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Short Description

Nursing Process By Kennedy Dela Cruz...



Description


NURSING PROCESS



The term NURSING PROCESS was first used/mentioned by Lydia Hall, a nursing theorist, in 1955 wherein she introduced 3 STEPs: observation, administration of care and validation. Since then, nursing process continue to evolve: it used to be a 3step process, then a 4-step process (APIE), then a 5-step (ADPIE), now a 6-step process (ADPIE) ASSESSMENT, DIAGNOSIS, PLANNING, IMPLEMENTATION and EVALUATION. NURSING PROCESS  is a systematic, organized method of planning, and providing quality and individualized nursing care.  it is synonymous with the PROBLEM SOLVING APPROACH that directs the nurse and the client to determine the need for nursing care, to plan and implement the care and evaluate the result.  it is a G O S H approach (goal-oriented, organized, systematic and humanistic care) for efficient and effective provision of nursing care.



Goal-oriented – nurse make her objective based on client’s health needs. Remember: Goals and plan of care should be base according to client’s problems/needs NOT according to your own problem as the nurse. Organized/Systematic – the nursing process is composed of 6 sequential and interrelated steps and these 6 phases follow a logical sequence. Humanistic care •



plan



to



care



is



developed



and



implemented



taking



into



consideration the unique needs of the individual client. •



plan of care therefore is individualized (no 2 person has the same health needs even with same health condition/illness)



•



in providing care, it involves respect of human dignity



Efficient – plan of case is relevant/related to the needs of the client thereby promoting client satisfaction and progress.



Effective – in planning care, utilized resources wisely (staff, time, money/cost) Aside from GOSH, other characteristic of Nursing Process Cyclic and Dynamic in nature – data from each phase provides the input into the next phase so that is becomes a sequence of events (cycle) that are constantly changing (dynamic) base on client’s health status. Involves



skill



in



Decision-making



– nurse makes



important



decisions related to client care, she choose the best action/steps to meet a desired goal or to solve a problem. She must make decisions whenever several choices or options are available. Uses Critical Thinking skills – the nurse may encounter new ideas or less-than-routine or non-ordinary situations where decisions must be made using critical thinking. PURPOSE OF NURSING PROCESS 1. To identify a client’s health status; his Actual/Present and potential/possible health problems or needs. 2. To establish a plan of care to meet identified needs. 3. To provide nursing interventions to meet those needs.



4. To provide an individualized, holistic, effective and efficient nursing care. STEPS/PHASES OF THE NURSING PROCESS 1. Assessment 2. Diagnosis 3. Planning 4. Implementation 5. Evaluation ASSESSMENT - First Step in the Nursing Process •



it is systematic and continuous collection, validation and communication



of



client



data



as



compared



to



what



is



standard/norm. •



it includes the client’s perceived needs, health problems, related experiences, health practices, values and lifestyles.



Purpose: To establish a data base (all the information about the client): •



nursing health history



•



physical assessment



•



the physician’s history & physical examination



•



results of laboratory & diagnostic tests



•



material from other health personnel



4 Types of Assessment: a. Initial assessment – assessment performed within a specified time on admission Ex: nursing admission assessment b. Problem-focused assessment – use to determine status of a specific problem identified in an earlier assessment Ex: problem on urination-assess on fluid intake & urine output hourly c. Emergency assessment – rapid assessment done during any physiologic/physiologic crisis of the client to identify life threatening problems. Ex: assessment of a client’s airway, breathing status & circulation after a cardiac arrest. d. Time-lapsed assessment – reassessment of client’s functional health pattern done several months after initial assessment to compare the clients current status to baseline data previously obtained. Activities:



1. Collection of data 2. Validation of data 3. Organization of data 4. Analyzing of data 5. Recording/documentation of data Assessment = Observation of the patient + Interview of patient, family & SO + examination of the patient + Review of medical record



I. Collection of data •



gathering of information about the client



•



includes physical, psychological, emotion, socio-cultural, spiritual factors that may affect client’s health status



•



includes past health history of client (allergies, past surgeries, chronic diseases, use of folk healing methods)



•



current/present problems of client (pain, nausea, sleep pattern, religious practices, meds or treatment the client is taking now)



Types of Data: a. Subjective data •



also referred to as Symptom/Covert data



•



information from the client’s point of view or are described by the person experiencing it.



•



information supplied by family members, significant others, other health professionals are considered subjective data.



Example: pain, dizziness, ringing of ears/Tinnitus b.



Objective data



•



also referred to as Sign/Overt data



•



those that can be detected, observed or measured/tested using accepted standard or norm.



Example: pallor, diaphoresis, BP=150/100, yellow discoloration of skin Methods of Data Collection: a. Interview •



a planned, purposeful conversation/communication with the client to get information, identify problems, evaluate change, to teach, or to provide support or counseling.



•



b.



it is used while taking the nursing history of a client Observation – use to gather data by using the 5 senses and



instruments.



c. •



Examination systematic data collection to detect health problems using unit of



measurements,



physical



examination



techniques



(IPPA),



interpretation of laboratory results. •



should be conducted systematically:



c.1. Cephalocaudal approach – head-to-toe assessment c.2. Body System approach – examine all the body system c.3. Review of System approach – examine only particular area affected Source of data: a. Primary source – data directly gathered from the client using interview and physical examination. b. Secondary



source – data gathered from



client’s



family



members, significant others, client’s medical records/chart, other members of health team, and related care literature/journals. In the Assessment Phase, obtain a Nursing Health History - a structured interview designed to collect specific data and to obtain a detailed health record of a client. Components of a Nursing Health History



•



Biographic data – name, address, age, sex, martial status, occupation, religion.



•



Reason for visit/Chief complaint – primary reason why client seek consultation or hospitalization.



•



History of present Illness – includes: usual health status, chronological story, family history, disability assessment.



•



Past Health History – includes all previous immunizations, experiences with illness.



•



Family History – reveals risk factors for certain disease diseases (Diabetes, hypertension, cancer, mental illness).



•



Review of systems – review of all health problems by body systems



•



Lifestyle – include personal habits, diets, sleep or rest patterns, activities of daily living, recreation or hobbies.



•



Social



data



educational



–



include



background,



family



relationships,



economic



status,



ethnic



and



home



and



neighborhood conditions. •



Psychological data – information about the client’s emotional state.



•



Pattern of health care – includes all health care resources: hospitals, clinics, health centers, family doctors.



II. Validation of Data – the act of “double-checking” or verifying data to confirm that it is accurate and complete.



Purposes of data validation: a. ensure that data collection is complete b. ensure that objective and subjective data agree c. obtain additional data that may have been overlooked d. avoid jumping to conclusion e. differentiate cues and inferences Cues – subjective or objective data observed by the nurse; it is what the client says, or what the nurse can see, hear, feel, smell or measure. Inferences – the nurse interpretation or conclusion based on the cues. Example:



red,



swollen



wound



=



infected



wound



Dry skin = dehydrated III. Organization of Data – uses a written or computerized format that organizes assessment data systematically. - Maslow’s basic needs - Body System Model - Gordon’s Functional Health Patterns: 1. Health perception-health management pattern. 2. Nutritional-metabolic pattern



3. Elimination pattern 4. Activity-exercise pattern 5. Sleep-rest pattern 6. Cognitive-perceptual pattern 7. Self-perception-concept pattern 8. Role-relationship pattern 9. Sexuality-reproductive pattern 10.



Coping-stress tolerance pattern



11.



Value-belief pattern



IV. Analyze data – compare data against standard and identify significant cues. Standard/norm are generally accepted measurements, model, pattern: Ex:



Normal



vital



signs,



standard



Weight



and



Height,



normal



laboratory/diagnostic values, normal growth and development pattern V. Communicate/Record/Document Data •



nurse records all data collected about the client’s health status



•



data are recorded in a factual manner not as interpreted by the nurse



•



record subjective data in client’s word; restating in other words what client says might change its original meaning.



DIAGNOSIS- Second Step in the Nursing Process



Diagnosing •



the process of reasoning or the clinical act of identifying problems



Purpose: To identify health care needs and prepare a Nursing Diagnosis. To diagnose in nursing: it means to analyze assessment information and derive meaning from this analysis. Nursing Diagnosis •



is a statement of a client’s potential or actual health problem resulting from analysis of data.



•



is a statement of client’s potential or actual alterations/changes in his health status.



•



A statement that describes a client’s actual or potential health problems that a nurse can identify and for which she can order nursing interventions to maintain the health status, to reduce, eliminate or prevent alterations/changes.



•



Is the problem statement that the nurse makes regarding a client’s condition which she uses to communicate professionally.



•



It uses the critical-thinking skills analysis and synthesis in order to identify client strengths & health problems that can be



resolves/prevented by collaborative and independent nursing interventions. Analysis – separation into components or the breaking down f the whole into its parts. Synthesis – the putting together of parts into whole 3 activities in Diagnosing: DIAGNOSING = Data Analysis + Problem Identification + Formulation of Nursing Diagnosis Characteristics of Nursing Diagnosis: 1. It states a clear and concise health problem. 2. It is derived from existing evidences about the client. 3. It is potentially amenable to nursing therapy. 4. It is the basis for planning and carrying out nursing care. Components of a nursing diagnosis: PES or PE 1. Problem statement/diagnostic label/definition = P 2. Etiology/related factors/causes = E 3. Defining characteristics/signs and symptoms = S Therefore may be written as 2-Part or a 3-Part statement.



Types of Nursing Diagnosis: 1. Actual Nursing Diagnosis – a client problem that is present at the time of the nursing assessment. It is based on the presence of signs and symptoms. Examples: •



Imbalanced Nutrition: Less than body requirements r/t decreased appetite nausea.



•



Disturbed Sleep Pattern r/t cough, fever and pain.



•



Constipation r/t long term use of laxative.



•



Ineffective airway clearance r/t to viscous secretions



•



Noncompliance (Medication) r/t unknown etiology



•



Noncompliance



(Diabetic



diet) r/t unresolved anger about



Diagnosis •



Acute Pain (Chest) r/t cough 2nrdary to pneumonia



•



Activity Intolerance r/t general weakness.



•



Anxiety r/t difficulty of breathing & concerns over work



2. Potential Nursing diagnosis – one in which evidence about a health problem is incomplete or unclear therefore requires more data to support or reject it; or the causative factors are unknown but a problem is only considered possible to occur. Examples:



•



Possible nutritional deficit



•



Possible low self-esteem r/t loss job



•



Possible altered thought processes r/t unfamiliar surroundings



3. Risk Nursing diagnosis – is a clinical judgment that a problem does not exist, therefore no S/S are present, but the presence of RISK FACTORS is indicates that a problem is only is likely to develop unless nurse intervene or do something about it. No subjective or objective cues are present therefore the factors that cause the client to be more vulnerable to the problem is the etiology of a risk nursing diagnosis.



Examples: •



Risk for Impaired skin integrity (left ankle) r/t decrease peripheral circulation in diabetes.



•



Risk for interrupted family processes r/t mother’s illness & unavailability to provide child care.



•



Risk for Constipation r/t inactivity and insufficient fluid intake



•



Risk for infection r/t compromised immune system.



•



Risk for injury r/t decreased vision after cataract surgery.



