses.
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hormone (TSH) evaluated regularly throughout the pregnancy 
and medication adjustments made accordingly. 

   SCREENING FOR FETAL ANEUPLOIDY (TRISOMY) 
AND NEURAL TUBE DEFECTS  
 All pregnant women, regardless of age or risk factors, should 
be offered screening or diagnostic testing for fetal chromosome 
anomolies ( aneuploidy ) including Down syndrome, trisomy 18, 
trisomy 13, and Turner syndrome ( ACOG, 2016 ). First-trimester 
screening is available at many centers using ultrasound assess-
ment of the thickness of the fetal nuchal fold (called  nuchal 
 translucency  [ NT ]) combined with serum screening for  free b-hCG  
and for  pregnancy-associated plasma protein A (PAPP-A ).  

    Ethics In Action!   
 How do you respond to a woman who reports that she has con-
tinued to drink wine regularly during pregnancy even though you 
counseled her about the risks of alcohol for the fetus at her first 
prenatal visit?  

 Danger signs and signs of preterm labor that a woman 
should report immediately are discussed during the initial 
prenatal visit and reviewed at each subsequent prenatal visit 
(  Figure    12– 9  ). Many caregivers also provide printed information 
on the subject written in lay terms.   Table    12– 2   identifies the dan-
ger signs of pregnancy and possible causes for each. See  Key Facts 
to Remember: Signs of Preterm Labor .    

   Clinical Tip   
 Screening for aneuploidy should be presented as an informed 
choice. The decision to proceed with screening is a personal 
choice and stems from one’s values, beliefs, and interests. The 
nurse should be knowledgeable about the options available for 
screening and next steps if an abnormal result occurs. 

 The  quadruple screen (quad screen)  is a safe, useful screening 
test performed on the mother’s serum between weeks 15 and 25 
of pregnancy. The test is used to detect levels of specific serum 
markers—alpha-fetoprotein (AFP), human chorionic gonadotro-
pin (hCG), unconjugated estriol (UE), and inhibin-A (a placental 
hormone). This test is typically completed if a woman enters pre-
natal care beyond the first trimester screening window. 

 It is important for healthcare professionals to provide parents 
with factual information about the results of tests that detect chro-
mosomal defects or fetal anomalies including the false-positive 
and detection rates and the implications of the findings. Fami-
lies should be made aware of the next steps, including available 
diagnostic testing if a positive screening result occurs. Parents 
then need to decide on a course of action if a fetal anomaly is 
 confirmed.  See   Chapter    16    for a full discussion of fetal assessment.     

   Subsequent Patient History  
 At subsequent prenatal visits the nurse continues to gather data 
about the course of the pregnancy to date and the woman’s 
responses to it. The nurse also asks about the following: 

•    Adjustment of the support person and of other children, if 
any, in the family  

•   Preparations the family has made for the new baby  

•   Discomfort, especially the kinds of discomfort that are often 
seen at specific times during a pregnancy  

•   Physical changes that relate directly to the pregnancy, such 
as fetal movement  

•   Exposure to contagious illnesses  

•   Medical treatments and therapies prescribed for nonpreg-
nancy problems since the last visit  

•   Consumption of prescription or over-the-counter medica-
tions, herbal supplements, alcohol, nicotine, or illicit drugs 
that were not prescribed as part of the woman’s prenatal 
care  

•   Use of complementary and alternative therapies  

•   Danger signs of pregnancy and signs of preterm labor  

•   Intimate partner violence.   

             Figure      12– 9           The nurse reviews the danger signs in 
pregnancy at the initial prenatal visit and at each 
subsequent visit.   
   SOURCE:  Patricia A. Wieland Ladewig.   

   Key Facts To Remember 
 Signs of Preterm Labor   

•    Painful menstrual-like cramps  

•   Dull low backache  

•   Suprapubic pain or pressure  

•   Pelvic pressure or heaviness  

•   Change in character or amount of vaginal discharge (bloody, thinner, 
thicker)  

•   Diarrhea  

•   Uterine contractions felt every 10 minutes for 1 hour  

•   Leaking of water from vagina   

 The interchange between the nurse and woman will be facil-
itated if it takes place in a friendly, trusting environment. The 
nurse should give the woman sufficient time to ask questions 
and to voice concerns. If the nurse provides the time and demon-
strates genuine interest, the woman will feel more at ease bring-
ing up questions that she may believe are silly or concerns that 
she has been afraid to verbalize. The nurse who has an accurate 
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   CLINICAL SKILL      21– 1 
 Performing Nasal Pharyngeal Suctioning   

   NURSING ACTION  

   Preparation  
•    Suction equipment is always available in the birthing area 

to clear secretions from the newborn’s nose or oropharnyx 
if respirations are depressed or if amniotic fluid was meco-
nium stained.  

•   Tighten the lid on the DeLee mucus trap or other suction 
device collection bottle. 

     Rationale:    This avoids spillage of secretions and prevents air 
from leaking out of the lid.     

•   Connect one end of the DeLee tubing to low suction.    

   Equipment and Supplies  
 DeLee mucus trap or other suction device  

   Procedure: Clean Gloves  
1.    Don gloves.  

2.   Without applying suction, insert the free end of the DeLee 
tubing 3 to 5 inches into the newborn’s nose or mouth 
(  Figure    21– 7  ). 

   Rationale:    Applying suction while passing the tube would inter-
fere with smooth passage of the tube.    

3.   Place your thumb over the suction control and begin to 
apply suction. Continue to suction as you slowly remove 
the tube, rotating it slightly.  

    Rationale:    Suctioning during withdrawal removes fluid and 
avoids redepositing secretions in the newborn’s nasopharnyx.   

4.   Continue to reinsert the tube and provide suction for as 
long as fluid is aspirated. 

  Note:  Excessive suctioning can cause vagal stimulation, which 
decreases the heart rate.  

5.   If it is necessary to pass the tube into the newborn’s 
stomach to remove meconium secretions that the new-
born swallowed before birth, insert the tube through the 
newborn’s mouth into the stomach. Apply suction and 
continue to suction as you withdraw the tube. 

   Rationale:    Because the newborn’s nares are small and deli-
cate, it is easier and faster to pass the suction tube through 
the mouth.   

6.   Document the completion of the procedure and the 
amount and type of secretions. 

   Rationale:    This documentation provides a record of the inter-
vention and the status of the neonate at birth.      

             Figure      21– 7           DeLee mucus trap being used to 
suction a newborn’s mouth to remove excess 
secretions. One end of the suction tubing is 
connected to low suction, and the other end 
of the tubing is inserted 3 to 5 inches into the 
newborn’s nose or mouth. Suction is applied as 
the tubing is pulled out. The process is repeated 
for as long as fluid is aspirated.   
   SOURCE:  Wilson Garcia.   

 Once collected, the blood is tested for infectious and genetic 
disorders before it is frozen. Abnormal blood results are com-
municated to the parents. Written consent is required for both 
collection and storage of cord blood.    

   Nursing Care During the Third 
Stage of Labor  
 Nursing care in the third stage focuses on providing initial new-
born care and assisting with birth of the placenta. 

   Provision of Initial Newborn Care  
 The physician/CNM places the newborn on the mother’s abdo-
men or chest so skin-to-skin contact can be initiated. Skin-to-skin 

contact provides optimal warmth for the newborn, facilitates 
bonding, and fosters early breastfeeding. If the newborn needs 
additional supportive care or suctioning, a radiant-heated unit 
can be used and positioned as close to the bed as possible, 
although the standard of care is to provide skin-to-skin contact 
immediately upon birth. 

 Because the first priority is to maintain respirations, the 
newborn is placed in a modified Trendelenburg position to aid 
drainage of mucus from the nasopharynx and trachea. The new-
born is also suctioned with a bulb syringe or DeLee mucus trap 
as needed. Suctioning with a DeLee mucus trap is typically only 
utilized when meconium is present ( Sawyer, 2015 ). See  Clinical 
Skill 21–1: Performing Nasal Pharyngeal Suctioning .  

 The second priority is to provide and maintain warmth, 
so the newborn is dried immediately with warmed, soft baby 
blankets with the immediate removal of wet blankets because 

Clinical Tip features offer hands-on suggestions 
for specific procedures and interventions. The 
authors’ wealth of clinical knowledge—reflecting 
many decades of experience—are reflected in 
these pearls of wisdom.

Clinical Skill boxes offer step-by-step techniques 
that show you the tasks expected of a nurse in 
clinical situations, preparing you for your clinical 
experiences. Included in each box are the prepara-
tion steps with rationales, equipment and supplies 
needed, and steps for the procedure itself, with 
rationales for the nurse’s actions.

104 Chapter 6 

   Evaluation  
 Expected outcomes of nursing care include: 

•    The woman is able to discuss her condition, its implications 
for fertility, and her treatment options.  

•   After considering the alternatives, the woman chooses appro-
priate treatment options.      

   Care of the Woman with 
Polycystic Ovarian Syndrome  
  Polycystic ovarian syndrome (PCOS)  is a complex endocrine 
disorder of ovarian dysfunction that is evidenced by menstrual 
dysfunction, signs of androgen excess (typically hirsutism, 
acne), and infertility affecting approximately 7% of women in 
the United States ( De La Luz Nieto, 2017 ). 

 The most common clinical signs and symptoms of PCOS 
include: 

•      Menstrual dysfunction.   Irregular menses, ranging from total 
absence of periods (amenorrhea) to intermittent or infre-
quent periods (oligomenorrhea) are the hallmarks of PCOS. 
Anovulation is usually a chronic problem with PCOS and 
may present as a history of menstrual irregularities.  

•     Hyperandrogenism.   Women with PCOS consistently have 
elevated serum androgen levels. These elevated androgen 
levels often lead to clinical manifestations such as hirsut-
ism (excessive hair growth), acne, deepening voice, and 
increased muscle mass.  

•     Obesity.   The obesity is generally of the android type, with 
an increased hip-to-waist ratio.  

•     Hyperinsulinemia.   Women with PCOS may be insulin resis-
tant. This insulin resistance, characterized by the failure of 
insulin to enter the cells appropriately, places these women 
at increased risk for impaired glucose tolerance and type 2 
diabetes mellitus ( Stewart & Kolp, 2015 ).  

