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Instructions: Complete the questions and tables included in the clinical preparedness worksheets. Use extra paper as needed. APA is not necessary, but information should be typed. Email your paper prior to the due date/time to the Scholar 360 website AND  summer2011ob@yahoo.com . 

1. Describe five non-pharmacologic methods of pain relief which may help to alleviate pain in the laboring woman. 
a. Breathing techniques
b. Changing positions (walking, birthing ball, etc.)
c. Guided imagery
d. Massage
e. Music

2. Briefly describe reassuring characteristics of the fetal heart when utilizing electronic fetal monitoring
a. A baseline of 110-160, accelerations, and a good variability which indicates oxygen reserve
i. Oxygen reserve: this is needed because during contractions, the placenta slams shut and the baby gets no fresh oxygen so they must have a reserve. 

3. Complete the following table:

	1st Stage of Labor
	Behavior Characteristics
	Therapeutic Interventions

	Latent   __0__ - __3_ cms
Early labor that usually lasts 7-8 hours. Contractions are 3-5 minutes apart and last 35-45 seconds
	Anxious, nervous, relieved if they are sick of being pregnant



	Provide ice chips, reposition, help to keep her calm, maintain patent IV, educate prn 

	Active  __4_ - __7__ cms
Lasts 3-5 hours. Contractions are 1 min long and 2-3 min apart. “Contractions are longer, stronger, and closer together.”

	Breathing heavily, usually begin using breathing techniques, uncomfortable, asking for pain meds, good time to change 
positions 




	Provide necessary comfort measures, give pain medications as ordered, help patient with pain with nonpharmaological techniques. 

	Transition 8__ - _10_ cms
Lasts 30 min to 1 ½ hr with contractions q 30-90 sec and they last between 1 and 1 ½ minutes 


	“really weird,” shaking, cold/hot, premature urge to push possible emesis (major changes are occurring) 
	Provide comfort measures, give meds as ordered, be sure the patient stays in the room, prepare for pushing, frequent vaginal exams and notify the physician 



4. Complete the following table:

	Test/Assessment
	Description of Test and Rationale for Use
	Interpretation and Clinical Significance

	Non-stress Test (NST)




	Used to check to see how he or she is tolerating the inter-uterine environment. Done if there is lack of fetal movement, any complication, or simply ordered by the physician 
	Reactive vs. Non-reactive
Reactive means that the baby reacts as it should. Non-reactive means that something needs to be done because the baby may not beb moving or moving with no heart accelerations (fetal distress) 

	Stress Test (OCT, or Oxytocin Challenge Test)





	Usually done is a NST is abnormal. Give pitocin or do nipple stimulation to cause good contractions in order to put the baby under some stress. 
	The test will show whether or not the baby responds to the added stress in an appropriate or inappropriate manner. 

	Biophysical Profile (BPP)





	Good look at the womb. It is an ultrasound that looks at the amniotic fluid index, HR, practice breathing, movements, and is scored from a 0-10
	If a baby receives a score of 2-3, a cesarean section will most likely be needed in order to save the baby. Helps determine if the baby is in danger 

	Fetal Movement Assessment (Kick Count Charting




	Mom is to start this at 28 weeks. They are to time the movements they feel from the baby. It should move 10x in 2 hours or less and should be done at a time when the baby is usually active (night). 
	This helps the mom assess as to whether her baby is doing well. Lack of movement can indicate a serious problem or maybe even death of the fetus. Therefore, it is done beginning at 28 weeks up until the birth. 

	Ultrasound (US)
	Uses sound waves to confirm a pregnancy, see a fetal heart rhythm, that proper structers are all there, etc. Ex: at 18-20 weeks, they measure femur length to see how the baby is growing. 
	It can be used to determine the sex of the baby and has the ability to detect any complications that maybe occurring. 








5. Fill in the blanks regarding the following electronic fetal heart monitor (EFHM) strip:

Contractions present? __No___  Contraction frequency __None______________

Baseline FHR __130______ Accelerations present? _____Yes__________

Acceleration BPM  160 which is 30 bpm over the baseline for about 1 minute 

Nursing interventions, if any, indicated: determine how far along the mom is and whether or not contractions should be present at this time. If she is only 25 weeks gestation lack of contractions is good. 
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Complete the following information for the strip below:

