Module Three
MW300: Antepartum Management

Basic Skills (23 points total: 1 point each)

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

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

· hemostats

· bandage scissors

· speculums 

· episiotomy scissors (hopefully not commonly used!)

· needle scissors

· grabbers

· small scissors

· ring forceps

· packs of 4x4s

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

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

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

2. Avoid touching the sink with your hands.

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

4. Add soap or detergent to your hands.

5. Rub palmar surfaces to work up a lather.

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

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

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

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

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

11. Repeat for other hand and arm.

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

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

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

15. Dispose of paper towel in trash.

(PSGM, p 3-4)

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

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

Temperature Assessment

Oral Temperature with a Glass Thermometer:

· Wash your hands

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

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

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

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

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

6. Remove the thermometer and read it.

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

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

(PSGM, p 11)

Pulse Assessment

Radial Pulse

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

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

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

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

(PSGM, p 13)

Assessment of Respirations by Observation

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

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

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

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

4. Count respirations for sixty seconds.

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

· current respiratory infection

· current of former history of smoking

· history of asthma or other lung disorder/disease

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

(PSGM, p 16)

Alternatively, respirations can also be assessed with a stethoscope.

Maternal Blood Pressure Assessment

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

1. Choose cuff of appropriate size.

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

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

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

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

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

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

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

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

(PSGM, p 18-19)

278. Capillary Blood Sample

· Explain the procedure to the woman. 

1. Put on gloves.

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

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

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

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

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

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

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

9. or

10. Hold the capillary tube in a horizontal position.

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

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

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

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

15. Remove and read 

16. Explain results of sample and document the results.

(PSGM, p 28-30)

279. Venous Blood Sample

· Assemble all equipment and explain the procedure to the woman

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

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

3. Label the blood tubes with appropriate information

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

5. apply a tourniquet

6. locate a suitable vein

7. put on gloves and clean the puncture site

8. Perform the venipuncture

9. position the woman’s arm

10. maintain traction on the vein

11. keep the bevel-side of needle up

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

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

14. when full of blood, remove the tube

15. repeat for multiple tubes, in necessary

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

17. remove the needle

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

19. remove the tube from the Vacutainer holder

20. Properly care for the specimen by

· keeping the serum separator tube upright

· gently mixing the blood in the tubes, if appropriate

· disposing of the needle and syringe in a sharps container

(PSGM, 172-73)
280. Obtaining weight

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

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

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

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

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

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

281. Obtaining a clean catch urine sample

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

(PSGM, p 33)

282. Sterile Urine Sample Collection

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

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

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

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

4. Have your assistant open the sterile catherization try

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

6. Lubricate the catheter tip

7. Prepare cotton balls with antiseptic cleanser

8. Separate the labia to expose the meatus

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

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

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

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

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

14. Withdraw the catheter when urine flow is finished

15. Wash and dry the genitalia

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

(PSGM, p 165)

283. IM Injection

· Explain to the woman the procedure.

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

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

3. Wash and dry your hands.

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

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

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

7. Correctly draw the appropriate amount of medication into the syringe and remove the excess air.

8. Choose the appropriate injection site, i.e. deltoid, gluteus and quadriceps.

9. Position the woman appropriately.

10. Prepare the injection site, using aseptic technique.

11. Spread the tissue taut (or gently squeeze/lift the tissue around the site in very thin women) with your thumb and forefinger of your non-dominant hand.

12. Inject the needle into the muscle perpendicular to the skin surface, using a quick “flick” of your injecting wrist.

13. Aspirate the syringe, noting blood return, if any.

14. If you note blood return, do one of the following: push the needle deeper and aspirate, to be sure you are out of the blood vessel, or draw the needle our slightly and aspirate for the same reason.

15. Inject the medicine appropriately.

16. Remove the needle and rub the injection site with sterile gauze or cotton ball.

17. Cover the injection site with a Band-Aid.

18. Dispose of the needle and syringe in a sharps container.

19. Observe for effects of the medication

20. Chart the medication given, dosage, time of administration, any noticeable effect.

(PSGM, p 168-9)

284. Sterile Gloving

· Wash and dry your hands

1. Peel down the outer envelope of the glove package

2. Set the inner package on a clean, dry surface

3. Fold back the top sides of the inner package, exposing the gloves

4. Pick up a glove by a folded back cuff, touching on the inside portion of the cuff

5. Stand away from anything that might touch the glove

6. Keep the fingers of the hand being gloved pointed toward the floor, sliding the hand into them with a firm pull

7. Pick up the second glove by placing the fingers of your gloved hand under the cuff of the second glove

8. Place the second glove on the second hand by maintaining a firm pull under the cuff

9. Adjust your fingers in the gloves

10. Keep gloved hands in sight and above your waist

11. Do not touch anything that would contaminate your gloves

(PSGM, p 4-5)

285. Setting up a Sterile Field

· Check the expiration date on the sterile pack

1. Wash and dry your hands

2. With the assistant helping, peel down the outer package of the sterile gloves; remove them and put them on appropriately.

3. Direct the assistant to peel down the outer wrapper of a sterile field, exposing the contents. Remove it properly and place it on a clean surface (above your waist).

4. Direct the assistant to open the seal on the sterilized package containing instruments, lay the edges back to expose the instruments. Take the instruments out, and place them on the sterile field.

5. Return the instruments to the opposite side of the sterile field when you are finished with the procedure.

6. Direct the assistant to open the sterile gauze 4x4s and drop them appropriately on the sterile field.

7. Take care not to speak or cough over the sterile field.

8. Take care not to allow excessive air currents around the sterile area and not to contaminate the sterile field in any way.

(PSGM, p 6)

286. Sterile Speculum Exam

· Explain the procedure to the woman and have her empty her bladder

1. Provide a drape and leave the room while the woman undresses from the waist down

2. Assemble your equipment, making sure that your light source is at hand

3. Assist the woman in a semi-sitting position, and do the following:

4. encourage her to relax

5. ask her to place her feet in the footrests, bring her hips to the end of the table and to let her knees fall out to the side

6. Demonstrate sensitivity to the woman’s emotional well-being throughout the exam

7. Wash your hands and put on sterile gloves

8. Select the proper size speculum in a sterile pack and have assistant open the sterile pack and sterile lubricant, apply lubricant to the speculum.

9. Let the woman know you are about to touch her to her. 

10. Examine the external genitalia, noting any condyloma, herpes lesions, lice and etc.

11. Place your finger at the introitus, open your fingers into a peace sign and give posterior traction. This will expose the introitus.

12. Let the woman know you will now insert the speculum.

13. Introduce the speculum at a horizontal or slight oblique angle with the blades closed.

14. Insert the speculum in a downward fashion towards the woman’s tailbone until the handle of the speculum is flush against the perineum.

15. Carefully open the speculum until the cervix pops into view. If the cervix does not immediately pop into view, have the woman take a deep breath and encourage her to relax before trying to reposition the speculum. Often, the cervix, if given time, will come into view if you inserted the speculum posteriorly. This also helps to avoid any trauma to anterior structures.

16. Once you have an adequate view of the cervix, tighten the blades of the speculum.

17. Visualize the vagina and cervix noting:

18. color

19. integrity of the tissue

20. presence of absence of discharge

21. type of discharge, if present

22. type of odor, if present

23. Collect any specimens if needed, and explain each procedure to the woman. Have assistant help you as needed in order to maintain sterile technique.

24. Loosen the speculum blades and begin to withdraw the speculum while maintaining pressure on the blade lever. 

25. Once the speculum clears the cervix (the cervix will move), remove your finger from the blade lever and let the vagina close the blades while you finish removing the speculum.

26. Keep the speculum even when you remove it to prevent splattering of discharge.

27. Place speculum in appropriate container.

28. Remove and dispose of your gloves.

29. Turn off you light source.

30. Help the woman to a sitting position and offer her some tissue.

31. Explain your findings.

32. Leave the room while she dresses.

33. Prepare specimens (if any).

34. Document the results, including any significant emotional response to the exam.

(PSGM, p 47-48)

287. Leopold’s Maneuvers

First Maneuver:

· Stand at the woman’s side, facing her head

· Grasp the lower segment of the uterus between the thumb and forefinger of the one hand while the other hand palpates the fundus and holds the uterus steady

· Palpate for shape size, consistency and mobility and determine what is in the lower segment of the uterus

· Test for ballotment of the head

· This maneuver allow you to determine the lie and presentation of the baby

Second Maneuver:

· Stand at the woman’s side, facing her head

· Place one hand on each side of the uterus, one hand steadying the uterus, the other palpating to determine the baby’s back and small parts, which will help determine position

Third Maneuver

· Stand at the woman’s side, facing her head

· Move your hands up the side of the uterus 

· Palpate for shape size, consistency and mobility

· Determine what is in the fundus (breech, shoulder, head)

Fourth Maneuver

· Stand facing the woman’s feet

· Place your hands on the sides of the uterus with the palms of your hands just below the level of the umbilicus and your fingers directed toward the symphysis pubis. (Assuming the baby is vertex) palpate the cephalic prominence and determine the degree of flexion, and the position of the baby

· Also determine the degree of descent into the pelvis

(PSGM, p 58-59; Varney p 733-740) (Note: Varney and the PSGM reverse the first and third maneuvers. I have listed the maneuvers per PSGM with additional info from Varney)

288. Fundal Height Measurement

With soft centimeter measuring tape

· Explain the procedure to the woman and ask her to empty her bladder.

1. Ask her to bare her abdomen from the lower rib margin to the pubic bone.

2. Stand at the woman’s side and use one hand to hold the measuring tape.

3. Hold the “0” mark at the upper border of the symphysis pubis.

4. With the other hand, take the extended measuring tape over the fundus, finding the top of the fundus and note the measurement.

5. Compare the measurement to the weeks gestation.

6. Compare to previous measurements, if any

7. Compare the measurement to previous pregnancies, if available and appropriate. 

8. Explain the findings to the woman.

9. Document the results. 

(PSGM, p 61-2)

By fingerbreadths

Note: this method is most valuable in the first 18 weeks of pregnancy or in the first 2 weeks postpartum.

· Explain procedure to the woman and ask her to empty her bladder.

1. Ask her to bare her abdomen from the lower rib margin to the pubic bone.

2. Stand at the woman’s side and place your first finger at the level of the umbilicus.

3. Measure in finger breadths to the top of the fundus.

4. If you have four finger breadths, with room to spare, place fingers of second hand below last finger of first hand and continue to count finger breadths till you reach the top of the fundus.

5. Compare the measurements to weeks gestation

6. Compare to previous measurements, if any

7. Compare the measurement to previous pregnancies, if available and appropriate. 

8. Explain the findings to the woman.

9. Document the results.

(PSGM, p 63)

All of these methods are most accurate when performed by the same midwife each time.

289. You can determine where fetal heart tones will most easily be heard by determining the fetal lie, presentation, position and variety via abdominal palpation. This is due to the fact that the sound of the fetal heart tones are transmitted through the convex portion of the fetus, closest to the anterior uterine wall. Therefore, you will be able to hear the fetal heart tones best through the back of the fetus if in the vertex or breech presentation, or through the chest of a fetus in a face presentation. If you know the position of the baby, you should readily be able to find the fetal heart tones. On the other hand, finding the position of the loudest fetal heart tones, could either confirm or contradict your abdominal palpation and should be taken into account. (Varney, p 740)

290. Counting fetal heart rate for a full minute is most accurate. However, it can be difficult to stay on top of the count for a full 60 seconds because the rate is so rapid. Counting for a full 60 seconds, and then doing several 6 second or 15 second counts and multiplying appropriately is a good method to get a baseline rate as well as assess for variability. (Varney, p 404)

291. Assessment of Edema

· Explain the procedure to the woman.

1. Expose the woman tibia and press the tissue against the bone, using the forefinger for 1-2 seconds.

2. Begin pressing at the base of the tibia and repeat every three inches above if pitting is observed.

3. Observe for the degree of pitting indentation

· 2mm depression= +1 pitting edema

· 4mm depression= +2 pitting edema

· 6mm depression= +3 pitting edema

· 8mm depression= +4 pitting edema

or,

1. At mid-shin level press and hold for 5 seconds and grade according to the following:

· slight impression in the skin and/or color returns rapidly= +1 pitting edema

· obvious indentation which take 5 seconds to disappear and/or color to return= +2 pitting edema

· 5-10 seconds for the indentation to disappear and/or 10 seconds for color to return= +3 pitting edema

· indentation remains after 15 seconds and/or color does not return= +4 pitting edema

1. Repeat if necessary on the hands and face of the woman.

2. Inform the woman of the findings and counsel appropriately.

3. Chart the results.

(PSGM, p 68)

292. Reflex Hammer to Elicit deep tendon reflexes

Explain the procedure to the woman

Instruct her to either sit or lie down.

Support under either knee with your hand.

Briskly tap the tendon below the kneecap (the patella) with the reflex hammer. A brisk tap produces a sudden additional stretch of the tendon. The reflex hammer, when held loosely and swung in an arc using wrist action, provides just the right force and briskness.

Note the relative extension of the knee.

Grade the reflex response on a reflex scale of 0 to +4. 

Repeat the procedure on the other knee.

Explain your findings to the woman.

Compare results with earlier ones, if any.

Record the results.

(PSGM, p 40; Varney, p 748-9)

293. Gestational Wheel Use

“Line up the line that says ‘First day of last menstrual period’ with the line that corresponds to your LMP. The part of the wheel that turns list the numbers of weeks in pregnancy, the outer ring of lines and numbers are the months and days in a year. Once you have your LMP lined up with the right line you can look at several things. Look at week 40 on the inner circle and see what month and day line up with it. That is your due date. Look up today’s date on the outer circle and see how many weeks and days pregnant you are today. You can also look for the line that says ‘date of conception’ and look above for the month and date and see about when the baby was conceived.”

294. Dipsticking Urine

· Instruct the woman to provide a mid-stream urine sample.

1. Have her dip a chemical stick into the urine sample, fully covering the chemical squares.

2. Compare, as directed on the dipstick container, within the time allowed to ascertain levels of glucose, ketones, protein, etc., if any.

3. Note the following about the sample:

· color

· density

· odor

· clarity

4. Instruct the woman to discard the urine sample, the dipstick and the container properly.

5. Advise the woman of the results.

6. Counsel the woman based on the results obtained from the dipstick and your observations.

7. Document the results.

(PSGM, p 34)

Risk Screening (26 points total: 2 points each)

295. The purpose of risk screening is determine which clients are suitable for midwifery care and to be aware of who needs special attention in certain areas. There are times when an out-of-hospital setting is no longer safe or desirable.

296. 1. No risk: In reality, this category does not exist. 2. Minor risk: Previous SAB or >3 TAB (higher risk of repeat miscarriage or problems with placental implantation); recent use of OCPs (could have hormonal imbalances that need attention); history of post-term pregnancies (midwife should be aware of this in level of aggressiveness of postdates regimen); parity greater than 5 (chance of uterine exhaustion and post-partum hemorrhage); history of physical and/or sexual abuse (could manifest in labor-needs additional prenatal counseling). 3. Needs medical consult: PROM before 37 weeks (needs to be assessed if it is safe to hold off labor until 37 weeks); postterm >42 weeks by dates and physical exam (to assess if it is still safe to have out-of-hospital birth, needs BPP); positive HIV status (to determine medical regimen and access to pharmacologic agents for mother or infant); active venereal disease (to obtain proper treatment of the disease and make plan for minimizing risk at time of delivery); signs and symptoms of gestational diabetes (need to consult for 3 hr GTT and other medical aspects of diagnosis) 4. Needs to be transferred to physician care: cardiac disease (stress of pregnancy and labor are too high risk and need active management); Diabetes Mellitus (stress of pregnancy and labor are too high risk and need active management); current drug and alcohol abuse or dependency (not good candidate for out-of-hospital birth, unpredictable behavior and risk of abruptions); placenta previa at time of labor (requires c-section); previous c-section with vertical incision (requires repeat c-section due to risk of uterine rupture).

(NMMA Guidelines: p 98-101)

297. 

	Complaint
	Possible Condition
	Differential Dx
	Risk Status

	painful hemorrhoids
	Bad hemorrhoids
	Weeks gestation?

Past hx of hemorrhoids? Straining while defecating? Constipated? On feet all day? Trauma to rectum? Bleeding with wipe? Itching? Pain and/or burning? Swelling? Physical exam and observation of dilated anal veins?
	2. Minor risk

	
	Cyst or fistula
	r/o hemorrhoids per above

physical exam including digital exam to palpate cyst

refer to MD for treatment and specific diagnosis
	3. Needs medical consult

	
	Pelvic pressure due to baby
	weeks gestation?

r/o hemorrhoids and cyst per above

measure fundus to assess if baby dropped

do internal exam to assess station of baby

r/o PTL if necessary due to weeks pregnant
	Depending on weeks gestation, either 2. Minor risk, 3. Needs medical consult, or 4. Physician primary


(Varney, NMMA Guidelines)

298. 