•     Infertility.   The majority of women who have been diag-
nosed with PCOS struggle with some degree of infertility 
related to anovulation.             

   Diagnosis of PCOS  
 PCOS is a diagnosis of exclusion ( Stewart & Kolp, 2015 ). If a 
woman presents with complaints of hirsutism, menstrual irreg-
ularities, acne, difficulty conceiving, and unexplained weight 
gain, a careful history is taken and a physical examination is 
performed. A pelvic ultrasound, hemoglobin A1c, lipid panel, 
and glucose testing (2-hour) are ordered. Several other disor-
ders must be ruled out. Important disorders to consider include 

● ○ ●

gaining popularity because many women tolerate them bet-
ter than danazol, and their results in treating endometriosis 
are comparable. GnRH analogs suppress the menstrual cycle 
through estrogen antagonism. This may result in the hypoes-
trogen side effects of hot flashes, vaginal dryness, headache, 
breast reduction, and loss of bone density. Consequently, the 
use of GnRH agonists should be limited to 6 months ( Woo 
& Yates, 2015 ). Calcium, vitamin D, or low-dose combined 
(estrogen and progesterone) oral contraceptives may be 
given to decrease bone loss.   

 In more advanced cases, surgery may be done to remove endo-
metrial implants and break up adhesions. If severe dyspareunia 
or dysmenorrhea is a symptom, the surgeon may perform a pre-
sacral neurectomy to relieve the pain. In advanced cases in which 
childbearing is not an issue, treatment may be a hysterectomy 
(removal of the uterus) with bilateral salpingo-oophorectomy 
(removal of the fallopian tubes and ovaries). See    Complementary 
Health Approaches: Treatment of Endometriosis   .  

     ● ◯ ●   NURSING MANAGEMENT 
 For the Woman with Endometriosis   

   Nursing Assessment and Diagnosis  
 Be aware of the common symptoms of endometriosis and elicit 
an accurate history if a woman mentions these symptoms. If a 
woman is being treated for endometriosis, assess the woman’s 
understanding of the condition, its implications, and the treat-
ment alternatives. 

 Nursing diagnoses that may apply to a woman with endo-
metriosis include: 

•      Pain, Acute  , related to peritoneal irritation secondary to 
endometriosis  

•     Coping: Family, Compromised  , related to depression second-
ary to infertility   

 (NANDA-I © 2017)  

   Nursing Plan and Implementation  
 Be available to explain the condition, its symptoms, treatment 
alternatives, and prognosis to the woman. Help the woman 
evaluate treatment options and make appropriate choices. If the 
woman begins taking medication, review the dosage, schedule, 
possible side effects, and any warning signs. Women are often 
advised to avoid delaying pregnancy because of the risk of infer-
tility. The woman may wish to discuss the implications of this 
decision on her life choices, relationship with her partner, and 
personal preferences. You can serve as a nonjudgmental listener 
and help the woman consider her options. In addition, you can 
refer the woman to the Endometriosis Association. This group 
offers women support and education.  

   Complementary Health Approaches 
 Treatment of Endometriosis   

 Complementary therapies that may play a role in the treatment 
of endometriosis include ( Oyelowo & Johnson, 2018 ): 

•    Acupuncture to help with pain control  
•   Vag Packs (suppositories with vitamins, minerals, and 

herbs)  

•   Yoga for relaxation and stress reduction  
•   Massage  
•   Traditional Chinese herbal medicine for symptomatic relief  
•   Spiritual therapies such as prayer, religious rituals, medita-

tion, and support groups.   

Complementary Health 
Approaches have  
become a credible com-
ponent of holistic care. We 
have featured this content 
to help you to become 
more familiar with it and to 
inform you about thera-
pies your patients might 
be using or those you 
might safely suggest. In 
all cases, research is cited 
for safe practice of these 
methods.
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   Provision of Care in the 
First Stage  
 Throughout the first stage, the nurse needs to evaluate physical 
parameters of the woman and her fetus. Maternal temperature 
is monitored every 4 hours unless the temperature is over 37.5°C 
(99.6°F); in such cases, it must be taken every hour. Once the 
amniotic fluid has ruptured, temperature should be monitored 
every 2 hours. 

 The nurse monitors blood pressure, pulse, and respirations 
every hour. If the woman’s blood pressure is greater than a 30 
systolic or 15 diastolic increase above prepregnancy readings or 
her pulse is more than 100, the physician/CNM must be noti-
fied. The blood pressure and pulse are then reevaluated more 
frequently. The nurse palpates uterine contractions for frequency, 
intensity, and duration. 

 Intrapartum vaginal exams are done to assess cervical 
changes, status of membranes, fetal position, and station. How-
ever, frequent vaginal exams increase the risk of infection and 
should be performed only when needed. Some providers advo-
cate performing vaginal examinations only when a change of 
management will occur, such as before an epidural or to provide 
scalp stimulation. 

 The fetal heart rate (FHR) is auscultated every 30 minutes 
as long as it remains between 110 and 160 beats per minute 
(beats/min) without the presence of decelerations ( AWHONN, 
2016 ). The FHR should be auscultated throughout one contrac-
tion and for about 15 seconds after the contraction to ensure 
that there are no decelerations. If the FHR is not in the 110 
to 160 range and/or decelerations are heard, continuous 
electronic monitoring is recommended. The nurse documents 
labor progress, status of fetus, and interventions in the wom-
an’s chart. See  Key Facts to Remember: Nursing Assessments in 
the First Stage of Labor .   

   Clinical Tip   
 If the monitor is no longer recording the fetal heart tracing, check 
that there is adequate gel under the transducer and reposition it 
before you assume there is a problem with the baby. 

   Key Facts to Remember 
 Nursing Assessments in the First Stage of Labor   
 Phase  Mother  Fetus 

 Latent  Blood pressure, respirations 
each hour if in normal range 

 Temperature every 4 hours 
unless over 37.5°C (99.6°F) 
or membranes ruptured, 
then every hour 

 Uterine contractions every 
15–30 minutes 

 FHR every 30 minutes for 
low-risk women and every 15 
minutes for high-risk women 
if normal characteristics pres-
ent (presence of variability, 
baseline [BL] in the 110–160 
beats/min range, without late 
decelerations) 

 Note fetal activity 

 If electronic fetal monitor in 
place, assess for reactive non-
stress test (NST) 

 Active  Blood pressure, pulse, 
respirations every hour if in 
normal range 

 Uterine contractions pal-
pated every 15–30 minutes 

 FHR every 30 minutes for 
low-risk women and every 15 
minutes for high-risk women if 
normal characteristics are pres-
ent ( AWHONN, 2016 ) 

 Transition  Blood pressure, pulse, respi-
rations every 15–30 minutes 

 Contractions palpated at 
least every 15–30 minutes 

 FHR every 15–30 minutes if nor-
mal characteristics are present 

   LATENT PHASE  
 If the laboring woman has not had childbirth education classes, 
the latent phase is a time when the nurse can give anticipa-
tory guidance. Most women are eager to know what to expect. 
Most women are not too uncomfortable during contractions in 
this phase and are responsive to learning breathing and other 
coping techniques. The unprepared woman may hesitate to ask 
questions but can benefit from anticipatory guidance offered 
by the nurse. 

 As long as there are no contraindications (such as vaginal 
bleeding or rupture of membranes with the fetus unengaged), 
the woman may be encouraged to ambulate to encourage fetal 
head descent. A tour of the birthing facility decreases anxiety and 
can provide a distraction. Many women feel more comfortable 
walking and changing position and prefer not to remain in bed. 
Some may be unaware that ambulation is an option and should 
be advised that ambulation aids in fetal descent, increases the 

   CASE STUDY:          Azia Askari    

 Azia presents to the local hospital 
with reports of beginning contractions 
yesterday after walking with her daugh-
ters outdoors to a nearby playground. 
Her sister-in-law has brought her to 
the hospital and is translating for the 

nurse. The hospital has an interpreter who speaks Farsi 
who is en route to the hospital to translate. Her sister-
in-law reports that the contractions have increased in 

frequency, duration, and strength and they are now 
occurring every 3 to 5 minutes, lasting 45 to 60 seconds, 
and they are getting stronger. She stresses that the fam-
ily has a firm preference for female-only care providers 
based on their cultural beliefs and Muslim religion. 

   Question to Ponder  
 What steps would you take to support Azia’s cultural 
beliefs in this situation?  

 

      Case Study This feature shows 
 students how to apply theory to clinical 
practice as they follow the experiences 
of four pregnant women with various 
issues and concerns.
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teenage mother. He should also have the opportunity to express 
his feelings and concerns and to have his questions answered. 

 Most childbirth educators believe that prenatal classes with 
other teens are best, even though they can be challenging to teach 
(  Figure    15– 4  ). The pregnant teen may be accompanied by her 

establish fetal age so that instances of intrauterine growth restric-
tion can be detected early.  See  Evidence-Based Practice: Estimating 
Gestational Age  in   Chapter    12 .

   Promotion of Family Adaptation  
 Assess the family situation during the first prenatal visit and find 
out the level of involvement the adolescent wants from each of her 
family members and the father of the child, as well as her percep-
tion of their present support. If the mother and daughter agree, the 
mother should be included in the patient’s care. Pregnancy may 
change a teen’s relationship with her mother from one of antago-
nism to one of understanding and empathy. The opportunity to 
renew or establish a positive relationship with their mothers is 
welcomed by most teens. Help the teen’s mother assess and meet 
her daughter’s needs. Some adolescents become more dependent 
during pregnancy, and some become more independent. The 
mother can ease and encourage her daughter’s self-growth by 
understanding how best to respond to and support the adolescent. 

 The adolescent’s relationship with her father is also affected 
by her pregnancy. Provide information to the adolescent’s father 
and encourage his involvement to whatever degree is acceptable 
to both daughter and father. 

