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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.  **This assignment is worth 100 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?

· Hydrotherapy: Soaking during labor helps relaxes women in labor by reversing the response of the sympathetic nervous system. The soothing sensation from the warm water helps decrease the tension in the muscles and any feelings of discomfort.
· Acupuncture/Acupressure: This procedure is done through puncturing certain parts of the body with a needle to relax the woman’s body during labor. Thus helping balance her energy levels which allow the process of labor to begin. A certified professional must be required to administer this procedure.
· Massage Therapy: The use of pressure towards certain pressure points increases circulation in that area which promotes reduction of stress and tension, and also altering the feeling of pain.
· Ambulation and position change: Encouraging ambulation and different position changes like kneeling, sitting up, and rocking back and forth helps stimulate the movement of the pelvis which can potentially aid in speeding up the labor process.
2.   Complete the following table:

	1st Stage of Labor
	Behavior Characteristics
	Therapeutic Interventions

(give details)

	Latent   _0_ - _3_ cms
	This stage begins with the onset of regular contractions. Cervix begins to dilate it effaces. This averages about 8.6 hours and increases in frequency, duration, and intensity. They start off mild where the woman is still able to cope with the discomfort.

	There are different non-pharmacological techniques to help with this stage of labor such as changing positions, ambulation, hydrotherapy, massage, and focusing attention on imagery.

	Active  _4_ - _7_ cms


	The woman’s anxiety level increases as contraction intensify and become more painful. Some feel the inability to cope decrease and feel helpless. The cervix dilates 4-7 cm. The cervical dilation should be at least 1.2 cm per hour in nulliparas and 1.5 cm per hour in multiparas. 
	Reassuring the mother that she is doing well. Having a family and spouse support is vital at this stage to help lessen anxiety levels. Other non-pharmacological methods can also be used such as massage or acupressure which can help promote nerve stimulation thus helping decrease pain response. 

	Transition __8_ - __10_ cms


	The last part of this stage is when the woman feels more anxious for she becomes aware of the increasing force and intensity of the contractions. Thus in turn makes her feel restless and makes her change position often. Cervical dilation slows from 8-10 cm and rate of fetal decent increases. 
	Reassurance must be provided by the nurse and the nurse must become her relief support. At this point the woman’s labor support are needing a break therefore the nurse must make sure to let the woman know where her family or spouse is and that she will never be alone. Other non-pharmacological techniques that can be used is breathing exercises. This simple procedure could help greatly with relaxation and promoting a calm sensation. 


Complete the following table:

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

	Non-stress Test (NST)


	The NST is a widely accepted method for evaluation a fetus. It involves an external electronic fetal monitor to check the fetal heart rate. The heart rate is measures for 20-30 minutes and if there is no recorded movement, it doesn’t necessarily indicate that there is a problem. If the baby is asleep the nurse may use a ‘buzzer’ in order to wake the baby up for the test.This is done because fetus is active throughout the pregnancy and activity causes the fetal heart rate to increase. This acceleration of FHR shows a healthy fetus. Also, oxygen is required for fetal activity and heart rate to be within normal ranges.
	It is a quick and inexpensive way to interpret the fetus status with no known side effects. It is also helpful in the presence of diabetes, preeclampsia, intrauterine growth restriction, spontaneous rupture of membranes, multiple gestation, postdates, and other high risk pregnancy conditions. 
Reactive: the presence of 2 or more FHR accelerations within a 20 minute period with or without fetal movement.

Nonreactive: the presence of less than 2 FHR accelerations within a 20 minute period, over a 40 minute test period. 

	Biophysical Profile (BPP)


	A BPP checks five difference fetal biophysical variables which are: FHR acceleration, fetal breathing, fetal movements, fetal tone, and amniotic fluid volume. The first criteria require the use of an NST and the rest are done using a ultrasound scanner. This test is also used to identify compromised fetus and confirm if the fetus is healthy or not.
	This test is the most useful in evaluation women who are experiencing decreased fetal movement, managing intrauterine growth restriction, preterm labor, gestational diabetes, postterm pregnancies, and premature rupture of membranes. 