	Complaint
	Possible Conditions
	Differential Dx
	Risk Status

	back-ache at waist and sacrum
	Preterm Labor or Beginning of Term labor
	weeks gestation?

>5 contractions/hr?

pain in thighs?

pain constant or in waves?

loss of fluid?

bleeding?

increase in discharge?

backache that comes and goes?

hypertension?

internal exam to assess dilation, effacement, etc?


	depending on weeks gestation this is 3. or 4 for PTL and 1 or 2 for term labor

	
	Injury or trauma to area
	r/o labor or PTL per above

trauma to area?

describe incident

physical exam to determine if something is broken?

internal exam to determine if pelvis has been damaged?

abdominal exam and/or u/s to r/o internal organ damage?


	depends on degree of damage and mother’s ability to deal with pain and/or injury either 2. Minor risk or 3. consult with MD if needed for treatment or pain management

	
	Hx of injury to area reaggravated during pregnancy
	r/o labor or PTL per above

past trauma to area?

describe incident and past pain or problem?

physical exam to determine if something is broken

internal exam to determine if pelvis has been damaged


	depends on degree of damage and mother’s ability to deal with pain and/or injury either 2. or 3. consult with MD if needed for treatment or pain management

	
	UTI/Kidney infection
	burning when pees?

positive culture?

leukocytes and nitrates per UA?

high WBC, RBC?

hx of UTIs?

blood in urine?


	depending on severity and weeks gestation either 2. Minor risk or 3. Consult with MD for treatment

	
	Miscarriage
	weeks gestation?

cramping?

bloody discharge?

pain?

unilateral pain?

BhCG quants?
	Needs medical consult


(Varney, NMMA Guidelines)

299.

	Complaint
	Possible Conditions
	Differential Dx
	Risk status

	swollen ankles at end of the day at 36 weeks pregnant
	normal dependent edema
	r/o pitting?

just ankles?

swelling in hands, face or other?

only at night?

swelling decreased in am?

how much water intake?

on feet a lot today?
	2. Minor risk

	
	pitting edema
	pitting? what degree?

just ankles? swelling in face, hands, or other?

swelling decreased in am?

how much water intake daily?
	3. Medical consult

	
	preeclampsia
	pitting? what degree?

BP?

Headaches?

right epigastric pain?

adequate protein, salt and calories in diet?

protein in urine?

abnormal liver profile?

weight gain since last visit?

visual disturbances?

test for clonus and hyper-reflexivity?

malaise?
	4. Physician primary

	
	HELLP
	platelet count?

elevated liver profile?

pitting? what degree?

protein in urine?

weight gain since last visit? 

headaches?

malaise?

RUQ pain?

vomiting & diarrhea?

visual disturbances
	4. Physician primary

	
	Pre-existing renal disease
	history of kidney problems?

levels of kidney function?

previous diagnosis?

what tests or procedures done before?

CVAT?

pitting? to what degree?

creatine clearance rate?
	4. Physician primary


(Varney, NMMA Guidelines)

300.

	Complaint
	Possible Conditions
	Differential Dx
	Risk Status

	right lower quadrant pain especially when coughs or sneezes
	Possible ectopic
	confirmed IUP?

weeks pregnant?

increasing pain over time?

Beta hCG quants?

bleeding?

cramping?

hx of ectopic?

shoulder pain?

hx of trauma or condition blocking tubes? e.g. chlamydia
	3. MD consult possible MD primary

	
	Ca Mg deficiency
	taking CalMag? for how long? how much? when during day?

only one side or both?

hurts only when coughs or sneezes?

weeks pregnant?

when did this begin?
	2. Minor risk

	
	Appendicitis
	r/o ectopic

confirmed IUP?

degree, onset, duration of RLQ pain?

periumbilical pain?

appendix out?

hx of problem with appendix?

does it hurt when pressure is applied?

does it hurt when pressure is released?


	4. MD Primary

	
	Kidney infection
	r/o CVAT?

ask re UTI symptoms?

hx of kidney infection?

blood in urine?


	3. MD consult

	
	
	
	


(Varney, NMMA Guidelines)

301.

	Complaint
	Possible Conditions
	Differential Dx
	Risk Status

	Bad Headache
	Dehydration
	r/o preeclampsia per below

assess water intake?

other fluid intake?

specific gravity and pH by dipstick?

emesis?

weeks pregnant?

resolves with adequate hydration?
	2. Minor risk

	
	Hypoglycemia
	How much are you eating?

Ketones?

Eating consistently?

Emesis?
	2. Minor risk

	
	Preeclampsia
	weeks pregnant?

duration of headache? frequency of headaches?

swelling? where? 

pitting? what degree?

BP?

right epigastric pain?

adequate protein, salt and calories in diet?

protein in urine?

abnormal liver profile?

weight gain since last visit?

visual disturbances?

test for clonus and hyper-reflexivity?

malaise?
	4. MD Primary

	
	HELLP
	platelet count?

elevated liver profile?

pitting? what degree?

protein in urine?

weight gain since last visit? 

headaches?

visual disturbances
	4. Physician primary


(Varney, NMMA Guidelines)

302.

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	stuffy  nose, headache and sore throat for 3 days with fever of 101
	strep throat
	known exposure to strep?

white spots in throat?

hx of strep?

positive throat culture?

hurts worse when swallows?


	3. MD consult

	
	rubella
	known exposure to rubella?

known susceptibility/ immunity to rubella?

rash?

swollen glands?

drowsiness?
	3. MD consultation

	
	common cold or flu
	r/o strep, rubella

something going around?

exposure to cold or flu?

resolves itself within one week with common cold  and flu remedies?
	2. Minor risk


(Varney, NMMA Guidelines)

303. 

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	hard fall onto icy steps onto tailbone
	broken tailbone
	severity of pain? (especially when sitting)

check for bruising and swelling

what was previous info on coccyx from pelvimetry?
	2. Minor risk

	
	bruised tailbone
	r/o broken tailbone

check for bruising and swelling
	2. Minor risk

	
	injury to fetus
	bleeding?

LOF?

FHT?

vitals?

location and severity of pain?
	3. MD consult


304. 

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	8 weeks with continual nausea with vomiting 2 twice a day
	Hyperemesis
	ketones greater than +1?

weight loss or failure to gain weight?

rapid pulse?

lower BP than normal?

ability to hold down any food?

dehydrated?

low urine output?

weakness and fatigue?

duration of symptoms?

psychological state? depression? 


	3. MD Consult

	
	Morning Sickness
	r/o hyperemesis

responsive to treatment for morning sickness? 


	2. Minor Risk

	
	Stomach Flu
	r/o above

known exposure to flu?

general malaise?

something going around?

other flu-like symptoms?
	2. Minor Risk

	
	Infection/ Food Poisoning
	r/o above

possible exposure to infection or contaminated food?
	3. MD consult


305.

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	11 weeks with painless spotting
	Miscarriage or threatened miscarriage
	severity or location of pain?

cramping?

unilateral pain?

Beta hCG quants?

rigorous sex last night?

maternal exertion?
	3. MD consult

	
	Ectopic
	unilateral pain increasing over time?

rule out miscarriage

r/o IUP miscarriage

beta hCG quants?

u/s if others do not confirm?


	4. MD primary

	
	Hemorrhoids
	Weeks gestation?

Past hx of hemorrhoids? Straining while defecating? Constipated? On feet all day? Trauma to rectum? Bleeding with wipe? Itching? Pain and/or burning? Swelling? Physical exam and observation of dilated anal veins?
	2. Minor Risk

	
	Accident/Trauma
	trauma to abdomen?

r/o miscarriage?

u/s if needed?
	3. MD consult

	
	Cervical polyps or lesions
	sterile spec exam to r/o
	3. MD consult


(Varney and NMMA Guidelines)

306.

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	lonely, nobody understands her, crying a lot
	Clinical Depression
	hx of depression?

family hx of depression?

partner/family support?

thoughts of suicide?

ambivalence towards pregnancy?
	3. MD consult or 4. MD primary depending on severity

	
	thyroid imbalance
	hx of abnormal TSH levels?

abnormal lab values from blood test?

fatigue?

weight loss?
	3. MD consult



	
	Normal highs and lows of pregnancy
	r/o clinical depression?

assess ability to cope with highs and lows?

family support?

ambivalence towards pregnancy?
	2. Minor risk


(Varney & NMMA Guidelines)

307. 

	Complaint
	Possible Conditions
	Differential Dx
	Symptoms

	At 20 weeks and has gained 10 lbs
	normal IUP pregnancy 
	fundal height growth consistent with dates?

assess weight loss during first trimester due to morning sickness?

adequate dietary intake?

PNV?
	2. Minor Risk

	
	undernutrition due to fear of weight gain
	fundal height growth consistent with dates?

assess weight loss during first trimester due to morning sickness?

adequate dietary intake?

PNV?
	2. Minor Risk


Physical Assessment (176 points total: 2 points each)

308. Causes of rapid weight changes over a few days include:

· fluid loss or gain not tissue loss

· decreased food intake

· endocrine disorders

· chronic infection

· cardiac, pulmonary or renal failure

· depression

309. Causes of weight loss include:

· fluid loss

· decreased food intake/ undernutrition

· endocrine disorders

· chronic infection

· depression

· anorexia

· dsyphagia

· vomiting

· defective nutrient absorption in GI tract

· unmet increased metabolic requirements

· loss of nutrients through feces, urine and injured skin

· parasites, TB infection

310. Causes of rapid weight loss with relatively high food intake include:

· diabetes

· hyperthyroidism

· malabsorption

· bulimia

311. SES factors contributing to weight loss include:

· poverty and inability to buy nutritious foods

· old age

· disability

· emotional or mental impairments

· lack of teeth

· ill fitting dentures

· alcoholism

· drug abuse

312. Causes of fatigue include:

· infections such as hepatitis or TB

· depression

· anxiety

· endocrine disorders

· heart failure

· chronic disease of the lungs, kidneys, or liver

· electrolyte imbalance

· anemia

· nutritional deficits

· medications

· drug withdrawl

313. Causes of weakness include:

· disorder of the nervous system or muscles

· vitamin/nutritional deficiencies

314. Recurring shaking chills suggest extreme changes in internal body temperature.

315. Causes of feelings of heat and sweating include:

· menopausal hot flashes

· fever

· pregnancy

· hormonal imbalance

316. Causes of generalized itching without obvious reason include:

· dry skin

· aging

· pregnancy

· uremia

· allergy

· jaundice

· lymphoma

· leukemia

· drugs

· lice

317. Causes of headaches include:

· dehydration

· tumor

· injury

· sinus infection

· allergy

· preeclampsia

· hypoglycemia

· hyperglycemia

318. Causes of blurring vision include:

· refractive errors in optic lens

· high blood sugar

· preeclampsia

· neurological problems

319. Sudden visual loss suggests retinal detachment, vitreous hemorrhage, or occlusion of the central retinal artery.

320. Causes of what may cause difficulty with close work or with seeing in the distance include hyperopia and myopia, either of which can manifest in pregnancy in a woman with previously normal vision due to hormonal and physical changes.

321. Moving specks or strands in the eyes are called floaters and are detached vitreous from retina.

322. Diplopia indicates muscle weakness or paralysis of one or more extraocular muscles.

323. Sensorineural loss of hearing leads to a hard time understanding speech. Noisy environments make it worse.

324. Dizziness or vertigo indicate problems in the inner ear.

325. The mechanism of a stuffy nose is the production of a discharge from the nasal mucosa in response to a viral infection, allergen, vasomotor rhinitis, medication, or excessive use of decongestants. (Bates, p. 37)

326. If stuffiness occurs only in one side it may indicate a deviated nasal septum, tumor, or a foreign body. More simply, one might sleep only on one side and get congested only on that side. (Bates, p 37)

327. Epistaxis (nose bleeding) is caused by trauma (especially nose picking), inflammation, drying and crusting of the nasal mucosa, drug use, tumors and foreign bodies. Bleeding disorders may also contribute to epistaxis. (Bates, p 37)

328. Causes of a sore tongue include:

· nutritional deficiency of the B-vitamin complex

· anticancer drugs

· aphthous ulcers

· local lesions

(Bates, p 38)

329. Chronic hoarseness can be caused by:

· allergies

· acute infection

· voice abuse

· hypothyroidism

· TB

· tumors

· smoking

(Bates, p 38)

330.  Enlarged tender lymph nodes are caused by HIV/AIDS, cancer, pharyngitis, localized infection. (Bates, p 38)

331. Enlarged thyroid gland, or a goiter may be caused by thyroid disease or dysfunction, either hyperthyroidism or hypothyroidism, as well as by tumors (Bates, p 38)

332. Breast lumps may be caused by:

· cancer

· benign tumors

· enlarged or plugged milk ducts

(Bates, p 38)

334. Causes of chest pain include:

· myocardial infarction

· angina pectoris

· dissecting aneurysm

· tracheobronchitis

· pleurisy

· pericarditis

· reflux esophagitis

· esophageal spasm

· costochondritis

· herpes zoster

· cervical arthritis

· biliary colic

· anxiety

(Bates, 38-9)

335. It is possible to determine between angina and heartburn by asking the client to point to the location of the pain. A clenched fist over the sternum suggests angina pectoris; a finger pointing to a small area “over my heart” suggests a noncardiac origin such as heartburn; a hand moving up and down from epigastrium to neck suggests heartburn.

(Bates, p 39)

336. Transient skips and flip-flops in the heartbeat suggest premature contractions; persisting irregularity, atrial fibrillation. A rapid regular beating of sudden onset and cessation suggests paroxysmal tachycardia. Sinus tachycardia starts and stops more gradually.

(Bates, p 39)

337. Some causes of episodic dyspnea include: anxiety with hyperventilation or uncomfortable awareness of breathing. (Bates, p 39-40)

338. Causes of wheezing include: partial airway obstruction or swelling of the airway due to allergy.

339. Causes of dependent edema include: peripheral cardiac dysfunction, renal disease, hypoalbumemnia, or ascites (fluid in the peritoneal cavity). (Bates, p 40)

340. Yellowish or greenish sputum in large volume suggests bronchiectasis or lung abscess. (Bates, p 41)

341. Coughing up of blood can signify cancer of the lung, pulmonary embolism, bacterial pneumonia, chronic bronchitis, tuberculosis or a lung abscess. In children it most often signifies cystic fibrosis. (Bates, p 72)

342. The inability to swallow all the way may be caused by a mechanical narrowing of the esophagus, a disorder of the esophageal muscle, or difficulty in transferring food from the mouth to the esophagus. (Bates, p 41-2)

343. Some causes of abdominal bloating include gas-producing foods (e.g. beans), deficiency in intestinal lactase and irritable bowel syndrome. (Bates, p 42)

344. Right lower quadrant pain preceded by periumbilical pain suggests acute appendicitis. 

345. Causes of anorexia, nausea and vomiting include:

· peptic ulcer or dyspepsia

· cancer of the stomach

· acute pancreatitis

· chronic pancreatitis

· cancer of the pancreas

· biliary colic

· acute cholecystitis

· acute mechanical intestinal obstruction

· acute arterial occlusion

· hypoglycemia

· hyperemesis due to pregnancy

· hypercalcemia

· liver disease

· adrenal insufficiency

· side effect of drugs

(Bates, p 74-75)

346. Some of the causes of vomiting blood include:

· duodenal or gastric ulcer

· esophageal or gastric varices

· gastritis

(Bates, p 45)

347. If a person has vomited more than 500 cc of blood, one would expect to see the symptoms of lightheadness, fainting, and syncope. (Bates, p 45)

348. Causes of black stools include melena, bleeding in the upper GI tract, ingestion of iron, bismuth salts as in Pepto-Bismol, licorice, or even commercial chocolate cookies. (Bates, p 76)

349. Causes of diarrhea include inflammatory and non-inflammatory infections, drug reactions, irritable bowel syndrome, cancer of the sigmoid colon, ulcerative colitis, Crohn’s disease, malabsorption syndromes, lactose intolerance, abuse of osmotic purgatives (laxatives), food borne illnesses. (Bates, p 78)

350. Causes of gray, greasy stools include steatorrhea (fatty stools) which are associated with malabsorption. (Bates, p 46)

351. Possible causes of jaundice in adults include: hemolytic anemia, Gilbert’s syndrome, viral hepatitis, cirrhosis, drug-induced cholestasis (OCP’s), or primary biliary cirrhosis. (Bates, p 46-7)

352. A cause of kidney pain is acute pyelonephritis. (Bates, p 48)

353. A cause of internal burning while urinating is cystitis or urethritis.

(Bates, p 49)

354. Causes of hematuria while urinating are cystitis, stones, tuberculosis, malignancy of bladder or kidneys, or acute glomerulonephritis. (Bates, p 49)

355.  Causes of incontinence include detrusor contractions that are too strong (urge incontinence), intraurethral pressure being too low (stress incontinence),  an enlarged bladder due to outlet obstruction (overflow incontinence), poor general health, or environmental factors. (Bates, p 49-50)

356. A cause of bright red menstrual flow is excessive flow during menses versus the normal dark red flow. (Bates, p 51)

357. Causes of amenorrhea include low body weight (due to malnutrition, anorexia or other causes), stress, chronic illness, and hypothalamic-pituitary-ovarian dysfunctions, as well as pregnancy and menopause. (Bates, p 51)

358. The major problems in sexual dysfunction include lack of desire, failure to become aroused, failure to attain adequate lubrication, or inability to reach orgasm much of the time despite adequate arousal. These problems can be caused by medications, stress, nutritional deficiencies, or relational problems. (Bates, p 53)

359.  A cause of penile discharge or painful urination is urethritis. (Bates, p 53)

360. Sexually transmitted diseases may be present with or without symptoms because one can be a carrier of a disease but be asymptomatic for many years and then something can provoke the disease to manifest, such as pregnancy. (Bates, p 54)

361. Vascular disorders in the extremities can be noted by severe pallor of the fingers, cyanosis and then redness in the extremities,  or aching, cramping, numbness or severe fatigue that appear with walking and disappear promptly with rest typify intermittent claudification. (Bates, p 55)

362. Pain in the joints suggests inflammation of bursae (bursitis), tendons (tendonitis) or tendon sheaths, and stretching or tearing of ligaments (sprains). (Bates, p 55)

363. Stiffness in the joints suggests degenerative joint disease, rheumatoid arthritis, fibromyalgia syndrome, and polymyalgia rheumatica. (Bates, p 56)

364. 