Formula in writing nursing diagnosis: PES or PE



1. Actual nursing diagnosis = Patient problem + Etiology – replace the (+) symbol with the words “RELATED TO” abbreviated as r/t. = Problem + Etiology + S/S 2. Risk Nursing diagnosis = Problem + Risk Factors 3. Possible nursing diagnosis = Problem + Etiology Qualifiers – words added to the diagnostic label/problem statement to gain additional meaning. •



“deficient”



-



inadequate



in



amount,



quality,



degree,



insufficient, incomplete •



“impaired” – made worse, weakened, damaged, reduced, deteriorated



•



“decreased” – lesser in size, amount, degree



•



“ineffective” – not producing the desired effect



Activities during diagnosis: 1. Compare data against standards 2. Cluster or group data 3. Data analysis after comparing with standards 4. Identify gaps and inconsistencies in data 5. Determine the client’s health problems, health risks, strengths



6. Formulate Nursing Diagnosis – prioritize nursing diagnosis based on what problem endangers the client’s life Situation: Functional Health Pattern – Activity/Exercise Aling Sylvia,35 years of laundry woman seeks consultation at the Ospital ng Sampaloc due to fever 2 days PTA. She verbalizes: “Bigla na lang ako giniginaw, masakit ang ulo at mainit ang pakiramdam pagkatapos kong maglaba sa kabilang kanto. “She has 3 children she walks off to school everyday before she goes to work VS: T=39.2C RR = 35 P = 96; With flush skin and warm to touch, teary eyed and with dry lips and mucous membrane. Nsg Dx: Hyperthermia r/t environmental condition AMB T = 39C, flush skin, warm to touch, teary eyed and dry lip and mucous membrane. Situation: Functional Health Pattern = Nutritional/Metabolic States, “No appetite since having cough” Has not eaten today; last fluids at noon today Has lost 8 lbs in past 2 weeks Nauseated x 2 days



Nsg. Dx: Imbalanced Nutrition: Less than body Requirements r/t decreased appetite and nausea 2ndary to disease process/cough Situation: Functional Health Pattern = Activity/Exercise Difficulty sleeping because of cough States, “Can’t breath lying down” Report pain on chest when coughing Nsg Dx: Disturbed Sleep Pattern r/t a disease process, orthopnea and pain. Acute Pain (chest) r/t pathologic condition 2ndary to pneumonia Situation: Functional Health Pattern = Coping/Stress Anxious State, “I can’t breath” Facial muscles tense, trembling Expresses concern and worry over leaving daughter with neighbors Husband out of town, will be back next week. Nsg. Dx: Anxiety r/t difficulty of breathing and concerns over parenting roles.



PLANNING •



involves determining before and the strategies or course of actions to be taken before implementation of nursing care. To be effective, the client and his family should be involve in planning.



Purpose: •



To determine the goals of care and the course of actions to be undertaken during the implementation phase.



•



To promote continuity of care.



•



To focus charting requirements.



•



To allow for delegation of specific activities.



1. Establish/Set priorities Priority – is something that takes precedence in position, and considered the most important among several items. It is a decision making process that ranks the order of nursing diagnosis in terms of importance to the client. Guideline for setting priorities: 1. Life-threatening situations should be given highest priority. 2. Use the principle of ABC’s (airway, breathing, circulation)



3. Use Maslow’s hierarchy of needs. 4. Consider something that is very important to the client. 5. Actual problems take precedence over potential concerns. 6. Clients with unstable condition should be given priority over those with stable conditions. Ex: attend to client with fever before attending to client who is scheduled for physical therapy in the afternoon. 7. Consider the amount of time, materials, equipment required to care for clients. Ex: attend to client who requires dressing change for postop wound before attending to client who requires health teachings & is ready to be discharged late in the afternoon. 8. Attend to client before equipment. Ex: assess the client before checking IV fluids, urinary catheter, drainage tube. 2. Plan nursing interventions/nursing orders to direct activities to be carried out in the implementation phase. Nursing interventions •



any treatment, based upon clinical judgment and knowledge, that a nurse performs to enhance client outcomes.



•



they are used to monitor health status; prevent, resolve or control a problem; assist with activities of daily living; or promote optimum health and independence.



•



They



maybe



independent,



dependent



and



independent/collaborative activities that a nurses carry out to provide client care. Independent Nursing Intervention – those activities that the nurse is licensed to initiate as a result of the nurse’s own knowledge and skills. Dependent NursingIntervention – those activities carried out on the order of a physician, under a physician’s supervision, or according to specific routines. Interdependent/Collaborative – those activities the nurse carries out in collaboration or in relation with other members of the health care team. 3. Write a Nursing Care Plan NCP •



a written summary of the care that a client is to receive.



•



it is the “blueprint” of the nursing process.



•



It is nursing centered in that the nurse remains in the scope of nursing practice domain in treating human responses to actual or potential health problems.



•



It is s step-by-step process as evidence by:



1. Sufficient data are collected to substantiate nursing diagnosis. 2. At least one goal must be stated for each nursing diagnosis. 3. Outcome criteria must be identified for each goal. 4. Nursing interventions must be specifically designed to meet the identified goal. 5. Each intervention should be supported by a scientific rationale, which is the justification or reason for carrying out the intervention. 6. Evaluation must address whether each goal was completely met, partially met or completely unmet. IMPLEMENTATION •



is putting the nursing care plan into action.



Purpose: To carry out planned nursing interventions to help the client attain goals and achieve optimal level of health.



Activities: 1. Reassessing – to ensure prompt attention to emerging problems. 2. Set priorities – to determine the order in which nursing interventions are carried out.



3. Perform nursing interventions – these may be independent. Dependent or collaborative measures. 4. Record actions – to complete nursing interventions, relevant documentation should be done. Remember: Something that is NOT written is considered as NOT done at all. Requirements of Implementation: 1. Knowledge – include intellectual skills like problem-solving, decision-making and teaching. 2. Technical skills – to carry out treatment and procedures. 3. Communication



skills



–



use



of



verbal



and



non-verbal



communication to carry out planned nursing interventions. 4. Therapeutic use of self – is being willing and being able to care EVALUATION •



is assessment the client’s response to nursing interventions and then comparing that response to predetermined standards or outcome criteria.



Purpose: To appraise the extent to which goals and outcome criteria of nursing care have been achieved. Activities: 1. Collect data about the client’s response.



2. Compare the client’s response to goals and outcome criteria. 3. The four possible judgments that may be made are as follows: •



The goal was completely met.



•



The goal was partially met.



•



The goal was completely unmet.



•



New problems & nursing diagnosis have developed.



1. Analyze the reasons for the outcomes. 2. Modify plan of care as needed.



A. External Structures:



1. Mons Veneris/Pubis - Pad of fat which lies over the symphysis pubis where dark and curly hair grow in triangular shape that begins 1-2 years before the onset of menstruation. It protects the surrounding delicate tissues from trauma. 2. Labia Majora - Two (2) lengthwise fatty folds of skin extending from mons veneris to the perineum that protect the labia minora, urinary meatus and vaginal orifice. 3. Labia Minora - 2 thinner, lenghtwise folds of hairless skin extending from clitoris to fourchette. o



Glands in the labia minora lubricates the vulva



o



Very sensitive because of rich nerve supply



o



Space between the labia is called the Vestibule



4. Clitoris - small, erectile structure at the anterior junction of the labia minora that contains more nerve endings. It is very sensitive to temperature and touch, and secretes a fatty substance called Smegma. It is comparable to the penis in it’s being extremely sensitive. 5. Vestibule - the flattened smooth surface inside the labia. It encloses the openings of the urethra and vagina. 6. Skene’s Glands/Paraurethral Glands - located just lateral to the urinary meatus on both sides. Secretion helps lubricate the external genital during coitus.



7. Bartholin’s Gland/Vulvovaginal Glands - located lateral to the vaginal opening on both sides. It lubricates the external vulva during coitus and the alkaline pH of their secretion helps to improve sperm survival in the vagina. 8. Fourchette - thin fold of tissue formed by the merging of the labia majora and labia minora below the vaginal orifice. 9. Perineum - muscular, skin-covered space between the vaginal opening and the anus. It is easily stretched during childbirth to allow enlargement of vagina and passage of the fetal head. It contains the muscles (pubococcygeal and levator ani) which support the pelvic organs, the arteries that supply blood and the pudendal nerves which are important during delivery under anesthesia. 10. Urethral meatus - external opening of the urethra. It contains the openings of the Skene’s glands which are often involved in the infections of the external genitalia. 11. Vaginal Orifice/Introitus - external opening of the vagina, covered by a thin membrane called Hymen. B. Internal Structures:



1. Fallopian tube/Oviduct - 4 inches long from each side of the uterus (fundus). It transports the mature ova form the ovaries to the uterus and provide a place for fertilization of the ova by the sperm in it’s outer 3rd or outer half. Parts: o



Interstitial - lies within the uterine wall



o



Isthmus - portion that is cut or sealed in a tubal ligation.



o



Ampulla - widest, longest portion that spreads into fingerlike projections/fimbriae and it is where fertilization usually occurs.



o



Infundibulum - rim of the funnel covered by fimbriated cells (hair covered fingerlike projections) that help to guide the ova into the fallopian tube.



2. Ovaries - Oval, almond sized, dull white sex glands on either side of the uterus that measures 4 by 2 cm in diameter and 1.5 cm thick. It is responsible for the production, maturation and discharge of ova and secretion of estrogen and progesterone. 3. Uterus - hollow, pear-shaped muscular organ, 3 inches long, 2 inches wide, weighing 50-60 grams held in place by broad and round ligaments, and abundant blood supply from the uterine and ovarian arteries. It is located in the lower pelvis, posterior to the bladder and anterior to the rectum. Organ of menstruation, site of implantation and provide nourishment to the products of conception.



Layers: 1. Perimetrium - outermost layer of the uterus comprised of connective tissue, it offers added strenght and support to the structure. 2. Myometrium - middle layer, comprised of smooth muscles running in 3 directions; expels fetus during birth process then contracts around blood vessels to prevent hemorrhage.



3. Endometrium - Inner layer which is visibly vascular and is shed during menstruation and following delivery. Divisions of the Uterus: 1. Fundus - upper rounded, dome-shaped portion that can be palpated to determine uterine growth during pregnancy and the force of contractions and for the assessment that the uterus is returning to it’s non-pregnant state following child birth. 2. Corpus - body of the uterus. 3. Isthmus - area between corpus and cervix which forms part of the lower uterine segment. It enlarges greatly to aid in accommodating the fetus. The portion that is cut when a fetus is delivered by a caesarian section. 4. Cervix - lower cylindrical portion that represents 1/3 of the total uterus. Half of it lies above the vagina; half of it extends to the vagina. The cavity is termed the cervical canal. It has 2 openings/Os: internal os that open to the uterine cavity and the external os that opens to the vagina. 5. Vagina - a 3-4 inch long dilatable canal located between the bladder and the rectum, it contains rugnae which permit considerable stretching without tearing. It acts as a organ of intercourse/copulation and passageway for menstrual discharges and fetus. Doderlein’s bacillus is the normal flora of the vagina



which makes the pH of vagina acidic, detrimental to the growth of pathologic bacteria.



Functions of the Female Reproductive Organs



Organ



Functions



1. Vagina



a.



Passageway



of



menstrual



flow



b. Female organ for coitus; receives male penis c. Passageway for the fetus during birth 2. Uterus



a. Houses and nourishes fetus until sufficiently mature to



function



outside



the



mother’s



body



b. Uterine muscles propels fetus outside. 3.



Fallopian a. Provides passageway for ovum as it travels from



Tube



ovary



to



uterus.



b. Site of Fertilization. 4. Ovaries



a.



Endocrine



glands



that



secrete



estrogen



and



progesterone. b. Contain ova within follicles for maturation during the woman’s reproductive life.



Stages of Fetal Development



Ovary Releasing an Ovum The ovary is the female organ that produces the reproductive cells called eggs, or ova. This false-color electron micrograph shows the release of a mature ovum at ovulation. The ovum (red) is surrounded by cells and liquid from the ruptured ovarian follicle.



Ovum •



The ovum is the female sex cell.



•



It is regularly released by the ovary through the process of ovulation.



•



It has two layers of protective covering, the outer layer is the corona radiata and the inner layer is the zona pellucida.



•



The egg cell has a lifespan of 24 hours, thus, it can only be fertilized within this period. After 24 hours, it regresses and is resorbed.



•



Sperm cell is present in the fallopian tube only in 3 out of 5 ovulations of married women.