Contractions present? Yes_  Contraction frequency? __3 minutes____________

Contraction length _60-80 seconds___  Baseline FHR _____145-150____ 

Accelerations present? _No___ Decelerations present? ______Yes___

What type of decelerations are present, in any? _______Late _________

Nursing interventions, if any, indicated 
1. Tight oxygen mask at 10L
2. Open IV TKO (open it wide to carry more RBCs  oxygen to the baby
3. Reposition patient
4. Call the doctor 
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6. Briefly describe nursing assessment of the postpartum mother using BUBBLER (Breasts, Uterus, Bladder, Bowel, Lochia, Episiotomy/incision, Emotion Response). First list the anatomical part assessed, and then what the normal findings would be.  (I will describe the assessment that we learned about in class rather than BUBBLER) 
a. Heart (Just make sure it is ticking)
b. Lungs (through the back, every lobe)
c. Abdomen (Bowel sounds)
d. Breast 
e. Fundus (Top part of the uterus)
i. Locate the fundus and be sure to keep pressure on the pubic bone so the uterus does not prolapsed and end up on the bed 
f. Perineum 
i. Episiotomy is well approximated
ii. Lochia: bleeding that usually lasts 1-3 weeks after birth
iii. Involution: uterus going from pregnant to non-pregnant state
iv. After birth pains: contractions of the uterus to get it back to pre-pregnancy state or close to it.
g. Emotional Response to labor and delivery


7. List and describe the types of incisions used for cesarean birth and note the potential complications and risk factors associated with cesarean birth. 
a. There are two different types of incisions that can be used
i. Transverse horizontal which is a horizontal incision which is made right above the pubic hair line. 
ii. Vertical incision which is made vertical and extends from right below the naval to right above the pubic hair line.
b. Both of these types of incisions can be used on both the abdomen and on the uterus. If more room is needed for the baby to come out, a T-shaped incision may be used. 
c. Complications of cesarean births include infection, hemorrhage, aspiration, pulmonary embolism, urinary tract trauma, thrombophlebitis, paralytic ileus, and atelectasis. Fetal injury and transient tachypnea of the newborn can also occur. 

8. Describe briefly the characteristics of postpartum hemorrhage and of shock, and the interventions for shock in the postpartum patient. 
a. Postpartum hemorrhage is blood loss greater than 50 mL after a vaginal birth and 1,000 mL after a cesarean. This excessive bleeding can be caused by several factors including failure of the uterus to contract after birth, lacerations of the genital tract, episiotomy, and uterine inversion. The blood loss causes danger to the mother because if she loses too much she could become hypovolemic and go into shock. 
b. Shock occurs when the body is not getting enough blood flow which can cause great damage to the organs and needs immediate medical interventions. If the mother is to go into shock, several interventions need to take place…
i. Replace fluids 
ii. Initiate IV line if not already to be able to administer fluids or blood if needed
iii. Medications may be needed to increase the BP such as dopamine or epinephrine
iv. Foley catheter may need to be inserted
v. Place patient in the shock position with legs elevated. 
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1. What are the normal VS ranges in the neonate? List them.
a. HR: 110-160 bpm
b. Respirations: 30-60 per  min
c. Temp: 36.5-37.5 C 

      2.      Briefly list your newborn assessment in order of anatomy as you would perform the                  
               assessment. Include reflexes as well after your physical assessment.
· External Assessment: skin color, peeling, etc.
· Chest: PMI, ease of breathing, auscultation
· Abdomen: rounded and umbilical cord has two arteries and one vein
· Neurologic: presence of reflexes and muscle tone 
· Gestational age assessment: weight, length, head circumference, and chest circumference
· New Ballard scale: determines infant maturity rate 
· In order of anatomy…
· Head, eyes, ear, nose, mouth, neck, chest, abdomen, anogenital, extremities, spine, reflexes, and then the senses. 

3. Describe the consequences of cold stress on the newborn and list four ways to prevent neonatal cold stress.
a. Cold stress occurs when the baby gets cold and will compensate by breathing faster and faster. Consequences of this tachypnea could be that the nurses and physician believe it is due to an infection and unnecessary interventions are done to treat an infection that the baby does not have. 
i. Warm up instruments and supplies that will come in contact with the infant (conduction)
ii. Keep a warmer over the baby to keep cold air from blowing across the baby (convection)
iii. Dry the infant off after birth or bathing (Evaporation)
iv. Keep the infant away from opened windows when it is cold outside and do not place directly by air-conditioning vents (radiation) 

4. Identify the physiologic process associated with Rh incompatibility, describe the Coombs test, and list and describe the therapeutic management of hyperbilirubinemia.
a. Rh compatibility: if mom is Rh (-), you need to do a blood type on the baby because if the baby is Rh (+), than the mother needs Rogram to keep her from being sensitized. If the mother becomes sensitized, this means that the body may learn to attack that (+) Rh factor. If the mother becomes pregnant with another Rh (+) baby, her body will try to attack it and cause serious damage). 
b. Coomb’s Test: this is a test that looks for certain antibodies that are responsible for early RBC destruction. If the test comes back negative, then that means that there are no isoimmunity antibodies present meaning that to the Rh antigen. That means that the mother can be started on RhoGAM. If it is positive, the woman has already become sensitized and there is no use of the RhoGAM. If this is the case, the fetus should be carefully monitored for hemolytic disease. 
c. In order to reduce bilirubin levels, several interventions can be carried out…
i. Phototherapy: used to convert bilirubin to the less toxic form where it can be excreted in the feces
ii. Frequent feedings to encourage bowel movements
iii. Place the  baby on a biliblanket
iv. Worst case: Exchange transfusion is levels are very high and nothing is working