	Type
	Symptoms

	Rheumatoid Arthritis
	frequent swelling of synovial tissue in joints or tendon sheaths

tender joints, often warm but seldom red

prominent stiffness, often for an hour or more in the mornings or periods of inactivity

limited range of motion

weakness, fatigue, weight loss and low fever

	Osteoarthritis
	degeneration and progressive loss of cartilage within the joints

slowly progressive with periods of temporary exacerbations with overuse

small effusions in the joints may be present

frequent but brief stiffness in the morning and after inactivity

general symptoms usually absent

	Gouty Arthritis
	inflammatory reaction to microcrystals of sodium urate

occurs in base of big toe, the instep, ankles, knees and elbows

onset often at night, after injury, surgery, fasting or excessive food or alcohol intake

occasional isolated attacks lasting days up to two weeks

swelling within and around involved joint

exquisitely tender, hot and red

fever may be present


(Bates, p 86-7)

365. In young people, temporary loss of consciousness indicates vasodepressor syncope, hyperventilation, and tonic-clonic seizures. Voices heard while passing out and coming to indicate one of the first two. Cardiac syncope resulting in temporary in temporary loss of consciousness is common in older patients. (Bates, p 58)

366. Some causes of partial seizures include a structural lesion in the cerebral cortex, such as a scar, tumor or infarction. Generalized seizures can be caused by a widespread, bilateral cortical disturbance that may hereditary or acquired. Other causes include withdrawal from alcohol or sedative drugs, uremia, hypoglycemia, hyperglycemia, hyponatremia, epilepsy, water intoxication or bacterial meningitis. (Bates, p 92-3)

367. Weakness in the extremities can be caused by polyneuropathy, myasthenia gravis and related syndromes. (Bates, p 59)

368. Some causes of paralysis include lesions involving the peripheral nerves, sensory roots, spinal cord and higher centers. (Bates, p 59)

369. Congenital bleeding disorders are more common in males because they are sex-linked and passed on the X-chromosome. This results in more common manifestation in males because they are recessive traits and, in males, have no normal gene corresponding to counteract the disorder. (The Y chromosome carries genes for sex characteristics only, while the X carries the genes for other traits as well). (Bates, p 60)

370. Causes of petechiae include platelet disorders and malnutrition. (Bates, p 60)

371. Symptoms of diabetes mellitus include: polyuria, polyphagia (excessive food intake), poor wound healing, weakness, fatigue, weight loss and blurred vision. (Bates, p 60)

372. Endocrine diseases include: diabetes Types I and II, Addison’s disease, and Cushing’ syndrome. (Bates, p 60-1)

373. A general survey of the body includes:

· Observing the patient’s general state of health, height, build and sexual development. Weigh the patient.

· Note posture, motor activity and gait.

· Note dress, grooming and personal hygiene

· Note any odors of body or breath.

· Watch the person’s facial expressions and note manner, affect and reactions to the persons and things in the environment

· Listen to the patient’s manner of speaking and note state of awareness or level of consciousness

(Bates, p 118)

374.-395. 

	Body Part
	Examination

	skin
	· observe the skins of the hands and face as well as the rest of the body as you continue your exam

· identify any lesions, noting location, distribution, arrangement, type

· inspect and palpate hair and nails

	head
	examine the skull, scalp and face

	eyes
	· check visual acuity and screen the visual fields

· note position and alignment of the eyes

· observe the eyelids and  inspect the sclera and conjunctiva of each eye

· with oblique lighting, inspect cornea, iris, and lens

· compare the pupils and test their reactions to light

· assess extraocular movements

· with an opthalmoscope, inspect the ocular fundi

	ears
	· inspect the auricles, canals and drums

· check auditory acuity ( if acuity is diminished, check lateralization via Weber test and compare air and bone conduction via the Rinne test

	nose & sinuses
	· examine the external nose

· with the aid of a light and speculum inspect the nasal mucosa, septum and turbinates

· palpate for tenderness of the frontal and maxillary sinuses

	neck
	· inspect and palpate the cervical lymph nodes

· note any masses or unusual pulsations in the neck

· feel for any deviation of the trachea

· observe the sound and effort of patient’s breathing

· inspect and palpate the thyroid gland

	mouth and pharynx
	· inspect the lips, oral mucosa, gums, teeth, tongue, palate, tonsils and pharynx

	back
	· inspect and palpate the spines and muscles of the back

· check for CVAT

	posterior thorax and lungs
	· inspect, palpate and percuss the chest

· identify the level of the diaphragmatic dullness on each side

· listen to the breath sounds and identify any adventitious sounds

· if indicated, listen to the transmitted voice sounds

	breasts, axillae and epitrochlear nodes
	· in a woman, inspect the breast with her arms relaxed, then elevated, and then with her hands presses on her hips

· in either sex, inspect the axillae and feel the axillary nodes

· feel for the epitrochlear nodes

	anterior thorax and lungs
	· inspect, palpate and percuss the chest

· listen to the breath sounds and identify any adventitious sounds

· if indicated, listen to the transmitted voice sounds

	cardiovascular systems
	· inspect and palpate the carotid pulsations

· listen for carotid bruits

· observe the jugular venous pulsations

· measure the jugular venous pressure in relation to the sternal angle

· inspect and palpate the precordium

· note the location, diameter, amplitude and duration of the apical impulse

· listen at the apex and the lower sternal border with the bell of a stethoscope

· listen at auscultatory area with the diaphragm

· listen for the physiologic splitting of the second heart sound and for any abnormal heart sounds or murmurs

	abdomen
	· inspect, auscultate and percuss the abdomen

· palpate lightly and then deeply

· assess the liver and spleen by percussion and then palpation

· try to feel the kidneys

· palpate the aorta and its pulsations

	inguinal area
	· palpate the superficial inguinal nodes, and the femoral pulse

	rectal exam on a man
	· inspect the sacrococcygeal and perianal areas

· palpate the anal canal, rectum,  and prostate

	legs (Bates p 434-438)
	· examine the legs, assessing size, symmetry and any swelling

· note venous pattern and enlargement

· note any pigmentation, rashes, scars or ulcers

· note the color and texture of the skin, color of the nail beds, and distribution of hair on lower legs, feet and toes

· note edema and check for pitting

	musculoskeletal system
	· note any deformities or enlarged joints

· if indicated, palpate the joints and check their range of motion

	peripheral vascular system
	· note any swelling, discoloration or ulcers

· palpate for pitting edema

· palpate the femoral pulse, popliteal pulse, dorsalis pedis, poster tibial pulses

	male genitalia
	· examine the penis and scrotal contents

· check for hernias

	neurologic system screening
	· observe the muscle bulk, position of the limbs and any abnormal movements

	neurological exam 
	· see below

	mental status
	· assess the patient’s mood, thought processes, thought content, abnormal perceptions, insights and judgment, memory and attention span, information and vocabulary, calculating abilities, abstract thinking, and constructional ability

	female genitalia and the rectum 
	· examine the external genitalia, vagina and cervix

· obtain Pap smear

· palpate the uterus and the adnexa

· do a rectovaginal and rectal exam if indicated


(Bates, p 118-121)

Provision of Care (192 points total: two points each)
396.  The purposes of a comprehensive health history are:

· to give structure to your data collection

· to establish who the patient is and helps you understand the patients possible motivations in coming to the visit

· to understand fully the chronological account of how each symptom developed and what events were related to them

· to explore prior illnesses, injuries and medical interventions and how they relate to current problem

· to assess contributatory factors in the patient’s illness and to evaluate patient’s sources of support

· to identify problems that the patient has not mentioned

· to identify cause of problem via differential diagnosis

Components of History

· date

· identifying data

· source of referral 

· reliability

· chief complaints in patient’s own words

· present illness: onset of problem, its manifestations, any treatments. Symptoms should be described as 1. location 2. quality 3. quantity or severity 4. timing (onset, duration, frequency 5. setting in which they occur 6. factors that aggravate or relieve them 7. associated manifestations. Also note significant negative to help with differential diagnosis

· past history: general state of health by patient’s perception; childhood illnesses; adult illnesses; psychiatric illnesses; accidents and injuries; operations; hospitalizations

· current health status: current meds; allergies; tobacco use; alcohol, drug use; diet; screening test utilization; immunizations; sleep patterns; exercise and leisure activities; environmental hazards; use of safety measures

· family history: age and health, or age and cause of death of each immediate family member; occurrence of significant diseases

· psychosocial history: home situation and significant others; daily life; important experiences; religious beliefs; patient’s outlook on present and future

· review of systems

(Bates, p 4-7)

397. It is important to allow patients to tell their stories spontaneously because if you interrupt with specific questions or intervene verbally you might cause the very information you need to hear to be left out. Many illnesses have complex physiological and psychological causes and one needs to allow the patient’s story to unfold as he/she sees it, while still being an active listener and asking guiding questions.  

· Reflection is the ability to repeat the patient’s words that encourages the person to give you more details without biasing the story or interrupting the patient’s train of thought. 

· Clarification is used when the patient’s words are ambiguous or the associations are unclear.

· Empathic responses are a way of responding to a patient’s disclosures that show understanding and acceptance and make then feel more secure and encouraged to continue. They can be verbal or nonverbal.

· Confrontation points out to patients something about their own words or behaviors, which may  create a space to bring feelings out in the open.

· Interpretation is making an inference, rather than just an observation, about the patient’s behavior or words. Using this technique, you take the risk of making the wrong inference and impeding further communication, but used wisely can both demonstrate empathy and increase understanding.

· Asking about feelings is useful when you sense important, but unexpressed feelings from the patient’s words, face, voice or behavior. Often patients do not know  that care providers want to hear about feelings and therefore don’t express them.

(Bates, p 13-14)

398. Examples of questioning from the general to specific:

· What does your pain feel like? Where is it located? When did it start? Does it hurt all the time or come and go? Does it hurt more with certain actions or movements? It is increasing? 

· How did you know your water broke? Describe it (was it a gush, a trickle, etc.?) How much was there? What color was it? What did it smell like? Have you continued to feel more water leak since it broke?

399. 

	Leading Question
	Appropriate Rephrasing

	Does the pain hurt more when you cough or sneeze?
	What actions cause the pain to increase?

	Was your water pee green or yellow?
	What color was your water when it broke?

	Did you drink 3 liters of water yesterday?
	How much water did you drink yesterday?


400.

	Medical Terminology
	Lay-language

	1. fundus
	· top of your uterus

	2. perineum
	· the area between your vagina and rectum

	3. areola
	· the brown part of your breast around your nipple

	4. amniotic sac
	· bag of waters

	5. os
	· opening in your cervix

	6. primagravida
	· first-time mom

	7. tachyapnea
	· rapid-breathing

	8. mastitis
	· breast infection

	9. lochia
	· vaginal postpartum bleeding

	10. edema
	· swelling


401. 

	Topic
	Questions

	Father of the Baby
	Do you know who the father of the baby is? Are you involved with the father of the baby? Is the father of the baby supportive of this pregnancy? What other supportive people do you have in your life?

	Drug Use
	Have you ever used drugs recreationally? Have you ever felt like you could not stop using ____ if you wanted to stop? Have you ever felt guilty about your drug use? Have you ever felt annoyed by criticism of your drug use by others? Have you ever felt the need to cut down on drug use?

	Sexual Activity
	Have you ever been sexually active? Are you currently sexually active? Have your partners been men, women, or both? How many partners have you been sexually active with? How many currently? How do you protect yourself during sex?  


402. When transitioning between parts of the history taking, it helps to orient the patient with transitional phrases such as “Now I’d like to ask you about your past health, before we move on, is there anything we didn’t cover about your current problem?”.

403. Seven-steps in Management process:

· Investigate by obtaining all necessary data for complete evaluation of the patient

· Make an accurate identification of problems or diagnosis, based on correct interpretation of the data

· Anticipate other potential problems or diagnoses that might be expected because of the identified problems or diagnosis

· Evaluate the need for immediate midwife or physician intervention, or for consultation or for collaborative management with other health care team members as dictated by the patient’s condition

· Develop a comprehensive plan of care that is supported by explanations of valid rationale underlying the decisions made based on the preceding steps

· Direct of implement plan of care efficiently and safely

· Evaluate the effectiveness of the care given, recycling appropriately through the management process for any aspect of care that has been ineffective

(Varney, p 24-25)

404.  The midwife’s role in differential diagnosis consists of assessing the patient’s condition and identifying risk factors to determine if the client is essentially “normal” and suitable for midwifery care with or without consultation with an MD, or if primary care needs to be transferred to a physician. (Varney, p 28)

405. Steps involved in making differential diagnosis include:

· Recognition of a sign or symptom, either indicative or abnormality or needing further evaluation

· List all possible conditions, diseases or complications of which the sign or symptoms could be indicative or

· Go through the list methodically, obtaining additional pertinent data, that will either confirm or rule out each condition, disease or complication on the list

· All findings are documented, and MD consultation is initiated as necessary for proper collaborative management of the condition

(Varney, p 28)

406. The following should be included in the history of an abnormality:

· Is the woman aware of the abnormality?

· What brought the abnormality to our attention?

· Are any related symptoms present?

· How long has the abnormality been present and what has been its course since discovery?

· Has the woman ever been treated and seen for the abnormality? If yes, by whom? when? what was the diagnosis as the woman understands it? what was the treatment? how effective was the treatment? is she continuing to receive care for this abnormality?

(Varney, p 28-29)

407. Principles of history taking are:

1. Introduce yourself and say what you are going to do it and why.

2. Observe all rules for interviewing: 

· open ended questions

· ask one questions at a time

· avoid putting answers in the woman’s mouth

· clarify what the woman’s behavior means to her

· use a level of terminology that the woman understands

3. Be tactful and respectful of the woman’s right to privacy about her person and personal life at all times

4. Listen to the woman with interest and concern and be responsive about the woman is saying

5. Be responsive to requests for clarification of information

6. Be precise, thorough and accurate in obtaining all essential information

7. Screen out and do not record any irrelevant material

8. Allow the woman time to answer, don’t interrupt unless she rambles or gives unclear information

9. Listen to the woman carefully

10.  Follow up on unclear responses, pertinent information, or pertinent information not related to current question

11.  Be sure you understand what the woman is saying

12.  Do not express negative judgments through facial expressions, body language, or tonal inflection

13.  Provide as much privacy from being overhead as possible

14.  Speak in well-modulated, soothing, calming toning

15.  Don’t always be reading from the history form, charting responses, etc.

16.  Don’t ask a question unless you can explain to the woman your rationale for asking it (e.g. sexual history, abuse history, etc.)

(Varney, p 29)

408. Chief complaint: the reason the woman is seeing you that visit as stated in her own words. (Varney, p 30)

409. Past medical history should include: 

1. Childhood diseases/immunizations (measles, mumps, chickenpox)

2. Recent lab screening tests for infectious diseases (hepatitis, measles, tuberculosis, HIV) with date and result

3. Major illnesses (pneumonia, hepatitis, polio, etc)

4. Hospitalizations: date, reason

5. Surgery: date, reason

6. Accidents (fractures, injuries, unconsciousness)

7. Blood transfusions: date, reason, reaction

8. Allergies (food, hay fever, environmental, dust, animals), asthma

9. Drug Allergies

10. Alcohol abuse/ alcoholism: treatment

11. Drug abuse/addiction: substance(s), treatment

12. Habits: a. smoking (amount) b. alcohol (amount) c. caffeine d. recreational drugs (substance, amount) e. safety (seatbelts, helmets)

13. Sleep Patterns

14. Diet

15. Leisure Activities/Exercise

16. Occupational Hazards: position, strain, ventilation, exposure to toxics

17. Environmental Hazards: air, water, sewage, lack of screens, open fireplaces

18. Childhood physical or sexual abuse

19. Domestic Violence/battering/rape/isolation: historical, current, safety

20. Genetic screening tests (e.g. sickle cell, Tay Sachs) if applicable

21. Specific diseases

· diabetes

· heart diseases

· tuberculosis

· asthma

· liver/hepatitis

· kidney/UTI

· varicosities/thrombophlebitis

· glandular/endocrine

· cancer

· hypertension

· AIDS

· mental illness

· epilepsy

· blood dyscrasias, e.g. anemia (type)

22. Medications

· prescription

· nonprescription

(Varney, p 30-31)

410.  Elements of a Family History include:

1. Mother, father and siblings

· age

· status, i.e. living and well? if dead, what was the cause?