 The father of the adolescent’s baby should not be forgotten in 
promoting the family’s adaptation to the pregnancy. He should be 
included in prenatal visits, classes, health teaching, and the birth 
itself to the extent that he wishes and that is acceptable to the 

    Figure   15– 4           Prenatal classes for adolescents. Young 
adolescents may benefit from prenatal classes designed 
for them.    

Anemia in
Pregnancy

Adolescence

Nursing 
Diagnoses

(NANDA-I © 2017)

Labs
Hgb 9
HCt 27
Ferritin 10
MCV 78
WBC 8.0

Risk Factors
Teen pregnancy
G3 P2
Noncompliance
Vegan diet
Closely-spaced pregnancies
Previous anemia

Physical Exam
Pallor
Headaches
Palpitations
98.4, 106, 22, 136/84
Skin – pale
Heart RRR, Lungs CTAB
Edema-minimal
Gravid uterus

Noncompliance
Prevention is key
Explain etiology of anemia
Begin Ferrous Sulfate 325 mg po t.i.d.q.d.
Reassess anemia status in 4 weeks
Explain negative outcomes to both
mother and fetus

Nutrition, Imbalanced: Less than
Body Requirements

Frequent rest periods
Retire at same time
each night
Avoid caffeine prior
to bedtime
Nap during the day
Avoid television late
at night

Medical Diagnosis: Adolescent Pregnancy 17 y.o., Iron Deficiency Anemia

Increase green, leafy vegetables,
dried fruits, and peanut butter
Provide nutritional counseling
Encourage adequate calorie intake
72 hour diet recall
Food diary at each prenatal visit
for review

Knowledge, Deficient

Continue prenatal vitamins and iron
Begin treatment immediately
when first identified
Take iron on empty stomach with
orange juice
Monitor for gastrointestinal side
effects

Fatigue
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cold, impersonal, and technical, resulting in anxiety and stress. 
If the family is greeted by the nurse in a brusque, harried man-
ner, they are less likely to look to the nurse for support. A calm, 
pleasant manner, in contrast, indicates to the family that they 
are important and can instill a sense of confidence in the staff’s 
ability to provide quality care and ensure safety. 

 It is important to establish rapport and to create a supportive 
environment for the family in which they feel free to ask ques-
tions. Before performing an assessment, explain the procedure 
and allow time for questions. The support and encouragement of 
the nurse begins with the initial encounter and should continue 
throughout the woman’s stay. Continuous rather than intermit-
tent support during the labor process has been validated as hav-
ing positive outcomes in terms of fewer cesarean and operative 
deliveries and fewer requests for pain medications. In addition, 
newborns were found to have higher 5-minute Apgar scores 
( MacKinnon et al., 2017 ). 

 During the admission, the woman is asked to sign informed 
consent for treatment and is often given information on arrang-
ing advance directives. An identification and allergy bracelet 
should be double-checked with the woman and then applied to 
her wrist. 

 Another important aspect of the initial contact is communi-
cating in the woman and family’s primary language. Interpreters 
should be available for patients who do not speak English flu-
ently and for women or family members who are deaf.  

 Culture plays a major role in how a woman and her family 
view the labor and birth process. Trends in American culture are 
moving toward a shared partnership model between the woman 
and her partner in which the partner is actively involved in the 
birth process and often stays with the mother throughout the 
labor and birth. In contrast, some Iranian and Turkish women 
may be less likely to have their partner with them in the labor 
and birth setting and may prefer to have female family mem-
bers or friends with them ( Spector, 2016 ). The nurse should 
never assume a patient’s preferences based on race, ethnicity, 
or geographic background because most families embrace vari-
ous customs and traditions unique to their own family unit. See 
 Developing Cultural Competence: Home Births in Amish Communities .   

•    Describe aspects of the admission process 

•    Abbreviated history  
•   Physical assessment (maternal vital signs, 

fetal heart rate, contraction status, status of 
membranes)  

•   Assessment of uterine contractions (frequency, dura-
tion, intensity)  

•   Orientation to surroundings and staff introductions  
•   Determine couple’s expectations of the nurse.    

•   Advise of ongoing care time frame parameters (such as 
frequency of maternal vital signs, fetal heart rate, and 
contraction assessments).  

•   Explain type of monitoring to be used with rationale for 
use and what to expect from the equipment.  

•   Explain what “normal” data look like and what character-
istics are being watched for.  

•   Advise that assessment frequency increases as labor 
progresses.  

•   Explain the vaginal examination and the information 
obtained.  

•   Review comfort techniques and ascertain what the 
woman thinks will promote comfort.  

•   Review breathing techniques; if the woman is unfamiliar 
with techniques, review them in simple-to-understand 
language and encourage her to practice.  

•   Review comfort and support measures such as positioning, 
back rub, touch, distraction techniques, and ambulation.  

•   If the woman is in early labor, offer her a tour of the birth-
ing area.  

•   Have printed materials available for reference in the wom-
an’s native language.  

•   If time permits, videos showing coping skills and what to 
expect during labor may be helpful.   

   TEACHING HIGHLIGHTS      What to Expect During Labor   

   Women with Special Needs     Hearing Loss   
 It is estimated that 15% of adults have some form of hear-
ing loss, with the majority being adults over the age of 60 
( National Institute on Deafness and Other Communication 
Disorders, 2016 ). Pregnant women who are deaf often do 
not have access to interpreters, which can impact newborn 
outcomes. Women who are deaf are at an increased risk for 
low birth weight and preterm birth ( Mitra, Akobirshoev, 
McKee, et al., 2016 ). 

   Developing Cultural Competence     Home Births in 
Amish Communities   
 Approximately 40 to 80% of Amish women give birth at 
home or in an Amish-run birthing center. The factors for 
these choices are often driven by costs (the Amish have no 
commercial health insurance), geographic distance, and 
preference to be cared for in the home setting. Amish women 
in the United States, many of whom have eight or more 
children, are cared for by CNMs, lay midwives, and, in rare 
cases, physicians who attend home births. Because the Amish 
do not utilize electricity, caregivers must bring specialized 
equipment for the birth. At most Amish births, the husband is 
the only family member in attendance. Many Amish families 
decline medical interventions, such as vitamin K injections, 
eye ointment, hepatitis B vaccines, or circumcision. Once an 
Amish woman gives birth, a young single Amish girl is typi-
cally employed as a maid in the home for 4 to 6 weeks to per-
form household chores for the family ( Wente, 2015 ). 

    Note:   It is unwise to attribute specific attitudes or beliefs to all 
members of a cultural group. The information in the Developing 
Cultural Competence boxes offers possible insights into caring 
for women from different cultural groups.  

520 Chapter 21 

   Use of Oxytocics  
 Some physicians/CNMs advocate the use of an oxytocic drug 
(Pitocin) to stimulate uterine contractions after birth and reduce 
the incidence of third-stage hemorrhage. 

 The physician/CNM may request that 10 units of oxytocin 
be given intramuscularly either when the baby is crowning or 
at the time of placenta expulsion as a means to prevent uterine 
atony and excessive bleeding. Other practitioners prefer to add 
10 to 20 units of oxytocin to IV fluids administered over a period 

of hours. Methylergonovine maleate (Methergine) 0.2 mg can be 
administered intramuscularly when heavy bleeding occurs but 
should never be given if preeclampsia is present. Carboprost tro-
methamine (Hemabate) 250 mcg/mL can also be administered 
intramuscularly for postpartum hemorrhage. See  Drug Guide: 
Carboprost Tromethamine (Hemabate) . Although the use of misopro-
stol (Cytotec) in treating postpartum hemorrhage is an off-label 
use, it is used in some settings with favorable results; however, it 
does have undesirable side effects including shivering, pyrexia, 
and diarrhea ( Wilson, Shannon, & Shields, 2017 ).    

   CASE STUDY:          Melissa Bond-James    

 Melissa and her wife, Nancy, pres-
ent to the hospital at 38 weeks and 2 
days. Melissa was treated for preterm 
labor on two occasions, but is now 
term with no additional complications 
of pregnancy. She tells the nurse she 
would like to keep the afterbirth and is 

planning on having placenta encapsulation performed. 
Placenta encapsulation involves having the placenta 
steamed, dehydrated, ground, and placed into cap-
sules. The practice of placenta consumption, or  placen-
tophagy , has its roots in Chinese medicine. Few studies 
have examined its therapeutic effects, but anecdotal 

reports include improved mood, increased energy, 
improved lactation, and decreased postpartum bleeding 
( Young, Gryder, Zava, et al., 2016 ). Other women have 
used the capsules and reported improvement in men-
strual and menopausal symptoms. Melissa indicates 
that she hopes it will decrease her risk for postpartum 
depression because her sister had it after both of her 
children were born. 

   Question to Ponder  
 What steps should the labor nurse take to ensure hos-
pital policies for proper disposal of the placenta are met 
and the proper protocol is followed before giving the 
placenta to Nancy to take home?  

 

      

   Drug Guide 
 Carboprost Tromethamine (Hemabate)   

   PREGNANCY RISK CATEGORY: D   

   OVERVIEW OF ACTION  

 Carboprost tromethamine (Hemabate) is used to reduce blood 
loss secondary to uterine atony. It stimulates myometrial contrac-
tions to control postpartum hemorrhaging that is unresponsive 
to usual techniques. Carboprost tromethamine can also be used 
to induce labor in women desiring an elective termination of a 
pregnancy. The drug is also used to induce labor in cases of intra-
uterine fetal death and hydatidiform mole ( Wilson et al., 2017 ).  

   ROUTE, DOSAGE, FREQUENCY  

 In cases of immediate postpartum hemorrhage, when other 
measures have failed, the usual intramuscular dose is 250 mcg 
(1 mL), which can be repeated every 1.5 to 3.5 hours if uterine 
atony persists. In severe bleeding, an initial dose of 400 mcg 
may be considered. The dosage can be increased to 500 mcg 
(2 mL) if uterine contractility is inadequate after several doses 
of 250 mcg. The total dosage should not exceed 12 mg. The 
maximum duration of use is 48 hours ( Wilson et al., 2017 ).  

   CONTRAINDICATIONS  

 The drug is contraindicated in women with active cardiac, pul-
monary, hepatic, or renal disease. It should not be administered 

during pregnancy or in women with acute pelvic inflammatory 
disease ( Wilson et al., 2017 ).  