5. List signs of stress and/or overstimulation in a neonate.
a. Sneezing, irritable, cranky, fussy, or possibly initiate the ignore reflex 
6. The newborn you are assigned to had the following weights recorded by the nursing staff:

	1.3.10		Birth weight		7 lbs 3 ozs
	1.4.10		Today’s weight		6 lbs 12 ozs
	1.4.10		Above weight (6 lbs 12 ozs) is also discharge weight

This baby is breastfeeding. Are these findings concurrent with a normal newborn? How much weight can this baby lose before the physician will be concerned (according to American Academy of Pediatrics standards)? Show your work and determine how many grams this baby can safely lose.
· Convert the weight to grams 
· Birth Weight: 3,450 g
· Today weight: 3,240 grams 
· Subtract today’s from the birth weight to get 210 grams. 
· 10% loss is 345 grams and since 210 grams in less than that, the physician should not be concerned with this amount of weight loss. A loss of 345g or more would lead to be concerned. 

7. Babies at Sarah Bush room in with their parents during the day, and at night if the parents choose. Parents record important information regarding intake and output of the baby. 

	For a formula fed baby, what information should the parents record?
· How many mL or CCs the neonate ate, how many pees and poops, when did they start feeding, and what kind of formula the infant was given

	For a breastfed baby, what information should the parents record?
· How long did the neonate nurse on each breast, and which breast if he/she only nursed on one. 

	
	How long does the physician give the baby to have his/her first bowel movement? First void?
· The physicians gives the neonate 24 hours to have his/her first void or BM. Do not call the doctor at 20 hours and be concerned  

What is the FLACC score? Who is responsible for assessing the new circumcision site right after the circ has been performed? How often does the circumcision have to be assessed after completion?
· A FLACC score is a way to interpret how much pain a neonate is in or anyone else who does not have the ability to express oneself. In neonates, all you have to do it eyeball them and watch their behavior, posture, etc. The nurse of the baby (and the nursing student), should do a FLACC score on the neonate 5 and 15 minutes after a circumcision. Assess for excessive bleeding at 15 minutes, 1 hour, and 2 hours after the circ. 

The parents ask, “How do we know if it’s getting infected?” Briefly explain the signs of  infection in a new circ site first. Then explain the signs of an infected umbilical cord stump.
· The signs of infection in a new circ could be redness or edema. As the infection progresses, one might to able to see a pussy discharge, the area to have a bad smell, be edematous, and be red. These same characteristics would go for an infected umbilical cord stump also. 

The newborn you are assigned to is formula feeding. He is 18 hours old. He is taking approximately 1 ½ to 2 ozs every three to four hours. His birth weight was 7 lbs 8 ozs. His weight after approximately 14 hours, recorded as the discharge weight (he’ll be going home at 24 hours of age) is 7 lbs 7 ozs. Is this feeding pattern appropriate for this 
newborn? Why or why not? Provide rationale.
· This is a perfectly good feeding pattern for this little boy. Formula fed babies need to be fed every 3-4 hour. This is less often than breastfed babies because formula sits in the stomach longer and takes a longer time to digest. At this time, the neonate should be consuming 1 ½ -2 oz. A bigger baby may even eat up to 3 oz. This neonate has a good feeding pattern and according to the scenario, there are no concerns present. 

The newborn you are assigned to is breastfeeding. She is 12 hours old. She is nursing very sporadically, but usually every 2 to 3 hours for about 20 minutes on the first side, and then going to sleep. She has had a few times when she has awoken to nurse every hour for approximately 10 to 15 minutes. She has also been “gaggy” as described in report, and has spit up some yellowish looking substance mixed with mucous. Lastly, her mother complains that she is “zonked out”, and has to be really annoyed in order to wake up and eat – cold wet washrag to the face and bottom, undressed, talked to, jostled about. Is this feeding pattern and behavior appropriate for this newborn? Why or why not? Provide rationale to substantiate your findings.  
· This too is a normal feeding pattern. The infant, because she is breastfed, should be eating every 2-3 hours. This is more often because breast milk is digested more quickly than formula and therefore more frequent feedings are necessary. Eating for 20-25 minutes is a normal time. The infant is gaggy most likely due to the mucous and goo that she has in her lungs which is expected in a 12 hour old neonate. Overall, this feeding pattern is also within normal limits. 
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