Sperm Cell



The sperm cell has three parts: a head that contain the chromatin materials, a neck or mid-piece that provides energy for movement, and



a tail that is responsible for it’s mobility. The sperm cell has a lifespan of 48 to 72 hours or 3 to 4 days after ejaculation. The sperm must be in the genital tract 4-6 hours before they are able to fertilize an ovum to give time for the enzyme hyaluronidase to be activated. There are two kinds of sperm cell: 1. Gynosperm - This is the X carrying sperm cell. It has a large oval head, are lesser in number than androsperms and thrive better in acidic environment. 2. Androsperm - the sperm cell which carries the Y chromosome, with a small head, and thrive better in alkaline environment.



Fertilization



•



Per ejaculation the average 2.5ml of seminal fluid contains 50 to 200 million spermatozoa per ml or 400 million per ejaculation.



•



Fertilization occurs in the outer third (ampullar portion) of a fallopian tube.



•



Hyaluronidase released by the spermatozoa dissolves the layer of cells protecting the ovum, facilitating the penetration of the spermatozoon.



•



Upon fertilization, the resulting structure is called zygote.



•



Only the father can determine the gender of the child - X carrying spermatozoon leads to XX combination for a female offspring; Y-carrying spermatozoon leads to XY combination for a male offspring. The ovum carries only X chromosome.



Segmentation: Within a few hours after fertilization, after the nucleus of the sperm has united with the nucleus of the egg, the result of their union, the zygote, begins a process of internal division. First, it divides into two cells, then four, eight, sixteen, and so on, doubling the number with each new division. This process of cell division or cleavage in the zygote is called segmentation. It transforms the zygote into a cluster of cells called morula which, seen through a microscope, resembles a mulberry. The morula slowly moves down the Fallopian



tubes toward the uterus, where it arrives after about three days. By this time, it has developed into a hollow ball of cells called blastocyst.



Implantation



•



It takes 3 to 4 days for the zygote to journey to the uterus (where implantation will take place), and during such journey mitotic cell division happens. Floating freely in the uterus for the next 3 to 4 days, the morula (16 to 50 cell bumpy appearance resulting from mitotic cell division) grows to become a blastocyst with tropoblast cells cells (forming placenta and membrane in later development). Therefore, it takes 7 to 8 days from fertilization to implantation.



•



Implantation occurs at high and posterior portion of the uterus.



•



On implantation, the structure is called embryo until 5-8 weeks when it begin to be referred to as fetus.



•



Implantation bleeding (mistaken as menstrual period) results from capillary rupture on implantation.



•



Endometrium (the inner lining of the uterus) is termed decidua on conception.



Day 1 - conception takes place 7 days - tiny human implants in mother’s uterus 10 days - mother’s menses stop 18 days - heart begins to beat 21 days - pumps own blood through separate close circulatory system with own blood type



28 days - eye, ear, and respiratory system begin to form 42 days - brain waves recorded skeleton complete, reflexes present 7 weeks - capable of thumb sucking 8 weeks - all body systems present 9 weeks - squints, swallows, moves tongue, makes fist 11 weeks - spontaneous breathing movements, has fingernails, all body systems working 12 weeks - weighs one ounce 16 weeks - genital organs clearly differentiated, grasps with hands, swims, kicks, turns, somersaults, ( still not felt by the mother) 18 weeks - vocal cords work 20 weeks - has hair on head, weighs one pound, 12 inches long 23 weeks - 15% chance of viability outside of womb if birth premature 24 weeks - 56% of babies survive premature birth 25 weeks - 79% of babies survive premature birth



Physiology of Menstruation



Menstruation - is the periodic discharge of blood, mucus and epithelial cells from the uterus.



Menstrual Cycle - periodic uterine bleeding in response to cyclic hormonal



changes.



A



process



that



allows



for



conception



and



implantation of new life. It is usually determined by counting as day 1 the 1st day of a menstrual period until the last day before the next menstrual period. Purpose: •



To bring an ovum to maturity



•



To renew a uterine tissue bed that will be responsive to fetal growth



•



To prepare the uterus for pregnancy



Characteristics of Normal Menstrual Cycles



TERM



DESCRIPTION



Beginning (Menarche)



average age of onset: 12 or 13 years; average range of age: 9-17 years



Interval between cycles



average 28 days; cycles of 23 to 35 days not usual



Duration of Menstrual flow



average flow: 2-7 days; ranges 1-9 days not normal



Amount of menstrual flow



difficult to estimate; average 30 to 80



ml.



per



menstrual



period;



saturating a pad in less than an hour is considered heavy bleeding. Color of menstrual flow



dark red; a combination of blood, mucus, and endometrial cells



Odor of menstrual flow



marigold



Discomforts of Menstruation 1. Breast tenderness and feeling of fullness 2. Tendency towards fatigue 3. Temperament and mood changes - because of hormonal influence and decreased levels of estrogen and progesterone 4. Discomfort in pelvic area, lower back and legs 5. Retained fluids and weight gain Abnormalities of Menstruation 1. Amenorrhea - absence of menstrual flow 2. Dysmenorrhea - painful menstruation 3. Oligomenorrhea - scanty menstruation 4. Polymenorrhea - too frequent menstruation 5. Menorrhagia -excessive menstrual bleeding 6. Metrorrhagia - bleeding between periods of less than 2 weeks 7. Hypomenorrhea - abnormally short menstruation 8. Hypermenorrhea - abnormally long menstruation



Four



body



structure



involved



in



the



physiology



of



the



menstrual cycle:



1. Hypothalamus 2. Pituitary gland 3. Ovaries 4. Uterus Reproductive Hormones: 1. GonodotropinReleasing



Hormone



(GnRH) o



Stimulates release of FSH and LH initiating



puberty and sustaining menstrual cycle. 2. Follicle-stimulating Hormone (FSH) o



secreted by anterior pituitary gland during the 1st half of menstrual cycle



o



stimulate growth and maturation of graafian follicle before ovulation



o



thins the endometrium



3. Luteinizing Hormone (LH) o



secreted by the anterior pituitary gland



o



stimulates final maturation of graafian follicle



o



surge of LH about 14 days before next menstrual period causes ovulation



o



stimulates transformation of graafian follicle into corpus luteum



o



thickens the endometrium



4. Estrogen o



secreted primarily by the ovaries, corpus luteum, adrenal cortex and placenta in pregnancy



o



considered the Hormone of Women



o



stimulates



thickening



of



the



endometrium;



causes



suppression of FSH secretion o



responsible



for



the



development



characteristics o



stimulates uterine contractions



o



increases water content of uterus



of



secondary



sex



o



high estrogen concentration inhibits secretion of FSH and Prolactin but stimulates secretion of LH7.



o



low estrogen concentration after pregnancy stimulates secretion of Prolactin



5. Progesterone o



secreted by the ovary, corpus luteum and placenta during pregnancy



o



inhibits secretion of LH



o



has thermogenic effect (increases body temperature)



o



relaxes smooth muscles thereby decreases contractions of uterus



o



causes cervical secretion of thick mucus



o



maintain thickness of endometrium



o



allows



pregnancy



to



be



maintained



Pregnancy o



prepares breasts for lactation



6. Prolactin o



secreted by the anterior pituitary gland



o



stimulates secretion of milk



7. Oxytocin o



secreted by the posterior pituitary gland



=



Hormone



of



o



stimulates uterine contractions during birth and compress uterine blood vessels and control bleeding



o



stimulates



let-down



or



milk-ejection



reflex



during



breastfeeding 8. Prostaglandins o



fatty acids’ categorized as hormones



o



produced by many organs of the body, including the endometrium



o



affects menstrual cycle



o



influences the onset and maintenance of labor



Spontaneous Abortion



A. Description



1. Spontaneous abortion is the expulsion of the fetus and other products of conception from the uterus before the fetus is capable of living outside of the uterus. 2. Types of spontaneous abortions a. Threatened



abortion



-



is



characterized



by



cramping and vaginal bleeding in early pregnancy with no cervical dilation. It may subside or an incomplete abortion may follow. b.



Imminent



or



inevitable



abortion



–



is



characterized by bleeding, cramping and cervical dilation. Termination cannot be prevented. c. Incomplete



abortion



–



is



characterized



by



expulsion of only part of the products of conception (usually the fetus). Bleeding occurs with cervical dilation. d. Complete abortion – is characterized by complete expulsion of all products of conception. e. Missed abortion – is characterized by early fetal intrauterine



death



without



expulsion



of



the



products of conception. The cervix is closed, and



the client may report dark brown vaginal discharge. Pregnancy test findings are negative. f. Recurrent (habitual) abortion – is spontaneous abortion of three or more consecutive pregnancies. B. Etiology – Spontaneous abortion may result from unidentified natural causes or from fetal, placental or maternal factors. 1. Fetal Factors a. Defective embryologic development b. Faulty ovum implantation c. Rejection of the ovum by the endometrium d. Chromosomal abnormalities 2. Placental Factors a. Premature separation of the normally implanted placenta b. Abnormal placental implantation c. Abnormal placental function 3. Maternal Factors



a. Infection b. Severe malnutrition c. Reproductive system abnormalities (eg, incompetent cervix) d. Endocrine problems (eg, thyroid dysfunction) e. Trauma f. Drug ingestion C. Pathophysiology – The fetal or placental defect or the maternal condition results in the disruption of blood flow, containing oxygen and nutrients, to the developing fetus. The fetus is compromised and subsequently expelled from the uterus. D. Assessment Findings 1. Associated findings – The client and family may exhibit a grief reaction at the loss of pregnancy, including: a. Crying b. Depression c. Sustained or prolonged social isolation



d. Withdrawal 2. Clinical Manifestations – include common signs and symptoms of spontaneous abortion. a. Vaginal bleeding in the first 20 weeks of pregnancy b. Complaints of cramping in the lower abdomen c. Fever, malaise or other symptoms of infection 3. Laboratory and diagnostic study findings a. Serum beta hCG levels are quantitatively low b. Ultrasound reveals the absence of a viable fetus. E. Implementation 1.



Provide



appropriate



management



and



prevent



complications a. Assess



and



record



vital



signs,



bleeding



and



cramping of pain. b.



Measure



and



record



intravenous



fluids



and



laboratory test results. In instances of heavy vaginal bleeding; prepare for surgical intevention (D & C) if indicated.



c. Prepare for PhoGAM administration to an Rhnegative mother, as prescribed. Whenever the placenta is dislodged (birth, D & C, abruptio) some of the fetal blood may enter maternal circulation. If the woman is Rh negative, enough Rh-positive blood cells may enter her circulation to cause isoimminization,



the



production



of



antibodies



against Rh-positive blood, thus endangering the well-being of future pregnancies. Because the blood type of the conceptus is not known, all women with Rh-negative blood should receive RhoGAM after an abortion. d. Recommended iron supplements and increased dietary iron as indicated to help prevent anemia. 2. Provide client and family teaching a. Offer anticipatory guidance relative to expected recovery, the need for rest and delay of another pregnancy until the client fully recovers. b. Suggest avoiding intercourse until after the next menses or using condoms when engaging in intercourse.



c. Explain that in many cases, no cause for the spontaneous abortion is ever identified. 3. Address emotional and psychosocial needs



How to Perform Leopold’s Maneuver



Leopold’s Maneuver is preferably performed after 24 weeks gestation when fetal outline can be already palpated. Preparation: 1. Instruct woman to empty her bladder first. 2. Place woman in dorsal recumbent position, supine with knees flexed to relax abdominal muscles. Place a small pillow under the head for comfort. 3. Drape properly to maintain privacy. 4. Explain procedure to the patient. 5. Warms hands by rubbing together. (Cold hands can stimulate uterine contractions). 6. Use the palm for palpation not the fingers.



First



Purpose



Procedure Findings



To



Using



both Head is more firm, hard and



hands,



feel round that moves independently



Maneuver determine :



fetal



part for the fetal of



Fundal



lying in the part lying in Breech is less well defined that



Grip



fundus.



determine presentatio



body.



the fundus. moves only in conjunction with the body.



