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PREFACE

-|:1is textbook is designed as a practical approach to understanding the health
of women in a maternity context and the health of their newborns. Women

in our society are becoming empowered to make informed and responsible choices
regarding their health and that of their children, but to do so they need the
encouragement and support of nurses who care for them. This textbook focuses
on the reproductive issues of women throughout the lifespan and arms the
student or practicing nurse with essential information to care for women and
their families, to assist them to make the right choices safely, intelligently,

and with confidence.

Organization

Each chapter of this textbook reviews an important dimension of a woman’s
general health throughout her life cycle and addresses risk factors, lifestyle
choices that influence her well-being, appropriate interventions, and nursing
education topics to preserve her health and that of her newborn.

The text is divided into eight units.

Unit 1: Introduction to Maternity, Newborn,
and Women's Nursing

Unit 1 helps build a foundation for the student beginning the study of maternal-
newborn and women’s health nursing by exploring contemporary issues and
trends and community-based nursing.

Unit 2: Women's Health Throughout the Lifespan

Unit 2 introduces the student to selected women’s health topics, including the
structure and function of the reproductive system, common reproductive concerns,
sexually transmitted infections, problems of the breast, and benign disorders and
cancers of the female reproductive tract. This unit encourages students to assist
women in maintaining their quality of life, reducing their risk of disease, and
becoming active partners with their health care professional.

Unit 3: Pregnancy

Unit 3 addresses topics related to normal pregnancy, including fetal development,
genetics, and maternal adaptation to pregnancy. Nursing management during
normal pregnancy is presented in a separate chapter encouraging application of
basic knowledge to nursing practice. This nursing care chapter covers maternal
and fetal assessment throughout pregnancy, interventions to promote self-care
and minimize common discomforts, and patient education.

Unit 4: Labor and Birth

Unit 4 begins with a chapter on the normal labor and birth process, including
maternal and fetal adaptations. This is followed by a chapter discussing the
nurse’s role during normal labor and birth, which includes maternal and fetal
assessment, pharmacologic and non-pharmacologic comfort measures and
pain management, and specific nursing interventions during each stage of
labor and birth.

xvii
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Unit 5: Postpartum Period

Unit 5 focuses on maternal adaptation during the normal postpartum period.
Both physiologic and psychological aspects are explored. Paternal adaptation is
also considered. This unit also focuses on related nursing management, including
assessment of physical and emotional status, promoting comfort, assisting with
elimination, counseling about sexuality and contraception, promoting nutrition,
promoting family adaptation, and preparing for discharge.

Unit 6: The Newborn

Unit 6 covers physiologic and behavioral adaptations of the normal newborn.
It also delves into nursing management of the normal newborn, including
immediate assessment and specific interventions as well as ongoing assessment,
physical examination, and specific interventions during the early newborn
period.

Unit 7: Childbearing at Risk

Unit 7 shifts the focus to at-risk pregnancy, childbirth, and postpartum care.
Pre-existing conditions of the woman, pregnancy-related complications, at-risk
labor, emergencies associated with labor and birth, and medical conditions

and complications affecting the postpartum woman are covered. Treatment and
nursing management are presented for each medical condition. This organization
allows the student to build on a solid foundation of normal material when studying
the at-risk content.

Unit 8: The Newborn at Risk

Unit 8 continues to focus on at-risk content. Issues of the newborn with birth
weight variations, gestational age variations, congenital conditions, and acquired
disorders are explored. Treatment and nursing management are presented for
each medical condition. This organization helps cement the student’s understand-
ing of the material.

Recurring Features

In order to provide the instructor and student with an exciting and user-friendly
text, a number of recurring features have been developed.

Key Terms

A list of terms that are considered essential to the chapter’s understanding is pre-
sented at the beginning of each chapter. Each key term appears in boldface, with
the definition included in the text. Key terms may also be accessed on ThePoint.

Learning Objectives

Learning Objectives included at the beginning of each chapter guide the student
in understanding what is important and why, allowing him or her to prioritize
information for learning. These valuable learning tools also provide opportunities
for self-testing or instructor evaluation of student knowledge and ability.

WOW

Each chapter opens with inspiring Words of Wisdom, which offer helpful, timely,
or interesting thoughts. These WOW statements set the stage for each chapter and
give the student valuable insight into nursing care of women and newborns.
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Case Studies

Real-life scenarios present relevant maternity, newborn, and women’s health
information that is intended to perfect the student’s caregiving skills. Questions
about the scenario provide an opportunity for the student to critically evaluate the
appropriate course of action.

Watch and Learn Icon

A special icon WATCH':§°°LEARN throughout the book directs the student to free
video clips that highlight maternity nursing care. These clips can be viewed on
the Point website and also on the Student Resource CD.

Evidence-Based Practice

The consistent promotion of evidence-based practice is a key feature of the text.
Throughout the chapters, pivotal questions addressed by current research have
been incorporated into Evidence-Based Practice boxes, which cite studies relevant
to the chapter content.

Healthy People 2010

Throughout the textbook, relevant Healthy People 2010 objectives are outlined in
box format. The nursing implications or guidance provided in the box serve as a
roadmap for improving the health of women, mothers, and newborns.

Teaching Guidelines

An important tool for achieving health promotion and disease prevention is health
education. Throughout the textbook, Teaching Guidelines raise awareness, provide
timely and accurate information, and are designed to ensure the student’s prepa-
ration for educating women about various issues.

Drug Guides

Drug guide tables summarize information about commonly used medications.
The actions, indications, and significant nursing implications presented assist the
student in providing optimum care to women and their newborns

Common Laboratory and Diagnostic Tests

Common Laboratory and Diagnostic Tests tables in many of the chapters provide
the student with a general understanding of how a broad range of disorders is
diagnosed. Rather than reading the information repeatedly throughout the narrative,
the student is then able to refer to the table as needed.

Common Medical Treatments

The Common Medical Treatments tables in many of the nursing management
chapters provide the student with a broad awareness of how a common group of
disorders is treated either medically or surgically. The tables serve as a reference
point for common medical treatments.

Nursing Care Plans

Nursing Care Plans provide concrete examples of each step of the nursing process
and are provided in numerous chapters. Found within the nursing process overview
section of the chapter, the Nursing Care Plans summarize issue- or system-related
content, thereby minimizing repetition.

Xix
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Comparison Charts

These charts compare two or more disorders or other easily confused concepts.
They serve to provide an explanation that clarifies the concepts for the student.

Nursing Procedures

Step-by-step Nursing Procedures are presented in a clear, concise format to facili-
tate competent performance of relevant procedures as well as to clarify pediatric
variations when appropriate.

Consider This!

In every chapter the student is asked to Consider This! These first-person narratives
engage the student in real-life scenarios experienced by their patients. The personal
accounts evoke empathy and help the student to perfect caregiving skills. Each
box ends with an opportunity for further contemplation, encouraging the student
to think critically about the scenario.

Take Note!

The Take Note! feature draws the student’s attention to points of critical emphasis
throughout the chapter. This feature is often used to stress life-threatening or
otherwise vitally important information.

Table, Boxes, Illustrations, and Photographs

Abundant tables and boxes summarize key content throughout the book.
Additionally, beautiful illustrations and photographs help the student to visualize the
content. These features allow the student to quickly and easily access information.

Key Concepts

At the end of each chapter, Key Concepts provide a quick review of essential
chapter elements. These bulleted lists help the student focus on the important
aspects of the chapter.

References and Websites

References and websites that were used in the development of the text are provided
at the end of each chapter. These listings enable the student to further explore top-
ics of interest. Many on-line resources are provided as a means for the student to
electronically explore relevant content material. These resources can be shared with
women, children, and their families to enhance patient education and support.

Chapter Worksheets

Chapter worksheets at the end of each chapter assist the student in reviewing
essential concepts. Chapter worksheets include:

* Multiple Choice Questions—These review questions are written to test the
student’s ability to apply chapter material. Questions cover maternal-newborn
and women’s health content that the student might encounter on the national
licensing exam (NCLEX).

* Critical Thinking Exercises—These exercises challenge the student to incor-
porate new knowledge with previously learned concepts and reach a satisfactory
conclusion. They encourage the student to think critically, problem solve, and
consider his or her own perspective on given topics.

* Study Activities—These interactive activities promote student participation in
the learning process. This section encourages increased interaction/learning via
clinical, on-line, and community activities.
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Teaching-Learning Package

Instructor's Resource DVD

This valuable resource for instructors includes all the materials instructors need
to teach the maternity-pediatric course, including

» PowerPoint presentations that correspond to each chapter and serve as a supplement
to the instructor’s course development
* A Test Generator that features hundreds of questions within a powerful tool to

help the instructor create quizzes and tests

* An Image Bank that provides access to photographs and illustrations from the
text in a convenient, searchable format

* Lecture Outlines for organizing classroom instruction

» Sample syllabi for setting up the maternity-pediatric nursing course

» Assignments and reading comprehension quizzes designed to test the student’s
understanding

Student Resource CD-ROM

The student resource CD-ROM, which is included for free in the front of the book,
features video clips highlighting the developmental stages of pregnancy, vaginal
labor and birth, scheduled cesarean section, breastfeeding assistance, developmental
considerations, and nursing care of the child in the hospital.

The CD-ROM also includes a Spanish-English audio glossary and an
NCLEX alternate item format tutorial.

ThePoint Solution

ThePoint Solution, http://thepoint.Iww.com, a trademark of Wolters Kluwer Health,
is a web-based course and content management system providing every resource
that the instructor and student needs in one easy-to-use site. Advanced technology
and superior content combine at ThePoint to allow instructors to design and deliver
online and offline courses, maintain grades and class rosters, and communicate with
students. Students can visit ThePoint to access supplemental multimedia resources,
such as Key Concepts, Answers to Worksheets, a Glossary, and NCLEX-style
student review questions to enhance their learning experience. ThePoint Solution
package also includes an EBook, so students can search their text electronically, and
journal articles to help students understand evidence-based practice. Students can
also check the course syllabus, download content, upload assignments, and join
an online study group. For instructors, a wealth of information can be found at
ThePoint, all designed to make teaching easier. For example . . .

* Pre-lecture quizzes, made of five true/false and five fill-in-the-blank questions, are
meant to be given at the beginning of class and help evaluate whether students
are keeping up with the reading and the material it covers.

» Assignments, broken into four types—written, group, clinical, and Web—and
organized by learning objective, provide opportunities for in- or after-class activities.

 Discussion topics, also organized by learning objective, allow students to critically
think through scenarios and discuss their ideas with other students.

* Guided lecture notes organize the chapter objective by objective and provide
references to appropriate PowerPoint slides and figures from the text.

» Sample syllabi assist instructors with setting their courses and are provided for
four different course lengths: 4, 6, 8, and 10 weeks.

ThePoint . . . where teaching, learning and technology click!

Susan Scott Ricci
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LEARNING OBJECTIVES
Upon completion of the chapter, the learner will be able to:

1. Identify the key milestones in the evolution of maternal, newborn, and
women’s health nursing.

2. Describe the major components, concepts, and influences associated
with the nursing management of women and their families.

3. Compare the past definitions of health and illness to the current
definitions.

4. Identify the factors that affect maternal, newborn, and women’s health.

5. Evaluate how society and culture can influence the health of women and
their families.

6. Discuss the health care barriers affecting women and their families.

7. Discuss the ethical and legal issues that may arise when caring for
women and their families.

i

ophia Greenly, a 38-year-old
woman pregnant with her third
child, comes to the prenatal clinic
for a routine follow-up visit. Her
mother, Betty, accompanies her
because Sophia’s husband is out
of town. Sophia lives with her
husband and two children, ages 4
and 9. She works part-time as a
lunch aide in the local elementary
school. What factors may play a
role in influencing the health of

Sophia and her family?

oW

Being pregnant and giving
birth is like crossing a narrow
bridge: people can accompany
you to the bridge, and they can
greet you on the other side, but
you walk that bridge alone.




4 UNIT ONE

A person’s ability to lead a fulfilling life and to partic-
ipate fully in society depends largely on his or her health
status. This is especially true for women, who commonly
are responsible for not only their own health but that of
others: their children and families. Thus, it is important
to focus on the health of women and families. Habits and
practices established during pregnancy and in early child-
hood can have profound effects on a person’s health and
illness throughout life. As a society, creating a population
that cares about women and their families and promotes
solid health care and lifestyle choices is crucial.

Maternal and newborn nursing encompasses a wide
scope of practice typically associated with childbearing.
It includes care of the woman before pregnancy, care of
the woman and her fetus during pregnancy, care of the
woman after pregnancy, and care of the newborn, usually
during the first 6 weeks after birth. The overall goal of
maternal and newborn nursing is to promote and main-
tain optimal health of the woman and her family.

Now more than ever, nurses contribute to nearly every
health care experience. Events from birth to death, and
every health care emergency in between, will likely involve
the presence of a nurse. Involvement of a knowledgeable,
supportive, comforting nurse often leads to a positive health
care experience. Skilled nursing practice depends on a solid
base of knowledge and clinical expertise delivered in a car-
ing, holistic manner. Nurses, using their knowledge and
passion, help meet the health care needs of their clients
throughout the life span, whether the client is a pregnant
woman, a fetus, a partner, or a woman with a health-related
problems. Nurses fill a variety of roles in helping clients to
live healthier lives by providing direct care, emotional sup-
port, comfort, information, advice, advocacy, support, and
counseling. Nurses are often “in the trenches” advocating
for issues, drawing attention to the importance of health
care for the client, and dealing with the lack of resources,
the lack of access to health care, and the focus on acute care
rather than education and prevention.

This chapter presents a general overview of the health
care of women and their families and describes the
major factors affecting maternal, newborn, and women’s
health. Nurses need to be knowledgeable about these
concepts and factors to ensure that they provide profes-
sional care.

Evolution of Maternal
and Newborn Nursing

The health care of women has changed over the years due
in part to changes in childbirth methods, social trends,
changes in the health care system, and federal and state
regulations. By reviewing historical events, nurses can
gain a better understanding of the current and future sta-
tus of maternal, newborn, and women’s health nursing.

INTRODUCTION TO MATERNITY, NEWBORN, AND WWOMEN'S NURSING

Early Development

Childbirth in colonial America was a difficult and danger-
ous experience. During the 17th and 18th centuries,
women giving birth often died as a result of exhaustion,
dehydration, infection, hemorrhage, or seizures (Cassidy,
2006). Approximately 50% of all children died before
age 5 (Brodsky, 2006; Jolivet, 2006), compared with the
0.06% infant mortality rate of today (World Factbook,
2007).

Centuries ago, “granny midwives” handled the nor-
mal birthing process for most women. They learned their
skills through an apprenticeship with a more experienced
midwife. Physicians usually were called only in extremely
difficult cases, and all births took place at home.

During the early 1900s, physicians attended about
half the births in the United States. Midwives often cared
for women who could not afford a doctor. Many women
were attracted to hospitals because this showed affluence
and hospitals provided pain management, which was not
available in home births. In the 1950s, “natural childbirth”
practices advocating birth without medication and focus-
ing on relaxation techniques were introduced. These tech-
niques opened the door to childbirth education classes and
helped bring the father back into the picture. Both partners
could participate by taking an active role in pregnancy,
childbirth, and parenting (Fig. 1.1).

Current Trends

Box 1.1 shows a timeline of childbirth in America. In
many ways, childbirth practices in the United States have
come full circle, as we see the return of nurse midwives
and doulas. The concept of women helping other women
during childbirth is not new: women who labored and
gave birth at home were traditionally attended to by rel-
atives and midwives (see Evidence-Based Practice 1.1).
A certified nurse midwife (CNM) has postgraduate
training in the care of normal pregnancy and delivery and
is certified by the American College of Nurse Midwives
(ACNM). A doula is a birth assistant who provides emo-
tional, physical, and educational support to the woman
and family during childbirth and the postpartum period.
Many nurses working in labor and birth areas today are
credentialed in their specialty so that they can provide
optimal care to the woman and her newborn. Childbirth
choices are often based on what works best for the mother,
child, and family.

Core Concepts of Maternal,
Newborn, and Women'’s
Health Nursing

Maternal, newborn, and women’s health nursing focuses
on providing evidence-based care to the client within the
context of the family. This care involves the implementa-
tion of an interdisciplinary plan in a collaborative manner
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FiGure 1.1 Today fathers and partners are welcome to take an active role in the pregnancy
and childbirth experience. (A) A couple can participate together in childbirth education
classes. (Photo by Gus Freedman) (B) Fathers and partners can assist the woman through-
out her labor and delivery. (Photo by Joe Mitchell)

CUZID childbirth in America: A Time Line

1700s

1800s

1900s

Men did not attend births, because it was consid-
ered indecent.

Women faced birth, not with joy and ecstasy, but
with fear of death.

Female midwives attended the majority of all
births at home.

There is a shift from using midwives to doctors
among middle class women.

The word obsterrician was formed from the Latin,
meaning “to stand before.”

Puerperal (childbed) fever was occurring in
epidemic proportions.

Louis Pasteur demonstrated that streptococci were
the major cause of puerperal fever that was
killing mothers after delivery.

The first cesarean section was performed in
Boston in 1894.

The x-ray was developed in 1895 and was used
to asses pelvic size for birthing purposes
(Feldhusen 2003).

Twilight sleep (a heavy dose of narcotics and am-
nesiacs) was used on women during childbirth
in the United States.

The United States was 17th out of 20 nations in
infant mortality rates.

Fifty to 75% of all women gave birth in hospitals
by 1940.

Nurseries were started because moms could not
care for their baby for several days after receiv-
ing chloroform gas.

Dr. Grantley Dick—Reed (1933) wrote a book en-
titled Childbirth Withour Fear that reduced the
“fear—tension—pain” cycle women experienced
during labor and birth.

2000s

Dr. Fernand Lamaze (1984) wrote a book entitled
Painless Childbirth: The Lamaze Method that
advocated distraction and relaxation techniques
to minimize the perception of pain.

Amniocentesis is first performed to assess fetal
growth in 1966.

In the 1970s the cesarean section rate was about
5%. By 1990 it rose to 24%, where it stands
currently (Martin, 2002).

The 1970s and 1980s see a growing trend to return
birthing back to the basics—nonmedicated,
nonintervening childbirth.

In the late 1900s, freestanding birthing centers—
LDRPs—were designed, and the number of
home births began to increase.

One in four women undergo a surgical birth
(cesarean).

CNMs once again assist couples at home, in hos-
pitals, or in freestanding facilities with natural
childbirths. Research shows that midwives are
the safest birth attendants for most women,
with lower infant mortality and maternal rates,
and fewer invasive interventions such as epi-
siotomies and cesareans (Keefe 2003).

Childbirth classes of every flavor abound in most
communities.

According to the latest available data, the United
States ranks 21st in the world in maternal
deaths. The maternal mortality rate is approxi-
mately 7 in 1000 live births.

According to the latest available data, the United
States ranks 27th in the world in infant mortality
rates. The infant mortality rate is approximately
7 in 1000 live births (United Nations, 2003).
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INTRODUCTION TO MATERNITY, NEWBORN, AND WWOMEN'S NURSING

EVIDENCE-BASED PRACTICE 1.1
Women’s Response to Continuous Labor Support

Throughout history, women have been helping other
women in labor by providing emotional support, comfort
measures, information, and advocacy. However, in recent
years this practice has waned, and facilities frequently
adhere to strict specific routines that may leave women
feeling “dehumanized.”

® Study

A study was done to assess the effects on mothers and their
newborns of continuous, one-to-one intrapartum care com-
pared to usual care. The study also evaluated routine prac-
tices and policies in the birth environment that might affect a
woman’s autonomy, freedom of movement, and ability to
cope with labor; who the caregiver was (a staff member of
the facility or not); and when the support began (early or late
in labor). All published and unpublished randomized clinical
trials comparing continuous support during labor with usual
care were examined. One author and one research assistant
used standard methods for data collection and analysis and
extracted the data independently. Clinical trial authors pro-
vided additional information. The researchers used relative
risk for categorical data and weighted mean difference for
continuous data. Sixteen trials from 11 countries involving
18,391 women were examined.

A Findings

Women receiving continuous intrapartum support had a
greater chance of a spontaneous vaginal delivery (includ-
ing without forceps or vacuum extraction). They also had

a slight decrease in the length of labor and required less
analgesia during this time. These women also reported
increased satisfaction with their labor and childbirth expe-
rience. Overall, the support, when provided by someone
other than a facility staff member and initiated early in
labor, proved to be more effective.

Nursing Implications
Based on this research, it is clear that women in labor ben-
efit from one-to-one support during labor. Nurses can use
the information gained from this study to educate women
about the importance of having a support person during
labor and delivery. Nurses can also act as client advocates
in facilities where they work to foster an environment that
encourages the use of support persons during the intra-
partum period. The focus of nursing needs to be individu-
alized, supportive, and collaborative with the family during
their childbearing experience. In short, nurses should place
the needs of the mother and her family first in providing a
continuum of care.

Although the study found that support is more effective
when provided by someone other than a staff member,
support from an individual is the key. Assigning the same
nurse to provide care to the couple throughout the birthing
experience also fosters a one-to-one relationship that helps
meet the couple’s needs and promotes feelings of security.
By meeting the couple’s needs, the nurse is enhancing their
birthing experience.

Hodnett, E. D., Gates, S. Hofmeyr, G. J., & Sakata, C. (2007). Continuous support for women during
childbirth. Cochrane Database of Systematic Reviews 2007. Issue 3. Art No.: CD003766.DOI:10.1002/

14651858.CD003766.pub2.

to ensure continuity of care that is cost-effective, quality-
oriented, and outcome-focused. It involves family-
centered, evidence-based, case-managed care.

Family-Centered Care

Family-centered care is the delivery of safe, satisfying,
high-quality health care that focuses on and adapts to the
physical and psychosocial needs of the family. It is a coop-
erative effort of families and other caregivers that recognizes
the strength and integrity of the family. The basic princi-
ples of family-centered care are:

* Childbirth is considered a normal, healthy event in the
life of a family.

* Childbirth affects the entire family, and relationships
will change.

* Families are capable of making decisions about their
own care if given adequate information and professional
support) (Price, Noseworthy, & Thornton, 2007).

The philosophy of family-centered care recognizes the
family as the constant. The health and functioning of the
family affect the health of the client and other members of
the family. Family members support one another well be-
yond the health care provider’s brief time with them, such
as during the childbearing process or during a child’s ill-
ness. Birth is viewed as a normal life event rather than a
medical procedure.

With family-centered care, support and respect for
the uniqueness and diversity of families are essential,
along with encouragement and enhancement of the fam-
ily’s strengths and competencies. It is important to create
opportunities for families to demonstrate their abilities
and skills. Families also can acquire new abilities and skills
to maintain a sense of control. Family-centered care pro-
motes greater family self-determination, decision-making
abilities, control, and self-efficacy, thereby enhancing the
client’s and family’s sense of empowerment. When imple-
menting family-centered care, nurses seek caregiver input;
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these suggestions and advice are incorporated into the
client’s plan of care as the nurse counsels and teaches
the family appropriate health care interventions. Today, as
nurses partner with various experts to provide high-quality
and cost-effective care, one expert partnership that nurses
can make is with the client’s family.

The impact of family-centered care can be seen in
the models of care delivery for women. From the 1980s to
the present, increased access to care for all women (regard-
less of their ability to pay) and hospital redesigns (labor,
delivery, and recovery [LDR] rooms; labor, delivery, re-
covery, and postpartum [LDRP] spaces) aimed at keep-
ing families together during the childbirth experience
(Fig. 1.2).

Evidence-Based, Case-Managed Care

Evidence-based nursing practice involves the use of
research in establishing a plan of care and implementing
that care. Evidence-based practice is a problem-solving
approach to making nursing clinical decisions (New-
house, 2006). This model of nursing practice includes
the use of the best current evidence in making decisions
about care. Widespread use of evidence-based practice
may lead to a decrease in variation of care while at the
same time increasing quality.

Modern health care focuses on an interdisciplinary
plan of care designed to meet a client’s physical, devel-
opmental, educational, spiritual, and psychosocial needs.
This interdisciplinary collaborative type of care is termed
case management, a collaborative process involving
assessment, planning, implementation, coordination,
monitoring, and evaluation. It involves the following
components:

* Advocacy, communication, and resource management

« Client-focused comprehensive care across a continuum

» Coordinated care with an interdisciplinary approach
(Foster & Heath, 2007)

FIGURE 1.2 Providing an opportunity for the “big brother” to
interact with his new siblings is an important component of
family-centered nursing care.
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When the nurse effectively functions in the role as a
case manager, client and family satisfaction is increased,
fragmentation of care is decreased, and outcome meas-
urement for a homogenous group of clients is possible.

hink back to Sophia and her mother, Betty, who were
described at the beginning of the chapter. Sophia and her
husband are planning to use natural childbirth and to have
their children present for the birth. While Sophia is waiting
to be called for her appointment, Betty says, “Things have
changed so much since I was pregnant. It’s amazing what
happens nowadays.” Explain how things have changed in
maternal and newborn health care, focusing on the concept
of family-centered care.

Health Status

At one time, health was defined simply as the absence of
disease; health was measured by monitoring the mortality
and morbidity of a group. Over the past century, however,
the focus on health has shifted to disease prevention,
health promotion, and wellness. The World Health Or-
ganization defines health as “a state of complete phys-
ical, mental, and social well-being, and not merely the
absence of disease or infirmity” (WHO, 2008). The def-
inition of health is complex; it is not merely the absence
of disease or an analysis of mortality and morbidity
statistics.

In 1979, the Surgeon General’s Report, Healthy Peo-
ple, presented a prevention agenda for the nation that iden-
tified the most significant preventable threats to the health
of the United States. Through a series of reports (the cur-
rent report is Healthy People 2010: National Health Promo-
tion and Disease Prevention Objectives), the country now has
a comprehensive, nationwide health promotion and disease
prevention agenda that includes emphasis on children’s
health (U.S. Department of Health & Human Services
[DHHS], 2000). Ten specific health indicators serve as a
way to evaluate progress made in the public health arena
and to coordinate the national health improvement efforts.
Healthy People 2010 highlights the major health indicators
of the 21st century that need to be addressed.

HEALLHy propis 2010 B |

Major Health Concerns of the 21st Century

® Mental health

® [njury and violence

® Environmental quality
® Immunizations

e Access to health care

® Physical activity

e Overweight and obesity

® Tobacco use

* Substance abuse

® Responsible sexual behavior
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Healthy People 2010 also outlines major goals intended
to increase the quality and years of healthy life and to elim-
inate health disparities between ethnic groups by targeting
the lifestyle choices and environmental conditions that
cause 70% of premature deaths in the United States.
Healthy People 2010 identifies specific national health
goals related to maternal, infant, and child health.

Measuring health status is not a simple or convenient
process. For example, some individuals with chronic ill-
nesses do not see themselves as ill if they can control their
condition through self-management. A traditional method
used in this country to measure health is to examine
mortality and morbidity data. Information is collected and
analyzed to provide an objective description of the nation’s
health.

Mortality

Mortality is the incidence or number of individuals who
have died over a specific period. This statistic is presented
as rates per 100,000 and is calculated from a sample of
death certificates. The National Center for Health Statis-
tics, under the DHHS, collects, analyzes, and dissemi-
nates the data on America’s mortality rates.

1 fzALry propiz 2010 B |

National Health Goals—Maternal, Infant and Child Health

® Reduce fetal and infant deaths.

® Reduce maternal deaths.

® Reduce maternal illness and complications resulting from
pregnancy.

® Increase the proportion of pregnant women who receive early
and adequate prenatal care.

® Increase the proportion of pregnant women who attend a series
of prepared childbirth classes.

e Increase the proportion of very low-birth weight (VLBW) infants
born at level Ill hospitals or subspecialty perinatal centers.

® Reduce cesarean births among low-risk (full-term, singleton,
vertex presentation) women.

® Reduce low birth weight (LBW) and VLBW.

® Reduce preterm births.

® Increase the proportion of mothers who achieve a recommended
weight gain during their pregnancies.

® Increase the percentage of healthy, full-term infants who are
laid down to sleep on their backs.

® Reduce the occurrence of developmental disabilities.

® Reduce the occurrence of spina bifida and other neural tube
defects (NTDs).

® Increase the proportion of pregnancies bequn with an optimum
folic acid level.

® Increase abstinence from alcohol, cigarettes, and illicit drugs
among pregnant women.

* Reduce the occurrence of fetal alcohol syndrome (FAS).

® Increase the proportion of mothers who breast-feed their babies.

® Ensure appropriate newborn bloodspot screening, follow-up
testing, and referral to services.
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Maternal Mortality
The maternal mortality rate is the number of deaths
from any cause during the pregnancy cycle per 100,000
live births. In the United States, the maternal mortality
rate is 7.5 (UNICEF, 2007). The federal government has
pledged to improve maternal—child care outcomes and
thus reduce mortality rates for women and children.
During the past several decades, mortality and morbid-
ity have dramatically decreased as a result of an increased
emphasis on hygiene, good nutrition, exercise, and prena-
tal care for all women. However, women are still experienc-
ing complications at significant rates. The United States is
one of the most medically and technologically advanced na-
tions and has the highest per capita spending on health care
in the world, but our current mortality rates indicate the
need for improvement. For example:

* Two or three women die in the United States every day
from pregnancy complications, and more than 30% of
pregnant women (1.8 million women annually) experi-
ence some type of illness or injury during childbirth
(Centers for Disease Control and Prevention [CDC],
2007a).

» The United States ranks 21st (in other words, below 20
other countries) in rates of maternal deaths (deaths per
100,000 live births).

* Most pregnancy-related complications are preventa-
ble. The most common are ectopic pregnancy, pre-
term labor, hemorrhage, emboli, hypertension,
infection, stroke, diabetes, and heart disease. The
leading causes of pregnancy-related mortality for the
year 2003 (the last year for which data are available)
are embolism (20%), hemorrhage (17%), pregnancy-
related hypertension (16%), and infection (13%)
(CDGC, 2007a).

The maternal mortality and morbidity rates for
African-American women have been three to four times
higher than for whites (NCHS, 2007). Researchers do
not entirely understand what accounts for this disparity,
but some suspected causes of the higher maternal mortal-
ity rates for minority women include low socioeconomic
status, limited or no insurance coverage, bias among health
care providers (which may foster distrust), and quality of
care available in the community. Language and legal bar-
riers may also explain why some immigrant women do
not receive good prenatal care.

Lack of care during pregnancy is a major factor con-
tributing to a poor outcome. Prenatal care is well known to
prevent complications of pregnancy and to support the
birth of healthy infants, and not all women receive the same
quality and quantity of health care during a pregnancy.
More than 40% of African-American, Native American,
and Latino women do not obtain prenatal care during their
first trimester of pregnancy (Hollander, 2006).

The CDC has noted that the disparity in maternal
mortality rates between women of color and white women



CHAPTER 1

represent one of the largest racial disparities among public
health indicators. Eliminating racial and ethnic disparities
in maternal—child health care requires enhanced efforts at
preventing disease, promoting health, and delivering ap-
propriate and timely care (CDC, 2007b). The CDC has
called for more research and monitoring to understand
and address racial disparities, along with increased fund-
ing for prenatal and postpartum care. Research is needed
to identify causes and to design initiatives to reduce these
disparities, and the CDC is calling on Congress to expand
programs to provide preconception and prenatal care to
underserved women.

Fetal Mortality

The fetal mortality rate or fetal death rate refers to the
intrauterine death of a fetus who is 20 weeks of gestation
or more per 1,000 live births. Fetal mortality may be at-
tributable to maternal factors (e.g., malnutrition, disease,
or preterm cervical dilation) or fetal factors (e.g., chro-
mosomal abnormalities or poor placental attachment).
Fetal mortality provides an overall picture of the quality
of maternal health and prenatal care.

Neonatal and Infant Mortality

The neonatal mortality rate is the number of infant
deaths occurring in the first 28 days of life per 1,000 live
births. The infant mortality rate is the number of deaths
occurring in the first 12 months of life. It also is docu-
mented as the number of deaths of infants younger than
1 year of age per 1,000 live births. The infant mortality rate
is used as an index of the general health of a country. Gen-
erally, this statistic is one of the most significant measures
of children’s health. In the United States, the infant mor-
tality rate is 6.0 (CDC, 2007b) (Fig. 1.3).

The infant mortality rate varies greatly from state to
state as well as between ethnic groups. The United States
has one of the highest gross national products in the world
and is known for its technological capabilities, but in 2000
it ranked 27th in infant mortality rates among industrial-
ized nations (U.S. DHHS, 2006). The main causes of early
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Ficure 1.3 Infant and neonatal mortality, 1940-2003.
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infant death in this country include problems occurring at
birth or shortly thereafter. These include prematurity,
low birthweight, congenital anomalies, sudden infant death
syndrome, and respiratory distress syndrome.

» Take NOTE!

African-American and American Indian/
Alaska Native infants have consistently
had higher infant mortality rates than other ethnic
groups (March of Dimes, 2006).

Congenital anomalies remain the leading cause of in-
fant mortality in the United States. Low birthweight and
prematurity are major indicators of infant health and sig-
nificant predictors of infant mortality (March of Dimes,
2008). The lower the birthweight, the higher the risk of
infant mortality; thus, the high incidence of low birth-
weight (<2,500 g) in the United States is a significant rea-
son why its infant mortality rate is higher than that of
other countries (March of Dimes, 2008).

After birth, other health promotion strategies can sig-
nificantly improve an infant’s health and chances of sur-
vival. Breastfeeding has been shown to reduce rates of
infection in infants and to improve their long-term health.
Emphasizing the importance of placing an infant on his or
her back to sleep will reduce the incidence of sudden in-
fant death syndrome. Encouraging mothers to join support
groups to prevent postpartum depression and learn sound
childrearing practices will improve the health of both
mothers and their infants.

Morbidity
Morbidity and Women

Women today face not only diseases of genetic origin but
also diseases that arise from poor personal habits. Even
though women represent 51% of the population, only re-
cently have researchers and the medical community fo-
cused on their special health needs. A recent significant
study identified an urgent need to improve women’s access
to health insurance and health care services, place a
stronger emphasis on prevention, and invest in more re-
search on women’s health (National Women’s Law Center
[NWLC] et al., 2007). It identified indicators of women’s
access to health care services, measuring the degree to
which women receive preventive health care and engage in
health-promoting activities (Box 1.2). The report card gave
the nation an overall grade of “unsatisfactory,” and not a
single state received a grade of “satisfactory.” Other sub-
standard findings included the following:

* No state has focused enough attention on preventive
measures, such as smoking cessation, exercise, nutrition,
and screening for diseases.
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Cli{") The National Indicators
of Women’s Health

* Lung cancer death rate

» Diabetes

» Heart disease death rate

* Binge drinking

* High school completion

» Poverty

* Wage gap

» Rate of AIDS

* Maternal mortality rate * Pap smears

 Rate of Chlamydia * First-trimester prenatal
infection care

 Breast cancer death rate * Access to health

* Heart disease death rate insurance

* Smoking

* Being overweight

* No physical activity
during leisure time

* Eating five fruits and
vegetables daily

* Colorectal screening

* Mammograms

Adapted from National Women’s Law Center, FOCUS/University of
Pennsylvania, the Lewin Group. (2004). Making the grade on women’s
health: a national state-by-state report card. Washington, DC: National
Women’s Law Center.

* Too many women lack health insurance coverage:
nationally, nearly one in seven women (14%) has no
health insurance.

* No state has adequately addressed women’s health
needs in the areas of reproductive health, mental
health, and violence against women.

 Limited research has been done on health conditions
that primarily affect women and that affect women
differently than men (NWLC et al., 2007).

Poor health habits can have a negative impact on all
women. Smoking, drug abuse, high cholesterol levels,
and obesity lead to high mortality and morbidity rates
in our nation.

Major Health Issues for Women

Cardiovascular disease (CVD) is the number-one cause
of death of women, regardless of racial or ethnic group.
More than 500,000 women die annually in the United
States of CVD—about one death per minute (Alexander
et al., 2007) Women who have a heart attack are more
likely than men to die. Heart attacks in women are often
more difficult to diagnose than in men because of their
vague and varied symptoms. Heart disease is still thought
of as a “man’s disease,” and thus a heart attack may not
be considered in the differential diagnosis when a woman
presents to the emergency room. Nurses need to look be-
yond the obvious “crushing chest pain” textbook symp-
tom that heralds a heart attack in men. Manifestations of
heart disease differ between men and women in several
other ways—for example, menopause (associated with a
significant rise in coronary events); diabetes, high choles-
terol levels, and left ventricular hypertrophy; and repeated
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episodes of weight loss and gain (increased coronary mor-
bidity and mortality) (Framingham Heart Study [FHS],
2007).

Cancer is the second leading cause of death among
women (American Cancer Society [ACS], 2008a). Women
have a one-in-three lifetime risk of developing cancer,
and one out of every four deaths is from cancer (Alexander
et al., 2007). Although much attention is focused on can-
cer of the reproductive system, lung cancer is the number-
one killer of women. This is largely the result of smoking
and second-hand smoke. LLung cancer has no early symp-
toms, making early detection almost impossible. Thus,
lung cancer has the lowest survival rate of any cancer:
more than 90% of people who get lung cancer die of it
(ACS, 2008b).

Breast cancer occurs in one in every seven women in
a lifetime. It is estimated that in 2008 about 182,460 new
cases of invasive breast cancer will be diagnosed among
women in the United States. Women living in North
America have the highest rate of breast cancer in the world.
At this time there are about 2.5 million breast cancer sur-
vivors in the United States. It is the most common malig-
nancy in women and second only to lung cancer as a cause
of cancer mortality in women (ACS, 2008c). Although a
positive family history of breast cancer, aging, and irregu-
larities in the menstrual cycle at an early age are major risk
factors, others risk factors include excess weight, not hav-
ing children, oral contraceptive use, excessive alcohol con-
sumption, a high-fat diet, and long-term use of hormone
replacement therapy (ACS, 2008c). Breast cancer rates
have dropped recently, possibly due to the decreased use
of long-term hormone replacement therapy that occurred
after the Women’s Health Initiative (WHI) report was re-
leased in 2002 (Heiss et al., 2008). However, early detec-
tion and treatment continue to offer the best chance for a
cure, and reducing the risk of cancer by decreasing avoid-
able risks continues to be the best preventive plan.

Women’s health is a complex issue, and no single
policy is going to change the overall dismal state ratings.
Although progress in science and technology has helped
reduce the incidence of and improve the survival rates for
several diseases, women’s health issues continue to have
an impact on our society. By eliminating or decreasing
some of the risk factors and causes for prevalent diseases
and illnesses, society and science could minimize certain
chronic health problems. Focusing on the causes and
effects of particular illnesses could help resolve many
women’s health issues of today.

Factors Affecting Maternal,
Newborn, and Women's Health

From conception, children are shaped by a myriad of fac-
tors such as genetics and the environment. As members of
a family, they are also members of a specific population,
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community, culture, and society. As they learn and grow,
they are affected by multiple, complex, and ever-changing
influences around them. For example, dramatic demo-
graphic changes in the United States have led to shifts
in majority and minority population groups. Globaliza-
tion has led to an international focus on health. Access
to and the types of health care available have changed
due to modifications in health care delivery and financ-
ing. In addition, the United States is still grappling with
issues such as immigration, poverty, homelessness, and
violence.

These factors may affect the person positively, pro-
moting healthy growth and development, or negatively,
increasing the person’s health risks. Nurses, especially
those working with women and their families, need to un-
derstand how these influences affect the quality of nurs-
ing care and health outcomes. They must examine the
impact of these variables to gain the knowledge and skills
needed to plan effective care, thereby achieving the best
possible outcomes.

Family

The family is considered the basic social unit. The way
that families are defined has changed (Table 1.1). The
U.S. Census Bureau (2007) defines family as a group of
two or more persons related by birth, marriage, or adop-
tion and living together. Earlier definitions of family em-
phasized the legal ties or genetic relationships of people
living in the same household with specific roles.

The family greatly influences the development and
health of its members. For example, children learn health
care activities, health beliefs, and health values from
their family. The family’s structure, the roles assumed
by family members, and social changes that affect the
family’s life can influence the woman’s and newborn’s
health status. Families are unique: each one has differ-
ent views and requires distinct methods for support
(Fig. 1.4).

Changes in Parental Roles Over Time

Parental roles have evolved over time due to social and
economic changes as well as family changes. Tradition-
ally, the role of provider was assigned to the father. How-
ever, with increased numbers of women in the workplace
and more households with two parents working, today
both parents are often the providers as well as the nurtur-
ers. Technological expansion has provided parents with
opportunities to work at home, allowing some parents to
maintain the provider role while simultaneously fulfilling
the nurturer and health manager roles. Fathers also are
taking on greater responsibilities related to household
management and infant and child care. Additionally, the
number of single-father parent families and grandparent
families is increasing.
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ecall Sophia, the pregnant woman described at the
beginning of the chapter. Identify the parental roles assumed
by Sophia. How might these roles be different from those of
her mother when she was Sophia’s age?

Genetics

Genetics (the study of heredity and its variations) has im-
plications for all stages of life and all types of diseases. The
newborn’s or infant’s biological traits, including gender,
race, some behavioral traits, and the presence of certain dis-
eases or illnesses, are directly linked to genetic inheritance.
New technologies in molecular biology and biochemistry
have led to a better understanding of the mechanisms
involved in hereditary transmission, including those asso-
ciated with genetic disorders. These advances are leading
to better diagnostic tests and better management options.

Gender

Gender is established when the sex chromosomes join.
A person’s gender can influence many aspects, such as
physical characteristics and personal attributes, attitudes,
and behaviors. Some diseases or illnesses are more com-
mon in one sex; for example, scoliosis is more common
in females and color blindness in males.

Race

Race refers to the physical features that distinguish mem-
bers of a particular group, such as skin color, bone struc-
ture, or blood type. Some physical features that are normal
in a particular race may be considered a sign of a disorder
in other races. For example, epicanthal folds (the vertical
folds of skin that partially or completely cover the inner
canthi of the eye) are normal in Asian children but may
occur with Down syndrome or renal agenesis in other
races. In addition, certain malformations and diseases
are found more commonly in specific races. For exam-
ple, sickle cell anemia occurs more often in African and
Mediterranean population groups, and cystic fibrosis is
seen more often in individuals from the Northwestern
European population group.

Society

Society has a major impact on the health of women and
their families. Major influences include social roles, so-
cioeconomic status, the media, and the expanding global
nature of society. Each of these may influence a person’s
self-concept, where he or she lives, the lifestyle he or she
leads—and thus his or her health.

Social Roles
Society often prescribes specific patterns of behaviors:
certain behaviors are permitted and others are prohibited.
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TABLE 1.1

ExAMPLES OF FAMILY STRUCTURES IN TODAY'S SOCIETY

Nuclear family

Binuclear family

Single-parent family

Commuter family

Step- or blended family

Extended family

Same-sex family (also
called homosexual or
gay/lesbian family)

Communal family

Foster family

Grandparents-as-parent
families

Adolescent families

Husband, wife, and children
living in same household

Child who is a member of two
families due to joint custody;
parenting is considered a
“joint venture”

One parent is responsible for
care of children.

Adults in the family live and
work apart for professional or
financial reasons, often leav-
ing the daily care of children
to one parent.

Adults with children from
previous marriages or from
the new marriage

Nuclear family and grandparents,
cousins, aunts, and uncles

Adults of the same sex living
together with or without
children

Group of people living together
to raise children and manage
household; unrelated by
blood or marriage

A temporary family for children
who are placed away from
their parents to ensure their
emotional and physical
well-being

Grandparents raising their
grandchildren due to the
inability or absence of the
parents

Young parents who are still
mastering the developmental
tasks of their childhood

May include natural or adopted children

Once considered the traditional family structure; now
less common due to increased divorce rates and
child-rearing by unmarried persons

Always works better when the interests of the child
are put first and above the parents’ needs and
desires

May result from death, divorce, desertion, birth
outside marriage, or adoption

These families are likely to face challenges because
of economic, social, and personal restraints;
one person serves as homemaker, caregiver,
and financial provider.

Similar to single-parent family

May lead to family conflict due to different expecta-
tions on the part of the child and adults; they may
have different views and practices related to
childcare and health

Need to identify decision-maker and primary care-
taker of the children

Popular in some cultures, such as Hispanic and
Asian cultures

May face negative attitudes about their “different”
lifestyle

May face negative attitudes about their “different”
lifestyle

Need to determine the decision-maker and caretaker
of the children

May include the foster family’s children and other
foster children in the home

Foster children are more likely to have unmet health
needs and chronic health problems because they
may have been in a variety of health systems
(AAP, 2000).

May increase the risk for physical, financial, and
emotional stress on older adults

May lead to confusion and emotional stress for child
if biological parents are in and out of child’s life

Are at greater risk for health problems in pregnancy
and delivery; more likely to have premature infants,
which then leads to risk of subsequent health and
developmental problems

Probabily still need support from their family related
to financial, emotional, and school issues
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FIGURE 1.4 Nurses must take into account family dynamics
when providing health care. There are many different family
structures, and they influence the client’s needs. (A) The
traditional nuclear family is composed of two parents and
their biological or adopted children. (B) The extended family
includes the nuclear family plus other family members, such
as grandparents, aunts, uncles, and cousins. (C) Gay and
lesbian families comprise two people of the same sex sharing a
committed relationship with or without children.
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These social roles are often an important factor in the de-
velopment of self-concept. Social roles influence a person’s
ideas about himself or herself. Social roles are generally
carried out in groups with which the individual has inti-
mate daily contact, such as the family, school, workplace,
or peer groups.

Socioeconomic Status

Another dominant influence is a person’s socioeconomic
status, his or her relative position in society. This includes
the family’s economic, occupational, and educational
levels. Low socioeconomic status typically has an adverse
influence on an individual’s health. Health care costs are
continuing to rise, as are health insurance premiums. The
family may not be able to afford food, health care, and
housing; meals may be unbalanced, erratic, or insuffi-
cient. Housing may be overcrowded or have poor sanita-
tion. These families may not understand the importance
of preventive care or may simply not be able to afford it.
As a result, they may be exposed to health risks such as
lead poisoning or may not be immunized against commu-
nicable diseases.

Poverty

Poverty is a measurement based on the specific monetary
income of a family. The poverty threshold is the dollar
amount that the U.S. Census Bureau uses to determine
whether a family is living in poverty. If the individual’s or
family’s income is below the threshold, then that person
or family is said to be living in poverty.

Despite the many global economic gains that have
been made during the past century, poverty continues to
grow and the gap between rich and poor is widening. Major
gaps continue between the economic opportunities and
status afforded to women and those offered to men. A dis-
proportionate share of the burden of poverty rests on
women’s shoulders, and this undermines their health.
However, poverty, particularly for women, is more than
monetary deficiency. Women continue to lag behind men
in control of cash, credit, and collateral. Other forms of
impoverishment may include deficiencies in literacy,
education, skills, employment opportunities, mobility,
and political representation, as well as pressures on time
and energy linked to their responsibilities. These poverty
factors may affect a woman’s health (WHO, 2007a, 2007b,
2007¢).

Homelessness
Families with children are the fastest-growing segment of
the homeless population. Homeless families commonly
are victims of violence and may have mental health chal-
lenges. Homelessness occurs in large urban areas and mid-
size cities as well as suburban and rural areas.
Homelessness can have a negative impact on health
and well-being in numerous ways, including:

* Mental health issues such as anxiety, depression, or
aggressive behavior
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* Chronic health problems and injuries

* Nutritional deficiencies, affecting fetal growth and
development

* Behaviors such as illegal substance use or unprotected
sex with multiple partners

» Limited access to health care services such as preven-
tive care, prenatal care, or dental care

Violence

Violence can occur in any setting and can involve any
individual. Violence against women is a major health
concern—it affects thousands of lives and costs the health
care system millions of dollars. Violence affects families,
women, and children of all ages, ethnic backgrounds,
races, educational levels, and socioeconomic levels. Preg-
nancy is often a time when physical abuse starts or esca-
lates, resulting in poorer outcomes for the mother and the
baby. The nurse is responsible for assessing for and follow-
ing up on any abuse.

Violence in the home environment, known as domes-
tic violence, affects many lives in the United States. The
U.S. Bureau of Justice (2006) estimates that 1 million vio-
lent crimes are committed by former spouses, boyfriends,
or girlfriends each year; about 85% of the victims are
women. This violence is known as intimate partner abuse,
family violence, wife beating, battering, marital abuse, or
partner abuse, but regardless of the term used, its effects
are widespread.

Nurses serve their clients best not by trying to rescue
them, but by helping them build on their strengths and
providing support, thereby empowering them to help
themselves. All nurses need to include “RADAR? in every
client visit (Box 1.3).

Community

Community encompasses a broad range of concepts, from
the nation where a person lives down to a particular neigh-
borhood or group. The surrounding community affects
many aspects of a person’s health and general welfare. The
quality of life within the community has a great influence
on an individual’s ability to develop and become a func-
tional member of society. Community influences in-
clude the school, which is a community by itself, and peer
groups. The support and assistance offered to women and
their families from other areas of the community, such as

CIUNT) RADAR

R-Routinely screen every patient for abuse.

A-Ask direct, supportive, and nonjudgmental questions.
D-Document all findings.

A-—Assess your client’s safety.

R-Review options and provide referrals.
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school programs and community centers, can improve the
individual’s overall health and well-being.