	Fetal Movement Assessment (Kick Count Charting


	There are several methods that are used to assess fetal movement perceived by the woman. The instructions usually start at 18 weeks gestation and the movements peak at 26-32 weeks then decrease. The mother must keep a daily record of fetal movement at the same time daily and about an hour after meals while she is in a side lying position. Most women feel at least 10x per 3 hours. The slowing or stopping usually indicates that the fetus needs attention. 
	Fetal movement is a non-invasive, cost-effective method of fetal surveillance in a high and low risk pregnancy. This test is an indirect measure of fetal central nervous system integrity and fuction. Fetal movements can greatly provide reassurance of the health of the fetus and its oxygenation. Inversely, decreased activity is often associated with the possibility of preterm birth, asphyxia, intrauterine growth restriction, and fetal death.

	Ultrasound (US)
	 An ultrasound is a diagnostic procedure that uses high-frequency sound waves exceeding 20,000 cycles per second. Thus producing an image that varies on the density of the structure under the transducer. A transducer is a device that is used to turn the sound waves into electrical signals. The higher the frequency of the sound the shallower the depth but the resolution is better. Ultrasounds can also be sued to make images called “sonograms”.
	This procedure is the most commonly used diagnostic and screening tool in pregnancy. It is widely used to assess fetal well-being in all three trimesters. There are different types of ultrasound examinations; they could be standard or basic and limited or specialized. Limited ultrasound is used to determine a specific information while a standard ultrasound is done during the second or third trimester of the pregnancy.



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 _____130_____ Accelerations present? _______yes_____
Acceleration BPM ___25__   

Nursing interventions, if any, indicated __none________________________________________________________________________________________________________________________________________________________________________________________

Complete the following information for the strip below:
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Contractions present? __yes_  Contraction frequency? ____2-3 mins_____

Contraction length ____1-1.5 mins____  Baseline FHR ___150____ 

Accelerations present? __no____ Decelerations present? _____yes_____

What type of decelerations are present, in any? __late decelerations___

Nursing interventions, if any, indicated 

Stop pitocin, turn the patient to her left side, given her oxygen, contact the physician, and document.    
3.     (con’t) Briefly describe reassuring characteristics of the fetal heart when utilizing   

       electronic fetal monitoring.

Some of the characteristics of the fetal heart when using a electronic fetal monitoring is having a baseline between 120-160, seeing variability, and accelerations are present.
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- Breasts. 
Assess if bra fits properly by providing support to the breasts and helps maintain the shape of the breasts without stretching the ligaments and connective tissue. A breastfeeding mother should have cloth straps and must be easily adjustable. Note the size and the shape of the breasts, abnormalities, reddened areas, or engorgement. Palpate the breasts lightly for softness, slight firmness associated with filling or engorgement, warmth, or tenderness. Nipples must be assessed for signs of fissures, cracks, soreness, or inversion.