To



the



n. Second



To



identify One hand is Fetal back is smooth, hard, and



Maneuver location :



fetal



of used



to resistant



back. steady



the Knees and elbows of fetus feel



Umbilical To



uterus



Grip



determine



one side of nodulation



position.



the



on with



abdomen while



the



other



hand



moves slightly on a circular motion from top



to



the



lower segment of the to



uterus feel



the



for fetal



back



and



small



fetal



parts.



surface



a



number



of



angular



Use



gentle



but



deep



pressure. Third



To



Using



Maneuver determine



The



thumb



:



engagemen finger,



Pawlik’s



t



Grip



presenting lower



presenting



part



is



not



and engaged if it is not movable. It is not yet engaged if it is still



of grasp



the movable.



part.



portion



of



the abdomen above symphisis pubis, press in



slightly



and



make



gentle movements from side to side. Fourth



To



Maneuver determine :



Facing



foot Good



attitude



part of the correspond



the degree woman,



maneuver)



to that



-



the



if



brow



side



(2nd



contained



the



Pelvic



of flexion of palpate



Grip



fetal head. fetal



elbows head Poor



and atitude



-



knees. if



examining



pressing



fingers will meet an obstruction



downward



on the same side as fetal back



To determine about attitude



2 (hyperextended head)



or inches



habitus.



Also above



palpates



infant’s



the anteroposterior position. If brow is



inguinal very easily palpated, fetus is at ligament. posterior Use



position



(occiput



both pointing towards woman’s back)



hands.



Newborn Reflexes



Reflexes are involuntary movements or actions. Some movements are spontaneous, occurring as part of the baby’s usual activity. Others are responses to certain actions. Reflexes help identify normal brain and nerve activity. Some reflexes occur only in specific periods of development. Primitive reflexes are reflex actions originating in the central nervous system that are exhibited by normal infants but not neurologically intact adults, in response to particular stimuli. These reflexes disappear or are inhibited by the frontal lobes as a child moves through normal child development.



REFLEX



NORMAL RESPONSE



ABNORMAL RESPONSE



Rooting and



Newborns turns head Weak



sucking



in



direction



stimulus,



or



of response opens with



no occurs



prematurity,



mouth, and begins to neurologic deficit or suck when cheek, lip, or corner of injury,



or



central



mouth is touched with finger or nervous nipple.



(CNS)



system depression



secondary



to



maternal



drug



ingestion



(eg.



narcotics). Extrusion



Newborn



pushes Continuous



tongue outward when extrusion of tongue tip



of



tongue



is or repetitive tongue



touched with finger or thrusting nipple.



occurs



with CND anomalies and seizures.



Swallowing



Newborn swallows in coordination Gagging, coughing, with sucking when fluid is placed on or regurgitation of back of tongue.



fluid



may



occur,



possibly associated with



cyanosis



secondary



to



prematurity, neurologic



deficit,



or injury; typically seen



after



laryngoscopy. Moro



Bilateral symmetrical extension and Asymmetrical abduction of all extremities, with response thumb



and



forefinger



forming with



characteristic “C” are followed by nerve



is



seen



peripheral injury



adduction of extremities and return (brachial plexus) or to relaxed flexion when newborn’s fracture of clavicle position changes suddenly or when or long bone or arm newborn is placed on back on flat or leg. No response surface.



occurs in cases of severe CNS injury.



Stepping



Newborn will step with one foot and Asymmetrical then the other in walking motion response when one foot is touched to flat with surface.



is



seen



CNS



or



peripheral



nerve



injury or fracture of long bone of leg.



Prone crawl Newborn



will



attempt



to



crawl Asymmetrical



forward with both arms and legs response when placed on abdomen or flat with surface.



is



seen



CNS



or



peripheral



nerve



injury or fracture of



long bone of leg.



Tonic



neck Extremities on side to which head is Persistent response



or “fencing” turned will extend, and opposite after



4th



extremities will flex when newborn’s may



month indicate



head is turned to one side while neurologic



injury.



resting. Response may be absent or Persistent



absence



incomplete immediately after birth. seen in CNS injury and



neurologic



disorders.



Startle



Newborn



abducts



and



flexes



all Absence



of



extremities and may begin to cry response



may



when exposed to sudden movement indicate or



loud



noise. deficit



neurologic or



Complete



injury. and



consistent absence of response to loud noises may indicate deafness. Response may be absent or diminished



during



sleep. Crossed



Newborn’s opposite leg will flex and Weak



or



Extension



then extend rapidly as if trying to response



is



deflect stimulus to other foot when with placed in supine position; newborn nerve



injury of



or long



bone.



Glabellar



Newborn will blink with first 4 or 5 Persistent



“blink”



taps to bridge of nose when eyes and are open.



seen



peripheral



will extend one leg in response to fracture stimulus on bottom of foot.



absent



blinking



failure



habituate



to



suggest



neurologic deficit. Palmar



Newborn’s



grasp



will



curl



finger Response



is



around diminished



in



object and hold on prematurity. momentarily when finger is placed Asymmetry in palm of newborn’s hand.



with nerve



occurs



peripheral damage



(brachial plexus) or



fracture



of



humerus.



No



response



occurs



with



severe



neurologic deficit. Plantar



Newborn’s



Grasp



curl downward when



response



a



with



finger



toes



is



will



Diminished



placed



against the base of the toes.



occurs



prematurity.



No response occurs with



severe



neurologic deficit. Babinski



Newborn’s toes will No response occurs



sign



hyperextend and fan with CNS deficit apart



from



dorsiflexion of big toe when one side of foot is stroked upward from heel and across ball of foot.



The APGAR Scoring System



The APGAR Scoring System was developed by Dr. Virginia APGAR as a method of assessing the newborn’s adjustment to extrauterine life. It is taken at one minute and five minutes after birth. With depressed infants, repeat scoring every five minutes as needed. The one minute score indicates the necessity for resuscitation. The five minute score is more reliable in predicting mortality and neurologic deficits. The most important is the heart rate, then the respiratory rate, the muscle tone, reflex irritability and color follows in decreasing order. A heart rate below 100 signifies an asphyxiated baby and a heart rate above 160 signifies distress.



Assess



0



1



2



HEART RATE



Absent



Below 100



Above 100



RESPIRATION



Absent



Slow



Good crying



MUSCLE TONE



Flaccid



Some flexion Active motion



REFLEX



No Response Grimace



Vigorous cry



IRRITABILITY COLOR



Blue all over Body



pink, Pink all over



extremities blue SCORE: •



7-10 Good adjustment, vigorous



•



Moderately depressed infant, needs airway clearance



•



Severely depressed infant, in need of resuscitation



Fetal Circulation



1. Oxygenated blood enters the umbilical vein from the placenta 2. Enters ductus venosus 3. Passes through inferior venacava 4. Enters the right atrium 5. Enters the foramen ovale 6. Goes to the left atrium



7. Passes through left ventricle 8. Flows to ascending aorta to supply nourishment to the brain and upper extremeties 9. Enters superior vena cava 10. Goes to right atrium 11. Enters the right ventricle 12. Enters pulmonary artery with some blood going to the lungs to supply oxygen and nourishment 13. Flows to ductus arteriosus 14. Enters descending aorta ( some blood going to the lower extremeties) 15. Enters hypogastric arteries 16. Goes back to the placenta Special Structures in Fetal Circulation Placenta - Where gas exchange takes place during fetal life Umbilical Arteries - Carry unoxygenated blood from the fetus to placenta Umbilical Vein - Brings oxygenated blood coming from the placenta to the fetus



Foramen Ovale - Connects the left and right atrium. It pushes blood from the right atrium to the left atrium so that blood can be supplied to brain, heart and kidney Ductus Venosus - Carry oxygenated blood from umbilical vein to inferior venacava, bypassing fetal liver Ductus Arteriosus - Carry oxygenated blood from pulmonary artery to aorta, bypassing fetal lungs.



Common Discomforts of Pregnancy



Pregnancy is a time of both physical and emotional changes. Aside from the obvious changes in your body shape and the size of your uterus, shifts in hormonal levels and metabolism can contribute to various physical and emotional discomforts. Although the pregnancy discomforts mentioned below are common, they are not experienced by all pregnant women and may not be a part of your pregnancy. It is important to remember: • You may need to try more than one remedy before you find one that works for you. • Good nutrition is especially important for a comfortable and healthy pregnancy. Eating well can minimize discomforts and help your body cope with the stress of daily life. • If you have a physical discomfort that is severe or does not go away,



contact your health care provider. • If you have a chronic health condition, such as diabetes or asthma, it is very important that you see your health care provider throughout your pregnancy. DISCOMFORT Ankle Edema



SOLUTION Rest with your



feet



elevated.



Avoid



standing for long periods. Avoid restrictive Backache



garments on the lower half of your body. Apply local heat. Avoid long periods of standing. Stoop to pick up objects. Tylenol in usual adult dose may help. Wear low-



Breast Tenderness



heeled shoes. Wear a supportive bra. Decrease the amount



Constipation



of



caffeine



and



carbonated



beverages ingested. Increase fiber in your diet. Drink additional fluids. Have a regular time for bowel



Difficulty Sleeping



movements. Drink a warm, caffeine-free drink before



Fatigue



bed and practice relaxation techniques. Schedule a rest period daily. Have a regular bedtime routine. Use extra pillows



Faintness



for comfort. Move slowly. Avoid crowds. Remain in a cool environment. Lie on your left side



Headache



when at rest. Avoid eye strain. Visit your eye doctor.



Rest with a cool cloth on your forehead. Take Tylenol in regular adult dose, as needed.



Report



frequent



or



persistent



headaches to your primary care provider. Eat small, frequent meals each day. Avoid



Heartburn



overeating, as well as spicy, fatty, and Hemorrhoids



fried foods. Avoid constipation and straining with a bowel movement. Take a sitz bath. Apply a



Leg cramps



witch hazel compress. Avoid pointing your toes. Straighten your



Nausea



leg and dorsiflex your ankle. Eat six small meals per day rather than three. Eat a piece of dry toast or some crackers before getting out of bed. Avoid foods or situations that worsen the nausea. If it persists, report this problem to your



Nasal stuffiness



primary care provider. Use cool air vaporizer



or



humidifier,



increase fluid intake, place moist towel on Ptyalism Round pain



the sinuses, and massage the sinuses. Use mouthwash as needed. Chew gum or suck on hard candy. ligament Avoid twisting motions. Rise to standing position slowly and use your hands to support the abdomen. Bend forward to relieve discomfort.



Shortness



of Use proper posture. Use pillows behind



breath Urinary frequency



head and shoulders at night. Void as necessary, at least every 2 hours. Increase



fluid



intake.



Avoid



caffeine.



Vaginal discharge



Practice Kegel exercise. Wear cotton underwear. Bathe daily. Avoid



Varicose veins



tight pantyhose. Walk regularly. Rest with feet elevated. Avoid long periods of standing. Rest with feet



elevated.



Avoid



long



periods



of



standing. Do not cross your legs when sitting. Avoid knee-high stockings. Wear support hosiery.