Culture

Culture is a view of the world and a set of traditions that
are used by a specific social group and are transmitted to
the next generation. It plays a critical role with women and
their families. A person’s culture influences not only social-
ization but also his or her experiences related to health and
specific health practices (Stanhope & Lancaster, 2008).
Culture is a complex phenomenon involving many com-
ponents, such as beliefs, values, language, time, personal
space, and view of the world, all of which shape a person’s
actions and behavior. Individuals learn these patterns of
cultural behaviors from their family and community
through a process called enculturation, which involves ac-
quiring knowledge and internalizing values. Culture influ-
ences every aspect of development and is reflected in
child-bearing and child-rearing beliefs and practices de-
signed to promote healthy adaptation.

With today’s changing demographic patterns, nurses
must be able to assimilate cultural knowledge into their
interventions so they can care for culturally diverse women,
children, and families. Nurses must be aware of the wide
range of cultural traditions, values, and ethics. Cultural
competence is the ability to apply knowledge about a
client’s culture so that the health care provided can be
adapted to meet her needs. Nurses need to learn about
general cultural groups, ethnicity, health practices and
how they affect women and their health, and the changing
demographics of the population. This will help them view
culture as a point of congruence rather than as a potential
source of conflict with clients.

Cultural Groups

A society typically includes dominant and minority groups.
The dominant group, often the largest group, is the group
that has the greatest authority to control values and sanc-
tions of the society (Taylor et al., 2005). As a result, the
dominant or majority culture may have the largest impact
on health. The minority cultural groups may remain in
their own communities and maintain some of their tra-
ditions and values while mainstreaming into American
society. A culture may contain many subcultures, and
geographic differences also can occur: for example, Latin
Americans living in New York may be quite different
from Latin Americans living in Florida. Being aware of
these differences is essential in providing culturally com-
petent care.

Nurses need to be aware of the health care values and
practices that are passed along from one generation to the
next. For example, the belief in folk healers relates to how
the culture interprets illness and health. Some of these
parts of the culture may have major influences on an indi-
vidual’s health. Table 1.2 highlights some major cultural
groups and their common health beliefs and practices.



TABLE 1.2 BELIEFS AND PRACTICES OF SELECTED CULTURAL GROUPS

Cultural Group Beliefs and Practices Affecting Maternal and Children’s Health

African Americans Strong extended family relationships; mother as head of household; older family members valued

and respected

Food as a symbol of health and wealth

View of health as harmony with nature, illness as disruption in harmony

Use of folk healing and home remedies common

View of pregnancy as a state of wellness

Emotional support during labor commonly from other women, primarily the woman’s own mother

Liberal use of oil on newborn’s and infant’s scalp and skin

Belief in ilinesses as natural (due to natural forces person hasn’t protected self against) and unnatural
(due to person or spirit)

lliness commonly associated with pain

Pain and suffering inevitable; relief achieved through prayers and laying on of hands

Individuals vulnerable to external forces

Asian Americans Strong loyalty to the family
Family as the center, with members expected to care for one another
Use of complementary modalities along with Western health care practices
View of life as a cycle with everything connected to health
Pain described by diverse body symptoms
Health viewed as a balance between the forces of yang and yin
Respect for authority emphasized
View of pregnancy as a natural process and happy time for woman
Little involvement of the father during labor; quiet, stoic appearance of woman during labor
Protection of woman from cold forces for 30 days after birth of newborn

Arab Americans Women subordinate to men; young individuals subordinate to older persons

Family loyalty is primary

Good health associated with eating properly, consuming nutritious foods, and fasting to cure disease

lliness is due to inadequate diet, shifts in hot and cold, exposure of stomach while sleeping, emotional
or spiritual distress, and “evil eye”

Little emphasis on preventive care

View of pain as unpleasant, requiring immediate control or relief

Birthmarks on newborn due to unsatisfied maternal cravings

Pain of labor demonstrated via facial expressions, verbalizations, and body movements; reluctant to
use breathing and relaxation techniques during labor

Wrapping of newborn’s stomach at birth to prevent cold or wind from entering baby’s body

Breastfeeding often delayed for 2 to 3 days after birth

Cleanliness important for prayer

Native Americans High value on family and tribe; respect for elders
Family as an extended network providing care for newborns and children
Women as the verbal decision-makers
View of pregnancy as a normal and natural process; entire family may be present at birth
Newborn not given colostrum
Celebrations to mark the stages of growth and development
Use of food to celebrate life events and in healing and religious ceremonies
Health as harmony with nature; iliness due to disharmony, evil spirits
Restoration of physical, mental, and spiritual balance through healing ceremonies
View of pain as something to be tolerated

Hispanic Family is important: father is the source of strength, wisdom, and self-confidence; mother is the care-
taker and decision-maker for health; children are persons who will continue the family and culture
Birthmark on baby due to unsatisfied food cravings during pregnancy
Mother’s legs brought together after birth of newborn to prevent air from entering uterus
Possibly boisterous and loud during labor
Bed rest for first 3 days postpartum; no bathing for 14 days
Newborn protection from the “evil eye”
Use of food for celebrations and socialization
Health as God’s will, maintainable with a balance of hot and cold food intake
Freedom from pain indicative of good health; pain tolerated stoically due to belief that it is God’s will
Folk medicine practices and prayers, herbal teas and poultices for iliness treatment

15
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» Take NOTE!

~

Nurses can have a lifelong influence on an
individual’s perceptions of health and use
of health services. By understanding how the woman’s
and family’s culture influences their health practices,
nurses can enhance the family’s traditional practices,
and different cultural practices can become sources of
strength rather than areas of conflict.

» Take NOTE!

The health status of a newborn may affect
his or her long-term health and development.

Nutrition

Nutrition provides the body with the calories and nutri-
ents to sustain life and promote growth, as well as the
essentials required to maintain health and prevent ill-
ness. Nutritional deficiencies or excesses are common
problems in the United States, as evidenced by the persist-
ent problem of iron-deficiency anemia and the increasing
incidence of obesity. Inadequate food intake, social and
cultural food practices or habits that may be nutritionally
unsound, the availability of processed and nutritionally
inadequate foods, lack of nutrition education in homes
and schools, and the presence of illness that interferes with
the ingestion, digestion, and absorption of food are factors
that can affect an individual’s nutrition.

During pregnancy, a woman needs additional calories
to support fetal growth and development as well as to sup-
port her own needs, and an adequate intake of folic acid
is important to prevent neural tube defects (Fig. 1.5).
Nutrition and its effects on health status are integrated
throughout this text.

Lifestyle Choices

Lifestyle choices that affect an individual’s health include
eating, exercise, use of tobacco, drugs, or alcohol, and
methods of coping with stress. Most health problems that
arise today are due to an individual’s lifestyle. Poor lifestyle
choices made early in life can affect the quality of life
as an individual ages. The same concept of making poor
choices can be applied to pregnant women and the health
and well-being of the infant. Maintaining a healthy level
of activity through exercise and hobbies is important for
adults and children.

Environmental Exposure
Some environmental exposures can jeopardize health. In
utero, the fetus can be affected by lack of maternal nutri-
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FiGuRe 1.5 A pregnant client is eating a healthy
meal to ensure adequate nutrition.

tion, maternal infections, or maternal use of alcohol, to-
bacco, and drugs. Nurses caring for pregnant women
should be aware of the risks to the fetus posed by certain
drugs, chemicals, and dietary agents, as well as mater-
nal illnesses. These agents, known as teratogens, may be
linked to birth defects in children. Not all drugs or agents
have fetal effects, however, and research is necessary to
identify the correlations between teratogens and other
variables.

Stress and Coping
Disasters such as the terrorist attacks of September 11,
2001, the killings at Columbine High School, or Hurri-
cane Katrina can have a significant impact on the well-
being of women, children, and families. Stressors such
as war, terrorism, violence, and natural disasters may de-
crease a person’s coping ability. Exposure to traumatic
events and violence may have long-term effects on an
individual’s psychosocial development and status.
Exposure to stress is not limited to disasters or trau-
matic events, however. Stress can also include areas
such as inadequate finances, family crises, inadequate
support systems, or domestic violence. Like disasters
and traumatic events, the effects of these stressors can
dramatically affect the health status of a woman or
family.
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Recall Sophia, the 38-year-old pregnant woman who has
come to the prenatal clinic for a visit. While talking with the
nurse, Sophia mentions that her children are very involved
in activities. She says, “My husband is busy at work, so I do
most of the runming around. Sometimes 1 feel like the people
at the drive-through know me by name! My husband helps
out on the weekends, but during the week, it’s all me.” What
factors may be influencing Sophia’s health? How might these
factors be influencing the health of her family?

Health Care Cost Containment

The health care system functions within a market setting,
offering goods and services that carry a cost to health care
consumers and clients. The advent of managed care has
led to a trend of attempting to reduce health care costs.
These efforts have led to shorter hospital stays and in-
creased awareness on the part of nurses of the costs of
supplies and services. The overall challenge is to maintain
the quality of care while reducing its cost. For example, if
a pregnant diabetic woman needs to go to an endocrinol-
ogist, she has very little choice except to purchase the serv-
ices needed or go without care. In today’s managed care
environment, the woman will need to go through her “pri-
mary health care professional” or “gatekeeper” to receive
a referral to a specialist. Often she must trust her primary
provider to make that choice for her instead of making that
decision on her own.

Although cost containment is important to restrain
health care spending, such efforts should not reduce the
quality or safety of care delivered. Preventive care (re-
member the old saying “an ounce of prevention is worth
a pound of cure”) has been shown to lower costs signifi-
cantly. Mammograms, cervical cancer screenings, prena-
tal care, smoking cessation programs, and immunizations
are a few examples of preventive care that yield positive
outcomes and reduce overall health care costs. Using
technological advances to diagnose and treat diseases
early saves lives as well as money.

Nurses can be leaders in providing quality care within
a limited-resource environment by emphasizing to their
clients the importance of making healthy lifestyle and food
choices, seeking early interventions for minor problems be-
fore they become major ones, and learning about health-
related issues that affect them so they can select the best
option for themselves and their families. Prevention serv-
ices and health education are the cornerstones of delivering
quality maternal, newborn, and women’s health care.

Access to Health Care

The health care system continues to change. In the United
States, changes in the health care system result from pres-
sures coming from many directions. These changes reflect
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shifts in social and economic realities and the results of the
biomedical and technological progress that has been made
over the past several decades. The effects are felt by
every individual who seeks health care in any form. The
system of providing medical care in a high-tech environ-
ment has changed to providing health care in an environ-
ment with limited resources and access to services. Ways
to allocate our limited health care resources continue to
be the focus.

A major factor involved access to care is health insur-
ance. People without health insurance typically cannot
afford to seek health care for maintenance and prevention
interventions. The “working poor” may not earn enough
money to afford health insurance or medical care, and
part-time workers do not always receive benefits such as
health insurance.

Preventive Care Focus

The emphasis on cost reduction has also led to an empha-
sis on preventive care and services. Anticipatory guidance
is vital during each health contact with women and their
families. Education of the family includes everything from
keeping the home safe to ways to prevent illness.

The Continuum of Care Emphasis

A “continuum of care” strategy is cost-effective and pro-
vides more efficient and effective services. This continuum
extends from acute care settings such as hospitals to out-
patient settings such as ambulatory care clinics, primary
care offices, rehabilitative units, community care settings,
long-term facilities, and homes. For example, the hospital
stay is now integrated into a continuum that allows the
client to complete therapy at home or other community
settings, while re-entering the hospital for short periods for
specific treatments or illnesses.

Improvements in Diagnosis
and Treatments

Because of the tremendous improvements that have been
made in technology and biomedicine, disorders and dis-
eases are being diagnosed and treated earlier. The 1990s
witnessed a remarkable and productive connection be-
tween genetics and various pathophysiologic processes.
For example, female fetuses with congenital adrenal hy-
perplasia, a genetic disorder resulting in a steroid enzyme
deficiency that can lead to disfiguring anatomic abnor-
malities, are beginning to receive treatment before birth.
In addition, many genetic defects are being identified so
counseling and treatment may occur early. With these
improved diagnoses and treatments, nurses may now be
caring for individuals who have survived situations that
once would have been fatal, who are living well beyond
their life expectancy for a specific illness, or who are func-
tioning with chronic disabilities. For example, at one time
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women with congenital heart disease did not live long
enough to become pregnant. However, with new surgical
techniques to correct the defects, many of these women
survive and become pregnant, progressing through their
pregnancy without significant problems.

While positive and exciting, these advances and trends
also pose new challenges for the health care commu-
nity. For example, as health care for premature new-
borns improves and survival rates increase, the incidence
of long-term chronic conditions such as respiratory airway
dysfunction or developmental delays has also increased. As
a result, nurses are faced with caring for clients at all stages
along the health—illness continuum.

Empowerment of Health
Care Consumers

Due to the influence of managed care, the focus on pre-
vention, a more educated population, and technological
advances, individuals and families have taken an in-
creased responsibility for their own health. Health con-
sumers are now better informed, and they want to play
a greater role in managing health and illness. Families
want information about illnesses and they want to par-
ticipate in making decisions about treatment options.
As client advocates valuing family-centered care, nurses
are instrumental in promoting this empowerment. To
do this, the nurse should respect the family’s views and
concerns, address all issues and concerns, consider the
family members as important participants, and always
include the woman and her family in the decision-making
process.

Barriers to Health Care

Women are major consumers of health care services, in
many cases arranging not only their own care but also
that of family members. Compared with men, women
have more health problems, longer life spans, and more
significant reproductive health needs. Access to care can
be jeopardized by lower incomes and greater responsibil-
ities (Juggling work and family). Lack of finances or trans-
portation, language or cultural barriers, inconvenient clinic
hours, and poor attitudes by health care workers often
discourage clients from seeking health care.

Finances

Financial barriers are one of the most important factors
that limit care. Many women have limited or no health
insurance and cannot afford to pay for care. Although
Medicaid covers prenatal care in most states, the paper-
work and enrollment process can be so overwhelming
that many women do not register. Many families do not
have health insurance, do not have enough insurance to
cover the services they need, or cannot pay for services.
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Transportation

Getting to and from appointments can be challenging for
clients who do not drive or own a car or cannot use pub-
lic transportation (if there is public transportation in the
area). It can be difficult for these clients to attend all rec-
ommended prenatal health care visits, especially if the
woman has other small children who must be taken along
on the visit. These challenges can reduce the adherence
to scheduled appointments and follow-up.

Language and Culture

Language is how people communicate with each other
to increase their understanding or knowledge. If a health
care worker cannot speak the same language as the client
or does not have a trained interpreter available, a barrier
is created. The client’s complaints can be misinterpreted
or ignored or their significance can be misconstrued.
The language barrier might prevent the client from ac-
cessing the necessary care, such as prenatal care or pre-
ventative care.

Sociocultural and ethnic factors also pose barriers to
health care. These factors may involve the lack of trans-
portation, financial situations that require both partners
to work, or genetic factors. Knowledge barriers (e.g., lack
of understanding of the importance of prenatal care or
child health promotion) and spiritual barriers (e.g., some
forms of treatment are proscribed by religions) also cross
all ethnic groups.

Health Care Delivery System

The health care delivery system itself can create barriers.
Eighty-five percent of employed families with insurance
are covered by some type of managed health care plan or
health maintenance organization (HMO). This prospec-
tive payment system based on diagnosis-related groups
(DRGs) limits the amounts of health care the family may
receive. This also includes Medicaid reimbursement.
Due to cost-containment efforts, the trend is to discharge
clients as soon as possible from the hospital and to de-
liver care in the home or through community-based serv-
ices. Although overall insurance plans may improve access
to preventive services, they may limit access to specialty
care—which greatly affects clients with chronic or long-
term illnesses.

Clinic hours must meet the needs of the clients, not
the health care providers who work there. Evening or
weekend hours might be needed to meet the schedules of
working clients. Clinic personnel should evaluate the
availability and accessibility of the services they offer.

Unfortunately, some health care workers exhibit neg-
ative attitudes toward poor or culturally diverse families,
and this could deter these clients from seeking health
care. Long delays, hurried examinations, and rude com-
ments by staff discourage clients from returning.
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» Consider THIS!

I was a 17-year-old pregnant migrant worker needing
prenatal care. Although my English wasn’t good, I was
able to show the receptionist my “big belly” and ask for
services. All the receptionist seemed interested in was a
social security number and health insurance—neither of
which I had. She proceeded to ask me personal ques-
tions concerming who the father was and commented on
how young I looked. The receptionist then “ordered” me
m a loud voice to sit down and wait for an answer by
someone in the back, but never contacted anyone that 1
could see. It seemed to me like all eyes were on me while
1 found an empty seat in the waiting room. After sitting
there quietly for over an hour without any attention or
answer, I left.

Thoughts: Why did she leave before receiving any
health care service? What must she have been feeling
during her wait? Would you come back to this clinic
again? Why or why not?

Legal and Ethical Issues in
Maternal, Newborn, and
Women's Health Care

Law and ethics are interrelated and affect all of nursing.
Professional nurses must understand their scope of practice,
standards of care, institutional or agency policies, and state
laws. All nurses are responsible for knowing current infor-
mation regarding ethics and laws related to their practice.

Several areas are of particular importance to the
health care of women and their families. These include
abortion, substance abuse, fetal therapy, informed con-
sent, and confidentiality.

Abortion

Abortion was a volatile legal, social, and political issue
even before Roe v. Wade, the 1973 Supreme Court deci-
sion that legalized abortion. Forty-nine percent of preg-
nancies in American women are unintended, and 40%
of them are terminated by abortion (Alan Guttmacher
Institute, 2007).

Abortion is one of the most common procedures
performed in the United States. It has become a hotly
debated political issue that separates people into two
camps: pro-choice and pro-life. The pro-choice group
supports the right of any woman to make decisions about
her reproductive functions based on her own moral and
ethical beliefs. The pro-life group feels strongly that abor-
tion is murder and deprives the fetus of the basic right to
life. Both sides will continue to debate this very emotional
issue for years to come.
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Medical and surgical modalities are available to ter-
minate a pregnancy, depending on how far the pregnancy
has developed. A surgical intervention can be performed
up to 14 weeks’ gestation; a medical intervention can be
performed up to 9 weeks’ gestation (Shannon & Winikoff,
2008). All women undergoing abortion need emotional
support, a stable environment in which to recover, and
nonjudgmental care throughout.

Abortion is a complex issue, and the controversy is
not only in the public arena: many nurses struggle with
the conflict between their personal convictions and their
professional duty. Nurses are taught to be supportive
client advocates and to interact with a nonjudgmental
attitude under all circumstances. However, nurses have
their own personal and political views, which may be
very different from those of their clients. Nurses need to
clarify their personal values and beliefs on this issue and
must be able to provide nonbiased care before assuming
responsibility for clients who might be in a position to
consider abortion. Their decision to care for or refuse to
care for such clients affects staff unity, influences staffing
decisions, and challenges the ethical concept of duty
(Trybulski, 2006).

The ANA’s Code of Ethics for Nurses upholds the
nurse’s right to refuse to care for a client undergoing an
abortion if the nurse ethically opposes the procedure
(ANA, 2005). Nurses need to make their values and beliefs
known to their managers before the situation occurs so that
alternative staffing arrangements can be made. Open com-
munication and acceptance of the personal beliefs of
others can promote a comfortable working environment.

Substance Abuse

Substance abuse for any person is a problem, but when it
involves a pregnant woman, substance abuse can cause
fetal injury and thus has legal and ethical implications. In
some instances, courts have issued jail sentences to preg-
nant women who caused harm to their fetuses. Many
state laws require reporting evidence of prenatal drug
exposure, which may lead to charges of negligence and
child endangerment against the pregnant woman. This
punitive approach to fetal injury raises ethical and legal
questions about the degree of governmental control that
is appropriate in the interests of child safety.

Fetal Therapy

Intrauterine fetal surgery is a procedure that involves
opening the uterus during pregnancy, performing a sur-
gery, and replacing the fetus in the uterus. Although the
risks to the fetus and the mother are both great, fetal ther-
apy may be used to correct anatomic lesions (Chervenak
& McCullough, 2007). Some argue that medical technol-
ogy should not interfere with nature, and thus this inter-
vention should not take place. Others would argue that
the surgical intervention improves the child’s quality of
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life. For many people, these are the subjects of debates
and intellectual discussions, but for nurses, these proce-
dures may be part of their daily routine.

Nurses play an important supportive role in caring
and advocating for clients and their families. As the use
of technology grows, situations will surface more fre-
quently that test a nurse’s belief system. Encouraging
open discussions to address emotional issues and differ-
ences of opinion among staff members is healthy and in-
creases tolerance for differing points of view.

Informed Consent

Informed consent has four key components: disclosure,
comprehension, competency, and voluntariness (Cressey,
2008). It occurs prior to initiation of the procedure or
specific care and addresses the legal and ethical require-
ment of informing the client about the procedure. The
physician or advanced practice nurse is responsible for
informing the client about the procedure and obtaining
consent by providing a detailed description of the proce-
dure or treatment, its potential risks and benefits, and al-
ternative methods available. The nurse’s responsibility
related to informed consent includes:

* Ensuring that the consent form is completed with sig-
natures from the client

* Serving as a witness to the signature process

* Determining whether the client understands what she
is signing by asking her pertinent questions

Although laws vary from state to state, certain key
elements are associated with informed consent (Box 1.4).
Nurses need to be familiar with their specific state laws as
well as the policies and procedures of the health care
agency where they work. Treating clients without obtain-
ing proper consent may result in charges of assault, and
the health care provider and/or facility may be held liable
for any damages. Generally, only people over the age of

C1™) Key Elements of Informed Consent

» The decision-maker must be of legal age in that state,
with full civil rights, and must be competent (have the
ability to make the decision).

* Information is presented in a manner that is simple,
concise, and appropriate to the level of education and
language of the individual responsible for making the
decision.

* The decision must be voluntary, without coercion or
force or under duress.

» There must be a witness to the process of informed
consent.

» The witness must sign the consent form.
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majority (18 years of age) can legally provide consent for
health care.

Most care rendered in a health care setting is covered
by the initial consent for treatment signed when the indi-
vidual becomes a client at that office or clinic or by the
consent to treatment signed upon admission to the hospi-
tal or other inpatient facility. Certain procedures, how-
ever, require a specific process of informed consent: major
and minor surgery; invasive procedures such as amnio-
centesis or internal fetal monitoring; treatments placing
the client at higher risk, such as chemotherapy or radia-
tion therapy; procedures or treatments involving research;
and photography involving the client.

If the client cannot provide consent, then the person
closest to the client may give consent for emergency treat-
ment. In an emergency, a verbal consent, via the telephone,
may be obtained. Two witnesses must also be listening
simultaneously and must sign the consent form, indicat-
ing that consent was received via telephone.

Refusal of Medical Treatment

All clients have the right to refuse medical treatment,
based on the American Hospital Association’s Bill of
Rights. Ideally, medical care without informed consent
should be used only when the client’s life is in danger.
Clients may refuse treatment if it conflicts with their
religious or cultural beliefs. In these cases, it is impor-
tant to educate the client and family about the impor-
tance of the recommended treatment without coercing
or forcing the client to agree. Sometimes common ground
may be reached between the family’s religious or cul-
tural beliefs and the health care team’s recommenda-
tions. Communication and education are the keys in
this situation.

Confidentiality

With the establishment of the Health Insurance Portabil-
ity and Accountability Act (HIPAA) of 1996, the confi-
dentiality of health care information is now mandated by
law. The primary intent of the law is to protect health in-
surance coverage for workers and their families when they
change or lose jobs. Another aspect of the law requires
DHHS to establish national standards for electronic
transmission of health information. The plan also ad-
dresses the security and privacy of health information. For
example, no information that clearly identifies a client can
be on public display, including information on a client’s
chart. In maternal and newborn health care, information
is shared only with the client, legal partner, parents, legal
guardians, or individuals as established in writing by the
client or the child’s parents. This law promotes the secu-
rity and privacy of health care and health information for
all clients. Client information should always be kept con-
fidential in the context of the state law, as well as the in-
stitution’s policies.
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Exceptions to confidentiality exist. For example, sus-
picion of physical or sexual abuse and injuries caused by
a weapon or criminal act must be reported to the proper
authorities. Abuse cases are reported to the appropriate
welfare authorities, whereas criminal acts are reported
to the police. The health care provider must also follow
public health laws related to reporting certain infectious
diseases to the local health department (e.g., tuberculo-
sis, hepatitis, HIV, and other sexually transmitted infec-
tions). Finally, there is a duty to warn third parties when
there is a specific threat to an identifiable person. There
must be a balance between confidentiality and required
disclosure. If health care information must be disclosed
by law, the client must be informed that this will occur
(Brous, 2007).

Implications for Nurses

The health care system is intricately woven into the po-
litical and social structure of our society, and nurses
should understand social, legal, and ethical health care is-
sues so that they can play an active role in meeting the
health care needs of women and their families. Nurses
need to take a proactive role in advocating for and em-
powering their clients. For example, nurses can help
women to increase control over the factors that affect
health, thereby improving their health status. A woman
may become empowered by developing skills not only to
cope with her environment, but also to change it. Nurses
also can assume this mentoring role with families, thus
helping them to improve their overall health status and
health outcomes.

Nurses must have a solid knowledge base about the
factors affecting maternal, newborn, and women’s health
and barriers to health care. They can use this information
to provide anticipatory guidance, health counseling, and
teaching for women and their families. It also is useful in
identifying high-risk groups so that interventions can be
initiated early on, before problems occur.

When caring for women and their families, the
nurse operates within the framework of the nursing
process, which is applicable to all health care settings.
Maternal, newborn, and women’s health nursing is
ever-changing as globalization and the exchange of infor-
mation expands. Nurses must remain up to date about
new technologies and treatments and integrate high-
quality, evidence-based interventions into the care they
provide.

mmm Key Concepts

Maternal, newborn, and women’s health nurses pro-
vide care using a philosophy that focuses on the fam-
ily and the use of evidence-based practice in a case
management environment to provide quality, cost-
effective care.
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Healthy People 2010 presents a national set of health
goals and objectives for adults and children that focus
on health promotion and disease prevention.

One method to establish the aggregate health status of
women and infants is with statistical data, such as mor-
tality and morbidity rates.

The infant mortality rate is the lowest in the history
of the United States, but it is still higher than that of
other industrialized countries. This high rate may be
due to the number of low-birthweight infants born in
this country.

The family is considered the basic social unit. The
family greatly influences the development and health
of its members because members learn health care
activities, health beliefs, and health values from their
family.

Culture influences every aspect of development and is
reflected in childbearing and childrearing beliefs and
practices designed to promote healthy adaptation.
Other factors affecting the health of women and their
families include health status and lifestyles, health care
cost containment, improved diagnosis and treatment,
and health care consumer empowerment. Finances,
transportation, language, culture, and the health care
delivery system can be barriers to health care.
Advances in science and technology have led to in-
creased ethical dilemmas in health care.

All clients have the right to refuse medical treatment
based on the American Hospital Association’s Bill of
Rights.

In certain states, mature minors and emancipated mi-
nors may consent to their own health care and certain
health care may be provided to adolescents without
parental notification, including contraception, preg-
nancy counseling, prenatal care, testing and treatment
of sexually transmitted infections and communicable
diseases (including HIV), substance abuse and mental
illness counseling and treatment, and health care re-
quired as a result of a crime-related injury.

Nurses must be knowledgeable about the laws related
to health care of women and their families in the state
where they practice as well as the specific policies of
their health care institution.
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MuLtipLE CHoICE QUESTIONS

1

. When preparing a presentation for a local woman’s

group on women’s health problems, what would the
nurse include as the number-one cause of mortality
for women in the United States?

a. Breast cancer
b. Childbirth complications
c. Injury resulting from violence

d. Heart disease

. Which factor would most likely be responsible for a

pregnant women’s failure to receive adequate prena-
tal care in the United States?

a. Belief that it is not necessary in a normal pregnancy
b. Use of denial to cope with pregnancy
c. Lack of health insurance to cover expenses

d. Inability to trust traditional medical practices

. When caring for an adolescent, in which instance

must the nurse share information with the parents,
no matter which state care is provided in?

a. Pregnancy counseling
b. Depression
c. Contraception

d. Tuberculosis

. Which milestone would the nurse describe as being

important for providing nutritional supplementation
to low-income families?

a. Title V of the Social Security Act

b. WIC program

c. Medicaid Program under Title XIX
d. Sheppard-Towner Act

. The nurse is preparing a class about homelessness.

Which factors contribute to homelessness? Select all
that apply.

___a. Decrease in the number of people living in
poverty

___b. Unemployment
___c. Exposure to abuse or neglect
___d. Cutbacks in public welfare programs

e. Establishment of community crisis centers

CRITICAL THINKING EXERCISE

1.

As a nurse working in a federally funded low-income
clinic offering women’s health services, you are be-
coming increasingly frustrated with the number of
“no-shows” or appointments missed in your mater-
nity clinic. Some clients come for their initial prenatal
intake appointment and never come back. You real-
ize that some just forget their appointments, but most
don’t even call to notify you. Many of the clients are
high risk and thus are jeopardizing their health and
the health of their future child.

a. What changes might be helpful to address this
situation?

b. Outline what you might say at your next staff
meeting to address the issue of clients making one
clinic visit and then never returning.

c. What strategies might you use to improve
attendance and notification?

d. Describe what cultural and customer service
techniques might be needed.

STuDY ACTIVITIES

o

Research a current policy, bill, or issue being debated
on the community, state, or national level that per-
tains to the health and welfare of women or their
families. Summarize the major facts and supporting
and opposing arguments and prepare an oral report
on your findings.

. Within your clinical group, debate the following

statement: Should access to health care be a right or
a privilege?

. Visit a local community health center that offers serv-

ices to women and their families from various cul-
tures. Interview the staff about any barriers to health
care that they have identified. Investigate what the
staff has done to minimize these barriers.
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KEY TERMS

community

epidemiology

cultural competence

LEARNING OBJECTIVES

Upon completion of the chapter, the learner will be able to:

1.

10.

11.

12.
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Discuss the major components and key elements of family-centered
home health care.

. Explain the reasons for the increased emphasis on community-based

care.

. Differentiate community-based nursing from nursing in acute care

settings.

. Explain the different levels of prevention in community-based nursing,

providing examples of each.

. Give examples of cultural issues that may be faced when providing

community-based nursing.

. Provide culturally competent care to women and their families.
. Construct strategies for integrating elements of alternative/comple-

mentary therapies and scientific health care practice.

. Identify the variety of settings where community-based care can be

provided to women and their families.

. Outline the various roles and functions assumed by the community

health nurse.

Demonstrate the ability to use excellent therapeutic communication
skills when interacting with women and their families.

Explain the process of health teaching as it relates to women and their
families.

Discuss the importance of discharge planning and case management in
providing community-based care.
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CHARTIES

aria was home a few days after

giving birth to her first child. She

had just changed her newborn son
and placed him on his stomach for
a nap when the community health
nurse arrived for a postpartum
visit. Because the nurse didn’t
speak Spanish and Maria didn’t
speak English, a great deal of
gesturing followed. After examining
Maria, the nurse then picked up
her son and placed him on his back
in the crib. How maght the nurse
have prepared for this home visit?
What message did the nurse convey

n changing the newborn’s position?

w

o recognize diversity in others
and respect it, we must first
have some awareness of who
we are.



Women and their families receive most of their health
care, both well and ill care, in the community setting. Dur-
ing the past several years, the health care delivery system
has changed dramatically. With a focus on cost contain-
ment, people are spending less time in the hospital. Clients
are being discharged “sicker and quicker” from their
hospital beds. The health care system has moved from
reactive treatment strategies in hospitals to a proactive
approach in the community. This has resulted in an
increasing emphasis on health promotion and illness pre-
vention within the community.

Nurses play an important role in the health and well-
ness of a community. They not only meet the health care
needs of the individual but also go beyond that to imple-
ment interventions that affect the community as a whole.
Nurses practice in a variety of settings within a community,
such as clinics and physician offices, shelters, churches,
health departments, community health centers, and
homes. They promote the health of individuals, families,
groups, communities, and populations and promote an
environment that supports health.

This chapter describes the concepts of community
and community-based nursing, addressing the varied set-
tings where such care is provided to women and their
families. The chapter also highlights the major roles and
functions of community-based nurses, emphasizing their
role as educators in health promotion and maintenance.

Family-Centered Care

Family-centered cares refers to the collaborative partner-
ship among the individual, family, and caregivers to
determine goals, share information, offer support, and
formulate plans for health care (Chia-Chen & Thompson,
2007). Key elements in the provision of family-centered
care include demonstrating interpersonal sensitivity, pro-
viding general health information and being a valuable
resource, communicating specific health information, and
treating people respectfully (Mullen et al., 2007). The
philosophy of family-centered care recognizes the family
as the constant: the health of all the family members and
their functional abilities influence the health of the client
and other members of the family. Family-centered care
works well in all arenas of health care, from preventive
care to long-term care. Family-centered care enhances the
confidence of all those involved about their skills and
helps to prepare individuals for assuming responsibility
for their own health care needs. It is vital for the nurse to
assess how much knowledge the family already has about
the client’s health or illness.

Using a family-centered approach is associated with
positive outcomes such as decreased anxiety, improved
pain management, shorter recovery times, and enhanced
confidence and problem-solving skills. Communication
between the health care team and the family is also im-
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proved, leading to greater satisfaction for both health care
providers and health care consumers (families). Practic-
ing true family-centered care may empower the family,
strengthen family resources, and help the woman or child
feel more secure throughout the process.

Community-Based Care

Community may be defined as a specific group of people,
often living in a defined geographical area, who share com-
mon interests, who interact with each other, and who func-
tion collectively within a defined social structure to address
common concerns (Clark, 2008). The common features
of a community may be common rights and privileges as
members of a certain city or common ties of identity, val-
ues, norms, culture, language, or social support. Women
are caregivers to children, parents, spouses, and neighbors
and provide important social support in these roles.

A person can be a part of many communities during
the course of daily life. Examples might include area of
residence (home, apartment, shelter), gender, place of
employment (organization or home), language spoken
(Spanish, Chinese, English), educational background or
student status, culture (Italian, African-American, In-
dian), career (nurse, businesswoman, housewife), place of
worship (church or synagogue), and community member-
ships (garden club, YMCA, support group, school PTA,
youth organizations, athletic teams).

In community-based care, the community is the unit
of service. The providers of care are concerned not only
with the clients who present for service but also with the
larger population of potential or at-risk clients.

Community Health Nursing

Community health nursing focuses on preventing illness
and improving the health of populations and communities.
Population is defined as a group of people who may or may
not interact with each other within a defined geographical
location (Clark, 2008). Community health nurses work in
geographically and culturally diverse settings. They ad-
dress current and potential health needs of the population
or community. They promote and preserve the health of a
population and are not limited to particular age groups or
diagnoses. Public health nursing is a specialized area of
community health nursing.

Epidemiology (the study of the causes, distribution,
and control of disease in populations) can help determine
the health and health needs of a population and assist in
planning health services. Community health nurses per-
form epidemiologic investigations to help analyze and
develop health policy and community health initiatives.
Community health initiatives can be focused on the
community as a whole or a specific target population with
specific needs. Healthy People 2010 (HP 2010) is an exam-
ple of national health initiatives developed using the epi-
demiological process. HP 2010 ensures that health care
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professionals evaluate the individual as well as the com-
munity. It emphasizes the ever-present link between the
individual’s health and the health of the community
(Clark, 2007; Zahner & Block, 2006). HP 2010 identifies
two major goals: to increase the quality of life and the life
expectancy of individuals of all ages and to decrease health
disparities among different populations. Relevant HP 2010
objectives are highlighted throughout this text, and HP
2010 is available online at www.healthypeople.gov.

The focus of health care initiatives today is on peo-
ple and their needs, strengthening their abilities to shape
their own lives. The emphasis has shifted away from de-
pendence on health professionals toward personal in-
volvement and personal responsibility, and this gives
nurses the opportunity to interact with individuals in
a variety of self-help roles. Nurses in the community can
be the primary force in identifying the challenges and
implementing changes in women’s and newborn’s health
for the future.

Community-Based Nursing

In the past, the only community-based roles for nurses
were community health nurses or public health nurses.
This is now a subset of what is considered community-
based nursing. The health needs of the society and con-
sumer demand brought about community-based and
community-focused services. The movement from an
illness-oriented “cure” perspective in hospitals to a
focus on health promotion and primary health care in
community-based settings has dramatically changed em-
ployment opportunities for today’s nurses. This shift in
emphasis to primary care and outpatient treatment and
management will likely continue. As a result, employment
growth in a variety of community-based settings can be
expected for properly educated nurses.

The 2004 National Sample Survey of Registered
Nurses (U.S. Department of Health and Human Services
[USDHHS], Bureau of Health Professions, 2004) found
the following trends in registered nurse (RN) employ-
ment settings:

* 44% of RNs work outside the hospital setting.

* The number of RNs employed in community-based
settings showed a 35% increase between 2000 and
2004; this was largely the result of an increase in
nurses working in home health care and managed care
organizations.

Community-based nursing settings include ambula-
tory care, home health care, occupational health, school
health, and hospice settings (Table 2.1). Clinical practice
within the community may also include case manage-
ment, research, quality improvement, and discharge plan-
ning. Nurses with advanced practice and experience may
be employed in areas of staff development, program de-
velopment, and community education.
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TABLE 2.1 CoMMUNITY-BASED PRACTICE SETTINGS

Setting Description

Ambulatory care
settings

Doctor’s offices

Health maintenance
organizations (HMOs)

Day surgery centers

Freestanding urgent
care centers

Family planning clinics

Mobile mammography
centers

High-risk pregnancy/
neonate care

Maternal/child newborn care

Skilled nursing care

Hospice care

Maternal/child health clinics

Family planning clinics

Sexually transmitted
infection programs

Immunization clinics

Substance-abuse programs

Jails and prisons

Skilled nursing facilities

Nursing homes

Hospices

Assisted living

Parish nursing programs

Summer camps

Childbirth education programs

School health programs

Occupational health
programs

Home health care
services

Health Department
services

Long-term care

Other community-
based settings

Community-Based Nursing Interventions

Nursing interventions involve any treatment that the
nurse performs to enhance the client’s outcome. Nursing
practice in the community uses the nursing process and is
similar to that in the acute care setting, because assessing,
performing procedures, administering medications, coor-
dinating services and equipment, counseling clients and
their families, and teaching about care are all part of the
care administered by nurses in the community. Box 2.1
highlights the most common nursing interventions used
in community-based nursing practice.

Community-Based Nursing Challenges

Despite the benefits achieved by caring for families in
their own homes and communities, challenges also
exist. Clients are being discharged from acute care
facilities very early in their recovery course and present
with more health care needs than in the past. As a
result, nursing care and procedures in the home and
community are becoming more complex and time-
consuming. Consider the example of a woman who
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CUT) Community-Based
Nursing Interventions

» Health screening—detecting unrecognized or preclini-
cal illness among individuals so they can be referred
for definitive diagnosis and treatment (e.g., mammo-
gram or Pap smear, vision and hearing checks)

Health education programs—assisting clients in making
health-related decisions about self-care, use of health
resources, and social health issues such as smoking bans
and motorcycle helmet laws (e.g., childbirth education
or breast self-examination, drug awareness programs)
Medication administration—preparing, giving, and
evaluating the effectiveness of prescription and over-
the-counter drugs (e.g., hormone replacement therapy
in menopausal women)

Telephone consultation—identifying the problem to be
addressed; listening and providing support, informa-
tion, or instruction; documenting advice/instructions
given to concerns raised by caller (e.g., consultation for
a mother with a newborn with colic, interaction with a
parent whose child has a fever or is vomiting)

Health system referral—passing along information
about the location, services offered, and ways to con-
tact agencies (e.g., referring a woman for a breast
prosthesis after a mastectomy)

Instructional—teaching an individual or a group about
a medication, disease process, lifestyle changes, com-
munity resources, or research findings concerning
their environment (e.g., childbirth education class,
basic life support classes for parents)

Nutritional counseling—demonstrating the direct rela-
tionship between nutrition and illness while focusing
on the need for diet modification to promote wellness
(e.g., Women, Infants, and Children [WIC] program;
counselor interviewing a pregnant woman who has
anemia)

Risk identification—recognizing personal or group
characteristics that predispose people to develop a
specific health problem, and modifying or eliminating
them (e.g., genetic counseling of an older pregnant
woman at risk for a Down syndrome infant; genetic
screening of family members for cystic fibrosis or
Huntington’s disease)

.

.

Dochterman, J. M., & Bulechek, G. M., & Butcher, H. K. (2007).
Nursing interventions classification (NIC) (5th ed.). St. Louis: Elsevier
Health Sciences.

developed a systemic infection, a pelvic abscess, and
deep vein thrombosis in her leg after a cesarean birth
who is being discharged from the hospital. The nurse’s
primary focus of care in this situation would be to ad-
minister heparin and antibiotics intravenously rather
than educating her about childcare and follow-up ap-
pointments. In the past, this woman would have re-
mained hospitalized for treatment, but home infusion
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therapy is now less costly and allows the client to be dis-
charged sooner.

This demand on the nurse’s time may limit the
amount of time spent on prevention measures, educa-
tion, and the family’s psychosocial issues. More time may
be needed to help families deal with these issues and con-
cerns. With large client caseloads, nurses may find it dif-
ficult to spend the time needed while meeting the time
restrictions dictated by their health care agencies. Nurses
need to plan the tasks to be accomplished (Box 2.2).

Nurses working in the community have fewer re-
sources available to them compared with the acute care
setting. Decisions often have to be made in isolation.
The nurse must possess excellent assessment skills
and the ability to communicate effectively with the fam-
ily to be successful in carrying out the appropriate plan
of care.

Nurses interested in working in community-based
settings must be able to apply the nursing process in an
environment that is less structured or controlled than that
in acute care facilities. Nurses must be able to assimilate
information well beyond the immediate physical and
psychosocial needs of the client in a controlled acute
care setting and deal with environmental threats, lifestyle
choices, family issues, different cultural patterns, financial
burdens, transportation problems, employment hazards,
communication barriers, limited resources, and client
acceptance and compliance.

Although opportunities for employment in community-
based settings are plentiful, many positions require a bac-
calaureate degree. Previous medical-surgical experience
in an acute care setting is typically required by home
health agencies because these nurses must function fairly
independently within the home environment.

The nurse must also be familiar with and respectful of
many different cultures and socioeconomic levels, remain-
ing objective in dealing with such diversity and demon-
strating an understanding of and appreciation for cultural
differences. Interventions must be individualized to ad-
dress the cultural, social, and economic diversity among
clients in their own environment (Papadopoulos, 2006).

Shift in Responsibilities From Hospital-Based

to Community-Based Nursing

Community care, especially home care, is a rapidly
growing service in the United States. Community-based
care has been shown to be a cost-effective method for
providing care. An increase in disposable income and
the increased longevity of individuals with chronic and
debilitating health conditions have also contributed to
the continued shift of health care to the community and
home setting. Technology has advanced, allowing for
improved monitoring of clients in community settings
and at home as well as allowing complicated procedures
to be done at home, such as intravenous administration
of antibiotics.
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C10,("V) Home Care Visitation Planning

INTRODUCTION TO MATERNITY, NEWBORN, AND WWOMEN'S NURSING

» Review previous interventions to eliminate unsuccessful
ones.

» Check previous home visit narrative to validate
interventions.

* Communicate with previous nurse to ask questions and
clarify.

» Formulate plan of interventions based on data received
(e.g., client preference of IV placement or order of fluids).

* Prioritize client needs based on their potential to threaten
the client’s health status.

» Use Maslow’s hierarchy of needs to set forth a plan of
care.

» Address life-threatening physiologic issues first (e.g., an
infectious process would take precedence over anorexia).

* Develop goals that reflect primary, secondary, and terti-
ary prevention levels.

* Primary prevention—Have the patient consume adequate
fluid intake to prevent dehydration.

» Secondary prevention—Administer drug therapy as
prescribed to contain and treat an existing infectious
process.

 Terriary prevention—Instruct the client on good hand-
washing technique to prevent spread and future sec-
ondary infections.

* Bear in mind the client’s readiness to accept intervention
and education.

* Ascertain the client’s focus and how see sees her needs.

» Address client issues that might interfere with interven-
tion (e.g., if the client is in pain, attempting to teach her
about her care will be lost; her pain must be addressed
first before she is ready to learn).

 Consider the timing of the visit to prevent interfering with
other client activities.

* Schedule all visits at convenient times per client if possi-
ble (e.g., if the client has a favorite soap opera to watch,
attempt to schedule around that event if at all possible).

* Reschedule a home visit if a client event comes up
suddenly.

* Outline nursing activities to be completed during the
scheduled visit.

* Know the health care agency’s policy and procedures
for home visits.

* Consider the time line and other visits scheduled that day.

» Research evidence-based best practices to use in the
home (e.g., if the client is fatigued, be flexible to accom-
modate her needs and allow for periods of rest so that
she may conserve her energy).

» Obtain necessary materials/supplies before making the visit.

» Assemble all equipment needed for any procedure in
advance.

* Secure any equipment that might be needed if a prob-
lem occurs (e.g., bring additional IV tubing and a
catheter to make sure the procedure can be carried out
without delay).

» Determine criteria to be used to evaluate the effectiveness
of the home visit.

* Revisit outcome goals to determine the effectiveness of
the intervention.

* Assess the client’s health status to validate improvement.

» Monitor changes in the client’s behavior toward health
promotion activities and disease prevention (e.g., verify/
observe that the client demonstrates correct hand-washing
technique after instruction and reinforcement during the
home care visit).

Levels of Prevention
in Community-Based Nursing

The concept of prevention is a key part of community-
based nursing practice. The emphasis on health care de-
livery in community-based settings has moved beyond
primary preventive health care (e.g., well-child checkups,
routine physical examinations, prenatal care, and treat-
ment of common acute illnesses) and now encompasses
secondary and tertiary care.

Primary Prevention

The concept of primary prevention involves preventing
the disease or condition before it occurs through health
promotion activities, environmental protection, and spe-
cific protection against disease or injury. It encompasses
a vast array of areas, including nutrition, good hygiene,
sanitation, immunization, adequate shelter, smoking ces-
sation, family planning, and the use of seat belts (Fig. 2.1;
Stanhope & Lancaster, 2008).

Prevention of neural tube defects (NTDs), such as
anencephaly and spina bifida, is an example of primary
prevention. The use of folic acid supplementation daily for
3 months before and 3 months after conception reduces
the risk of first occurrence of NTD (American College
of Obstetricians and Gynecologists [ACOG], 2007). All
women of childbearing age should take 0.4 mg folic acid
daily as soon as they plan to become pregnant and should
continue taking it throughout the pregnancy to prevent
this devastating condition. Giving anticipatory guidance to
parents about poison prevention and safety during play is
another example of primary prevention.

Secondary Prevention

Secondary prevention is the early detection and treatment
of adverse health conditions. Health screenings are the
mainstay of secondary prevention. Pregnancy testing,
blood pressure evaluations, cholesterol monitoring, fecal
occult blood testing, breast examinations, mammogra-
phy screening, hearing and vision examinations, and



FiGure 2.1 Levels of prevention in community-based nurs-
ing. (A) At the primary prevention level, the nurse provides
a woman with teaching about breast self-examination. (B) At
the secondary level of prevention, a woman undergoes a mam-
mogram for early detection of breast problems. (C) At the
tertiary level of prevention, a nurse assists a client with her
strength exercises.
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Papanicolaou (Pap) smears are examples of this level
of prevention. Such interventions do not prevent the
health problem but are intended for early detection and
prompt treatment to prevent complications (Anderson
& McFarlane, 2007).

Tertiary Prevention

Tertiary prevention is designed to reduce or limit the
progression of a disease or disability. The purpose of terti-
ary prevention is to restore individuals to their maximum
potential (Anderson & McFarlane, 2007). Tertiary preven-
tion measures are supportive and restorative. For example,
tertiary prevention efforts would focus on minimizing and
managing the effects of a chronic illness such as cerebro-
vascular disease or the chronic effects of sexually transmit-
ted infections (e.g., herpes, human immunodeficiency
virus [HIV], and untreated syphilis). Another example
would involve working with women who have suffered
long-term consequences of violence. The focus of the
nurse would be to maximize the woman’s strengths, to
help her recover from the trauma and loss, and to build
support systems.

The Nurse's Role in

Community-Based Preventive Care

All health professionals have a special role in health pro-
motion, health protection, and disease prevention. Much
of community nursing involves prevention, early identifi-
cation, and prompt treatment of health problems and
monitoring for emerging threats that might lead to health
problems. Community-based nurses provide health care
for women and their families at all three levels of preven-
tion. This care often involves advocating for services to
meet their needs.

Cultural Issues in
Community-Based Nursing

The United States contains an ever-changing mix of
cultural groups. The Yearbook of Immigration Statis-
tics (United States Department of Homeland Security
[USDHS], 2006) reports that the U.S. immigrant pop-
ulation has reached 38 million, with people arriving
from every corner of the world.

» Take NOTE!

Omne million immigrants come to the
United States each year, and more than
half are of childbearing age. Latin America accounts
for more than 50% of immigrants to the United States.
By the year 2050, people of African, Asian, and Latino
backgrounds will make up one half of our population
(U.S. Census Bureau, 2007).
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This growing diversity has significant implications
for the health care system. For years nurses have struggled
with the issues of providing optimal health care that meets
the needs of women and their families from varied cultures
and ethnic groups. In addition to displaying competence
in technical skills, nurses must also become competent
in caring for clients from varied ethnic and racial back-
grounds. Adapting to different cultural beliefs and practices
requires flexibility and acceptance of others’ viewpoints.
Nurses must listen to clients and learn about their beliefs
about health and wellness. To provide culturally appro-
priate care to diverse populations, nurses need to know,
understand, and respect culturally influenced health be-
haviors. Chapter 1 provides a more detailed discussion of
culture and its impact on the health of women, children,
and families.

