


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.  **This assignment is worth 50 points.  It must be submitted via email. Failure to do so will result in a failing grade.

1. Describe five non-pharmacologic methods of pain relief which may help to alleviate pain in the laboring woman. Explain each, do not just list them. How do they help? What uncomfortable sensations do they aid?

· Massage Therapy: Application of pressure to the soft tissue that promotes increased circulation to the area of the body that pressure is being applied to, reduces stress and tension and promotes a sense to well-being by altering feeling of pain(1). 
· Hydrotherapy: Women in labor can soak in warm water which leads to relaxation via reversing the response of the sympathetic nervous system as warm water causes soothing stimulation of nerve endings and allows vasodilation which decreases tension in muscles and decreases feeling of discomfort (1). 
· Ambulation and position change: Changing position such as walking, kneeling, and sitting up, rocking back and forth can allow movement of pelvis and therefore might lead to speeding up of labor process. 
· Acupuncture and acupressure: These procedures target particular body points with needles to relax the woman's body in preparation for her labor. Certain points are used to balance and/or raise or lower energy levels, that allow for a suitable environment for labor to begin. Sometimes the acupuncture actually stimulates contractions. Certified professionals are required for administration of these procedures. Some pregnant women wear wristbands and other devices for self-help acupressure techniques (1). 
· Imagery: Involves collaboratively focusing on tactile stimuli such as sound, touch, counting backwards, massage and/or music. These techniques keep the sensory inputs involved and keep sensations of contractions from reaching the pain centers in the CNS (1).
2.   Complete the following table:

	1st Stage of Labor
	Behavior Characteristics
	Therapeutic Interventions

(give details)

	Latent   __0__ - _3__cms
	Starts at the beginning of regular contractions. This stage ends when the cervix starts to dilate. Mild to moderately strong contractions occur every 3-30 minutes. Pain in this stage is similar to that of cramping during menstrual cycle and women are usually nervous but are able to talk and respond comfortably. Nullipara, lasts up to 9hrs; multipara, lasts up to 5-6hrs (1).

	Nonpharmacological techniques such as changing positions, ambulation, hydrotheraphy and attention focus and imagery can help. Hydrotherapy would allow relaxation of muscles, promote vasodilation and release tension. Position changes might help speed the labor and promote comfort (1). 

	Active  _4__- _7_cms


	Contraction are 40 to 60 seconds ever 2-3mins with moderate intensity to palpation. Nullipara, lasts up to 4.6hrs; multipara lasts up to 2.4hrs. Women going into labor focus on their labor and anticipated delivery (1).
	Non-pharmacological methods such as massage or acupressure can help as they promote nerve stimulation which in turn allows decreased response to pain perception due to the release of endorphins. These techniques decrease tension and aim to promote muscle relaxation (1). 

	Transition _8_ - _10_ cms


	Contractions are 60-90 seconds long ever 1-2mins. Contraction intensity strong by palpation. Nullipara lasts up to 1hr, multipara, lasts up to 30mins. Pressure on the rectum is great and there is a strong desire to contract the abdominal muscles and push. Women may experience nausea and diaphoresis (1).  
	Breathing exercises are often emphasized during this phase in addition to position change because it helps with relaxation and promoting calm. This also helps speed the labor via the effects of gravity and changing shape of the pelvis (1).


Complete the following table:

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

	Non-stress Test (NST)


	A non-invasive test performed in pregnancies over 28-30 weeks of gestation. The test is named “non-stress” because no stress is placed on the fetus during the test. The test involves attaching one belt to the mother’s abdomen to measure fetal heart rate and another belt to measure contractions. Movement, heart rate and “reactivity” of heart rate to movement is measured for 20-30 minutes. If the baby does not move, it does not necessarily indicate that there is a problem; the baby could just be asleep. A nurse may use a small “buzzer” to wake the baby for the remainder of the test. The purpose of this test is that adequate oxygen is required for fetal activity and heart rate to be within normal ranges. When oxygen levels are low, the fetus may not respond normally. NST may be performed if mother senses the baby is not moving, she is overdue, high risk pregnancy for any other reason, any issues with placental function (1).
	Reactive (normal)– presence of two or more fetal heart rate accelerations (minimum 15bpm for 15 seconds) within a 20-minute period, with or without fetal movement discernible by the woman (1).