2. Cancer

3. Heart disease

4. Hypertension

5. Diabetes

6. Kidney disease

7. Mental illness

8. Congenital abnormalities

9. Multiple pregnancies

10. Tuberculosis

11. Epilepsy

12. Blood dyscrasias, e.g. anemia (type)

13. Allergies

14. Genetic Disorders

(Varney, p 31)

411.  Elements of a menstrual history include:

· Age at menarche

·  Frequency; range if irregular

· Duration

·  Amount of flow

· Characteristics of flow, e.g. clots

· Last menstrual periods (LMP): duration and amount normal?

· Dysmenorrhea

· Dysfunctional uterine bleeding, i.e. intermenstrual spotting or bleeding, menorrhagia, metrorrhagia

· Sanitary product use

· Toxic shock syndrome

· PMS

· Perimenopausal symptoms

412. Elements of an obstetrical history include:

1. Gravida/para 

Rh and ABO blood type

Each pregnancy


date of termination


weeks gestation


where delivered 


length of labor


type of delivery


RhoGAM received


any obstetric, medical or social problems

1. during pregnancy, e.g. preeclampsia, UTI, domestic violence

2. during labor and delivery, e.g. malpresentation, malposition, preeclampsia, eclampsia, pitocin induction, uterine infection, depression, domestic violence

3. postpartum  periods, e.g. UTI, hemorrhage, uterine infection, depression, domestic violence

weight of baby at birth

sex of baby

congenital abnormalities or neonatal complication (jaundice, respiratory status)

status of infant at birth, i.e. live or dead

present status of infant, i.e. living and well, problems, cause of death

(Varney, p 31)

413. Elements of an obstetrical history include:

1. Infertility

2. DES exposure

3. Vaginal infections (BV, monilia)

4. STDs: chalmydia, syphillis, gonorrhea, herpes, trich, condyloma acuminata

5. Chronic cervicitis

6. Endometriosis

7. PID

8. Cysts (ovarian, Bartholin’s)

9. Endometritis

10. Myomas

11. Pelvic relaxations (cystoceles, rectocele)

12. Polyps

13. Breast masses

14. Abnormal Pap smears

15. Biopsies

16. Gyn cancer

17. GYN surgery

18. Rape

(Varney, p 31-2)

414. Elements of a Sexual Health history include:

1. Type of relationship (hetero, bi, homosexual)

2. Monogamous relationship or # of partners

3. Partner monogamous or number and type of partners

4. Sexual frequency, satisfaction

5. Satisfaction with sexual relationship

6. Problems: insufficient foreplay, insufficient lubrication, lack of personal consideration, pain, vaginismus, fear of being pregnant, fear of hurting fetus (if pregnant), problems with partner (impotence, premature ejaculation), postcoital bleeding, sexual violence

(Varney, p 32) 

415. Elements of a Contraceptive History include:

1. Present type

· type

· satisfaction

· side effects

· consistency of use

· length of time using this method

2. Previous methods

· types

· duration of use for each

· side effects of each

· reasons for discontinuing each

(Varney, p 32)

416. Elements of a Douching history

· Frequency

· Method

· Solutions used

· Reason for douching

· Length of time woman has been douching

· Last time douched

(Varney, p 32)

417. The following areas should be included in a Review of Systems during history-taking:

· General Current Health Status

· Skin and Hair

· Head

· Eyes

· Ears

· Nose 

· Mouth and Throat

· Neck

· Cardiorespiratory system

· Breasts

· Abdomen (GI system)

· Genitourinary system

· Muscular-Skeletal-Vascular systems

· Central Nervous system

· Lymphatic

· Hematopoietic systems

(Varney, p 33-38)

418.  A subjective review of systems reveals the client’s experience and description of health condition. An objective review can either validate or invalidate the subjection review via observation, physical exam, lab result, or other procedures.

419.-421.  A presumptive sign of pregnancy is a physiological maternal change, which a woman experience which indicates that in most cases she is pregnant by its presence. Probable signs of pregnancy are maternal physiological changes and anatomical changes other than presumptive signs that are detected upon examination and document by the practitioner. Positive signs are those directly attributable to the fetus and detected and documented by the practitioner. (Varney, p 229)

	Positive Signs
	Presumptive Signs 
	Probable Signs

	fetal heart tones heard and counted
	breast enlargement
	abdominal enlargement

	feeling fetal movement upon palpation
	enlargement and darkening of nipples & areola
	changes in the shape, size and consistency of the uterus

	ultrasound or x-ray
	hypertrophied Montgomery’s tubercles
	changes in the cervix

	
	presence of colostrum
	intermittent uterine contractions

	
	tense and tingling breast sensation
	ballotment of fetus

	
	nodular breasts
	outlining the fetus

	
	delicate tracing of veins in the breast
	positive hormonal tests for pregnancy

	
	linea nigra
	softening of the cervix to consistency of lips rather than nose (Goodell’s sign)

	
	striae on the abdomen
	softening and compressibility of the uterine isthmus resulting in uterine anteflexion (Hegar’s sign)

	
	nausea & vomiting, fatigue
	

	
	mother’s sense of pregnancy
	

	
	ammenorrhea
	

	
	color changes to bluish or purplish in mucus membranes in the vagina (Chadwick’s sign)
	

	
	increased pigmentation
	

	
	quickening
	

	
	increased urinary frequency
	


(Frye, p 360; Varney, p 232-235)

422. Skin pigmentation changes during pregnancy:

· darkening of areola and nipple

· linea nigra

· bluish, purplish change in the vaginal mucosa and cervix

· chloasma (pregnancy mask like a butterfly)

(Varney, p 233)

423. Fetal movement can be felt by the mother at approximately 18-20 weeks in a primagravida. Multips may feel it earlier. (Varney, p 234)

424. hCG levels are abnormally low in ectopic pregnancies and threatened abortions, which can cause false negative pregnancy tests. hCG levels are abnormally high in women with molar pregnancies, multiple pregnancies, or choriocarcinoma. Quantitative beta-hCG values are also useful in a dating a pregnancy up to the 10th week and can indicated viability of the pregnancy. (Varney, p 231)

425.  Abortion: term used for any fetus born before 28 weeks or less than 1000 g according to Varney p. 254.

426.  An abortion is called a fetal demise after 20 weeks. 

427. The initial exam should include: 

History


Gravida/Par


LMP


EDD


Present Pregnancy History

Physical Examination 


Review of Systems


Breast Exam

Pelvic Exam

Laboratory Tests

(Varney, p 259)

428. Causes of bleeding in the first trimester include:

· implantation bleeding which occurs about 3 weeks after LMP, or 6-8 days after conception

· threatened abortion

· subchorionic hemorrhage

· friable cervix especially after vigorous intercourse

429. By Naegle’s rule, the EDD is calculated by adding 7 days to the first day of the LMP and then subtracting 3 months. (Varney, p 255)

430. Symptoms of Pregnancy

	Symptom
	Cause

	Urinary Frequency
	in the first trimester, increased weight of the uterus and Hegar’s sign causing increased anteflexion of the uterus which exerts pressure on the urinary bladder

in the third trimester after lightening has occurred and more pressure is on the urethra and the urinary bladder

	Constipation
	due to decreased peristalsis caused by relaxation of the smooth muscle in the large bowel due to increased progesterone

also, due to displacement and compression of the intestines as the uterus enlarges

	Dependent Edema
	due to impaired venous circulation and increased venous pressure in the lower extremities caused by the pressure of the enlarging uterus on the pelvic veins

	Increased Flatulence
	due to decreased GI motility

	Supine Hypotensive Syndrome
	due to inhibition of venous return caused by inferior vena cava compression. This reduces the amount of blood filling the heart and lowers cardiac output. It is actually arterial hypotension.


(Varney, p 270-275) study the others

431. When a mother describes a problem, the caregiver should elicit additional information regarding onset, duration, location, severity, patterns of manifestation and associated symptoms in order to gain a complete picture of the situation. A differential diagnosis should be conducted and appropriate lab tests or other screening procedures should be completed. The patient should be instructed to call or return to clinic if the problems worsen as follow-up. 

432. The importance of knowing all the types of drugs a mother take is important due to its probable impact on the fetus or on the mother’s ability to adjust to the changes of pregnancy appropriately, or to carry the pregnancy to term. Drugs are categorized according to their safety during pregnancy. It is also important to know if a mother has addiction issue and whether or not she is eligible for midwifery care. 

433.  X-rays, especially in the formative weeks of development in the first trimester are detrimental to the health and development of the fetus. It is important to know this so you know if the fetus is at risk.

434. It is important to know if the mother has had any accidents because it could give insights into pains or bleeding the mother is experiencing, bruising, or decreased fetal movement, as well as the possibility of Rh sensitization in the Rh- mother.

435. It is important to know how each individual mother experiences pregnancy as impacting her life, her body image and her feelings about the baby. This will direct your language about her body, how to talk about weight gain, how to talk about the baby etc. It will also prevent you from making assumptions about how the woman feels and give appropriate care, and guide how you give advice and counseling and support.

436. It is important to know if a client has adequate food, shelter  and transportation so that you can link her to appropriate resources, take those factors into consideration when doing counseling on nutrition and supplements, and have patience with a persistently late or no-show client, as well as consider her risk factors for a home or birth-center birth.

437.  Cat feces and raw meat can house toxoplasmosis, a protozoal infection that can cause congenital abnormalities in the fetus, which could result in death if the mother is exposed during pregnancy.

438. Dietary restriction can lead to nutritional deficiencies that compromise fetal and maternal health if the care providers do not give appropriate nutritional counseling.

439. The care provider needs to know if there are any religious or other belief systems in place for a client that would limit options for treatments and products so that it can be discussed and that alternative courses of action can be planned and prepared for. This can also give the provider the opportunity to discuss the belief with the client and the risks and benefits of limiting one’s options.

440. It is important to create an environment in which the client can fully disclose all her concerns so that they can be discussed and dealt with in a timely manner, rather than arise in a crisis situation.

441. It is important to know the explanation for any abdominal scars because one must know if and what type of C-section was done to determine eligibility for VBAC, if the appendix or gallbladder was removed to aid in differential diagnosis for abdominal pain, or to find out about any other preexisting health conditions.

442.  Abdominal exam that will help you diagnose pregnancy include: size of uterus, palpation of fetus, listening to fetal heart tones, and linea nigra.

443. Parts of the abdominal exam that will help you evaluate fetal growth include: fundal height, estimated fetal weight, and abdominal girth.

444. Parts of the abdominal exam that help to evaluate fetal well-being include: fundal height, palpation for oligo or polyhydramnios, assessment of fetal movement and fetal heart tone patterns and rate.

445. To determine fundal height:

1.  Place a centimeter tape measure at the top margin of the pubic bone at 0 cm. Using Leopold’s find the fundus and measure the distance between the two points. 

2. Use the umbilicus as a reference point and measure in fingerbreadths above or below the umbilicus in relation to the fundus.

446. It is important to estimate fetal weight when there a client is measuring small or large for dates, there are indications of IUGR, poly or oligohydraminos, or gestational diabetes, when there concerns about CPD or the mother thinks her baby isn’t growing, or when you have an EDD based on unsure dates and a client is in preterm labor. 

447. Structures evaluated during pelvimetry:

· diagonal conjugate

· biishcial diameter

· ischial spines

· coccyx

· bituberous diameter

· pubic arch

· vaginal walls

· sacrum

448. The areas of teaching that should be covered at each prenatal visit include:

1. Information given in response to specific questions, problems or experiences of the woman.

2. Information that is essential for a woman to have regarding her own or her baby’s health and safety.

3. Anticipatory guidance that will facilitate a woman’s effort to deal realistically with pregnancy and with issues or aspects of childbirth which she is likely to encounter.

4. Add information regarding childbirth, institutional policies, etc that may be helpful but not directly related to immediate needs of the woman.

449. The evaluations that should be made at every  prenatal visit include:

	Evaluation
	Rationale

	Gestational Age
	Pregnancy can be evaluated within an appropriate framework

	Fetal Heart Tones
	To evaluate fetal well-being

	Position
	To evaluate fetal location and appropriateness for gestational age

	Fundal Height
	To evaluate fetal growth

	Gross Fetal Movements
	To evaluate fetal well being

	Urine dipstick for glucose, protein, ketones
	To evaluate maternal food intake and r/o complications such as diabetes, hyperemesis, and preeclampsia or HELLP

	BP
	To evaluate maternal wellbeing and r/o PIH, preeclampsia, etc

	Edema
	To r/o preeclampsia


450-451. The steps of prenatal management are:

· Diagnosis of the pregnancy

· Evaluation of the wellbeing of the woman

· Evaluation of the wellbeing of the fetus

· Relief measures for common discomforts of pregnancy

· Anticipatory guidance and instruction

· Screening for maternal and fetal complications

(Varney)

The midwife needs to be able to make a differential diagnosis, distinguish normal from abnormal, and be familiar with the signs and symptoms of common pregnancy complications and set up physician consultation  at the earliest sign of a problem. (Varney, p 327)

The elements that should be included in a comprehensive care plan:

Seven steps of Management (see #132) are the beginning steps of a comprehensive care plan, which must also include:

· Obtaining any missing or necessary pieces of information for the database.

· Giving anticipatory guidance.

· Patient teaching.

· Counseling.

· Referrals for social, economic, religious, family, cultural and psychological problems.

· Formulation of a plan.

· Discussion with client about plan.

· Confirmation of agreement.

452. The usual schedule for prenatal visits:

· Every 4 weeks until 28 weeks.

· Every 2 weeks until 36 weeks.

· Every week until the baby is born.

453. Management of a mother with genital herpes:

· Take history and culture.

· Give emotional support.

· Educate about situations that increase likelihood of recurrence.

· Discuss possibility of C-section for delivery.

· Educate client about signs and symptoms and how to report them.

· Discuss protocol about condition required in order to have a vaginal birth with history of genital warts, i.e. the woman must have 2 negative cultures one week apart prior to onset of labor and lesion-free.

· Women with PROM should be evaluated immediately: rupture of membranes greater than 4-6 increases the contraction of herpes.

· Women with positive culture or a lesion within two weeks of onset of labor should have a c-section

· If a vaginal birth, there should be no internal fetal monitoring

· Midwife and doctor should agree upon protocol.

454. Management of questionable dates:

Determine LMP. If LMP is not definitive, check size of uterus via bimanual exam and/or fundal height, to see if it corresponds to suspected LMP, b-hCG quants to see if they are in range of suspected date (if early enough), discuss likely date(s) of conception to see if they are in alignment with suspected LMP, as well as first ability to ausculate fetal heart tones. If none of these methods resulted in adequate confirmation of dates, an ultrasound should be ordered.

455. The rubella susceptible client should be made aware of the signs and symptoms of rubella ( low-grade fever, drowsiness, sore throat, a pale or bright red rash on the first or second day, spreading from the face to the entire body and fading rapidly), fatigue and malaise, muscle pain, and swollen lymph nodes. She should be advised to stay away from groups of small children, and to stay aware of signs and symptoms and that she knows the vaccine is contraindicated in pregnancy. She should be offered the vaccination immediately postpartum. The clinician should be sensitized to take any rubella-like symptoms in the susceptible woman very seriously.

(Varney, p 340)

456. The Pregnant Patient’s Bill of Rights provides for full informed consent and full disclosure about any drugs, procedures, decisions, and alternative treatments or preparations for pregnancy as they relate to the health and well-being of herself, her baby and her ability to have a normal and healthy birth and lactation.

She also has the right to refuse any treatment she does not want, to know the qualifications of her birth attendants, to be accompanied during labor by the companion of her choice, to choose her position for labor, to have her baby with her at all times unless there is a medical emergency, to be informed of her and the baby’s condition, to have access to her medical records. (Varney, p 250-251)

457. Five things that are used to evaluate fetal status are:

· Gross Fetal Movements

· Fetal Heart Tones

· Fundal Height 

· Amniotic Fluid Volume

· Fetal Position by Palpation

458. Fetal movements are used to determine fetal well-being through assessment of appropriate amount of movement over a duration of time. This can be used simply via maternal fetal movement counts, or by electronic fetal monitor via a non-stress test, or by ultrasound via a biophysical profile. If the movements are not sufficient in the specified time, follow-up tests and assessment should be conducted. 