Nurses must research and understand the cultural
characteristics, values, and beliefs of the various people
to whom they deliver care so that false assumptions and
stereotyping do not lead to insensitive care. Time orien-
tation, personal space, family orientation (patriarchal,
matriarchal, or egalitarian), and language are important
cultural concepts.

Culturally Competent Nursing Care
Cultural competence is defined as the knowledge, will-
ingness, and ability to adapt health care to enhance its
acceptability to and effectiveness with clients from diverse
cultures (Clark, 2007). Cultural competence is a dynamic
process during which nurses obtain and then apply cul-
tural information. Nurses must look at clients through
their own eyes and the eyes of clients and family members.
Nurses must develop nonjudgmental acceptance of cul-
tural differences in clients, using diversity as a strength that
empowers them to achieve mutually acceptable health care
goals (Kersey-Matusiak, 2006). This cultural awareness
allows nurses to see the entire picture and improves the
quality of care and health outcomes.

Cultural competence does not appear suddenly; it
must be developed through a series of steps (Box 2.3).

Barriers to Cultural Competence
Barriers to cultural competence can be grouped into two
categories: those related to providers and those related to
systems (Godfrey, 2006). When a health care provider
lacks knowledge of a client’s cultural practices and beliefs
or when the provider’s beliefs differ from those of the
client, the provider may be unprepared to respond when
the client makes unexpected health care decisions. System-
related barriers can occur if agencies that have not been
designed for cultural diversity want all clients to conform
to the established rules and regulations and attempt to fit
everyone into the same mold.

Cultural competence does not mean replacing one’s
own cultural identity with another, ignoring the variability
within cultural groups, or even appreciating the cultures

(00D Steps to Developing

Cultural Competence

1. Cultural Self-Awareness

* Become aware of, appreciate, and become sensitive
to the values, beliefs, customs, and behaviors that
have shaped one’s own culture.

* Engage in self-exploration beyond one’s own
culture and “see” clients from different cultures.

» Examine personal biases and prejudices toward
other cultures.

* Become aware of differences in personal and
clients’ backgrounds.

2. Cultural Knowledge

* Learn about different cultures (e.g., books,
continuing education courses, the Internet, cultural
diversity conferences).

* Become familiar with culturally/ethnically diverse
groups, worldviews, beliefs, practices, lifestyles, and
problem-solving strategies.

3. Cultural Skills

* Learn how to perform a competent cultural
assessment.

* Assess each client’s unique cultural values, beliefs,
and practices without depending solely on written
facts about specific cultural groups.

4. Cultural Encounter

» Engage in cross-cultural interactions with people
from culturally diverse backgrounds, such as attend-
ing religious services or ceremonies and participating
in important family events.

« Participate in as many cultural encounters as possible
to avoid cultural stereotyping.

» Consider THIS!

~
Our medical mission took a team of nurse practitioners
wnto the rural mountains of Guatemala to offer med-
ical services to people who had never had any. One
day, a distraught mother brought her 10-year-old
daughter to the mission clinic, asking me if there was
anything I could do about her daughter’s right wrist.
She had sustained a fracture a year ago and it had not
healed properly. As I looked at the girl’s malformed
wrist, I asked if it had been splinted to help with align-
ment, knowing what the answer was going to be. The
interpreter enlightened me by saying that this young
girl would never marry and have children because of
this iyjury. I appeared puzzled at the interpreter’s pre-
diction of this girl’s future. It was later explained to me
that if the girl couldn’t make tortes from corn meal for
her husband because of her wrist disabiliry, she would

/

(continued)



» Consider TH/S/ (continued)

not be worthy of becoming someone’s wife and thus
would probably live with her parents the rest of her life.

I reminded myself during the week of the medical
mission not to impose my cultural values on the women
for whom I was caring and to accept their cultural
mores without judgment. These silent self-reminders
served me well throughout the week, for I was open to
learning about their lifestyles and customs.

Thoughts: What must the young girl be feeling at
the age of 10, being rejected for a disabiliry that wasn’t
her fault? What might have happened if I had imposed
my value system on this patient? How effective would
I have been in helping her if she didn’t feel accepted?
This incident ripped my heart out, for this young girl
will be deprived of a fulfilling family life based on a
wrist disabilivy. This 1s just another example of female
suppression that happens all over the world—such a
tragedy—and yet a part of their culture, on which
nurses should not pass judgment.

being served. Instead, nurses skilled at cultural compe-
tence show a respect for difference, an eagerness to learn,
and a willingness to accept multiple views of the world
(Streltzer & Tseng, 2008).

Use of Complementary
and Alternative Medicine

The use of complementary and alternative medicine
(CAM) is not unique to a specific ethnic or cultural group:
interest in CAM therapies continues to grow nationwide
and will affect care of many clients. People from all walks
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of life and in all areas of the community use CAM. Over-
all, CAM use is seen more in women than men, and in
people with higher educational levels. The annual out-of-
pocket costs for CAM are estimated to exceed $27 billion.
Prayer specifically for health reasons is the most com-
monly used CAM therapy (NCCAM, 2007). Research
indicates that more than 43% of adults use some form of
alternative practice, and one in three pregnant women
use CAM therapies, some of which may be potentially
harmful (Daniel, 2006).

CAM includes diverse practices, products, and health
care systems that are not currently considered to be part
of conventional medicine (NCCAM, 2007). Complemen-
tary medicine is used together with conventional medi-
cine, such as using aromatherapy to reduce discomfort
after surgery or to reduce pain during a procedure or dur-
ing early labor. Alternative medicine is used in place of
conventional medicine, such as eating a special natural
diet to control nausea and vomiting or to treat cancer in-
stead of undergoing surgery, chemotherapy, or radiation
that has been recommended by a conventional doctor. In-
tegrative medicine combines mainstream medical thera-
pies and CAM therapies for which there is some scientific
evidence of safety and effectiveness (NCCAM, 2007).
These include acupuncture, reflexology, therapeutic touch,
meditation, yoga, herbal therapies, nutritional supple-
ments, homeopathy, naturopathic medicine, and many
more used for the promotion of health and well-being
(Pearson & Chesney, 2007). Table 2.2 describes selected
CAM therapies and treatments.

The theoretic underpinnings of complementary and
alternative health practices propose that health and ill-
ness are complex interactions of the mind, body, and
spirit. It is then surmised that many aspects of clients’
health experiences are not subject to traditional scientific

TABLE 2.2 SELECTED COMPLEMENTARY AND ALTERNATIVE THERAPIES

Therapy Description

Aromatherapy
Homeopathy
Acupressure

Feng Shui (pronounced
fung shway)

Guided imagery

with chi.

Reflexology

Therapeutic touch

Use of essential oils to stimulate the sense of smell for balancing mind, body, and spirit

Based on the theory of “like treats like”; helps restore the body’s natural balance

Restoration of balance by pressing an appropriate point so self-healing capacities can take over
The Chinese art of placement. Objects are positioned in the environment to induce harmony

Use of consciously chosen positive and healing images along with deep relaxation to reduce
stress and to help people cope

Use of deep massage on identified points of the foot or hand to scan and rebalance body parts
that correspond with each point

Balancing of energy by centering, invoking an intention to heal, and moving the hands from the

head to the feet several inches from the skin

Herbal medicine
Spiritual healing

The therapeutic use of plants for healing and treating diseases and conditions
Praying, chanting, presence, laying on of hands, rituals, and meditation to assist in healing
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methods. This field does not lend itself readily to scien-
tific study or to investigation and therefore is not easily
embraced by many hard-core scientists (Tryens et al.,
2007). Much of what we consider to be alternative med-
icine comes from the Eastern world, folk medicine, and
religious and spiritual practices. There is no unifying
basic theory for the numerous treatments or modalities,
except (as noted previously) that health and illness are
considered to be complex interactions among the body,
mind, and spirit.

Because of heightened interest in complementary
treatments and their widening use, anecdotal efficacy, and
growing supporting research evidence, nurses need to be
sensitive to and knowledgeable enough to answer many
of the questions clients ask and to guide them in a safe,
objective way (Fowler & Newton, 2006). Nurses have
a unique opportunity to provide services that facilitate
wholeness. They need to understand all aspects of CAM,
including costs, client knowledge, and drug interactions,
if they are to promote holistic strategies for clients and
families.

Many patients who use complementary or alternative
therapies do not reveal this fact to their health care
provider. Therefore, one of the nurse’s most important
roles during the assessment phase of the nursing process
is to encourage clients to communicate their use of these
therapies to eliminate the possibility of harmful inter-
actions and contraindications with current medical thera-
pies. When assessing clients, ask specific questions about
any nonprescription medications they may be taking, in-
cluding vitamins, minerals, or herbs. Clients should also
be asked about any therapies they are taking that have not
been ordered by their primary health care provider.

When caring for clients and their families who prac-
tice CAM, nurses need to:

* Be culturally sensitive to nontraditional treatments

» Acknowledge and respect different beliefs, attitudes,
and lifestyles

* Keep an open mind, remembering that standard
medical treatments do not work for all clients

* Accept CAM and integrate it if it brings comfort
without harm

* Provide accurate information, not unsubstantiated
opinions

* Adpvise clients how they can best monitor their
condition using CAM

* Discourage practices only if they are harmful to the
client’s health

* Instruct the client to weigh the risks and benefits of
CAM use

* Avoid confrontation when asking clients about CAM

* Be reflective, nonjudgmental, and open-minded
about CAM

The use of complementary therapies is widespread,
especially by women desiring to alleviate the nausea and
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vomiting of early pregnancy. Ginger tea, Sea-Bands, and
vitamin B6 are typically used to treat morning sickness
(Northrup, 2006). Although these may not cause any ill
effects during the pregnancy, most substances ingested
cross the placenta and have the potential to reach the
fetus, so nurses should stress to all pregnant women that
it is better to be cautious when using CAM.

Women at risk for osteoporosis are seeking alterna-
tives to hormone replacement therapy since the Women’s
Health Initiative (WHI) study raised doubts about the
benefit of estrogen. Some of the alternative therapies for
osteoporosis include soy isoflavones, progesterone cream,
magnet therapy, tai chi, and hip protectors (Kessenich,
2007). In addition, menopausal women may seek CAM
therapies for hot flashes. Once again, despite many claims,
most of these therapies have not undergone scientific test-
ing and thus could place the woman at risk.

If clients are considering the use of or using CAM
therapies, suggest they check with their health care pro-
vider before taking any “natural” substance. Offer clients
the following instructions:

* Do not take for granted that because a substance is a
natural herb or plant product, it is beneficial or
harmless.

* Seek medical care when ill.

¢ Always inform the provider if you are taking herbs or
other therapies.

¢ Avoid taking herbal remedies if you are pregnant or
lactating.

* Be sure that any product package contains a list of all
ingredients and amounts of each.

* Be aware that frequent or continual use of large doses
of a CAM preparation is not advisable, and harm may
result if therapies are mixed (e.g., vitamin E, garlic,
and aspirin all have anticoagulant properties).

* Research CAM through resources such as books, web-
sites, and articles (Clark & Collins, 2007).

All nurses, especially nurses working in the commu-
nity, must educate themselves about the pros and cons of
CAM and be prepared to discuss and help their clients
make sense of it all. Expanding our consciousness by un-
derstanding and respecting diverse cultures and CAM
will enable nurses to provide the best treatment for clients
and their families receiving community-based care.

Community-Based
Nursing Care Settings

Community-based nursing takes place in a variety of set-
tings, including physician’s offices, clinics, health depart-
ments, urgent care centers, hospital outpatient centers,
churches, shelters, and clients’ homes. Nurses provide
well care, episodic ill care, and chronic care. They work to
promote, preserve, and improve the health of the women
and their families in these settings.



Due to technological advances, cost containment, and
shortened hospital stays, the home is a common care set-
ting for women and families today. Home care is geared
toward the needs of the client and family. Private-duty
nursing care is used when more extensive care is needed;
it may be delivered hourly (several hours per day) or on a
full-time, live-in basis. Periodic nursing visits may be used
for intermittent interventions, such as IV antibiotic admin-
istration, follow-up client teaching, and monitoring. The
goals of nursing care in the home setting include promot-
ing, restoring, and maintaining the health of the client.

Home care focuses on minimizing the effects of the
illness or disability along with providing the client with
the means to care for the illness or disability at home.
Nurses in the home care setting are direct care providers,
educators, advocates, and case managers.

Prenatal Care

Early, adequate prenatal care has long been associated
with improved pregnancy outcomes (March of Dimes,
2008). Adequate prenatal care is a comprehensive process
in which any problems associated with pregnancy are iden-
tified and treated. Basic components of prenatal care are
early and continuing risk assessment, health promotion,
medical and psychosocial interventions, and follow-up.

¢ ") Maternal Community Health Care Services
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Within the community setting, several services are avail-
able to provide health care for pregnant women (Box 2.4).

Not all women are aware of the community resources
available to them. Most public health services are avail-
able for consultation, local hospitals have “hotlines” for
questions, and public libraries have pregnancy-related re-
sources as well as Internet access. Nurses can be a very
helpful link to resources for all women regardless of their
economic status.

Technologically advanced care has been shown to im-
prove maternal and infant outcomes. Regionalized high-
risk care, recommended by the American Academy of
Pediatrics in the late 1970s, aimed to promote uniformity
nationwide, covering the prenatal care of high-risk preg-
nancies and high-risk newborns. The advanced technol-
ogy found in level III perinatal regional centers and
community-based prenatal surveillance programs have re-
sulted in better risk-adjusted mortality rates (Britt, Edean,
& Evans, 2006; Martin & Foley, 2006). For example, fetal
monitoring and ultrasound technology have traditionally
been used in acute care settings to monitor the progress of
many high-risk pregnancies. However, with the increased
cost of hospital stays, many services were moved to out-
patient facilities and into the home. The intent was to
reduce health care costs and to monitor women with com-
plications of pregnancy in the home rather than in the

« State public health prenatal clinics provide access to
care based on a sliding scale payment schedule or have
services paid for by Medicaid.

 Federally funded community clinics typically offer a
variety of services, which may include prenatal, pediatric,
adult health, and dental services. A sliding scale payment
schedule or Medicaid may cover costs.

* Hospital outpatient health care services offer maternal—
child health services. Frequently they are associated with
a teaching hospital in which medical school students, in-
terns, and OB/GYN residents rotate through the clinic
services to care for patients during their education process.

* Private OB/GYN offices are available for women with
health insurance seeking care during their pregnancies.
Some physicians in private practice will accept Medicaid
patients as well as private patients.

» Community free clinics offer maternal—child services in
some communities for women with limited economic
resources (homeless, unemployed).

 Freestanding birth centers offer prenatal care for low-
risk mothers as well as childbirth classes to educate
couples regarding the birthing process. Most centers ac-
cept private insurance and Medicaid for reimbursement
services.

» Midwifery services are available in many communities
where midwives provide women’s health services. They
usually accept a multitude of payment plans from private
pay to health insurance to Medicaid for reimbursement
purposes.

WIC provides food, nutrition counseling, and access

to health services for low-income women, infants, and
children. WIC is a federally funded program and is ad-
ministered by each state. All persons receiving Aid to
Families with Dependent Children (AFDC), food
stamps, or Medicaid are automatically eligible for WIC.
An estimated 45% of the infants born in the United
States are served by WIC (USDA Food and Nutrition
Service, 2004).

Childbirth classes offer pregnant women and their part-
ners a series of educational classes on childbirth prepara-
tion. Women attend them during their last trimester of
pregnancy. Some classes are free and some have a fee.
Local La Leche League groups provide mother-to-mother
support for breast-feeding, nutrition, and infant care
problem-solving strategies. All women who have an in-
terest in breast-feeding are welcome to participate in the
meetings, which are typically held in the home of a

La Leche member.
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hospital. Examples of services offered in the home setting
might include:

* Infusion therapy to treat infections or combat dehydration

* Hypertension monitoring for women with gestational
hypertension

* Uterine monitoring for mothers who are at high risk
for preterm labor

* Fetal monitoring to evaluate fetal well-being

* Portable ultrasound to perform a biophysical profile to
assess fetal well-being

As a result, home care has the potential to produce
cost savings compared to inpatient care.

Labor and Birth Care

Pregnancy involves numerous choices: cloth or dispos-
able diapers, breastfeeding or bottle feeding, doctor or
midwife, and where to give birth—at a birthing center, at
home, or at a hospital. Deciding where to give birth de-
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pends on the woman’s pregnancy risk status. For the
pregnant woman who is at high risk as a result of medical
or social factors, the hospital is considered the safest
place for birth. Potential complications can be addressed
because medical technology, skilled professionals, and
neonatal services are available. For low-risk women, a
freestanding birthing center or a home birth is an option.

The choice between a birthing center, home birth, or
hospital depends on the woman’s preferences, her risk
status, and her distance from a hospital. Some women
choose an all-natural birth with no medications and no
medical intervention, whereas others would feel more
comfortable in a setting in which medications and trained
staff are available if needed. Presenting the facts to women
and allowing them to choose in collaboration with their
health care provider is the nurse’s role. Safety is para-
mount, but at the same time nurses must protect the
woman’s right to select birth options and should pro-
mote family-centered care in all maternity settings (see
Evidence-Based Practice 2.1).

EVIDENCE-BASED PRACTICE 2.1
Home-Like Institutional Birth Settings Versus
Conventional Institutional Birth Settings

Women have been giving birth to newborns in the home
setting since the beginning of time; giving birth in an insti-
tution has been the norm only since the early 20th century.
These institutions continue to be the primary setting for
birth, but with the growing emphasis on the client as a
consumer of health care and the desire for family-centered
care, greater numbers of facilities are attempting to
incorporate some of the home birth components into

their delivery of care.

® Study

A study was done to compare the effect of care in a
home-like institutional birth setting versus a conventional
institutional birth setting. Two researchers using standard
methods for data collection and analysis compiled informa-
tion from all randomized and quasi-randomized controlled
trials involving a comparison of home-like institutional and
conventional institutional birth settings. In addition, the re-
searchers evaluated eight journals and two published con-
ference proceedings. Six trials that involved 8,677 women
were included. The researchers were unable to include
information related to freestanding birthing centers be-
cause they found no trials on this topic. The researchers
reported the results using relative risk and 95% confi-
dence intervals.

A Findings

Women giving birth in home-like institutional birth settings
were less likely to receive or require intrapartum analgesia
or anesthesia, less likely to have an episiotomy, and more
likely to experience a spontaneous vaginal birth. They were
more likely to choose the same setting for future births,
they were more satisfied with intrapartum care, and they
were more likely to initiate breastfeeding and continue it for
the next 6 to 8 weeks. However, they also had an increased
risk for vaginal or perineal tears and the risks for perinatal
mortality were increased.

Nursing Implications
This study identified several important benefits that nurses
can integrate into their practice when counseling and
teaching pregnant women about birthing options. How-
ever, nurses need to stress the increased risk for perinatal
mortality with this option so that women can make in-
formed decisions about their choice of birth setting.

Nurses also can provide input about incorporating a more
“home-like” atmosphere when their facilities are designing
new birthing areas. In addition, nurses can advocate for
the pregnant woman in labor to ensure that she has free-
dom to move about the birthing area, allowing her to feel
more “at home.”

Hodnett, D. D., Downe, S., Edwards, N., & Walsh, D. (2005). Home-like versus conventional institu-
tional settings for birth. Cochrane Database of Systematic Reviews 2005. Issue 1. Art. No.:

CD000012. DOI:10.1002/14651858.CD000012.pub2.



Birthing Center

A birthing center is a cross between a home birth and a
hospital. Birthing centers offer a homelike setting but with
close proximity to a hospital in case of complications.
Midwives often are the sole care providers in freestanding
birthing centers, with obstetricians as backups in case of
emergencies. Birthing centers usually have fewer restric-
tions and guidelines for families to follow and allow for
more freedom in making decisions about labor. The rates
of cesarean birth and the costs are much lower than those
of a hospital (Davey & Forrester-King, 2008). The nor-
mal discharge time after birth is usually measured in hours
(4 to 24 hours), not days.

Birthing centers aim to provide a relaxing home envi-
ronment and promote a “culture of normalcy.” Birth is
considered a normal physiologic process, and most centers
use a non-interventional view of labor and birth. The range

FIGURE 2.2 Birthing centers aim to provide a re-
laxing homelike environment and promote a cul-
ture of normality while offering a full range of
health care services to the expectant family.
(Photos by Gus Freedman.)
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of services for the expectant family often includes pre-
natal care, childbirth education, intrapartum care, and
postpartum care, including home follow-up and family
planning (Fig. 2.2). One of the hallmarks of the free-
standing birthing center is that it can provide truly family-
centered care by approaching pregnancy and birth as a
normal family event and encouraging all family mem-
bers to participate. Education is often provided by such
centers, encouraging families to become informed and
self-reliant in the care of themselves and their families
(Bainbridge, 2006).

Birthing centers provide an alternative for women
who are uncomfortable with a home birth but who do not
want to give birth in a hospital. Advantages of birthing
centers include a non-interventional approach to obstetric
care, freedom to eat and move around during labor, ability
to give birth in any position, and the right to have any
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number of family and friends attend the birth. Disadvan-
tages are that some centers have rigid screening criteria,
which may eliminate healthy mothers from using birth
centers; many have rigid rules concerning transporting the
mother to the hospital (e.g., prolonged labor, ruptured
membranes); and many have no pediatrician on staff if the
newborn has special needs after birth (Lyndon, 2008).

Home Birth

For centuries women have been giving birth to babies in
their home. Many feel more comfortable and relaxed
when giving birth in their own environment. Women who
want no medical interventions and a very family-centered
birth often choose to have a home birth. Home births are
recommended for pregnant women who are considered
to be at low risk for complications during labor and birth.
Home birth is advantageous because it:

* Is the least expensive

* Allows the woman to experience labor and birth in
the privacy, comfort, and familiarity of home while
surrounded by loved ones

* Permits the woman to maintain control over every
aspect affecting her labor (e.g., positions, attire,
support people)

* Minimizes interference and unnecessary interventions,
allowing labor to progress normally

* Provides continuous one-on-one care by the midwife
throughout the childbirth process

* Promotes the development of a trusting relationship
with the nurse midwife (American Pregnancy Associa-
tion [APA], 2007)

A home birth does have some disadvantages, includ-
ing the limited availability of pain medication and danger
to the mother and baby if an emergency arises (e.g., pla-
cental abruption, uterine rupture, cord prolapse, or a dis-
tressed fetus). Delay in getting to the hospital could
jeopardize the life of the child or the mother. A backup
plan for a health care provider and nearby hospital on
standby must be established should an emergency occur
(Ramsey, 2007).

Postpartum and Newborn Care

Recent reforms in health care financing have reduced
hospital stays significantly for new mothers. As a result,
community-based nurses play a major role in extending
care beyond the hospital setting. When new mothers are
discharged from the hospital, most are still experiencing
perineal discomfort and uterine cramping. They may
still have pain from an episiotomy. They are fatigued
and may be constipated. They may feel uncertain about
feeding and caring for their newborn. These new moth-
ers need to be made aware of community resources such
as telephone consultation by nurses, outpatient clinics,
and home visits.
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Telephone Consultation

Many hospitals offer telephone consultation services by
their maternity nurses. The discharged mother is given
the phone number of the nursing unit on the day of dis-
charge and is instructed to call if she has any questions or
concerns. Because the nurses on the unit are familiar with
her birth history and the newborn, they are in a good po-
sition to assist her in adjusting to her new role. Although
this service is usually free, not all families recognize a
problem early or use this valuable informational resource.

Outpatient Clinics

Outpatient clinics offer another community-based site
where the childbearing family can obtain services. Usually
the mother has received prenatal care before giving birth
and thus has established some rapport with the nursing
staff there. The clinic staff is usually willing to answer any
questions she may have about her health or that of her
newborn. Appointments usually include an examination
of the mother and newborn and instructions about umbil-
ical cord care, postpartum and infant care, and nutrition
for both mother and infant.

Postpartum Home Visits
Home visits offer services similar to those offered at a
scheduled clinic visit, but they also give the nurse an op-
portunity to assess the family’s adaptation and dynamics
and the home environment. During the past decade, hos-
pital stays have averaged 24 to 48 hours or less for vaginal
births and 72 to 96 hours for cesarean births (Centers for
Disease Control [CDC], 2007a). Federal legislation went
into effect in 1998 that prohibited insurers from restrict-
ing hospital stays for mothers and newborns to less than
2 days for vaginal births or 4 days for cesarean births
(CDG, 2007a). These shortened stays have reduced the
time available for educating mothers about caring for
themselves and their newborns.

Postpartum care in the home environment usually
includes:

* Monitoring the physical and emotional well-being of
the family members (Fig. 2.3)

¢ Identifying potential or developing complications for
the mother and newborn

* Bridging the gap between discharge and ambulatory
follow-up for mothers and their newborns (Goulet,
D’Amour, & Pineault 2007).

High-Risk Newborn Home Care

With the reduced lengths of stay, high-risk newborns are
also being cared for in community settings. High-tech care
once was provided only in the hospital. Now, however,
the increasing cost of complex care and the influences of
managed care have brought high-tech care into the home.
Families have become “health care systems” by providing
physical, emotional, social, and developmental home care



FIGURE 2.3 The nurse makes a postpartum home visit to assess
the woman and her newborn. During the visit, the nurse as-
sists the mother with breastfeeding.

for their technology-dependent infants. Suitable candidates
for home care may include preterm infants who continue
to need oxygen, low-birthweight infants needing nutritional
or hypercaloric formulas or adjunct feeding methods (e.g.,
tube feedings), or infants with hydrocephalus or cerebral
palsy. A wide range of equipment may be used, including
mechanical ventilation, electronic apnea monitors, home
oxygen equipment, intravenous infusions, respiratory neb-
ulizers, phototherapy, and suction equipment.

All family members must work together to provide
24-hour care. The parents must negotiate with insurers
for reimbursement for durable medical equipment, must
be able to troubleshoot equipment problems, and must
be able to manage inventories of supplies and equipment.
In addition, they must be able to assess the infant for
problems, determine the problem, decide when to call
the nurse, pharmacist, or physical therapist, and interpret
and implement prescriptions. Technology in the home
requires nurses to focus on the family “home care sys-
tem” to provide total care to the infant.

Nurses can play a key role in assisting families by
preparing them for and increasing their confidence in car-
ing for their infants at home. This adaptation begins before
discharge from the hospital. Family members are active
participants in the transition-to-home plan. Recognition of
parental needs and addressing each area in the discharge
plan will ease the transition to home.

Assessment of the family’s preparedness is essential.
The following questions can provide valuable informa-
tion in this area:

CHAPTER 2 Famiy-Centerep ComMuNnITY-Basep CARE 37

* How well prepared are you to take care of your infant’s
physical, emotional, and equipment needs?

* How well prepared are you to obtain the home
services you need for your infant?

* How well prepared are you to manage the stress of
home care?

These questions convey the nurse’s concern for the
infant and family while obtaining a thorough assessment
of the family’s learning needs.

Once preparedness has been assessed, the nurse can
intervene as necessary. For example, if the caretakers do
not think they are prepared to maintain machinery, tech-
nology, medication, or developmental therapy, then the
nurse can demonstrate the care to the family. The nurse
provides instructions and hands-on experience in a sup-
portive environment until the family’s confidence in-
creases. The nurse can also assist the family to anticipate
the common problems that might occur (e.g., advising
them to avoid running out of supplies, to have enough
medication or special formula mixture to last throughout
the weekend, and to keep backup batteries for powering
machines or portable oxygen). The outcome of the pre-
paredness assessment and intervention is that the safety
of the infant is established and maintained.

Nursing for families who are using complex home care
equipment requires caring for the infant and family mem-
bers’ physical and emotional well-being as well as provid-
ing solutions to problems they may encounter. Home
health nurses need to identify, mobilize, and adapt a myr-
iad of community resources to support the family in giving
the best possible care in the home setting. Preparing fam-
ilies before hospital discharge, with home health nurses
continuing and reinforcing that focus, will ease the burden
of managing high-tech equipment in the home.

Women's Health Care

A woman’s reproductive years span half her lifetime, on
average. This is not a static period, but rather one that en-
compasses several significant stages. As her reproductive
goals change, so do a woman’s health care needs. Because
of these changing needs, comprehensive community-
centered care is critical.

Community-based women’s health services have re-
ceived increased emphasis during the past few decades
simply because of economics. Women use more health
care services than men, they make as many as 90% of
health care decisions, and they represent the majority of
the population (CDC, 2007b). Women spend 66 cents
of every health care dollar, and 7 of the 10 most frequently
performed surgeries in the United States are specific to
women (Alexander et al., 2007). Examples of community-
based women’s health care services that can be freestand-
ing or hospital-based include:

* Screening centers that offer mammograms, Pap
smears, bone density assessments, genetic counseling,
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ultrasound, breast examinations, complete health risk
appraisals, laboratory studies (complete blood count,
cholesterol testing, thyroid testing, glucose testing for
diabetes, follicle-stimulating hormone [FSH] levels),
and electrocardiograms

* Educational centers that provide women’s health lec-
tures, instruction on breast self~examinations and Pap
smears, and computers for research

» Counseling centers that offer various support groups:
genetics, psychotherapy, substance abuse, sexual
assault, and domestic violence

» Wellness centers that offer stress reduction techniques,
massage therapy, guided imagery, hypnosis, smoking
cessation, weight reduction, tai chi, yoga, and
women’s fitness/exercise classes

* Alternative/wholeness healing centers that provide
acupuncture, aromatherapy, biofeedback, therapeutic
touch, facials, reflexology, and herbal remedies

* Retail centers that offer specialty equipment for rental
and purchase, such as breast prostheses

Women have multiple choices regarding services, set-
tings, and health care providers. In the past most women
received health care services from physicians such as ob-
stetricians, gynecologists, and family physicians, but today
nurse midwives and nurse practitioners are becoming
more prevalent in providing well-women care.

Nurses who work in community-based settings need
to be familiar with the many health issues commonly en-
countered by women within their communities. All nurses
who work with women of any age in community-based
settings, including the workplace, schools, practitioners’
offices, and clinics, should possess a thorough under-
standing of the scope of women’s health care and should
be prepared to intervene appropriately to prevent prob-
lems and to promote health.

Roles and Functions of
the Community-Based Nurse

Many nurses find the shift from acute care to community
settings a challenge. With the shift in responsibilities from
hospital care to community care, changes in nursing care
have resulted. Nurses working in community-based set-
tings share many of the same roles and responsibilities as
their colleagues in acute care settings, but there are some
differences. For example, in the community or home care
setting the nurse will provide direct client care but will
spend more time in the role of educator, communicator,
and manager than the nurse in the acute care setting. In
home care the nurse will spend a significant amount of
time in the supervisory or management role.

Communicator

Effective therapeutic communication with women, chil-
dren, and families is critical to the provision of quality
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nursing care. Client- and family-centered communication
increases satisfaction with nursing care and aids in im-
proving knowledge and health care skills (Clark, 2008).

Verbal and Nonverbal Communication

Nurses use verbal communication continuously through-
out the day when interacting with their clients. Good
verbal communication skills are necessary for excellent
nursing assessment and teaching. Nonverbal communica-
tion, also referred to as body language, includes attending
to others and active listening. When clients and families
feel they are being heard, trust and rapport are established.

ecall Maria, who recently was discharged from the hospital
with her newborn son. How did the nurse communicate with
Maria? Did the nurse’s actions during the visit promote the
development of trust between Maria and the nurse? What
might have been done differently to foster trust?

» Take NOTE!

People of all ages desire to be listened to
without interruption (Brunner, 2008).

Active listening is critical to the communication
process. Listening may uncover fears or concerns that the
nurse may not have discovered through questioning. By
not listening, critical information may be missed. The
client or family may sense that the nurse is not listening
and thus may be reluctant to share further information.
During the interaction, determine whether the client’s
verbal communication is congruent with his or her non-
verbal communication.

Communication With Families

When communicating with families, be honest. Families
desire to be valued and should be equal partners in the
health care team. Allow family members to verbalize con-
cerns and questions. Explain the use of equipment and
the correct sequence of procedures. Help the members
understand the long-term as well as short-term effects of
the health treatment.

Working With an Interpreter

Attempting to communicate with a family who does not
speak English can be a highly frustrating situation for
health care providers. Interpreters are an invaluable aid
and an essential component of client and family educa-
tion. Working with an interpreter, whether in person or
over the phone, requires coordination of efforts so that
both the family and the interpreter understand the infor-
mation to be communicated. Working as a team, the
nurse questions or informs and the interpreter conveys



the information completely and accurately. Box 2.5 pres-
ents tips for working with an interpreter to maximize
teaching efforts.

Healthy People 2010 also addresses the topic of lan-
guage differences (see Healthy People 2010). In addition,
many health care facilities subscribe to LLanguage Line
(http://www.languageline.com/), which offers telephone
access to interpretation of 150 languages. Numerous
other interpreters, translators, and language resources are
available online.

) Tips for Working With Interpreters

* Help the interpreter prepare and understand
what needs to be done ahead of time. A few min-
utes of preparation may save a lot of time and help
communication flow more smoothly in the long run.

* Remember, the interpreter is the “communica-
tion bridge” and not the “content expert.” The
nurse’s presence at teaching sessions is vital.

* Be patient. The interpreter’s timing may not match
that of others involved. It often takes longer to say in
some languages what has already been said in English;
therefore, plan for more time than you normally would.

* Speak slowly and clearly. Avoid jargon. Use short
sentences and be concise. Avoid interrupting the
interpreter.

* Pause every few sentences so the interpreter can
translate your information. After 30 seconds of
speaking, stop and let the interpreter express the infor-
mation. Talk directly to the family, not the interpreter.

¢ Give the family and the interpreter a break. Ses-
sions that last longer than 20 or 30 minutes are too
much for anyone’s attention span and concentration.

* Express the information in two or three different
ways if needed. There may be cultural barriers as
well as language and dialect differences that interfere
with understanding. Interpreters may often know the
correct communication protocols for the family.

* Use an interpreter to help ensure the family can
read and understand translated written materi-
als. The interpreter can also help answer questions
and evaluate learning.

* Avoid side conversations during sessions. These
can be uncomfortable for the family and jeopardize
client—provider relationships and trust.

* Remember, just because someone speaks another
language doesn’t mean that he or she will make a
good interpreter. An interpreter who has no medical
background may not understand or interpret correctly,
no matter how good his or her language skills are.

* Do not use children as interpreters. Doing so can
affect family relationships, proper understanding, and
compliance with health care issues.

Adapted from Weech, W. A. (1999). Tips for using interpreters. Foreign
Service Institute of the U.S. Department of State.
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Significance

Objective

Increase the proportion of
local health departments that
have established culturally
appropriate and linguistically
competent community health
promotion and disease preven-
tion programs.

® Work with professionals
and individuals from various
cultures to develop materials
and programs for health pro-
motion that are culturally
competent.

e Ensure teaching materials
are provided in the appropri-
ate language.

ecall Maria, the woman with the newborn who is
recerving home care. On the second visit to Maria’s home,
the nurse brought a Spanish-speaking interpreter who
explained the reason for the “back to sleep” position and
demonstrated to Maria several other useful positions for
feeding and holding. Maria was smiling when the nurse
left and asking when she would be back. What made the
difference in their relationship during the second visit?
What interventions demonstrate culturally competent care?

Communicating With Deaf

or Hearing-Impaired Clients and Families

For hearing-impaired clients, determine the method of
communication they use: lip reading, American Sign
Language (ASL), another method, or some combina-
tion. If the nurse is not proficient in ASL and the client
or family uses it, then an ASL interpreter must be avail-
able if another adult family member is not present for
translation. According to federal law, deaf clients and
deaf family members must be given the ability to com-
municate effectively with health care providers (Chong-
Hee Lieu et al., 2007).

Direct Care Provider

The community-based nurse typically performs less direct
physical care than the nurse in the acute care setting.
Many times the nurse may observe the client or caregiver
performing physical care tasks. Excellent assessment skills
are especially important in the community care setting.
The nurse often is functioning in a more autonomous
role, and after data collection, the community-based
nurse will often decide whether to initiate, continue, alter,
or end physical nursing care. Assessment extends beyond
physical assessment of the client to include the environ-
ment and the community.

The nurse provides direct care to the perinatal client,
beginning with the woman’s first visit to the health care
provider and extending through the pregnancy and birth.
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In addition, the nurse provides direct care involving the
following areas:

» Contraception

* Abortion

¢ Infertility

* Screening for sexually transmitted infections
* Preconceptual risk assessment and care

Educator

Due to shortened hospital stays and decreased admissions,
providing client and family education is a key role for
nurses in the community. Many times teaching begins
in the community setting, especially the home. In the
community-based setting, client teaching is often focused
on assisting the client and family to achieve independence.
Regardless of the type of setting, nurses are in a unique
position to help clients and families manage their own
health care. Clients and families need to be knowledgeable
about areas such as their condition, the health care man-
agement plan, and when and how to contact health care
providers. With the limited time available in all health care
arenas, nurses must focus on teaching goals and begin
teaching at the earliest opportunity (Clark, 2008).

» Take NOTE!

There is no prescription more valuable
than knowledge.

(C. Everett Koop, MD, Former Surgeon General of
the United States)

Client education occurs when nurses share informa-
tion, knowledge, and skills with clients and families, thus
empowering them to take responsibility for their health
care. Through client education, clients and families can
overcome feelings of powerlessness and helplessness and
gain the confidence and capability to be active members
in their plan of care.

Opverall, client and family education allows clients and
families to make informed decisions, ensures the presence
of basic health care skills, promotes recognition of prob-
lem situations, promotes appropriate responses to prob-
lems, and allows for questions to be answered (Clark,
2008). Client and family education is a priority and is ad-
dressed in Healthy People 2010.

» Take NOTE!

To cope effectively with illness, to under-
stand and participate in decisions about treat-
ment plans, and to maintain and improve health after
treatment, clients and their families must have knowledge
and skills relevant to their conditions (JCAHO, 2008).
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Significance

Objective

Increase the proportion of per-
sons appropriately counseled
about health behaviors. (De-
velopmental) Increase the
proportion of health care
organizations that provide
client and family education;
increase the proportion of
clients who report that they
are satisfied with the client
education they receive from
their health care organization.

® Assess health learning needs
of women, children, and
their families.

® Plan health care education in
collaboration with clients
and their families.

® Provide health education at
each client encounter.

Steps of Client and Family Education

The steps of client and family education are similar to the
steps of the nursing process: the nurse must assess, plan,
implement, evaluate, and finally document education.
Once the nurse achieves a level of comfort and experience
with each of these steps, they all blend together into one
harmonious whole that becomes an everyday part of
nursing practice. Client education begins with the first
client encounter and proceeds through discharge and
beyond. Reassessment after each step or change in the
process is critical to ensuring success.

Intervening to Enhance Learning
Nurses are in an excellent position to foster an environ-
ment that is conducive to learning. For example, it is en-
tirely appropriate to say to the client, “Many people have
a problem reading and remembering the information on
this paper (booklet, manual). Is this ever a problem for
you?” Once a problem is acknowledged, the nurse is free
to adjust verbal communication techniques and written
materials to assist with learning and to communicate this
need to the entire interdisciplinary health care team.
Nurses implement individualized teaching techniques
based on the assessment information and identified goals.
In general, the following techniques can facilitate learning:

* Slow down and repeat information often.

 Speak in conversational style using plain, nonmedical
language.

* “Chunk” information and teach it in small bits using
logical steps.

* Prioritize information and teach “survival skills” first.

* Use visuals, such as pictures, videos, and models.

» Teach using an interactive, “hands-on” approach.

If the client or family has poor health literacy skills,
learning can be fostered by the use of pictures or illustra-
tions, videos or audio tapes, or color coding (such as
medication bottles or steps of a procedure). In addition,
teaching can include a “back-up” family member.



Documenting Teaching and Learning
Documenting client care and education is part of every
nurse’s professional practice and serves four main pur-
poses. First and foremost, the client’s medical record
serves as a communication tool that the entire interdisci-
plinary team can use to keep track of what the client and
family has learned already and what learning still needs
to occur. Next, it serves to testify to the education the
family has received if legal matters arise. Thirdly, it veri-
fies standards set by the JCAHO, Centers for Medicare
and Medicaid Services (CMS), and other accrediting
bodies that hold health care providers accountable for
client education activities. And lastly, it informs third-
party payers of the goods and services that were provided
for reimbursement purposes.

Documentation of client and family education is im-
perative. It is the only means available to ensure that the
educational plan and objectives have been completed.

Discharge Planner and Case Manager

Due to the short length of stays in acute settings and
the shift to community settings for clients with complex
health needs, discharge planning and case management
have become an important nursing role in the community.
Discharge planning involves the development and imple-
mentation of a comprehensive plan for the safe discharge
of a client from a health care facility and for continuing
safe and effective care in the community and at home.
Case management focuses on coordinating health care
services while balancing quality and cost outcomes. Often
clients requiring community-based care, especially home
care, have complex medical needs that require an inter-
disciplinary team to meet their physical, psychosocial,
medical, nursing, developmental, and education needs.
The nurse plays an important role in initiating and main-
taining the link between team members and the client to
ensure that the client and family are receiving comprehen-
sive, coordinated care.

Advocate and Resource Manager

Client advocate is another important role of the community-
based nurse to ensure that the client’s and family’s needs
are being met. Advocacy also helps ensure that the client
and family have available resources and appropriate
health care services. For example, the pregnant woman on
bed rest at home may need help in caring for her other
children, maintaining the household, or getting to her ap-
pointments. Women with complex medical needs may re-
quire financial assistance through Medicaid or Medicaid
waivers (state-run programs that use federal and state
money to pay for the health care of individuals with cer-
tain medical conditions). They may also need assistance
in obtaining needed equipment, additional services, and
transportation. Community-based nurses need a basic
understanding of community, state, and federal resources
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to ensure that clients and their families have access to
those necessary for them.

mmm Key Concepts

Family-centered care recognizes the concept of the fam-
ily as the constant. The health and functional abilities of
the family affect the health of the client and other mem-
bers of the family. Family-centered care recognizes and
respects family strengths and individuality, encourages
referrals for family support, and facilitates collaboration.
It ensures flexible, accessible, and responsive health care
delivery while incorporating developmental needs and
implementing policies to provide emotional and finan-
cial support to women and their families.

Health care delivery has moved from acute care settings
out into the community, with an emphasis on health
promotion and illness prevention. Community health
nursing focuses on preventing health problems and
improving the health of populations and communities,
addressing current and potential health needs of the
population or community, and promoting and preserv-
ing the health of a population regardless of age or diag-
nosis. Community health nurses perform epidemiologic
investigations to help analyze and develop health policy
and community health initiatives.

Community-based nurses focus on providing personal
care to individuals and families in the community.
They focus on promoting and preserving health as well
as preventing disease or injury. They help women and
their families cope with illness and disease. Community-
based nurses are direct care providers as well as advo-
cators and educators. They focus on minimizing barri-
ers to allow the patient to develop to his or her full
potential.

Community-based nursing uses the nursing process in
caring for clients in community settings and involves
primary, secondary, and tertiary prevention levels.
Nursing interventions in community-based settings
include health screening, education, medication ad-
ministration, telephone consultation, health system
referral, instruction, nutritional counseling, and risk
identification.

Nurses working in the community need to develop cul-
tural competence. Steps to gaining cultural competence
include cultural self-awareness, cultural knowledge, cul-
tural skills, and cultural encounters.

Settings for community-based nursing including physi-
cians’ offices, clinics, health departments, urgent care
centers, clients’ homes, churches, and shelters (e.g., do-
mestic violence shelters, homeless shelters, and disaster
shelters). Nurses provide wellness care, episodic ill care,
and chronic care to women and their families.

There has been an increase in home health care due to
shorter hospital stays and cost containment along with
an increase in income and longevity of individuals with
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chronic and debilitating health conditions. Technology
also has improved, which allows clients to be monitored
and to undergo complicated procedures at home.
Roles and functions of the community-based nurse in-
clude communicator, direct care provider, educator,
discharge planner and case manager, and advocate and
resource manager.

Open, honest communication is essential for community-
based nurses. The use of an interpreter may be neces-
sary to ensure effective communication. Maintaining
confidentiality and providing privacy are key.

A family’s knowledge related to the client’s health or
illness is vital. Nurses working in the community play
a major role in educating women and their families.
Discharge planning provides a comprehensive plan for
the safe discharge of a client from a health care facility
and for continuing safe and effective care in the com-
munity. Case management focuses on coordinating
health care services while balancing quality and cost.
Both contribute to improved transition from the hos-
pital to the community for women, their families, and
the health care team.

Community-based nurses act as advocates and resource
managers to help ensure that the client and family have
the necessary resources and appropriate health care
services available to them.

REFERENCES

Adams, W. G., Mann, A. M., & Bauchner, H. (2003). Use of an
electronic medical record improves the quality of urban pediatric
primary care. Pediatrics, 111(3), 626—632.

Alexander, L. L., LaRosa, J. H., Bader, H., & Garfield, S. (2007).
New dimensions in women’s health (4th ed.). Sudbury, MA: Jones
and Bartlett Publishers.

American College of Obstetricians and Gynecologists (ACOG). (2007).
National Folic Acid Awareness Week. Available at: www.acog.org.

American Pregnancy Association (APA). (2007). Birthing choices:
Care providers and labor locations. Available at: http://www.
americanpregnancy.org/labornbirth/birthingchoices.html.

Anderson, E. T., & McFarlane, J. (2007). Communitry as partner:
Theory and practice in nursing (5th ed.). Philadelphia: Lippincott
Williams & Wilkins.

Bainbridge, J. (2006). Birth centers: What price maternal choice and
professional autonomy. British Fournal of Midwifery, 14(1), 40—41.

Britt, D. W., Edean, R. D., & Evans, M. I. (2006) Matching risk
and resources in high-risk pregnancies. Journal of Maternal-Fetal
Medicine, 19(10), 645-650.

Brunner, B. (2008). Listening, communication and trust: Practitioners’
perspectives of business/organizational relationships. International
FJournal of Listening, 22(1), 73-82.

Canadian Community Health Nursing Standards of Practice. (2003).
Community Health Nursing Association of Canada [Electronic Version].

Centers for Disease Control and Prevention (CDC). (2007a). Longer
hospital stays for childbirth. National Center for Health Statistics.
Available at: www.cdc.gov/nchs/products/pubs/pubd/hestats/
hospbirth.htm.

CDC. (2007b). New study profiles women’s use of health care. Available
at: www.cdc.gov/od/oc/media/pressrel/r010725.htm.

Chia-Chen, A., & Thompson, E. A. (2007). Family-centered care.
FJournal for Specialists in Pediatric Nursing, 12(2), 119-122.

Chong-Hee Lieu, C., Sadler, G., Fullerton, J., & Stohlmann, P. (2007)
Communication strategies for nurses interacting with patients who
are deaf. Dermatology Nursing, 19(6), 541-551.

INTRODUCTION TO MATERNITY, NEWBORN, AND WWOMEN'S NURSING

Clark, C. C., & Collins, S. (2007). A complementary and integrative
practices potpourri. Available at: http://nsweb.nursingspectrum.
com/ce/ce199d.htm.

Clark, M. J. (2008). Community health nursing: Advocacy for popula-
tion health (5th ed.). Upper Saddle River, NJ: Pearson Prentice
Hall.

Clarke, P., Bowcock, M., & Gales, P. (2007). Development of an
integrated care pathway for natural birth. British Journal of Mid-
wifery, 15(1), 12-15.

Dale, E. (1969). Audio-visual methods in teaching (3rd ed.). Austin,
TX: Holt, Rinehart, and Winston.

Daniel, L. (2006). Using complementary therapies in pregnancy: The
debate continues. British Fournal of Midwifery, 14(2), 95-96.

Davey, M., & Forrester-King, J. (2008). Perinatal outcomes in birth
centers. Birth: Issues in Perinatal Care, 35(1), 85-86.

Deering, C. G., & Cody, D. J. (2002). Communicating with children
and adolescents. American Fournal of Nursing, 102(3), 34—41.

Dochterman, J. M., & Bulechek, G. M. (2004). Nursing interventions
classification (NIC) (4th ed.). St. Louis: Mosby.

Downe, S. (2006). Normal birth focus: Engaging with the concept of
unique normality in childbirth. British Fournal of Midwifery, 14(6),
352-354.

Flores, J., & Dodier, A. (2005). HIPAA: Past, present and future
implications for nurses. Online Fournal of Issues in Nursing,
10(2), 1-12. Available at: www.nursingworld.org/ojin/topic27/
tpc27_4.htm.

Fowler, S., & Newton, L. (2006). Complementary and alternative
therapies: The nurse’s role. Fournal of Neuroscience Nursing, 38(4),
261-264.

Godfrey, J. R. (2006). Toward optimal health: The need for cultural
competence in the healthcare of women. Journal of Women’s
Health, 15(5), 480-484.

Goulet, L., D’Amour, D., & Pineault, R. (2007). Type and timing of
services following postnatal discharge: Do they make a difference?
Women & Health, 45(4), 19-39.

Grindel, C. (2006). Fostering a nurse, client, and family partnership
in care. MedSurg Nursing, 15(2), 58-59.

Hodnett, D. D., Downe, S., Edwards, N., & Walsh, D. (2005).
Home-like versus conventional institutional settings for birth.
Cochrane Database of Systematic Reviews. Issue 1. Art. No.:
CD000012. DOI:10.1002/14651858.CD000012.pub2.

Joint Commission on Accreditation of Healthcare Organizations.
(1998-2004). Comprehensive accreditation manual for hospitals.
Oakbrook Terrace, IL: JCAHO.