 Nonreactive– presence of less than two fetal heart rate accelerations within a 20-minute period, over a 40 minute test period. A nonreactive test may be related to a number of factors such as intrauterine grown retardation, fetal distress and even mortality (1).

	Biophysical Profile (BPP)


	It is a prenatal ultrasound evaluation and is done when a nonstress test is nonreactive or for other indications. BPP has 5 components (4 US and 1 NST): fetal movement, fetal tone, fetal breathing, amniotic fluid volume, and fetal heart rate. Normally performed in the second half of the pregnancy (1). 
	Each assessment is graded either 0 or 2 points and all the points are added up to give a number between 0 and 10. A score of 8 to 10 is considered reassuring. Presence of these components implies absence of significant central nervous system hypoxemia/acidemia. If the fetus is compromised, it exhibits loss of accelerations of the fetal heart rate, decreased movement and breathing, hypotonia, and decreased amniotic fluid volume (1). 

	Fetal Movement Assessment (Kick Count Charting


	A fetal kick count, counting the fetal movements, is among the most important observation to ensure the health of the fetus. The fetal kick count is done usually after 24 weeks of the pregnancy to monitor the fetal health. Women are given kick count chart and told to keep track of it because fetal movement implies an active baby, which is seen as a good sign. Movements are not  always indicative of good health status of the baby. Women are told to choose a time of day when the baby is usually active, told to get in comfortable position and write down day and date, start time when they began counting, stop time. They are told to continue counting until the baby has moved 10 times, and the number of minutes it took to reach count of 10 (1).
	Movement requires oxygen. If the fetus health is not optimal, it may decrease movement to conserve oxygen. Lack of movement may be due to intra uterine growth retardation, decreased perfusion or other indications. The mother should call the doctor if there is a significant deviation from the usual movement pattern or if there are less than 10 movements in 2 hours (1). 

	Ultrasound (US)
	Ultrasound is a noninvasive, safe, accurate and cost-effective procedure. It for an assessment of fetal activity, growth, and gestational age, assesses fetal well-being, and determines the need for

invasive intrauterine tests. Uses high frequency sound waves to visualize the fetus. Mostly a  second is  scan performed after 18 weeks, third one is done around 34 weeks and these tests are used for any abnormal structural changes that may occur (1). 
	Allows for early detection of gestational date, growth process, fetal heart rate, due date verification and any malformations that may occur over the course of fetal development (1).



3.   Fill in the blanks regarding the following electronic fetal heart monitor (EFHM) strip: We will go over this section in lab. 
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Contractions present? _No_   Contraction frequency ____0____
Baseline FHR __approximately 130__     Accelerations present? Yes, 4 
                                                                  accelerations  are present
Acceleration BPM   ___25 beats/min _
Nursing interventions, if any, indicated
     No interventions_________________________________________________

Complete the following information for the strip below:
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Contractions present?  Yes, contractions are present   

Contraction frequency?  About every 2-3 minutes; 22 
Contraction length __1-1.5 minutes___  Baseline FHR 150 beats/minute 

      Accelerations present? __No__   Decelerations present?  Yes 
      What type of decelerations are present, in any?    ___Late decelerations___ 
Nursing interventions, if any, indicated    


Stop Pitocin administration, turn the patient to their left side, recognize that the patients needs oxygen administration, contact a physician and document everything.
3.     (con’t) Briefly describe reassuring characteristics of the fetal heart when utilizing electronic fetal monitoring.

We would expect to see acceleration, 10 – 15 bpm, and there would be 4 to 6 of these in an hour. There should be no deceleration and good variability from beat to beat. 
1. 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.  

B – Breast – characteristics that we assess include: size, contour, engorgement, asymmetry, and erythema. They should be soft with absence of nodules, masses and/or warm areas. Nipples need to be everted and without any redness, cracks, fissures or bleeding (1).
U – Uterus – should be midline, the height and position of the fundus is assessed in relation to the umbilicus (below), and uterine firmness is assessed in regards to involution. Fundus must remain firm so postpartum bleeding can be avoided (1).
B – Bladder – assess bladder for distention and urine emptying. Uterus might be distended due to being full and should be immediately emptied, either naturally or via catheterization. Assessment for UTI and sufficient urine output is performed (1). 
B – Bowels – assess for bowel sounds, they should be normal, there may be some gas pains, normal bowel movements  occur within 2-3 days post delivery, and abdominal distention should be absent (1). 