459. Morning sickness can be caused by low-blood sugar, which is caused by increased caloric requirements in early pregnancy to build the placenta and early embryonic development. This lasts until about the 12-14 weeks, at which point the mother usually notes a dramatic change in her condition, energy and nausea. Morning sickness can be relieved by eating small amounts of food and drink consistently throughout the day and night, including eating a few crackers before even sitting up in bed. 

460. Leukorrhea: an abnormal, white, or yellowish discharge from the vagina, containing mucus and pus cells (Melloni’s, p 245)

461. 

	Urinary Frequency
	· in the first trimester, increased weight of the uterus and Hegar’s sign (softening of the uterine isthmus) causing increased anteflexion of the uterus which exerts pressure on the urinary bladder

· in the third trimester after lightening has occurred and more pressure is on the urethra and the urinary bladder


Note: there is no 191-199 in the 12/00 set of Learning Objectives.

462. Heartburn is caused by the relaxation effect of progesterone on both smooth muscles and sphincters in the body. During pregnancy, progesterone levels increase and the resulting relaxation causes decreased peristalsis in the GI tract as well as increased espophageal reflux. Increased pressure from the uterus as it grows displaced the stomach and intestines, which can push gastric contents upwards.

Remedies:

· Avoid cold foods with meals because these inhibit gastric juices

· Avoid spicy food

· Eat small meals more frequently

· Do not drink in large quantities before or after meals

· Slippery elm bark and Marshmallow are two herbs that can be used

· Papaya enzymes can be taken to aid in digestion

· Peppermint tea can also help with digestion

· Eating basic foods (as in not acidic) such as plain baked potatoes or a tablespoon of cream or milk to help coat the stomach

· Thoroughly chewed raw almonds, cashews or filberts

· Tablets of comfrey with pepsin

· Walking (not lying down) after meals to get digestion going

· Drinking milk before, during and after meals

· Commercial antacids (TUMS, etc) only as a last resort and in moderation

(Frye, p 964-5; Varney, P 268)

463. Constipation is also caused by the decreased peristalsis (this is positive in that it allows more time for digestion of nutrients in the bowel) due to the relaxing effects of progesterone, as well as compression of the bowel due to uterine pressure, and to increased iron (particularly in the form of ferrous sulfate) intake during pregnancy.
It can be helped by:

· sufficient water intake

· switch iron sources to more natural forms in supplement or use herbal or nutritional sources

· Eat plenty of vegetable and other foods to increase fiber in diet

· Get moderate exercise every day

· Drink prune juice or black cherry juice

· Eat unrefined CHO foods

· Drink a hot liquid immediately followed by a cold liquid- this stimulates the peristaltic movement of the bowel

· Tune into when the bowels move and set aside a regular time to have a movement; the feet and legs should be elevated on a small stool in order to help the rectal muscles relax. When the urge to defecate occurs, don’t put it off

· Flax meal or ground flax seeds

· Glycerin suppositories (if there is acute discomfort): only for acute episodes as oil-based laxatives can interfere with absorption of Vit A, D, K

· For chronic constipation, yellow dock root can be used to stimulate the liver which is overloaded with more work to remove the accumulated toxins from chronic constipation

(Varney, p 268; Frye, p 961-2)

464. Women are more likely to get hemorrhoids during pregnancy due to increased (and increasing) pressure on rectum due to growing uterus. Increased constipation and the related straining also increase hemorrhoids during pregnancy. Progesterone also relaxes venous valves and allows them to protrude from the rectum, and decreased circulation due to compression of the uterus also is a factor. 

Some suggestions for hemorrhoids focus on symptom relief, others focus on helping the causative factors:

· Avoidance of constipation (see above)

· Avoidance of straining while defecating

· Use of sitz baths

· Witch hazel compresses

· Ice packs

· Do kegels

· Comfrey compresses or salve

· Reinsertion of hemorrhoid will help minimize strangulation and prevent thrombosis congestion

· Bedrest with feet and hips elevated

· Vitamin E capsules in the anal canal at night to help heal the tissues

· Commercial preparation as a last resort (Prep H not recommended by Frye as it contains mercury)

· Yellow dock root tincture (2/3 dropperful 3 x day orally), this supports the liver which is related to hemorrhoids

· Use a stool at the base of the toilet to place feet in better position for muscles alignment and less rectal strain

· Avoid long periods of sitting

· Vitamin C to soften stool and improve tissue integrity

(Varney, p 269; Frye, p 1059-60)

465. Leg cramps can be relieved by:

· adequate sodium, calcium, magnesium and potassium

· adequate salt intake

· avoid carbonated beverages as they interfere with calcium balance in the body

· avoiding excess calcium intake

· the uterus can exert pressure on the pelvic veins which causes decreased circulation to the legs- regular exercise and movement can help with this

· regularly eating foods such as: bananas, grapefruit, oranges, cottage cheese, yogurt, salmon, sardine, dark greens, seaweeds, soybeans, almonds, and sesame seeds

· while sleeping or sitting, elevate the legs higher than the heart

· do not stand in one place for too long, shift weight from one leg to another

· do not point toes outward, but upward to relieve cramps

· walk a mile a day to help leg circulation

· when experiencing a cramp, apply a hot-water bottle or heating pad to the area and apply manual pressure until it subside

(Varney, p 269; Frye, 955)

466. Causes of round ligament pain include the stretching and pulling of these ligaments due to the growth and increased weight of the uterus. Also, later in pregnancy, toning contractions can cause cramping of the round ligaments more often and more severely. To differentiate this pain from GI disturbances is that the pain sensation will extend into the groin area as well as the side.

Relief measures:

· bending toward pain to ease stretching on ligament, breath deeply during the spasm and lie down on side if possible until pain has passed

· pelvic tilts

· warm baths

· apply heating pad to the area (only if you know it is not appendicitis)

· St. John’s Wort tincture (5 to 20 drops per dose, taken with symptoms)

· supporting uterus with a pillow under it and a pillow between your knees when lying on your side

· using a belly binder

· massage the area with castor oil or a castor oil pack for 30 minutes

· avoid sudden movements involving outward movements of the legs (rising from bed)

(Varney, p 271; Frye, 953)

467.  It is normal for women to have some dependent edema during pregnancy due to increased blood volume and increased interstitial fluids due to hormones. Healthy women normally have some swelling, which reflects a well-expanded blood volume, and adequate salt intake. Distended blood vessels also contribute to this. Increased pressure of the uterus on the inferior vena cava also contributes to edema due to decreased venous return. Physiologic swelling is usually not present first thing in the morning.

· Avoidance of restrictive clothing

· Elevation of legs throughout the day

· Belly binder

· Salting food to taste

(Varney, p 269;Frye, p 977)

468 Varicose veins are more likely in women with familial tendency or congenital predisposition, as well as obese women. Relief measures include:

· Avoidance of restrictive clothing

· Avoidance of long periods of standing

· Rest periods

· Use of support hose, ace bandages or supportive stockings

· Lying a right-angle position several times daily

· Lying in the incline position several times daily (for vulvar varicosities) 

· Keeping the legs uncrossed when sitting

· Sitting rather than standing, with legs elevated

· Good posture and body mechanics

· Mild exercise to increase circulation

· Providing physical support to vulvar varicosities with foam rubber pad held in place with sanitary belts

· Wearing girdle to relieve pressure on pelvic veins 

· Doing kegels to improve circulation

· Taking warm baths

(Varney, p 269-70)

469. Dyspareunia: painful sex

470. Lower back pain can be caused by normal increase in weight of uterus. To distinguish it from an asymptomatic UTI, a urine culture should be done and CVAT (assuming UTI is associated with a kidney infection) should be checked for as well. (Normal UTI symptoms: urinary frequency or urgency, dysuria, burning during urination, hematuria, fever, and feeling of having more pee once done urinating). (Varney 344; Frye, p 956)

471. Hyperventilation is caused by the increases progesterone levels during pregnancy, which acts directly on the respiratory center to lower the carbon dioxide levels and increase oxygen levels. Increased metabolic activity increased CO2 levels and hyperventilation helps clear the excess CO2 from the bloodstream.

Shortness of breath is largely a discomfort of the third trimester due to compression of the diaphragm, and decrease in volume available for lung expansion. This causes hyperventilation, which as discussed above has a protective function during pregnancy. (Varney, p 272)

472. Due to the weight of the uterus during pregnancy, and the postural counterbalance and anteflexed head (of the mom), the median and ulnar nerves in the arm can be compressed causing numbness and tingling in the hands and fingers.  The same nerves can also be compressed by the increase in breast tissue radiating to the armpit. (Varney, p 272)

473. Supine hypotension in pregnancy is dangerous because when the inferior vena cava is compressed this causes not only dizziness and fainting in the mom, but it also decreases blood flow to the baby as decreased venous return from the lower body interrupts fetal circulation as well as maternal. (Varney, p 273)

474. During prenatal teaching, I would listen to each mother’s problems, experiences, and specific questions and try to answer them to the best of my ability, let her know what I need to find out more about, and tailor my teaching to her situation.

475. Anticipatory guidance is valuable in helping folks prepare for the challenges ahead, empowers them with information about what to expect, and to be a more active participant in her care. It is especially valuable regarding common discomforts of pregnancy and their relief, preparation of childbirth and parenting, danger signs, signs of PTL, understanding of the physical and psychological changes that occur in pregnancy. 

(Varney, p 273)

476. It is important to impart information that affects the woman’s or the baby’s health or safety because it conveys the message that she has a responsibility to her health and her baby, and gives her an active role in that care in partnership with her midwife.

477.  It is important to clarify the progress of pregnancy and childbirth and policies relating to these in order for the mother to have a clear understanding of what conditions or circumstances might lead to a change in the location or management of her pregnancy and labor, as well as her primary caregiver. 

478. It is important to explain all physical signs and interpret lab results to the client in order to empower her with a greater understanding of her body, her risk factors, and the associated care provided in relation to her lab results or physical signs. Otherwise it would be impossible to have the client give informed for consent for medications, tests or other care linked to lab results.

479. Information related to appointment schedules that should be conveyed includes:

· Until 28 weeks client will come to clinic every 4 weeks for 30 minutes appointments, excluding initial appointment(s) of 1 hour.

· From 28 weeks to 36 weeks, client will have 30 minutes appointments every 2 weeks.

· At 36 weeks, client will have an hour long visit at the planned site of their labor and birth and then have clinic visits every week until the baby is born.

· 1 and 3 day postpartum visits will occur at the woman’s home

· 2 and 6 week postpartum visits will be available at the clinic.

· Other visits can be scheduled as necessary to deal with problems, or phone consultations can be given.

480. Midwives should instruct families on the following:

	Area
	Information

	perineal and vaginal care
	cotton crotch panties

wipe from front to back

frequent change of underwear

no douching

	breast care & support
	daily cleansing with warm water and drying

softening with application of nipple cream or lanolin before trying to remove colostrum

gently handling

good breast support 

preparation for breastfeeding in the ninth month of pregnancy

cutting the nipple area out of a cotton bra for stimulation

nipple rolling and Woolrich breast shields for inverted nipple

good bra of supportive, soft, washable materials

	abdominal support
	muscle tightening exercises

maternity girdle if needed

belly binder if needed

	clothing
	supportive, washable, loose-fitting, never constricting, mood-lifting clothes

adjustable

comfortable shoes with broad base

never wear heels

maternity clothes

	dental care
	appointment with dentist

cleaning of teeth after meals

gum care, including explanation that gums will bleed because of hyperemia by mid-pregnancy

	teratogens
	should avoid contact or exposure to teratogens 

	discomforts
	give info on expected pregnancy discomforts for their stage of pregnancy and explain how to recognize them and deal with them/relieve symptoms

	fetal growth & development
	talk about what key things are happening during the gestational period from the current visit until the next visit, size, key new structures, etc


(Varney, p 274)

481. According to Varney (p 318) fetal brain growth peaks at 28 weeks gestation.

482. Optimal birth weight for infants to reach their greatest potential for intelligence and minimize potential for disability is 3500-4000g. (Frye, p 247)

483. Sitting or standing for long periods of time is harmful because the growing uterus applies pressure to the pelvic veins, which reduces blood flow and circulation. This can lead to varicosities, hemorrhoids, constipation and decreased oxygen flow to baby.

484. Three benefits of daily exercise: improved circulation, lower incidence of varicosities, hemorrhoids and constipation, increased sense of maternal physical and mental well-being.

485. Pregnant women should be care to avoid activities that raise their core body temperature and therefore should not stay in hot baths for more than 20 minutes, and baths should not be excessively hot water. One should also not switch from hot to cold water quickly to avoid fainting and vascular stress.

486. 

	Topic regarding sexual intercourse during pregnancy
	Rationale

	After membranes have ruptured, coitus is not recommended
	this minimizes chance of infection

	In general, it is okay to have sex during pregnancy
	sex is not harmful to baby or mom, and can actually benefit circulation and O2 flow to fetus.

	Prostaglandin in the semen can help initiate labor when a pregnancy is postdates or an induction is indicated. Orgasm can also be helpful in that way.
	this allows the couple to know that sex is a type of natural induction, and that orgasm is not contraindicated during pregnancy

	Postcoital bleeding:
	women normally bleed after intercourse due to increased friability of the cervix


487. Pregnant women who are traveling should bring a copy of  their prenatal records as well as identify a care provider at their travel destination to visit in case of emergency. If there are any concerns about the water supply, they should drink bottled water and be careful about what foods they eat. They should also find out about the local cultural customs around pregnancy. Frequent stops and breaks should be taken when traveling long distances and bring food and drink for extended travel to ensure proper nutrition, hydration and energy levels.

488. Classes for CBE:

· Fetal development

· Physiology of Pregnancy and Labor

· Relief measures for discomforts during pregnancy

· Communication and Emotional Issues

· Complications

· Warning signs and signs of impending labor

· Potential problems and danger signs

· Breastfeeding

· Parenting and Postpartum issues

· Birth Plan

· Exercise

· Nutrition

· Pain Management

(Varney, p 276)

489. Sibling preparation for being at a birth:

· selecting an adult companion for sibling

· involving siblings in antepartal visits

· attending classes for siblings

· involving siblings in baby preparations at home

 (Varney, p 276-7)

Complications (196 points total: see each question for point value)

490. (4 points) A midwife must be able to identify s/sx of common complications because:

· so they can be dealt with before progressing to a dangerous state

· so further testing/labs can be done to diagnosis definitively

· so appropriate physician consultation/advice can be obtained

· so mother can be aware of what to watch for and when returning to care immediately is indicated

491. (5 points) Five signs and symptoms of complications requiring an immediate call to the midwife are:

· a gush of water before terms: this can indicate PPROM which requires medical management and fetal monitoring until term

· bright red painless bleeding in the third trimester: this could indicate placenta previa and appropriate management is required

· more than five contractions in one hour before term: this could indicate the beginnings of preterm labor and must be monitored and stopped if deemed necessary

· a hardening of the uterus that does not come and go in a contraction pattern: this could indicate a concealed placental abruption, which would mandate a stat C-section

· decreased fetal movement: this could indicate a compromised fetus requires monitoring or polyhydramnios

492. (5 points) Five fetal conditions that are associated with low-birth weight from IUGR or SGA:

· malnutrition

· meconium aspiration

· hypocalcemia

· hypoglycemia

· polycythemia

(Varney, p 370-1)

493. (3 points) Things that can interfere with the genetic design of fetal growth and development are malnutrition, teratogens, and physical trauma to the mother.

494. (4 points) Four results of excessive maternal weight gain are:

· essential high blood pressure

· higher chance of an unexpected breech or other non-vertex ability due to difficulty in palpating

· undiagnosed oligo or polyhydramnios

· poor endurance and stamina during labor due to decreased aerobic conditioning and poor circulation

· higher rate of hemorrhoids

(Frye, p 887-888)

495. (4 points) Clinical signs of oligohydramnios include: molding of the uterus to the contours of the fetus, fetus easily outlined, fetus not ballotable, low fundal height for date. Confirmation is by ultrasound.

Clinical signs of polyhydramnios include: uterine enlargement, abdominal girth, tenseness in the uterine wall making it difficult to palpate, impossible or difficult to palpate fetal outline or auscultate fetal heart tones, elicitation of the uterine fluid trill, mechanical problems such as severe dyspnea, lower extremity and vulvar edema, pressure and pain in the back, abdomen and thighs, and nausea and vomiting. Frequent change in fetal lie. Confirmation is by ultrasound, a screen for diabetes, screen for ABO/Rh disease.

(Varney, p 358)

496. (3 points) Symptoms suggestive of low-lying placenta or previa include: bright red painless bleeding or hemorrhage. This can be confirmed by ultrasound and possibly by a sterile speculum exam, never a digital exam. (Varney, p 364-5)

497. (4 points) Findings suggestive of fetal demise include: cessation of GFM, cessation of uterine growth or decrease in uterine size, cessation of fetal heart tones, cessation of maternal weight gain or decrease in weight, retrogressive breast changes, collapsed fetal skull upon examination. Confirmed by ultrasound via the sonographic signs include Spalding sign (excessive overlapping of the skull bones), no heart tones, no fetal movement. (Varney, p 358)

498. (4 points) Findings suggestive of inappropriate fetal weight gain include:

· Fundal height small for dates

· Persistent lack of maternal weight gain

· Consecutive fetal weight estimates by palpation that do not change over time

These findings could be confirmed by ultrasound.