They are soft, slight firmness associated with filling, warmth, no evidence of tenderness, the nipples are everted, no signs of fissures, cracks, or soreness.
U- Uterus, Fundus, and abdomen. 
The woman should void before assessment to avoid displacement of the uterus or uterine atony. Fundus must then be assessed for firmness then measured using fingerbreadths above, below, or at the umbilicus. Check the position of the fundus. It can be midline or displaced to either side of the abdomen. Uterus should not be overly tender when palpated. If excessive pain is felt then it must be alerted for possible infection. If the uterus is not firm it must then be massaged gently with the fingertips while the woman is lying flat on her back and her legs flexed. Nurse must observe the amount of expelled blood. If uterus is boggy gentle massage may be needed but more vigorously. The nurse must assess the amount and character of the expelled blood. Abdomen must be soft, have a ‘doughy’ texture. Fundus must be midline, firm, and can be tender when palpated, 
B- Bladder. 
First the nurse must assess it for distention frequently. There are many different techniques with helping a woman void like helping her get out of bed, pouring warm water over the vulva, running water on the sink, and relaxing. Nurse must ask information about how much fluid the woman intakes, if she feels like she is emptying her bladder completely, and signs of UTI. Nurse should suggest the woman to drink at least eight glasses of 8 oz. of water or juice every day. 
B- Bowel.
Nurse obtains information regarding her intestinal elimination and her concerns. Motility may not return until after 2 to 3 days after birth if woman has a bowel movement during labor or delivery. Nurse may suggest stool softeners to increase bulk and moisture to prevent constipation. Other ways to help prevent constipation and regular bowel is encouraging ambulation, forcing fluids, and providing fruits. 
L- Lochia.
This part is assessed for character, amount, odor, and the presence of clots. The first 3 days the lochia should be rubra with a few small clots due to the pooling of blood in the vagina. Then the lochia becomes serosa within 2 to 3 days. It should never exceed a moderate amount up to four to eight peri-pads daily. Check the perineal pad for heavy bleeding and if reported, it must be checked after an hour. For more accurate assessment of blood loss the peri-pad can also be weighed. If woman is at high risk for bleeding she must have her blood pressure, pulse, and uterus assessed frequently and prescribed with oxytocin. Lochia’s odor shouldn’t be offensive or foul. If foul, infection may be present. 
E- Episiotomy/incision
In the case of a woman who has had cesarean birth the abdominal incision may be tender. Inspect the abdominal incision for signs of healing, bleeding, or infection (drainage, edema, foul odor, or redness). Include the documentation of internal sutures, steri-strips, or staples. 
R- Emotional Response.
The nurse must evaluate the mother for postpartum depression symptoms such as sadness, crying, mood swings, and etcetera. Also observe her bonding behavior with the baby or if she has an isolating behavior towards the baby, and her emotional responses towards the baby. 
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. 

CLASSIC

The incision is made midline and longitudinal which allows for space when delivering the baby which is made just below the umbilicus to the top of the pelvic bone. This cut is not preferred for overly obese women and when delivering premature babies. Thus leading to a serious case of bleeding compared to other techniques. The technique is also helpful during emergency situations. The incision on the surface of the skin is between the naval and the pubis symphysis. 
LOW TRANSVERSE

This incision is the most commonly used for caesarean sections. The incision is made horizontally right above the edge of the bladder across and above the pubic bone. There is significantly less bleeding compared to other incisions and a lower chance of infection. This is also known as the bikini cut.
RISK FACTORS OF EACH FOR FUTURE PREGNANCIES

Risk and complications for the mother:

-Damage to organs such as bowel or bladder

-Hemorrhage or increase bleeding

-Bladder infection

-Infection at incision site

-Scar tissue leading to blockage and pain in pelvic region

-Reaction to anesthetics and other medications

-Maternal mortality due to surgery

-Emotional reaction

Risk and complications for the baby:

-Premature birth

-Low APGAR or fetal distress due to the anesthesia

-Fetal injury
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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:


Heart rate: 110-160 bpm

Temperature: 



Axillary: 97.5-99



Rectal: 97.8-99 (not recommended)



Skin probe: 96.8-97.7


Respiration: 30-60 breaths per minute at rest


Blood pressure: 50-75 mmHg systolic/30-45 mmHg diastolic


Newborn assessment in order of anatomy:
Anthropometric measurements, vital signs, skin, head, face, nose, mouth, neck, eyes, ears, chest, abdomen, genitals, and extremities.

Reflexes
More reflex, blinking, grasp, stepping, tonic neck, sneeze, rooting, gag reflex, cough reflex, Babinski sign.
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 due to compensatory mechanisms such as increased respirations and non-shivering thermogenesis to maintain body core temperature. Cold stress is the greatest after the delivery due to the preterm newborn’s immature skin, high ratio of surface area to birth weight, and environmental conditions. This can also be due to them having less fat stored, poor vasomotor responses, and less insulation to help with hypothermic event. Common findings could be peripheral vasoconstriction, pallor, mottling, and metabolic acidosis. Four ways to prevent neonatal cold stress is prewarming the blankets before use to reduce heat loss, encouraging skin-to-skin contact with the mother, keeping the infant transporter fully charged and heated at all times, and drying the newborn completely after birth.

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. 


The newborn can react to stress by flailing their hands or covering their face due to increased noise, light, and excessive handling. The overstimulation of the newborn can have a negative effect due to the reduction of the amount of oxygen and stress.