Family Planning and Contraception



Family Planning is the conscious process by which a couple decides on the number and spacing of children and the timing of births. Specific Objectives of Family Planning: 1. Avoiding unwanted pregnancies through contraception 2. Regulating intervals between pregnancies 3. Deciding on the number of children that will be in the family 4. Controlling the time at which births occur 5. Preventing pregnancy for women with serious illness in whom pregnancy would pose a health risk 6. Providing the option of avoiding pregnancy to women who are carrier of genetic disease The overall goal of nursing intervention in family planning is to improve general maternal, neonatal and family health. Preconception Planning - an ideal that is not always realized - offers couple an opportunity to enhance the probability of having a healthy newborn. It involves examining the health history and physical health of both partners and providing appropriate instruction relative to



physical, psychological an financial preparation for pregnancy and childbirth. Contraception – is the voluntary prevention of pregnancy. The decision to practice contraception has individual and social implications. Factors



to



consider



when



choosing



the



appropriate



contraceptive method: 1. Religious orientation 2. Social and cultural values 3. Medical contraindications 4. Psychological contraindications 5. Individual sexual expression 6. Cost 7. Availability of bathroom facilities and privacy 8. Partner’s support and willingness to cooperate 9. Personal lifestyle Abstinence – the most effective way to protect against conception. This has 0% failure rate. Also, this is the most effective way to prevent STDs. I. Natural Family Planning Method - this involve no chemical or foreign material being introduced into the body. The effectiveness of these methods varies greatly, depending mainly on the couple’s



ability to retain from having sex on fertile days. Failure rates usually range from 10% to 20%, although theoretical failure rate is as low as 1% or 2%. If pregnancy should occur, the continued use of these methods poses no risk to the fetus. A. Calendar (Rhythm) Method – This requires a couple to abstain from coitus on the days of a menstrual cycle when the woman is most likely to conceive (3 or 4 days before until 3 or 4 days after ovulation). B. Basal Body Temperature Method (BBT) – The basis of this method is that just before the day of ovulation, a woman’s BBT falls about half a degree. At the time of ovulation, her BBT rises a full degree because of the influence of progesterone. This higher level is then maintained for the rest of the menstrual cycle. C. Cervical Mucus (Billings) Method –Before ovulation each month, the cervical mucus is thick and does not stretch when pulled between the thumb and finger (known as spinnbarkeit). Just before ovulation, mucus secretion increases. With ovulation (the peak day), cervical mucus becomes copious, thin, watery and transparent. It feels slippery and stretches at least 1 inch before the strand beaks. In addition, breast tenderness and an anterior tilt to the cervix occur. All the days the mucus is copious and the 3 days after the peak day are considered to be fertile



days, or days the woman should abstain from sex to avoid conception. D. Symptothermal Method – The symptothermal method of birth control combines the cervical mucus and BBT methods. The woman takes her temperature daily, watching for the rise is temperature that marks ovulation. She also analyzes her cervical mucus daily. The couple must abstain from intercourse until 3 days after the rise in temperature or the fourth day after the peak of mucus change because these are the woman’s fertile days. The symptothermal method is more effective than either the BBT or cervical mucus method alone. E. Ovulation Awareness – This is another method to predict ovulation with the use of over-the-counter ovulation detection kit. These kits detect the midcycle surge of luteinizing hormone that can be detected in urine 12 to 24 hours before ovulation. Such kits are about 98% to 100% accurate in predicting ovulation. Although fairly expensive, using such kit in place of cervical mucus testing makes this form of natural family planning more attractive to many women. F. Lactation Amenorrhea Method (LAM) – As long as a woman is breast-feeding an infant, there is some natural suppression of ovulation. However, the use of lactation as a birth control



method is not dependable. Because women may ovulate but not menstruate while breastfeeding, the woman may still be fertile even if she has not had a period since childbirth. After 6 months of breast feeding, the woman should be advised to choose another method of contraception. G. Coitus Interruptus – It is one of the oldest known methods of contraception. The couple proceeds with coitus until the moment of ejaculation. The man withdraws and spermatozoa are emitted outside the vagina. Unfortunately, ejaculation may occur before withdrawal is complete and, despite the care used, some spermatozoa may be deposited in the vagina. Because there maybe a few spermatozoa in pre-ejaculation fluid, even though withdrawal seems controlled, fertilization may occur. For these reason,



coitus



interruptus



offers



little



protection



against



conception. II. Barrier Methods – are forms of birth control that works by the placement of a chemical or another barrier between the cervix and advancing sperm so sperm cannot enter the uterus or fallopian tubes and fertilize the ovum. A. Spermicides



- Spermicidal agents cause the death of



spermatozoa before they can enter the cervix. Vaginal jelly, cream, suppository, or foam preparations interfere with sperm



viability and prevent sperm from entering the cervix. Nonoxynol9, the active chemical ingredient, destroys the sperm cell membrane. Pregnancy rates among typical users range from 5% to 50%. Advantages are that they are available without prescription, are useful when other methods are inappropriate or contraindicated, and have few or no side effects. They also may provide moderate protection (up to 25%) against some STDs, including gonorrhea and Chlamydia. Disadvantages are that they have a lower effectiveness than other methods, may irritate tissues (most products contain alum), and are esthetically unpleasant. One dose of most spermicides is effective for 1 hour. If a longer time has passed, a new application of spermicide is required. B. Female condom (vaginal pouch) - This is a long polyurethane sheath that inserts manually into the vagina with a flexible internal ring forming the cervical barrier and a wide outer ring extending to cover the perineum; it is lubricated with spermicide (nonoxynol-9). It can be inserted up to 8 hours before intercourse and is available over counter (OTC). It is about 80% effective. Advantages are that it protects against STDs and conception, allows the woman to control protection, is inexpensive for single use, and is disposable. Disadvantages are that it is esthetically unappealing, requires dexterity, is expensive for frequent use,



may cause sensitivity to sheath material, and decreases spontaneity. C. Male condom - This is a rubber sheath that fits over the erect penis and prevents sperm from entering the vagina. The condom is about 86% effective. Advantages are that it helps prevent conception



and



transmission



of



STDs



(thereby



preserving



fertility), is available OTC, and has no side effects. In addition, the condom helps men maintain erections longer, prevents premature ejaculation, prevents sperm allergies, and is easily and discreetly carried by men and women. Disadvantages are that it may decrease spontaneity and sensation, and should be used with vaginal jelly if the condom or vagina is dry. Male condoms cannot be used in cases of latex allergy in the man or the woman. There are “natural” (animal skin) condoms available, but they are expensive and do not protect against most STDs. D. Cervical cap - This is a small rubber or plastic dome that fits snugly over the cervix. Effectiveness depends on parity. In parous women, effectiveness is about 60%; in nulliparous women, effectiveness is about 80%. The advantage is that it provides continuous protection for 48 hours, no matter how many times intercourse occurs. Additional spermicide is not necessary for repeated acts of intercourse. Disadvantages are



that it may dislodge, must be filled with spermicide, must be fitted individually by a health care provider, and may not be used if the woman has anatomic abnormalities or an allergy to plastic, rubber, or spermicide. Wear for longer than 48 hours is not recommended because of the risk of toxic shock syndrome. Side effects include trauma to the cervix or vagina, pelvic infection, cervicitis, and abnormal Pap test results. Odor problems may occur with prolonged use. E. Diaphragm - This is a flexible ring covered with a dome-shaped rubber cap that inserts into the vagina and covers the cervix. The posterior rim rests on the posterior fornix and the anterior rims fits snugly behind the pubic bone. It is used with spermicide in the dome and around the rim, is applied no more than 2 hours before intercourse, and is left in place for 6 hours after coitus, but no longer than 12 ( and never more than 24). Additional spermicide



must



be



applied



for



repeated



intercourse.



Effectiveness is about 80% with typical use. Advantages are that it is reusable and inexpensive with use over several years. Disadvantages are that it requires dexterity to insert, it must be fitted individually, it must be refitted after childbirth or after a weight loss of 15 lb or more. Wear for longer than 24 hours is not recommended because of the risk of toxic shock syndrome. Side



effects include toxic shock syndrome, cystitis, cramps or rectal pressure, and allergy to spermicide or rubber. F. Intrauterine device (IUD) - This is a flexible device inserted into the uterine cavity. It alters tubal and uterine transport of sperm so that fertilization does not occur. Estimates of effectiveness vary between 93% (typical effectiveness) and 97% (maximal effectiveness). Advantages are that it is inexpensive for longterm use, is reversible, has no systemic side effects, may be used in lactating women, and requires no attention other than checking that it is in place (by feeling for the attached string in the vaginal canal). An ideal candidate for an IUD is a parous woman in a mutually monogamous relationship. Disadvantages are that there are possibly serious side effects. The device is available only through a health care provider and cannot be used if the woman has an active or chronic pelvic infection, postpartum infection, endometrial hyperplasia or carcinoma, or uterine abnormalities. It should not be used by women who have an increased risk of STDs and women with multiple sexual partners.



Side



effects



include



dysmenorrheal,



increased



menstrual flow, spotting between periods, uterine infection or perforation, and ectopic pregnancy. Danger signs to report to the health care provider include late or missed menstrual period, severe abdominal pain, fever and chills, foul vaginal discharge,



and spotting, bleeding, or heavy menstrual periods. Spontaneous expulsions occur in 2% to 10% of users in the first year. III. Pharmacologic methods - are reversible and contraceptive steroids are now formulated in pills, patches, intravaginal rings, subdermal implants and injections. A. Oral contraceptives - Combined estrogen and progesterone preparation in tablet form inhibits the release of FSH, LH, and an ovum. The tablets are taken daily and are available in numerous hormone combinations (and as a progesterone-only preparation. Biphasic and triphasic contraceptives closely mirror normal hormonal fluctuations of the menstrual cycle. They are about 97% effective. Advantages are that they are among the most reliable contraceptive methods and are convenient to use. In addition, they are protective against ovarian and endometrial cancer, benign breast disease, ovarian cysts, ectopic pregnancy, pelvic



inflammatory



disease



(PID),



and



anemia.



Oral



contraceptives also tend to decrease menstrual cramps and pain. Disadvantages are that they should not be used by women who smoke; women with a history of thrombophlebitis, circulatory disease, varicosities, diabetes, estrogen-dependent carcinomas, and liver disease; or by women who are older than 35 years of age. Reassessment and reevaluation are essential every 6



months. No protection is conferred against STDs. Side effects include breakthrough bleeding, nausea, vomiting, susceptibility to vaginal infections, thrombus formation, edema, weight gain, irritability,



and



missed



periods.



Danger



signs



indicating



complications include abdominal pain, chest pain or shortness of breath, headaches, blurred or loss of vision, or leg pain in the calf or thigh. B. Minipills - These contraceptive pills contain progestin but no estrogen. A pill must be taken each day and preferably at the same time each day to achieve maximal effectiveness. The use of minipills results in a thin atrophic endometrium and a thick cervical mucous, which inhibits permeability of sperm. Minipills do not suppress ovulation consistently; 40% of women will ovulate normally. Typical user failure rate is 3%. Advantages are that it may be used immediately postpartum if the client is not breast feeding and 6 weeks postpartum if she exclusively breastfeeding; it is highly effective when combined with breast feeding; it has no estrogen side effects; there is an immediate return to fertility when discontinued; and there is a decreased risk of PID and iron-deficiency anemia. Disadvantages include irregular bleeding, increased risk of functional ovarian cysts, increased risk of ectopic pregnancy (if pregnancy does occur), and it must be taken at the same time each day. There is no data



to suggest that minipills increase the risk of cardiovascular disease or malignancy. C. Subdermal implants - Six, soft, Silastic rods filled with synthetic progesterone



are



implanted



into



the



woman’s



arm.



The



progesterone leaks into the bloodstream, inhibiting ovulation, making



cervical



mucus



hostile



to



sperm



and



inhibiting



implantation in the endometrium. The implants are known as Norplant. Estimates of effectiveness vary from 0.04% failure to 99% effective within 24 hours (dropping to 96% effective after 5 years). Advantages are that they are long acting (effective for up to 5 years), not coitus dependent, reversible, inexpensive over the life of the drug, and require little attention other than health care visits for problems or scheduled health maintenance. Production of thick cervical mucous confers a protective effect against PID. Disadvantages are that they require surgical insertion through a half-inch incision on the inside surface of the nondominant arm. They may be difficult to remove and should not be used by a woman who has active thrombophlebitis, unexplained bleeding, active liver disease or tumor, or known or suspected breast cancer. Side effects include tenderness and bruising at the insertion site, irregular bleeding, headaches, acne, weight change, and breast tenderness. Signs of reportable complications include infection, bleeding, or pain at the insertion



site; subdermal rod breaking through the skin; heavy vaginal bleeding;



severe



abdominal



pain;



and



sudden



menstrual



irregularity after a regular cycle has been established. Any pregnancy that does occur is likely to be ectopic. D. Subcutaneous injections - Medroxyprogesterone (DMPA or Depo-Provera) is an intramuscular injection given every 3 months that works like subdermal implants. Effectiveness is similar to subdermal implants. Advantages are that it is highly effective and requires little attention except for returning to the health care provider for injection every 3 months. Also, it may be used by breast-feeding women. Disadvantages are similar to those for subdermal implants. In addition, the risk for breast cancer and osteoporosis may be increased, and there may be a delayed return to fertility (up to 18 months) and a decrease in bone density (reversible). Side effects are similar to those for subdermal implants, primarily spotting, headache, and weight gain. DMPA is likely cause amenorrhea, particularly after the first year. IV. Sterilization – is considered a permanent method of contraception. In certain cases, sterilization can be reversed, but this is not guaranteed. For this reason, sterilization is meant for men and women who do not intend to have children in the future.