   SIDE EFFECTS  

 The most common side effects are nausea and vomiting and 
diarrhea. Fever, chills, and flushing can occur. Headache and 
muscle, joint, abdominal, or eye pain can also occur ( Wilson 
et al., 2017 ).  

   NURSING CONSIDERATIONS  

1.    Pretreatment or concurrent administration of antiemetic 
and antidiarrheal drugs may be given to decrease nausea 
and vomiting and diarrhea.  

2.   The injection should be given in a large muscle with a 
tuberculin syringe. Aspiration should be performed to 
avoid injection into a blood vessel, which can result in 
bronchospasm, tetanic contractions, and shock.  

3.   After administration, monitor uterine status and bleeding 
carefully.  

4.   Report excess bleeding to the physician/CNM.  

5.   Check vital signs routinely, observing for an increase 
in temperature, elevated pulse, and decreased blood 
pressure.  

6.   Breastfeeding should be delayed for 24 hours after admin-
istration ( Wilson et al., 2017 ).    
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•   Feeding method for the baby (breast milk, formula, or 
both).     

    Ethics In Action!   
 A patient in your practice has finally disclosed to you after 
repeated IPV screenings that her husband is physically abusive to 
her. You practice in a state where you are covered by the IPV man-
datory reporting law, but your patient has asked you to not report 
as she is scared for her life. How do you respond to this situation?   

   Obtaining Data  
 In many settings, nurses use standardized charting forms to 
obtain the necessary data for the initial prenatal visit. The ques-
tionnaire developed by the American College of Obstetricians 
and Gynecologists (ACOG), the Antepartum Record and Post-
partum Form, is commonly used in many clinical settings. The 
form allows for complete documentation from the first visit 
through the postpartum period, including patient education/
plans, birth information, discharge details, and postpartum 
clinic visits.  

 The nurse can review the questionnaire and obtain further 
information in a direct interview with the patient. This allows 
the pregnant woman to expand or clarify her responses to ques-
tions and allows the nurse to gather additional information or 
clarify data provided. The initial interview provides the nurse 
and the woman the opportunity to begin developing a healthy 
relationship. The expectant partner should be encouraged to 
attend the initial and subsequent prenatal visits. The partner 
is often able to contribute information to the history and may 
use this opportunity to ask questions and express concerns that 
may be of particular importance to him or her. See  Case Study: 
Angelina Newman .   

    “ I didn’t know what to expect when I went for my first prenatal 
visit. I’m clean now and wanted to be honest, but I was afraid they 
would treat me differently if I told them about some of the really dumb 
things I did in high school—the drinking, the marijuana, the sex, and 
stuff. I really liked the nurse-midwife who was taking care of me, so I 
decided to be straight with her—for the baby’s sake, you know. She 
was great about everything and really made me feel okay. ”    

   Prenatal Risk-Factor Screening  
 A highly significant part of the prenatal assessment is screen-
ing for risk factors.  Risk factors  are any findings that have been 
shown to have potential negative effects on pregnancy outcomes 

such as prohibition against receiving blood products, 
dietary considerations, or other practices?  

•   What practices are important to maintain her spiritual 
well-being?  

•   Are there practices in her culture or that of her partner 
that might influence her care or that of her child?    

9.     Occupational history   
•    Occupation  
•   Physical demands (Does she stand all day, or are there 

opportunities to sit and elevate her legs? Does she do 
any heavy lifting?)  

•   Exposure to lead, chemicals, or other harmful 
substances  

•   Opportunity for regular meals and breaks for nutritious 
snacks  

•   Provision for maternity or family leave.    

10.     Birth father’s physical history   
•    Presence of genetic conditions or diseases in him or in 

his family history  
•   Age  
•   Significant health problems  
•   Blood type and Rh factor  
•   Immunizations up to date.    

11.     Father’s/partner’s social history   
•    Occupation  
•   Educational level; methods by which he or she learns best  
•   Current tobacco use, drug use, and alcohol intake  
•   Thoughts/feelings regarding pregnancy. 

    Note  : It is important to be aware that different partner sit-
uations exist (married/unmarried couple, single parent, 
LGBTQ couple). It is important to understand the wom-
an’s current relationship situation early on in pregnancy.     

12.     Personal information about the woman (social history)   
•    Age  
•   Relationship status (Married? Birth father involved? 

partner’s level of involvement [if partner is not the birth 
father]?)  

•   Educational level; methods by which she learns best  
•   Race or ethnic group (to identify need for prenatal genetic 

screening or counseling)  
•   Housing; stability of living conditions  
•   Economic level  
•   Intimate partner violence (IPV): Any history of emo-

tional or physical deprivation or abuse of herself or 
children. (Does she experience any abuse in her current 
relationship? Has she been hit, slapped, kicked, or hurt 
within the past year or since she has been pregnant? 
Is she afraid of her partner or anyone else? If yes, of 
whom is she afraid?)  Note:  Ask these questions when 
the woman is alone.  

•   History of emotional/mental health disorder (depression 
in general, postpartum depression, anxiety)  

•   Support systems/postpartum support  
•   Personal preferences about the birth (expectations of both 

the woman and her partner, presence of others, and so on)  
•   Plans for care of child following birth; plans for circumci-

sion if the baby is male  

   SAFETY ALERT!   
 Because some medications may pose a risk to the fetus if taken 
during pregnancy, it is crucial to develop a list of all the medica-
tions the pregnant woman is currently taking as well as those she 
took from conception to the initial prenatal visit. This includes pre-
scribed, over-the-counter, illicit, and herbal preparations. Because 
the woman may not always know when she became pregnant, you 
may need to give her a time frame (e.g., “In the last 3 months”) 
depending on how far along she is in her pregnancy when she 
first presents for care.  (See discussion of classification system for 
medications taken during pregnancy in   Chapter    13   .)  

Developing Cultural Competence boxes 
foster your awareness of cultural factors 
that influence a family’s expectations of and 
responses to their healthcare provider and their 
experiences with the healthcare system.

Ethics in Action! features 
challenge you with thought-
provoking questions that reflect 
myriad ethical dilemmas that 
nurses providing care may face.

Drug Guide boxes for selected medications 
commonly used in maternal-newborn nursing 
guide you in correctly administering the 
medications and evaluating your actions.

Concept Maps provide a visual description 
of data to be analyzed as nurses plan and 
provide care.
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Evidence-Based Practice boxes 
relate research evidence to women’s 
health and maternal-newborn nursing. 
Each feature asks you to use critical 
thinking skills to analyze the data 
to best meet women’s health and 
maternal-newborn nursing care needs 
and to help you understand the use of 
reliable information to plan and provide 
effective nursing care.
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   Social Issues Affecting Older 
Women  
 In the United States and other developed nations, women tend 
to outlive men. Thus, women are overrepresented in the ranks of 
older people. This phenomenon is referred to as the  feminization 
of later life . The Baby Boomer generation (those born between 
1946 and 1964) has contributed to unprecedented growth in the 
population of older adults. According to population experts from 
the United States Census Bureau, by 2050 the number of people 
over the age of 65 years will be double the number of children 
under the age of 5 years. This will represent the first time in his-
tory such a crossing of demographics has occurred. As of 2015, 
14.9% of the total population in the United States is over the age 
of 65; by 2050, that number is estimated to be 22.1% ( Jeffrey, 2016 ). 

   Economic Vulnerability of Older 
Women  
 The feminization of later life means that older women are more 
likely than their male counterparts to be widowed, to live alone, 
to be disabled, and to be poor. In 2015, 14% of all women over 
the age of 65 continued to work, with 51.4% working part time. 
Women over the age of 65 who work full time earn an average of 
$37,000 annually ( Institute for Women’s Policy Research [IWPR], 

   Genetic Facts     Exposure to Toxins   
 Environmental factors can impact future generations when 
people are exposed to toxins. Epigenetic changes in gene 
expression can occur when a woman is exposed to various 
environmental toxins. Depending on the agent and exposure, 
the cell nucleus can be altered at the molecular level and can 
impact if a gene is expressed or silenced ( Stahl, 2017 ). 

 The exposure to various biologic and chemical tox-
ins inherent in providing care for sick people constitutes an 
occupational hazard for nurses. Exposure to toxoplasmosis, 
rubella, cytomegalovirus, herpes simplex, and hepatitis B may 
adversely affect pregnancy and fetal outcome. Nurses are at 
risk for bloodborne illnesses through needlesticks or other 
high-risk medical procedures. Latex allergy is rapidly becom-
ing a significant problem among healthcare workers, with 5 
to 15% demonstrating hypersensitivity symptoms ranging 
from mild contact dermatitis to severe systemic reactions and 
anaphylactic shock ( American Academy of Allergy, Asthma & 
Immunology [AAAAI], 2014 ).  See   Chapter   14   for a discussion 
of toxins found in foods.     

•   Cat dander, dust mites, cockroaches  

•   Mold and mildew  

•   Synthetic carpet fibers.   

 Health conditions associated with air pollution include: 

•    Eye, nose, and throat irritation  

•   Headaches  

•   Asthma  

•   Cardiovascular disease  

•   Cancer.   

 There are a variety of potentially harmful chemicals and 
other toxic substances that women may encounter in their home 
or work environments. Although there are more than 80,000 
chemicals in commercial use, only about 1500 have been tested 
to determine if they are potential carcinogens. 

 Nurses should be educated about environmental risk fac-
tors, which may vary with geographic location; living conditions 
or neighborhoods; occupation; water supply source; commer-
cial and residential exposure to chemicals, fumes, and gases; 
and choices of food consumed by the family. An environmental 
assessment should check for environmental risk factors or occu-
pational exposure. Recommendations can then be made that 
will help the woman and her family reduce their risk factors. As 
research continues to evolve, more chemicals may be identified 
as being hazardous or carcinogenic. With this in mind, women 
should strive for a healthy, organically based diet when possible. 