499. (4 points) Findings suggestive of abnormal fetal lie and presentation:

· Fundal height inconsistent with dates

· Palpation by Leopold’s

· Fetal heart tone location

· Vaginal exam with inability to palpate head

 Confirmation could occur with vaginal exam and/or ultrasound if that was not definitive.

500. (4 points) Symptoms of a hydatidiform mole include:

· apparently normal first trimester

· persistent nausea and vomiting

· uterine bleeding evident by 12th week of pregnancy-usually more brown than red, occurring intermittently or continuously

· possible anemia as result of blood loss or nutrition

· large-for-dates uterus clearly out of proportion  to presumed gest. age

· SOB

· often enlarged, tender ovaries

· no FHTs

· no fetal activity

· fetal parts not evident with palpation

· PIH, preeclampsia or eclampsia before 24 weeks gestation

To confirm an hCG quant should be obtained as well as an ultrasound. A persistently high or rising hCG after 100 days after  LMP indicates either a molar pregnancy or multiple gestations.

(Varney, p 331)

501. (4 points) Findings suggestive of multiple gestations include:

· large for dates fundal height, uterine growth and girth usually marked in second trimester

· auscultation of two distinct fetal heart tones

· palpation of more than 3 large parts

(Varney, p 356)

502. (4 points) Habitual abortion occurs when spontaneous abortion has terminated the course of three or more consecutive pregnancies. (Varney, p 327)

503. (4 points) In the case of a threatened abortion, the midwife should:

· perform a gentle speculum examination of the vagina and cervix and screen for vaginitis and cervicitis

· perform a gentle bimanual exam for size of uterus, effacement, dilation and status of membranes (no digital exam with vaginal bleeding)

· obtain a hemoglobin and hematocrit

· evaluate vitals

· if speculum or bimanual exam findings are abnormal, obtain an ultrasound evaluation of the integrity of the gestational sac and well-being for fetal heart activity to determines gestational age, project a prognosis, and provide maternal reassurance if possible. 

· beta hCG quants to r/o ectopic or molar pregnancy

· if bleeding is heavy or the woman has a fever, immediate consultation is necessary

(Varney, p 328)

504. (4 points) An incomplete abortion may result in persistent bleeding and maternal infection is the entire placenta is not expelled. A physician consult should occur. (Varney, p 329)

505. (4 points) Evidence of an incompetent cervix occurs in the second trimester with painless dilation of the cervix which results in rupture of the membranes and expulsion of fetus not yet viable.   This is repeated in subsequent pregnancies.  In next pregnancies it is possible to use a cerclage ( a few stitches) to prevent the dilation of the cervix.  Intermittent vaginal exams to assess length of cervix may be helpful in following pregnancies to assess need for cerclage.

506. (2 points)   A hydatidiform mole is usually benign, but has the potential of being malignant  or even the very rare choriocarcinoma.  Treatment for a molar pregnancy is a D&C. Followup includes BhCG quants for 4-6 weeks and contraception for 1 year.

507. (4 points) Ectopic pregnancy occurs when the blastocyst implants somewhere other than the uterine cavity.  Possible sites include the fallopian tubes, abdomen, ovaries and cervix.  Complications include: rupture of fallopian tubes or ovaries  (including hemorrhage) and fetal death.

508. (4 points) Because hyperemesis is of greater intensity than normal morning sickness and extends beyond first trimester the mother's metabolism is affected through:  

· pernicious vomiting

· poor appetite

· poor nutritional intake

· weight loss

· dehydration

· electrolyte imbalance

· extreme response to underlying psychosocial problems

· vomiting not controlled by treatment measures for morning sickness

· acidosis due to starvation

· alkalosis resulting from loss of hydrochloric acid in the vomitus

· hypokalemia

Due to metabolic compromise inadequate growth of the fetus is a risk factor.

Options for treatment are:

· correction of fluid and electrolyte imbalance

· admission to hospital to remove woman from stressful home and family situation

· use of antiemetics and sedatives

· social service and psychological assistance with any existing psychosocial problems

(Varney 333-4)

509. (4 points)
	Microorganisms
	Effect on Fetus

	Hepatitis B
	Vertical transmission of the disease is common.  This can cause serious complications for the newborn including: chronic liver disease, cirrhosis of the liver and hepatic cellular carcinoma.

	Rubella
	This can cause congenital malformations such as cataracts, cardiac defects and deafness.

	Cytomegalovirus
	Malformations to the fetus include microcephaly and hydrocephaly. Microphthalmia (abnormally small eyes) congenital predisposition to seizures, blindness, encephalitis and learning disabilities.

	Toxoplasmosis
	Can cause death, prematurity, CNS defects, anencephelus, hydrocephalus and destructive changes in the eye or brain.

	Varicella
	Congenital varicella syndrome is associated with cataracts, chorioretinitis, limb hyperplasia, hydronephrosis, microcephaly, mental retardation, dermatone lesions and cutaneous scars.

	Tuberculosis
	Can cause compromised oxygen transfer to the fetus.

	Syphilis
	May result in abortion, stillbirth, premature delivery or congenital syphilis.

	Herpes
	In 50% of women with an active lesion the virus is transmitted to the neonate and in 60% of these cases the baby dies.  There can also be severe CNS damage as well as ocular damage.


(Varney, p 340-2)

510. (4 points) Tuberculosis affects a pregnant woman by affecting her lungs with an initial lesion surrounded by necrosis of surrounding lung tissue.  The woman becomes high risk because of the compromised oxygen transfer to fetus as well as because her illness must be managed. (Varney, p 334-5)

511. (4 points)  Hepatitis is an inflammation of the liver caused by several different viral infections identified as Hepatitis A, B, C, D and E.  Hepatitis can also result from generalized infection from other viruses such as:

· Cytomegalovirus

· Epstein-Barr virus

· Herpes Simplex

· Measles

Non-viral causes of hepatitis include bacterial sepsis and syphilis.  It can also be chemically induced by chronic alcohol  ingestion or medication such as aspirin, Tylenol, Dylantin and Rifampan.  

Viral hepatitis is transmitted through sexual contact, fecal-oral contamination, blood, blood by-products, saliva vaginal secretions and semen.

(Varney, p 337)

512. (4 points)  Hepatitis B is dangerous to the health care provider as well as the mother and her family because of the virus's uncanny ability to survive on inanimate surfaces for up to 24 hours as well as the many possibilities of transmission. (Varney, p 338)

513. (4 points)  The rubella antibody titer indicates lack of immunity to rubella.  The mother should be counseled to avoid this infection because of the terrible reasons listed above in 247.  She should be immunized following the pregnancy to avoid this risk in subsequent pregnancies. 

514. (5 points)  
Toxoplasmosis

        


Other

        


Rubella

        


Cytomegalovirus

        


Herpes or Hepatitis B

For the effects on the fetus please see above table. (Mayes, p 896-8; Varney, p 56)

515. (4 points)  The effect of a maternal gonorrheal infection on the fetus is neonatal gonorrheal ophthalmia which may cause blindness or a disseminated infection. (Varney, p 53)

516. (4 points)   Syphilis is difficult to detect without a blood test because during late latent syphilis a woman is sero active but there are no evidence of the disease.  The blood test is necessary to detect cases of syphilis before tertiary syphilis develops. (Varney, p 54)

517. (4 points)  The differences between condylomata acuminata and condylomata lata include:

· condylomata lata are present during syphilis, acuminata are caused by exposure to HPV

· c. acuminata are seen in the vulvar, perianal and perineal areas as well as attached to vaginal walls.  They start as single growths but  usually come together with a cauliflower like appearance.  Vaginal types of this kind are also usually  multiple, raised and white and bleed with sexual intercourse. (or after)  The lata ones are usually singular and flat.

· Acuminata ones frequently increase in size and number during pregnancy and then regress after delivery. 

(Varney, p 258)

518. (3 points) The increased weight of the growing uterus exerts pressure on the urethra which leads to decreased motility and increased urinary stasis leading to proliferation of bacteria causing UTIs. In addition, increased glucosuria may promote bacterial growth.

Women can help prevent UTIs during pregnancy by drinking 8 large glasses of water daily, drinking apple or cranberry juice, practicing good hygiene.

(Varney, p 343)

519. (3 points)  The dangers of asymptomatic  bacteriuria are:

· higher rate of pyelopnephritis

· pre-term delivery

· low birth weight

Should be treated with antibiotics and routinely screened throughout pregnancy. If recurrence occurs suppressive therapy should be used and monitored by bi-monthly urine cultures.  Antibiotics should be matched to microorganisms present for maximum effectiveness.

(Varney, p 344)

520. (3 points) Symptoms of cystitis include:

· urinary frequency

· urinary urgency

· dysuria

· suprapubic pain

· possible hematuria

Treatment is initiated based on symptomotolgy prior to obtaining a urine specimen or urine analysis and culture.  Once results of culture has been received treatment can be adjusted to be more sensitive to bacteria.  A follow-up culture within two weeks of treatment is necessary. (Varney, p 344)

521. (4 points)  Acute pyelonephritis: inflammation of one or both kidneys.  Two possible complications include: adult respiratory distress syndrome, hemolysis resulting in anemia, preterm labor and delivery and septic shock.  Usual treatments are hospitalization for IV therapy to correct dehydration and electrolyte imbalance and for IV antibiotic therapy.  This is often accompanied by suppression therapy and a urine culture should be done 6-8 weeks postpartum to assess for asymptomatic infection.  This woman is high risk because complications such as the above could result in maternal or fetal death. (Varney, p 345)

522. (4 points)   Anemia: Decreased red blood cells, or decrease in concentration of the hemoglobin in the circulating blood.  Symptoms include:

· fatigue and drowsiness

· dizziness and weakness

· malaise

· headaches

· sore tongue

· skin pallor

· pale mucous membranes

· pale fingernail beds

· hx of heavy menses

· hx of closely spaced pregnancies

· hx of anemia with preceding pregnancies

· loss of appetite, nausea and vomiting

· pica

Treatment includes iron/folic acid and vitamin supplements and increased intake of high iron foods.  If hemoglobin falls between 9 and 10 there should also be additional lab tests to determine the etiology of the anemia. If it is below 9 the midwife should consult with a physician. (Varney, p 344-6)

523. (4 points)   Three symptoms of heart disease include: 

· persistent rales at base of lungs with or without cough still audible after woman takes 2 or 3 deep breaths

· increasing dyspnea with exertion 

· cyanosis

This woman is high risk because cardiac output increases significantly during pregnancy and labor.  Heart disease increases the risk of cardiac decompensation for example: a woman may enter pregnancy with class 1 heart disease and become class 2 or 3 with the physiological stress of pregnancy and delivery. (Varney, p 350)

524. (4 points)  When a woman's body has difficulties metabolizing carbohydrates correctly during pregnancy she can become diabetic.   The risk to the fetus includes macrosomia and the accompanying risk of operative delivery and shoulder dystocia  It is confirmed by the three hour GTT. (Glucose tolerance test). (Varney, p 352-4)

525. (4 points)
	Risks of Multiple Pregnancy
	Rationale

	Twin to twin transfusion
	Potentially two different blood types of babies

	Inadequate maternal nutrition
	The increased need for calories and protein may deplete the mom unless she is eating adequately.

	Higher rate of neonatal resuscitation
	Higher incidence in multiple gestation

	Prematurity
	Higher incidence in multiple gestation

	Higher rate of post-partal hemorrhage
	Due to overextended uterus.

	Malpresentation of second twin
	Higher incidence of malpresentations in multiple gestation


(Varney, p 510)

526. (4 points)  Previous history that may indicate Rh or ABO incompatibility:

· history of previous blood transfusion

· history of previous yellow baby or baby needing a blood transfusion

· history of stillborn or neonatal death resulting from causes unknown to mother

· history of receipt of RhoGam after previous births or abortions

(Varney, p 557)

527. (4 points)  If the mother is Rh sensitized the fetus will have hemolytic disease of the newborn, or erythroblastosis fatalis.  The danger to the fetus is that the mother's body will recognize the fetus as foreign and will employ her immune system to destroy it.  (Varney, p 639)

528. (4 points)   RhoGam prevents sensitization by suppressing the production of antibodies in response to receipt of the Rh + antigen.  This is based on the notion that active immunity is suppressed by passive immunization.  The rationale for the suppression for antibody suppression in the woman is that it is the presence of D-antibodies in the mother that causes hemolytic disease of the newborn in subsequent pregnancies. (Varney, p 639)

529. (3 points)   Some causes and risks of polyhydramnios are: 

· multiple pregnancy

· diabetes

· erythroblastosis

· fetal malformations especially of the GI tract or the CNS

Risks:

· fetal malpresentations

· abruptio placenta

· uterine dysfunction during labor

· immediate postpartum hemorrhage as a result of uterine atony due to overdistention

(Varney, p 357)

530. (3 points)   Causes of Oligohydramnios include:

· congenital anomalies

· IUGR

· early rupture of fetal membranes

· postmature syndrome

This woman is high risk because of the chance of congenital anomalies, the increased possibility of cord compression, chance of lung hypoplasia or limb deformities.

(Varney, p 358)

531. (4 points)  The risk of fetal demise to the mother is the possibility of DIC. DIC: (disseminated intravascular coagulation):Due to a massive release of thromboplastins into the circulation widespread clotting will then occur throughout the body – this will deplete the available circulating platelets. (Varney, p 358-9; Mayes, p 528)

532. (3 points)  Emotional support is extremely important antepartally, intrapartally and during the postpartal course.  The woman should be helped to explore any feelings of guilt or ambivalence and her beliefs about possible causes of death.  The midwife should help dispel any "old wive's tales."  Midwife should assist in helping family make decisions in autopsy and burial.  Midwife should be available postpartum. (Varney, p 358)

533. (3 points)
	Hypertensive Disorders
	Description and Risk to Mom

	Pre-eclampsia
	Development of elevated blood pressure with proteinuria due to pregnancy occurring after 20-24 weeks gestation. Risk: Kidney and liver failure, possibility of seizures, hemorrhage

	PIH
	Development of elevated blood pressure without proteinuria without proteinuria during pregnancy or within the first 24 hours postpartum. Risk: cardiac problems, peripheral edema, 

	Eclampsia
	Same as pre-eclampsia with the addition of one or more seizures. Risk: see pre-eclampsia (plus seizures)


 (Varney, p 359-64)

534. (4 points)   Antepartal bleeding can be caused by:

· placental previa: 1. Do not do vaginal exam 2. Confirm with U/S 3. Hospitalize for duration of pregnancy if total previa. 4. Use fetal movement count records and non-stress test to assess fetal growth. 5. Check hemoglobin and hematocrit 

· abruptio placenta: 1. Immediate delivery (if both mother and baby are stable vaginal birth may be a possibility. 2. ROM and internal monitor of fetus, pitocin and induction of labor.

· rectal hemorrhoids: 1. Reinsert hemorrhoids into rectum 2. Counsel on how to avoid constipation and straining. 3. Other remedies as described above.

· ruptured uterus: 1. Get mom to hospital STAT 2. treat for shock. 

((Varney, p 364-7)

535. (4 points)  Management of hemorrhage due to placenta previa in third trimester:

· Call for help and request that physician be notified

· Start 5% ringer lactate IV with 16 gauge intracatheter

· When starting IV obtain blood for type and cross match for three or more units, CBC, platelets, prothrombin, partial prothrombin, fibrinogen and a tube for clotting time to hang on the wall.

· Place the woman in Trendelenburg position.

· Monitor woman's vital signs

· Monitor fetal heart tones

· Administer oxygen

· Cover woman with warm blankets

· Start second IV (Two IVs are needed – one for electrolyte and other blood)

· Have emergency room ready for C-section

· Insert Foley catheter to measure output

(Varney, p 367)

536. (4 points)
	Reasons for size=dates discrepancy
	Management 

	Erroneous dates
	1. Recalculate dates based on ultrasound and or recheck original calculations 2. Check HCG Quants

	Multiple pregnancies
	1. Palpate using Leopolds for 3 or more large parts

2. Auscultate two distinct fetal heart tones

3. Ultrasound

4. Refer to physician

	Fetal lie
	1. Using Leopolds determine fetal lie.

2. Recommend pelvic tilts

3. Schedule external version.

4. Refer to MDs if not changed to vertex

	Station of presenting part
	1. Assess level of engagement by Leopolds and by vaginal exam.

2. Assess fundal height pattern.

3.  Record mother's observations about lightening.




537. (4 points)  IUGR or SGA can be confirmed via evaluation of the pregnancy for progressive growth.  In order to diagnose suspected IUGR or SGA there should be less than 2 cm growth of the uterus in four weeks.  Confirmation of clinical suspicions by two ultrasounds at least four weeks apart. Head circumference, abdominal circumference, head – abdomen ratio, crown-rump length, femur length, total intrauterine volume and amniotic fluid volume should be measured during the ultrasound.