A. Vasectomy - Surgical ligation of the vas deferens terminates sperm passage through the vas completely after residual sperm clear the male reproductive tract. It is almost 100% effective (nurses



should



point



out



the



finality



of



the



procedure).



Advantages are that it is highly effective and usually permanent. Disadvantages



are



that it requires



surgery and may be



irreversible. Reversal success rates vary; anatomic success is 40% to 90%; clinical success is 18% to 60%. There is no protection against STDs. B. Tubal ligation - The fallopian tubes are surgically ligated or cauterized either through minilaparotomy or laparoscopy. It is almost 100% effective (nurses should stress the finality of the procedure). Advantages are that it is highly effective and usually permanent.



May



be



performed



immediately



postpartum.



Disadvantages are that it is an invasive procedure and may be irreversible. Tubal reconstruction has a 50% to 70% successful reversal rate; however, there is a high risk of ectopic pregnancy after reversal. In addition, no protection is conferred against STDs. CONTRACEPTIVE FAILURE RATES: Type



of Failure



Contracepti Rate (%)



Advantages



Disadvantages



ve No None
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high
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Diaphragm
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STDs;



maleof sexual activity
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3



orCramping,
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Nursing Care Plan - Preterm Labor



Preterm labor is defined as uterine contractions occurring after 20 weeks of gestation and before 37 completed weeks of gestation. Risk factors include multiple gestation, history of previous preterm labor of delivery, abdominal surgery during current pregnancy, uterine



anomaly, history of cone biopsy, maternal age younger than 20 or older than age 35. CLINICAL MANIFESTATIONS 1. Low back pain 2. Suprapubic pressure 3. Vaginal presure 4. Rhythmic uterine contrations 5. Cervical dilation and effacement 6. Possible rupture of membranes 7. Expulsion of the cervical mucus plug 8. Bloody show NURSING MANAGEMENT 1. Assess the mother’s condition and evaluate-signs of labor. o



Obtain a thorough obstetric history



o



Obtain specimens for complete blood count and urinalysis



o



Determine frequency, duration, and intensity of uterine contractions



o



Determine cervical dilation and effacement



o



Assess status of membranes and bloody show



2. Evaluate the fetus for distress, size, and maturity (sonography and lecithin-sphingomyelin ratio)



3. Perform measures to manage or stop preterm labor o



Place the client on bed rest in the side-lying position



o



Prepare



for



possible



ultrasonography,



amniocentesis,



tocolytic drug therapy, and steroid theraphy o



Administer tocolytic (contraction-inhibiting) medications as prescribed.



o



Assess for side effects of tocolytic therapy (eg, decreased maternal blood pressure, dyspnea, chest pain, and FHR exceeding 180 beats/min)



4. Provide physical and emotional support. Provide adequate hydration 5. Provide client and family education



How



to



Perform



Leopold’s



Maneuver



Before performing Leopold’s Maneuver, ask the mother to empty the bladder, warm hands, and apply them to the mother’s abdomen with firm and gently pressure.



First



Leopold’s



Maneuver:



1. It will determine which part of the fetus is in the fundus. 2. Place pals on each side of the upper abdomen and palpate around the fundus 3. You would feel a hard, round, movable object if the head is in the fundus 4. You would feel soft and have an irregular shape and are more difficult to move if the buttock is in the fundus



Second Leopold’s Maneuver:



1. Move hand downward over each side of the abdomen, applying firm, even pressure. 2. The fetus’s back which is a smooth, hard surface should be felt on one side of the abdomen. 3. The hands, feet, elbows, and knees which are as irregular knobs and lumps will be felt on the opposite side of the abdomen.



Third Leopold’s Maneuver:



1. It will determine fetal position 2. Place hand above the symphysis pubis 3. Bring thumb and fingers together and grasp the part of fetus between them that may be the head or the buttocks



Fourth Leopold’s Maneuver:



1. It is used in the late stage of pregnancy to determine how far the fetus has descended into the pelvic inlet. 2. Place hand on the sides of the lower abdomen close to the midline 3. Slide hands downward and press inward 4. If you have determined that the buttocks are in the fundus, then feel for the head 5. If you cannot feel the head, it probably has descended
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Prenatal Trimester Checklist First trimester (up to 3 months) •



Schedule prenatal screening tests (ask about the new



cystic fibrosis screening). •



Review your physician/midwife obstetric fees, laboratory



and special test charges.



•



Register for a pregnancy class which will answer many of



your questions about your pregnancy, including how to cope with the discomforts of pregnancy, nutrition, exercise and your baby's development. Second trimester (3 to 6 months) •



Receive the Expanded Alpha Feto-Protein (EAFP) blood



tests performed between 15 and 20 weeks of pregnancy to test for spina bifida, Down syndrome and other birth defects. •



Receive



the



glucose



screening



test



for



gestational



diabetes. •



Receive a Rhogam injection, if advised by your health care



provider. •



If this is your first baby, it is highly recommended that you



enroll in classes that cover preparing for your first baby, understanding



preterm



labor,



childbirth



preparation,



breastfeeding and newborn parenting. •



Complete the hospital pre-admission.



•



Parents of multiples are encouraged to enroll in a class to



help prepare for twins, triplets, or more.



•



Review your health care coverage for hospitalization,



anesthesia and circumcision (if applicable). If you still have questions after consulting with your insurance provider, contact a financial counselor at the facility where you will be delivering. Third trimester (6 to 9 months) •



Discuss any third trimester blood tests, GBS screening,



blood transfusion options and cord blood banking with your health care provider. •



Choose a newborn health care provider before you give



birth to your baby. •



Make arrangements to tour the facility you will be



delivering at. •



Install car seat correctly.



After your baby arrives •



Attend a support group and/or workshops for new parents



sponsored by the facility where you delivered or in your community. Support groups for new parents and breastfeeding mothers can be very helpful, especially if you are having a hard time adjusting to the postpartum phase.



•



If you have questions about breastfeeding, contact a



lactation consultant.



Breastfeeding



Breastfeeding is the feeding of an infant or young child with breast milk directly from human breasts rather than from a baby bottle or other container. Babies have a sucking reflex that enables them to suck and swallow milk. Most mothers can breastfeed for six months or more, without the addition of infant formula or solid food. Human breast milk is the most healthful form of milk for human babies. [1]



There are a few exceptions, such as when the mother is taking



certain drugs or is infected with tuberculosis or HIV. Breastfeeding promotes health, helps to prevent disease and reduces health care and feeding costs.[2] In both developing and developed countries, artificial feeding is associated with more deaths from diarrhea in infants.[3] Experts agree that breastfeeding is beneficial, but may disagree about



the length of breastfeeding that is most beneficial, and about the risks of using artificial formulas.[4][5][6] Both the World Health Organization (WHO) and the American Academy of Pediatrics (AAP) recommend exclusive breastfeeding for the first six months of life and then breastfeeding up to two years or more (WHO) or at least one year of breastfeeding in total (AAP). Exclusive breastfeeding for the first six months of life "provides continuing protection against diarrhea and respiratory tract infection" that are more common in babies fed formula.[7] The WHO[8] and AAP[9] both stress the value of breastfeeding for mothers and children. While recognizing the superiority of breastfeeding, regulating authorities also work to minimize the risks of artificial feeding.[5] According to a WHO 2001 report,[10] alternatives to breastfeeding include: •



expressed breast milk from an infant’s own mother



•



breast milk from a healthy wet-nurse or a human-milk bank



•



a breast-milk substitute fed with a cup, which is a safer method than a feeding bottle and teat.



The acceptability of breastfeeding in public varies by culture and country. In Western culture, though most approve of breastfeeding, some mothers may be reluctant to do so out of fear of public opinion.
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6 Breastfeeding difficulties



[edit] Lactation Main article: Lactation The production, secretion and ejection of milk is called lactation. It is one of the defining features of being a mammal.



[edit] Breast milk Main article: Breast milk Not all the properties of breast milk are understood, but its nutrient content is relatively stable. Breast milk is made from nutrients in the mother's bloodstream and bodily stores. Because breastfeeding uses an average of 500 calories a day it helps the mother lose weight after giving birth.[11] The composition of breast milk changes depending on how long the baby nurses at each session, as well as on the age of the child. Research shows that the milk and energy content of breastmilk actually decreases after the first year.[8] Breastmilk adapts to a toddler's developing system, providing exactly the right amount of nutrition at exactly the right time.[9] In fact, research shows that between the ages of 12 and 24 months, 448 milliliters of human milk provide



these



requirements:[12]



percentages



of



the



following



minimum



daily



Energy: Folate: Protein: Vitamin



29% 76% 43%



94% B12: Calcium: 36% Vitamin C: 60% Vitamin A: 75% The quality of a mother's breast milk may be compromised by stress, bad food habits, chronic illnesses, smoking, and drinking. [13][unreliable source?] [14]



[edit] Benefits for the infant



Himba woman and child.



A woman with her child in Kabala, Sierra Leone in the 1960's. During breastfeeding nutrients and antibodies pass to the baby[15] while it helps to strengthen the maternal bond.[16] Research has found many benefits to breastfeeding.[17] These include:



[edit] Superior nutrition Breast milk has just the right amount of fat, sugar, water, and protein that is needed for a baby's growth and development.[16]



[edit] Greater immune health Breast milk contains several anti-infective factors such as bile salt stimulated lipase (protecting against amoebic infections), lactoferrin (which binds to iron and inhibits the growth of intestinal bacteria)[18][19] and immunoglobulin A protecting against microorganisms.[20] As breastfeeding can transmit HIV from mother to child, UNAIDS recommends avoidance of all breastfeeding where formula feeding is



acceptable, feasible, affordable and safe.[21] The qualifications are important. Some constituents of breast milk may protect from infection. High levels of certain polyunsaturated fatty acids in breast milk (including eicosadienoic, arachidonic and gamma-Linolenic acids) are associated with a reduced risk of child infection when nursed by HIV-positive mothers. Arachidonic acid and gamma-linolenic acid may also reduce viral shedding of the HIV virus in Breast milk.[22] Due to this, in underdeveloped nations infant mortality rates are lower when HIV-positive mothers breastfeed their newborns than when they use infant formula. However, differences in infant mortality rates have not been



reported



in



better



resourced



areas.[23]



Treating



infants



prophylactically with Lamivudine can help to decrease the transmission of HIV through mother to child.[24]



[edit] Higher intelligence Two initial studies suggest babies with a specific version of the FADS2 gene demonstrated an IQ averaging 7 points higher if breastfed, compared with babies with a less common version of the gene who showed



no



improvement



when



breastfed.