Physiologic process of Rh incompatibility:


The Rh factor is a red blood cell surface antigen. This incompatibility is also known as Rh disease and occurs when a pregnant woman has an Rh-negative blood and the baby in her womb has an Rh-positive blood. Thus, leading to the development of Rh antibodies. During the pregnancy the blood from the unborn baby can cross into the mother’s bloodstream through the placenta and if the mother’s blood is Rh-negative, her immune system will act against the Rh-positive cells of the fetus to make antibodies against it which can ultimately destroy the developing baby and its circulation red blood cells.

What does the Coombs test indicate?


The Coombs test is used to test for antibodies that could potentially bind to the red blood cells and may cause them to go through hemolysis. It can also reveal if the mother has developed isoimmunity to the Rh antigens.

Therapeutic management of hyperbilirubinemia


-Phototherapy

-Reduction of bilirubin levels by feeding the baby as early as possible every 2 to 3 hours.


-Breastfeed about 8 to 12 feedings per day.

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 11ozs


1.4.09

Above weight (6 lbs 11 ozs) is also discharge weight

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


The findings aren’t concurrent with the normal weight gain of a 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.

Convert 


Convert

7Ibs 4 ozs = 3173.7g   
6 Ibs 11 ozs = 2720.34 g
1 oz = 28.35 g (US Food Nutrition Labeling) 

1 Ib = 453.59g. 

(7 x 453.39 g) + (4 x 28.35 g) = 3173.7

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 grams
3287.1g – 3032.19 g = 254.91grams is the weight that the baby has already lost. 

At this point the baby cannot lose more than 303.2 grams during the first 5 days since the baby already lost 254.9 gram. Therefore the baby can safely lose 48.3 more grams. If more, the physician should be notified immediately. 

5. Babies at Provena and Carle room in with their parents during the day and at night if the parents choose. 


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

The parents should observe the type of formula they are feeding their baby, how much calories is being consumed, and if there are any spit ups. Also, record if baby is being burped after every feeding.

For a breastfed baby, what information should the parents record?

For a breastfed baby the parents must record the time the baby fed, if baby latched on properly, if there are any spit ups, and if the baby was burped after every feeding and also record sleeping patterns of the baby.

How long does the physician give the baby to have his/her first bowel movement? 
First void?

The first void should happen soon after the birth. The physicians recommend that the baby have his or her first bowel movement within 12-24 hours.

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.

The parents ask, “How do we know if it’s getting infected?”

 Briefly explain the signs of infection in a new circumcision site first. 

Some signs of infection in the circumcision site could be persistent bleeding from circumcised area or on the diaper, pus or discharge on the surface, redness around the navel, and a swollen foul odor.

Explain the signs of an infected umbilical cord stump. 

A spreading redness around the navel, a foul smelling greenish to yellowish discharge, tenderness, or bright red bleeding.

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

Cord care:

Parents must stay away from baths in a tub or sink until the cord has completely fallen off and healed. The diapers must always be folded right under the level of the cord to circumvent the infection and always change wet diapers to prevent irritation. Expose the cord to open air as much as possible to help dry it out. Never pull on the cord or any hanging small piece of skin. 
Circumcision:

Use soapy water over the area daily and rinse it with warm water. Pat the area dry. Use a small amount of petroleum jelly after every diaper change if Plastibell is used. Fasten the diaper loosely to avoid friction with the abdomen. Check for foul smelling discharge, bleeding, or any abnormal swelling around the area.

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

The penis should be washed using mild soap and water after every diaper change. The foreskin must not be forced back for it will retract over time normally on its own.

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 feeding pattern for the newborn is very normal. A baby usually sleeps about 15 hours every day for about 2 hours to 4 hours at a time. Every newborn differs and most breastfed babies must be fed every 2 to 3 hours. A baby’s stomach can only store a small amount due to its size therefore he or she cannot sleep long periods without feeding. The yellowish looking substance mixed with mucus is normal and is called colostrum. It is the first secretion from the mammary glands after delivery. This discharge is rich in antibodies and nutrients that are vital to the baby’s health. 
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