  Pesticides  are a broad category of chemicals used to prevent 
or treat pests and remove them from the environment. Pesticide 
exposure can result in a variety of vague symptoms including 
increased body temperature, eye irritation, headache, dizziness, 
irritability, nausea and vomiting, epigastric pain, myalgia, pain 
in the limbs and joints, skin irritation, and sweating. Pesticide 
exposure can be linked to a variety of adverse health outcomes, 
including ( U.S. National Library of Medicine, 2017 ): 

•    Increased risk of cancer  

•   Nervous system abnormalities  

•   Birth defects  

•   Endocrine abnormalities  

•   Hormonal imbalances  

•   Liver damage  

•   Kidney failure.   

 Banned in the mid-1970s,  organochlorines  (a combination of 
dioxin, malathion, chlorpyrifos, and lindane) is a chemical pesticide 
subtype that degrades slowly and remains in the environment for 
decades. Persistent exposure to organochlorines during the child-
bearing years has implications for pregnancy and lactation and can 
cause long-term childhood developmental delays and infertility 
later in adulthood ( U.S. National Library of Medicine, 2017 ).  

   Professionalism in Practice     Safety and Health 
Resources   
 Nurses should familiarize themselves with recommenda-
tions from the Occupational Safety and Health Adminis-
tration (OSHA), part of the Department of Labor, which is 
responsible for creating and enforcing workplace health 
and safety regulations, and the National Institute for 
Occupational Safety and Health (NIOSH), which is part 
of the Department of Health and Human Services and is 
primarily a research agency. These agencies disseminate 
information on preventing workplace injury and illness, 
provide training to occupational safety and health profes-
sionals, and investigate potentially hazardous working 
situations when requested by employers or employees. 

 Nurses can also utilize the web site of Tox Town, 
administered by the National Institutes of Health, which 
provides the most recent data on toxic substances and 
chemicals. Women, nurses, and all healthcare providers 
can utilize the site to determine if certain chemicals are 
dangerous for women and their families. 

Genetic Facts provides information on the 
genetic implications of various topics being 
addressed in the chapter.
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   Clinical Question  
 What is best practice in diagnosing and treating an ectopic 
pregnancy?  

   The Evidence  
 An ectopic pregnancy is one that occurs outside the uterine 
cavity. The most common site for an ectopic pregnancy is in the 
fallopian tube. If these pregnancies progress to the point of rup-
ture, they account for significant morbidity and even maternal 
death. Suspicion of an ectopic pregnancy, then, is considered a 
medical emergency. If detected early, ectopic pregnancy can be 
effectively treated with surgical or pharmacological intervention. 
More than half of women who receive a diagnosis of ectopic 
pregnancy do not have any known risk factors. Those at high-
est risk are those with a previous ectopic pregnancy, damaged 
fallopian tubes, ascending pelvic infection, or prior pelvic or 
fallopian tube surgery. Contrary to a widely held belief, women 
who use an IUD for contraception are at a  lower risk  of ectopic 
pregnancy because of the effectiveness of this contraceptive 
method. However, if a woman with an IUD in place becomes 
pregnant, more than half will have an ectopic pregnancy. No 
other contraceptive methods have been associated with extra-
uterine pregnancy ( ACOG, 2018c ). 

 The American College of Obstetricians and Gynecolo-
gists ( 2018c ) reviewed the evidence related to the diagnosis 
and treatment of ectopic pregnancy and updated their exist-
ing practice guidelines. This type of guideline, created by a 
professional medical organization evaluating and integrating 
evidence from randomized trials, systematic reviews, and 
the opinions of clinical experts, is the strongest evidence for 
practice. 

 Every sexually active reproductive-age woman who pres-
ents with abdominal pain and bleeding should be screened 
for pregnancy, regardless of whether she believes she is 
pregnant. Rupture of an ectopic pregnancy can occur very 
early in a pregnancy, even before the woman suspects she is 

pregnant. If a woman is pregnant and presents with an acute 
abdomen, including severe pain of unknown origin, the mini-
mum diagnostic evaluation is a transvaginal ultrasound evalu-
ation and confirmation of pregnancy through serum hCG-level 
measurement. However, serum hCG alone cannot be used to 
diagnose an ectopic pregnancy. The absence of a possible 
gestational sac on ultrasound examination in the presence of 
a positive hCG measurement strongly suggests a nonviable 
gestation. In 50 to 70% of these cases, these findings are 
consistent with ectopic pregnancy ( ACOG, 2018c ). 

 Treatment of a confirmed ectopic pregnancy that has not 
ruptured may be via laparoscopic surgery or intramuscular 
administration of methotrexate. Both treatments are safe and 
effective. The decision for surgical or medical management 
is guided by clinician assessment as well as patient-informed 
choice. Surgical management is required if the patient is 
experiencing hemodynamic instability, symptoms of a rup-
tured ectopic mass, or signs of intraperitoneal bleeding 
( ACOG, 2018c ).  

   Best Practice  
 Women who present with acute abdominal pain and bleeding 
should be screened for pregnancy. If hCG levels are elevated, 
then a transvaginal ultrasound is indicated to determine if an 
ectopic pregnancy exists. An ectopic pregnancy constitutes a 
medical emergency, as rupture of the fallopian tubes is asso-
ciated with significant morbidity and mortality. Best practice 
in treatment of ectopic pregnancy includes laparoscopic sur-
gery or administration of methotrexate. Women suffering from 
ectopic pregnancy can be counseled that both treatments are 
safe and effective ( ACOG, 2018c ).  

   Clinical Reasoning  
 What elements of a nursing history could raise suspicion 
about the potential for an ectopic pregnancy? What questions 
should be asked of every woman who presents with acute 
abdominal pain?  

   EVIDENCE-BASED PRACTICE      Ectopic Pregnancy   

             Figure      18– 2           Various implantation sites in ectopic pregnancy. The most common site is within the 
fallopian tube, hence the name  tubal pregnancy .    
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   Premature Menopause  
  Premature ovarian insufficiency (POI) , resulting in premature 
menopause, is a devastating event and is not well understood. It 
occurs in about 0.1% of women by the age of 30 and 1% of women 
by the age of 40 ( Fenton, 2015 ). It is defined as 4 to 6 months of no 
menses in women under the age of 40 years who have elevated 
FSH and low estradiol levels. POI is different from menopause in 
that women with POI retain intermittent ovarian function, and, 
although difficult, pregnancy may occur. Women with POI who 
desire pregnancy may experience emotional trauma and require 
extra sensitivity from caregivers. Concern for the patient’s long-
term health should be a consideration. 

 Women should be encouraged to engage in weight-bearing 
exercises for 30 minutes at least 3 days per week to strengthen 
muscle and maintain bone mass. Adequate intakes of calcium and 
vitamin D are also important. Estrogen, progesterone, and  possibly 
testosterone hormone therapy is recommended for women who 
experience premature ovarian insufficiency at least until they 
reach the average age of natural menopause ( Baber, Panay, Fenton, 
& the IMS Writing Group, 2016 ). Other forms of premature meno-
pause occur with anorexia, chemotherapy or radiation treatments, 
and oophorectomy (surgical removal of the ovaries). 

 See    Health Promotion: Reducing Discomforts of Menopause    and 
   Complementary Health Approaches: Relieving Menopausal Symptoms    
for discussions of complementary health approaches a woman 
might employ during the menopausal years.    

   CHANGES IN COGNITIVE FUNCTION  
 Memory and cognitive function change with advancing age. It has 
been suggested that the brain benefits from circulating estrogen 
and that declining estrogen levels might contribute to loss of this 
function as well as to the development of dementia. This change 
is also influenced by lifestyle, genetics, and socioeconomic status. 
In the United States, Alzheimer disease (AD) is the most common 
form of dementia, estimated to affect 5.4 million Americans. Pro-
jections indicate that by the year 2025, 7.1 million Americans over 
the age of 65 will have AD ( Alzheimer’s Association, 2016b ). This 
 projected increase represents a major health concern for the country. 

 The cause of Alzheimer disease is unknown, although it is 
believed that risk factors other than advancing age may play a 
role. These risk factors include specific genotypes, family his-
tory, obesity, diabetes, elevated cholesterol, hypertension, and 
inflammation. At present there are no therapies that slow the 
progression of the disease; only symptomatic therapies are avail-
able. Cholinesterase inhibitors and  N -methyl- D -aspartate antag-
onists are the only medications approved by the Food and Drug 
Administration (FDA) for treating cognitive dysfunction. 

 The following lifestyle practices may help prevent AD and 
other dementias ( Alzheimer’s Association, 2016a ): 

•    Exercise regularly—at least 30 minutes 5 days per week.  

•   Quit smoking.  

•   Maintain a healthy blood pressure.  

•   Maintain a normal weight.  

•   Eat a healthy diet. Research indicates that the Mediterranean 
diet and the DASH (Dietary Approaches to Stop Hyperten-
sion) diet are beneficial.  

•   Remain mentally active through activities that keep the 
brain stimulated, such as reading, writing, playing games, 
or learning something new, such as a foreign language or 
how to play a musical instrument.  

•   Get enough sleep.  

•   Stay socially engaged through volunteering and sharing 
activities with family and friends (see   Figure    3– 4  ).  

•   Prevent diabetes. For people who are diabetic, maintain 
excellent blood glucose control.  

•   Deal with symptoms of depression, anxiety, or other mental 
health concerns (medications may be indicated).      

             Figure      3– 4           Many women view the postmenopausal 
years as a time of personal growth and enjoyment.   
   SOURCE:  Monkey Business/Fotolia.   

   Health Promotion     Reducing Discomforts of 
Menopause   
 A variety of therapeutic modalities have been proposed as 
treatment or prevention measures for the discomforts and 
ailments of the perimenopausal, menopausal, and post-
menopausal years. These include nutrition supplements, 
such as a diet rich in calcium and vitamins E, D, and B 
complex. Mind–body practices, such as yoga, t’ai chi, and 
meditation, are also helpful in reducing symptoms. 