FADS2



affects



the



metabolism of fatty acids, such as DHA and AA, which are known to be linked to early brain development. Manufacturers of infant formula have been adding DHA and AA fatty acids to their products since this discovery



over a decade



ago. The



researchers



state, "further



investigation to replicate and explain this specific gene–environment interaction is warranted," and have concluded, "Our findings support the idea that the nutritional content of breast milk accounts for the differences seen in human IQ. But it's not a simple all-or-none connection: it depends to some extent on the genetic makeup of each infant."[25] Horwood, Darlow and Mogridge tested the intelligence quotient scores of low birthweight children at seven or eight years of age. Those who were breastfed for more than eight months had significantly higher intelligence quotient scores than comparable children breastfed for less time. They concluded, "These findings add to a growing body of evidence to suggest that breast milk feeding may have small long term benefits for child cognitive development."[26]



[edit] Long term health effects Infants exclusively breastfed have less chance of developing diabetes mellitus type 1 than peers with a shorter duration of breastfeeding and an earlier exposure to cow milk and solid foods. [27] Breastfeeding also appears to protect against diabetes mellitus type 2,[28][29] at least in part due to its effects on the child's weight.[29] Breastfeeding appears to reduce the risk of extreme obesity in children aged 39 to 42 months.[30] The protective effect of breastfeeding against



obesity is consistent, though small, across many studies, and appears to increase with the duration of breastfeeding.[31] In one study, breastfeeding did not appear to offer protection against allergies.[dubious



– discuss][32]



However, another study showed breastfeeding



to have lowered the risk of asthma, protect against allergies[dubious



–



, and provide improved protection for babies against respiratory



discuss]



and intestinal infections.[33] A review of the association between breastfeeding and celiac disease (CD) concluded that breast feeding while introducing gluten to the diet reduced the risk of CD. The study was unable to determine if breastfeeding merely delayed symptoms or offered life-long protection. [34]



An initial study at the University of Wisconsin found that women who were breast fed in infancy may have a lower risk of developing breast cancer than those who were not breast fed.[35]



[edit] Fewer urinary tract, diarrheal and middle ear infections Breastfeeding reduced the risk of acquiring urinary tract infections in infants up to seven months of age. The protection was strongest immediately after birth, but was ineffective past seven months[36]



Breastfeeding appears to reduce symptoms of upper respiratory tract infections in premature infants up to seven months after release from hospital.[37] A longer period of breastfeeding is associated with a shorter duration of some middle ear infections (otitis media with effusion, OME) in the first two years of life. The researches concluded, "For a decrease in the amount of time with OME during the first 2 years of life, prolonged breast-feeding and upright feeding position should be encouraged, and cigarette smoke exposure should be minimized. Limiting early child care in large groups might also be advisable.". [38] Another study found that breastfed babies had half the incidence of diarrheal illness, 19% fewer cases of any otitis media infection and 80% fewer prolonged cases of otitis media than formula fed babies in the first twelve months of life.[39]



[edit]



Less



tendency



to



develop



allergic



diseases



(atopy) In children who are at risk for developing allergic diseases (defined as at least one parent or sibling having atopy), atopic syndrome can be prevented or delayed through exclusive breastfeeding for four months, though these benefits may not be present after four months of age.[40] However, the key factor may be the age at which non-breastmilk is introduced rather than duration of breastfeeding.[41] Atopic dermatitis, the most common form of eczema, can be reduced through exclusive



breastfeeding beyond 12 weeks in individuals with a family history of atopy, but when breastfeeding beyond 12 weeks is combined with other foods incidents of eczema rise irrespective of family history.[42]



[edit]



Less



necrotizing



enterocolitis



in



premature



infants Necrotizing enterocolitis (NEC), is an acute inflammatory disease in the intestines of infants. Necrosis or death of intestinal tissue may follow. It is mainly found in premature births. In one study of 926 preterm infants, NEC developed in 51 infants (5.5%). The death rate from necrotizing enterocolitis was 26%. NEC was found to be six to ten times more common in infants fed formula exclusively, and three times more common in infants fed a mixture of breast milk and formula, compared with exclusive breastfeeding. In infants born at more than 30 weeks, NC was twenty times more common in infants fed exclusively on formula.[43]



[edit] More easily aroused from sleep Breastfed babies have better arousal from sleep at 2–3 months. This coincides with the peak incidence of sudden infant death syndrome.[44]



[edit] Benefits for mothers



Zanzibari woman breastfeeding Breastfeeding is a cost effective way of feeding an infant, and provides the best nourishment for a child at a small nutrient cost to the mother. Frequent and exclusive breastfeeding can delay the return of fertility through lactational amenorrhea, though breastfeeding is an imperfect means of birth control. During breastfeeding beneficial hormones are released into the mother's body.[15] and the maternal bond can be strengthened.[16] Breastfeeding is possible throughout pregnancy, but generally milk production will be reduced at some point.[45]



[edit] Long-term health effects A recent study indicates long duration of lactation (at least 24 months) is associated with a reduced risk of heart disease in women.[46] Breastfeeding mothers also have less risk of endometrial,[47][48] and ovarian cancer,[9][16] and osteoporosis,[9][16] and breast cancer.



Mothers who breastfeed longer than eight months also benefit from bone re-mineralisation[49] and breastfeeding diabetic mothers require less insulin.[50] Breastfeeding helps stabilize maternal endometriosis,[9] reduces the risk of post-partum bleeding[51] and benefits the insulin levels for mothers with polycystic ovary syndrome.[52] Women who breast feed for longer have less chance of getting rheumatoid arthritis, a Malmo University study published online ahead of print in the Annals of the Rheumatic Diseases suggested (See Women Who Breast Feed for More than a Year Halve Their Risk of Rheumatoid



Arthritis).



The



study



also



found



that



taking



oral



contraceptives, which are suspected to protect against the disease because they contain hormones that are raised in pregnancy, did not have the same effect. Simply having children but not breast feeding also did not seem to be protective.



[edit] Bonding The hormones released during breastfeeding strengthen the maternal bond. Teaching partners how to manage common difficulties is associated with higher breastfeeding rates.[53] Support for a mother while breastfeeding can assist in familial bonds and help build a paternal bond between father and child.[54]



If the mother is away, an alternative caregiver may be able to feed the baby with expressed breast milk. The various breast pumps available for sale and rent help working mothers to feed their babies breast milk for as long as they want. To be successful, the mother must produce and store enough milk to feed the child for the time she is away, and the feeding caregiver must be comfortable in handling breast milk.



[edit] Hormone release Breastfeeding releases oxytocin and prolactin, hormones that relax the mother and make her feel more nurturing toward her baby.[55] Breastfeeding soon after giving birth increases the mother's oxytocin levels, making her uterus contract more quickly and reducing bleeding. Oxytocin is similar to pitocin, a synthetic hormone used to make the uterus contract.[51]



[edit] Weight loss As the fat accumulated during pregnancy is used to produce milk, extended breastfeeding—at least 6 months—can help mothers lose weight.[56] However, weight loss is highly variable among lactating women, and diet and exercise are more reliable ways of losing weight. [57]



[edit] Natural postpartum infertility



A breastfeeding woman may not ovulate, or have regular periods, during the entire lactation period. The period in which ovulation is absent differs for each woman. This Lactational amenorrhea has been used as an imperfect form of natural contraception, with a greater than 98% effectiveness during the first six months after birth if specific nursing behaviors are followed.[58] It is possible for some women to ovulate within two months after birth while fully breastfeeding.



[edit] Organisational endorsements [edit] World Health Organization



“



[the] vast majority of mothers can and should breastfeed, just as vast majority of infants can and should be breastfed. Only under exceptional circumstances can a mother's milk be considered as unsuitable for her infant. For those few health situations where infants cannot, or should not, be breastfed, the choice of the best alternative - expressed milk from the infant's own mother, breast milk from a healthy wet-nurse or a human-milk bank, or a breast milk substitute fed with a cup, which is a safer method than a feeding bottle or a teat depends on individual circumstances.[59]



”



The WHO recommends at least two years of breastfeeding and exclusive breastfeeding for the first six months of life. Breastfeeding



should continue after two years of life as long as mutually desired by mother and child.



[edit] American Academy of Pediatrics



“



Extensive research, especially in recent years, documents diverse and compelling advantages to infants, mothers, families, and society from breastfeeding and the use of human



milk



nutritional,



for



infant



immunologic,



feeding.



These



include



developmental,



health,



psychological,



social, economic, and environmental benefits.[9]



”



AAP recommends at least one year of breastfeeding and exclusive breastfeeding for the first six months of life. Breastfeeding should continue after two years of life as long as mutually desired by mother and child.



[edit] Breastfeeding difficulties Main article: Breastfeeding complications While breastfeeding is a natural human activity, difficulties are not uncommon. Putting the baby to the breast as soon as possible after the birth helps to avoid many problems. The AAP breastfeeding policy says: Delay weighing, measuring, bathing, needle-sticks, and eye prophylaxis



until



after



the



first



feeding



is



completed.[9]



Many



breastfeeding



difficulties



can



be



resolved



with



proper



hospital



procedures, properly trained midwives, doctors and hospital staff, and lactation



consultants.[60]



There



are



some



situations



in



which



breastfeeding may be harmful to the infant, including infection with HIV and acute poisoning by environmental contaminants such as lead. [33]



Rarely, a mother may not be able to produce breastmilk because of



a prolactin deficiency. This may be caused by Sheehan's syndrome, an uncommon result of a sudden drop in blood pressure during childbirth typically due to hemorrhaging. In developed countries, many working mothers do not breast feed their children due to work pressures. For example, a mother may need to schedule for frequent pumping breaks, and find a clean, private and quiet place at work for pumping. These inconveniences may cause mothers to give up on breast feeding and use infant formula instead.



[edit] Infant weight gain Breastfed infants generally gain weight according to the following guidelines: 0–4 months: 170 grams per week† 4–6 months: 113–142 grams per week 6–12 months: 57–113 grams per week †



It is acceptable for some babies to gain 113–142 grams (4–5 ounces) per



week. This average is taken from the lowest weight, not the birth weight.



The average breastfed baby doubles its birth weight in 5–6 months. By one year, a typical breastfed baby will weigh about 2½ times its birth weight. At one year, breastfed babies tend to be leaner than bottle fed babies.[61] By two years, differences in weight gain and growth between breastfed and formula-fed babies are no longer evident.[62];



[edit] Methods and considerations There



are



many



books



and



videos



to



advise



mothers



about



breastfeeding. Lactation consultants in hospitals or private practice, and volunteer organisations of breastfeeding mothers such as La Leche League also provide advice and support.



[edit] Early breastfeeding In the half hour after birth, the baby's suckling reflex is strongest, and the baby is more alert, so it is the ideal time to start breastfeeding. [63] Early breast-feeding is associated with fewer nighttime feeding problems



[64]



[edit] Time and place for breastfeeding Breastfeeding at least every two to three hours helps to maintain milk production. For most women, eight breastfeeding or pumping sessions every 24 hours keeps their milk production high.[9] Newborn babies may feed more often than this: 10 to 12 breastfeeding sessions every



24 hours is common, and some may even feed 18 times a day.[65] Feeding a baby "on demand" (sometimes referred to as "on cue"), means feeding when the baby shows signs of hunger; feeding this way rather than by the clock helps to maintain milk production and ensure the baby's needs for milk and comfort are being met.[8] However, it may be important to recognize whether a baby is truly hungry, as breastfeeding



too



frequently



may



mean



the



child



receives



a



disproportionately high amount of foremilk, and not enough hindmilk. [66]



However, 8 to 12 breastfeeding session could lead to 8 to 10 hours



a day of feeding and incremental 2 to 4 hours of sleep due to exhausting feeling.[67] "Experienced breastfeeding mothers learn that the sucking patterns and needs of babies vary. While some infants' sucking needs are met primarily during feedings, other babies may need additional sucking at the breast soon after a feeding even though they are not really hungry. Babies may also nurse when they are lonely, frightened or in pain.[2]" "Comforting and meeting sucking needs at the breast is nature's original design. Pacifiers (dummies, soothers) are a substitute for the mother when she can't be available. Other reasons to pacify a baby primarily at the breast include superior oral-facial development, prolonged lactational amenorrhea, avoidance of nipple confusion and



stimulation of an adequate milk supply to ensure higher rates of breastfeeding success.[3]"



Rooming-in bassinet Most US states now have laws that allow a mother to breastfeed her baby anywhere she is allowed to be. In hospitals, rooming-in care permits the baby to stay with the mother and improves the ease of breastfeeding. Some commercial establishments provide breastfeeding rooms, although laws generally specify that mothers may breastfeed anywhere, without requiring them to go to a special area.