Management involves attempting to control the medical process that may be contributing to the problem such as:

hypertension

pre-eclampsia

renal disease 

diabetes

Surveillance of the fetus to identify a compromised utero-placental unit or fetus.  Other management includes limited activity including LSL, no smoking, no alcohol aggressive nutritional intervention, additional emotional support,  collaboration with consulting physician, non-stress test and if indicated contraction stress tests.

(Varney, p 370)

538. (5 points)   Five things that should be ruled out with confirmed LGA include:

· wrong dates

· diabetes

· polyhydramnios

· multiple gestation

· uterine myomata

Possible risks to fetus and mother include:

· shoulder dystocia

· CPD

· failure to progress

· fractured clavicle or Erb's palsy

· severe lacerations of the vagina

(Varney, p 372)

539. (4 points)  Postdates pregnancy is defined by a pregnancy that exceeds 42 weeks from LMP.   Management includes surveillance:

· fetal movement record beginning at 40 weeks

· non-stress test beginning at 41 weeks and twice weekly thereafter or in the event of decreased fetal movements

· contraction stress tests

· amniotic fluid volume level

· maternal weight gain

· weekly or twice weekly BPP

· If parameters are within normal limits then expectant management is appropriate.

· additional emotional support

· induction as indicated

(Varney, p 373-4)

Pharmacology (72 points total: 2 points each except where noted)
540. A drug is a substance that affects the body in a biologically useful way. (lecture); A drug is any substance used as a medicine in the treatment or prevention of disease. A drug becomes toxic when the amount in the body exceeds the amount the body can use for its biologically useful way. (Melloni’s p 136)

541. Receptor sites are the part of the cell that combines with a specific drug, resulting in a change of the cell’s function, it is the binding site for the drug (or in toxicology the foreign or toxic substance) and therefore is the starting point for the drug’s mechanism of action to unfold. Receptors bond with drugs with a high degree of specificity and a high affinity. 

The four characteristics of drug-receptor interaction are:

1. Selectivity (lock & key theory)

2. Saturability (finite number of receptors)

3. Activity (Excitatory vs. Inhibitory)

4. Reversibility

(lecture, Melloni’s 408, Penn Pharm notes)

542. The three types of receptor sites are:



Adreno-receptors: on the cell membrane, the message from the receptor site is 



passed through the membrane to the interior of the cell.



Enzymes: bind substrate at the active site like a lock and key mechanism



Cytoplasmic: go from cytoplasm to nucleus where it can change the cell’s genome, 



this type of receptor site is where all steroids are bound

(lecture)

543. Pharmocology is the study of drug/receptor interaction, and all aspects of the interactions of drugs and their effects on living organisms. (lecture, Melloni, p 369)

544. Pharmokinetics is the study of the passage of a drug through the body; the extent and rate of absorption, its distribution, localization in tissues, metabolism and elimination. It can also be described as how the drug in the body is concentrated over time. (Melloni, p 369)

545. An agonist drug is a drug that can interact with receptors and initiate a drug response, e.g. acetylcholine. It fits the key into lock model and facilitates the transmission of the message. Agonists are sympathomimetic. Agonist drugs have both Affinity and Efficacy, i.e., an attraction to the receptor, and once bound the drug has an effect.

546. An antagonist drug inhibits the actions of another drug when both interact with the same cell receptors. It fits the model of jamming the lock, blocking the message, and it is sympatholytic. Antagonists only have Affinity and therefore interfere with the effect of the agonist. It occupies the site without activation.

547. Drugs bind to receptors when there are a sufficient number of them and their is an affinity between the drug and receptor. A drug needs to saturate the receptor sites in order to make the biological reaction reach it’s maximum.

548. A dose response curve represents the level of biological effect of the drug as a function of # of doses over time. An increase in concentration of the drug in the body increases the slope of the curve. When looking at the dose response curves of various drugs one can evaluate both the potency and effectiveness of the drugs in relation to each other. Potency is defined as the Intrinsic Activity/Dose (e.g. produces desired response in _ doses). Efficacy is defined as the Maximal Effect produced by a drug (independent of # of doses needed to produce that effect. Therefore Drug A can be more potent than Drug B, but they could be of equal effectiveness and both dose-response curves would max out at the same level, but drug A would have a steeper curve. (Penn Pharm notes)

549. Alpha drugs cause constriction at the receptor site, e.g. vasoconstrction. Beta drugs cause relaxation at the receptor site, e.g. bronchiodilation. (lecture, Melloni’s p 408)

550.  not found

551. The five questions to ask when considering a specific drug for therapy are:

· What is the problem? (Differential Diagnosis)

· Is there a solution?

· What type of therapy is indicated?

· How does the drug work?

· What side effects, interactions, or allergies could exist for this person?    (lecture)

552.  Every cell has 1000s of receptors which can cause activity in millions of effector molecules. (lecture)

553. Cell specialization determines the relative density of alpha vs. beta adrenoreceptors and the specialized process that is going to be activated. 

554. (4 points) Drugs are absorbed differently depending on the route of administration. Lipid soluable drugs are absorbed mostly through the intestine via lipid diffusion. Water soluble drugs are filtered via pores (skin) or extracellular channels. Drugs can also be passively transferred down a concentration gradient via facilitated diffusion which requires the drug has a carrier molecule. Drugs can also utilize active transport, which requires the use of ATP.

Bioavailability is the fraction of unchanged drug that reaches the systemic circulation. For IV administration, the bioavailability is 1. For all other routes of administration (PO, sublingual, SC, IM) it is less than one due to either incomplete absorption or the first pass hepatic effect.

The major site for absorption of most drugs is the small intestinine. For drugs given PO the drug goes from the intestine to the portal vein and passes through the liver, where a portion of the drug is metabolized before even entering the systemic circulation via the hepatic vein and the vena cava. This is called the first pass hepatic effect, and affect the dosage of drugs given PO. 

Drugs given sublingually bypass the liver and directly enter the vena cava and the systemic circulation, therefore drugs given via this routes are dosed much smaller. 

Absorption for IM or SC administration depends on three factors:

· Solubilty of drug in interstitial fluid

· Vascular perfusion of area 

· Extent of capillary membranes

With water soluble drugs, IM absorption > SC absorption, because there is greater blood flow with IM. Drugs in an oily vehicle are given IM and are long lasting as they slowly leach out for absorption.

Topical absorption through skin is only effective if the drug is very lipid soluble. But if they are applied via the mucus membranes absorption is increased because mucus membranes are thin and highly vascular. (Penn pharm notes; lecture)

555. Pharmacokinetics relates to drug concentration as a function of time. This concerns how much drug is present at a receptor to make things happen and how much time it takes the body to clear the drug. (Class notes)

556. It is important to know how a drug is metabolized because it will effect the dosage and the clearance time. Also, if a client has impaired function of either the kidneys or the liver it is useful to know the clearance mechanism of the drug you are prescribing. 

557. For most drugs, clearance is constant over the plasma or blood concentration range encountered in clinical settings, i.e. elimination is not saturable, and the rate of drug elimination is directly proportionate to concentration. Therefore, dosage should be given according to the clearance rate of the drug and the amount needed to maintain an effective dose. (Katzung, p 39)

558. A therapeutic range is the concentration of a drug that will elicit the desired adequate therapeutic effect in given patient. (lecture)

559. (3 points) The volume distribution of a drug can be described as:



Total amount of drug





plasma drug concentration

If Vd is high, the drug has gone outside the plasma. 

Vd of a drug is important because it lets us know how much of a drug needs to be administered in order to have the desired plasma concentration. There is a range , of varying length, depending on the drug and the patient, between the therapeutic range and drug toxicity. In many cases, blood tests are needed to monitor the therapeutic range in a given patient. (lecture)

560. Drug action will be monitored by evaluating the patient's condition in response to the drug. For example, once IM pitocin is administered for postpartum bleeding, the level and hardness of the fundus should be evaluated, the woman's BP and pulse should be monitored and the amount and character of bleeding should be noted to assess if the drug is having the expected action and if it is sufficient for the situation at hand. For treatment of chronic conditions, blood tests can also be utilized to monitor at which dosage the therapeutic effect is achieved and maintained in a client, e.g. Dilantin for seizure prevention.

561. (4 points) Kidney clear (excrete) a drug via two mechanisms:

A. Glomerula filtration


blood ---> glomerulus --->nephron ---> urine


           \


/



\ reabsorption*
/

*drugs in non-ionized state (lipid soluble) are most likely to be reabsorbed


Glomerular filtration is reduced:



1. large molecules



2. high level of protein binding



3. decreased blood levels

B. Tubular Secretion


blood ---------------> Proximal Renal Tubule



(active transport)


this takes energy and a carrier molecule, and therefore can be inhibited. This use of an inhibitor slows down secretion and potentiates the effect of the drug.

(lecture; Penn Pharm notes)

562. Drug metabolism in the liver (also known as biotransformation) largely takes by the Cytochrome P450  enzymes that are found along the smooth endoplasmic reticulum in the liver. These enzymes exist in many forms, function as terminal oxidases, contain iron and lack substrate specificity (many drugs are metabolized by these enzymes).

Drugs are changed into a more ionized (water soluble) form for easy removal in the kidneys. Usually drugs are changed into inactive metabolites, but some drugs change to a metabolite that is greater in strength than the parent drug, and is potentially toxic. (Penn Pharm notes; lecture)

563. The following drugs cause hypertrophy of liver cells:

· Barbiturates

· Anti-convulsants

· Rifampin (an antibiotic)*

· NSAIDs

· Phenlybutazane

Therefore if the above drugs are administered, the rate of metabolism and induction of P450 enzymes increases.

* in on a OCP, Rifampin could reduce the effectiveness of the birth control 

(lecture)

564. (3 points) Enzyme induction is important in drug interactions. Acceleration of metabolism increases the rate of enzyme induction and decreases the rate of enzyme degradation.

In Zero-order kinetics, there is no compensatory effect on the rate of metabolism based on the concentration of the drug (e.g. alcohol). Therefore, there is not increase in enzyme induction based on the concentration of the drug.

In first-order kinetics, as concentration increases, the rate of metabolism increases. This compensatory mechanism works to keep plasma level of drug within a certain range.

565.  Pathophysiology is the study of pathologic alterations in bodily function, as distinguished from structural defects. Diagnosis is the determination of the nature of a disease, based on clinical signs and symptoms. 

Drugs affect processes by either correcting the alteration in function, compensating for the alteration in function, blocking the negative impact of the defect, or by eliminating the organisms responsible for the less than optimum function.

(Melloni's, p 361, 128)

566. Methergine acts on the muscle fibers of the uterus to cause a tetanic contraction to correct the pathophysiology of the persistent uterine muscle relaxation after the delivery of the fetus and the placenta.

567. Other modalities besides drugs that should be considered in a client's treatment include: homeopathy, herbal medicine, nutritional changes, exercise, mediation, counseling, massage and chiropractic. All of these modalities have their own merits and can be effective for either acute treatment and alleviation of symptoms, and longer term health status changes.

568. It is important to realize that there is much that is not known about the mechanisms of drug actions because there are always risks to taking drugs. The mechanism of a drug may be helpful and therapeutic in one way (the way that has been studied), but harmful to homeostasis and bodily functions in a yet undiscovered way. Therefore drugs should be used conservatively.

569. Three things that will determine how I will treat clients are:

1. The probability of compliance with prescribed course of therapy.

2. The severity of the health concern or disease status.

3. The baseline health status of the client, i.e. are they pregnant, lactating, elderly, immunocompromised, etc.

570. One must take into consideration a patient's special needs and physiology when deciding on and administering a drug because drugs can have powerful effects on different people based on their health condition, such as chronic or acute illnesses, liver or kidney compromise, pregnancy and lactation status, allergies, or potential side effects of a drug that could exacerbate an existing health problem.

571. A side-effect of a drug is a reaction to a drug that is different from the reaction intended.

572. An overdose is when someone takes more than the recommended dose of the drug.  

573. A drug allergy is an adverse reaction to a drug.

574. An idiosyncratic reaction is an unusual reaction to a drug. A reaction that is not often seen.

575. see 571

576. see 572

577. see 573

578. see 574

579. The following are specified in a prescription:

· name of drug

· dosage

· frequency of dosage

· duration of course of therapy

· quantity of pills or other drug medium

· number of refills

· whether a generic substitute is permitted

· signature of provider

580. One should always investigate the effects of drugs on is about to administer or that one's patient is on so that one can monitor the expected action and possible side effects, as well as predict any drug interactions and proactively prevent using something contraindicated for the patient. It is important to never use drug therapy when the expected side effects are more harmful than not treating the condition pharmacologically.
Herbs and Homeopathy still to come….

Nutrition (80 points total: 5 points each)
642. Essential vitamins and minerals in prenatal nutrition in addition to the importance of adequate protein and calories include:

Vitamin C

Folic Acid

B12

Iron

B6

Calcium

Sodium

(Frye, p 220-4)

643. Sufficient protein will not always guarantee enough calories. When caloric intake in insufficient, protein deficiency  can still result because daily protein is used for daily metabolic energy requirements, not for the building of the baby or the maternal blood supply. (Varney, p 319)

644. 10% of the US population is born with mental or physical handicaps or both directly related to maternal malnutrition. (Varney, p 319)

645. Purpose of the WIC program include:

Providing nutritional counseling and food resources to low or no-income families during pregnancy and until children are 2 years old

Providing support for breastfeeding mothers to have adequate nutrition

646. When calorie and protein intake is very insufficient, fat catabolism may occur to meet daily energy requirements. This can lead to acetonuria, which may result in neurological damage to the fetus. (Varney, p 319)

647. Fetal brain growth is affected by maternal malnutrition in the following ways:

Malnutrition during either hyperplasia or hypertrophy of the brain results in a smaller organ. If a fetus suffers maternal malnutrition during hyperplastic growth, the damage is irreversible because the smaller size of the brain is due to a reduced number of cells. If during hypertrophic growth, it is reversible at any time with improved nutrition, because the smaller brain size is due to the size of the cells which can grow. (Varney, p 318)

648. Prenatal maternal malnutrition results in a 15% reduction in the number of brain cells. Postnatal malnutrition results also results 15% reduction. The combination of both results in a 60% reduction in the number of brain cells. (Varney, p 318)

649. Conditions that may require additional corrective nutritional allowances above the pregnancy RDA's include:

· Teen pregnancy

· Lactating mother

· Multiple gestation

· Underweight pre-pregnancy

650. Even if protein level is adequate, one can not get enough iron, folic acid or vitamin C without additional supplementation. Varney recommends ferrous iron 30 mg daily, folic acid 200-400micrograms daily, Vitamin C 250 mg daily taken with meals. (Varney, p 320)

651. Megaloblastic anemia: any anemia usually caused by a deficiency in Vitamin B12 or folic acid (Melloni's, p. 17)

652. Calcium and iron should not be taken together because they form a soap, thus significantly reducing their absorption.

653. During pregnancy the body establishes a compensatory mechanism in order to conserve sodium. In a system that is trying to conserve sodium from normal physiological processes is further insulted by dietary restriction, the mechanism is compromised from overwork. The body needs to expand its blood volume and adequate amounts of sodium are required in order for the body to retain enough fluids in the bloodstream for this to occur and to prevent peripheral edema and preeclampsia. (Varney, p 321)

654. Prepregnant underweight is defined by a body mass index under 19.8. BMI is defined by weight (pounds) divided by height (in inches) squared x 100. 

655. An increase in calories and protein is necessary to prevent preeclampsia and eclampsia when excessive weight gain is due largely to edema. This will provide the necessary nutrients to expand blood volume and achieve an electrolyte balance in the bloodstream that decreases leakage into peripheral tissues. 

656. Times during gestation when the evaluation of nutritional intake is critical are 20 weeks and 28 weeks. At 20 weeks it is crucial because one needs to increase by 500 calories and 25 grams of protein to support increased fetal growth and development. At 28 weeks fetal cellular brain growth is occurring and optimum nutrition is paramount. (Varney, p 325)

657. Pica: an excessive craving and ingestion either of food substances or of clay, dirt, starch, ice and other non-foods often reflecting a trace mineral deficiency.

It can be alleviated by providing the body with a well-balance adequate diet and vitamin and mineral supplementation. There is also some evidence that it is socioculturally related and therefore support and counseling can be given.