Joint Commission on Accreditation of Healthcare Organizations
(JCAHO). (2008). Foint Commission standards. Available at:
http://www.jointcommission.org/Standards/

Kersey—Matusiak, G. (2006). An action plan for cultural competence.
Nursing Spectrum. Available at: http://nsweb.nursingspectrum.com/
ce/ce255.htm.

Kessenich, C. R. (2007). Alternative therapies in osteoporosis.
Nursing Spectrum. Available at: http:/nsweb.nursingspectrum.
com/ce/ce282-60C.htm.

Laveist, T. (2005). Minority populations and health: An introduction to
health disparities in the U.S. Indianapolis: Wiley & Sons.

London, F. (2004). How to prepare families for discharge in the
limited time available. Pediatric Nursing, 30(3), 212-214, 227.

Lyndon, A. (2008). Social and environmental conditions creating
fluctuating agency for safety in two urban academic birth centers.
FOGNN, 37(1), 13-23.

Mandleco, B. (2005). Pediatric nursing skills and procedures. Clifton
Park, NY: Thomson Delmar.

March of Dimes. (2007). Why prenatal care? March of Dimes Birth
Defect Prevention Foundation. Available at: www.modimes.org.

March of Dimes. (2008) Prenatal care: What you need to know. Avail-
able at: http://www.marchofdimes.com/pnhec/159_513.asp.

Martin, S. R., & Foley, M. R. (2006), Intensive care in obstetrics:
An evidence-based review. American Fournal of Obstetrics &
Gynecology, 195(3), 673—689.

Mullen, K., Conrad, L., Hoadley, G., & Iannone, D. (2007). Family-
centered maternity care: One hospital’s quest for excellence.
Nursing for Women’s Health, 11(3), 282-290.

National Center for Complementary and Alternative Medicine
(NCCAM). (2007). What is complementary and alternative medicine
(CAM)? Available at: http://nccam.nih.gov/health/whatiscam/.


http://www.americanpregnancy.org/labornbirth/birthingchoices.html
http://www.americanpregnancy.org/labornbirth/birthingchoices.html
http://nsweb.nursingspectrum.com/ce/ce199d.htm
http://nsweb.nursingspectrum.com/ce/ce199d.htm
http://www.jointcommission.org/Standards/
http://nsweb.nursingspectrum.com/ce/ce255.htm
http://nsweb.nursingspectrum.com/ce/ce255.htm
http://nsweb.nursingspectrum.com/ce/ce282-60C.htm
http://nsweb.nursingspectrum.com/ce/ce282-60C.htm
http://www.marchofdimes.com/pnhec/159_513.asp
http://nccam.nih.gov/health/whatiscam/
http://www.acog.org
http://www.cdc.gov/nchs/products/pubs/pubd/hestats/hospbirth.htm
http://www.cdc.gov/nchs/products/pubs/pubd/hestats/hospbirth.htm
http://www.cdc.gov/od/oc/media/pressrel/r010725.htm
http://www.nursingworld.org/ojin/topic27/tpc27_4.htm
http://www.nursingworld.org/ojin/topic27/tpc27_4.htm
http://www.modimes.org

Northrup, C. (2006). Women’s bodies, women’s wisdom: Creating physi-
cal and emotional health and healing. New York: Bantam Books.
Papadopoulos, I. (2006). Transcultural health and social care: Develop-
ment of culturally competent practitioners. St. Louis: Elsevier Health

Sciences.

Pearson, N., & Chesney, M. (2007). The CAM Education Program
of the National Center for Complimentary and Alternative Medi-
cine: An overview. Academic Medicine: Fournal of the Association of
the American Medical Colleges, 82(10), 921-926.

Ramsey, L. (2007). Birthing options: Birthing center, home, and
hospitals. PageWise. Available at: http://ncnc.essortment.com/
birthingoptions_rikm.htm.

Rice, R. (2005). Home care nursing practice: Concepts and applications
(4th ed.). St. Louis: Elsevier Health Sciences.

Roukema, J., Los, R. K., Bleeker, S. E., van Ginneken, A. M.,
van der Lei, J., & Moll, H. A. (2006). Paper versus computer:
Feasibility of an electronic medical record in general pediatrics.
Pediatrics, 117(1), 15-21.

Schillinger, D. (2002). Association of health literacy with diabetes
outcomes. Journal of the American Medical Association, 288(4),
475-482.

Sheehan, J. P. (2000). Caring for the deaf: Do you do enough? RN,
63(3), 69-72.

Sobo, E. J. (2004). Pediatric nurses may misjudge parent communi-
cation preferences. Journal of Nursing Care Quality, 19(3),
253-262.

Stanhope, M., & Lancaster, J. (2008). Public health nursing: Population-
centered health care in the communiry (7th ed.). St. Louis: Mosby
Elsevier.

Streltzer, J. M., & Tseng, W. S. (2008). Cultural competence in health
care: A guide for professionals. New York: Springer-Verlag.

Tryens, E., Coulston, L., & Tlush, E. (2007). Understanding the
complexities of herbal medicine. Available at: http://nsweb.
nursingspectrum.com/ce/ce290b.htm.

U.S. Census Bureau. (2007). The 2007 statistical abstract: The national
data book. Available at: http://www.census.gov/compendia/statab/
brief.html

U.S. Department of Health and Human Services. (2000). Healthy
People 2010. Available at: www.healthypeople.gov.

CHAPTER 2 Famiy-Centerep CoMMUNITY-BASED CARE 43

U.S. Department of Health and Human Services, Health Resources
and Services Administration, Bureau of Health Professions.
(2004). National sample survey of RN, final report. Available at:
ftp://ftp.hrsa.gov/bhpr/rnsurvey2000/rnsurvey00-1.pdf.

U.S. Department of Homeland Security (USDHS). (2006). Yearbook
of immagration statistics: 2005. Washington, DC: U.S. Department
of Homeland Security, Office of Immigration Statistics.

Weech, W. A. (1999). Tips for using interpreters. Foreign Service Insti-
tute of the U.S. Department of State [Online]. Available at:
http://mailman1.u.washington.edu/pipermail/phsw/1999-August/
000119.html.

Weiss, B. D. (2003). Health literacy: A manual for clinicians. Chicago:
American Medical Association Foundation.

Zahner, S. J., & Block, D. E. (2006). The road to population health:
Using Healthy People 2010 in nursing education. Journal of
Nursing Education, 45(3), 105-108.

WEBSITES

Acupuncture: www.acupuncture.com

Alliance for Hispanic Health: www.hispanichealth.org

American Botanical Council: www.herbalgram.org

American Holistic Nurses Association: www.ahna.org

American Translators Association (ATA): www.atanet.org

Association for Women’s Health, Obstetrics, and Neonatal Nursing:
www.awhonn.org

Center for Applied Linguistics: www.cal.org

Centers for Disease Control and Prevention: www.cdc.gov

Child Health Information Center: www.childhealthinfo.com/

Holistic Health Center: www.forholistichealth.com

Institute for Family-Centered Care: www.familycenteredcare.org/

Language Line: www.languageline.com/

National Center for Homeopathy: www.homeopathic.org

NIH Complementary and Alternative Medicine:
www.altmed.od.nih.gov/oam

Northwest Translators and Interpreters Society: www.notis.net

Office of Minority Health, U.S. Department of Health and Human
Services: www.omhrc.gov

Transcultural Nursing Society: www.tcns.org


http://ncnc.essortment.com/birthingoptions_rikm.htm
http://ncnc.essortment.com/birthingoptions_rikm.htm
http://nsweb.nursingspectrum.com/ce/ce290b.htm
http://nsweb.nursingspectrum.com/ce/ce290b.htm
http://www.census.gov/compendia/statab/brief.html
http://www.census.gov/compendia/statab/brief.html
http://mailman1.u.washington.edu/pipermail/phsw/1999-August/000119.html
http://mailman1.u.washington.edu/pipermail/phsw/1999-August/000119.html
http://www.acupuncture.com
http://www.hispanichealth.org
http://www.herbalgram.org
http://www.ahna.org
http://www.atanet.org
http://www.awhonn.org
http://www.cal.org
http://www.cdc.gov
http://www.childhealthinfo.com/
http://www.forholistichealth.com
http://www.familycenteredcare.org/
http://www.languageline.com/
http://www.homeopathic.org
http://www.altmed.od.nih.gov/oam
http://www.notis.net
http://www.omhrc.gov
http://www.tcns.org
http://www.healthypeople.gov

44 UNIT ONE INTRODUCTION TO MATERNITY, NEWBORN, AND WOMEN'S NURSING

CHAPTER WORKSHEET

MuLtipLE CHoOICE QUESTIONS

1. A community-based nurse is involved in secondary
prevention activities. Which activities might be
included? Select all that apply.

a. Fecal occult blood testing
b. Hearing screening

¢. Smoking cessation program
d. Cholesterol testing

e. Hygiene program

f. Pregnancy testing

2. A woman is to undergo a colonoscopy at a freestand-
ing outpatient surgery center. Which would the nurse
identify as a major disadvantage associated with this
community-based setting?

a. Increased risk for infection

b. Increased health care costs

c. Need to be transferred if overnight stay is required
d. Increased disruption of family functioning

3. When developing a teaching plan for a pregnant
client with preterm labor who is to be discharged,
what would the nurse do first?

a. Decide which procedures and medications the
client will be discharged on.

b. Determine the client’s learning needs and styles.

c. Ask the client if she has ever had preterm labor
before.

d. Tell the client what the goals of the teaching
session are.

4. Which action by a nurse would best demonstrate cul-
tural competence?

a. Being well versed in the customs and beliefs of his
or her own culture

b. Demonstrating an openness to the values and be-
liefs of other cultures

c. Applying knowledge about various cultures in the
practice setting

d. Playing a role in establishing policies to address di-
verse cultures

5. Which factor would the nurse identify as being least

likely to contribute to the rise in community-based
care?

a. Focus on illness-oriented curative care
b. Rise in consumer disposable income

c. Technological advances allowing complicated
procedures to be performed at home

d. Emphasis on primary care and treatment

CRiTICAL THINKING EXERCISES

e

A 63-year-old woman from Saudi Arabia has become
seriously ill while on a visit to the United States. It is
projected that she will require a lengthy hospitaliza-
tion. Describe the steps the nurse should take to
communicate with and provide extensive health care
teaching to this woman and her family.

. A pregnant woman is discharged home from the

hospital after admission due to preterm labor. The
woman is to be on complete bed rest and will receive
home health care through a local agency to assist her
and her family and to monitor her health status. As
the home health nurse assigned to this woman, what
should your nursing assessment include?

STuDY ACTIVITIES

1

. Shadow a nurse working in a community setting,

such as a women’s health clinic, birthing center,
home care, or health department. Identify the role
the nurse plays in the health of women and families
in the setting and the community.

. Arrange for a visit to a community health center

that offers services to various cultural groups. Inter-
view the staff about the strategies used to overcome
communication barriers and different health care
practices for the women and their families in these
groups.

. Select one of the websites listed above and explore

the information provided. How could a community-
based nurse use this information?
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ANATOMY AND PHYSIOLOGY
OF THE REPRODUCTIVE SYSTEM

KEY TERMS
breasts luteinizing hormone (LH) testes
cervix menarche uterus
endometrium menstruation vagina
estrogen ovaries vulva
fallopian tubes ovulation
follicle-stimulating penis

hormone (FSH) progesterone

LEARNING OBJECTIVES
Upon completion of the chapter, the learner will be able to:

1. Define the key terms used in this chapter.

2. Explain the structure and function of the major external and internal
female genital organs.

3. Outline the phases of the menstrual cycle, the dominant hormones
involved, and the changes taking place in each phase.

4. Classify external and internal male reproductive structures and the
function of each in hormonal regulation.

there is something wrong, or if this

inda, 49, started menstruating
when she was 12 years old. Her
menstrual periods have always
been regular, but now she is
experiencing irregular, heavier,

and longer ones. She wonders if

1s normal.

low

All nurses should take care of
and respect the human body,
for it is a wondrous, precision
machine.

47
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-I-he reproductive system consists of organs that function
in the production of offspring. The female reproductive
system produces the female reproductive cells (the eggs,
or ova) and contains an organ (uterus) in which develop-
ment of the fetus takes place; the male reproductive system
produces the male reproductive cells (the sperm) and con-
tains an organ (penis) that deposits the sperm within the
female. Nurses need to have a thorough understanding of
the anatomy and physiology of the male and female repro-
ductive systems to be able to assess the health of these
systems, to promote reproductive system health, to care
for conditions that might affect the reproductive organs,
and to provide client teaching concerning the reproduc-
tive system. This chapter will review the female and male
reproductive systems and the menstrual cycle as it relates
to reproduction.

Female Reproductive Anatomy
and Physiology

The female reproductive system is composed of both
external and internal reproductive organs.

External Female Reproductive Organs

The external female reproductive organs collectively are
called the vulva (which means “covering” in Latin). The
vulva serves to protect the urethral and vaginal openings
and is highly sensitive to touch to increase the female’s
pleasure during sexual arousal (Coad & Dunstall, 2005).
The structures that make up the vulva include the mons
pubis, the labia majora and minora, the clitoris, the struc-
tures within the vestibule, and the perineum (Fig. 3.1).

Mons Pubis
The mons pubis is the elevated, rounded fleshy promi-
nence over the symphysis pubis. This fatty tissue and skin

Mons pubis  Symphysis pubis

Prepuce
Clitoris

Body
Glans

Urethral orifice

Hymen
Vaginal orifice

Perineal
membrane

Anus

External anal
sphincter

|abia majora

Labia minora

is covered with pubic hair after puberty. It protects the
symphysis pubis during sexual intercourse.

Labia

The labia majora (large lips), which are relatively large and
fleshy, are comparable to the scrotum in males. The labia
majora contain sweat and sebaceous (oil-secreting) glands;
after puberty, they are covered with hair. Their function
is to protect the vaginal opening. The labia minora (small
lips) are the delicate hairless inner folds of skin; they can
be very small or up to 2 inches wide. They lie just inside
the labia majora and surround the openings to the vagina
and urethra. The labia minora grow down from the ante-
rior inner part of the labia majora on each side. They are
highly vascular and abundant in nerve supply. They lubri-
cate the vulva, swell in response to stimulation, and are
highly sensitive.

Clitoris and Prepuce

The clitoris is a small, cylindrical mass of erectile tissue and
nerves. It is located at the anterior junction of the labia
minora. There are folds above and below the clitoris. The
joining of the folds above the clitoris forms the prepuce,
a hood-like covering over the clitoris; the junction below
the clitoris forms the frenulum.

» Take NOTE!

ey

v b
‘
j

1/ The hood-like covering over the clitoris is
the site for female circumcision, which is
still practiced in some countries by some cultures.

A rich supply of blood vessels gives the clitoris a pink
color. Like the penis, the clitoris is very sensitive to touch,
stimulation, and temperature and can become erect. For
its small size, it has a generous blood and nerve supply.

Ficure 3.1 (A) The external female reproductive organs. (B) Normal appearance of external

structures. (Photo by B. Proud.)



There are more free nerve endings of sensory reception
located on the clitoris than on any other part of the body,
and it is, unsurprisingly, the most erotically sensitive part
of the genitalia for most females. Its function is sexual
stimulation (Katz, 2007).

» Take NOTE!

The word “clitoris™ is from the Greek word
for key; in ancient times the clitoris was
thought to be the key to a woman’s sexualiry.

Vestibule

The vestibule is an oval area enclosed by the labia minora
laterally. It is inside the labia minora and outside of the
hymen and is perforated by six openings. Opening into
the vestibule are the urethra from the urinary bladder, the
vagina, and two sets of glands. The opening to the vagina
is called the introitus, and the half-moon-shaped area
behind the opening is called the fourchette. Through tiny
ducts beside the introitus, Bartholin’s glands, when stim-
ulated, secrete mucus that supplies lubrication for inter-
course. Skene’s glands are located on either side of the
opening to the urethra. They secrete a small amount of
mucus to keep the opening moist and lubricated for the
passage of urine (Schuiling & Likis, 2006).

The vaginal opening is surrounded by the hymen
(maidenhead). The hymen is a tough, elastic, perforated,
mucosa-covered tissue across the vaginal introitus. In a
virgin, the hymen may completely cover the opening, but
it usually encircles the opening like a tight ring. Because
the degree of tightness varies among women, the hymen
may tear at the first attempt at intercourse, or it may be so
soft and pliable that no tearing occurs. In a woman who
is not a virgin, the hymen usually appears as small tags of
tissue surrounding the vaginal opening, but the presence
or absence of the hymen can neither confirm nor rule out
sexual experience (Mattson & Smith, 2004).

» Take NOTE!

Heavy physical exertion, use of tampons,

or injury to the area can alter the appear-
ance of the hymen in girls and women who have not

been sexually active. )

Perineum

The perineum is the most posterior part of the external
female reproductive organs. This external region is located
between the vulva and the anus. It is made up of skin, mus-
cle, and fascia. The perineum can become lacerated or
incised during childbirth and may need to be repaired
with sutures. Incising the perineum area to provide more
space for the presenting part is called an episiotomy.
Although still a common obstetric procedure, the use of

CHAPTER 3 ANATOMY AND PHYSIOLOGY OF THE REPRODUCTIVE SYSTEM 49

episiotomy has decreased over the past 25 years. The
procedure should be applied selectively rather than rou-
tinely. An episiotomy can add to postpartum discomfort
and perineal trauma and can lead to fecal incontinence
(Cunningham et al., 2005).

Internal Female Reproductive Organs

The internal female reproductive organs consist of
the vagina, uterus, fallopian tubes, and ovaries. These
structures develop and function according to the spe-
cific hormone influences that affect fertility and child-
bearing (Fig. 3.2).

Vagina

The vagina is a highly distensible musculomembranous
canal situated in front of the rectum and behind the blad-
der. Itis a tubular, fibromuscular organ lined with mucous
membrane that lies in a series of transverse folds called
rugae. The rugae allow for extreme dilatation of the canal
during labor and birth. The vagina is a canal that connects
the external genitals to the uterus. It receives the penis and
the sperm ejaculated during sexual intercourse, and it
serves as an exit passageway for menstrual blood and
for the fetus during childbirth. The front and back walls
normally touch each other so that there is no space in
the vagina except when it is opened (e.g., during a pelvic
examination or intercourse). In the adult, the vaginal
cavity is 3 to 4 inches long. Muscles that control its diam-
eter surround the lower third of the vagina. The upper
two thirds of the vagina lies above these muscles and can
be stretched easily. During a woman’s reproductive years,
the mucosal lining of the vagina has a corrugated appear-
ance and is resistant to bacterial colonization. Before
puberty and after menopause (if the woman is not taking
estrogen), the mucosa is smooth due to lower levels of
estrogen (Dorland, 2007).

The vagina has an acidic environment, which protects
it against ascending infections. Antibiotic therapy, douch-
ing, perineal hygiene sprays, and deodorants upset the acid
balance within the vaginal environment and can predispose
women to infections.

Uterus

The uterus is a pear-shaped muscular organ at the top
of the vagina. It lies behind the bladder and in front of
the rectum and is anchored in position by eight ligaments,
although it is not firmly attached or adherent to any part
of the skeleton. A full bladder tilts the uterus backward;
a distended rectum tilts it forward. The uterus alters its
position by gravity or with change of posture, and is the
size and shape of an inverted pear. It is the site of men-
struation, implantation of a fertilized ovum, development
of the fetus during pregnancy, and labor. Before the
first pregnancy, it measures approximately 3 inches long,
2 inches wide, and 1 inch thick. After a pregnancy, the
uterus remains larger than before the pregnancy. After
menopause, it becomes smaller and atrophies.
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The uterine wall is relatively thick and composed of
three layers: the endometrium (innermost layer), the my-
ometrium (muscular middle layer), and the perimetrium
(outer serosal layer that covers the body of the uterus). The
endometrium is the mucosal layer that lines the uterine
cavity in nonpregnant women. It varies in thickness from
0.5 mm to 5 mm and has an abundant supply of glands
and blood vessels (Cunningham et al., 2005). The my-
ometrium makes up the major portion of the uterus and is
composed of smooth muscle linked by connective tissue
with numerous elastic fibers. During pregnancy, the upper
myometrium undergoes marked hypertrophy, but there is
limited change in the cervical muscle content.

Anatomic subdivisions of the uterus include the con-
vex portion above the uterine tubes (the fundus); the
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FiGure 3.2 The internal female
reproductive organs. (A) Lateral
view. (B) Anterior view. (Source:
Anatomical Chart Company
[2001]. Atlas of human anatomy.
Springhouse, PA: Springhouse.)

central portion (the corpus or body) between the fundus
and the cervix; and the cervix, or neck, which opens into
the vagina.

Cervix

The cervix, the lower part of the uterus, opens into the
vagina and has a channel that allows sperm to enter the
uterus and menstrual discharge to exit. It is composed of
fibrous connective tissue. During a pelvic examination,
the part of the cervix that protrudes into the upper end
of the vagina can be visualized. Like the vagina, this part
of the cervix is covered by mucosa, which is smooth,
firm, and doughnut-shaped, with a visible central open-
ing called the external os (Fig. 3.3). Before childbirth,
the external cervical os is a small, regular, oval opening.



FiGURE 3.3 Appearance of normal cervix. Note: This is the
cervix of a multipara female. (Photo by B. Proud.)

After childbirth, the opening is converted into a transverse
slit that resembles lips (Fig. 3.4). Except during menstru-
ation or ovulation, the cervix is usually a good barrier
against bacteria. The cervix has an alkaline environment,
which protects the sperm from the acidic environment in
the vagina.

The canal or channel of the cervix is lined with mucus-
secreting glands. This mucus is thick and impenetrable to
sperm until just before the ovaries release an egg (ovula-
tion). At ovulation, the consistency of the mucus changes
so that sperm can swim through it, allowing fertilization. At
the same time, the mucus-secreting glands of the cervix
actually become able to store live sperm for 2 or 3 days.
These sperm can later move up through the corpus and
into the fallopian tubes to fertilize the egg; thus, intercourse
1 or 2 days before ovulation can lead to pregnancy. Because
some women do not ovulate consistently, pregnancy can
occur at varying times after the last menstrual period. The
channel in the cervix is too narrow for the fetus to pass
through during pregnancy, but during labor it stretches to
let the newborn through.

Corpus

The corpus, or the main body of the uterus, is a highly
muscular organ that enlarges to hold the fetus during preg-
nancy. The inner lining of the corpus (endometrium) un-
dergoes cyclic changes as a result of the changing levels
of hormones secreted by the ovaries: it is thickest during
the part of the menstrual cycle in which a fertilized egg
would be expected to enter the uterus and is thinnest
just after menstruation. If fertilization does not take place
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FiGure 3.4 (A) Nulliparous cervical os. (B) Parous
cervical os.

during this cycle, most of the endometrium is shed and
bleeding occurs, resulting in the monthly period. If fertil-
ization does take place, the embryo attaches to the wall of
the uterus, where it becomes embedded in the en-
dometrium (about 1 week after fertilization); this process
is called implantation (Heffner & Schust, 2006). Men-
struation then ceases during the 40 weeks (280 days) of
pregnancy. During labor, the muscular walls of the cor-
pus contract to push the baby through the cervix and into
the vagina.

Fallopian Tubes

The fallopian tubes are hollow, cylindrical structures
that extend 2 to 3 inches from the upper edges of the
uterus toward the ovaries. Each tube is about 7 to 10 cm
long (4 inches) and approximately 0.7 cm in diameter.
The end of each tube flares into a funnel shape, providing
a large opening for the egg to fall into when it is released
from the ovary. Cilia (beating, hair-like extensions on cells)
line the fallopian tube and the muscles in the tube’s wall.
The fallopian tubes convey the ovum from the ovary to the
uterus and sperm from the uterus toward the ovary. This
movement is accomplished via ciliary action and peristal-
sis. If sperm is present in the fallopian tube as a result of
sexual intercourse or artificial insemination, fertilization
of the ovum can occur in the distal portion of the tube. If
the egg is fertilized, it will divide over a period of 4 days
while it moves slowly down the fallopian tube and into
the uterus.

Ovaries

The ovaries are a set of paired glands resembling unshelled
almonds set in the pelvic cavity below and to either side
of the umbilicus. They are usually pearl-colored and
oblong. They are homologous to the testes. Each ovary
weighs from 2 to 5 grams and is about 4 cm long, 2 cm
wide, and 1 cm thick (Speroff & Fritz, 2005). The ovaries
are not attached to the fallopian tubes but are suspended
nearby from several ligaments, which help hold them in
position. The development and the release of the ovum and
the secretion of the hormones estrogen and progesterone
are the two primary functions of the ovary. The ovaries link
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the reproductive system to the body’s system of endocrine
glands, as they produce the ova (eggs) and secrete, in
cyclic fashion, the female sex hormones estrogen and
progesterone. After an ovum matures, it passes into the
fallopian tubes.

Breasts

The two mammary glands, or breasts, are accessory
organs of the female reproductive system that are special-
ized to secrete milk following pregnancy. They overlie the
pectoralis major muscles and extend from the second
to the sixth ribs and from the sternum to the axilla. Each
breast has a nipple located near the tip, which is surrounded
by a circular area of pigmented skin called the areola. Each
breast is composed of approximately 9 lobes (the number
can range between 4 and 18), which contain glands (alve-
olar) and a duct (lactiferous) that leads to the nipple and
opens to the outside (Fig. 3.5). The lobes are separated by
dense connective and adipose tissues, which also help sup-
port the weight of the breasts (Ramsay, Kent, Hartmann
& Hartmann, 2005).

During pregnancy, placental estrogen and proges-
terone stimulate the development of the mammary glands.
Because of this hormonal activity, the breasts may dou-
ble in size during pregnancy. At the same time, glandular
tissue replaces the adipose tissue of the breasts.

Following childbirth and the expulsion of the placenta,
levels of placental hormones (progesterone and lactogen)
fall rapidly, and the action of prolactin (milk-producing
hormone) is no longer inhibited. Prolactin stimulates the
production of milk within a few days after childbirth, but in
the interim, a dark yellow fluid called colostrum is secreted.
Colostrum contains more minerals and protein, but less
sugar and fat, than mature breast milk. Colostrum secre-
tion may continue for approximately a week after child-
birth, with gradual conversion to mature milk. Colostrum
is rich in maternal antibodies, especially immunoglobulin
A (IgA), which offers protection for the newborn against
enteric pathogens.

Female Sexual Response

With sexual stimulation, tissues in the clitoris and breasts
and around the vaginal orifice fill with blood and the erec-
tile tissues swell. At the same time, the vagina begins to
expand and elongate to accommodate the penis. As part
of the whole vasocongestive reaction, the labia majora
and minor swell and darken. As sexual stimulation inten-
sifies, the vestibular glands secrete mucus to moisten and
lubricate the tissues to facilitate insertion of the penis.

Hormones play an integral role in the female sexual
response as well. Adequate estrogen and testosterone must
be available for the brain to sense incoming arousal stim-
uli. Research indicates that estrogen preserves the vascular
function of female sex organs and affects genital sensa-
tion. It also is believed to promote blood flow to these
areas during stimulation. Testosterone is thought to
be the hormone of sexual desire in women (McKinney,
2007).

The zenith of intense stimulation is orgasm, the spas-
modic and involuntary contractions of the muscles in
the region of the vulva, the uterus, and the vagina that
produce a pleasurable sensation to the woman. Typi-
cally the woman feels warm and relaxed after an orgasm.
Within a short time after orgasm, the two physiologic
mechanisms that created the sexual response, vasocon-
gestion and muscle contraction, rapidly dissipate.

The Female Reproductive Cycle

The female reproductive cycle is a complex process that
encompasses an intricate series of chemical secretions
and reactions to produce the ultimate potential for fertility
and birth. The female reproductive cycle is a general term
encompassing the ovarian cycle, the endometrial cycle,
the hormonal changes that regulate them, and the cycli-
cal changes in the breasts. The endometrium, ovaries,
pituitary gland, and hypothalamus are all involved in
the cyclic changes that help to prepare the body for fer-
tilization. Absence of fertilization results in menstruation,
the monthly shedding of the uterine lining. Menstruation
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FiGure 3.5 Anatomy of the
breasts. (Photo by B. Proud.)



marks the beginning and end of each menstrual cycle.
Menopause is the naturally occurring cessation of regu-
lar menstrual cycles.

Menstruation

Menstruation is the normal, predictable physiologic
process whereby the inner lining of the uterus (endo-
metrium) is expelled by the body. Typically, this occurs
monthly. Menstruation has many effects on girls and
women, including emotional and self-image issues. In the
United States, the average age at menarche (the start
of menstruation in females) is 12.8 years, with a range
between 8 and 18. Genetics is the most important factor
in determining the age at which menarche starts, but geo-
graphic location, nutrition, weight, general health, nutri-
tion, and psychological factors are also important (Shelby
& Ruocco, 2007). Pubertal events preceding the first
menses have an orderly progression: thelarche, the devel-
opment of breast buds; adrenarche, the appearance of
pubic and then axillary hair, followed by a growth spurt;
and menarche (occurring about 2 years after the start of
breast development). In healthy pubertal girls, the men-
strual period varies in flow heaviness and may remain irreg-
ular in occurrence for up to 2 years following menarche.
After that time, the regular menstrual cycle should be
established. Most women will experience 300 to 400 men-
strual cycles within their lifetime (Diaz, Laufer & Breech,
2006). Normal, regular menstrual cycles vary in frequency
from 21 to 36 days (with the average cycle lasting 28 days),
bleeding lasts 3 to 7 days, and blood loss averages 20 to
80 mL (Schuiling & Likis, 2006). Irregular menses can
be associated with irregular ovulation, stress, disease, and
hormonal imbalances (Cunningham et al., 2005).

hink back to Linda, who was introduced at the beginning
of the chapter. What questions might need to be asked to
assess her condition? What laboratory work might be
anticipated to validate her heavier flow?

Although menstruation is a normal process, various
world cultures have taken a wide variety of attitudes toward
it, seeing it as everything from a sacred time to an unclean
time. In a society where menstruation is viewed negatively,
nurses can help women develop a more positive image of
this natural physiologic process.

» Take NOTE!

Knowledge about menstruation has
increased significantly and attitudes have
changed since early times, when many cultures saw it
as “unclean.” What was once discussed only behind
closed doors is discussed openly today.
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Reproductive Cycle

The reproductive cycle, also referred to as the menstrual
cycle, results from a functional hypothalamic—pituitary—
ovarian axis and a precise sequencing of hormones that lead
to ovulation. If conception doesn’t occur, menses ensues.
The ranges of normal menstrual cycles are as follows:

 Cycle length: 21 to 36 days
* Duration of flow: 3 to 7 days
* Amount of flow: 20 to 80 mL

The female reproductive cycle involves two cycles
that occur simultaneously: the ovarian cycle, during which
ovulation occurs, and the endometrial cycle, during which
menstruation occurs. Ovulation divides these two cycles
at midcycle. Ovulation occurs when the ovum is released
from its follicle; after leaving the ovary, the ovum enters the
fallopian tube and journeys toward the uterus. If sperm
fertilizes the ovum during its journey, pregnancy occurs.
Figure 3.6 summarizes the menstrual cycle.

Ovarian Cycle

The ovarian cycle is the series of events associated with a
developing oocyte (ovum or egg) within the ovaries. While
men manufacture sperm daily, often into advanced age,
women are born with a single lifetime supply of ova that
are released from the ovaries gradually throughout the
childbearing years. In the female ovary, 2 million oocytes
are present at birth, and about 400,000 follicles are still
present at puberty. The excess follicles are depleted during
the childbearing years, with only 400 follicles ovulated
during the reproductive period (Speroff & Fritz, 2005).
The ovarian cycle begins when the follicular cells (ovum
and surrounding cells) swell and the maturation process
starts. The maturing follicle at this stage is called a graafian
follicle. The ovary raises many follicles monthly, but usu-
ally only one follicle matures to reach ovulation. The ovar-
ian cycle consists of three phases: the follicular phase,
ovulation, and the luteal phase.

Follicular Phase

This phase is so named because it is when the follicles in
the ovary grow and form a mature egg. This phase starts on
day 1 of the menstrual cycle and continues until ovulation,
approximately 10 to 14 days later. The follicular phase is
not consistent in duration because of the time variations in
follicular development. These variations account for the
differences in menstrual cycle lengths (Hackley, Kriebs &
Rousseau, 2007). The hypothalamus is the initiator of this
phase. Increasing levels of estrogen secreted from the ma-
turing follicular cells and the continued growth of the dom-
inant follicle cell induce proliferation of the endometrium
and myometrium. This thickening of the uterine lining sup-
ports an implanted ovum if pregnancy occurs.

Prompted by the hypothalamus, the pituitary gland re-
leases follicle-stimulating hormone (FSH), which stimu-
lates the ovary to produce 5 to 20 immature follicles. Each
follicle houses an immature oocyte or egg. The follicle that
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is targeted to mature fully will soon rupture and expel a
mature oocyte in the process of ovulation. A surge in
luteinizing hormone (LH) from the anterior pituitary
gland is actually responsible for affecting the final devel-
opment and subsequent rupture of the mature follicle.

Ovulation
At ovulation, a mature follicle ruptures in response to a
surge of LH, releasing a mature oocyte (ovum). This usu-
ally occurs on day 14 in a 28-day cycle. When ovulation
occurs, there is a drop in estrogen. Typically ovulation takes
place approximately 10 to 12 hours after the LH peak
and 24 to 36 hours after estrogen levels peak (Speroff
& Fritz, 2005). The distal ends of the fallopian tubes
become active near the time of ovulation and create cur-
rents that help carry the ovum into the uterus. The life-
span of the ovum is only about 24 hours; unless it meets
a sperm on its journey within that time, it will die.
During ovulation, the cervix produces thin, clear,
stretchy, slippery mucus that is designed to help the sperm
travel up through the cervix to meet the ovum for fertil-

ization. The one constant, whether a women’s cycle is
28 days or 120 days, is that ovulation takes place 14 days
before menstruation (Shelby & Ruocco, 2007).

» Take NOTE!

Some women can feel a pain on one side
of the abdomen around the time the egg
1s released. This midcycle pain is called mittelschmerz.

Luteal Phase

The luteal phase begins at ovulation and lasts until the
menstrual phase of the next cycle. It typically occurs
day 15 through day 28 of a 28-day cycle. After the folli-
cle ruptures as it releases the egg, it closes and forms a
corpus luteum. The corpus luteum secretes increasing
amounts of the hormone progesterone, which interacts
with the endometrium to prepare it for implantation. At
the beginning of the luteal phase, progesterone induces



the endometrial glands to secrete glycogen, mucus, and
other substances. These glands become tortuous and have
large lumens due to increased secretory activity. The pro-
gesterone secreted by the corpus luteum causes the tem-
perature of the body to rise slightly until the start of the
next period. A significant increase in temperature, usually
0.5 to 1 degrees Fahrenheit, is generally seen within a
day or two after ovulation has occurred; the temperature
remains elevated for 12 to 16 days, until menstruation
begins (Chandran, 2007). This rise in temperature can be
plotted on a graph and gives an indication of when ovula-
tion has occurred. In the absence of fertilization, the corpus
luteum begins to degenerate and consequently ovarian hor-
mone levels decrease. As estrogen and progesterone levels
decrease, the endometrium undergoes involution. In a
28-day cycle, menstruation then begins approximately
14 days after ovulation in the absence of pregnancy. FSH
and LH are generally at their lowest levels during the luteal
phase and highest during the follicular phase.

» Consider THIS!

We had been married 2 years when my husband and
I decided to start a family. I began thinking back to
my high-school biology class and tried to remember
about ovulation and what to look for. I also used the
Internet to find the answers I was seeking. As I was
reading, it all started to come into place. During ovu-
lation, a woman’s cervical mucus increases and she
experiences a wet sensation for several days midcycle.
The mucus also becomes stretchable during this time.
In addition, body temperature rises slightly and then
falls if no conception takes place. Armed with this
knowledge, I began to check my temperature daily
before arising and began to monitor the consistency of
my cervical mucus. I figured that monitoring these two
signs of ovulation could help me discover the best time
to concerve. After 6 months of trying without results,
I wondered what I was doing wrong. Did I really
understand my body’s reproductive activitry?

Whar additional suggestions might the nurse offer this
woman in her journey to conception? What communiry
resources might be available to assist this couple? How
does knowledge of the reproductive system help nurses
take care of couples who are trying to become pregnant?

o 4

Endometrial Cycle

The endometrial cycle occurs in response to cyclic hor-
monal changes. The four phases of the endometrial cycle
are the proliferative phase, secretory phase, ischemic
phase, and menstrual phase.

Proliferative Phase
The proliferative phase starts with enlargement of the
endometrial glands in response to increasing amounts

CHAPTER 3 ANATOMY AND PHYSIOLOGY OF THE REPRODUCTIVE SYSTEM 55

of estrogen. The blood vessels become dilated and the
endometrium increases in thickness dramatically from 0.5
to 5 mm in height and increases eight-fold in thickness
in preparation for implantation of the fertilized ovum
(Heffner & Schust, 2006). Cervical mucus becomes thin,
clear, stretchy, and more alkaline, making it more favorable
to sperm to enhance the opportunity for fertilization. The
proliferative phase starts on about day 5 of the menstrual
cycle and lasts to the time of ovulation. This phase de-
pends on estrogen stimulation resulting from ovarian fol-
licles, and this phase coincides with the follicular phase
of the ovarian cycle.

Secretory Phase

The secretory phase begins at ovulation to about 3 days
before the next menstrual period. Under the influence of
progesterone released by the corpus luteum after ovula-
tion, the endometrium becomes thickened and more vas-
cular (growth of the spiral arteries) and glandular (secreting
more glycogen and lipids). These dramatic changes are
all in preparation for implantation, if it were to occur.
This phase typically lasts from day 15 (after ovulation) to
day 28 and coincides with the luteal phase of the ovarian
cycle. The secretory phase doesn’t take place if ovulation
has not occurred.

Ischemic Phase

If fertilization does not occur, the ischemic phase begins.
Estrogen and progesterone levels drop sharply during
this phase as the corpus luteum starts to degenerate.
Changes in the endometrium occur with spasm of the arte-
rioles, resulting in ischemia of the basal layer. The ischemia
leads to shedding of the endometrium down to the basal
layer, and menstrual flow begins.

Menstrual Phase

The menstrual phase begins as the spiral arteries rupture
secondary to ischemia, releasing blood into the uterus,
and the sloughing of the endometrial lining begins. If
fertilization does not take place, the corpus luteum de-
generates. As a result, both estrogen and progesterone
levels fall and the thickened endometrial lining sloughs
away from the uterine wall and passes out via the vagina.
The beginning of the menstrual flow marks the end of one
menstrual cycle and the start of a new one. Most women
report bleeding for an average of 3 to 7 days. The amount
of menstrual flow varies, but approximately 6 to 8 ounces
in volume per cycle is average (Alexander et al., 2007).

Menstrual Cycle Hormones

The menstrual cycle involves a complex interaction
of hormones. The predominant hormones include
gonadotropin-releasing hormone, FSH, LH, estrogen,
progesterone, and prostaglandins. Box 3.1 summarizes
menstrual cycle hormones.
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1) Summary of Menstrual Cycle

Hormones

* Luteinizing hormone (LLH) rises and stimulates the
follicle to produce estrogen.

* As estrogen is produced by the follicle, estrogen levels
rise, inhibiting the output of LH.

* Ovulation occurs after an LH surge damages the
estrogen-producing cells, resulting in a decline in
estrogen.

» The LH surge results in establishment of the corpus
luteum, which produces estrogen and progesterone.

» Estrogen and progesterone levels rise, suppressing LH
output.

» Lack of LH promotes degeneration of the corpus
luteum.

* Cessation of the corpus luteum means a decline in
estrogen and progesterone output.

» The decline of the ovarian hormones ends their
negative effect on the secretion of LH.

* LH is secreted, and the menstrual cycle begins again.

Gonadotropin-Releasing Hormone
Gonadotropin-releasing hormone (GnRH) is secreted
from the hypothalamus in a pulsatile manner through-
out the reproductive cycle. It pulsates slowly during the
follicular phase and increases during the luteal phase.
GnRH induces the release of FSH and LLH to assist with
ovulation.

Follicle-Stimulating Hormone

Follicle-stimulating hormone (FSH) is secreted by
the anterior pituitary gland and is primarily responsible
for the maturation of the ovarian follicle. FSH secretion
is highest and most important during the first week of the
follicular phase of the reproductive cycle.

Luteinizing Hormone

Luteinizing hormone (LH) is secreted by the anterior
pituitary gland and is required for both the final maturation
of preovulatory follicles and luteinization of the ruptured
follicle. As a result, estrogen production declines and pro-
gesterone secretion continues. Thus, estrogen levels fall a
day before ovulation, and progesterone levels begin to rise.

Estrogen

Estrogen is secreted by the ovaries and is crucial for the
development and maturation of the follicle. Estrogen is
predominant at the end of the proliferative phase, di-
rectly preceding ovulation. After ovulation, estrogen lev-
els drop sharply as progesterone dominates. In the
endometrial cycle, estrogen induces proliferation of the
endometrial glands. Estrogen also causes the uterus to

increase in size and weight because of increased glyco-
gen, amino acids, electrolytes, and water. Blood supply
is expanded as well.

Progesterone

Progesterone is secreted by the corpus luteum. Pro-
gesterone levels increase just before ovulation and peak
5 to 7 days after ovulation. During the luteal phase, prog-
esterone induces swelling and increased secretion of the
endometrium. This hormone is often called the hormone
of pregnancy because of its calming effect (reduces uter-
ine contractions) on the uterus, allowing pregnancy to
be maintained.

Prostaglandins

Prostaglandins are a closely related group of oxygenated
fatty acids that are produced by the endometrium, with a
variety of effects throughout the body. Although they have
regulatory effects and are sometimes called hormones,
prostaglandins are not technically hormones because they
are produced by all tissues rather than by special glands
(Speroff & Fritz, 2005). Prostaglandins increase during
follicular maturation and play a key role in ovulation by
freeing the ovum inside the graafian follicle. Large amounts
of prostaglandins are found in menstrual blood. Research
is ongoing as to the various roles prostaglandins have on
the menstrual cycle (Cunningham et al., 2005).

Menopause

Perimenopause and menopause are biologic markers of
the transition from young adulthood to middle age. Neither
of these is a symptom or disease, but rather a natural
maturing of the reproductive system.

During the perimenopausal years (2 to 8 years prior
to menopause) women may experience physical changes
associated with decreasing estrogen levels, which may
include vasomotor symptoms of hot flashes, irregular men-
strual cycles, sleep disruptions, forgetfulness, irritability,
mood disturbances, decreased vaginal lubrication, fatigue,
vaginal atrophy, and depression (Shifren & Schiff, 2007).

Menopause refers to the cessation of regular menstrual
cycles. This naturally occurring phase of every woman’s life
marks the end of menstruation and childbearing capac-
ity. The average age of natural menopause—defined as
1 year without a menstrual period—is 51 (Alexander et al.,
2007). As the average life expectancy for women increases,
the number of women reaching and living in menopause
has escalated. Most women can expect to spend more than
one third of their lives beyond menopause. It is usually
marked by atrophy of the breasts, uterus, fallopian tubes,
and ovaries (Curran & Bachmann, 2006).

Many women pass through menopause without unto-
ward symptoms. These women remain active and in good
health with little interruption of their daily routines. Other
women experience vasomotor symptoms, which give rise
to sensations of heat, cold, sweating, headache, insomnia,



and irritability (Kessenich, 2007). Until recently, hormone
therapy was the mainstay of menopause pharmacother-
apy, but with the recent results of the Women’s Health
Initiative trial, the use of hormone therapy has become con-
troversial. Many women have turned to nontraditional
remedies to manage their menopausal symptoms. Com-
mon herbal remedies used include Dong Quai, black
cohosh, melatonin, ginseng, and St. John’s wort. Research
to validate their efficacy, safety, and potential harmful
effects is lacking at this time, and much of the efficacy
is largely anecdotal (Kessenich, 2007). Nurses can play a
major role in assisting menopausal women by educating
and counseling them about the multitude of options avail-
able for disease prevention, treatment for menopausal
symptoms, and health promotion during this time of
change in their lives. Menopause should be an oppor-
tunity for women to strive for a healthy, long life, and
nurses can help to make this opportunity a reality. (See
Chapter 4 for more information about menopause.)

ecall Linda, who was experiencing changes in her
menstrual patterns. Which hormones might be changing, and
which systems might they affect? What approach should the
nurse take to enlighten Linda about what is happening to her?

Male Reproductive Anatomy
and Physiology

The male reproductive system, like that of the female,
consists of those organs that facilitate reproduction. The
male organs are specialized to produce and maintain
the male sex cells, or sperm; to transport them, along with
supporting fluids, to the female reproductive system; and
to secrete the male hormone testosterone. The organs of
the male reproductive system include the two testes (where
sperm cells and testosterone are made), the penis, the scro-
tum, and the accessory organs (epididymis, vas deferens,
seminal vesicles, ejaculatory duct, urethra, bulbourethral
glands, and prostate gland).

External Male Reproductive Organs

The penis and the scrotum form the external genitalia in
the male (Fig. 3.7).

Penis

The penis is the organ for copulation and serves as the out-
let for both sperm and urine. The skin of the penis is thin,
with no hairs. The prepuce (foreskin) is a circular fold of
skin that extends over the glans unless it is removed by cir-
cumcision shortly after birth. The urinary meatus, located
at the tip of the penis, serves as the external opening to the
urethra (Fig. 3.8). The penis is composed mostly of erec-
tile tissue. Most of the body of the penis consists of three
cylindrical spaces (sinuses) of erectile tissue. The two larger
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FiGURe 3.7 The external male reproductive organs.
(Photo by B. Proud.)

ones, the corpora cavernosa, are side by side. The third
sinus, the corpus spongiosum, surrounds the urethra.
Erection results when nerve impulses from the autonomic
nervous system dilate the arteries of the penis, allowing
arterial blood to flow into the erectile tissues of the organ.

Scrotum

The scrotum is the thin-skinned sac that surrounds and
protects the testes. The scrotum also acts as a climate-
control system for the testes, because they need to be
slightly cooler than body temperature to allow normal
sperm development. The cremaster muscles in the scrotal
wall relax or contract to allow the testes to hang farther
from the body to cool or to be pulled closer to the body
for warmth or protection (Ceo, 2006). A medial septum
divides the scrotum into two chambers, each of which
encloses a testis.

Internal Male Reproductive Organs

The internal structures include the testes, the ductal
system, and accessory glands (Fig. 3.9).
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FiGure 3.8 The urinary meatus. (Photo by B. Proud.)
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Testis

Testes

The testes are oval bodies the size of large olives that lie
in the scrotum; usually the left testis hangs a little lower
than the right one. The testes have two functions: pro-
ducing sperm and synthesizing testosterone (the primary
male sex hormone). Sperm is produced in the seminiferous
tubules of the testes. Similar to the female reproductive
system, the anterior pituitary releases the gonadotro-
pins, FSH and LLH. These hormones stimulate the testes
to produce testosterone, which assists in maintaining
spermatogenesis, increases sperm production by the sem-
iniferous tubules, and stimulates production of seminal
fluid (London, Ladewig, Ball & Bindler 2007). The epi-
didymis, which lies against the testes, is a coiled tube al-
most 20 feet long. It collects sperm from the testes and
provides the space and environment for sperm to mature
(Fig. 3.10).

The Ductal System

The vas deferens is a cordlike duct that transports sperm
from the epididymis. One such duct travels from each
testis up to the back of the prostate and enters the urethra
to form the ejaculatory ducts. Other structures, such as
blood vessels and nerves, also travel along with each vas
deferens and together form the spermatic cord. The ure-
thra is the terminal duct of the reproductive and urinary
systems, serving as a passageway for semen (fluid con-
taining sperm) and urine. It passes through the prostate
gland and the penis and opens to the outside.

PA: Springhouse.)

Accessory Glands

The seminal vesicles, which produce nutrient seminal
fluid, and the prostate gland, which produces alkaline
prostatic fluid, are both connected to the ejaculatory duct
leading into the urethra. The paired seminal vesicles are

Vas deferens

Testicular artery
and vein

Epididymis

Seminiferous
tubules

Rete testis

FiGure 3.10 Internal structures of a testis.



convoluted pouch-like structures lying posterior to, and
at the base of, the urinary bladder in front of the rectum.
They secrete an alkaline fluid that contains fructose and
prostaglandins. The fructose supplies energy to the sperm
on its journey to meet the ovum, and the prostaglandins
assist in sperm mobility.

The prostate gland lies just under the bladder in the
pelvis and surrounds the middle portion of the urethra.
Usually the size of a walnut, this gland enlarges with age.
The prostate and the seminal vesicles above it produce
fluid that nourishes the sperm. This fluid provides most
of the volume of semen, the secretion in which the sperm
is expelled during ejaculation. Other fluid that makes up
the semen comes from the vas deferens and from mucous
glands in the head of the penis.

The bulbourethral glands (Cowper’s glands) are two
small structures about the size of peas, located inferior to
the prostate gland. They are composed of several tubes
whose epithelial linings secrete a mucus-like fluid. It is re-
leased in response to sexual stimulation and lubricates the
head of the penis in preparation for sexual intercourse.
Their existence is said to be constant, but they gradually
diminish in size with advancing age.

Male Sexual Response

With sexual stimulation, the arteries leading to the penis di-
late and increase blood flow into erectile tissues. At the
same time, the erectile tissue compresses the veins of the
penis, reducing blood flow away from the penis. Blood ac-
cumulates, causing the penis to swell and elongate and pro-
ducing an erection. As in women, the culmination of sexual
stimulation is an orgasm, a pleasurable feeling of physio-
logic and psychological release.