   Medical Therapy  
   MENOPAUSAL HORMONE THERAPY  
  Menopausal hormone therapy (MHT) , formerly called  hormone 
replacement therapy (HRT) , refers to the administration of specific 
hormones to alleviate symptoms associated with the changes 
of menopause. Estrogen therapy (ET) and combined estrogen- 
progestogen therapy (EPT) are the individual types currently 
in use. Hormone therapy containing estrogen only is given to 
women who have undergone a hysterectomy (surgical removal 
of the uterus), whereas hormone therapy containing estrogen and 
progestogen (which encompasses both progesterone and proges-
tin) is used for women with an intact uterus. Estrogen alone, in 
a woman with a uterus (unopposed estrogen), increases the risk 
of endometrial (the lining of the uterus) cancer by eightfold and, 
therefore, is never given without progesterone in these women. 

 MHT can be prescribed in a number of ways, including 
orally; transdermally (patch); topically as a gel, lotion, mist, or 
cream; and through a vaginal ring. It is given in a continuous 
manner, as daily administration of both estrogen and proges-
togen, or as a cyclic or sequential therapy, with estrogen use 
daily and a progestogen added on a set sequence. Combination 
 estrogen-progestogen preparations are also available. 

Health Promotion boxes emphasize the 
patient teaching that often involves empow-
ering patients in their own health promotion.
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 Hormonal contraception for men has yet to be developed. 
Studies using weekly injections of testosterone, a synthetic 
hormone that significantly inhibits sperm production, had sig-
nificant side effects such as feminization, an unfavorable lipid 
profile, loss of libido, and more, which make it largely unaccept-
able. Future methods will consider how to stop pituitary LH and 
FSH to block testicular cell function, how to interfere with sperm 
production, and how to disrupt transport of mature sperm ( GI, 
2016a ;  Hatcher et al., 2012 ). 

   “ I think I’m like a lot of women. During my life I’ve used a variety 
of contraceptive methods. I took the pill until I was married and ready 
to have children, used spermicidal foam without a diaphragm and sub-
sequently had a baby, and later used spermicidal cream and condoms 
more successfully. I never wanted a tubal, but my husband refuses to 
consider a vasectomy, so the IUC was a perfect alternative for us. I am 
37 and I like using something I don’t have to think about every time we 
want to make love. Maybe someday there will be more contraceptives 
for men—it seems only fair—but I’m glad that at least I’ve had some 
choices. ”   

     ●◯●   NURSING MANAGEMENT 
 For the Woman Choosing a 
Contraceptive Method   
 In most cases, you will work with the woman when provid-
ing information and guidance about contraceptive methods 
because most contraceptive methods are female oriented. 
Because a man can purchase condoms without seeing a 
healthcare provider, only in the case of vasectomy does a man 
require counseling and interaction with a nurse. However, 
men should be encouraged to participate in contraceptive 
counseling being provided for their female partners. You can 
play an important role in helping a woman and her partner 
choose a method of contraception that is acceptable to both. 
See    Professionalism in Practice:  Using Contraception Resources 
During Patient Teaching  .   

 In addition to completing a history and assessing for any 
medical contraindications to specific methods, you should spend 
time with the woman, learning about her lifestyle, personal atti-
tudes about particular contraceptive methods, religious and cul-
tural beliefs, personal biases, and plans for future childbearing in 

   Professionalism in Practice     Using Contraception 
Resources During Patient Teaching   
 In your role as teacher, it is important to have resources 
on hand for women seeking a method of contraception. 
Having IUC models or a female condom plus informa-
tional handouts for the various methods of contraception 
is invaluable. Describing correct use of the method along 
with important tips, its side effects, and the warning signs 
for serious adverse reactions is essential. Women can refer 
to the informational sheets at home. Be sure to include the 
office or clinic phone number, and always remember to 
mention emergency contraception (EC). 

   Developing Cultural Competence     Birth 
Control Attitudes   
 Attitudes about birth control may be influenced by cultural 
factors or ethnicity. Although it is impossible to attribute 
one attitude to an entire group of people, the following 
general information may be helpful as a starting point in 
working with women from a particular cultural group, 
especially if they are first generation in the United States. 

•      Gender inequities   may prohibit some Middle Eastern, 
Latina, and Eastern Indian women from seeking out 
or using a contraceptive method unless their husbands 
agree. After being given appropriate information, the 
nurse may suggest the couple discuss contraceptive 
options in private.  

•     Attitudes toward bleeding   affect a woman’s duties to her 
family and partner. Vaginal bleeding may be seen as 
“unclean” by Muslim and Orthodox Jewish women. 
Any contraceptive method that involves irregular 
bleeding might not be acceptable ( Pinter et al., 2016 ). 
On the other hand, among women who feel a monthly 
period is necessary, any method that ultimately causes 
amenorrhea would not be acceptable.  

•   Among Orthodox Jewish couples, contraception is 
acceptable if it does not work as castration or if it does 
not “waste” a man’s seed. Thus, use of condoms, coitus 
interruptus, or male sterilization is not acceptable 
( Pinter et al., 2016 ).  

•   The Roman Catholic Church considers all artificial 
methods of contraception unacceptable. Natural family 
planning might be an acceptable method for women 
who closely follow the Church’s teaching ( Pinter et al., 
2016 ). Among American Catholics, however, attitudes 
about the proscription regarding birth control may 
vary, and it is important to determine the woman’s 
beliefs on the subject.  

•   Large families are valued in many cultures, and 
 contraception may not be desired. Unplanned 
 pregnancies may be welcomed in the Hispanic 
 culture, and unplanned adolescent pregnancies may 
not  necessarily carry a negative stigma for African 
 Americans ( Spector, 2017 ).   

    Note :   It is unwise to attribute specific attitudes or beliefs to all 
members of a cultural group. The information in the Developing 
Cultural Competence boxes offers possible insights into caring 
for women from different cultural groups .  

order to help her select the most effective and acceptable contra-
ceptive method. See    Developing Cultural Competence : Birth Control 
Attitudes  .  

 Once the woman chooses a method, the nurse educates 
about proper use of the method so as to achieve the best effective-
ness.  Teaching Highlights: Using a Method of Contraception  provides 
guidelines for helping women use a method of contraception 
effectively.  
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   NURSING CARE PLAN:   The Woman with HIV Infection   

  1.  Nursing Diagnosis:  Infection, Risk for , related to inadequate defenses (leukopenia, suppressed 
 inflammatory response) secondary to HIV-positive status (NANDA-I © 2017)  

  Goal:  Patient will remain free of opportunistic infection during the course of pregnancy. 

  INTERVENTION    RATIONALE  
•    Obtain a complete health history 

and physical examination during 
first prenatal visit.  

•   Educate the woman as to 
the signs and symptoms of 
infection.  

•   Obtain nutritional history and 
monitor weight gain at each pre-
natal visit.  

•    Collaborative:  Monitor the absolute 
CD4 +  T lymphocyte count, eryth-
rocyte sedimentation rate (ESR), 
complete blood count (CBC) with 
differential, and hemoglobin and 
hematocrit (H & H) as indicated.   

•    A complete health history will help determine risk factors for the development 
of opportunistic infections, and a physical examination will assist in identifying 
any underlying problem symptoms or illnesses that may compromise the preg-
nancy or complicate the treatment of HIV.  

•   Early recognition of signs and symptoms of infection will allow for immediate 
treatment, which may decrease the severity of the infection. Signs and symp-
toms of infection include fever, weight loss, fatigue, persistent candidiasis, 
diarrhea, cough, and skin lesions (Kaposi sarcoma and hairy leukoplakia in the 
mouth).  

•   The HIV-infected woman needs to maintain optimal nutritional intake. A com-
promised nutritional status may affect maternal and fetal well-being. Depleted 
reserves of protein and iron may decrease the patient’s ability to fight infection, 
thereby making her more susceptible to opportunistic infections.  

•   Laboratory results provide information about the woman’s immune system and 
the potential for disease progression. Opportunistic infections are more likely 
to occur when the CD4 +  T lymphocyte count drops below a level of 200/mm 3 . 
ESR can rise above 20 mm/hr with anemia and with acute and chronic inflam-
mation. CBC with differential and platelet count helps identify anemia, throm-
bocytopenia, and leukopenia. H & H can also identify anemia.   

  EXPECTED OUTCOME:  Patient will remain free of opportunistic infection as evidenced by CD4 +  T lympho-
cyte count within normal limits; no complaints of chills, fever, or sore throat; normal weight gain throughout 
pregnancy. 

  2.  Nursing Diagnosis:  Health Maintenance, Ineffective , related to a lack of information about HIV/AIDS 
and its long-term implications for the woman, her unborn child, and her family (NANDA-I © 2017)  

  Goal:  The patient and her family will verbalize the importance of following her medication regimen and of regular 
prenatal care. 

  INTERVENTION    RATIONALE  
•    Assess the patient’s and fam-

ily’s level of understanding 
of HIV infection, its modes of 
transmission, and the long-term 
implications.  

•   Explain the risks of mother-
to-child transmission of HIV 
infection.  

•   Describe ART. Include the regi-
men prescribed, its purposes, 
and the procedures for taking it.  

•   Discuss signs the woman should 
be alert for, including fever, 
fatigue, weight loss, cough, skin 
lesions, and behavior changes.   

•    Knowledge of the woman’s (and her family’s) level of understanding about her 
HIV infection forms a starting point for further health teaching.  

•   In untreated women the risk of transmission is 25%. That risk can be reduced 
to 1% or less with the use of antiretroviral therapy throughout pregnancy, labor, 
and birth; the use of cesarean birth when indicated; and formula-feeding rather 
than breastfeeding.  

•   ART approaches vary based on the health status of the individual woman and 
whether she is currently on ART. Generally it includes IV ZDV during labor 
through birth and therapy for the baby for 6 weeks following birth.  

•   These symptoms may indicate that the woman is developing symptomatic 
loss, persistent candidiasis, diarrhea, and HIV infection.   

  EXPECTED OUTCOME:  Woman will actively seek information about her condition, her treatment regimen, 
and her pregnancy and will cooperate with her caregivers. 
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Most Americans support providing education in junior and 
senior high schools with information about protection against 
unplanned pregnancy and STIs. Evidence suggests that compre-
hensive programs that support both abstinence and the use of 
contraceptives and condoms have a positive effect in delaying 
or reducing sexual activity or in increasing the use of condoms 
or other contraceptives ( Boonstra, 2014 ). 