L – Lochia – fundus is palpated, which allows for an estimated amount of discharge that can be anticipated. Lochia has different stages and inititally it is bright red, not foul smelling; with an earthy odor, amount varies based on the pregnancies that a woman has had and these factors can vary in their activity and time. There should not be any visible clots (1). 
E – Perineal area – assessment of  possible hematomas, laceration, edema, tearing, hemorrhoids, excessive pain, or masses. If an episiotomy is present it should also be evaluated for ecchymosis, exudate and/or edema (1).
R – Emotional Response – Evaluate and observe the mother for postpartum depression symptoms (such as sadness, crying, mood swings), her bonding behavior vs. isolating behavior towards the baby and finally observe to see if the mother has appropriate emotional responses (1). 
*The newer version of the acronym states BUBBLEHE, where the additional H is for homan’s/hemorrhoids and the additional E is for episiotomy/lacerations.  
2. List and describe the types of incisions used for cesarean birth and note the potential complications and risk factors associated with cesarean birth. For the types of incisions, you will include the classic, or horizontal, incision both on the inside (uterine) and the outside (abdominal), and the low transverse (also known as the Pfannenstiel) incision, both on the inside (uterine) and the outside (abdominal). Be sure to include a paragraph or two regarding the major risk of delivering vaginally with a classic uterine incision. 

The order of incision in these types is from skin to fat to muscle (separated not incised) to uterus. 

CLASSIC – The incision is midline and longitudinal, it allows for more space for delivering the baby. The incision is made from just below the umbilicus to the top of the pubic bone. This kind of incision is not preferred in most cases except for overly obese women and in case of delivering premature babies. It leads to more bleeding than other incision techniques and also has a higher risk of infection. The incision on the surface of the skin is between the naval and pubis symphysis. This process is used in emergency cases because it is very fast (1).  

TRANSVERSE – It is also known as the bikini cut and it is the most commonly used type of caesarean section. A horizontal incision is made right above the edge of the bladder, across and above the pubic bone. There is less bleeding in comparison to other types of incisions, there is a lower chance of infection and it is easily repairable/better healing (1).
RISK FACTORS OF EACH FOR FUTURE PREGNANCIES – 

Risk and complications for the mother –

*Infection at incision site, in the uterus 

*Bladder infection 
*Hemorrhage or increase bleeding
*Damage to organs such as bowel or bladder

*Scar tissue leading to blockage and pain in pelvic region. 

*Extended hospital stays 
*Extended recovery time 

*Reaction to anesthetics and other medications
*Risk of additional surgeries such as hysterectomy, bladder repair, another C-section for   second children because women can’t have vaginal delivery after a c-section since it increases the risk of rupture of uterus

*Maternal mortality due to surgery

*Emotional reaction – some women may feel like they are less of a mother because they didn’t give birth via natural ways (2).  

Risk and complications for the baby - 

*Premature birth – baby may be delivered early if there was an error made in calculating the gestational age. 
*Breathing problems – baby is more likely to have respiratory difficulties

*Low APGAR – fetal distress before the delivery or lack of stimulation during deliver; may be an effect of anesthesia.
* Fetal injury – rarely but baby might get cuts or bruises (2). 
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     1.What are the normal VS ranges in the neonate? List them. 


Briefly list your newborn assessment in order of anatomy as you would             perform the assessment. Include reflexes as well after your physical assessment. 

      Normal vital sign ranges (1):

Hear rate – 110 – 160 bpm (with no activity or crying when it can rise up to 180bpm)

      Temperature – Axillary       97.5 – 99

                               Rectal         97.8 – 99 (not recommended) 

                                Skin probe  96.8 – 97.7

      Respiration – 30 – 60 breaths/min @ rest (may increases with activity or 
      crying)

Blood pressure – Systolic/Diastolic = 50 – 75 mm Hg/30 – 45 mm Hg 

Newborn assessment in order of anatomy:

Anthropometric measurements, vital signs, skin, head, face, nose, mouth, neck,  eyes, ears, chest, abdomen, genitals, and extremities (1).
      Reflexes 

Moro reflex, blinking, grasp, stepping, tonic neck, sneeze, rooting, gag reflex, cough reflex, Babinski sign (1).  
2 Define cold stress in the newborn.  Describe the consequences of cold stress on the newborn and list four ways to prevent neonatal cold stress. 