Orgasm is accompanied by emission (movement of
sperm from the testes and fluids from the accessory glands)
into the urethra, where it is mixed to form semen. As the
urethra fills with semen, the base of the erect penis con-
tracts, which increases pressure and forces the semen
through the urethra to the outside (ejaculation). During
ejaculation, the ducts of the testes, epididymis, and vas
deferens contract, causing expulsion of sperm into the ure-
thra, where the sperm mixes with the seminal and prosta-
tic fluids. These substances, together with mucus secreted
by accessory glands, form the semen, which is discharged
from the urethra.

mmm Key Concepts

The female reproductive system produces the female
reproductive cells (the eggs, or ova) and contains an
organ (uterus) where the fetus develops. The male
reproductive system produces the male reproductive
cells (the sperm) and contains an organ (penis) that
deposits the sperm within the female.
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The internal female reproductive organs consist of the
vagina, the uterus, the fallopian tubes, and the ovaries.
The external female reproductive organs make up the
vulva. These include the mons pubis, the labia majora
and minora, the clitoris, structures within the vestibule,
and the perineum.

The breasts are accessory organs of the female repro-
ductive system that are specialized to secrete milk
following pregnancy.

The main function of the reproductive cycle is to stim-
ulate growth of a follicle to release an egg and prepare
a site for implantation if fertilization occurs.
Menstruation, the monthly shedding of the uterine lin-
ing, marks the beginning and end of the cycle if fertil-
ization does not occur.

The ovarian cycle is the series of events associated with
a developing oocyte (ovum or egg) within the ovaries.
At ovulation, a mature follicle ruptures in response to
a surge of LH, releasing a mature oocyte (ovum).
The endometrial cycle is divided into four phases: the
follicular or proliferative phase, the luteal or secretory
phase, the ischemic phase, and the menstrual phase.
The menstrual cycle involves a complex interac-
tion of hormones. The predominant hormones are
gonadotropin-releasing hormone (GnRH), follicle-
stimulating hormone (FSH), luteinizing hormone
(LH), estrogen, progesterone, and prostaglandins.
The organs of the male reproductive system include the
two testes (where sperm cells and testosterone are made),
penis, scrotum, and accessory organs (epididymis, vas
deferens, seminal vesicles, ejaculatory ducts, urethra,
bulbourethral glands, and prostate gland).
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MuLtipLE CHoICE QUESTIONS

1o

The predominant anterior pituitary hormones that
orchestrate the menstrual cycle include:

a. Thyroid-stimulating hormone (TSH)
b. Follicle-stimulating hormone (FSH)
c. Corticotropin-releasing hormone (CRH)

d. Gonadotropin-releasing hormone (GnRH)

. Which glands are located on either side of the female

urethra and secrete mucus to keep the opening moist
and lubricated for urination?

a. Cowper’s
b. Bartholin’s
c. Skene’s

d. Seminal

. What event occurs during the proliferative phase of

the menstrual cycle?

a. Menstrual flow starts

b. Growth hormone is secreted
c. Ovulation occurs

d. Progesterone secretion peaks

. Which hormone is produced in high levels to prepare

the endometrium for implantation just after ovulation
by the corpus luteum?

a. Estrogen
b. Prostaglandins
c. Prolactin

d. Progesterone

. Sperm maturation and storage in the male reproductive

system occurs in the:
a. Testes

b. Vas deferens

c. Epididymis

d. Seminal vesicles

CRITICAL THINKING EXERCISE

1. The school nurse was asked to speak to a 10th-grade
biology class about menstruation. The teacher felt
that the students don’t understand this monthly
event and wanted to dispel some myths about it.
After the nurse explains the factors influencing the
menses, one girl asks, “Could someone get pregnant
if she had sex during her period?”

a. How should the nurse respond to this question?

b. What factor regarding the menstrual cycle was not
clarified?

¢. What additional topics might this question lead to
that might be discussed?

STuDY ACTIVITIES

1. Select a website from the list above and visit it to find
information concerning a topic of interest regarding
women’s health. Be prepared to discuss it in class.

2. List the predominant hormones and their function in
the menstrual cycle.

3. The ovarian cycle describes the series of events
associated with the development of the
within the ovaries.

4. Sperm cells and the male hormone testosterone are
made in which of the following structures? Select all
that apply.

a. Vas deferens

b. Penis

c. Scrotum

d. Ejaculatory ducts

e. Prostate gland

f. Testes

g. Seminiferous tubules

h. Bulbourethral glands
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KEY TERMS

abortion

abstinence

amenorrhea

basal body temperature
(BBT)

cervical cap

cervical mucus ovulation
method

coitus interruptus

condoms

contraception

contraceptive sponge

Depo-Provera

diaphragm

dysfunctional uterine
bleeding (DUB)

dysmenorrhea

emergency contraception
(EQ)

endometriosis

fertility awareness

implant

infertility

lactational amenorrhea
method (LAM)

Lunelle injection

LEARNING OBJECTIVES

Upon completion of the chapter, the learner will be able to:

menopause

oral contraceptives

premenstrual syndrome
(PMS)

Standard Days Method
(SDM)

sterilization

symptothermal method

transdermal patch

tubal ligation

vaginal ring

vasectomy

!
CHAPTER ‘

22y, a 27-year-old, presents to

her health care provider complain-
ing of progressive severe pelvic
pain associated with her monthly
periods. She has to take off work
and “dope up” with pills to endure
the pain. In addition, she has been
trying to conceive for over a year

without any luck.

1. Define the key terms used in this chapter.

2. Examine common reproductive concerns in terms of symptoms, diag-
nostic tests, and appropriate interventions.

3. Identify risk factors and outline appropriate client education needed in
common reproductive disorders.

4. Compare and contrast the various contraceptive methods available and

their overall effectiveness. ‘ {

[$)]

. Explain the physiologic and psychological aspects of menopause.
6. Delineate the nursing management needed for women experiencing

common reproductive disorders. When women bare their souls

to us, we must respond without
Judgment.
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Good health throughout the life cycle begins with the
individual. Women today can expect to live well into their
80s and need to be proactive in maintaining their own
quality of life. Women need to take steps to reduce their
risk of disease and need to become active partners with
their health care professional to identify problems early,
when treatment may be most successful (Teaching Guide-
lines 4.1). Nurses can assist women in maintaining their
quality of life by helping them to become more attuned to
their body and its clues and can use the assessment period
as an opportunity for teaching and counseling.

Common reproductive issues addressed in this chap-
ter that nurses might encounter in caring for women
include menstrual disorders, infertility, contraception,
abortion, and menopause.

Menstrual Disorders

Many women sail through their monthly menstrual cycles
with little or no concern. With few symptoms to worry
about, their menses are like clockwork, starting and stop-
ping at nearly the same time every month. For others, the
menstrual cycle causes physical and emotional symptoms
that initiate visits to their health care provider for consul-
tation. The following menstruation-related conditions will
be discussed in this chapter: amenorrhea, dysmenorrhea,
dysfunctional uterine bleeding (DUB), premenstrual syn-
drome (PMS), premenstrual dysphoric disorder (°PMDD),
and endometriosis. To gain an understanding of men-
strual disorders, it is important to know the terms used in
describing them (Box 4.1).

TEACHING GUIDELINES 4.1

Tips for Being an Active Partner
in Managing Your Health

¢ Become an informed consumer. Read, ask,
and search.

* Know your family history and know factors that put
you at high risk.

* Maintain a healthy lifestyle and let moderation be
your guide.

* Schedule regular medical checkups and screenings
for early detection.

* Ask your health care professional for a full
explanation of any treatment.

* Seek a second medical opinion if you feel you need
more information.

* Know when to seek medical care by being aware
of disease symptoms.
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UMD Menstrual Disorder Vocabulary

* Meno = menstrual-related

* Metro = time

* Oligo = few

» A = without, none or lack of
» Rhagia = excess or abnormal
* Dys = not or pain

* Rhea = flow

» AMENORRHEA

Amenorrhea is the absence of menses during the repro-
ductive years. Amenorrhea is normal in prepubertal,
pregnant, and postmenopausal females. The two cate-
gories of amenorrhea are primary and secondary amen-
orrhea. Primary amenorrhea is defined as either:

1. Absence of menses by age 14, with absence of
growth and development of secondary sexual
characteristics, or

2. Absence of menses by age 16, with normal develop-
ment of secondary sexual characteristics (Bielak &
Harris, 2006)

Ninety-eight percent of American girls menstruate by
age 16 (Krantz, 2007a, 2007b). Secondary amenorrhea is
the absence of menses for three cycles or 6 months in
women who have previously menstruated regularly.

Etiology
There are multiple causes of primary amenorrhea:

» Extreme weight gain or loss

» Congenital abnormalities of the reproductive system

* Stress from a major life event

* Excessive exercise

* Eating disorders (anorexia nervosa or bulimia)

» Cushing’s disease

* Polycystic ovary syndrome

* Hypothyroidism

» Turner syndrome

* Imperforate hymen

* Chronic illness

* Pregnancy

* Cystic fibrosis

» Congenital heart disease (cyanotic)

* Ovarian or adrenal tumors (Master-Hunter & Heiman,
2006)

Causes of secondary amenorrhea might include:

* Pregnancy
* Breastfeeding
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* Emotional stress

* Pituitary, ovarian, or adrenal tumors

* Depression

» Hyperthyroid or hypothyroid conditions

» Malnutrition

* Hyperprolactinemia

* Rapid weight gain or loss

* Chemotherapy or radiation therapy to the pelvic area
* Vigorous exercise, such as long-distance running

* Kidney failure

* Colitis

¢ Use of tranquilizers or antidepressants

* Postpartum pituitary necrosis (Sheehan syndrome)
* Early menopause (Bielak & Harris, 2006)

Therapeutic Management

Therapeutic intervention depends on the cause of the
amenorrhea. The treatment of primary amenorrhea in-
volves the correction of any underlying disorders and es-
trogen replacement therapy to stimulate the development
of secondary sexual characteristics. If a pituitary tumor is
the cause, it might be treated with drug therapy, surgical
resection, or radiation therapy. Surgery might be needed
to correct any structural abnormalities of the genital tract.
Therapeutic interventions for secondary amenorrhea may
include:

* Cyclic progesterone, when the cause is anovulation, or
oral contraceptives

* Bromocriptine to treat hyperprolactinemia

* Nutritional counseling to address anorexia, bulimia, or
obesity

* Gonadotropin-releasing hormone (GnRH), when the
cause is hypothalamic failure

» Thyroid hormone replacement, when the cause is
hypothyroidism (Schuiling & Likis, 2006)

Nursing Assessment

Nursing assessment for the young girl or woman expe-
riencing amenorrhea includes a thorough health history
and physical examination and several laboratory and di-
agnostic tests.

Health History and Physical Examination

A thorough history and physical examination is needed
to determine the etiology. The history should include
questions about the women’s menstrual history; past ill-
nesses; hospitalizations and surgeries; obstetric history;
use of prescription and over-the-counter drugs; recent or
past lifestyle changes; and history of present illness, with
an assessment of any bodily changes.

The physical examination should begin with an over-
all assessment of the woman’s nutritional status and gen-
eral health. A sensitive and gentle approach to the pelvic
examination is critical in young women. Height and weight
should be taken, along with vital signs. Hypothermia,

bradycardia, hypotension, and reduced subcutaneous fat
may be observed in women with anorexia nervosa. Facial
hair and acne might be evidence of androgen excess sec-
ondary to a tumor. The presence or absence of axillary and
pubic hair may indicate adrenal and ovarian hyposecretion
or delayed puberty. A general physical examination may
uncover unexpected findings that are indirectly related to
amenorrhea. For example, hepatosplenomegaly, which
may suggest a chronic systemic disease or an enlarged thy-
roid gland, might point to a thyroid disorder as well as a
reason for amenorrhea (Nelson & Bakalov, 2006).

Laboratory and Diagnostic Tests
Common laboratory tests that might be ordered to deter-
mine the cause of amenorrhea include:

» Karyotype (might be positive for Turner syndrome)

* Ultrasound to detect ovarian cysts

* Pregnancy test to rule out pregnancy

* Thyroid function studies to determine thyroid disorder

* Prolactin level (an elevated level might indicate a pitu-
itary tumor)

¢ Follicle-stimulating hormone (FSH) level (an elevated
level might indicate ovarian failure)

* Luteinizing hormone (LH) level (an elevated level
might indicate gonadal dysfunction)

* 17-ketosteroids (an elevated level might indicate an
adrenal tumor)

» Laparoscopy to detect polycystic ovary syndrome

* CT scan of head if a pituitary tumor is suspected
(Pagana & Pagana, 2007)

Nursing Management

Counseling and education are primary interventions and
appropriate nursing roles. Address the diverse causes of
amenorrhea, the relationship to sexual identity, possi-
ble infertility, and the possibility of a tumor or a life-
threatening disease. In addition, inform the woman about
the purpose of each diagnostic test, how it is performed,
and when the results will be available to discuss with her.
Sensitive listening, interviewing, and presenting treatment
options are paramount to gain the woman’s cooperation
and understanding.

Nutritional counseling is also vital in managing this
disorder, especially if the woman has findings suggestive
of an eating disorder. Although not all causes can be ad-
dressed by making lifestyle changes, emphasize maintain-
ing a healthy lifestyle (Teaching Guidelines 4.2).

P DYSMENORRHEA

Dysmenorrhea refers to painful menstruation. This condi-
tion has also been termed cyclic perimenstrual pain (CPPD)
(Taylor, 2005). The term dysmenorrhea is derived from



TEACHING GUIDELINES 4.2

Tips for Maintaining a Healthy Lifestyle

» Balance energy expenditure with energy intake.

* Modify your diet to maintain ideal weight.

* Avoid excessive use of alcohol and mood-altering or
sedative drugs.

 Avoid cigarette smoking.

* Identify areas of emotional stress and seek assistance
to resolve them.

* Balance work, recreation, and rest.

* Maintain a positive outlook regarding the diagnosis
and prognosis.

* Participate in ongoing care to monitor any medical
conditions.

* Maintain bone density through:
e Calcium intake (1,200 to 1,500 mg daily)
» Weight-bearing exercise (30 minutes or more daily)
* Hormone therapy

Source: Nelson & Bakalov, 2006.

the Greek words “dys,” meaning difficult, painful, or ab-
normal, and “rrhea,” meaning flow. It may affect more
than half of menstruating women (Smith, 2006). Uterine
contractions occur during all periods, but in some women
these cramps can be frequent and very intense. Dysmen-
orrhea is categorized as primary or secondary.

Etiology

Primary dysmenorrhea is caused by increased prosta-
glandin production by the endometrium in an ovulatory
cycle. This hormone causes contraction of the uterus, and
levels tend to be higher in women with severe menstrual
pain than women who experience mild or no menstrual
pain. These levels are highest during the first 2 days of
menses, when symptoms peak (Doty & Attaran, 2006).
This results in increased rhythmic uterine contractions
from vasoconstriction of the small vessels of the uterine
wall. This condition usually begins within a few years of
the onset of ovulatory cycles at menarche.

Secondary dysmenorrhea is painful menstruation
due to pelvic or uterine pathology. It may be caused by
endometriosis, adenomyosis, fibroids, pelvic infection, an
intrauterine device, cervical stenosis, or congenital uter-
ine or vaginal abnormalities. Adenomyosis involves the
ingrowth of the endometrium into the uterine muscula-
ture. Endometriosis involves ectopic implantation of en-
dometrial tissue in other parts of the pelvis. It occurs
most commonly in the third or fourth decades of life and
affects 10% of women of reproductive age (Hompes &
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Mijatovic, 2007). Endometriosis is the most common
cause of secondary dysmenorrhea and is associated with
pain beyond menstruation, dyspareunia, and infertility
(Speroff & Fritz, 2005). Treatment is directed toward re-
moving the underlying pathology.

ﬁmk back to Izzy from the chapter opener. Is her pelvic
pain complaint a common one with women?

Therapeutic Management

Therapeutic intervention is directed toward pain relief
and building coping strategies that will promote a produc-
tive lifestyle. Treatment measures usually include treating
infections if present; suppressing the endometrium if en-
dometriosis is suspected by administering low-dose oral
contraceptives; administering prostaglandin inhibitors to
reduce the pain; administering Depo-Provera; and initiat-
ing lifestyle changes. Table 4.1 lists selected treatment
options for dysmenorrhea.

Nursing Assessment

As with any gynecologic complaint, a thorough focused
history and physical examination is needed to make the
diagnosis of primary or secondary dysmenorrhea. In pri-
mary dysmenorrhea, the history usually reveals the typical
cramping pain with menstruation, and the physical exam-
ination is completely normal. In secondary dysmenorrhea,
the history discloses cramping pain starting after 25 years
old with a pelvic abnormality, a history of infertility, heavy
menstrual flow, irregular cycles, and little response to non-
steroidal anti-inflammatory drugs (NSAIDs), oral contra-
ceptives, or both (Harel, 2006).

Health History and Clinical Manifestations
Note past medical history, including any chronic illnesses
and family history of gynecologic concerns. Determine
medication and substance use, such as prescription med-
ications, contraceptives, anabolic steroids, tobacco, and
marijuana, cocaine, or other illegal drugs. A detailed sex-
ual history is essential to assess for inflammation and scar-
ring (adhesions) secondary to pelvic inflammatory disease
(PID). Women with a previous history of PID, sexually
transmitted infections (STTs), multiple sexual partners, or
unprotected sex are at increased risk.

During the initial interview, the nurse might ask some
of the following questions to assess the woman’s history of
dysmenorrhea:

* “At what age did you start your menstrual cycles?”

» “Have your cycles always been painful, or did the pain
start recently?”

* “When in your cycle do you experience the pain?”

* “How would you describe the pain you feel?”
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TABLE 4.1

Therapy Options Dosage

TREATMENT OPTIONS FOR DYSMENORRHEA

Comments

Nonsteroidal anti-
inflammatory agents
(NSAIDs)

Ibuprofen (Ibuprin, Advil,
Motrin)

Naproxen (Anaprox,
Naprelan, Naprosyn,
Aleve)

400-800 mg TID

250-500 mg TID

Take with meals.

Don’t take with aspirin.

Avoid alcohol.

Watch for signs of Gl bleeding.

Same as above

Hormonal

contraceptives

Low-dose oral
contraceptives

Depo-medroxyproges-
terone (DMPA),
Depo-Provera

12 wks

Taken daily (42/7 days;
63/7 or 84/7)

150 mg IM every

Take active pills for an
extended time to reduce
number of monthly cycles
(Archer, 2006).

Within 9-12 months of DMPA
therapy, 75% of women will
be amenorrheic (Schuiling &
Likis, 2006).

Lifestyle changes

Daily exercise

Limit salty foods
Weight loss

Smoking cessation
Relaxation techniques

Gives sense of control over life

* “Are you sexually active?”

* “What impact does your cycle have on your physical
and social activity?”

* “When was the first day of your last menstrual cycle?”

* “Was the flow of your last menstrual cycle a normal
amount for you?”

* “Do your cycles tend to be heavy or last longer than
5 days?”

* “Are your cycles generally regular and predictable?”

* “What have you done to relieve your discomfort? Is it
effective?”

» “Has there been a progression of symptom severity?”

* “Do you have any other symptoms?”

Assess for clinical manifestations of dysmenorrhea. Af-
fected women experience sharp, intermittent spasms of
pain, usually in the suprapubic area. Pain may radiate to the
back of the legs or the lower back. Pain usually develops
within hours of the start of menstruation and peaks as the
flow becomes heaviest during the first day or two of the
cycle (Edmundson & Erogul, 2006). Systemic symptoms
of nausea, vomiting, diarrhea, fatigue, fever, headache, or
dizziness are fairly common. Explore the history for physi-

cal symptoms of bloating, water retention, weight gain,
headache, muscle aches, abdominal pain, food cravings, or
breast tenderness.

Physical Examination

The physical examination performed by the health care
provider centers on the bimanual pelvic examination. This
examination is done during the nonmenstrual phase of
the cycle. Explain to the woman how it is to be performed,
especially if is her first pelvic examination. Prepare the
woman in the examining room by offering her a cover
gown to put on and covering her lap with a privacy sheet
on the examination table. Remain in the examining room
throughout the examination to assist the health care
provider with any procedures or specimens and to offer
the woman reassurance.

Laboratory and Diagnostic Tests
Common laboratory tests that may be ordered to deter-
mine the cause of dysmenorrhea might include:

» Complete blood count to rule out anemia
¢ Urinalysis to rule out a bladder infection



* Pregnancy test (human chorionic gonadotropin level)
to rule out pregnancy

¢ Cervical culture to exclude STI

* Erythrocyte sedimentation rate to detect an inflamma-
tory process

* Stool guaiac to exclude gastrointestinal bleeding or
disorders

* Pelvic and/or vaginal ultrasound to detect pelvic
masses Or Cysts

 Diagnostic laparoscopy and/or laparotomy to visualize
pathology that may account for the symptoms

Wmt diagnostic tests might be ordered to diagnose 1zzy’s
pelvic pain?

Nursing Management

Educating the client about the normal events of the men-
strual cycle and the etiology of her pain is paramount in
achieving a successful outcome. Explaining the normal
menstrual cycle will teach the woman the correct terms so
she can communicate her symptoms more accurately and
will help dispel myths. Provide the woman with monthly
graphs or charts to record menses, the onset of pain, the
timing of medication, relief afforded, and coping strategies
used. This involves the woman in her care and provides
objective information so that therapy can be modified if
necessary.

The nurse should explain in detail the dosing regimen
and the side effects of the medication therapy selected.
Commonly prescribed drugs include NSAIDs such as
ibuprofen (Motrin), naproxen (Naprosyn), and Advil.
They alleviate dysmenorrhea symptoms by decreasing in-
trauterine pressure and inhibiting prostaglandin synthesis,
thus reducing pain (Skidmore-Roth, 2007). If pain relief is
not achieved in two to four cycles, a low-dose combination
oral contraceptive may be initiated. Client teaching and
counseling should include information about how to take
pills, side effects, and danger signs to watch for.

Encourage the woman to apply a heating pad or warm
compress to alleviate menstrual cramps. Additional lifestyle
changes that the woman can make to restore some sense
of control and active participation in her care are listed in
Teaching Guidelines 4.3.

B ieIENC T IONAL UTERINE

Bl e NN G
Dysfunctional uterine bleeding (DUB) is a disorder
that occurs most frequently in women at the beginning and
end of their reproductive years. Defined as irregular, ab-
normal bleeding that occurs with no identifiable anatomic
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TEACHING GUIDELINES 4.3

Tips to Manage Dysmenorrhea

» Exercise to increase endorphins and suppress
prostaglandin release.

* Limit salty foods to prevent fluid retention.

* Increase water consumption to serve as a natural
diuretic.

¢ Increase fiber intake with fruits and vegetables
to prevent constipation.

* Use heating pads or warm baths to increase comfort.

» Take warm showers to promote relaxation.

 Sip on warm beverages, such as decaffeinated
green tea.

» Keep legs elevated while lying down or lie on side
with knees bent.

» Use stress management techniques to reduce
emotional stress.

* Practice relaxation techniques to enhance ability
to cope with pain.

» Stop smoking and decrease alcohol use.

Source: Nasir, 2007.

pathology, it affects 33% to 50% of women (Rackow &
Arici, 2007). It is frequently associated with anovulatory
cycles, which are common for the first year after menarche
and later in life as women approach menopause.

The pathophysiology of DUB is related to a hormone
disturbance. With anovulation, estrogen levels rise as usual
in the early phase of the menstrual cycle. In the absence of
ovulation, a corpus luteum never forms and progesterone
is not produced. The endometrium moves into a hyper-
proliferative state, ultimately outgrowing its estrogen sup-
ply. This leads to irregular sloughing of the endometrium
and excessive bleeding (Aeby & Frattarelli, 2006). If the
bleeding is heavy enough and frequent enough, anemia
can result.

DUB is similar to several other types of uterine bleed-
ing disorders and sometimes overlaps these conditions.
They include:

* Menorrhagia (abnormally long, heavy periods)

* Oligomenorrhea (bleeding occurs at intervals of more
than 35 days)

* Metrorrhagia (bleeding between periods)

* Menometrorrhagia (bleeding occurs at irregular inter-
vals with heavy flow lasting more than 7 days)

» Polymenorrhea (too frequent periods)

Etiology
The possible causes of DUB may include:

* Adenomyosis
* Pregnancy
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* Hormonal imbalance

* Fibroid tumors (see Chapter 7)

* Endometrial polyps or cancer

* Endometriosis

* Intrauterine device (IUD)

* Polycystic ovary syndrome

* Morbid obesity

* Steroid therapy

* Hypothyroidism

* Blood dyscrasias/clotting disorder

Therapeutic Management

Treatment of DUB depends on the cause of the bleeding
and the age of the client. When known, the underlying
cause of the disorder is treated. Otherwise, the goal of
treatment is to relieve the symptoms so that uterine bleed-
ing does not interfere with a woman’s normal activities or
cause anemia (Dodds & Sinert, 2006).

Management of DUB might include medical care with
pharmacotherapy or insertion of an IUD. Oral contra-
ceptives are used for cycle regulation as well as contracep-
tion. They help prevent the risks associated with prolonged
unopposed estrogen stimulation of the endometrium.
NSAIDs and the levonorgestrel-releasing IUD (Mirena)
decrease menstrual blood loss significantly (Lethaby,
Cooke & Rees, 2006). The drug categories used in the
treatment of DUB are:

* Estrogens: cause vasospasm of the uterine arteries
to decrease bleeding

* Progestins: used to stabilize an estrogen-primed
endometrium

* Oral contraceptives: regulate the cycle and suppress
the endometrium

* NSAIDs: inhibit prostaglandins

» Levonorgestrel-20 Intrauterine System: suppresses
endometrial growth

¢ Iron salts: replenish iron stores lost during heavy
bleeding

If the client does not respond to medical therapy, sur-
gical intervention might include dilation and curettage
(D&C), endometrial ablation, or hysterectomy. Endome-
trial ablation is an alternative to hysterectomy. A thermal
balloon or a laser is used to ablate the tissue, producing
improvement in 90% of women (Speroff & Fritz, 2005).

Nursing Assessment

A thorough history should be taken to differentiate be-
tween DUB and other conditions that might cause vaginal
bleeding, such as pregnancy and pregnancy-related condi-
tions (abruptio placentae, ectopic pregnancy, abortion, or
placenta previa); systemic conditions such as Cushing dis-
ease, blood dyscrasias, liver disease, renal disease, or thy-
roid disease; and genital tract pathology such as infections,
tumors, or trauma (Hackley, Kriebs & Rousseau, 2007).

Assess for clinical manifestations of DUB, which com-
monly include vaginal bleeding between periods, irregular
menstrual cycles (usually less than 28 days between cycles),
infertility, mood swings, hot flashes, vaginal tenderness,
variable menstrual flow ranging from scanty to profuse,
obesity, acne, and diabetes. Signs of polycystic ovary syn-
drome might be present, since it is associated with unop-
posed estrogen stimulation, elevated androgen levels, and
insulin resistance and is a common cause of anovulation
(Torpy, 2007).

Measure orthostatic blood pressure and orthostatic
pulse; a drop in pressure or pulse rate may occur with
anemia. The health care provider, with the nurse assist-
ing, performs a pelvic examination to identify any struc-
tural abnormalities.

Common laboratory tests that may be ordered to
determine the cause of DUB include:

» Complete blood count to detect anemia

* Prothrombin time (PT) to detect blood dyscrasias

» Pregnancy test to rule out a spontaneous abortion or
ectopic pregnancy

* Thyroid-stimulating hormone (TSH) level to screen
for hypothyroidism

 Transvaginal ultrasound to measure endometrium

* Pelvic ultrasound to view any structural abnormalities

* Endometrial biopsy to check for intrauterine pathology

* D&C for diagnostic evaluation

Nursing Management

Educate the client about normal menstrual cycles and the
possible reasons for her abnormal pattern. Inform the
woman about treatment options. Do not simply encour-
age the woman to “live with it”: complications such as in-
fertility can result from lack of ovulation; severe anemia
can occur secondary to prolonged or heavy menses; and
endometrial cancer can occur associated with prolonged
buildup of the endometrial lining without menstrual
bleeding (Rackow & Arici, 2007). Instruct her about any
prescribed medications and potential side effects. For ex-
ample, if high-dose estrogens are prescribed, the woman
may experience nausea. Teach her to take antiemetics as
prescribed and encourage her to eat small, frequent meals
to alleviate nausea. Adequate follow-up and evaluation for
women who do not respond to medical management is es-
sential. See Nursing Care Plan 4.1: Overview of a Woman
With Dysfunctional Uterine Bleeding (DUB).

» PREMENSTRUAL SYNDROME

Premenstrual syndrome (PMS) describes a wide
range of recurrent symptoms that occur during the luteal
phase or last half of the menstrual cycle and resolve with
the onset of menstruation (Braverman & Neinstein,
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Nursing Care Plan 4.1

OVERVIEW OF A WOMAN WITH DYSFUNCTIONAL UTERINE BLEEDING (DUB)

Stacy, a 52-year-old obese woman, comes to her gynecologist with the complaint of heavy erratic bleeding. Her periods
were fairly regular until about 4 months ago, and since that time they have been unpredictable, excessive, and prolonged.
Stacy reports she is tired all the time, can't sleep, and feels "out of sorts” and anxious. She is fearful she has cancer.

NURSING DIAGNOSIS: Fear related to current signs and symptoms possibly indicating a life-threatening condition

Outcome ldentification and Evaluation
The client will acknowledge her fears as evidenced by statements made that fear and anxiety have been lessened after
explanation of diagnosis.

Interventions: Reducing Fear and Anxiety

e Distinguish between anxiety and fear to determine appropriate interventions.

® Check complete blood count and assess for possible anemia secondary to excessive bleeding to determine if fatigue is
contributing to anxiety and fear. Fatigue occurs because the oxygen-carrying capacity of the blood is reduced.

® Reassure client that symptoms can be managed to help address her current concerns.

® Provide client with factual information and explain what to expect to assist client with identifying fears and help in her
coping with her condition.

® Provide symptom management to reduce concerns associated with the cause of bleeding.

e Teach client about early manifestations of fear and anxiety to aid in prompt recognition and to minimize escalation of
anxiety.

® Assess client's use of coping strategies in the past and reinforce use of effective ones to help control anxiety and fear.

e Instruct client in relaxation methods, such as deep breathing exercises and imagery, to provide her with additional
methods for controlling anxiety and fear.

NURSING DIAGNOSIS: Deficient knowledge related to perimenopause and its management

Outcome Identification and Evaluation
The client will demonstrate understanding of her symptoms as evidenced by making health-promoting lifestyle choices,
verbalizing appropriate health care practices, and adhering to measures to comply with therapy.

Interventions: Providing Patient Education

® Assess client's understanding of perimenopause and its treatment to provide a baseline for teaching and developing a
plan of care.

® Review instructions about prescribed procedures and recommendations for self-care, frequently obtaining feedback from
the client to validate adequate understanding of information.

 Qutline link between anovulatory cycles and excessive buildup of uterine lining in perimenopausal women to assist client
in understanding the etiology of her bleeding.

® Provide written material with pictures to promote learning and help client visualize what is occurring to her body during
perimenopause.

® Inform client about the availability of community resources and make appropriate referrals as needed to provide additional
education and support.

® Document details of teaching and learning to allow for continuity of care and further education, if needed.

2007). The American College of Obstetricians and Gyne-
cologists (ACOG) defines premenstrual syndrome as “the
cyclic occurrence of symptoms that are sufficiently severe
to interfere with some aspects of life, and that appear
with consistent and predictable relationship to menses”
(ACOG, 2000). A woman experiencing PMS may have a

wide variety of seemingly unrelated symptoms; for that
reason, it is difficult to define and more challenging to
diagnose. PMS affects millions of women during their
reproductive years: up to 85% of menstruating women
report having one or more premenstrual symptoms, and
up to 10% report disabling, incapacitating symptoms
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(Campagne & Campagne, 2007). The exact cause of
PMS is not known. It is thought to be related to the inter-
action between hormonal events and neurotransmitter
function, specifically serotonin. Not all women respond to
serotonin reuptake inhibitors (SSRIs), however, which im-
plies that other mechanisms may be involved (Braverman
& Neinstein, 2007).

As defined by the American Psychological Associa-
tion, premenstrual dysphoric disorder (PMDD) is a more
severe variant of PMS. Experts compare the difference
between PMS and PMDD to the difference between a
mild tension headache and a migraine (Giulio & Reissing,
2006). PMDD markedly interferes with work and school,
or with social activities and relationships with others.

Therapeutic Management

Treatment of PMS is often frustrating for both patients
and health care providers. Clinical outcomes can be ex-
pected to improve as a result of recent consensus on the
diagnostic criteria for PMS and PMDD, data from clin-
ical trials, and the availability of evidence-based clinical
guidelines.

The management of PMS or PMDD requires a multi-
dimensional approach because these conditions are not
likely to have a single cause, and they appear to affect
multiple systems within a woman’s body; therefore, they
are not likely to be amenable to treatment with a single
therapy. To reduce the negative impact of premenstrual
disorders on a woman’s life, education, along with reassur-
ance and anticipatory guidance, are needed for women to
feel they have some control over their condition.

» Take NOTE!

Because there are no diagnostic tests that
can reliably determine the existence of PMS
or PMDD, it is the woman herself who must decide
that she needs help during this time of the month. The
woman must embrace multiple therapies and become
an active participant in her trearment plan to find the
best level of symptom relief.

Therapeutic interventions for PMS and PMDD ad-
dress the symptoms because the exact cause of this con-
dition is still unknown. Treatments may include vitamin
supplements, diet changes, exercise, lifestyle changes, and
medications (Box 4.2). Medications used in treating
PMDD may include antidepressant and antianxiety drugs,
diuretics, anti-inflammatory medications, analgesics, syn-
thetic androgen agents, oral contraceptives, or GNrH ago-
nists to regulate menses (Pavlovich-Danis, 2007).

¢ 00V) Treatment Options for PMS
and PMDD

» Lifestyle changes:
Reduce stress.
Exercise three to five times each week.
Eat a balanced diet and increase water intake.
Decrease caffeine intake.
Stop smoking.
Limit intake of alcohol.
Attend a PMS/women’s support group.
* Vitamin and mineral supplements
Multivitamin daily
Vitamin E, 400 units daily
Calcium, 1,200 mg daily
Magnesium, 200 to 400 mg daily
* Medications
NSAIDs taken a week prior to menses
Oral contraceptives (low dose)
Antidepressants (SSRIs)
Anxiolytics (taken during luteal phase)
Diuretics to remove excess fluid
Progestins
Gonadotropin-releasing hormone (GnRH agonists)
Danazol (androgen hormone inhibits estrogen
production)

Many women use dietary supplements and herbal
remedies for their menstrual health and treating their
bleeding disorders, although there has been little research
to demonstrate their efficacy. Some alternative therapies
used might include calcium, magnesium, vitamin B6,
evening primrose oil, vitex agnus castus, ginkgo biloba,
viburnum, dandelion, stinging nettle, burdock, raspberry
leaf, skullcap, and St. John’s wort (Canning, Waterman
& Dye, 2006). Although research hasn’t validated alter-
native therapy’s efficacy, it is important for the nurse to
be aware of the alternative products that many women
choose to use.

Nursing Assessment

Although little consensus exists in the medical literature
and among researchers about what constitutes PMS and
PMDD, the physical and psychological symptoms are
very real. The extent to which the symptoms debilitate or
incapacitate a woman is highly variable.

There are more than 200 symptoms assigned to PMS,
but irritability, tension, and dysphoria are the most promi-
nent and consistently described (Moreno & Giesel, 2006).
To establish the diagnosis of PMS, elicit a description of
cyclic symptoms occurring before the woman’s menstrual
period. The woman should chart her symptoms daily for
two cycles. These data will help demonstrate symptoms



clustering around the luteal phase of ovulation, with reso-
lution after bleeding starts. Ask the woman to bring her list
of symptoms to the next appointment. Symptoms can be
categorized using the following:

* A: anxiety: difficulty sleeping, tenseness, mood swings,
clumsiness

* C: craving: headache, cravings for sweets, salty foods,
chocolate

* D: depression: feelings of low self-esteem, anger, easily
upset

* H: hydration: weight gain, abdominal bloating, breast
tenderness

* O: other: hot flashes or cold sweats, nausea, change
in bowel habits, aches or pains, dysmenorrhea, acne
breakout (Pavlovich-Danis, 2007)

The ACOG diagnostic criteria for PMS consist of
having at least one of the following affective and somatic
symptoms during the 5 days before menses in each of the
three previous cycles:

* Affective symptoms: depression, angry outbursts, irri-
tability, anxiety

» Somatic symptoms: breast tenderness, abdominal
bloating, edema, headache

» Symptoms relieved from days 4 to 13 of the menstrual
cycle (ACOG, 2000)

In PMDD, the main symptoms are mood disorders
such as depression, anxiety, tension, and persistent anger
or irritability. Physical symptoms such as headache, joint
and muscle pain, lack of energy, bloating, and breast
tenderness are also present (Hsiao & Liu, 2007). It is es-
timated that 20% to 40% of reproductive-age women
experience premenstrual symptoms that meet the ACOG
criteria for PMS and up to 10% meet the diagnostic cri-
teria for PMDD (Futterman & Rapkin, 2006).

According to the American Psychiatric Association, a
woman must have at least five of the typical symptoms to
be diagnosed with PMDD (Andoisek & Rapkin, 2007).
These must occur during the week before and a few days
after the onset of menstruation and must include one or
more of the first four symptoms:

. Affective lability: sadness, tearfulness, irritability
. Anxiety and tension

. Persistent or marked anger or irritability

. Depressed mood, feelings of hopelessness

. Difficulty concentrating

. Sleep difficulties

. Increased or decreased appetite

. Increased or decreased sexual desire

. Chronic fatigue

. Headache

. Constipation or diarrhea

. Breast swelling and tenderness (Htay & Aung, 2006)
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Nursing Management

Educate the client about the management of PMS or
PMDD. Advise her that lifestyle changes often result in
significant symptom improvement without pharmaco-
therapy. Encourage women to eat a balanced diet that
includes nutrient-rich foods to avoid hypoglycemia and
associated mood swings. Encourage adolescent girls to
participate in aerobic exercise three times a week to pro-
mote a sense of well-being, decrease fatigue, and reduce
stress. Administer calcium (1,200 to 1,600 mg/day),
magnesium (400 to 800 mg/day), and vitamin B6 (50 to
100 mg/day) as prescribed. In some studies, these nutri-
ents have been shown to decrease the intensity of PMS
symptoms. NSAIDs may be useful for painful physical
symptoms and spironolactone (Aldactone) may help with
bloating and water retention. Herbs such as Vitex (chaste
tree berry), evening primrose, and SAM-e may be recom-
mended; although not harmful, not all herbs have enough
clinical or research evidence to document their safety or
efficacy (Schuiling & Likis, 2006).

A recent research study proposes calcium (1,600
mg/day) and vitamin D (400 IU/day) supplementation in
adolescents and women in an effort to prevent PMS
(Clayton, 2008).

Explain the relationship between cyclic estrogen fluc-
tuation and changes in serotonin levels and how the dif-
ferent management strategies help maintain serotonin
levels, thus improving symptoms. It is important to rule
out other conditions that might cause erratic or dysphoric
behavior. If the initial treatment regimen does not work,
explain to the woman that she should return for further
testing. Behavioral counseling and stress management
might help women regain control during these stressful
periods. Reassuring the woman that support and help are
available through many community resources/support
groups can be instrumental in her acceptance of this
monthly disorder. Nurses can be a very calming force for
many women experiencing PMS or PMDD.

» Take NOTE!

Adolescents and women who experience
more extensive emotional symproms with
PMS should be evaluated for PMDD, as they may
require antidepressant therapy.

B ENIYRETRIO S 1S

Endometriosis is one of the most common gynecologic
diseases, affecting more than 5.5 million women in the
United States. In this condition, bits of functioning endo-
metrial tissue are located outside of their normal site, the
uterine cavity. This endometrial tissue is commonly found
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attached to the ovaries, fallopian tubes, the outer surface
of the uterus, the bowels, the area between the vagina and
the rectum (rectovaginal septum), and the pelvic side wall
(Fig. 4.1). The places where the tissue attaches are called
implants, or lesions. Endometrial tissue found outside the
uterus responds to hormones released during the men-
strual cycle in the same way as endometrial lining within
the uterus.

At the beginning of the menstrual cycle, when the
lining of the uterus is shed and menstrual bleeding be-
gins, these abnormally located implants swell and bleed
also. In short, the woman with endometriosis experiences
several “mini-periods” throughout her abdomen, wher-
ever this endometrial tissue exists.

hink back to Izzy, with her progressive pelvic pain and
wnfertility concerns. After a pelvic examination, her health
care provider suspects she has endometriosis.

Etiology and Risk Factors

It is not currently known why endometrial tissue becomes
transplanted and grows in other parts of the body. Sev-
eral theories exist, but to date none has been scientifically
proven. However, several factors that increase a woman’s
risk of developing endometriosis have been identified:

* Increasing age

» Family history of endometriosis in a first-degree relative

* Short menstrual cycle (less than 28 days)

* Long menstrual flow (more than 1 week)

* Young age of menarche (younger than 12)

* Few (one or two) or no pregnancies (Speroff & Fritz,
2005)

Therapeutic Management

Therapeutic management of the client with endometrio-
sis needs to take into consideration the following factors:
severity of symptoms, desire for fertility, degree of dis-
ease, and the client’s therapy goals. The aim of therapy is
to suppress levels of estrogen and progesterone, which
cause the endometrium to grow. Treatment can include
surgery or medication (Table 4.2).

Nursing Assessment

Nurses encounter women with endometriosis in a variety
of settings: community health settings, schools, clinics, day
surgical centers, and hospitals. Health care professionals
must not trivialize or dismiss the concerns of these women,
because early recognition is essential to preserve fertility.

Health History

Obtain a health history and elicit a description of signs and
symptoms to determine risk factors. Endometriosis is often
asymptomatic, but it can be a severe and debilitating con-
dition. It typically is chronic and progressive. Assess the
client for clinical manifestations, which include:

* Infertility

* Pain before and during menstrual periods
* Pain during or after sexual intercourse

¢ Painful urination

* Depression

* Fatigue

¢ Painful bowel movements

* Chronic pelvic pain

* Hypermenorrhea (heavy menses)

* Pelvic adhesions
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TREATMENT OPTIONS FOR ENDOMETRIOSIS

Therapy Options Comment

Surgical intervention
Conservative surgery

Removal of implants/lesions using laser, cautery, or small

surgical instruments. This intervention will reduce pain
and allows pregnancy to occur in the future.

Definitive surgery

Abdominal hysterectomy, with or without bilateral salpingo-

oophorectomy. Will eliminate pain but will leave a
woman unable to become pregnant in the future.

Medication therapy
NSAIDs

First-line treatment to reduce pain; taken early when

premenstrual symptoms are first felt

Oral contraceptives
tissue

Progestogens
Antiestrogens

Suppresses cyclic hormonal response of the endometrial

Used to cast off the endometrial cells and thus destroy them
Suppresses a woman’s production of estrogen, thus stop-

ping the menstrual cycle and preventing further growth
of endometrium

Gonadotropin-releasing
hormone analogues
(GnRH-a)

Suppresses endometriosis by creating a temporary
pseudomenopause

Danazol (Danacrine)

A synthetic androgen (male sex hormone) used typically as

a second-line treatment of endometriosis. Disrupts the
action of the pituitary gland by suppressing the output
of some hormones, thus reducing estrogen, halting

menstruation, and resulting in the growth of facial hair

and acne.

e Irregular and more frequent menses
* Premenstrual vaginal spotting (Schuiling & Likis, 2006)

The two most common symptoms are infertility and
pain. Endometriosis occurs in 38% of infertile women and
in 71% to 87% of women with chronic pelvic pain (Aeby
& Hraoka, 2006). About 30% to 40% of women with this
condition are infertile, making it one of the top three
causes of female infertility (NICHD, 2006).

What are the two most common symptoms experienced
by women with endometriosis? Is Izzy’s profile typical?
As a nurse, what would be your role in Izzy’s continued
workup?

Physical Examination and Laboratory

and Diagnostic Tests

The pelvic examination typically correlates with the extent
of the endometriosis. The usual finding is nonspecific
pelvic tenderness. The hallmark finding is the presence
of tender nodular masses on the uterosacral ligaments,

the posterior uterus, or the posterior cul-de-sac (Saul &
Dave, 2006).

After a thorough history and a pelvic examination, the
health care practitioner may suspect endometriosis, but
the only certain method of diagnosing it is by seeing it.
Pelvic or transvaginal ultrasound is used to assess pelvic
organ structures. However, a laparoscopy is needed to di-
agnose endometriosis. Laparoscopy is the direct visual-
ization of the internal organs with a lighted instrument
inserted through an abdominal incision. A tissue biopsy of
the suspected implant taken at the same time and exam-
ined microscopically confirms the diagnosis.

Nurses can play a role by offering a thorough explana-
tion of the condition and explaining why tests are needed
to diagnose endometriosis. The nurse can set up appoint-
ments for imaging studies and laparoscopy.

Nursing Management

In addition to the interventions outlined above, the nurse
should encourage the client to adopt healthy lifestyle habits
with respect to diet, exercise, sleep, and stress manage-
ment. Referrals to support groups and Internet resources
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can help the woman to understand this condition and to
cope with chronic pain. A number of organizations pro-
vide information about the diagnosis and treatment of
endometriosis and offer support to women and their fam-
ilies (Box 4.3). See Evidence-Based Practice 4.1.

ﬂ/ﬁer completing several diagnostic tests, 1zzy is diagnosed
with endometriosis. She asks you about her chances of

becoming pregnant and becoming pain-free. What treatment
options would you explain to Izzy? What information can
you give about her future childbearing ability?

Infertility

Infertility is defined as the inability to conceive a child
after 1 year of regular sexual intercourse unprotected by
contraception, or the inability to carry a pregnancy to
term (Covington & Burns, 2006). Secondary infertility
is the inability to conceive after a previous pregnancy.
Many people take the ability to conceive and produce a

00D Organizations and Web Resources to
Assist the Client With Endometriosis

» American College of Obstetricians and Gynecologists
(ACOG): www.acog.org or e-mail at
resources@acog.org

» American Society of Reproductive Medicine:
WWwWw.asrm.org or e-mail at asrm@asrm.org

¢ Center for Endometriosis Care: http://www.
centerforendo.com/

* Endometriosis Association: www.endometriosisassn.org
or www.KillerCramps.org

* Endometriosis Association support groups: e-mail
at support@endometriosisassn.org

* NICHD Information Resource Center: www.nichd.
nih.gov or e-mail at NICHDClearinghouse(@
mail.nih.gov

* National Women’s Health Information Center
(Dept. of Health and Human Services):
http://www.4women.gov

EVIDENCE-BASED PRACTICE 4.1
The Effectiveness of Danazol Compared to Placebo or No Treatment
in the Treatment of the Symptoms and Signs (Other than Infertility)
of Endometriosis in Women of Reproductive Age

® Study

Endometriosis is defined as the presence of endometrial
tissue (stromal and glandular) outside the normal uterine
cavity. Conventional medical and surgical treatments for
endometriosis aim to remove or decrease deposits of ec-
topic endometrium. The observation that hyperandrogenic
states (an excess of male hormone) induce atrophy of the
endometrium has led to the use of androgens in the treat-
ment of endometriosis. Danazol is one of these treat-
ments. The efficacy of danazol is based on its ability to
produce a high-androgen/low-estrogen environment (a
pseudomenopause), which results in the atrophy of en-
dometriotic implants and thus an improvement in painful
symptoms.

Only four trials met the inclusion criteria, and two authors
independently extracted data from these trials. All four tri-
als compared danazol to placebo. Two trials used danazol
as sole therapy and two trials used danazol as an adjunct
to surgery. Although the main outcome was pain improve-
ment, other data relating to laparoscopic scores and hor-
monal parameters were also collected.

(o

|

A Findings

Treatment with danazol was effective in relieving painful
symptoms related to endometriosis when compared to
placebo. Laparoscopic scores were improved with danazol
treatment when compared with either placebo or no treat-
ment. Side effects were more commonly reported in the
patients receiving danazol than those receiving placebo.
Thus, danazol is effective in treating the symptoms and
signs of endometriosis. However, its use is limited by the
occurrence of androgenic side effects.

Nursing Implications
According to the results of the study, danazol is an effective
treatment for relieving painful symptoms of endometriosis,
but it has side effects. As a nurse, it is important to educate
the patient about these; they may include clitoral enlarge-
ment and masculinization. In addition, the response to the
drug may take several weeks or months. Women should be
cautioned to report yellowing of the skin (jaundice), fluid re-
tention, shortness of breath, and changes in vaginal bleed-
ing. It is important to stress that there are several effective
therapies to treat endometriosis if the side effects are prob-
lematic with danazol.