Lab Tests & Procedures (57 points total: 3 points each)

658. The period when ultrasound is most useful for determining a due-date is between 12-16 weeks. (Frye, Diagnostic Tests)

659. The AFP test changes with gestational age because the levels, first secreted by the yolk sac and then the fetal liver, increase up to 20 weeks and then begin to decrease as the production of AFP stays in the fetus’ body barring an abnormality such as spina bifida. (Frye, Diagnostic Tests)

660. The biophysical profile is a series of fetal evaluations which, in combination, offer a well-rounded assessment of fetal/placental well-being. These evaluations are done in post-term pregnancies or any time there is a question about fetal or placental well-being, due to either maternal disease or perceived fetal compromise due to poor fetal heart reactivity, lack of fetal movement, or other indicators. Frequently is recommended as a follow-up to a NST that is worrisome or inconclusive. The factors evaluated in the biophysical profile are:

 
1. Fetal reactivity test (NST or fetal heart rate accelerations with movement)


2. Fetal muscle tone (limb or trunk extension w/ flexion)


3. Gross body movements (body or limb movements)


4. Fetal breathing movements (respiratory efforts/ hiccups)


5. Volume of amniotic fluid


6. Placental grade (sometimes used)

The scoring of the biophysical profile suggest actions taken for the mother and baby (repeat test, wait, delivery immediately, induce labor, etc.)

(Frye, Diagnostic Tests; Varney, Midwifery)

661. Amniocentesis is the examination of amniotic fluid which has been withdrawn through the maternal abdominal wall with a sterile needle. Amniocentesis can be used to determine the sex of the fetus, the presence of certain birth defects, neural tube defects, retardation, hemolytic anemia related to Rh disease, and lung maturity. It can also indicate fetal well-being, gestational age, various chromosomal disorders and a host of other problems. 

There are risks involved in the procedure ranging from fetal injury or loss, to failure to retrieve an adequate sample, necessitating repeating the procedure. The relative risk of respiratory problems in the newborn seem increases when amniocentesis was performed, particularly when done before week 14, when the fluid removed is not available for the development of the fetus’ respiratory tract.

The procedure is usually done between weeks 16-18 of the pregnancy. Women should drink lots of water before the appointment. An ultrasound is done to determine the position of the placenta and the fetus before the needle is inserted. About 20 ml of fluid are removed (this should be replaced within 12 hours if the woman is well hydrated.) Care is taken not to contaminate the sample with maternal blood. The baby’s cells are cultured and examined for defects.

With regard to counseling, the biggest issue is that the parents should be clear on what information they want to find out about from the test, and then think about how they are going to use the information, i.e. whether they will abort, chose fetal surgery (if it is on option), or if they just wanted to know. Thinking through these issues ahead of time will likely lead to some women choosing to not have the test.

Rh negative women must also consider the possibility of mixing maternal and fetal blood during the procedure.

(Frye, Diagnostic Tests, p 735-738; Varney, p 289-290)

662. Amnioscopy is the direct observation of the amniotic sac, with an endoscope introduced into the cervical canal. USES?

(Melloni’s, p 14)

663. According to Varney, screening for blood incompatibility between mother and fetus is limited to Rh incompatibilities because there is not generally accepted way to detect ABO incompatibility during pregnancy. However, cord blood can be collected from the newborn, particularly for babies with type O mothers (who statistically are at greatest risk for ABO incompatibility and sensitization), so that it can be typed and evaluation can occur.

For Rh incompatibility, the mothers blood is drawn for initial lab work and the Rh type is determined. If the woman is Rh-, an indirect Coombs’ test (a screen for Rh antibodies) is ordered. If that is positive, an antibody titer is done, and a physician should be consulted for management. If the indirect Coomb’s test is negative at the initial blood screening, another indirect Coombs’ should be performed at 28 weeks. If antibody titers are still negative at this time, then the woman should receive 300 mcg of RhoGAM to decrease the risk of antibodies forming during the antepartal period in the occurrence of a maternal-fetal blood transfusion.

Rh- women who have not been sensitized, should have antibody screens several times during pregnancy as maternal fetal blood transfer could occur throughout the pregnancy. If at any point the antibody screen is positive, an antibody ID must be done to determine what antibodies are present.

(Varney, Midwifery; Frye, Diagnostic Tests)

664. A contraction stress-test is most often used when a NST is nonreactive to further evaluate fetal-well being, particularly in relation to how the fetus might react during contractions of labor. The CST is the most accurate predictor of UPI, and is reliable from 26 weeks until term. The mother is hooked up to an EFM and labor contractions are stimulated using either pitocin, or nipple stimulation. This test should not be done with the following conditions: h(x) of preterm labor; incompetent cervix; multiple gestations; PPROM; hx of uterine surgery or current placenta previa.

The CST is evaluating the FHT of the fetus, and monitors uterine activity. A baseline for both measures is obtained for 10-20 minutes. Maternal BP is taken every 5 minutes and the mother is positions either slightly elevated or on her left side. Nipple stim or pitocin is administered and continued until  during a period of 10 minutes in which there are 3 or more contractions lasting 40- 60 seconds each. 

A healthy fetus with a negative CST has a reactive baseline heartrate no late decelerations during the contractions. A positive CST results when the fetus has late decels consistently and they persist in >50% of contractions. Alternatively, Martin and Schifrin define a positive CST as a 10 minute segment that includes 3 contractions, all showing late decels; and a negative CST as a 10 minute segment with at least three contractions that show no late decels. The CST is equivocal if there is an occasional late decel, but not a consistent pattern.

Negative CST usually is associated with a well fetus for another 7 days. A positive CST is associated with increased rates of IUGR, low APGAR scoring, uteroplacental insufficiency, increased intrauterine death, increased rates of late decels in labor, and meconium staining. Note that there is a high false positive rate of about 30% (positive CST, normal fetal response during labor and normal baby), but a very low false negative rate (about 1%). If uterine hyperstimulation occurs, it is not possible to draw conclusions from the CST and the test should be treated as equivocal.

(Frye, Diagnostic Tests, p 747-749; Varney, p 299-301)

665. The Non-stress test (NST) is used to observe fetal heart rate accelerations in response to fetal activity. It is the most widely used and least invasive measure of fetal wellbeing used in the third trimester. Indications for its use include: suspected IUGR, hx of IUGR; chronic hypertension, diabetes (gestational and pre-gestational), PIH, pre-eclampsia, multiple gestations, oligiohydraminios, post dates, Rh isoimmunization, PROM, decreased fetal movement, previous stillbirth. Mothers are placed on their side and hooked up to an EFM. The baby’s baseline heart rate is monitored and then accelerations (indicating fetal movement and therefore sufficient oxygen and other nutrients through the placentas to perform that movement) are monitored for a time period of 15 minutes to 2 hours. In the past maternal detection of movement was also recorded and correlated to the EFM strip; current research shows that even without maternal detection, fetal heart rate accelerations are predictive of fetal wellbeing.

The test is best performed in a period of fetal wakefulness and the mother should be well-fed and hydrated before the test. A reactive NST indicates that the fetus is doing well-late in pregnancy (after 28-32 weeks) a fetus has an average of 34 accelerations about the fetal heart rate baseline every hour with an average rise of 20-25 bpm lasting about 40 seconds. ACOG’s guidelines for a reactive NST is that at least 2 accelerations of the FHR within a 20 minutes period occur that are off baseline for at least 15 seconds and have a minimum amplitude of 15 bpm. A nonreactive NST is the failure to meet that criteria, and an inconclusive NST occurs when the tracing of the FHR is uninterpretable due to either an inability to establish a baseline FHR (due to a very active fetus) or difficulty obtaining the tracing at all.

A significant bradycardia is noted in about 1-2% of cases (defined as a drop in FHT <90 bpm or a drop greater than 40 bpm from baseline for at least 1 minute); this is generally predictive of fetal compromise, to even a greater degree than a nonreactive NST. However, most cases of variable decels during the NST are not predictive of fetal compromise, but rather are associated with a nuchal cord.

The false positive rate of the NST is high, from 75-90%, particularly when the test is performed before 28 weeks or between 28-32 weeks. This is because FHR reactivity is a developmental milestone that occurs between 28-32 weeks.

Normal reactivity is associated with fetal survival for another 7 days. Non-reactivity is associated with fetal sleep, hypoxia, CNS system defect, immaturity, oligiohydraminios, or from the maternal side, disease (diabetes, hypertension), medications (CNS depressants, beta-blockers, steroids), street drug use, smoking, dehydration or chorioamnionitis. A non-reactive NST will typically be followed up with a CST or a BPP.

(Frye, Diagnostic Tests, p 742-744; Varney, p 296-298)

666. Fetoscopy is a technique for direct visualization of the fetus and collection of a fetal specimen for analysis. The procedure has largely been replaced by ultrasound and is only offered to women who have a significant risk of having a child with a birth defect that can only be obtained via biopsy samples through fetoscopy. The process includes inserting a small tube through the abdomen into the uterus and inserting the fetoscope and directing it to the part of the fetus that needs to be visualized. Additional instruments can allow for the collection of blood or skin samples. Conditions that have been identified via this procedure include: Ellis-van Creveld syndrome which causes ectodermal dysplasia, congenital heart defects, dwarfism, and polydactyly, as well as other syndromes. Risks include increase in miscarriage, preterm labor, amniotic fluid leakage and fetal death.

(Frye, Diagnostic Tests, p 740)

667. Gonorrhea and Chlamdyia,  syphillis and Hepatitis B are tested for at the onset of prenatal care. HIV is also tested is the mother permits it. Depending on history and symptoms, the presence of herpes, HPV, trichinosis, BV and other STD’s can be tested for.

668. Immunity to rubella is tested for in pregnancy. Although this disease is harmless in childhood, it can cause devastating effects on the fetus during pregnancy, particularly if the mother has previously been unexposed. Rubella is therefore the only viral titer routinely checked during pregnancy. Rubella related fetal damage includes: deafness, heart defects, cataracts, and marked physical and mental retardation. Manifestations of infection are grouped into three categories-transient, permanent and late onset.

Childhood vaccinations are no guarantee of protection and therefore every first time pregnant woman should have her titer drawn early in prenatal care. Natural exposure to the virus when not pregnant does lead to lifelong immunity-if this is documented then the risk is very minimal. Vaccination during pregnancy is recommended is a woman is found to be non-immune. The CDC indicates that vaccination is safe between 3 months pre-conception to 12 weeks of pregnancy. If a mother doesn’t not come to prenatal care until after the first trimester and is non-immune, the vaccine is not given and the mom is instructed to stay away from children with colds and is vaccinated after the pregnancy. 

(Frye, Diagnostic Tests, p 557-559)

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

(Frye, Diagnostic Tests, p 119-120)

670. Type O- blood is the universal donor because it has silent isoantigens on the RBCs, and therefore does not trigger an immune response when given to people with other blood types.

(Frye, Diagnostic Tests, p 116)

671. A pap smear should be done early in pregnancy to rule out cervical, vaginal and endometrial cancer or their precursors (dysplasia).

672. Glucose, protein and ketones in the urine are routinely tested for during pregnancy. 

Glucose in the urine would indicate potential gestational diabetes. It could also indicate that a high sugar intake occurred close to analysis, or could show up if the woman is on antibiotics.

Protein in the urine is a late sign of toxemia. Trace protein can also show up in concentrated urine, or with exercise or stress.

Ketones in the urine is a sign of maternal fasting or insufficient dietary intake and/or dehydration. It can also signal diabetes.

(Frye, Diagnostic Tests, p 74-76)

673. Two blood tests for anemia are: 

· Total iron binding capacity: this value represents the number of iron attachment sites on the red blood cell. High values are consistent with anemia outside of pregnancy, but during pregnancy values are typically somewhat elevated.

· Hemoglobin electrophoresis: with a history of long-standing anemia, anemia unresponsive to therapy, or for a woman with an ethnic background associated with hereditary anemia, this test will determine if the ration of the various heme components of her hemoglobin is normal, and if not, exactly what variations may be present

(Frye, Diagnostic Tests: p 220)

674. Mothers at risk for gestational diabetes and therefore candidates for the diabetes screen include: women with previous large babies (> 9lbs), unexplained pregnancy losses or an otherwise poor reproductive history, malformed babies, polyhydramnios, glycosuria, those over 25 years of age, obesity, family history of diabetes, and those who have classic diabetes symptoms (such as increased urinary output; thirst, recurrent vaginal yeast infections, slow healing of sores, acetone breath, increased appetite, weight loss and weakness. 

There are many types of tests and screens for diabetes during pregnancy and most should be offered between 24 and 28 weeks of pregnancy.

(Frye, Diagnostic Tests, p 316)

675. The two most common reasons that a mother should be offered RhoGAM are: 

· Mothers who are Rh-negative and who do not know that the father of the baby is also Rh-negative (and therefore have at least the possibility that the baby is Rh+) should be offered RhoGAM at 28 weeks pregnancy. 

· If an unsensitized Rh-negative mother gives birth to a Rh-positive baby, who shows a negative Coombs test, a post-partum injection of RhoGAM should be given. It will function as a temporary anti-Rh antibody and will destroy any fetal cells present before the mother’s body recognizes them and begins sensitization. This will avoid sensitization and the development of hemolytic disease of the newborn in future pregnancies.

Other situations that would warrant RhoGAM being administered are:

· Accidental transfusion of Rh+ blood to a Rh- person

· After a Rh-negative woman undergoes an invasive diagnostic procedure potentially involving bleeding (e.g. amniocentesis or CVS)

· When an unsensitized woman has a miscarriage, abortion or ectopic pregnancy after 8 weeks gestation

· After a trauma, especially to the abdomen such as in a car accident

· After a disruptive procedure (such as external version) especially if followed by vaginal bleeding

· If very weak antibodies or equivocal result are found on the antibody screen the test should be repeated before ruling out RhoGAM administration

(Frye, Diagnostic Tests, p 130)

676. The measurements used to confirm fetal maturity by ultrasound are:

· Biparietal Diameter (BPD): A BPD >9 cm is associated with a gestational age of at least 38 weeks, and a BPD of 9.2 cm or more reliably predicts mature lungs in uncomplicated pregnancies (not true for babies of diabetic mothers)

· A placental grade of 3 (calcium deposits throughout placenta) in uncomplicated pregnancies is correlated with a mature L/S ratio (predicting lung maturity)

· Crown-rump length

· Femur length

· Head circumference

· Abdominal circumference

· Volume measurements of amniotic fluid

(Frye, Diagnostic Tests, p 712-714, 768-9)

Observational & Charting Skills (96 points total: 8 points each)

677. The purposes of keeping a chart include: 

· as a memory bank

· a historical file for future health care

· an ongoing means of keeping up with what is going on during the process, i.e. the big picture

· one can refresh oneself at a glance before subsequent visits

· it is a legal record of your actions and omissions and clinical thinking and judgement

The chart guides how a practitioner gives care by laying out the priorities and clinical parameters evaluated on an ongoing basis, and how retrievable relevant information is to make timely decisions regarding care provision.

(Frye, p 356)

678. In order to detect additional needs the mother may have, in addition to a complete physical exam the midwife will observe the mother's:

· socioeconomic status

· culture

· social support and family involvement

· educational level

· risk for social problems, e.g. domestic violence, substance abuse, homelessness

· mental status

· language barriers

679 chart is never whited out because it is a legal document and white out implicates the possibility that the provider changed the documentation retrospectively to protect him or herself. Every entry is signed to provide for accountability of one's actions and clinical judgement.

680. The chart is a legal document in your interactions with clients and

it is the best and sometimes only resource to back up your claims, should questions regarding your recommendations or how you dealt with the problem come up. (Frye, p 356)

681. The mother's subjective findings are charted as what the woman says is happening to her, her chief complaint, any information the woman gives you regarding the topic at hand, as well as information you obtain from her via your questions. (Frye, p 358)

682. Objective parameters are charted by what you note by examination or observation, as well as any previous test results, diagnoses or procedures. (Frye, p 358)

683. The assessments of the objective findings are charted by documenting what you suspect or diagnosis, or a summary of the available data. (Frye, p 358)

684. Making a plan based on the assessment of findings is important because one must document what you recommend for the condition you suspect, any tests you order, or if you suggest referral or consult. The plan should either provide you with the answers to make a definitive diagnosis, or once a diagnosis is made, the plan should help to alleviate or treat the condition. (Frye, p 359)

685. The mother's risk status should be charted at each visit on the prenatal record after evaluating her condition by checking BP, fundal height, FHT, swelling, GFM, etc. 

686. A risk that requires physician referral should be charted on the prenatal record with more details in the notes regarding the reason for the referral, the date referral is made, who the referral is to and a timeline for evaluation and followup. Once follow-up occurs it should be documented with the recommendations from the practitioner that was referred to and a plan for reassessment. 

687. To chart a complaint that you counsel for over the phone, one should follow the SOAPIER method and record the client's account of the problem, the questions that you asked to r/o complications via differential diagnosis, and your decision-making regarding whether the client needs to be seen, or by what parameters the client should contact you again and/or get emergency care, or when you are going to call or visit to follow up and see if the situation has resolved. Follow-up should document that it was done, the current condition or existence of symptoms, and what treatment plan was followed previously as well as revisions to treatment plan.

688. When charting a treatment of a specific condition the following should always be included:

· description of treatment

· amount and/or frequency of utilization

· planned duration of treatment

· potential side effects or dangers of the treatment

· expected timeline for improvement of condition

· s/sx of worsening condition

· plan for follow-up
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