Cold stress is excessive heat loss; compensatory mechanisms (such as non-shivering thermogenesis and tachypnea) to maintain core body temperature. The newborn becomes less active, lethargic, hypotonic, and weaker as the body temperature decreases. During the first 12 hours of life, all newborns are at risk of cold stress, especially, preterm newborns are at a greatest risk for cold stress and may experience more srious effects than full-term newborns because they have less fat stores, poorer vasomotor responses, and less insulation to cope with a hypothermic event. Newborns that suffer from cold stress may have various harmful effects such as depleted brown fat stores, increased oxygen needs, respiratory distress, increased glucose consumption leading to hypoglycemia, metabolic acidosis, jaundice, hypoxia, and decreased surfactant production(3). Some ways to prevent cold stress:
· Prewarming blankets and hats to reduce heat loss through conduction 

· Keeping the infant transporter (warmed isolette) fully charged and heated at all times

· Drying the newborn completely after birth to prevent heat loss from evaporation. 

· Encouraging skin-to-skin contact with the mother if the newborn is stable. 

· Promoting early breastfeeding to provide fuels for non-shivering thermogenesis. 

· Using heated and humidified oxygen (3).
3. Identify the physiologic process associated with Rh incompatibility, describe the Coombs test, and list and describe the therapeutic management of hyperbilirubinemia. 


List signs of stress and/or overstimulation in a neonate. 

     Overstimulation can have negative effects due to reduction in the amount of oxygen and stress. A newborn reacts to stress by flaying the hands or bringing an arm up to cover the face. With increased noise, light, excessive handling, and stress, cardiac and respiratory rates decrease. 
Physiologic process of Rh incompatibility:

The Rh factor (i.e.Rhesus factor) is a red blood cell surface antigen that was named after the monkeys in which it was first discovered. Rh incompatibility, also known as Rh disease, is a condition that occurs when a woman with Rh-negative blood type is exposed to Rh-positive blood cells, leading to the development of Rh antibodies (4). 

The Rh negative mother is exposed to Rh positive antigen, that cause the mother’s antibodies to get transferred to the fetus (4).
There are two mechanisms of Rh incompatibility. 

· The most common type occurs when an Rh-negative pregnant mother is exposed to Rh-positive fetal red blood cells secondary due to a feto-maternal hemorrhage during pregnancy from a spontaneous or induced abortion, trauma and/or procedures. This can also occur during a normal delivery. Blood from the fetal circulation may leak into the maternal circulation, which causes sensitization leading to maternal antibody production against the foreign Rh antigen. Rh immunoglobulin G (IgG) antibodies can cross freely from the placenta to the fetal circulation once they develop. In the fetal circulation antibodies form antigen-antibody complexes with Rh-positive fetal erythrocytes and eventually are destroyed, resulting in a fetal alloimmune-induced hemolytic anemia (4). 

 Rh incompatibility can also occur when an Rh-negative female receives an Rh-positive blood transfusion. In part, this is the reason that blood banks prefer using blood type O negative or type O, Rh negative because it is a universal donor blood group and there isn’t always time to match for blood groups (4). 
What does the Coombs test indicate?

The Coombs' test tests for antibodies that may bind to RBcs and cause hemolysis of premature RBCs. An indirect Coomb’s test can reveal if the mother has developed isoimmunity to the Rh antigens, if there is Rh incompatibility between the mother and the baby.
Therapeutic management of hyperbilirubinemia (1& 4)
* Reduction of bilirubin levels – prevention of hypoglycemia by starting baby’s feedings as early as possible, as feedings administered every 2 – 3 hrs, promote emptying of bilirubin from bowels.

Maintainence of  albumin levels that take bilirubin to the liver. 
Encourage mother to breastfeed – 8 – 12 feedings/day

 Monitor serum bilirubin levels severe hyperbilirubinemia 

* Phototherapy 
* Provide patient teachings to the mother and assess the baby’s skin for any signs of jaundice.
4. The newborn you are assigned to had the following weights recorded by the nursing staff:

1.3.09  
Birth weight

7 lbs 4 ozs


1.4.09

Today’s weight

6 lbs 11 ozs


1.4.09

Above weight (7 lbs 9 ozs) is also discharge weight

This baby is breastfeeding. Are these findings concurrent with a normal newborn? 