[edit] Latching on, feeding and positioning This article contains instructions, advice, or how-to content. The purpose of Wikipedia is to present facts, not to train. Please help improve this article either by rewriting the how-to content or by moving it to Wikiversity or Wikibooks. (September 2008) Correct positioning and technique for latching on can prevent nipple soreness and allow the baby to obtain enough milk.[68] The "rooting



reflex" is the baby's natural tendency to turn towards the breast with the mouth open wide; mothers sometimes make use of this by gently stroking the baby's cheek or lips with their nipple in order to induce the baby to move into position for a breastfeeding session, then quickly moving baby onto the breast while baby's mouth is wide open.[69] In order to prevent nipple soreness and allow the baby to get enough milk, a large part of the breast and areola need to enter the baby's mouth.[68][70] To help the baby latch on well, tickle the baby's top lip with the nipple, wait until the baby's mouth opens wide, then bring the baby up towards the nipple quickly, so that the baby has a mouthful of nipple and areola. The nipple should be at the back of the baby's throat, with the baby's tongue lying flat in its mouth. Inverted or flat nipples can be massaged so that the baby will have more to latch onto. Resist the temptation to move towards the baby, as this can lead to poor attachment. Pain in the nipple or breast is linked to incorrect breastfeeding techniques. Failure to latch on is one of the main reasons for ineffective feeding and can lead to infant health concerns. A 2006 study



found



that



inadequate



parental



education,



incorrect



breastfeeding techniques, or both were associated with higher rates of preventable hospital admissions in newborns.[71]



The baby may pull away from the nipple after a few minutes or after a much longer period of time. Normal feeds at the breast can last a few sucks (newborns), from 10 to 20 minutes or even longer (on demand). Sometimes, after the finishing of a breast, the mother may offer the other breast. While most women breastfeed their child in the cradling position, there are many ways to hold the feeding baby. It depends on the mother and child's comfort and the feeding preference of the baby. Some babies prefer one breast to the other, but the mother should offer both breasts at every nursing with her newborn. When tandem breastfeeding, the mother is unable to move the baby from one breast to another and comfort can be more of an issue. As tandem breastfeeding brings extra strain to the arms, especially as the babies grow, many mothers of twins recommend the use of more supporting pillows.



[edit] Exclusive breastfeeding



Two 25ml samples of human breast milk. The left hand sample is foremilk, the watery milk coming from a full breast. The right hand



sample is hindmilk, the creamy milk coming from a nearly empty breast.[72] Exclusive breastfeeding is when an infant receives no other food or drink besides breast milk.[8] National and international guidelines recommend that all infants be breastfed exclusively for the first six months of life. Breastfeeding may continue with the addition of appropriate foods, for two years or more. Exclusive breastfeeding has dramatically reduced infant deaths in developing countries by reducing diarrhea and infectious diseases. It has also been shown to reduce HIV transmission from mother to child, compared to mixed feeding. Exclusively breastfed infants feed anywhere from 6 to 14 times a day. Newborns consume from 30 to 90 ml (1 to 3 US fluid ounces). After the age of four weeks, babies consume about 120ml (4 US fluid ounces) per feed. Each baby is different, but as it grows the amount will increase. It is important to recognize the baby's hunger signs. It is assumed that the baby knows how much milk it needs and it is therefore advised that the baby should dictate the number, frequency, and length of each feed. The supply of milk from the breast is determined by the number and length of these feeds or the amount of milk expressed. The birth weight of the baby may affect its feeding habits, and mothers may be influenced by what they perceive its requirements to be. For example, a baby born small for gestational age



may lead a mother to believe that her child needs to feed more than if it larger; they should, however, go by the demands of the baby rather than what they feel is necessary. While it can be hard to measure how much food a breastfed baby consumes, babies normally feed to meet their own requirements.[73] Babies that fail to eat enough may exhibit symptoms of failure to thrive. If necessary, it is possible to estimate feeding from wet and soiled nappies (diapers): 8 wet cloth or 5–6 wet disposable, and 2–5 soiled per 24 hours suggests an acceptable amount of input for newborns older than 5–6 days old. After 2–3 months, stool frequency is a less accurate measure of adequate input as some normal infants may go up to 10 days between stools. Babies can also be weighed before and after feeds.



[edit] Expressing breast milk



Manual breast pump



When direct breastfeeding is not possible, a mother can express (artificially remove and store) her milk. With manual massage or using a breast pump, a woman can express her milk and keep it in freezer storage bags, a supplemental nursing system, or a bottle ready for use. Breast milk may be kept at room temperature for up to ten hours, refrigerated for up to eight days or frozen for up to four to six months. Research suggests that the antioxidant activity in expressed breast milk decreases over time but it still remains at higher levels than in infant formula.[74] Expressing breast milk can maintain a mother's milk supply when she and her child are apart. If a sick baby is unable to feed, expressed milk can be fed through a nasogastric tube. Expressed milk can also be used when a mother is having trouble breastfeeding, such as when a newborn causes grazing and bruising. If an older baby bites the nipple, the mother's reaction - a jump and a cry of pain - is usually enough to discourage the child from biting again. "Exclusively Expressing", "Exclusively pumping" and "EPing" are terms for a mother who feeds her baby exclusively on her breastmilk while not physically breastfeeding. This may arise because her baby is unable or unwilling to latch on to the breast. With good pumping habits, particularly in the first 12 weeks when the milk supply is being established, it is possible to produce enough milk to feed the baby for



as long as the mother wishes. Kellymom [4] has a page of links relating to exclusive pumping. It is generally advised to delay using a bottle to feed expressed breast milk until the baby is 4–6 weeks old and is good at sucking directly from the breast.[75] As sucking from a bottle takes less effort, babies can lose their desire to suck from the breast. This is called nursing strike or nipple confusion. To avoid this when feeding expressed breast milk (EBM) before 4–6 weeks of age, it is recommended that breast milk be given by other means such as feeding spoons or feeding cups. Also, EBM should be given by someone other than the breastfeeding mother (or wet nurse), so that the baby can learn to associate direct feeding with the mother (or wet nurse) and associate bottle feeding with other people.[citation needed] Some women donate their expressed breast milk (EBM) to others, either directly or through a milk bank. Though historically the use of wet nurses was common, some women dislike the idea of feeding their own child with another woman's milk; others appreciate being able to give their baby the benefits of breast milk. Feeding expressed breast milk—either from donors or the baby's own mother—is the feeding method of choice for premature babies.[76] The transmission of some viral diseases through breastfeeding can be prevented by expressing breast milk and subjecting it to Holder pasteurisation.[77]



[edit] Mixed feeding



Expressed breast milk (EBM) or infant formula can be fed to an infant by bottle Predominant or mixed breastfeeding means feeding breast milk along with infant formula, baby food and even water, depending on the age of the child. Babies feed differently with artificial teats than from a breast. With the breast, the infant's tongue massages the milk out rather than sucking, and the nipple does not go as far into the mouth; with an artificial teat, an infant will suck harder and the milk may come in more rapidly. Therefore, mixing breastfeeding and bottle-feeding (or using a pacifier) before the baby is used to feeding from its mother can result in the infant preferring the bottle to the breast. Orthodontic teats, which are generally slightly longer, are closer to the nipple. Some mothers supplement feed with a small syringe or flexible cup to reduce the risk of artificial nipple preference.



[edit] Tandem breastfeeding Feeding two children at the same time is called tandem breastfeeding The most common reason for tandem breastfeeding is the birth of twins, although women with closely spaced children can and do continue to nurse the older as well as the younger. As the appetite and feeding habits of each baby may not be the same, this could mean feeding each according to their own individual needs, and can also include breastfeeding them together, one on each breast. In cases of triplets or more, it is a challenge for a mother to organize feeding around the appetites of all the babies. While breasts can respond to the demand and produce large quantities of milk, it is common for women to use alternatives. However, some mothers have been able to breastfeed triplets successfully.[78][79][80] Tandem breastfeeding may also occur when a woman has a baby while breastfeeding an older child. During the late stages of pregnancy the milk will change to colostrum, and some older nurslings will continue to feed even with this change, while others may wean due to the change in taste or drop in supply. Feeding a child while being pregnant with another can also be considered a form of tandem feeding for the nursing mother, as she also provides the nutrition for two.[81]



[edit] Extended breastfeeding



Breastfeeding past two years is called "full term breastfeeding" or extended breastfeeding or "sustained breastfeeding" by supporters and those outside the U.S.[82] Supporters of extended breastfeeding believe that all the benefits of human milk, nutritional, immunological and emotional, continue for as long as a child nurses. Often the older child will nurse infrequently or sporadically as a way of bonding with the mother.[citation needed]



[edit] Shared breastfeeding Main article: Wet nurse It used to be common worldwide, and still is in developing nations such as those in Africa, for more than one woman to breastfeed a child. Shared breastfeeding is a risk factor for HIV infection in infants.[83] A woman who is engaged to breastfeed another's baby is known as a wet nurse. Islam has codified the relationship between this woman and the infants she nurses, and also between the infants when they grow up, so that milk siblings are considered as blood siblings and cannot marry. Shared breastfeeding can incur strong negative reactions in the Anglosphere;[84] American feminist activist Jennifer Baumgardner has written about her experiences in New York with this issue.[85]



[edit] Weaning



Weaning is the process of introducing the infant to other food and reducing the supply of breast milk. The infant is fully weaned when it no longer receives any breast milk. Most mammals stop producing the enzyme lactase at the end of weaning, and become lactose intolerant. Most humans have a mutation that allows the production of lactase throughout life and so can drink milk - usually cow or goat milk - well beyond infancy.[86] In the past, bromocriptine was sometimes used to reduce the engorgement experienced by many women during weaning. However, it was discovered that when used for this purpose, this medication posed serious health risks to women, such as stroke, and the U.S. Food and Drug Administration withdrew this indication for the drug in 1994. [87]



[edit] History of breastfeeding



Famille d’un Chef Camacan se préparant pour une Fête ("Family of a Camacan chief preparing for a Festival") by Jean-Baptiste Debret shows a woman breastfeeding a child in the background. Main article: History of breastfeeding For hundreds of thousands of years, humans, like all other mammals, fed their young milk. Before the twentieth century, alternatives to breastfeeding were rare. Attempts in 15th century Europe to use cow or goat milk were not very positive. In the 18th century, flour or cereal mixed with broth were introduced as substitutes for breastfeeding, but this did not have a favorable outcome, either. True commercial infant formulas appeared on the market in the mid 19th Century but their use did not become widespread until after WWII. As the superior qualities of breast milk became better-established in medical literature, breastfeeding rates have increased and countries have enacted measures to protect the rights of infants and mothers to breastfeed.



[edit] Sociological factors with breastfeeding This article may be too long to comfortably read and navigate. Please consider splitting content into sub-articles and using this article for a summary of the key points of the subject. (May 2009) Researchers have found several social factors that correlate with differences in initiation, frequency, and duration of breastfeeding practices of mothers. Race, ethnic differences and socioeconomic



status and other factors have been shown to affect a mother’s choice whether or not to breastfeed and how long she breastfeeds her child. •



Race and culture Singh et al. also found that African American women



are



less



likely



than



white



women



of



similar



socioeconomic status to breastfeed and Hispanic women are more likely to breastfeed. The Center of Disease Control used information from the National Immunization Survey to determine the proportion of Caucasian and African American children that were ever breast fed. They found that 71.5% of Caucasians had breastfed their child while only 50.1% of African Americans had. At six months of age this fell to 53.9% of Caucasian mothers and 43.2% of African American mothers who were still breastfeeding. [citation needed]



•



Income Deborah L. Dee's research found that women and children who qualify for WIC, Special Supplemental Nutrition Program for Women, Infants, and Children were among those who were least likely to initiate breastfeeding. Income level can also contribute to women discontinuing breastfeeding early. More highly educated women are more likely to have access to information regarding difficulties with breastfeeding, allowing them to continue breastfeeding through difficulty rather than weaning early. Women in higher status jobs are more likely to



have access to a lactation room and suffer less social stigma from having to breastfeed or express breastmilk at work. In addition, women who are unable to take an extended leave from work following the birth of their child are less likely to continue breastfeeding when they return to work.[citation needed] •



Other factors Other factors they found to have an effect on breastfeeding are “household composition, metropolitan/nonmetropolitan residence, parental education, household income or poverty status, neighborhood safety, familial support, maternal physical activity, and household smoking status.”[citation needed]
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