Source: Selak, V., Farquhar, C., Prentice, A., & Singla, A. (2006). Danazol for pelvic pain associated
with endometriosis. Cochrane Library, Retrieved Feb. 14, 2007, from the CINAHL Plus with Full

Text database.
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child for granted, but infertility affects over 6 million
Americans, or 15% of the reproductive-age population,
according to the American Society for Reproductive
Medicine (ASRM, 2007). Infertility is a widespread prob-
lem that has an emotional, social, and economic impact
on couples. Nurses must recognize infertility and under-
stand its causes and treatment options so that they can
help couples understand the possibilities as well as the
limitations of current therapies. Recent studies found that
women wished to be treated with respect and dignity and
given appropriate information and support. They wanted
their distress recognized and they wanted to feel cared for
and to have confidence in health care professionals in
situations where outcomes were uncertain. The caring
aspect of professional nursing is an essential component
of meeting the special needs of these couples (Redshaw,
Hockley & Davidson, 2007). Prevention of infertility
through education should also be incorporated into any
client—nurse interaction.

Cultural Considerations

Cross-culturally, the expectation for couples to repro-
duce is an accepted norm and the inability to conceive
may be considered a violation of this cultural norm. In
this context, infertility represents a crisis for the couple.
The manner in which different cultures, ethnic groups,
and religious groups perceive and manage infertility may
be very different. For example, many African-Americans
believe that assisted reproductive techniques are unnatu-
ral and that they remove the spiritual or divine nature of
creation from conception. For this reason, they may seek
spiritual rather than medical assistance when trying to
conceive. The Hispanic culture believes that children val-
idate the marriage, so families are typically large. Like the
African-American culture, Hispanics are very spiritual
and may consider infertility a test of faith and seek spiri-
tual counseling.

Religion often influences cultural factors and for this
reason may also be considered when pursuing treatment
for infertility. In the Jewish religion procreation is felt to
be an obligation and a responsibility. Roman Catholics
have a very restrictive view on the use of assisted repro-
ductive technologies since in their view procreation can-
not be separated from the relationship between parents.
Thus, children must be created by the physical union be-
tween husband and wife and conceived through sexual
intercourse (Schenker, 2005). Nurses must be cognizant
of the client’s cultural and religious background and how
it may dictate which, if any, reproductive treatment op-
tions are chosen. Nurses need to include this awareness
in their counseling of infertile couples.

Etiology and Risk Factors

Multiple known and unknown factors affect fertility.
Female-factor infertility is detected in about 40% of cases,
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male-factor infertility in about 40% of cases. The re-
maining 20% fall into a category of combined (both male
and female factors) or unexplained infertility. In women,
ovarian dysfunction (40%) and tubal/pelvic pathology
(40%) are the primary contributing factors to infertility
(ASRM, 2007).

Risk factors for infertility include:

* For women:

* Overweight or underweight (can disrupt hormone
function)

* Hormonal imbalances leading to irregular ovulation

* Fibroids

» Tubal blockages

* Reduced oocyte quality

* Chromosomal abnormalities

» Congenital anomalies of the cervix and uterus

* Immune system disorders

* Chronic illnesses such as diabetes, thyroid disease,
asthma

* STIs

» Age older than 27

* Endometriosis

* History of PID

* Smoking and alcohol consumption

* Multiple miscarriages

» Psychological stress (Kelly-Weeder & O’Conner,
2006)

* For men:

» Exposure to toxic substances (lead, mercury, x-rays)

« Cigarette or marijuana smoke

* Heavy alcohol consumption

* Use of prescription drugs for ulcers or psoriasis

» Exposure of the genitals to high temperatures (hot
tubs or saunas)

» Hernia repair

* Frequent long-distance cycling

* STI

* Undescended testicles (cryptorchidism)

* Mumps after puberty (Ficorelli & Weeks, 2007)

Therapeutic Management

The test results are presented to the couple and different
treatment options are suggested. The majority of infertility
cases are treated with drugs or surgery. Various ovulation-
enhancement drugs and timed intercourse might be used
for the woman with ovulation problems. The woman
should understand the drug’s benefits and side effects
before consenting to take them. Depending on the type
of drug used and the dosage, some women may experi-
ence multiple births. If the woman’s reproductive organs
are damaged, surgery can be done to repair them. Still
other couples might opt for the hi-tech approaches of ar-
tificial insemination (Fig. 4.2), in vitro fertilization (IVF;
Fig. 4.3), and egg donation or contract for a gestational
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carrier or surrogate (Grainger, Frazier & Rowland, 2006).
Table 4.3 lists selected infertility options.

Nursing Assessment

Infertile couples are under tremendous pressure and
often keep the problem a secret, considering it to be very
personal. The couple is often beset by feelings of inade-
quacy and guilt, and many are subject to pressures from
both family and friends. As their problem becomes more
chronic, they may begin to blame one another, with con-
sequent marital discord. Seeking help is often a very dif-
ficult step for them, and it may take a lot of courage to
discuss something about which they feel deeply embar-
rassed or upset. The nurse working in this specialty set-
ting must be aware of the conflict and problems couples
present with and must be very sensitive to their needs.

A full medical history should be taken from both
partners, along with a physical examination. The data
needed for the infertility evaluation are very sensitive and
of a personal nature, so the nurse must use very profes-
sional interviewing sKkills.

FiGuRe 4.2 Artificial insemination.
Sperm are deposited next to the
cervix (A) or injected directly into the
uterine cavity (B).

There are numerous causes of and contributing fac-
tors to infertility, so it is important to use the process of
elimination, determining what problems don’t exist to
better comprehend the problems that do exist. At the first
visit, a plan of investigation is outlined and a complete
health history is taken. This first visit forces many cou-
ples to confront the reality that their desired pregnancy
may not occur naturally. Alleviate some of the anxiety as-
sociated with diagnostic testing by explaining the timing
and reasons for each test.

Assessing Male Factors

The initial screening evaluation for the male partner
should include a reproductive history and a semen analy-
sis. From the male perspective, three things must happen
for conception to take place: there must be an adequate
number of sperm; those sperm must be healthy and ma-
ture; and the sperm must be able to penetrate and fertilize
the egg. Normal males need to have more than 20 mil-
lion sperm per milliliter with greater than 50% motility
(WHO, 2007). Semen analysis is the most important
indicator of male fertility. The man should abstain from

FIGURE 4.3 Steps involved in in vitro fertilization. (A) Ovulation. (B) Capture of the ova
(done here intra-abdominally). (C) Fertilization of ova and growth in culture medium.
(D) Insertion of fertilized ova into uterus.



TABLE 4.3
Procedure

Fertility drugs
Clomiphene citrate (Clomid)

Human menopausal gonadotropin
(HMG); Pergonal
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SELECTED TREATMENT OPTIONS FOR INFERTILITY

Comments

A nonsteroidal synthetic antiestrogen
used to induce ovulation

Induces ovulation by direct stimula-
tion of ovarian follicle

Nursing Considerations

Nurse can advise the couple to have
intercourse every other day for
1 week starting after day 5 of
medication.

Same as above

Artificial insemination

The insertion of a prepared semen
sample into the cervical os or
intrauterine cavity

Enables sperm to be deposited closer
to improve chances of conception

Husband or donor sperm can be used

Nurse needs to advise couple that
the procedure might need to be
repeated if not successful the first
time.

Assisted reproductive technologies™
In vitro fertilization (IVF)

Gamete intrafallopian transfer (GIFT)

Intracytoplasmic sperm injection (ICSI)

Donor oocytes or sperm

Gestational carrier (surrogacy)

Oocytes are fertilized in the lab and
transferred to the uterus.

Usually indicated for tubal obstruc-
tion, endometriosis, pelvic adhe-
sions, and low sperm counts

Oocytes and sperm are combined
and immediately placed in the
fallopian tube so fertilization can
occur naturally.

Requires laparoscopy and general
anesthesia, which increases risk

One sperm is injected into the cyto-
plasm of the oocyte to fertilize it.
Indicated for male factor infertility.

Eggs or sperm are retrieved from a
donor and the eggs are insemi-
nated; resulting embryos are
transferred via IVF.

Recommended for women older than
40 and those with poor-quality eggs.

Laboratory fertilization takes place
and embryos are transferred to the
uterus of another woman, who will
carry the pregnancy.

Medical-legal issues have resulted
over the “true ownership” of the
resulting infant.

Nurse advises woman to take med-
ication to stimulate ovulation so
the mature ovum can be retrieved
by needle aspiration.

Nurse needs to inform couple of risks
and have consent signed.

Nurse needs to inform the male that
sperm will be aspirated by a needle
through the skin into the epididymis.

Nurse needs to support couple in
their ethical/religious discussions
prior to deciding.

Nurse should encourage an open dis-
cussion regarding implications of
this method with the couple.

*When other options have been exhausted, these are considered.

sexual activity for 24 to 48 hours before giving the sample.
For a semen examination, the man is asked to produce
a specimen by ejaculating into a specimen container
and delivering it to the laboratory for analysis within 1 to
2 hours. When the specimen is brought to the labora-
tory, it is analyzed for volume, viscosity, number of sperm,
sperm viability, motility, and sperm shape. If semen param-

eters are normal, no further male evaluation is necessary
(Quallich, 2006).
The physical examination routinely includes:

» Assessment for appropriate male sexual characteristics,
such as body hair distribution, development of the
Adam’s apple, and muscle development
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» Examination of the penis, scrotum, testicles, epididymis,
and vas deferens for abnormalities (e.g., nodules,
irregularities, varicocele)

 Assessment for normal development of external geni-
talia (small testicles)

* Performance of a digital internal examination of
the prostate to check for tenderness or swelling
(DeMasters, 2004)

Assessing Female Factors
The initial assessment of the woman should include a
thorough history of factors associated with ovulation
and the pelvic organs. Diagnostic tests to determine fe-
male infertility may include:

* Assessment of ovarian function

» Menstrual history: regularity of cycles

* Ovulation predictor kits used midcycle

* Urinary LH level

» Clomiphene citrate challenge test

* Endometrial biopsy to document luteal phase

* Assessment of pelvic organs

* Papanicolaou (Pap) smear to rule out cervical cancer
or inflammation

¢ Cervical culture to rule out Chlamydia infection

* Postcoital testing to evaluate sperm—cervical mucus
interaction

* Ultrasound to assess pelvic structures

» Hysterosalpingography to visualize structural defects

 Laparoscopy to visualize pelvic structures and diag-
nose endometriosis

Laboratory and Diagnostic Testing

The diagnostic procedures that should be done during an
infertility workup should be guided by the couple’s history.
They generally proceed from less to more invasive tests.

Home Ovulation Predictor Kits

Home ovulation predictor kits contain monoclonal anti-
bodies specific for LH and use the ELISA test to determine
the amount of LH present in the urine. A significant color
change from baseline indicates the LH surge and presum-
ably the most fertile day of the month for the woman.

Clomiphene Citrate Challenge Test

The clomiphene citrate challenge test is used to assess a
woman’s ovarian reserve (ability of her eggs to become fer-
tilized). FSH levels are drawn on cycle day 3 and on cycle
day 10 after the woman has taken 100 mg clomiphene
citrate on cycle days 5 through 9. If the FSH level is
greater than 15, the result is considered abnormal and the
likelihood of conception with her own eggs is very low
(Schuiling & Likis, 2006).

Endometrial Biopsy
Another assessment of ovulation that indicates whether
the secretion of progesterone is adequate is an endometrial

biopsy. A strip of endometrial tissue is removed just before
menstruation. Histologic documentation of secretory en-
dometrial development implies that ovulation has taken
place. An endometrium that does not conform to the nor-
mal histologic pattern indicates a defect in the luteal phase.

Postcoital Testing

Postcoital testing is done to assess the receptivity of the
cervical mucus to sperm. Cervical mucus from the woman
is examined 2 to 8 hours after intercourse during the
expected time of ovulation, and the number of live,
motile sperm present is assessed. Cervical mucus is also
evaluated for stretchability (spinnbarkeit) and consis-
tency (Alexander et al., 2007). The results are described
in Comparison Chart 4.1.

Hysterosalpingogram

In a hysterosalpingogram, 3 to 10 mL of an opaque con-
trast medium is slowly injected through a catheter into
the endocervical canal so that the uterus and tubes can be
visualized during fluoroscopy and radiography. If the fal-
lopian tubes are patent, the dye will ascend upward to
distend the uterus and the tubes and will spill out into the
peritoneal cavity (Fig. 4.4).

Laparoscopy

A laparoscopy is usually performed early in the menstrual
cycle. During the procedure, an endoscope is inserted
through a small incision in the anterior abdominal wall.
Visualization of the peritoneal cavity in an infertile woman
may reveal endometriosis, pelvic adhesions, tubal occlu-
sion, fibroids, or polycystic ovaries (DeSutter, 2006).

Nursing Management

Nurses play an important role in the care of infertile cou-
ples. They are pivotal educators about preventive health
care. There are a number of potentially modifiable risk

NoRrRMAL VERSUS
ABNORMAL PoSTCOITAL
TesT RESULTS

COMPARISON CHART 4.1

Normal Abnormal

Normal amounts of
sperm are seen in
the sample.

No sperm or a large percent-
age of dead sperm are
seen in the sample.

Sperm are moving for-
ward through the
cervical mucus.

Sperm are clumped.

Mucus cannot stretch 2 in
(5 cm).

Mucus does not dry in a
fernlike pattern.

The mucus stretches at
least 2 in (5 cm).

The mucus dries in a
fernlike pattern.

Source: DeSutter, 2006.



FIGURE 4.4 Insertion of a dye for a hystero-
salpingogram. The contrast dye outlines
the uterus and fallopian tubes on an x-ray
to demonstrate patency.

factors associated with the development of impaired fer-
tility in women, and women need to be aware of these
risks to institute change. The nurse is most effective when
he or she offers care and treatment in a professional man-
ner and regards the couple as valued and respected indi-
viduals. The nurse’s focus must encompass the whole
person, not just the results of the various infertility studies.
Throughout the entire process, the nurse’s role is to pro-
vide information, anticipatory guidance, stress manage-
ment, and counseling. The couple’s emotional distress is
usually very high, and the nurse must be able to recognize
that anxiety and provide emotional support. The nurse may
need to refer couples to a reproductive endocrinologist or
surgeon, depending on the problem identified.

There is no absolute way to prevent infertility per se
because so many factors are involved in conception.
Nurses can be instrumental in educating men and women
about the factors that contribute to infertility. The nurse
can also outline the risks and benefits of treatments so that
the couple can make an informed decision.

With advances in genetics and reproductive medicine
also come a myriad of ethical, social, and cultural issues
that will affect the couple’s decisions. With this in mind,
provide an opportunity for the couple to make informed
decisions in a nondirective, nonjudgmental environment.
It is important to encourage couples to remain optimistic
throughout investigation and treatment. Through the use
of advocacy and anticipatory guidance, assist and support
couples through the diagnosis and treatment of infertility
(Jenkins & Jenkins, 2006).

Finances and insurance coverage often dictate the
choice of treatment. Help couples decipher their insur-
ance coverage and help them weigh the costs of various
procedures by explaining what each will provide in terms
of information about their infertility problems. Assisting
them to make a priority list of diagnostic tests and poten-
tial treatment options will help the couple plan their fi-
nancial strategy.

Many infertile couples are not prepared for the emo-
tional roller coaster of grief and loss during infertility
treatments. Financial concerns and coping as a couple are
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¢ 0D Organizations and Web Resources

to Assist the Client With Infertility

* Resolve: A nationwide network of chapters dedicated
to providing education, advocacy, and support for men
and women facing infertility. They provide a helpline,
medical referral services, and a member-to-member
contact system. (http://www.resolve.org)

» American Society of Reproductive Medicine (ASRM):
Provides fact sheets and other resources on infertility,
treatments, insurance, and other issues
(http://www.asrm.org)

* International Counsel on Infertility (INCIID): Provides
information about infertility, support forums, and a
directory of infertility specialists (http://www.inciid.org)

* American Fertility Association: Offers education, refer-
rals, research, support, and advocacy for couples deal-
ing with infertility (http://www.americaninfertility.org)

* Bertarelli Foundation: The Human Face of Infertility:
Aims to promote and improve understanding of infer-
tility by offering resources (http://www.bertarelli.edu)

¢ International Consumer Support for Infertility: An
international network engaged in advocacy on behalf
of infertile couples via fact sheets and information
(http://www.icsi.ws)

two major areas of stress when treatment is undertaken.
During the course of what may be months or even years
of infertility care, it is essential to develop a holistic ap-
proach to nursing care. Stress management and anxiety
reduction need to be addressed, and referral to a peer sup-
port group such as Resolve might be in order (Box 4.4).

» Consider THIS!

We had been married for 3 years and wanted to start
a family, but much to our dismay nothing happened
after a year of trying. I had some irregular periods and
was finally diagnosed with endometriosis and put on
Clonmud. After 3 years of taking Clomid on and off,
I went to a fertility expert. The doctor lasered the
endometriosis tissue, sent air through my tubes to make
sure they were patent, and put me back on Clomid,
but still with no luck. Finally, 2 years later, we were
put on an IVF waiting list and prayed we would have
the money for the procedure when we were chosen. By
then I felt a failure as a woman. We then decided that
1t was more important for us to be parents than it was
for me to be pregnant, so we considered adoption. We
tried for another year without any results.

We went to the adoption agency to fill out the
paperwork for the process to begin. Our blood was

/

(continued)
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» Consider TH/S/ (continued)

g N
taken and we waited for an hour, wondering the whole
time why it was taking so long for the results. The
nurse finally appeared and handed a piece of paper to
me with the word “positive™ written on it. I started to
cry tears of joy, for a pregnancy had started and our
long journey of infertilivy was finally ending.

Thoughts: For many women the dream of having a
child is not easily realized. Infertility can affect self-
esteem, disrupt relationships, and result in depression.
This couple experienced many years of frustration in
trying to have a family. What help can be offered to
couples during this time? What can be said to comfort

the woman who feels she is a failure?

o 4

Contraception

In the United States, there are approximately 62 million
women in their childbearing years, ages 15 to 44. Over-
all, 64% of those 60 million women use contraception,
but still more than 3 million unintended pregnancies
occur every year (CDC, 2006). Although numerous fer-
tility control methods are available, the United States
continues to have a higher unintended pregnancy rate
than other Western countries. Every minute of every day,
10 people become infected with HIV, most through hetero-
sexual contact; 190 women conceive an unwanted preg-
nancy; 1 woman dies from a pregnancy-related cause; and
40 women undergo unsafe abortions, as outlined in the
UNFPA State of the World Population 2006 Report.
Much of this suffering could be prevented by access to safe,
efficient, appropriate, modern contraception for everyone
who wants it (UNFPA, 2007).

Contraception is any method that prevents con-
ception or childbirth. A woman’s reproductive life spans
almost 40 years, and throughout those years, a variety of
contraceptive methods may be used. Oral contracep-
tives, sterilization of the female, and the male condom
are the most popular methods in the United States (Alan
Guttmacher Institute, 2007).

Couples must decide which method is appropriate for
them to meet their changing contraceptive needs through-
out their life cycles. Nurses can educate and assist couples
during this selection process. This part of the chapter will
outline the most common birth control methods available.

In an era when many women wish to delay pregnancy
and avoid STIs, choices are difficult. There are numer-
ous methods available today, and many more will be of-
fered in the near future. The ideal contraceptive method
for many women would have to have the following char-
acteristics: ease of use, safety, effectiveness, minimal side
effects, “naturalness,” nonhormonal method, and imme-
diate reversibility (Samra & Wood, 2006). Currently, no
one contraceptive method offers everything. Box 4.5 out-

¢ 00D Outline of Contraceptive Methods

Reversible Methods

Behavioral

 Abstinence

* Fertility awareness

» Withdrawal (coitus interruptus)

» Lactational amenorrhea method (LAM)

Barrier

* Condom (male and female)
* Diaphragm

* Cervical cap

* Sponge

Hormonal

* Oral contraceptives

* Injectable contraceptive

» Transdermal patches

* Vaginal ring

» Implantable contraceptives
* Intrauterine systems

* Emergency contraceptives

Permanent Methods
» Tubal ligation for women
» Vasectomy for men

lines the contraceptive methods available today. Table 4.4
provides a detailed summary of each type, including infor-
mation on failure rates, advantages, disadvantages, STI
protection, and danger signs.

Types of Contraceptive Methods

Contraceptives methods can be divided into three types:
behavioral methods, barrier methods, and hormonal
methods.

Behavioral Methods

Behavioral methods refer to any natural contraceptive
method that does not require hormones, pharmaceutical
compounds, physical barriers, or surgery to prevent preg-
nancy. These methods require couples to take an active role
in preventing pregnancy through their sexual behaviors.

Abstinence

Abstinence (not having vaginal or anal intercourse) is
one of the least expensive forms of contraception and has
been used for thousands of years. Basically, pregnancy
cannot occur if sperm is kept out of the vagina. It also re-
duces the risk of contracting HIV/AIDS and other STTs,
unless body fluids are exchanged through oral sex; how-
ever, some infections, like herpes and HPV, can be passed
by skin-to-skin contact. There are many pleasurable

(text continues on page 86)
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options for sex play without intercourse (“outercourse”),
such as kissing, masturbation, erotic massage, sexual fan-
tasy, sex toys such as vibrators, and oral sex.

Many people have strong feelings about abstinence
based on religious and moral beliefs. There are many good
and personal reasons to choose abstinence. For some it is
a way of life, while for others it is a temporary choice. Some
people choose abstinence because they want to:

» Wait until they are older

» Wait for a long-term relationship

* Avoid pregnancy or STIs

* Follow religious or cultural expectations

Fertility Awareness

Fertility awareness is a natural method of contraception
in which no contraceptive devices are used; instead, cer-
tain observations, techniques, and calculations are used to
determine the “fertile” and the “safe” periods in a monthly
menstrual cycle. There are normal physiologic changes
caused by hormonal fluctuations during the menstrual
cycle that can be observed and charted. This information
can be used to avoid or promote pregnancy. Fertility
awareness methods rely upon the following assumptions:

* A single ovum is released from the ovary 14 days
before the next menstrual period. It lives approximately
24 hours.

e Sperm can live up to 5 days after intercourse. The
“unsafe period” during the menstrual cycle is thus
approximately 6 days: 3 days before and 3 days after
ovulation. Since bodily changes start to occur before
ovulation, the woman can become aware of them and
not have intercourse on these days or use another
method to prevent pregnancy.

¢ The exact time of ovulation cannot be determined, so
2 to 3 days are added to the beginning and end to
avoid pregnancy.

Techniques used to determine fertility include the cer-
vical mucus ovulation method, the basal body temperature
(BBT) method, and the symptothermal method (Hatcher
et al., 2004). Fertility awareness methods are moderately
effective but are very unforgiving if not carried out as pre-
scribed: not following the guidelines might cause a 27%
failure or pregnancy rate per cycle (Murphy, Morgan &
Likis, 2006). Fertility awareness can be used in combina-
tion with coital abstinence or barrier methods during fer-
tile days if pregnancy is not desired.

Cervical Mucus Ovulation Method

The cervical mucus ovulation method is used to assess
the character of the cervical mucus. Cervical mucus
changes in consistency during the menstrual cycle and
plays a vital role in fertilization of the egg. In the days pre-
ceding ovulation, fertile cervical mucus helps draw sperm
up and into the fallopian tubes, where fertilization usually
takes place. It also helps maintain the survival of sperm.

As ovulation approaches, the mucus becomes more abun-
dant, clear, slippery, and smooth; it can be stretched be-
tween two fingers without breaking. Under the influence
of estrogen, this mucus looks like egg whites. It is called
spinnbarkeit mucus (Fig. 4.5). After ovulation, the cervi-
cal mucus becomes thick and dry under the influence of
progesterone.

The cervical position can also be assessed to confirm
changes in the cervical mucus at ovulation. Near ovula-
tion, the cervix feels soft and is high/deep in the vagina,
the os is slightly open, and the cervical mucus is copious
and slippery (Hatcher et al., 2004).

This method works because the woman becomes
aware of her body changes that accompany ovulation.
When she notices them, she abstains from sexual inter-
course or uses another method to prevent pregnancy.
Each woman is an individual, so each woman’s unsafe
time of the month is unique and thus must be individu-
ally assessed and determined.

Basal Body Temperature

The basal body temperature (BBT) refers to the low-
est temperature reached upon wakening. The woman
takes her temperature orally before rising and records it
on a chart. Preovulation temperatures are suppressed
by estrogen, whereas postovulation temperatures are
increased under the influence of heat-inducing proges-
terone. Temperatures typically rise within a day or two
after ovulation and remain elevated for approximately
2 weeks (at which point bleeding usually begins). If using
this method by itself, the woman should avoid unprotected
intercourse until the BBT has been elevated for 3 days.
Other fertility awareness methods should be used along
with BBT for better results (Fig. 4.6).

FIGURE 4.5 Spinnbarkeit is the ability of cervical mucus to
stretch a distance before breaking.
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FIGURE 4.6 Basal body temperature graph. (A) The
woman’s temperature dips slightly at midpoint in the
menstrual cycle, then rises sharply, an indication of ovu-
lation. Toward the end of the cycle (the 24th day), her
temperature begins to decline, indicating that proges-
terone levels are falling and that she did not conceive.
(B) The woman’s temperature rises at the midpoint in
the cycle and remains at that elevated level past the time
of her normal menstrual flow, suggesting that pregnancy
has occurred. (C) There is no preovulatory dip and no
rise of temperature anywhere during the cycle. This is
the typical pattern of a woman who does not ovulate.
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Symptothermal Method

The symptothermal method relies on a combination
of techniques to recognize ovulation, including BBT, cer-
vical mucus changes, alterations in the position and firm-
ness of the cervix, and other symptoms of ovulation, such
as increased libido, mittelschmerz, pelvic fullness or ten-
derness, and breast tenderness (Dirubbo, 2006). Com-
bining all these predictors increases awareness of when
ovulation occurs and increases the effectiveness of this
method. A home predictor test for ovulation is also avail-
able in most pharmacies. It measures LH levels to pin-
point the day before or the day of ovulation. These tests
are widely used for fertility and infertility regimens.

The Standard Days Method and the Two-Day Method

The Standard Days Method (SDM) and the Two-Day
Method are both natural methods of contraception de-
veloped by Georgetown University Medical Center’s In-
stitute for Reproductive Health. Both methods provide
women with simple, clear instructions for identifying fer-
tile days. Women with menstrual cycles between 26 and
32 days long can use the SDM to prevent pregnancy by
avoiding unprotected intercourse on days 8 through 19
of their cycles. An international clinical trial of the SDM
showed that the method is more than 95% effective when
used correctly (Sinai, Arevalo & Jennings, 2006). SDM
identifies the 12-day “fertile window” of a woman’s men-
strual cycle. These 12 days takes into account the life-
span of the women’s egg (about 24 hours) and the viability
of the sperm (about 5 days) as well as the variation in the
actual timing of ovulation from one cycle to another. For
the Two-Day Method, women observe the presence or
absence of cervical secretions by examining toilet paper
or underwear or by monitoring their physical sensations.
Every day, the woman asks two simple questions “Did I
note any secretions yesterday?” and “Did I note any se-
cretions today?” If the answer to either question is yes,
she considers herself fertile and avoids unprotected inter-
course. If the answers are no, she is unlikely to become
pregnant from unprotected intercourse on that day (Sinai,
Arevalo & Jennings, 2006).

To help women keep track of the days on which they
should avoid unprotected intercourse, a string of 32 color-
coded beads (CycleBeads) is used, with each bead rep-
resenting a day of the menstrual cycle. Starting with the
red bead, which represents the first day of her menstrual
period, the woman moves a small rubber ring one bead
each day. The brown beads are the days when pregnancy
is unlikely, and the white beads represent her fertile days
(Arevalo, 2007). This method has been used in under-
developed countries for women with limited educational
resources (Fig. 4.7).

Withdrawal (Coitus Interruptus)

In coitus interruptus, also known as withdrawal, a man
controls his ejaculation during sexual intercourse and ejac-
ulates outside the vagina. It is better known colloquially as
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If your period does
not start by the day
after you move the

bead, your cycle is
longer than 32 days.

ring to the last BROWN

The RED bead
marks the first day
of your menstrual period.
On the day your period
starts, move the ring to
the red bead. Continue
to move the ring one

bead each day.

The DARK BROWN bead helps you know if your cycle
is less than 26 days long. If your period starts before
you move the ring to the dark brown bead, your cycle
is shorter than 26 days.

[

All WHITE beads mark the
days when you are likely
you are not likely to to get pregnant. Do not
get pregnant if you have unprotected sex

have unprotected sex. on the white bead days
if you do not want
to get pregnant.

All BROWN beads
mark the days when

FiGure 4.7 CycleBeads help women use the Standard
Days Method.

“pulling out in time” or “being careful.” It is one of the
oldest and most widely used means of preventing preg-
nancy in the world (Murphy, Morgan & Likis, 2006). The
problem with this method is that the first few drops of the
true ejaculate contain the greatest concentration of sperm,
and if some pre-ejaculatory fluid escapes from the urethra
before orgasm, conception may result. This method re-
quires that the woman rely solely on the cooperation and
judgment of the man.

Lactational Amenorrhea Method
The lactational amenorrhea method (LAM) is an ef-
fective temporary method of contraception used by breast-
feeding mothers. Continuous breastfeeding can postpone
ovulation and thus prevent pregnancy. Breastfeeding stim-
ulates the hormone prolactin, which is necessary for milk
production, and also inhibits the release of another hor-
mone, gonadotropin, which is necessary for ovulation.
Breastfeeding as a contraceptive method can be effec-
tive for 6 months after delivery only if a woman:

* Has not had a period since she gave birth

* Breastfeeds her baby at least six times daily on both
breasts

* Breastfeeds her baby “on demand” at least every 4 hours

* Does not substitute other foods for a breast-milk meal

* Provides nighttime feedings at least every 6 hours

* Does not rely on this method after 6 months (Planned
Parenthood, 2007)

Barrier Methods
Barrier contraceptives are forms of birth control that pre-
vent pregnancy by preventing the sperm from reaching the

ovum. Mechanical barriers include condoms, diaphragms,
cervical caps, and sponges. These devices are placed over
the penis or cervix to physically obstruct the passage of
sperm through the cervix. Chemical barriers called spermi-
cides may be used along with mechanical barrier devices.
They come in creams, jellies, foam, suppositories, and vagi-
nal films. They chemically destroy the sperm in the vagina.
These contraceptives are called barrier methods because
they not only provide a physical barrier for sperm, but
also protect against STIs. Since the HIV/AIDS epidemic
started in the early 1980s, these methods have become
extremely popular.

Many of these barrier methods contain latex. Allergy
to latex was first recognized in the late 1970s, and since
then it has become a major health concern, with increasing
numbers of people affected. According to the American
Academy of Allergy, Asthma and Immunology (2007), 6%
of the general population, 10% of health care workers, and
50% of spina bifida patients are sensitive to natural rub-
ber latex. Since the late 1980s, with the establishment of
policies dictating barrier requirements resulting from the
HIV/AIDS epidemic, there has been an exponential in-
crease in the use of latex gloves and condoms (Lenehan,
2004). Teaching Guidelines 4.4 provides tips for individ-
uals with latex allergy.

TEACHING GUIDELINES 4.4

Tips for Individuals Allergic to Latex

» Symptoms of latex allergy include:
* Skin rash, itching, hives
¢ Itching or burning eyes
» Swollen mucous membranes in the genitals
 Shortness of breath, difficulty breathing, wheezing
* Anaphylactic shock (OSHA, 2006)

* Use of or contact with latex condoms, cervical caps,
and diaphragms is contraindicated for men and
women with a latex allergy.

o If the female partner is allergic to latex, have the male
partner apply a natural condom over the latex one.

o If the male partner experiences penile irritation after
condom use, try different brands or place the latex
condom over a natural condom.

* Use polyurethane condoms rather than latex ones.

 Use female condoms; they are made of polyurethane.

» Switch to another birth control method that isn’t
made with latex, such as oral contraceptives,
intrauterine systems, Depo-Provera, fertility
awareness, and other non-barrier methods.
However, these methods do not protect against
sexually transmitted infections.



Condoms
Condoms are barrier methods of contraceptives made
for both males and females. The male condom is made
from latex or polyurethane or natural membrane and may
be coated with spermicide. Male condoms are available
in many colors, textures, sizes, shapes, and thicknesses.
When used correctly, the male condom is put on over
an erect penis before it enters the vagina and is worn
throughout sexual intercourse (Fig. 4.8). It serves as a
barrier to pregnancy by trapping seminal fluid and sperm
and offers protection against STIs. Condoms are not per-
fect barriers, though, because breakage and slippage can
occur. In addition, the non-latex condoms have a higher
risk of pregnancy and STIs than latex condoms (Gallo,
Grimes, Lopez & Schultz, 2006).

The female condom is a polyurethane pouch inserted
into the vagina. It consists of an outer and inner ring that

CHAPTER 4 ComMmoN REPRODUCTIVE ISSUES 89

is inserted vaginally and held in place by the pubic bone.
Some women complain that the female condom is cum-
bersome to use and makes noise during intercourse. Fe-
male condoms are readily available, are inexpensive, and
can be carried inconspicuously by the woman. The female
condom was the first woman-controlled method that
offered protection against pregnancy and some STTs.

Diaphragm

The diaphragm is a soft latex dome surrounded by a
metal spring. Used in conjunction with a spermicidal
jelly or cream, it is inserted into the vagina to cover the
cervix (Fig. 4.9). The diaphragm may be inserted up to
4 hours before intercourse but must be left in place for
at least 6 hours afterwards. Diaphragms are available in
a range of sizes and styles. The diaphragm is available
only by prescription and must be professionally fitted by

== >
Vo .
'/. =T & \
— | |
Inner ring / \
Outer ring , !
";I ! '-I
N /
k> /
D

Ficure 4.8 (A) Male condom. (B) Applying a male condom. Leaving space at the tip helps
to ensure the condom will not break with ejaculation. (C) The female condom. (D) Insertion

technique.
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FIGURE 4.9 Sample diaphragm used for measuring.

a health care professional. Women may need to be refitted
with a different-sized diaphragm after pregnancy, abdomi-
nal or pelvic surgery, or weight loss or gain of 10 pounds or
more. As a general rule, diaphragms should be replaced
every 1 to 2 years (Female Contraception, 2006). The
woman also needs to receive thorough instruction about its
use and should practice putting it in and taking it out be-
fore she leaves the medical office (Fig. 4.10). Diaphragms
are user-controlled, nonhormonal methods that are needed
only at the time of intercourse, but they are not effective un-
less used correctly.

Cervical Cap

The cervical cap is smaller than the diaphragm and cov-
ers only the cervix; it is held in place by suction. Caps are
made from silicone or latex and are used with spermicide
(Fig. 4.11). The Prentif cap and the FemCap are the only
cervical cap devices approved in the United States cur-
rently (Gallo, Grimes & Schultz, 2006). The cap may be
inserted up to 12 hours before intercourse and provides
protection for 48 hours. The cap must be kept in the
vagina for 8 hours after the final act of intercourse and
should be replaced every 1 to 2 years. A refitting may
also be necessary when a women experiences pregnancy,
abortion, or weight changes. The dome of the cap is filled
about one-third full with spermicide. Spermicide should

" Inserting the
diaphragm

Positioning the
diaphragm

c ' P Removing the
diaphragm

FiGURe 4.10 Application of a diaphragm. (A) To insert, fold
the diaphragm in half, separate the labia with one hand,
then insert upwards and back into the vagina. (B) To posi-
tion, make certain the diaphragm securely covers the cervix.
(C) To remove, hook a finger over the top of the rim and
bring the diaphragm down and out.



FIGURE 4.11 A cervical cap is
placed over the cervix and used
with a spermicidal jelly, the
same as a diaphragm.

not be applied to the rim because it might interfere with
the seal that must form around the cervix. The cap is
available only by prescription and must be fitted by a
health care professional.

Contraceptive Sponge

The contraceptive sponge is a nonhormonal, non-
prescription device that includes both a barrier and a sper-
micide. When it was removed from the market in 1995, it
was the most popular over-the-counter female contracep-
tive in America (Brucker, 2006). The manufacturer,
Wyeth, stopped making the sponge rather than upgrade
its manufacturing plant after the FDA found deficiencies,
but the device’s effectiveness and safety were never ques-
tioned. After receiving re-approval from the FDA in 2005,
the contraceptive sponge is once again being marketed to
women.

The contraceptive sponge is a soft polyurethane con-
cave device that prevents pregnancy by covering the cervix
and releasing spermicide. While it was less effective than
several other methods and does not offer protection
against STTs, the sponge achieved a wide following among
women who appreciated the spontaneity with which it
could be used and its easy availability. To use the sponge,
the woman first wets it with water, then inserts it into the
vagina with a finger, using a cord loop attachment. It can
be inserted up to 24 hours before intercourse and should
be left in place for at least 6 hours following intercourse.
The sponge provides protection for up to 12 hours, but
should not be left in for more than 30 hours after inser-
tion to avoid the risk of toxic shock syndrome (Brucker,
2006). The sponge is a contraceptive method but does
not protect against ST1Is.
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Hormonal Methods

Several options are available to women who want long-
term but not permanent protection against pregnancy.
These methods of contraception work by altering the
hormones within a woman’s body. They rely on estrogen
and progestin or progestin alone to prevent ovulation.
When used consistently, these methods are a most reli-
able way to prevent pregnancy. Hormonal methods include
oral contraceptives, injectables, implants, vaginal rings,
and transdermal patches.

Oral Contraceptives

As early as 1937, scientists recognized that the injection
of progesterone inhibited ovulation in rabbits and pro-
vided contraception. Breakthrough bleeding was reported
in early clinical trials in women, and the role of estrogen
in cycle control was launched. This established the ratio-
nale for modern combination oral contraceptives (OCs)
that contain both estrogen and progesterone (Roederer,
Blackwell & Blenning, 2006). In 1960 the FDA approved
the first combination OC, Enovid-10 (150 mcg estrogen
and 9 mg progesterone), for use in the United States.
Today, nearly 50 combination OCs are available in the
United States. The most notable change in over 40 years
of OC improvement has been the lowering of the estro-
gen dose to as low as 20 mcg and the introduction of new
progestins.

Oral contraceptives are the most popular method
of nonsurgical contraception, used by approximately
18 million women in the United States (Dirubbo, 2006)
(Fig. 4.12). Unlike the original OCs that women took
decades ago, the new low-dose forms carry fewer health
risks.

OCs, while most commonly prescribed for contracep-
tion, have long been used in the management of a wide
range of conditions and have many health benefits, such as:

* Reduced incidence of ovarian and endometrial cancer
e Prevention and treatment of endometriosis
e Decreased incidence of acne and hirsutism

gx‘s'ﬂ:ﬁ"‘ui

FiGure 4.12 Oral contraceptive.
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* Decreased incidence of ectopic pregnancy

* Decreased incidence of acute PID

* Reduced incidence of fibrocystic breast disease

» Decreased perimenopausal symptoms

* Increased menstrual cycle regularity

» Lower incidence of colorectal cancer

* Reduced iron-deficiency anemia by treating menorrhagia

* Reduced incidence of dysmenorrhea (Roederer,
Blackwell & Blenning, 2006)

OCs work primarily by suppressing ovulation by
adding estrogen and progesterone to a woman’s body,
thus mimicking pregnancy. This hormonal level stifles
gonadotropin-releasing hormone (GnRH), which in turn
suppresses FSH and LH and thus inhibits ovulation.
Cervical mucus also thickens, which hinders sperm trans-
port into the uterus. Implantation is inhibited by suppres-
sion of the maturation of the endometrium and alterations
of uterine secretions (Trussell, 2004).

The combination pills are prescribed as monophasic
pills, which deliver fixed dosages of estrogen and progestin,
or as multiphasic ones. Multiphasic pills (e.g., biphasic
and triphasic OCs) alter the amount of progestin and es-
trogen within each cycle. To maintain adequate hormonal
levels for contraception and enhance compliance, OCs
should be taken at the same time daily.

OC:s that contain progestin only are called minipills.
They are prescribed for women who cannot take estro-
gen. They work primarily by thickening the cervical mucus
to prevent penetration of the sperm and make the en-
dometrium unfavorable for implantation. Progestin-only
pills must be taken at a certain time every 24 hours. Break-
through bleeding and a higher risk of pregnancy have made
these OCs less popular than combination OCs (Mishell
et al., 2007).

Extended OC regimens have been used for the man-
agement of menstrual disorders and endometriosis for
years but now are attracting wider attention. Surveys ask-
ing women about their willingness to reduce their men-
strual cycles from 12 to 4 annually were returned with a
resounding “yes!” (Archer, 2006). Recent studies con-
firm that the extended use of active OC pills carries the
same safety profile as the conventional 28-day regimens
(Anderson et al., 2006; Edelman et al., 2006; Grimes,
2006). The extended regimen consists of 84 consecutive
days of active combination pills, followed by 7 days of
placebo. The woman has four withdrawal-bleeding
episodes a year. Seasonale, a combination OC, is on the
market for women who choose to reduce the number of
periods that they have. There is no physiologic require-
ment for cyclic hormonal withdrawal bleeds while taking
OCs (Wysocki, 2007).

The balance between the benefits and the risks of
OCs must be determined for each woman when she is
being assessed for this type of contraceptive. It is a highly
effective contraceptive when taken properly but can ag-

gravate many medical conditions, especially in women
who smoke. Comparison Chart 4.2 lists advantages and
disadvantages of OCs. A thorough history and pelvic ex-
amination, including a Pap smear, must be completed
before the medication is prescribed and yearly thereafter.
Women should also be counseled that the effectiveness of
OCs is decreased when the woman is taking antibiotics;
thus, the woman will need to use an alternative or sec-
ondary method during this period to prevent pregnancy.

Nurses need to provide OC users with a great deal of
education before they leave the health care facility. They
need to be able to identify early signs and symptoms that
might indicate a problem.

» Take NOTE!

The mnemonic “ACHES” can help women
remember the early warning signs that
necessitate a return to the health care provider (Box 4.6).

Injectable Contraceptives
The Lunelle injection is a long-term reversible contra-
ceptive for women. It contains the same hormones as the

COMPARISON CHART 4.2 ADVANTAGES AND
DISADVANTAGES OF
ORAL CONTRACEPTIVES

Advantages

Disadvantages

Regulate and shorten
menstrual cycle

Decrease severe cramp-
ing and bleeding

Reduce anemia

Reduce ovarian and
colorectal cancer risk

Decrease benign breast
disease

Reduce risk of endome-
trial cancer

Improve acne

Minimize perimenopausal
symptoms

Decrease incidence of
rheumatoid arthritis

Improve PMS symptoms

Protect against loss of
bone density

Offer no protection against
STlis

Pose slightly increased risk
of breast cancer

Modest risk for vein throm-
bosis and pulmonary
emboli

Increased risk for migraine
headaches

Increased risk for myocardial
infarction, stroke, and
hypertension for women
who smoke

May increase risk of
depression

User must remember to take
pill daily
High cost for some women

Source: Dirubbo, 2006



‘HWWHWHWM Early Signs of Complications

for OC Users

A: Abdominal pain may indicate liver or gallbladder
problems.

C: Chest pain or shortness of breath may indicate a
pulmonary embolus.

H: Headaches may indicate hypertension or impending
stroke.

E: Eye problems might indicate hypertension or an
attack.

S: Severe leg pain may indicate a thromboembolic
event

Source: Courtney, 2006.

combination OCs. It is administered once every 28 to
33 days by intramuscular injection. It provides immediate,
very effective contraception if given within 5 days after
the last normal menses. Its mechanism of action, contra-
indications, and side effects are similar to those of OCs
(Murphy, Morgan & Likis, 2006).

Depo-Provera is the trade name for an injectable
form of a progesterone-only contraceptive given every
12 weeks. Depo-Provera works by suppressing ovulation
and the production of FSH and LLH by the pituitary gland,
by increasing the viscosity of cervical mucus and causing
endometrial atrophy. A single injection of 150 mg into
the buttocks acts like other progestin-only products to
prevent pregnancy for 3 months at a time (Fig. 4.13). The
primary side effect of Depo Provera is menstrual cycle
disturbance.

Recent clinical studies have raised concerns about
whether Depo-Provera reduces bone mineral density.
This evidence has prompted the manufacturer and the
FDA to issue a warning about the long-term use of Depo-
Provera and bone loss (Robinson, 2005). It is not entirely
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clear if this loss in bone mineral density is reversible be-
cause there haven’t been any long-term prospective stud-
ies in current and past users.

Transdermal Patches

A transdermal patch, Ortho Evra, is also available. It
is a matchbox-sized patch containing hormones that are
absorbed through the skin when placed on the lower
abdomen, upper outer arm, buttocks, or upper torso
(avoiding the breasts). The patch is applied weekly for
3 weeks, followed by a patch-free week during which
withdrawal bleeding occurs. The patch delivers continu-
ous levels of progesterone and estrogen. Transdermal ab-
sorption allows the drug to enter the bloodstream directly,
avoiding rapid inactivation in the liver known as first-pass
metabolism. Since estrogen and progesterone are metab-
olized by liver enzymes, avoiding first-pass metabolism
was thought to reduce adverse effects. However, recent
evidence suggests that the risk of venous thrombosis and
embolism is increased with the patch (Courtney, 2006).
Additional studies are underway to understand the clin-
ical significance of these latest findings, but in the in-
terim nurses need to focus on ongoing risk assessment
and should be prepared to discuss current research find-
ings with clients.

Compliance with combination contraceptive patch
use has been shown to be significantly greater than com-
pliance with OCs (Graziottin, 2006). The patch provides
combination hormone therapy with a side effect profile
similar to that of OCs. The manufacturer is currently eval-
uating extended regimens for the patch (Stewart et al.,
2006) (Fig. 4.14).

Vaginal Rings

The contraceptive vaginal ring, NuvaRing, is a flexible,
soft, transparent ring that is inserted by the user for a
3-week period of continuous use followed by a ring-free
week to allow withdrawal bleeding (Fig. 4.15). The ring
can be inserted by the woman and does not have to be

FIGURE 4.13 Injectable contraceptive.

FiGURE 4.14 Transdermal patch.
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FOR MORE INFORMA
VISIT OUR WEB SITE A
OR CALL 1-B77-NUVARING

NUVARING ¢\

etonogestrel/ethinyl estradiol vagnal nng)

FIGURE 4.15 Vaginal ring.

fitted. The woman compresses the ring and inserts it into
the vagina, behind the pubic bone, as far back as possible,
but precise placement is not critical. The hormones are
absorbed through the vaginal mucosa. It is left in place for
3 weeks and then removed and discarded. Effectiveness
and adverse events are similar to those seen with combi-
nation OCs. Clients need to be counseled regarding timely
insertion of the ring and what to do in case of accidental
expulsion. This device is also being tested for extended
regimens to reduce menstrual bleeding.

Implantable Contraceptives

The implant is a subdermal time-release method that
delivers synthetic progestin. Once in place, it delivers sev-
eral years of continuous, highly effective contraception.
Like progestin-only pills, implants act by inhibiting ovula-
tion and thickening cervical mucus so sperm cannot pen-
etrate. A single-rod progestin implant (Implanon) received
FDA approval in 2006 (Tolaymat & Kaunitz, 2007). The
side effects are also similar to progestin-only pills: irreg-
ular bleeding, headaches, weight gain, breast tenderness,
and depression. Fertility is restored quickly after it is re-
moved. Implants require a minor surgical procedure for

S

both insertion and removal. The implants don’t offer any
protection against STTs.

Intrauterine Systems

Intrauterine systems are small plastic T-shaped objects
that are placed inside the uterus to provide contraception
(Fig. 4.16). They prevent pregnancy by making the en-
dometrium of the uterus hostile to implantation of a fertil-
ized ovum by causing a nonspecific inflammatory reaction
(Hearton, 2006). Monthly periods become lighter, shorter,
and less painful, making this a useful method for women
with heavy, painful periods. Some implants may contain
copper or progesterone to enhance their effectiveness. One
or two attached strings protrude into the vagina so that the
user can check for placement.

Currently there are three intrauterine systems avail-
able in the United States: the copper ParaGard-T-380A;
Progestasert, a progesterone device; and the levonorgestrel
intrauterine system (LNG-IUS) Mirena, a levonorgestrel-
releasing device. The ParaGard-T-380A is approved for
10 years of use. The Progestasert may stay in place 1 year,
then must be removed and replaced. Mirena provides
intrauterine conception for up to 5 years. An advantage
of these hormonally impregnated intrauterine systems
is that they are relatively maintenance-free: users must
consciously discontinue using them to become pregnant
rather than making a daily decision to avoid conception
(French et al., 2006). Box 4.7 highlights warning signs of
complications.

Emergency Contraception

Unplanned pregnancy is a major health, economic, and
social issue for women. Approximately half of all un-
planned pregnancies end in abortion (CDC, 2006).
Emergency contraception (EC) reduces the risk of
pregnancy after unprotected intercourse or contraceptive
failure such as condom breakage (Lever, 2005). It is used
within 72 hours of unprotected intercourse to prevent
pregnancy. The sooner ECs are taken, the more effective

Drug reservoir
(progesterone)

Rate controlling
membrane

Monofilament
thread (string)

FIGURE 4.16 (A) Intrauterine system. (B) An IUS in place in the uterus.



ClUld7) Warnings for Intrautetine System
Users of Potential Complications

P: Period late, pregnancy, abnormal spotting
or bleeding
: Abdominal pain, pain with intercourse
Infection exposure, abnormal vaginal discharge
: Not feeling well, fever, chills
String length shorter or longer or missing

L Z =P

Source: Hatcher et al., 2004.

they are. They reduce the risk of pregnancy for a single
act of unprotected sex by almost 80% (Cheng et al.,
2006). The methods available in the United States are
progestin-only OCs, combination OCs, EC kit (Plan B)
(Fig. 4.17), or insertion of a copper-releasing intrauter-
ine system up to 7 days after unprotected intercourse
(Lever, 2005). The FDA recently approved Plan B (levo-
norgestrel) to be sold over the counter to women aged 18
and olders; it is still available by prescription to women
younger than 18 years (U.S. Food & Drug Administra-
tion, 2006). Table 4.5 lists recommended oral medica-
tion and intrauterine regimens.
Prime points to stress concerning ECs are:

* ECs do not offer any protection against STIs or future
pregnancies.