These findings are not concurrent with a normal weight gain of a feeding 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 and what percentage of weight this baby has lost.

A physician should be notified if the baby has lost more than 10% of its body weight. 
7Ibs 4 ozs = 3173.7g   , 
6 Ibs 11 ozs = 2720.34 g
1 oz = 28.35 g (US Food Nutrition Labeling) and 1 Ib = 453.59g. 

(7 x 453.39 g) + (4 x 28.35 g) = 3173.7 + 113.4 = 3287.1g
6 Ibs 11ozs = (6 x 453.39 g) + (11 x 28.35 g) = 2720.34 + 311.85 = 3032.19g
10% of original body weight is 3032.1 x 10/100 = 303.21 g
3287.1g – 3032.19 g = 254.91g is the weight that the baby has already lost. 

The baby can’t lose more than 303.21 g in the first 5 days and he is already lost 254.91g. So, the baby is safe if it loses another 48.3 g. However, beyond that the doctor should be worried. The average newborn then gains about 20 to 30 g per day and regains his or her birth weight by10 to 14 days of age.
5. Babies at Provena and Carle room in with their parents during the day and at night if the parents choose. 

To observe the type of formula that was given to the baby, the number of calories consumed by the baby, if they spitted out any of it (the amount spitted out should be measured) and if the baby was burped after feedings.  

For a formula fed baby, what information should the parents record?

They need to record the length of time the baby for fed for, intake and output, if the baby burped or spitted out any of the feeding. Also the baby should be observed for development of intolerance to the formula and the parents should learn about not switching or mixing formulas and about proper preparation and storage of the formula (1). 
For a breastfed baby, what information should the parents record?

Amount of time that baby fed for, if they lached on properly, if they burped and if the baby spitted out any of the milk. Baby’s sleeping patterns after feedings should also be observed (1). 
How long does the physician give the baby to have his/her first bowel movement? First void?

The first void should happen immediately after birth. Physicians recommend the baby 12 – 24 hours for the first bowel movement (1).
Who is responsible for assessing the new circumcision site right after the circ has been performed?

The nurse.

How often does the circumcision have to be assessed after completion?

Every 30 minutes for the first 2 hours (1).
The parents ask, “How do we know if it’s getting infected?”
Redness around the tip of the penis that is getting worse, fever, presence of pus-filled blisters or yellowish discharge, foul smell, bleeding and swelling (1).
Briefly explain the signs of infection in a new circumcision site first. 

Cloudy discharge or pus on the surface, bleeding from umbilical cord separation point, spreading redness around the navel and area that is tender, swollen with foul odor (1).
Explain the signs of an infected umbilical cord stump. 
Foul smelling greenish to yellowish discharge, redness, localized heat and tenderness, or bright red bleeding that can take upto two to three days after sloth has been removed (1).

For both procedures, explain how you will instruct the parents to care for the site. 

Cord care 
· Parents should be told to give sponge baths and to avoid sink or tub baths.
· The cord should be exposed to open air.
· Diapers should be fastened below the chord region and spoiled diapers should be changed as soon as possible.  

· The cord should never be pulled on.  

· Within the first two weeks, the cord usually falls off, this region will appear slight pink and different in color than rest of the skin, however, it will soon become consistent with normal skin tone (1). 
Circumcision 
· Squeeze soapy water over the area daily and then rinse with warm water. Pat dry.

· Parents should apply petroleum jelly with diaper changed

· Assess the area for any foul smell or any signs of infection

· If any signs of bleeding report to physician and apply slight pressure (1).

What information do you give parents to care for the intact penis (uncircumcised)? 

The penis should be washed with water and a wash cloth thoroughly and pat dried between each diaper change and the foreskin should not be forced back; it will retract normally over time (1).
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.  

Yes, this is very normal for a newborn. They sleep up to 15hrs daily for 2 hours to 4 hours at a time. Their stomach capacity is too small to sleep for long periods of time without feedings. Newborns differ in their feeding needs and inclinations. Most mothers who breast feed need to be feed every 2 to 3 hours, nursing for 10 to 20 minutes from each breast. The length of feedings is dependent on the mother and the length of the time that baby prefers to feed. Flexibility should be recognized by moms. The yellow substance along with mucous would be the colostrum, it is yellow and is the first secreted from the mammary glands after giving birth and for the first few days after giving birth. Colostrum is very rich in antibodies and nutrients (1).
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