 The Power to Decide’s task forces have identified character-
istics shared by all successful programs, regardless of the type of 
offering or community. Effective adolescent pregnancy preven-
tion programs are evidence-based, long term, and intensive. They 
also involve adolescents in program planning, include good role 
models from the same cultural and racial backgrounds, and focus 
on the adolescent male. 

 Power to Decide has identified a list of recommendations for 
parents that are designed to help teens avoid pregnancy (see  Key 
Facts to Remember: Recommendations for Parents to Help Their Teens 
Avoid Pregnancy ). Nurses can use this information when working 
with parents ( Power to Decide, 2018a ).    

•   The adolescent follows the recommendations of the health-
care team and receives effective healthcare throughout her 
pregnancy, the birth, and the postpartum period.  

•   The adolescent, her partner (if he is involved), and their families 
are able to cope successfully with the effects of the pregnancy.  

•   The adolescent is able to discuss pregnancy, prenatal care, 
and childbirth.  

•   The adolescent develops skill in child care and parenting.   

   Prevention of Adolescent Pregnancy  
 At the individual level, balanced and realistic sexual education, 
which includes information on both abstinence and contracep-
tion, can delay teens’ onset of sexual activity, increase the use 
of contraception by sexually active teens, and reduce the num-
ber of their sexual partners. The AAP ( 2014 ) policy statement 
on contraception for adolescents addresses the role of healthcare 
providers in working with adolescents. The statement stresses 
the importance of encouraging abstinence while also providing 
counseling on risk-reduction approaches, including the use of 
latex condoms for every act of sexual intercourse. It points out 
that latex condoms also help reduce the transmission of STIs. 
In addition, the statement emphasizes the need to ensure ready 
access to contraceptive services and appropriate follow-up. 

 In 2012, AAP issued a policy statement supporting the 
availability of emergency contraception (EC) and recommend-
ing that both male and female teens should be counseled about 
emergency contraception as part of routine anticipatory guid-
ance about safe sex and family planning. In 2013 the Food and 
Drug Administration (FDA) approved the Plan B One-Step 
emergency contraceptive for use by all women of childbearing 
potential without any age restrictions, thereby giving teens access 
to EC. At the national level, the Power to Decide (formerly the 
National Campaign to Prevent Teen and Unplanned Pregnancy 
[NCPTUP];  2018b ), a private, nonprofit organization made up of 
a broad spectrum of religious, political, social, human services, 
health, and academic organizations, envisions three major goals 
( Power to Decide, 2018b ) to achieve by 2026: 

1.    Reduce teenage pregnancy rates by 50%.  

2.   Reduce unplanned pregnancies by 25% among women 
18 to 29 years of age.  

3.   Reduce socioeconomic and racial/ethnic disparities in teen 
and unplanned pregnancies by 50%.   

 The Association of Women’s Health, Obstetric and Neonatal 
Nurses (AWHONN) is one of the many professional organiza-
tions that joined this group and made a commitment to focus on 
adolescent pregnancy prevention. Not surprisingly, the Power 
to Decide has found that adolescent pregnancy is a multifaceted 
problem with no easy answers. The best approaches are local 
ones based on strong, community-wide involvement with a vari-
ety of programs directed at the multiple causes of the problem. 

 A problem in local communities continues to be conflict 
among different groups about how to approach adolescent 
pregnancy prevention. Most teens and adults believe that teens 
should be strongly encouraged to avoid having sex until they 
have completed high school, but both groups also favor provid-
ing young people with information about both abstinence and 
contraception. Nevertheless, some parents favor an abstinence-
only approach. No evidence to date supports the effectiveness 
of this approach and it may have the unintended consequence 
of deterring teens from using contraceptives, thereby increas-
ing the risk of STIs or unintended pregnancy ( Boonstra, 2014 ). 

   Key Facts To Remember 
 Recommendations for Parents to Help Their Teens 
Avoid Pregnancy   

•    Parents should be clear about their own sexual attitudes 
and values in order to communicate clearly with children.  

•   Parents need to talk with their children about sex early and 
often and be specific in the discussions.  

•   Parents should supervise and monitor their children and 
teens with well-established rules, expectations, curfews, 
and standards of behavior.  

•   Parents should know their children’s friends and their families.  

•   Parents need to clearly discourage early dating as well as 
 frequent and steady dating.  

•   Parents should take a strong stand against allowing a 
daughter to date a much older boy; similarly, they should not 
allow a son to develop an intense relationship with a much 
younger girl.  

•   Parents need to help children set goals for their future and 
have options that are more attractive than early pregnancy 
and childrearing.  

•   Parents should show their children that they value educa-
tion and take school performance seriously.  

•   Parents need to monitor what their children are reading, 
listening to, and watching.  

•   It is especially important for parents to build a strong, loving 
relationship with their children from an early age by show-
ing affection clearly and regularly, spending time with them 
doing age- appropriate activities, building children’s self-
esteem, and having meals together as a family often.   

   Care of Expectant Parents 
Over Age 35  
 Today an increasing number of women are choosing to have their 
first baby after age 35. In fact, in 2015, birth rates rose for women 
age 30 to 44 and declined for women under age 30 ( Hamilton 
et al., 2017 ). Many factors have contributed to this trend, including: 

●◯●

Key Facts to Remember summarize the 
elements of particular importance related to a 
specific topic.

Nursing Care Plans address 
nursing care for women who have 
complications such as preec-
lampsia or diabetes mellitus, as 
well as for high-risk newborns. 
We designed this information to 
enhance your preparation for the 
clinical setting.

Professionalism in Practice helps you to 
identify how to remain professional in nursing 
practice and focus on topics such as legal and 
ethical considerations, contemporary nursing 
practice issues, professional accountability, 
patient advocacy, and home and community 
care considerations.
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   SAFETY ALERT!   
 Lack of fetal movement can be an indication of chronic  placental 
insufficiency or even fetal death; thus, the woman should be 
advised how to handle nonreassuring findings. The woman should 
call her healthcare provider, and if advised she should come in 
for testing. The need to retain a sense of calm is imperative for 
the mother who is transporting herself to the medical setting for 
these tests. 

of three movements within a 1-hour period. With both methods, 
concern arises if the count is not reached within the specified 
time periods. Reduced fetal activity could be indicative of a fetal 
or placental issue and warrants further assessment.  

 Monitoring fetal movement serves as an indirect measure of 
fetal central nervous system integrity and function. The coordi-
nation of whole-body movement in the fetus requires complex 
neurologic control. For this reason, clinicians generally agree that 
vigorous fetal movement provides reassurance of fetal well-being 
and oxygenation. A reduction in activity is often associated with 
complications of chronic rather than acute nonreassuring fetal 
status as the compromised fetus decreases its oxygen require-
ments by reducing activity. Documented cessation of activity 
warns of the possibility of preterm birth, asphyxia, intrauterine 
growth restriction, and fetal death ( Gabbe et al., 2017 ). It is these 
observations that provide the rationale for utilizing fetal move-
ment counting as a means of antepartum fetal surveillance. See 
   Women with Special Needs : Women with Paralysis  .  

16 weeks for a multiparous woman and up to 20 weeks for those 
who are primiparous. Muscle tone is limited before 28 weeks’ 
gestation and fetal movements change in number and strength 
as pregnancy progresses ( Polin, Abman, Rowitz, et al., 2016 ). Cer-
tain substances such as tobacco, drugs, alcohol, and caffeine have 
been shown to affect fetal movements, but usually reverse after 
drug clearance. Fetal rest–sleep cycles during which minimal 
or no movement may occur for up to 40 minutes is considered 
normal.  

   Women with Special Needs     Women with Paralysis   
 Women with paralysis often warrant intermittent fetal 
 surveillance since they are unable to feel fetal  movement 
or premature contractions. These women are at risk 
for unattended birth since they cannot perceive their 
 contractions. Their partner or care provider should be 
trained to palpate contractions and observe for fetal 
 movement on a regular basis. 

 It is important to provide patient education so women 
understand the importance of completing the fetal movement 
assessment and appropriate documentation on a daily basis. 
Contact information for questions and who to call with abnor-
mal findings is imperative and should be given to each woman at 
28 weeks’ gestation. The expectant woman should be instructed 
to call the healthcare provider if at any time she is concerned 
about a decrease in fetal movement from the fetus’s usual daily 
pattern. After 28 weeks, if fewer than the expected movements 
are perceived by the pregnant woman, further fetal surveillance 
tests, such as the nonstress test, may be used to assess fetal well-
being. See    Teaching Highlights : What to Tell the Pregnant Woman 
About Assessing Fetal Activity  .   

•    Explain that fetal movements are first felt around 18 
weeks of gestation, but some women may not feel fetal 
movement until 25 weeks. This is called  quickening . From 
that time, the fetal movements get stronger and easier 
to detect. A slowing or stopping of fetal movement may 
be an indication that the fetus needs some attention and 
evaluation. The mother’s perception of decreased fetal 
movement is sufficient in most cases. Formal tracking 
of fetal movement does not lead to improved outcomes 
in low-risk pregnancies but may have value in high-risk 
situations.  

•   Describe the procedures and demonstrate how to assess 
fetal movement. Sit beside the woman and show her how 
to place her hand on the fundus to feel fetal movement. 
Advise the woman to keep a daily record of fetal move-
ments beginning at about 28 weeks of gestation.  

•   Explain the procedure for the Cardiff Count-to-Ten method: 

1.    Beginning at the same time each day, have the woman 
place an X on the Cardiff card (  Figure    16– 11  ) for each 
fetal movement she perceives during normal everyday 
activity until she has recorded 10 of them.  

2.   Movement varies considerably, but the woman should 
feel fetal movement at least 10 times in 12 hours, and 
many women will feel 10 fetal movements in much less 
time, possibly 2 hours or less.    