* ECs should not be used in place of regular birth con-
trol, as they are less effective.

* ECs are regular birth control pills given at higher
doses and more frequently.

* ECs are contraindicated during pregnancy because
they are considered to be teratogenic (Ravin, 2006).

TABLE 4.5

First Dose

Product

(Within 72 Hours)
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FiGurRe 4.17 Emergency contraceptive Kkit.

Contrary to popular belief, ECs do not induce abor-
tion and are not related to mifepristone or RU-486, the
so-called abortion pill approved by the FDA in 2000.
Mifepristone chemically induces abortion by blocking the
body’s progesterone receptors, which are necessary for
pregnancy maintenance. ECs simply prevent embryo cre-
ation and uterine implantation from occurring in the first
place. There is no evidence that ECs have any effect on
an already-implanted ovum. The side effects are nausea
and vomiting.

Sterilization

Sterilization is an attractive method of contraception for
those who are certain they do not want any, or any more,
children. Sterilization refers to surgical procedures in-
tended to render the person infertile. It is one of the most
popular methods of contraception in the United States
and worldwide (Swica & Westhoff, 2006). More women
than men undergo surgical sterilization. According to the

EMERGENCY CONTRACEPTION (EC) OPTIONS

Second Dose
(Taken 12 Hours Later)

Combined OCs

Preven 2 tablets 2 tablets

Ovral

Lo/Ovral, Nordette 4 tablets 4 tablets
Levlen, TriLevlen

Triphasil

Progestin-Only OCs

Ovrette 20 tablets 20 tablets

Plan B 1 tablet 1 tablet

Intrauterine Devices
Copper-containing IUD
such as Paragard-

T-380A

Inserted within 7 days
after unprotected
sexual episode

Can be left in for long-term
contraception
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CDC, approximately 18% of women undergo female
sterilization in comparison to 7% of men in the United
States (CDC, 2006). Sterilization should be considered
a permanent end to fertility because reversal surgery is
difficult, expensive, and not highly successful.

Tubal Ligation

Tubal ligation, the sterilization procedure for women,
can be performed postpartum, after an abortion, or as an
interval procedure unrelated to pregnancy. A laparoscope
is inserted through a small subumbilical incision to provide
a view of the fallopian tubes. They are grasped and sealed
with a cauterizing instrument or with rings, bands, or clips
or cut and tied (Fig. 4.18).

A new approach used to visualize the fallopian tubes
is through the cervix instead of the abdominal incision.
This procedure, called transcervical sterilization, offers
several advantages over conventional tubal ligation: gen-
eral anesthesia and incisions are not needed, thereby in-
creasing safety, lowering costs, and improving access to
sterilization. A tiny coil (Essure) is introduced and re-
leased into the fallopian tubes through the cervix. The
coil promotes tissue growth in the fallopian tubes, and
over a period of 3 months, this growth blocks the tubes
(Valle, 2006). This less-invasive technique has become
increasingly popular.

Vasectomy

Male sterilization is accomplished with a surgical procedure
known as a vasectomy. It is usually performed under local
anesthesia in an urologist’s office, and most men can return
to work and normal activities in a day or two. The proce-
dure involves making a small incision into the scrotum
and cutting the vas deferens, which carries sperm from the
testes to the penis (Fig. 4.19). After vasectomy, semen no
longer contains sperm. This is not immediate, though, and
the man must submit semen specimens for analysis until
two specimens show that no sperm is present. When the
specimen shows azoospermia, the man’s sterility is then
confirmed (Dassow & Bennett, 2006).

Ficure 4.18 Laparoscopy for tubal
sterilization.

Nursing Management of the Woman
Choosing a Contraceptive Method

The choice of a contraceptive method is a very personal
one involving many factors. What makes a woman choose
one contraceptive method over another? In making con-
traceptive choices, couples must balance their sexual

>
w
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FIGURE 4.19 Vasectomy. (A) Site of vasectomy incisions.
(B) The vas deferens is cut with surgical scissors. (C) Cut
ends of the vas deferens are cauterized to ensure blockage of
the passage of sperm. (D) Final skin suture.



lives, their reproductive goals, and each partner’s health
and safety. The search for a choice that satisfies all three
objectives is challenging. A method that works for a sex-
ually active teenage girl may not meet her needs later in
life. Several considerations influence a person’s choice of
contraceptives:

* Motivation

* Cost

* Cultural and religious beliefs (Box 4.8)
» Convenience

* Effectiveness

* Side effects

* Desire for children in the future
* Safety of the method

» Comfort level with sexuality

* Protection from STTIs

¢ Interference with spontaneity

If a contraceptive is to be effective, the woman must
understand how it works, must be able to use it correctly
and consistently, and must be comfortable and confi-
dent with it. If a patient cannot comply with taking a pill
daily, consider a method used once a week (transdermal
patches), once every 3 weeks (transvaginal ring), or once
every 3 months (Depo-Provera injection). Another option
may be a progesterone intrauterine device that lasts 3 to
5 years and reduces menstrual flow significantly.

Regardless of which method is chosen, the client’s
needs should be paramount in the discussion. The nurse
can educate clients about which methods are available
and their advantages and disadvantages, efficacy, cost, and
safety. Counseling can help the woman choose a contra-

CLETED Selected Religious Choices for
Family Planning and Abortion

* Roman Catholic—Abstinence and natural family
planning; no abortion

¢ Judaism—Family planning and abortion accepted in
first trimester

¢ Islam—Family planning accepted; abortion only for
serious reasons

* Protestant Christianity—Firmly in favor of family
planning; mixed on abortion

» Buddhism—Long experience with family planning
and abortion

* Hinduism—Accept both family planning and abortion

* Native American religions—Accept both family
planning and abortion

 Chinese religions—Taoism and Confucianism
accept both

Source: Maguire, 2004.
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ceptive method that is efficacious and fits her preferences
and lifestyle.

Nursing Assessment
When assessing which contraceptive method might meet
the client’s needs, the nurse might ask:

* Do your religious beliefs interfere with any methods?

» Will this method interfere with your sexual pleasure?

* Are you aware of the various methods currently
available?

* Is cost a major consideration, or does your insurance
cover it?

* Does your partner influence which method you
choose?

* Have you heard anything troubling about any of
the methods?

* How comfortable are you touching your own body?

» What are your future plans for having children?

Although deciding on a contraceptive is a very per-
sonal decision between a woman and her partner, nurses
can assist in this process by performing a complete health
history and physical examination, and by educating the
woman and her partner about necessary laboratory and
diagnostic testing. Areas of focus during the nursing as-
sessment are as follows:

* Medical history: smoking status, cancer of reproductive
tract, diabetes mellitus, migraines, hypertension,
thromboembolic disorder, allergies, risk factors for
cardiovascular disease

* Family history: cancer, cardiovascular disease, hyper-
tension, stroke, diabetes

* OB/GYN history: menstrual disorders, current
contraceptive, previous STIs, PID, vaginitis, sexual
activity

* Personal history: use of tampons and female hygiene
products, plans for childbearing, comfort with touching
herself, number of sexual partners and their involvement
in the decision

» Physical examination: height, weight, blood pres-
sure, breast examination, thyroid palpation, pelvic
examination

* Diagnostic testing: urinalysis, complete blood count,
Pap smear, wet mount to check for STIs, HIV/AIDS
tests, lipid profile, glucose level

Figure 4.20 shows an example of a family planning
flow record that can be used during the assessment. After
collecting the assessment data above, consider the med-
ical factors to help decide if she is a candidate for all
methods or whether some should be eliminated. For ex-
ample, if she reports she has multiple sex partners and has
a lengthy history of various pelvic infections, she would
not be a good candidate for an intrauterine system, based
on her infection history. Barrier methods (male or female
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Name:

FAMILY PLANNING FLOW (VISIT) RECORD ID #:
Date of Birth:

Date: Date:

Current Method

Reason for Visit

LMP

SUBJECTIVE DATA Pt. Comments Pt. Comments

Severe headaches

Depression

Visual abnormalities

Dyspnea/chest pain

Breast changes

SBE

Abdominal pain

Nausea and vomiting

Dysuria/frequency

Menstrual irregularities

Vaginal discharge/infections

Leg pain

Surgery, injury, infections, or
serious illness since last visit

Allergic reaction

Pregnancy plans

Other

OBJECTIVE DATA Weight B.P. Weight B.P.

Other

Lab

ASSESSMENT

Check here if assessment
continues on progress notes (0] (0]

PLAN

Type of contraceptive given

COUNSELING/EDUCATION

Next appointment

SIGNATURE/TITLE

SIGNATURE/TITLE

O =normal v/ = abnormal

FIGURE 4.20 Family planning flow (visit) record.



condoms) of contraception might be recommended to
this client to offer protection against ST1Is.

Nursing Diagnoses

A few nursing diagnoses that might be appropriate based
on the nurse’s assessment during the decision-making
process include:

* Deficient knowledge related to:
* Methods available
* Side effects/safety
 Correct use of method chosen
* Previous myths believed
* Risk for infection related to:
* Unprotected sexual intercourse
* Past history of STIs
* Methods offering protection

Nursing diagnoses applicable to the contraceptive
would be:

» Health-seeking behaviors related to:
* Perceived need for limiting number of children
 Overall health relative to contraceptives
* Risk for ineffective health maintenance related to:
* Not being familiar with the various contraceptive
methods
* Being unaware of high-risk sexual behavior leading
to STIs
* Fear related to:
* Not understanding the correct procedure to use
* Unintended pregnancy occurring if not used correctly
* General health concerning the long-term side effects

Nursing Interventions
Contraception is an important issue for all couples, and
the method used should be decided by the woman and
her partner jointly. Facilitate this process by establishing
a trusting relationship with the client and by providing
unbiased, accurate information about all methods avail-
able. As a nurse, reflect honestly on your feelings towards
contraceptives while allowing the client’s feelings to be
central. Be aware of the practical issues involved in con-
traceptive use, and avoid making assumptions, making
decisions on the woman’s behalf, and making judgments
about her and her situation. To do so, it is important to
keep up to date on the latest methods available and con-
vey this information to clients. Encourage female clients
to take control of their lives by sharing information that
allows them to plan their futures.

The following guidelines are helpful in counseling
and educating the client or couple about contraceptives:

* Encourage the client/couple to participate in choosing
a method.

* Provide client education. The client/couple must be
informed users before the method is agreed upon.
Education should be targeted to the client’s level so it
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is understood. Provide step-by-step teaching and an
opportunity for practice for certain methods (cervical
caps, diaphragms, vaginal rings, and condoms). See
Teaching Guidelines 4.5 and Figure 4.21.

* Obtain written informed consents, which are needed
for intrauterine systems, implants, abortion, or steriliza-
tion. Informed consent implies that the client is making
a knowledgeable, voluntary choice; has received com-
plete information about the method, including the risks;
and is free to change her mind before using the method
or having the procedure (Youngkin & Davis, 2004).

* Discuss contraindications for all selected contraceptives.

 Consider the client’s cultural and religious beliefs
when providing care.

* Address myths and misperceptions about the methods
under consideration in your initial discussion of
contraceptives.

It is also important to clear up common misconcep-
tions about contraception and pregnancy. Clearing up
misconceptions will permit new learning to take hold and
a better client response to whichever methods are explored
and ultimately selected. Some common misconceptions
include:

* Breastfeeding protects against pregnancy.

* Pregnancy can be avoided if the male partner “pulls
out” before he ejaculates.

* Pregnancy can’t occur during menses.

* Douching after sex will prevent pregnancy.

* Pregnancy won’t happen during the first sexual
experience.

 Taking birth control pills protects against STTs.

» The woman is too old to get pregnant.

* Irregular menstruation prevents pregnancy.

When discussing in detail each method of birth con-
trol, focus on specific information for each method out-
lined. Include information such as how this particular
method works to prevent pregnancy under normal cir-
cumstances of use; the noncontraceptive benefits to over-
all health; advantages and disadvantages of all methods;
the cost involved for each particular method; danger
signs that need to be reported to the health care provider;
and the required frequency of office visits needed for the
particular method.

In addition, outline factors that place the client at
risk for method failure. There are several reasons why
there are contraceptive failures. Use Table 4.6 to pro-
vide patient education concerning a few of the reasons
for contraceptive failure. Help clients who have chosen
abstinence or fertility awareness methods to define the
sexual activities in which they want and don’t want to par-
ticipate. This helps them set sexual limits or boundaries.
Help them to develop communication and negotiation
skills that will allow them to be successful. Supporting,
encouraging, and respecting a couple’s choice of absti-
nence is vital for nurses.
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TEACHING GUIDELINES 4.5

Tips for Cervical Caps, Diaphragms, Vaginal Rings, and Condoms

Cervical Cap Insertion/Removal Technique

« It is important to be involved in the fitting process.

» To insert the cap, pinch the sides together, com-
press the cap dome, insert into the vagina, and
place over the cervix.

» Use one finger to feel around the entire circumfer-
ence to make sure there are no gaps between the
cap rim and the cervix.

* After a minute or two, pinch the dome and tug gen-
tly to check for evidence of suction. The cap should
resist the tug and not slide off easily.

» To remove the cap, press the index finger against
the rim and tip the cap slightly to break the suction,
and gently pull out the cap.

* The woman should practice inserting and removing
the cervical cap three times to validate her profi-
ciency with this device.

Client teaching and counseling regarding the cervical
cap

* Fill the dome of the cap up about one-third full with
spermicide cream or jelly. Do not apply spermicide
to the rim, since it may interfere with the seal.

» Wait approximately 30 minutes after insertion be-
fore engaging in sexual intercourse to be sure that a
seal has formed between the rim and the cervix.

 Leave the cervical cap in place for a minimum of
6 hours after sexual intercourse. It can be left in
place for up to 48 hours without additional spermi-
cide being added.

* Do not use during menses due to the potential for
toxic shock syndrome. Use an alternative method
such as condoms during this time.

* Inspect the cervical cap prior to insertion for cracks,
holes, or tears.

* After using the cervical cap, wash it with soap and
water, dry thoroughly, and store in its container.

Diaphragm Insertion/Removal Technique

» Always empty the bladder prior to inserting the
diaphragm.

¢ Inspect diaphragm for holes or tears by holding it
up to a light source, or fill it with water and check
for a leak.

* Place approximately a tablespoon of spermicidal
jelly or cream in the dome and around the rim of
the diaphragm.

» The diaphragm can be inserted up to 6 hours prior
to intercourse.

* Select the position that is most comfortable for

insertion:

» Squatting

* Leg up, raising the nondominant leg up on a low
stool

* Reclining position, lying on her back in bed

« Sitting forward on the edge of a chair

* Hold the diaphragm between the thumb and fingers
and compress it to form a “figure-eight” shape.

¢ Insert the diaphragm into the vagina, directing it
downward as far as it will go.

* Tuck the front rim of the diaphragm behind the
pubic bone so that the rubber hugs the front wall of
the vagina.

¢ Feel for the cervix through the diaphragm to make
sure it is properly placed.

* To remove the diaphragm, insert the finger up and
over the top side and move slightly to the side,
breaking the suction.

¢ Pull the diaphragm down and out of the vagina.

Client Teaching and Counseling Regarding

the Diaphragm

* Avoid the use of oil-based products such as baby
oil, since this may weaken the rubber.

* Wash the diaphragm with soap and water after use
and dry thoroughly.

* Place the diaphragm back into the storage case.

* The diaphragm may need to be refitted after weight
loss or gain or childbirth.

* Diaphragms should not be used by women with
latex allergies.

Vaginal Ring Insertion/Removal Technique
and Counseling

* Each ring is used for one menstrual cycle, which
consists of 3 weeks of continuous use followed by a
ring-free week to allow for menses.

* No fitting is necessary—one size fits all.

* The ring is compressed and inserted into the vagina,
behind the pubic bone, as far back as possible.

* Precision placement is not essential.

» Backup contraception is needed for 7 days if the
ring is expelled for more than 3 hours during the
3-week period of continuous use.

* The vaginal ring is left in place for 3 weeks, then
removed and discarded.

* The vaginal ring is not recommended for women
with uterine prolapse or lack of vaginal muscle tone
(Youngkin & Davis, 2004).

(continued)
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Tips for Cervical Caps, Diaphragms, Vaginal Rings, and Condoms (continued)

Male Condom Insertion/Removal Technique
and Counseling

* Always keep the condom in its original package
until ready to use.

« Store in a cool, dry place.

* Spermicidal condoms should be used if available.

* Check expiration date before using.

» Use a new condom for each sexual act.

* Condom is placed over the erect penis prior to
insertion.

¢ Place condom on the head of the penis and unroll it
down the shaft.

* Leave a half-inch of empty space at the end to
collect ejaculate.

* Avoid use of oil-based products, because they may
cause breakage.

» After intercourse, remove the condom while the
penis is still erect.

* Discard condom after use.

After clients have chosen a method of contraception,
it is important to address the following:

* Emphasize that a second method to use as a backup is
always needed.

* Provide both oral and written instructions on the
method chosen.

* Discuss the need for STI protection if not using a
barrier method.

 Inform the client about the availability of ECs.

FIGURE 4.21 The nurse demonstrates insertion of a vaginal ring
during client teaching.

Female Condom Insertion/Removal Technique
and Counseling

* Practice wearing and inserting prior to first use with
sexual intercourse.

* Condom can be inserted up to 8 hours before
intercourse.

* Condom is intended for one-time use.

¢ It can be purchased over the counter—one size
fits all.

* Avoid wearing rings to prevent tears; long finger-
nails can also cause tears.

* Spermicidal lubricant can be used if desired.

¢ Insert the inner ring high in the vagina, against
the cervix.

¢ Place the outer ring on the outside of the vagina.

* Make sure the erect penis is placed inside the
female condom.

* Remove the condom after intercourse. Avoid
spilling the ejaculate.

Abortion

Abortion is defined as the expulsion of an embryo or
fetus before it is viable (Alexander et al., 2007). Abortion
can be a medical or surgical procedure. The purpose of
abortion is to terminate a pregnancy. Surgical abortion is
the most common procedure performed in the United
States (approximately 1.6 million annually) and might be
the most common surgical procedure in the world (Sper-
off & Fritz, 2005). Both medical and surgical abortions
are safe and legal in the United States; an abortion is con-
sidered a woman’s constitutional right based on the fun-
damental right to privacy (Curlin et al., 2007).

Since the landmark U.S. Supreme Court decision
Roe v. Wade legalized abortion in 1973, debate has con-
tinued over how and when abortions are provided. Every
state has laws regulating some aspects of the provision
of abortion, and many have passed restrictions such as
parental consent or notification requirements, mandated
counseling and waiting periods, and limits on funding
for abortion. Each state addresses these matters inde-
pendently, and the laws that are passed or enforced are
a legislative decision and a function of the political sys-
tem. Although opponents of abortion continue to be
very much a part of the current debates, recently they
have refocused their attention on “regulation legisla-
tion” to reduce the number of abortions not medically
necessary.
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CONTRACEPTIVE PROBLEMS
AND EDUCATIONAL NEEDS

TABLE 4.6

B HEALTHY PEOPLE 2@ Z@ B |

Contraceptive Failure

Problem

Not following instructions
for use of contraceptive
correctly

Inconsistent use of
contraceptive

Client Education Needed

Take pill the same time
every day.

Use condoms properly
and check condition
before using.

Make sure diaphragm or
cervical cap covers
cervix completely.

Check IUD for placement
monthly.

Contraceptives must be
used regularly to

Objective

Significance

Reduce pregnancies among
adolescent females.

Increase the proportion of
sexually active, unmarried
adolescents age 15-17 years
who use contraception that
both effectively prevents
pregnancy and provides
barrier protection against
disease.

Increase the proportion
of young adults who have
received formal instruction
before turning age 18 years
on reproductive health

Would reduce number of un-
planned pregnancies and girls not
finishing their education. This
would in turn reduce the number
of single parents on state financial
assistance.

Awareness of contraceptive
methods brings about better
compliance and prevention of
unintended pregnancies in this
age group.

achieve maximum
effectiveness.

All it takes is one unpro-
tected act of sexual
intercourse to become
pregnant.

2% to 5% of condoms will
break or tear during use.

Condom broke during sex Check expiration date.

Store condoms properly.

Use only a water-based
lubricant.

Watch for tears caused by
long fingernails.

Use spermicides to
decrease possibility
of pregnancy if failure
occeurs.

Use alternative methods
during the antibiotic
therapy, plus 7 addi-
tional days. Implement
on day 1 of taking
antibiotics.

Use of antibiotics or other
herbs taken with OCs

Belief that you can’t get
pregnant during
menses or that it is
safe “just this one time”

It may be possible to
become pregnant on
almost any day of the
menstrual cycle.

Surgical Abortion

Surgical abortion is usually carried out by vacuum aspi-
ration or suction curettage. It is an ambulatory procedure
done under local anesthesia. The cervix is dilated prior to
surgery and then the products of conception are removed
by suction evacuation. The uterus may gently be scraped
by curettage to make sure that it is empty. The entire pro-
cedure lasts about 10 minutes.

issues, including all of the
following topics: birth
control methods, safer sex
to prevent HIB, prevention
of sexually transmitted
disease, and abstinence.

Reduce AIDS and the number
of HIV infections among
adolescents and adults.

Reduce the number of HIV/AIDS
victims by using barrier methods
to prevent the transmission of
this fatal STI.

Reduce the number of women
with infertility issues secondary
to Chlamydia infections.

Reduce the proportion of
adolescents and young
adults with Chlamydia
trachomatis infections.

Medical Abortion

In a medical abortion, the woman takes certain medica-
tions to induce a miscarriage to remove the products of
conception. There are two methods currently used to ter-
minate a pregnancy during the first trimester. The first
method uses methotrexate (an antineoplastic agent) fol-
lowed by misoprostol (a prostaglandin agent) given as
a vaginal suppository or in oral form 3 to 7 days later.
Methotrexate induces abortion because of its toxicity to
trophoblastic tissue, the growing embryo. Misoprostol
works by causing uterine contractions, which helps to
expel the products of conception. This method is 90%
to 98% successful in completing an abortion (Hatcher
et al., 2004).

The second method used to induce first-trimester
abortions involves using mifepristone (a progesterone
antagonist) followed 48 hours later by misoprostol (a
prostaglandin agent), which causes contractions of the
uterus and expulsion of the uterine contents. Mifepris-
tone, the generic name for RU-486, is sold under the
brand names Mifeprex and Early Option. Mifepristone is



a potent oral anti-progestogen; it blocks the action of
progesterone that prepares the endometrium for implan-
tation and then maintains the pregnancy. This method is
95% effective when used within 49 days after the last
menstrual cycle (Hatcher et al., 2004).

Abortion is a very emotional, deeply personal issue.
Give support and accurate information. If for personal,
religious, or ethical reasons you feel unable to actively par-
ticipate in the care of a woman undergoing an abortion,
you still have the professional responsibility to ensure that
the woman receives the nursing care and help she requires.
This may necessitate a transfer to another area or a staffing
reassignment.

Menopause

The change of life. The end of fertility. The beginning of
freedom. Whatever people call it, menopause is a unique
and personal experience for every woman. Menopause
refers to the cessation of regular menstrual cycles. It is the
end of menstruation and childbearing capacity. The av-
erage age of natural menopause—defined as 1 year with-
out a menstrual period—is 51 years old (Alexander et al.,
2007). With current female life expectancy at 80, this
event comes in the middle of a woman’s adult life.

» Take NOTE!

Humans are virtually the only species to
outlive their reproductive capacities.

Menopause signals the end of an era for many women.
It concludes their ability to reproduce, and some women
find advancing age, altered roles, and these physiologic
changes to be overwhelming events that may precipitate
depression and anxiety (Kessenich, 2007). Menopause
does not happen in isolation. Midlife is often experienced
as a time of change and reflection. Change happens in
many arenas: children are leaving or returning home, em-
ployment pressures intensify as career moves or decisions
are required, elderly parents require more care or the
death of a parent may have a major impact, and partners
are retrenching or undergoing their own midlife crises.
Women must negotiate all these changes in addition to
menopause. Managing these stressful changes can be very
challenging for many women as they make the transition
into midlife.

A woman is born with approximately 500,000 ova,
but only 300 to 400 ever mature fully to be released dur-
ing the menstrual cycle. The absolute number of ova in
the ovary is a major determinant of fertility. Over the
course of her premenopausal life there is a steady decline
in the number of immature ova. No one understands this
depletion, but it does not occur in isolation. Maturing
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ova are surrounded by follicles that produce two major
hormones: estrogen, in the form of estradiol, and proges-
terone. The cyclic maturation of the ovum is directed by
the hypothalamus. The hypothalamus triggers a cascade
of neurohormones, which act through the pituitary and
the ovaries as a pulse generator for reproduction.

This hypothalamic-pituitary-ovarian axis begins to
break down long before there is any sign that menopause
is imminent. Some scientists believe that the pulse gen-
erator in the hypothalamus simply degenerates; others
speculate that the ovary becomes more resistant to the
pituitary hormone FSH and simply shuts down (Krantz,
2007b). The final act in this well-orchestrated process is
amenorrhea.

As menopause approaches, more and more of the
menstrual cycles become anovulatory. This period of time,
usually 2 to 8 years before cessation of menstruation, is
termed perimenopause (Manson, 2006). In perimeno-
pause, the ovary begins to sputter, producing irregular
and missed periods and an occasional hot flash. When
menopause finally appears, viable ova are gone. Estrogen
levels plummet by 90%, and estrone, produced in fat cells,
replaces estradiol as the body’s main form of estrogen.
The major hormone produced by the ovaries during the
reproductive years is estradiol; the estrogen found in
postmenopausal women is estrone. Estradiol is much
more biologically active than estrone (Krantz, 2007). In
addition, testosterone levels decrease with menopause.

Menopause, with its dramatic decline in estrogen,
affects not only the reproductive organs, but also other
body systems:

* Brain: hot flashes, disturbed sleep, mood and memory
problems

* Cardiovascular: lower levels of high-density lipoprotein
(HDL) and increased risk of cardiovascular disease

* Skeletal: rapid loss of bone density increases the risk of
osteoporosis

* Breasts: duct and glandular tissues are replaced by fat

» Genitourinary: vaginal dryness, stress incontinence,
cystitis

» Gastrointestinal: less calcium is absorbed from food,
increasing the risk for fractures

* Integumentary: skin becomes dry and thin, and collagen
levels decrease

* Body shape: more abdominal fat; waist size swells
relative to hips

Therapeutic Management

Menopause should be managed individually. In the past,
despite the wide diversity of symptoms and risks, the tra-
ditional reaction was to reach for the one-size-fits-all ther-
apy: hormone therapy. Today the medical community is
changing its thinking in light of the Women’s Health Ini-
tiative (WHI) study and the Heart and Estrogen/Progestin
Replacement Study Follow-Up (HERS II), which reported
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that long-term hormone therapy (HT) increased the risks
of heart attacks, strokes, and breast cancer; in short, the
overall health risks of HT exceeded the benefits (Writing
Group, 2002, p. 321). In addition, HT didn’t protect
against the development of coronary artery disease, nor
did it prevent the progression of coronary artery disease,
as it was previously touted to do (Shelby & O’Hair,
2007). As expected, the fallout from this study and others
forced practitioners to re-evaluate their usual therapies
and tailor treatment to each client’s history, needs, and
risk factors.

There is a universe of treatment options out there,
but factors in the client’s history should be the driving
force when determining therapy. Women need to edu-
cate themselves about the latest research findings and
collaborate with their health care provider on the right
menopause therapy. The following factors should be con-
sidered in management:

* HT is not indicated to treat or prevent cardiovascular
disease, according to WHI. Instead, consider lipid-
lowering agents and lifestyle changes if risk or disease
is present.

* HT should not be taken for more than 5 years for
vasomotor symptoms. Use the lowest dose possible
for any hormone therapy.

* HT is acceptable as long as there is a clear indication
for use, the woman is under medical supervision, and
she is aware of the risks and benefits (North American
Menopause Society, 2004).

* Consider nonhormonal therapies such as bisphospho-
nates and selective estrogen receptor modulators
(SERMs).

» Consider weight-bearing exercises, calcium, vitamin D,
smoking cessation, and avoidance of alcohol to treat or
prevent 0steoporosis.

* Annual breast examinations and mammograms are
essential.

* Local estrogen creams can be used for vaginal atrophy.

* Consider herbal therapies for symptoms (Krantz, 2007).

Although numerous symptoms have been attributed
to menopause (Box 4.9), some of them are more closely
related to the aging process than to estrogen deficiency.
A few of the more common menopausal conditions and
their management will be discussed.

Managing Hot Flashes and Night Sweats

Hot flashes and night sweats are classic signs of estrogen
deficiency and the predominant complaint of perimeno-
pausal women. A hot flash is a transient and sudden sen-
sation of warmth that spreads over the body, particularly
the neck, face, and chest. Hot flashes are caused by vaso-
motor instability. Nearly 85% of menopausal women ex-
perience them (Alexander et al., 2007). Hot flashes are an
early and acute sign of estrogen deficiency. These flashes

¢ 001D Common Symptoms of Menopause

» Hot flashes or flushes of the head and neck
* Dryness in the eyes and vagina

* Personality changes

» Anxiety and/or depression

* Loss of libido

» Weight gain and water retention
* Night sweats

* Fatigue

e Irritability

* Insomnia

» Stress incontinence

» Heart palpitations

Source: Chedraui et al., 2007.

can be mild or extreme and can last from 2 to 30 minutes
(Grady, 2006).

There are many options for treating hot flashes. Treat-
ment must be based on symptom severity, the client’s
medical history, and the client’s values and concerns.
Although the gold standard in the treatment of hot flashes
is estrogen, this is not recommended for all women. The
following are suggestions for the management of hot
flashes:

* Pharmacologic options

* HT unless contraindicated

» Androgen therapy (potentiates estrogen)

* Estrogen and androgen combinations

* Progestin therapy (Depo-Provera injection every
3 months)

* Clonidine (central alpha-adrenergic agonist) weekly
patch
* Neurontin (anti-seizure) decreased hot flashes
* Acupuncture reduced frequency of hot flashes

* Propranolol (beta-adrenergic blocker)

* Gabapentin (Neurontin): antiseizure drug

» SSRIs: venlafaxine (Effexor) and sertraline (Zoloft)
have shown promise

¢ Vitamin E: 100 mg daily (Rubin, 2007)

Lifestyle changes

* Lower room temperature; use fans.

» Wear clothing in layers for easy removal.

* Limit caffeine and alcohol intake.

* Drink 8 to 10 glasses of water daily.

 Stop smoking or cut back.

¢ Avoid hot drinks and spicy food.

» Take calcium (1,200 to 1,500 mg) and vitamin D
(400 to 600 IU).

* Try relaxation techniques, deep breathing, and
meditation.

* Exercise daily, but not just before bedtime.



* Maintain a healthy weight.
* Identify stressors and learn to manage them.
» Keep a diary to identify triggers of hot flashes.
* Alternative therapies
* Phytoestrogens: isoflavones, ligands, coumenstrols
* Black cohosh
* Chamomile: mild sedative to alleviate insomnia
* Unopposed transdermal progesterone
» Compounded bioidentical hormones
 Estrogen
* Progesterone
* Testosterone
* Dehydroepiandrosterone (DHEA)
* Pregnenolone (Campbell, 2006)
* Chasteberry (vitex): balances progesterone and estrogen
* Dong quai: acts as a form of phytoestrogen
* Ginseng: purported to improve memory
* St. John’s wort: reduces depression and fatigue
* Valerian root: induces sleep and relaxation (AAFP,
2006)

Many women are choosing alternative treatments for
managing menopausal symptoms. Because of their natu-
ral origin, women perceive that alternative treatments are
safer. The interest in phytoestrogens came about because
of the low prevalence of hot flashes in Asian women, which
was attributed to their diet being rich in phytoestrogens
(Manson, 2006). Recent studies have found that black co-
hosh, multibotanical herbs, and increased soy intake do
not reduce the frequency or severity of menopausal hot
flashes or night sweats (ACOG, 2005; Huntzinger, 2006;
Newton et al., 2006; Seppa, 2007). Other remedies for
easing menopausal symptoms might include red clover,
motherwort, ginseng, sarsaparilla root, valerian root,
L-tryptophan, calcium-magnesium, and kelp tablets (Haas,
2007). Again, research thus far has been skeptical about
their efficacy, but many women report they ease their
symptoms and their use has skyrocketed. While there
might be some benefits to their use, evidence of the effi-
cacy of alternative products in menopause is largely anec-
dotal. Small, preliminary clinical trials might demonstrate
the safety of some of the nonpharmacologic products.
Nurses should be aware of the purported action of these
agents as well as any adverse effects or drug interactions.

Managing Urogenital Changes
Menopause can be a physically and emotionally challeng-
ing time for women. In additional to the psychological
burden of leaving behind the reproductive phase of life
and the stigma of an “aging” body, sexual difficulties
due to urogenital changes plague most women but are
frequently not addressed.

Vaginal atrophy occurs during menopause because of
declining estrogen levels. These changes include thinning
of the vaginal walls, an increase in pH, irritation, increased
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susceptibility to infection, dyspareunia, loss of lubrication
with intercourse, vaginal dryness, and a decrease in sex-
ual desire related to these changes. Decreased estrogen
levels can also influence a woman’s sexual function as
well. Delayed clitoral reaction, decreased vaginal lubrica-
tion, diminished circulatory response during sexual stim-
ulation, and reduced contractions during orgasm have all
been linked to low estrogen levels (McKinney, 2007).
Management of these changes might include the use
of estrogen vaginal tablets (Vagifem) or Premarin cream;
Estring, an estrogen-releasing vaginal ring that lasts for
3 months; testosterone patches; and over-the-counter
moisturizers and lubricants (Astroglide). A positive outlook
on sexuality and a supportive partner are also needed to
make the sexual experience enjoyable and fulfilling.

» Take NOTE!

Sexual health is an important aspect of the
human experience. By keeping an open
mind, listening to women, and providing evidence-based
treatment options, the nurse can help improve quality
of life for menopausal women.

Preventing and Managing Osteoporosis
Women are greatly affected by osteoporosis after meno-
pause. Osteoporosis is a condition in which bone mass
declines to such an extent that fractures occur with mini-
mal trauma. Bone loss begins in the third or fourth decade
of a woman’s life and accelerates rapidly after menopause.
It affects 8 million women, with millions more at high risk
for developing it. This translates to 1 in 2 women over the
age of 50 having an osteoporosis-related fracture in their
lifetime (Alexander et al., 2007). This condition puts many
women into long-term care, with a resulting loss of inde-
pendence. Figure 4.22 shows the skeletal changes associ-
ated with osteoporosis.

Most women with osteoporosis don’t know they have
the disease until they sustain a fracture, usually of the wrist
or hip. Risk factors include:

* Increasing age
» Postmenopausal status without hormone replacement
e Small frame, thin-boned
» Caucasian or Asian
* Impaired eyesight
* Rheumatoid arthritis
» Family history of osteoporosis
* Sedentary lifestyle
* History of treatment with:
* Antacids with aluminum
* Heparin
* Steroids
* Thyroid replacement drugs
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FIGURE 4.22 Skeletal changes associated with
osteoporosis. (John Radcliffe Hospital/
Photo Researcher Inc.)

* Smoking and consuming alcohol

e Low calcium and vitamin D intake

» Excessive amounts of caffeine

* Anorexia nervosa or bulimia (Hansberger, 2007)

Screening tests to measure bone density are not good
predictors for young women who might be at risk for de-
veloping this condition. Dual-energy x-ray absorptiome-
try (DXA or DEXA) is a screening test that calculates the
mineral content of the bone at the spine and hip. It is
highly accurate, fast, and relatively inexpensive (McNally,
Kenny & Smith, 2007).

The best management for this painful, crippling, and
potentially fatal disease is prevention. Women can modify
many risk factors by doing the following:

* Engage in daily weight-bearing exercise, such as
walking.

¢ Increasing calcium and vitamin D intake.

» Avoid smoking and excessive alcohol.

 Discuss your bone health with your health care
provider.

* When appropriate, have a bone density test and
take medication if needed (National Osteoporosis
Foundation, 2007).

Medications that can help in preventing and manag-
ing osteoporosis include:

* HT (Premarin)

* SERMs (Evista)

* Calcium and vitamin D supplements (Tums)
* Bisphosphonates (Actonel or Fosamax)

* Calcitonin (Miacalcin) (Hansberger, 2007)

Preventing and Managing

Cardiovascular Disease

Although cardiovascular disease is still thought of as a
“man’s disease,” it is the major Kkiller of postmenopausal
women 50 to 75 years of age (Rosano et al., 2007). Half
a million women die annually in the United States of
cardiovascular disease, with strokes accounting for about
20% of the deaths (Alexander et al., 2007). This translates
into approximately one death every minute. Coronary
heart disease accounts for the majority of cardiovascular
deaths in women, with nearly two thirds of these women
dying suddenly without any previously recognized symp-
toms (Hackley, Kriebs & Rousseau, 2007).

For the first half of a woman’s life, estrogen seems to
be a protective substance for the cardiovascular system
by smoothing, relaxing, and dilating blood vessels. It
even helps boost HDL and lower LDL levels, helping
to keep the arteries clean from plaque accumulation. But
when estrogen levels plummet as women age and experi-
ence menopause, the incidence of cardiovascular disease
increases dramatically.

Menopause is not the only factor that increases a
woman’s risk for cardiovascular disease. Lifestyle and med-
ical history factors such as the following play a major role:

* Smoking

* Obesity

» High-fat diet

 Sedentary lifestyle

* High cholesterol levels

» Family history of cardiovascular disease
» Hypertension

* Apple-shaped body

* Diabetes

Two of the major risk factors for coronary heart dis-
ease are hypertension and dyslipidemia. Both are mod-
ifiable and can be prevented by lifestyle changes and, if
needed, controlled by medication. This is why preven-
tion is essential. In addition, women who experience
early menopause lose the protection afforded by endoge-
nous estrogen to the cardiac system and are at greater
risk for more extensive atherosclerosis. Major preventive
strategies include a healthy diet, increased activity, exer-
cise, smoking cessation, decreased alcohol intake, and
weight reduction.

Raising awareness of heart disease in women is an
essential role for nurses. Lifestyle interventions are effec-
tive in preventing cardiovascular disease in all individ-
uals regardless of their underlying risk (Hackley, Kriebs
& Rousseau, 2007). Stressing the importance of lifestyle
modifications must begin early in life and should be re-
inforced from the beginning of a young woman’s repro-
ductive years through menopause. Nurses are in an ideal
position to teach the importance of good nutrition, healthy
weight, and daily exercise before cardiovascular disease
becomes clinically evident.



Nursing Assessment

Menopause is a universal and irreversible part of the
overall aging process involving a woman’s reproductive
system. While not a disease state, menopause does place
women at greater risk for the development of many con-
ditions of aging. Nurses can help the woman become
aware of her risk for postmenopausal diseases, as well as
strategies to prevent them. The nurse can be instrumen-
tal in assessing risk factors and planning interventions in
collaboration with the client. These might include:

* Screening for osteoporosis, cardiovascular disease, and

cancer risk

 Assessment of blood pressure to identify hypertension

* Blood cholesterol to identify hyperlipidemia risk

* Mammogram to find a cancerous lesion

* Pap smear to identify cervical cancer

* Pelvic examination to identify endometrial cancer
or masses

* Digital rectal examination to assess for colon cancer

* Bone density testing as a baseline at menopause to
identify osteopenia (low bone mass), which might
lead to osteoporosis

Assessing lifestyle to plan strategies to prevent chronic

conditions:

* Dietary intake of fat, cholesterol, and sodium

* Weight management

 Calcium intake

» Use of tobacco, alcohol, and caffeine

* Performance of breast self-examinations

Nursing Management

There is no “magic bullet” in managing menopause.
Nurses can counsel women about their risks and help them
to prevent disease and debilitating conditions with specific
health-maintenance education. Women should make their
own decisions, but the nurse should make sure they are
armed with the facts to do so intelligently. Nurses can offer
a thorough explanation of the menopausal process, includ-
ing the latest research findings, to help women understand
and make decisions about this inevitable event.

If the woman decides to use HT to control her
menopausal symptoms, after being thoroughly educated,
she will need frequent reassessment. There are no hard-
and-fast rules that apply to meeting a woman’s individ-
ual needs. The nurse can provide realistic expectations of
the therapy to reduce the woman’s anxiety and concern.

Itis also useful to emphasize the value of friends to gain
support and share information and resources. Often just
talking about emotional difficulties like a death of a parent
or problematic relationships helps solve problems. It also
shows the woman that her emotional responses are valid.

Healthy lifestyles and stress management techniques
are vital to health and longevity, and it is important to keep
these on the client’s agenda when discussing menopause
(Staff of Boston Women’s Health Book Collective, 2007).
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Evidence-based interventions include lifestyle modifica-
tions, risk management therapies, and preventive drug
interventions, such as the following:

* Participate actively in maintaining health.

* Exercise regularly.

» Take supplemental calcium and eat appropriately to
prevent 0steoporosis.

* Stop smoking to prevent lung and heart disease.

* Reduce caffeine and alcohol intake to prevent
osteoporosis.

* Monitor blood pressure, lipids, and diabetes (drug
therapy management).

* Use low-dose aspirin.

* Reduce dietary intake of fat, cholesterol, and sodium
to prevent cardiovascular disease.

» Maintain a healthy weight for body frame.

* Perform breast self-examinations to detect breast lesions.

» Control stress (Dormire & Becker, 2007).

These life approaches may seem low-tech, but they
can stave off menopause-related complications such as
cardiovascular disease, osteoporosis, and depression.
These tips for healthy living work well, but the client
needs to be motivated to stick with them.

mmm Key Concepts

Establishing good health habits and avoiding risky
behaviors early in life will prevent chronic conditions
later on.

There are more than 200 symptoms of PMS, and at
least two different syndromes have been recognized:
PMS and premenstrual dysphoric disorder (PMDD).
Endometriosis is a condition in which bits of function-
ing endometrial tissue are located outside their normal
site, the uterine cavity.

Infertility is a widespread problem that has an emo-
tional, social, and economic impact on couples.

More than half (53%) of all unintended pregnancies
occur in women who report using some method of
birth control during the month of conception.
Hormonal methods include oral contraceptives, inject-
ables, implants, vaginal rings, and transdermal patches.
Recent studies have shown that the extension of active
oral contraceptive pills carries the same safety profile
as the conventional 28-day regimens.

Currently there are three IUSs available in the United
States: the copper ParaGard-T-380A; Progestasert,
a progesterone device; and the levonorgestrel intra-
uterine system (LNG-IUS) Mirena, a levonorgestrel-
releasing device.

Sterilization is the most popular method of contracep-
tion in the United States and worldwide.

Menopause, with a dramatic decline in estrogen levels,
affects not only the reproductive organs but also other
bodily systems.
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Most women with osteoporosis do not know they have
the disease until they sustain a fracture, usually of the
wrist or hip.

Half a million women die annually in the United States
of cardiovascular diseases, with strokes accounting for
about 20% of the deaths.

Nurses should aim to have a holistic approach to the
sexual health of women from menarche through
menopause.
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http://www.nimh.nih.gov

National Women’s Health Resource Center: (877) 986-9472,
http://www.healthywomen.org

National Women’s Information Center (NWHIC): (800) 994-9662,
http://www.4women.gov

North American Menopause Society: http:/www.menopause.org

Planned Parenthood Federation of America, Inc.: (800) 669-0156,
http://www.plannedparenthood.org

Premenstrual Institute: (248) 624-3366, http://www.pmsinst.com

Resolve, The National Infertility Association: (617) 623-0744,
http://www.resolve.org
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http://www.fda.gov/bbs/topics/NEWS/2006/New01436.html

CHAPTER WORKSHEET

CHAPTER 4 CommoN ReprODUCTIVE ISSUES 111

MuLtipLE CHoICE QUESTIONS

1. A couple is considered infertile after how many
months of trying to conceive?

a. 6 months

b. 12 months
c. 18 months
d. 24 months

2. A couple reports that their condom broke while they
were having sexual intercourse last night. What
would you advise to prevent pregnancy?

a. Inject a spermicidal agent into her vagina
immediately.

b. Obtain emergency contraceptives and take them
immediately.

c. Douche with a solution of vinegar and hot
water tonight.

d. Take a strong laxative now and again at bedtime.

3. Which of the following combination contraceptives
has been approved for extended continuous use?

a. Seasonale
b. NuvaRing
¢. Ortho Evra
d. Mirena

4. Which of the following measures helps prevent
osteoporosis?

a. Iron supplementation

b. Sleeping 8 hours nightly
c. Eating lean meats only
d. Walking 3 miles daily

5. Which of the following activities will increase a
woman’s risk of cardiovascular disease if she is
taking oral contraceptives?

a. Eating a high-fiber diet
b. Smoking cigarettes
c. Taking daily multivitamins

d. Drinking alcohol

6. Hormone therapy taken by menopausal women

reduces:

a. Weight gain
b. Bone density
c. Hot flashes

d. Heart disease

. Throughout life, a woman’s most proactive activity to

promote her health would be to engage in:
a. Consistent exercise

b. Socialization with friends

c. Quality quiet time with herself

d. Consuming water

. What comment by a woman would indicate that a di-

aphragm is not the best contraceptive device for her?

a. “My husband says it is my job to keep from
getting pregnant.”

b. “I have a hard time remembering to take my
vitamins daily.”

c. “Hormones cause cancer and I don’t want to
take them.”

d. “I am not comfortable touching myself down there.”

CRITICAL THINKING EXERCISE

1. Ms. London, 25, comes to your family planning

clinic requesting to have an intrauterine system
(IUS) inserted because “birth control pills give you
cancer.” In reviewing her history, you note she has
been into the STI clinic three times in the past year
with vaginal infections and was hospitalized for
pelvic inflammatory disease (PID) last month.
When you question her about her sexual history,
she reports having sex with multiple partners and
not always using protection.

a. Is an TUS the most appropriate method for her?
Why or why not?

b. What myths/misperceptions will you address in
your counseling session?

¢. Outline the safer sex discussion you plan to have
with her.
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Stupy ACTIVITIES

1. Develop a teaching plan for an adolescent with pre-
menstrual syndrome and dysmenorrhea.

2. Arrange to shadow a nurse working in family plan-
ning for the morning. What questions does the nurse
ask to ascertain the kind of family planning method
that is right for each woman? What teaching goes
along with each method? What follow-up care is
needed? Share your findings with your classmates
during a clinical conference.

3. Surf the Internet and locate three resources for
infertile couples to consult that provide support
and resources.

4. Sterilization is the most prevalent method of contra-

ception used by married couples in the United States.

Contact a local urologist and gynecologist to learn
about the procedure involved and the cost of a male

and female sterilization. Which procedure poses less
risk to the person and costs less?

. Take a field trip to a local drugstore to check out the

variety and costs of male and female condoms. How
many different brands did you find? What was the
range of costs?

. Noncontraceptive benefits of combined oral contracep-

tives include which of the following? Select all that apply.
a. Protection against ovarian cancer

b. Protection against endometrial cancer

c. Protection against breast cancer

d. Reduction in incidence of ectopic pregnancy

e. Prevention of functional ovarian cysts

f. Reduction in deep venous thrombosis

g. Reduction in the risk of colorectal cancer



SEXUALLY TRANSMITTED INFECTIONS

KEY TERMS

bacterial vaginosis sexually transmitted trichomoniasis
gonorrhea infection (STI) vulvovaginal candidiasis
pelvic inflammatory syphilis

disease (PID)

LEARNING OBJECTIVES
Upon completion of the chapter, the learner will be able to:

1. Define the key terms used in this chapter.
2. Discuss the spread and control of sexually transmitted infections.

3. Identify risk factors and outline appropriate client education needed in

common sexually transmitted infections.

4. Discuss how contraceptives can play a role in the prevention of sexually

transmitted infections.

5. Analyze the physiologic and psychological aspects of sexually transmitted

infections.
6. Delineate the nursing management needed for women with sexually
transmitted infections.

\ oW

andy, a 19-year-old, couldn’t

imagine what these “things” were
that appeared “down there” in her
genital area last week. She was too
embarrassed to tell anyone, so she
stopped by the college health service

today to find out what they were.

Unconditional self-acceptance
in clients is the core to reducing
risky behavior and fostering
peace of mind.

113
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Sexually transmitted infections (STIs) are infec-
tions of the reproductive tract caused by microorganisms
transmitted through vaginal, anal, or oral sexual inter-
course (CDC, 2006). STIs pose a serious threat not only
to women’s sexual health but also to the general health and
well-being of millions of people worldwide. STIs consti-
tute an epidemic of tremendous magnitude. An estimated
65 million people live with an incurable STI, and another
15 million are infected each year (CDC, 2006). The inci-
dence of STTs continues to rise in the United States.

STTs are biologically sexist, presenting greater risk and
causing more complications among women than among
men. Women are diagnosed with two thirds of the esti-
mated 15 million new cases of STTs annually in the United
States. After only a single exposure, women are twice as
likely as men to acquire infections from pathogens causing
gonorrhea, chlamydia infection, hepatitis B, and syphilis
(Johnson-Mallard et al., 2007). STIs may contribute to
cervical cancer, infertility, ectopic pregnancy, chronic
pelvic pain, and death. Certain infections can be trans-
mitted in utero to the fetus or during childbirth to the
newborn (Table 5.1). STIs know no class, racial, ethnic,
or social barriers—all individuals are vulnerable if ex-
posed to the infectious organism. The problem of STTs
has still not been tackled adequately on a global scale,
and until this is done, numbers worldwide will continue
to increase.