•   Explain the procedure for the DFMR method: 

1.    The woman should begin counting at about the same 
time each day, after taking food.  

2.   She should lie quietly in a side-lying position.  
3.   The woman should feel at least three fetal movements 

within 1 hour.    
•   Instruct the woman to contact her care provider in the 

 following situations: 

1.    Using the Cardiff method: If there are fewer than 10 
movements in 12 hours.  

2.   Using the DFMR method: If there are fewer than three 
movements in 1 hour.  

3.   Both methods: If overall the fetus’s movements are 
slowing, and it takes much longer each day to note 
the minimum number of movements in the specified 
time period, and if there are no movements in the 
morning.    

•   Whichever method she is using, encourage the woman 
to complete her fetal movement record daily and to bring 
it with her during each prenatal visit. Assure her that the 
record will be discussed at each prenatal visit and that 
questions may be addressed at that time if desired.  

•   Provide the woman with a name and phone number in 
case she has further questions.   

   TEACHING HIGHLIGHTS       What to Tell the Pregnant Woman About Assessing Fetal Activity   

 There is considerable variation in fetal movement that 
depends on the individual and the gestational age of the fetus. 
Fetal movement first begins to occur as early as 7 weeks, although 
the movements are too fine to be perceived until approximately 

Teaching Highlights help you to plan and 
organize your patient teaching. The teach-
ing that nurses do at all stages of pregnancy 
and childbearing and throughout the life of a 
woman is one of the most important aspects  
of their work.
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time periods. Reduced fetal activity could be indicative of a fetal 
or placental issue and warrants further assessment.  

 Monitoring fetal movement serves as an indirect measure of 
fetal central nervous system integrity and function. The coordi-
nation of whole-body movement in the fetus requires complex 
neurologic control. For this reason, clinicians generally agree that 
vigorous fetal movement provides reassurance of fetal well-being 
and oxygenation. A reduction in activity is often associated with 
complications of chronic rather than acute nonreassuring fetal 
status as the compromised fetus decreases its oxygen require-
ments by reducing activity. Documented cessation of activity 
warns of the possibility of preterm birth, asphyxia, intrauterine 
growth restriction, and fetal death ( Gabbe et al., 2017 ). It is these 
observations that provide the rationale for utilizing fetal move-
ment counting as a means of antepartum fetal surveillance. See 
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16 weeks for a multiparous woman and up to 20 weeks for those 
who are primiparous. Muscle tone is limited before 28 weeks’ 
gestation and fetal movements change in number and strength 
as pregnancy progresses ( Polin, Abman, Rowitz, et al., 2016 ). Cer-
tain substances such as tobacco, drugs, alcohol, and caffeine have 
been shown to affect fetal movements, but usually reverse after 
drug clearance. Fetal rest–sleep cycles during which minimal 
or no movement may occur for up to 40 minutes is considered 
normal.  

   Women with Special Needs     Women with Paralysis   
 Women with paralysis often warrant intermittent fetal 
 surveillance since they are unable to feel fetal  movement 
or premature contractions. These women are at risk 
for unattended birth since they cannot perceive their 
 contractions. Their partner or care provider should be 
trained to palpate contractions and observe for fetal 
 movement on a regular basis. 

 It is important to provide patient education so women 
understand the importance of completing the fetal movement 
assessment and appropriate documentation on a daily basis. 
Contact information for questions and who to call with abnor-
mal findings is imperative and should be given to each woman at 
28 weeks’ gestation. The expectant woman should be instructed 
to call the healthcare provider if at any time she is concerned 
about a decrease in fetal movement from the fetus’s usual daily 
pattern. After 28 weeks, if fewer than the expected movements 
are perceived by the pregnant woman, further fetal surveillance 
tests, such as the nonstress test, may be used to assess fetal well-
being. See    Teaching Highlights : What to Tell the Pregnant Woman 
About Assessing Fetal Activity  .   

•    Explain that fetal movements are first felt around 18 
weeks of gestation, but some women may not feel fetal 
movement until 25 weeks. This is called  quickening . From 
that time, the fetal movements get stronger and easier 
to detect. A slowing or stopping of fetal movement may 
be an indication that the fetus needs some attention and 
evaluation. The mother’s perception of decreased fetal 
movement is sufficient in most cases. Formal tracking 
of fetal movement does not lead to improved outcomes 
in low-risk pregnancies but may have value in high-risk 
situations.  

•   Describe the procedures and demonstrate how to assess 
fetal movement. Sit beside the woman and show her how 
to place her hand on the fundus to feel fetal movement. 
Advise the woman to keep a daily record of fetal move-
ments beginning at about 28 weeks of gestation.  

•   Explain the procedure for the Cardiff Count-to-Ten method: 

1.    Beginning at the same time each day, have the woman 
place an X on the Cardiff card (  Figure    16– 11  ) for each 
fetal movement she perceives during normal everyday 
activity until she has recorded 10 of them.  

2.   Movement varies considerably, but the woman should 
feel fetal movement at least 10 times in 12 hours, and 
many women will feel 10 fetal movements in much less 
time, possibly 2 hours or less.    

•   Explain the procedure for the DFMR method: 

1.    The woman should begin counting at about the same 
time each day, after taking food.  

2.   She should lie quietly in a side-lying position.  
3.   The woman should feel at least three fetal movements 

within 1 hour.    
•   Instruct the woman to contact her care provider in the 

 following situations: 

1.    Using the Cardiff method: If there are fewer than 10 
movements in 12 hours.  

2.   Using the DFMR method: If there are fewer than three 
movements in 1 hour.  

3.   Both methods: If overall the fetus’s movements are 
slowing, and it takes much longer each day to note 
the minimum number of movements in the specified 
time period, and if there are no movements in the 
morning.    

•   Whichever method she is using, encourage the woman 
to complete her fetal movement record daily and to bring 
it with her during each prenatal visit. Assure her that the 
record will be discussed at each prenatal visit and that 
questions may be addressed at that time if desired.  

•   Provide the woman with a name and phone number in 
case she has further questions.   

   TEACHING HIGHLIGHTS       What to Tell the Pregnant Woman About Assessing Fetal Activity   

 There is considerable variation in fetal movement that 
depends on the individual and the gestational age of the fetus. 
Fetal movement first begins to occur as early as 7 weeks, although 
the movements are too fine to be perceived until approximately 

Safety Alert! features bring forward critical infor-
mation for safe and effective nursing practice.
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   SAFETY ALERT!   
 Lack of fetal movement can be an indication of chronic  placental 
insufficiency or even fetal death; thus, the woman should be 
advised how to handle nonreassuring findings. The woman should 
call her healthcare provider, and if advised she should come in 
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the mother who is transporting herself to the medical setting for 
these tests. 
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time each day, after taking food.  

2.   She should lie quietly in a side-lying position.  
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2.   Using the DFMR method: If there are fewer than three 
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3.   Both methods: If overall the fetus’s movements are 
slowing, and it takes much longer each day to note 
the minimum number of movements in the specified 
time period, and if there are no movements in the 
morning.    

•   Whichever method she is using, encourage the woman 
to complete her fetal movement record daily and to bring 
it with her during each prenatal visit. Assure her that the 
record will be discussed at each prenatal visit and that 
questions may be addressed at that time if desired.  

•   Provide the woman with a name and phone number in 
case she has further questions.   

   TEACHING HIGHLIGHTS       What to Tell the Pregnant Woman About Assessing Fetal Activity   

 There is considerable variation in fetal movement that 
depends on the individual and the gestational age of the fetus. 
Fetal movement first begins to occur as early as 7 weeks, although 
the movements are too fine to be perceived until approximately 

Women with Special Needs 
features serve as alerts that women 
with individualized needs may 
require modified plans of care.

Assessment of Fetal Well-Being 351

   Focus Your Study   
•    Nurses often play a key role not only in teaching families about 

various testing procedures, but also in providing clarity and 
emotional support to the woman and her family undergoing 
antenatal testing.  

•   Ultrasound offers a valuable means of assessing  intrauterine 
fetal growth because the growth can be followed over a period 
of time. It is noninvasive and painless, allows the practitio-
ner to study the gestation serially, is nonradiating to both 
the woman and her fetus, and to date has shown no known 
 harmful effects.  

•   Using ultrasound, the gestational sac may be detected as 
early as 5 or 6 weeks after the last menstrual period. Measure-
ment of the crown–rump length in early pregnancy is most 
useful for accurate dating of a pregnancy. The most important 
and frequently used ultrasound measurements in the second 
trimester are biparietal diameter, head circumference, abdomi-
nal circumference, and femur length.  

•   Maternal assessment of fetal activity is very useful as a 
screening procedure in evaluation of fetal status.  

•   A nonstress test (NST) measures fetal heart rate (FHR)  during 
fetal activity; FHR normally increases in response to fetal 
 activity. The desired result is a reactive test.  

•   A contraction stress test (CST) provides a method for 
 observing the response of the FHR to the stress of uterine 
contractions. The desired result is a negative test.  

•   A fetal biophysical profile (BPP) includes five fetal variables 
(breathing movement, body movement, tone, amniotic fluid 
volume, and FHR reactivity). It assesses the fetus at risk for 
intrauterine compromise.  

•   Aneuploidy screening includes first-trimester single test 
screening (nuchal translucency and PAPP-A and beta hCG); 
stepwise sequential, integrated, or contingent screening; 
 cell-free DNA testing; or quadruple screening of AFP, hCG, 
diameric inhibin-A, and estriol.  

•   Amniocentesis can be used to obtain amniotic fluid for  testing. 
A variety of tests is available to evaluate the presence of 
 disease, genetic conditions, and fetal maturity.  

•   Chorionic villus sampling (CVS) is a procedure that obtains 
fetal karyotype in the first trimester. It is used to diagnose 
hemoglobinopathies (e.g., sickle cell disease and alpha and 
some beta thalassemias), phenylketonuria, alpha antitrypsin 
deficiency, Down syndrome, Duchenne muscular dystrophy, 
and factor IX deficiency.  

•   The lecithin/sphingomyelin (L/S) ratio of the amniotic fluid 
can be used to assess fetal lung maturity. The presence of 
 phosphatidylglycerol (PG) may also provide information about 
fetal lung maturity.  

•   Lamellar body counts (LBCs) testing can be used as a 
 predictive indicator for predicting respiratory distress 
 syndrome (RDS) in preterm newborns. Optical density at 
650 nm is an indirect measure of LBCs.    
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