A special section on STIs and adolescents is pre-
sented below. This is followed by discussion of specific
STTIs categorized according to the CDC framework, which
groups STIs according to the major symptom manifested
(Box 5.1). A section on preventing STTs is included at the
end of the chapter.

D cpc Classification of STIs

* Infections characterized by vaginal discharge
* Vulvovaginal candidiasis
* Trichomoniasis
* Bacterial vaginosis
* Infections characterized by cervicitis
* Chlamydia
» Gonorrhea
* Infections characterized by genital ulcers
* Genital herpes simplex
* Syphilis
¢ Pelvic inflammatory disease (PID)
* Human immunodeficiency virus (HIV)
* Human papillomavirus infection (HPV)
* Vaccine-preventable STTs
* Hepatitis A
» Hepatitis B
* Ectoparasitic infections
* Pediculosis pubis
* Scabies

Sexually Transmitted Infections
and Adolescents

An estimated two thirds of all STIs occur among persons
under the age of 25 (Waugh, 2007). Each year there are
4 million cases of STIs among teenagers. In the United
States, teens who are sexually active experience high rates
of STIs, and some groups are at higher risk, including
African-American youths, abused youths, homeless youths,

TABLE 5.1 STIs AND EFrFecTs ON THE FETUS OR NEWBORN
STI Effects on Fetus or Newborn
Chlamydia Can be infected during delivery
Eye infections (neonatal conjunctivitis), pneumonia, low birthweight, preterm birth,
stillbirth
Gonorrhea Can be infected during delivery

Rhinitis, vaginitis, urethritis, inflammation of sites of fetal monitoring
Ophthalmia neonatorum can lead to blindness and sepsis (including arthritis and

meningitis).
Herpes type Il (genital herpes)

Contamination can occur during birth.

Mental retardation, premature birth, low birthweight, death

Syphilis Can be passed in utero

Can result in fetal or infant death
Congenital syphilis symptoms include skin ulcers, rashes, fever, weakened or hoarse
cry, swollen liver and spleen, jaundice and anemia, various deformations.

Trichomoniasis
Venereal warts

Fever, irritability, preterm birth, low birthweight
May develop warts in throat (laryngeal papillomatosis); uncommon but life-threatening




young men having sex with men, and gay, lesbian, bisex-
ual, and transgendered youths.

» Take NOTE!

It is estimated that before graduating
Sfrom high school, 25% of adolescents
will contract an STI (Pickering, 2006).

Biological and behavioral factors place teenagers at
high risk. Female adolescents are more susceptible to STTs
due to their anatomy. During adolescence and young
adulthood, women’s columnar epithelial cells are especially
sensitive to invasion by sexually transmitted organisms,
such as chlamydia and gonococci, because they extend out
over the vaginal surface of the cervix, where they are unpro-
tected by cervical mucus; these cells recede to a more pro-
tected location as women age. Behaviorally, adolescent and
young adults tend to think they are invincible and deny the
risks of their behavior. This risky behavior exposes them to
STIs and HIV/AIDS. Adolescents frequently have unpro-
tected intercourse, they engage in partnerships of limited
duration, and they face many obstacles that prevent them
from using the health care system.

Nursing Assessment

Many health care providers fail to assess adolescent sex-
ual behavior and STT risks, to screen for asymptomatic
infection during clinic visits, or to counsel adolescents on
STI risk reduction. Nurses need to remember that they
play a key role in the detection, prevention, and treat-
ment of STIs in adolescents. All states allow adolescents
to give consent to confidential STT testing and treatment.
Table 5.2 discusses clinical manifestations of common
STTs in adolescents.

Nursing Management

Encourage the client to complete the antibiotic prescrip-
tion (specific management for each type of STT is dis-
cussed below).

Prevention of STIs among adolescents is critical.
Health care providers have a unique opportunity to pro-
vide counseling and education to their clients. Adapt the
style, content, and message to the client’s developmental
level. Identify risk factors and risk behaviors and guide
the client to develop specific individualized actions of pre-
vention. Your interaction with the client needs to be direct
and nonjudgmental.

Encourage adolescents to postpone initiation of sex-
ual intercourse for as long as possible, but if they choose to
have sexual intercourse, explain the necessity of using bar-
rier methods, such as male and female condoms (Teaching
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Guidelines 5.1). For teens who have already had sexual
intercourse, the clinician can encourage abstinence at this
point. If adolescents are sexually active, they should be
directed to teen clinics and contraceptive options should
be explained. In areas where specialized teen clinics are
not available, nurses should feel comfortable discussing
sexuality, safety, and contraception with teens. Encour-
age adolescents to minimize their lifetime number of
sexual partners, to use barrier methods consistently and
correctly, and to be aware of the connection between drug
and alcohol use and the incorrect use of barrier methods.
Table 5.3 discusses barriers to condom use and means to
overcome them.

ﬁink back to Sandy, who was introduced at the beginning
of the chapter. How should the nurse handle Sandy’s
anxious state? What specific questions should the nurse ask
Sandy to determine the source of the possible infection in her
genital area?

Infections Characterized
by Vaginal Discharge

Vaginitis is a generic term that means inflammation and
infection of the vagina. There can be hundreds of causes
for vaginitis, but more often than not the cause is infection
by one of three organisms:

» Candida, a fungus
» Trichomonas, a protozoan
* Gardnerella, a bacterium

The complex balance of microbiological organisms in
the vagina is a key element in the maintenance of health.
Subtle shifts in the vaginal environment may allow organ-
isms with pathologic potential to proliferate, causing infec-
tious symptoms.

The nurse’s role in managing vaginitis is one of pri-
mary prevention and education to limit recurrences of
these infections. Primary prevention begins with changing
the sexual behaviors that place women at risk for infection.
In addition to assessing women for the common signs and
symptoms and risk factors, the nurse can help women
to avoid vaginitis or to prevent a recurrence by teaching
them to take the precautions highlighted in Teaching
Guidelines 5.2.

» VULVOVAGINAL CANDIDIASIS

Vulvovaginal candidiasis is one of the most common
causes of vaginal discharge. It is also referred to as yeast,
monilia, and a fungal infection. It is not considered an

(text continues on page 120)
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TEACHING GUIDELINES 5.1

Proper Condom Use

¢ Use latex condoms.

* Use a new condom with each act of sexual
intercourse. Never reuse a condom.

* Handle condoms with care to prevent damage from
sharp objects such as fingernails and teeth.

* Ensure condom has been stored in a cool, dry place
away from direct sunlight. Do not store condoms
in wallet or automobile or anywhere they would be
exposed to extreme temperatures.

* Do not use a condom if it appears brittle, sticky, or
discolored. These are signs of aging.

* Put condom on before any genital contact.

* Put condom on when penis is erect. Ensure it is
placed so it will readily unroll.

* Hold the tip of the condom while unrolling. Ensure
there is a space at the tip for semen to collect, but
make sure no air is trapped in the tip.

* Ensure adequate lubrication during intercourse. If
external lubricants are used, use only water-based
lubricants such as KY jelly with latex condoms.
Oil-based or petroleum-based lubricants, such as
body lotion, massage oil, or cooking oil, can weaken
latex condoms.

» Withdraw while penis is still erect, and hold condom
firmly against base of penis.

Adapted from Pickering, L. K. (Ed.) (2006). Red book: 2006 report of
the commuittee on infectious diseases (27th ed.). Elk Grove Village, IL:
American Academy of Pediatrics; and Public Health Agency of
Canada (2006). Canadian guidelines on sexually transmitted infections.
Ottawa, ON: Author.

STIbecause Candida is a normal constituent in the vagina
and becomes pathologic only when the vaginal environ-
ment becomes altered. An estimated 75% of women will
have at least one episode of vulvovaginal candidiasis, and
40% to 50% will have two or more episodes in their lifetime
(CDC, 2006).

Therapeutic Management

Treatment of candidiasis includes one of the following
medications:

* Miconazole (Monistat) cream or suppository

* Clotrimazole (Mycelex) tablet or cream

» Terconazole (Terazol) cream or intravaginal suppository
* Fluconazole (Diflucan) oral tablet (CDC, 2006, p. 55)

Most of the above medications are used intravaginally
in the form of a cream, tablet, or suppositories used for
3 to 7 days. If fluconazole (Diflucan) is prescribed, a
150-mg oral tablet is taken as a single dose.

Topical azole preparations are effective in the treat-
ment of vulvovaginal candidiasis, relieving symptoms and
producing negative cultures in 80% to 90% of women who
complete therapy (CDC, 2006). If vulvovaginal candidia-
sis is not treated effectively during pregnancy, the newborn
can develop an oral infection known as thrush during the
birth process; that infection must be treated with a local
azole preparation after birth.

Nursing Assessment

Assess the patient’s health history for predisposing factors
for vulvovaginal candidiasis, which include:

* Pregnancy

» Use of oral contraceptives with a high estrogen content

* Use of broad-spectrum antibiotics

* Diabetes mellitus

* Obesity

 Use of steroid and immunosuppressive drugs

* HIV infection

» Wearing tight, restrictive clothes and nylon underpants

* Trauma to vaginal mucosa from chemical irritants or
douching

Assess the patient for clinical manifestations of vulvo-
vaginal candidiasis. Typical symptoms, which can worsen
just before menses, include:

* Pruritus

* Vaginal discharge (thick, white, curd-like)
* Vaginal soreness

* Vulvar burning

* Erythema in the vulvovaginal area

* Dyspareunia

» External dysuria

Figure 5.1 shows the typical appearance of vulvovagi-
nal candidiasis.

Speculum examination will reveal white plaques on
the vaginal walls. The vaginal pH remains within normal
range. Definitive diagnosis is made by a wet smear, which
reveals the filamentous hyphae and spores characteristic
of a fungus when viewed under a microscope.

Nursing Management

Teach preventive measures to women with frequent vulvo-
vaginal candidiasis infections, including:

* Reduce dietary intake of simple sugars and soda.

» Wear white, 100% cotton underpants.

 Avoid wearing tight pants or exercise clothes with
spandex.

» Shower rather than taking tub baths.

* Wash with a mild, unscented soap and dry the genitals
gently.

* Avoid the use of bubble baths or scented bath products.

* Wash underwear in unscented laundry detergent and
hot water.
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BARRIERS TO ConDOM USE AND MEANS TO OVERCOME THEM

Perceived Barrier Intervention Strategy

Decreases sexual pleasure (sensation)

Note: Often perceived by those who
have never used a condom.

e Encourage patient to try.

¢ Put a drop of water-based lubricant or saliva inside the tip of the condom or
on the glans of the penis before putting on the condom.

e Try a thinner latex condom or a different brand or more lubrication.

Decreases spontaneity of sexual activity

e Incorporate condom use into foreplay.

¢ Remind patient that peace of mind may enhance pleasure for self and partner.

Embarrassing, juvenile, “unmanly”

Poor fit (too small or too big, slips off,
uncomfortable)

Requires prompt withdrawal after
ejaculation

Fear of breakage may lead to less
vigorous sexual activity.

Non-penetrative sexual activity

¢ Remind patient that it is “manly” to protect himself and others.
e Smaller and larger condoms are available.

¢ Reinforce the protective nature of prompt withdrawal and suggest substitut-
ing other postcoital sexual activities.

¢ With prolonged intercourse, lubricant wears off and the condom begins to
rub. Have a water-soluble lubricant available to reapply.

e Condoms have been advocated for use during fellatio; unlubricated condoms

may prove best for this purpose due to the taste of the lubricant.

e Other barriers, such as dental dams or an unlubricated condom, can be
cut down the middle to form a barrier; these have been advocated for use
during certain forms of non-penetrative sexual activity (e.g., cunnilingus
and anolingual sex).

Allergy to latex

e Polyurethane male and female condoms are available.

e A natural skin condom can be used together with a latex condom to protect
the man or woman from contact with latex.

From Public Health Agency of Canada. (2006). Canadian guidelines on sexually transmitted infections.

* Dry underwear in a hot dryer to kill the yeast that
clings to the fabric.

* Remove wet bathing suits promptly.

* Practice good body hygiene.

* Avoid vaginal sprays/deodorants.

* Avoid wearing pantyhose (or cut out the crotch to
allow air circulation).

* Use white, unscented toilet paper and wipe from front
to back.

* Avoid douching (which washes away protective vaginal
mucus).

* Avoid the use of super-absorbent tampons (use pads
instead).

» TRICHOMONIASIS

Trichomoniasis is another common vaginal infection
that causes a discharge. The woman may be markedly
symptomatic or asymptomatic. Men are asymptomatic
carriers. Although this infection is localized, there is in-
creasing evidence of preterm birth and postpartum en-
dometritis in women with this vaginitis (CDC, 2006).
Trichomonas vaginalis is an ovoid, single-cell protozoan

parasite that can be observed under the microscope mak-
ing a jerky swaying motion.

Therapeutic Management

A single 2-gram dose of oral metronidazole (Flagyl) or
tinidazole (Tindamax) for both partners is a common
treatment for this infection. Sex partners of women with
trichomoniasis should be treated to avoid recurrence of
infection.

Nursing Assessment

Assess the patient for clinical manifestations of trichomo-
niasis, which include:

* A heavy yellow/green or gray frothy or bubbly discharge
* Vaginal pruritus and vulvar soreness

» Dyspareunia

 Cervix may bleed on contact

* Dysuria

¢ Colpitis macularis (“strawberry” look on cervix)

Figure 5.2 shows the typical appearance of tricho-
moniasis.

The diagnosis is confirmed when a motile flagellated
trichomonad is visualized under the microscope. In addi-
tion, a vaginal pH of greater than 4.5 is a typical finding.
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Healthy People 2010
Objectives 25-1, 2, 3,
5 11, & 19

Significance

Reduce the proportion of
adolescents and young adults
with Chlamydia trachomatis
infections.

Reduce gonorrhea.

Eliminate sustained domestic
transmission of primary and
secondary syphilis.
(Developmental) Reduce the
proportion of persons with
human papillomavirus (HPV)
infection.

Increase the proportion of
adolescents who abstain
from sexual intercourse or
use condoms if currently
sexually active.
(Developmental) Increase
the proportion of all sexually
transmitted disease clinic
patients who are being
treated for bacterial STDs
(chlamydia, gonorrhea, and
syphilis) and who are offered
provider referral services for
their sex partners.

Provide confidential care to all
adolescents.

Assess for sexual behaviors and
STl risks during clinic visits; take
every opportunity to educate on
risks of STls and risk reduction.
Be direct and nonjudgmental and
tailor your approach to the client.
Encourage adolescents to post-
pone initiation of sexual inter-
course for as long as possible.

For teens who have already had
sexual intercourse, encourage ab-
stinence at this point.

Encourage adolescents to mini-
mize their lifetime number of
sexual partners.

Educate about the importance of
correct and consistent condom
use.

Nursing Management

Instruct clients to avoid sex until they and their sex part-
ners are cured (i.e., when therapy has been completed and
both partners are symptom-free) and also to avoid con-
suming alcohol during treatment because mixing the med-

TEACHING GUIDELINES 5.2

Preventing Vaginitis

* Avoid douching to prevent altering the vaginal
environment.

* Use condoms to avoid spreading the organism.

 Avoid tights, nylon underpants, and tight clothes.

* Wipe from front to back after using the toilet.

* Avoid powders, bubble baths, and perfumed vaginal
sprays.

* Wear clean cotton underpants.

* Change out of wet bathing suits as soon as possible.

* Become familiar with the signs and symptoms of
vaginitis.

* Choose to lead a healthy lifestyle.

Microscopic
view of the organism

FiGure 5.1 Vulvovaginal candidiasis. (Source: The Anatomi-
cal Chart Company. [2002]. Atlas of pathophysiology.
Springhouse, PA: Springhouse.)

ications and alcohol causes severe nausea and vomiting
(CDC, 2006).

P BACTERIAL VAGINOSIS

A third common infection of the vagina is bacterial vagi-
nosis, caused by the gram-negative bacillus Gardnerella
vaginalis. It is the most prevalent cause of vaginal discharge
or malodor, but up to 50% of women are asymptomatic.
Bacterial vaginosis is a sexually associated infection char-
acterized by alterations in vaginal flora in which lactobacilli

Microscopic view
of the organism

Greenish-grey cervical
discharge

FiGure 5.2 Trichomoniasis. (Source: The Anatomical Chart
Company. [2002]. Atlas of pathophysiology. Springhouse,
PA: Springhouse.)
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EVIDENCE-BASED PRACTICE 5.1
Interventions for Trichomoniasis in Pregnancy

® Study

Trichomoniasis is a very common sexually transmitted
infection. Symptoms include vaginal itching and discharge.
It is not clear whether pregnant women with trichomoniasis
are more likely to give birth preterm or to have other preg-
nancy complications. The review of trials found that the drug
metronidazole is effective against trichomoniasis when taken
by women and their partners during pregnancy, but it may
harm the baby. Of the two clinical trials reviewed, one was
stopped early because women taking metronidazole were
more likely to give birth preterm and have low-birthweight
babies. Further research into trichomoniasis treatments for
pregnant women is needed.

A Findings

Metronidazole is effective against a trichomoniasis infection
during pregnancy but may increase the risk of preterm and
low-birthweight babies.

Nursing Implications
The nurse’s role concerning this study’s results is to counsel
women diagnosed with trichomoniasis during pregnancy
about the potential risks of treatment. The woman should
be cautioned about taking this medication if she has a
previous history of preterm births, is carrying twins, or is
experiencing preterm contractions. In addition, an ultrasound
should validate the fetal weight linked to the gestational
age to make sure it is within normal range before this
medication is prescribed.

Source: Gllmezoglu A. M. (2007). Interventions for trichomoniasis in pregnancy. Cochrane Database
of Systematic Reviews 2006, Issue 3. Art. No.: CD000220. DOI: 10.1002/14651858.CD000220.

in the vagina are replaced with high concentrations of
anaerobic bacteria. The cause of the microbial alteration is
not fully understood but is associated with having multi-
ple sex partners, douching, and lack of vaginal lactobacilli
(CDG, 2006). Research suggests that bacterial vaginosis
is associated with preterm labor, premature rupture of
membranes, chorioamnionitis, postpartum endometritis,
and pelvic inflammatory disease (CDC, 2006).

Therapeutic Management

Treatment for bacterial vaginosis includes oral metronida-
zole (Flagyl) or clindamycin (Cleocin) cream. Treatment
of the male partner has not been beneficial in preventing
recurrence because sexual transmission of bacterial vagi-
nosis has not been proven (CDC, 2006).

Nursing Assessment

Assess the patient for clinical manifestations of bacterial
vaginosis. Primary symptoms are a thin, white homoge-
neous vaginal discharge and a characteristic “stale fish”
odor. Figure 5.3 shows the typical appearance of bacterial
vaginosis.

To diagnose bacterial vaginosis, three of the four crite-
ria must be met:

* Thin, white homogeneous vaginal discharge

* Vaginal pH > 4.5

* Positive “whiff test” (secretion is mixed with a drop of
10% potassium hydroxide on a slide, producing a
characteristic stale fishy odor)

» The presence of clue cells on wet-mount examination
(CDC, 20006)

Nursing Management

The nurse’s role is one of primary prevention and educa-
tion to limit recurrences of these infections. Primary pre-
vention begins with changing the sexual behaviors that
place women at risk for infection. In addition to assessing
women for common signs, symptoms, and risk factors,

Clue cell seen in

bacterial vaginosis
caused by Gardnerella
vaginalis

Discharge with fishy odor

Ficure 5.3 Bacterial vaginosis. (Source: The Anatomical
Chart Company. [2002]. Atlas of pathophysiology. Spring-
house, PA: Springhouse.)
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the nurse can help women to avoid vaginitis or to prevent
a recurrence by teaching them to take the precautions high-
lighted in Teaching Guidelines 5.2.

Infections Characterized
by Cervicitis

Cervicitis is a catchall term that implies the presence of
inflammation or infection of the cervix. It is used to describe
everything from symptomless erosions to an inflamed cervix
that bleeds on contact and produces quantities of purulent
discharge containing organisms not ordinarily found in
the vagina. Cervicitis is usually caused by gonorrhea or
chlamydia, as well as almost any pathogenic bacterial agent
and a number of viruses. The treatment of cervicitis in-
volves the appropriate therapy for the specific organism
that has caused it.

» CHLAMYDIA

Chlamydia is the most common bacterial STI in the United
States. The CDC estimates that there are 4 million new
cases each year; the highest predictor for the infection is
age. The highest rates of infection are among those ages 15
to 19, mainly because their sexual relations are often un-
planned and are sometimes the result of pressure or force,
and typically happen before they have the experience and
skills to protect themselves. The rates are highest among
this group regardless of demographics or location (CDC,
2006). The young have the most to lose from acquiring
STIs, since they will suffer the consequences the longest
and might not reach their full reproductive potential.

Asymptomatic infection is common among both men
and women. Men primarily develop urethritis. In women,
chlamydia is linked with cervicitis, acute urethral syn-
drome, salpingitis, ectopic pregnancy, pelvic inflamma-
tory disease (PID), and infertility (Marrazzo & Martin,
2007). Chlamydia causes half of the 1 million recognized
cases of PID in the United States each year, and treatment
costs run over $1 billion yearly.

Chlamydia trachomaris is the bacterium that causes
chlamydia. It is an intracellular parasite that cannot pro-
duce its own energy and depends on the host for survival.
Itis often difficult to detect, and this can pose problems for
women due to the long-term consequences of untreated
infection. Moreover, lack of treatment provides more op-
portunity for the infection to be transmitted to sexual part-
ners. Newborns delivered to infected mothers may develop
conjunctivitis or pneumonitis and have a 50% to 70% risk
of acquiring the infection (Glasier et al., 2006).

Therapeutic Management

Antibiotics are usually used in treating this STI. The
CDC treatment options for chlamydia include doxycy-

cline (Vibromycin) 100 mg orally twice a day for 7 days or
azithromycin (Zithromax) 1 gram orally in a single dose.
Because of the common co-infection of chlamydia and
gonorrhea, a combination regimen of ceftriaxone (Ro-
cephin) with doxycycline or azithromycin is prescribed
frequently (CDC, 2006). Additional CDC guidelines
for patient management include annual screening of all
sexually active women aged 20 to 25 years old; screen-
ing of all high-risk people; and treatment with antibi-
otics effective against both gonorrhea and chlamydia
for anyone diagnosed with a gonococcal infection (CDC,
2006).

Nursing Assessment

Assess the health history for significant risk factors for
chlamydia, which may include:

* Being an adolescent

» Having multiple sex partners

» Having a new sex partner

* Engaging in sex without using a barrier contraceptive
(condom)

 Using oral contraceptives

* Being pregnant

» Having a history of another STI (Geisler, 2007)

Assess the client for clinical manifestations of chlamy-
dia. The majority of women (70% to 80%) are asympto-
matic (CDC, 2006). If the client is symptomatic, clinical
manifestations include:

* Mucopurulent vaginal discharge
¢ Urethritis

* Bartholinitis

* Endometritis

* Salpingitis

» Dysfunctional uterine bleeding

The diagnosis can be made by urine testing or swab
specimens collected from the endocervix or vagina. Cul-
ture, direct immunofluorescence, EIA, or nucleic acid am-
plification methods by polymerase chain reaction or ligase
chain reaction (DNA probe, such as GenProbe or Pace2)
are highly sensitive and specific when used on urethral and
cervicovaginal swabs. They can also be used with good
sensitivity and specificity on first-void urine specimens
(Mehta, 2007). The chain reaction tests are the most sen-
sitive and cost-effective. The CDC strongly recommends
screening of asymptomatic women at high risk in whom in-
fection would otherwise go undetected (CDC, 2006).

» GONORRHEA

Gonorrhea is a serious and potentially very severe bac-
terial infection. It is the second most commonly reported
infection in the United States. Gonorrhea is highly con-



tagious and is a reportable infection to the health depart-
ment authorities. Gonorrhea increases the risk for PID,
infertility, ectopic pregnancy, and HIV acquisition and
transmission (CDC, 2007a, 2007b, 2007d). It is rapidly
becoming more and more resistant to cure. In the United
States, an estimated 600,000 new gonorrhea infections
occur annually (CDC, 2006). In common with all other
STIs, it is an equal-opportunity infection—no one is im-
mune to it, regardless of race, creed, gender, age, or sex-
ual preference.

The cause of gonorrhea is an aerobic gram-negative
intracellular diplococcus, Neisseria gonorrhoeae. The site
of infection is the columnar epithelium of the endocervix.
Gonorrhea is almost exclusively transmitted by sexual ac-
tivity. In pregnant women, gonorrhea is associated with
chorioamnionitis, premature labor, premature rupture of
membranes, and postpartum endometritis (Peterson
etal., 2007). It can also be transmitted to the newborn in
the form of ophthalmia neonatorum during birth by di-
rect contact with gonococcal organisms in the cervix.
Ophthalmia neonatorum is highly contagious and if un-
treated leads to blindness in the newborn.

Therapeutic Management

The treatment of choice for uncomplicated gonococcal
infections is cefixime (Suprex) 400 mg orally in a single
dose or ceftriaxone (Rocephine) 125 mg intramuscularly
in a single dose. Azithromycin (Zithromax) orally or doxy-
cycline (Vibromycin) should accompany all gonococcal
treatment regimens if chlamydial infection is not ruled
out (CDC, 2006). Pregnant women should not be treated
with quinolones or tetracyclines. Cephalosporins or a sin-
gle 2-gram intramuscular dose of spectinomycin should
be used during pregnancy (CDC, 2006). To prevent gono-
coccal ophthalmia neonatorum, a prophylactic agent
should be instilled into the eyes of all newborns; this pro-
cedure is required by law in most states. Erythromycin or
tetracycline ophthalmic ointment in a single application is
recommended (CDC, 2006).

Nursing Assessment

Assess the client’s health history for risk factors, which may
include low socioeconomic status, living in an urban area,
single status, inconsistent use of barrier contraceptives,
age under 20 years old, and multiple sex partners. Assess
the client for clinical manifestations of gonorrhea, keeping
in mind that between 50% and 90% of women infected
with gonorrhea are totally symptom-free (Glasier et al.,
2006). Because women are so frequently asymptomatic,
they are regarded as a major factor in the spread of gonor-
rhea. If symptoms are present, they might include:

* Abnormal vaginal discharge
e Dysuria

* Cervicitis

* Abnormal vaginal bleeding

CHAPTER 5 SEXUALLY TRANSMITTED INFECTIONS 125

* Bartholin’s abscess

* PID

* Neonatal conjunctivitis in newborns

» Mild sore throat (for pharyngeal gonorrhea)

* Rectal infection (asymptomatic)

¢ Perihepatitis (Bennett & Domachowske, 2007)

Sometimes a local gonorrhea infection is self-limiting
(there is no further spread), but usually the organism as-
cends upward through the endocervical canal to the en-
dometrium of the uterus, further on to the fallopian tubes,
and out into the peritoneal cavity. When the peritoneum
and the ovaries become involved, the condition is known
as PID. The scarring to the fallopian tubes is permanent.
This damage is a major cause of infertility and is a possible
contributing factor in ectopic pregnancy (Mehta, 2007).

If gonorrhea remains untreated, it can enter the blood-
stream and produce a disseminated gonococcal infection.
This severe form of infection can invade the joints (arthri-
tis), the heart (endocarditis), the brain (meningitis), and
the liver (toxic hepatitis). Figure 5.4 shows the typical
appearance of gonorrhea.

The CDC recommends screening for all women at
risk for gonorrhea. Pregnant women should be screened
at the first prenatal visit and again at 36 weeks of gestation.
Nucleic acid hybridization tests (GenProbe) are used for
diagnosis. Any woman suspected of having gonorrhea
should be tested for chlamydia also because co-infection
(45%) is extremely common (CDC, 2006).

Nursing Management of Chlamydia
and Gonorrhea

The prevalence of chlamydia and gonorrhea is increasing
dramatically, and these infections can have long-term
effects on people’s lives. Sexual health is an important part
of a person’s physical and mental health, and nurses have
a professional obligation to address it. Be particularly sen-
sitive when addressing STIs because women are often
embarrassed or feel guilty. There is still a social stigma at-
tached to STIs, so women need to be reassured about
confidentiality.

FIGURE 5.4 Gonorrhea.
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The nurse’s knowledge about chlamydia and gonor-
rhea should include treatment strategies, referral sources,
and preventive measures. It is important to be skilled at
patient education and counseling and to be comfortable
talking with, and advising, women diagnosed with these
infections.

Provide education about risk factors for these infec-
tions. High-risk groups include single women, women
younger than 25 years, African-American women, women
with a history of STIs, those with new or multiple sex
partners, those with inconsistent use of barrier contra-
ception, and women living in communities with high
infection rates (Bennett & Domachowske, 2007). As-
sessment involves taking a health history that includes a
comprehensive sexual history. Ask about the number of
sex partners and the use of safer sex techniques. Review
previous and current symptoms. Emphasize the impor-
tance of seeking treatment and informing sex partners.
The four-level P-LI-SS-IT model (Box 5.2) can be used
to determine interventions for various women because
it can be adapted to the nurse’s level of knowledge, skill,
and experience. Of utmost importance is the willingness
to listen and show interest and respect in a nonjudgmen-
tal manner.

In addition to meeting the health needs of women with
chlamydia and gonorrhea, the nurse is responsible for ed-
ucating the public about the increasing incidence of these
infections. This information should include high-risk
behaviors associated with these infections, signs and
symptoms, and the treatment modalities available. Stress
that both of these STTs can lead to infertility and long-term
sequelae. Teach safer sex practices to people in non-
monogamous relationships. Know the physical and psy-
chosocial responses to these STTs to prevent transmission
and the disabling consequences.

CTTE) The P-LI-SS-IT Model

P Permission—gives the woman permission to talk
about her experience

LI Limited Information—information given to the
woman about STIs

¢ Factual information to dispel myths about STIs

» Specific measures to prevent transmission

* Ways to reveal information to her partners

» Physical consequences if the infections are untreated

SS Specific Suggestions—an attempt to help women
change their behavior to prevent recurrence and
prevent further transmission of the STI

IT Intensive Therapy—involves referring the woman or
couple for appropriate treatment elsewhere based
on their life circumstances

» Take NOTE!

If the epidemic of chlamydia and
gonorrhea s to be halted, nurses must
take a major front-line role now.

Infections Characterized
by Genital Ulcers

In the United States, the majority of young, sexually ac-
tive patients who have genital ulcers have genital herpes,
syphilis, or chancroid. The frequency of each condition
differs by geographic area and patient population; how-
ever, genital herpes is the most prevalent of these diseases.
More than one of these diseases can be present in a patient
who has genital ulcers. All three of these diseases have
been associated with an increased risk for HIV infection.
Not all genital ulcers are caused by STTs.

B CHMTMSESHERPES SIMPLEX

Genital herpes is a recurrent, lifelong viral infection.
The CDC estimates that 50 million Americans have gen-
ital herpes simplex (HSV) infection, with a half million
new cases annually (CDC, 2006). Two serotypes of HSV
have been identified: HSV-1 (not sexually transmitted)
and HSV-2 (sexually transmitted). Today, approximately
10% of genital herpes infections are thought to be caused
by HSV-1 and 90% by HSV-2 (Paz-Baily et al., 2007).
HSV-1 causes the familiar fever blisters or cold sores on
the lips, eyes, and face. HSV-2 invades the mucous mem-
branes of the genital tract and is known as herpes geni-
talis. Most persons infected with HSV-2 have not been
diagnosed.

The herpes simplex virus is transmitted by contact of
mucous membranes or breaks in the skin with visible or
nonvisible lesions. Most genital herpes infections are trans-
mitted by individuals unaware that they have an infection.
Many have mild or unrecognized infections but still shed
the herpes virus intermittently. HSV is transmitted pri-
marily by direct contact with an infected individual who is
shedding the virus. Kissing, sexual contact, and vaginal de-
livery are means of transmission.

Having sex with an infected partner places the indi-
vidual at risk for contracting HSV. After the primary out-
break, the virus remains dormant in the nerve cells for life,
resulting in periodic recurrent outbreaks. Recurrent geni-
tal herpes outbreaks are triggered by precipitating factors
such as emotional stress, menses, and sexual intercourse,
but more than half of recurrences occur without a precip-
itating cause. Immunocompromised women have more



frequent and more severe recurrent outbreaks than normal
hosts (Paz-Bailey et al., 2007).

Living with genital herpes can be difficult due to the
erratic, recurrent nature of the infection, the location of the
lesions, the unknown causes of the recurrences, and the lack
of a cure. Further, the stigma associated with this infection
may affect the individual’s feelings about herself and her
interaction with partners. Potential psychosocial conse-
quences may include emotional distress, isolation, fear of
rejection by a partner, fear of transmission of the disease,
loss of confidence, and altered interpersonal relationships
(Alexander et al., 2007).

Along with the increase in the incidence of genital
herpes has been an increase in neonatal herpes simplex viral
infections, which are associated with a high incidence of
mortality and morbidity. The risk of neonatal infection with
a primary maternal outbreak is between 30% and 50%; it
is less than 1% with a recurrent maternal infection (CDC,
2006).

Therapeutic Management

No cure exists, but antiviral drug therapy helps to reduce
or suppress symptoms, shedding, and recurrent episodes.
Advances in treatment with acyclovir (Zovirax) 400 mg
orally three times daily for 7 to 10 days, famciclovir
(Famivir) 250 mg orally three times daily for 7 to 10 days,
and valacyclovir (Valtrex) 1 gram orally twice daily for
7 to 10 days have resulted in an improved quality of life
for those infected with HSV. However, these drugs neither
eradicate latent virus nor affect the risk, frequency, or sever-
ity of recurrences after the drug is discontinued (CDC,
2006). Suppressive therapy is recommended for individ-
uals with six or more recurrences per year. The natural
course of the disease is for recurrences to be less frequent
over time.

The management of genital herpes includes antiviral
therapy. The safety of antiviral therapy has not been estab-
lished during pregnancy. Therapeutic management also
includes counseling regarding the natural history of the
disease, the risk of sexual and perinatal transmission, and
the use of methods to prevent further spread.

Nursing Assessment

Assess the client for clinical manifestations of HSV. Clini-
cal manifestations can be divided into the primary episode
and recurrent infections. The first or primary episode is
usually the most severe, with a prolonged period of viral
shedding. Primary HSV is a systemic disease characterized
by multiple painful vesicular lesions, mucopurulent dis-
charge, superinfection with candida, fever, chills, malaise,
dysuria, headache, genital irritation, inguinal tenderness,
and lymphadenopathy. The lesions in the primary herpes
episode are frequently located on the vulva, vagina, and
perineal areas. The vesicles will open and weep and fi-
nally crust over, dry, and disappear without scar formation
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Ficure 5.5 Genital herpes simplex.

(Fig. 5.5). This viral shedding process usually takes up
to 2 weeks to complete.

Recurrent infection episodes are usually much milder
and shorter in duration than the primary one. Tingling,
itching, pain, unilateral genital lesions, and a more rapid
resolution of lesions are characteristics of recurrent infec-
tions. Recurrent herpes is a localized disease characterized
by typical HSV lesions at the site of initial viral entry. Re-
current herpes lesions are fewer in number and less painful
and resolve more rapidly (Sharma & Brilliant, 2007).

Diagnosis of HSV is often based on clinical signs and
symptoms and is confirmed by viral culture of fluid from
the vesicle. Papanicolaou (Pap) smears are an insensitive
and nonspecific diagnostic test for HSV and should not be
relied on for diagnosis.

BT S

Syphilis is a complex, curable bacterial infection caused
by the spirochete Treponema pallidum. It is a serious sys-
temic disease that can lead to disability and death if un-
treated. Rates of syphilis in the United States were
declining, but they remain high among young adults and
African-Americans in urban areas and in the south
(CDC, 2006). It continues to be one of the most impor-
tant STIs both because of its biological effect on HIV ac-
quisition and transmission and because of its impact on
infant health (Stoner, 2007).

The spirochete rapidly penetrates intact mucous
membranes or microscopic lesions in the skin and within
hours enters the lymphatic system and bloodstream to
produce a systemic infection long before the appearance
of a primary lesion. The site of entry may be vaginal, rectal,
or oral (Ferguson & Varnado, 2006). The syphilis spiro-
chete can cross the placenta at any time during pregnancy.
One out of every 10,000 infants born in the United States
has congenital syphilis (CDC, 2006). Maternal infection
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consequences include spontaneous abortion, prematurity,
stillbirth, and multisystem failure of the heart, lungs, spleen,
liver, and pancreas, as well as structural bone damage
and nervous system involvement and mental retardation
(Gilbert, 2007).

Therapeutic Management

Fortunately, there is effective treatment for syphilis. Peni-
cillin G, administered by either the intramuscular or intra-
venous route, is the preferred drug for all stages of syphilis.
For pregnant or nonpregnant women with syphilis of less
than 1 year’s duration, the CDC recommends 2.4 million
units of benzathine penicillin G intramuscularly in a sin-
gle dose. If the syphilis is of longer duration (more than
1 year) or of unknown duration, 2.4 million units of ben-
zathine penicillin G is given intramuscularly once a week
for 3 weeks. The preparations used, the dosage, and the
length of treatment depend on the stage and clinical man-
ifestations of disease (CDC, 2006). Other medications,
such as doxycycline, are available if the client is allergic to
penicillin.

Women should be re-evaluated at 6 and 12 months
after treatment for primary or secondary syphilis with
additional serologic testing. Women with latent syphilis
should be followed clinically and serologically at 6, 12, and
24 months (McGregor & Richard, 2007).

Nursing Assessment

Assess the client for clinical manifestations of syphilis.
Syphilis is divided into four stages: primary, secondary,
latency, and tertiary. Primary syphilis is characterized by
a chancre (painless ulcer) at the site of bacterial entry that
will disappear within 1 to 6 weeks without intervention
(Fig. 5.6). Motile spirochetes are present on darkfield ex-
amination of ulcer exudate. In addition, painless bilateral
adenopathy is present during this highly infectious period.
If left untreated, the infection progresses to the secondary
stage. Secondary syphilis appears 2 to 6 months after the
initial exposure and is manifested by flu-like symptoms and

FIGURe 5.6 Chancre of primary syphilis.

a maculopapular rash of the trunk, palms, and soles. Alope-
cia and adenopathy are both common during this stage.
In addition to rashes, secondary syphilis may present with
symptoms of fever, pharyngitis, weight loss, and fatigue
(Waugh, 2007). The secondary stage of syphilis lasts about
2 years. Once the secondary stage subsides, the latency
period begins. This stage is characterized by the absence
of any clinical manifestations of disease, although the serol-
ogy is positive. This stage can last as long as 20 years. If not
treated, tertiary or late syphilis occurs, with life-threatening
heart disease and neurologic disease that slowly destroys
the heart, eyes, brain, central nervous system, and skin.

Clients with a diagnosis of HIV or another STT should
be screened for syphilis, and all pregnant women should
be screened at their first prenatal visit. Darkfield micro-
scopic examinations and direct fluorescent antibody tests
of lesion exudate or tissue are the definitive methods for
diagnosing early syphilis. A presumptive diagnosis can be
made by using two serologic tests:

* Nontreponemal tests (Venereal Disease Research Labo-
ratory [VDRL] and rapid plasma reagin [RPR])

* Treponemal tests (fluorescent treponemal antibody
absorbed [FTA-ABS] and 7. pallidum particle aggluti-
nation [TP-PA]) (CDC, 2006)

Nursing Management of Herpes
and Syphilis

Genital ulcers from either herpes or syphilis can be devas-
tating to women, and the nurse can be instrumental in
helping her through this difficult time. Referral to a support
group may be helpful. Address the psychosocial aspects
of these STIs with women by discussing appropriate cop-
ing skills, acceptance of the lifelong nature of the condi-
tion (herpes), and options for treatment and rehabilitation.
Teaching Guidelines 5.3 highlights appropriate teaching
points for the patient with genital ulcers.

Pelvic Inflammatory Disease

Pelvic inflammatory disease refers to an inflammatory
state of the upper female genital tract and nearby struc-
tures. The fallopian tubes, ovaries, or peritoneum may be
involved and endometriosis may also be present. PID re-
sults from an ascending polymicrobial infection of the
upper female reproductive tract, frequently caused by un-
treated chlamydia or gonorrhea (Fig. 5.7). An estimated
1.5 million cases are diagnosed annually, resulting in over
250,000 hospitalizations (CDC, 2006). It is a serious
health problem in the United States, costing an estimated
$10 billion annually in terms of hospitalizations and surgi-
cal procedures (Crossman, 2006). Complications include
ectopic pregnancy, pelvic abscess, infertility, recurrent or
chronic episodes of the disease, chronic abdominal pain,
pelvic adhesions, and depression (Glasier et al., 2006).



TEACHING GUIDELINES 5.3

Caring for Genital Ulcers

 Abstain from intercourse during the prodromal
period and when lesions are present.

» Wash hands with soap and water after touching
lesions to avoid autoinoculation.

* Use comfort measures such as wearing nonconstrict-
ing clothes, wearing cotton underwear, urinating in
water if urination is painful, taking lukewarm sitz
baths, and air-drying lesions with a hair dryer on
low heat.

* Avoid extremes of temperature such as ice packs or
hot pads to the genital area as well as application of
steroid creams, sprays, or gels.

* Use condoms with all new or noninfected partners.

¢ Inform health care professionals of your condition.

Because of the seriousness of the complications of PID,
an accurate diagnosis is critical.

Therapeutic Management

Treatment of PID must include empiric, broad-spectrum
antibiotic coverage of likely pathogens. The client is treated
on an ambulatory basis with oral antibiotics or is hospi-
talized and given antibiotics intravenously. The decision
to hospitalize a woman is based on clinical judgment and
the severity of her symptoms (e.g., severely ill with high
fever or with protracted vomiting). Frequently, oral anti-
biotics are initiated, and if no improvement is seen within
72 hours, the woman is admitted to the hospital. Treat-
ment then includes intravenous antibiotics, increased oral

Spread of gonorrhea or chlamydia

FIGURE 5.7 Pelvic inflammatory disease. Chlamydia or gonor-
rhea spreads up the vagina into the uterus and then to the fal-
lopian tubes and ovaries.
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fluids to improve hydration, bed rest, and pain manage-
ment. Follow-up is needed to validate that the infectious
process is gone to prevent the development of chronic
pelvic pain.

Nursing Assessment

Nursing assessment of the woman with PID involves a
complete health history and assessment of clinical mani-
festations, physical examination, and laboratory and diag-
nostic testing.

Health History and Clinical Manifestations
Explore the client’s current and past medical health history
for risk factors for PID, which may include:

* Adolescence or young adulthood

* Nonwhite female

* Having multiple sex partners

* Early onset of sexual activity

* History of PID or STI

* Sexual intercourse at an early age

¢ Alcohol or drug use

* Having intercourse with a partner who has untreated
urethritis

* Recent insertion of an intrauterine device IUD)

* Nulliparity

* Cigarette smoking

* Engaging in sex during menses (Reyes & Abbuhl, 2007)

* Lack of consistent condom use

* Lack of contraceptive use

* Douching

* Prostitution

Assess the client for clinical manifestations of PID,
keeping in mind that, because of the wide variety of clin-
ical manifestations of PID, clinical diagnosis can be chal-
lenging. To reduce the risk of missed diagnosis, the CDC
has established criteria to establish the diagnosis of PID.
Minimal criteria (all must be present) are lower abdominal
tenderness, adnexal tenderness, and cervical motion ten-
derness. Additional supportive criteria that support a
diagnosis of PID are:

* Abnormal cervical or vaginal mucopurulent discharge

¢ Oral temperature above 101°F

¢ Elevated erythrocyte sedimentation rate (inflammatory
process)

¢ Elevated C-reactive protein level (inflammatory process)

* N. gonorrhoeae or C. trachomatis infection documented
(causative bacterial organism)

» White blood cells on saline vaginal smear (CDC, 2006)

* Prolonged or increased menstrual bleeding

* Dysmenorrhea

* Dysuria

* Painful sexual intercourse

* Nausea

* Vomiting
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Physical Examination and Laboratory

and Diagnostic Tests

Inspect the client for presence of fever (usually over 101°F)
or vaginal discharge. Palpate the abdomen, noting tender-
ness over the uterus or ovaries. However, the only way to
diagnose PID definitively is through an endometrial biopsy,
transvaginal ultrasound, or laparoscopic examination.

Nursing Management

If the woman with PID is hospitalized, maintain hydration
via intravenous fluids if necessary and administer analgesics
as needed for pain. Semi-Fowler’s positioning facilitates
pelvic drainage. A key element to treatment of PID is ed-
ucation to prevent recurrence. Depending on the clinical
setting (hospital or community clinic) where the nurse
encounters the woman diagnosed with PID, a risk assess-
ment should be done to ascertain what interventions are
appropriate to prevent a recurrence. To gain the woman’s
cooperation, explain the various diagnostic tests needed.
Discuss the implications of PID and the risk factors for the
infection; her sexual partner should be included if possible.
Sexual counseling should include practicing safer sex,
limiting the number of sexual partners, using barrier con-
traceptives consistently, avoiding vaginal douching, con-
sidering another contraceptive method if she has an ITUD
and has multiple sexual partners, and completing the
course of antibiotics prescribed (Reyes & Abbuhl, 2007).
Review the serious sequelae that may occur if the condi-
tion is not treated or if the woman does not comply with
the treatment plan. Ask the woman to have her partner go
for evaluation and treatment to prevent a repeat infection.
Provide nonjudgmental support while stressing the im-
portance of barrier contraceptive methods and follow-up
care. Teaching Guidelines 5.4 gives further information
related to PID prevention.

Human Papillomavirus

Human papillomavirus (HPV) is the most common viral
infection in the United States (CDC, 2007¢). Genital warts

TEACHING GUIDELINES 5.4

Preventing Pelvic Inflammatory Disease

* Advise sexually active girls and women to insist
their partners use condoms.

* Discourage routine vaginal douching, as this may
lead to bacterial overgrowth.

* Encourage regular sexually transmitted infection
screening.

* Emphasize the importance of having each sexual
partner receive antibiotic treatment.

- rlsALTHY PEOPLE 2@]0
Healthy People 2010
Objectives 25-6,7

Significance

Educate women that abstinence
is the only way to completely avoid
contracting sexually transmitted
infections.

Encourage women always to use
condoms if participating in any
sexual act.

Provide an open and confidential
environment so women will report
symptoms and seek treatment
earlier.

Reduce the proportion of
females who have ever
required treatment for pelvic
inflammatory disease (PID).
Reduce the proportion of
childless females with
fertility problems who have
had a sexually transmitted
disease or who have ever
required treatment for pelvic
inflammatory disease (PID).

or condylomata (Greek for warts) are caused by HPV.
Conservative estimates suggest that in the United States,
approximately 20 million people have productive HPV
infection, and 5.5 million Americans acquire it annually
(CDC, 2007c¢). Clinical studies have confirmed that HPV
is the cause of essentially all cases of cervical cancer, which
is the fourth most common cancer in women in the United
States, following lung, breast, and colorectal cancer (ACS,
2007). HPV-mediated oncogenesis is responsible for up
to 95% of cervical squamous cell carcinomas and nearly
all preinvasive cervical neoplasms (Gearhart & Randall,
2007). More than 30 types of HPV can infect the genital
tract. HPV is most prevalent in young women between
the ages of 20 and 24 years old, followed closely by the
15-to-19-year-old age group (Hackley et al., 2007).

» Take NOTE!

The lifetime risk of HPV infection is
estimated to be as high as 80% in
sexually active individuals.

Nursing Assessment

Nursing assessment of the woman with HPV involves a
complete health history and assessment of clinical mani-
festations, physical examination, and laboratory and diag-
nostic testing.

Health History and Clinical Manifestations

Assess the client’s health history for risk factors for HPV,
which include having multiple sex partners, age (15 to 25),
sex with a male who has had multiple sexual partners,
and first intercourse at 16 or younger (Moore & Seybold,
2007). Risk factors contributing to the development of
cervical cancer include smoking, few or no screenings for
cervical cancer, multiple sex partners, immunosuppressed



state, long-term contraceptive use (more than 2 years),
co-infection with another STI, pregnancy, nutritional de-
ficiencies, and early onset of sexual activity (Dunne et al.,
2007).

Assess the client for clinical manifestations of HPV.
Most HPV infections are asymptomatic, unrecognized, or
subclinical. Visible genital warts usually are caused by HPV
types 6 or 11. In addition to the external genitalia, genital
warts can occur on the cervix and in the vagina, urethra,
anus, and mouth. Depending on the size and location, gen-
ital warts can be painful, friable, and pruritic, although
most are typically asymptomatic (Fig. 5.8). The strains of
HPV associated with genital warts are considered low risk
for development of cervical cancer, but other HPV types
(16, 18, 31, 33, and 35) have been strongly associated
with cervical cancer (CDC, 2006).

Physical Examination and Laboratory
and Diagnostic Tests
Clinically, visible warts are diagnosed by inspection. The
warts are fleshy papules with a warty, granular surface.
Lesions can grow very large during pregnancy, affecting
urination, defecation, mobility, and descent of the fetus
(CDG, 2006). Large lesions, which may resemble cauli-
flowers, exist in coalesced clusters and bleed easily.
Serial Pap smears are performed for low-risk women.
These regular Pap smears will detect the cellular changes
associated with HPV. The FDA has recently approved
an HPV test as a follow-up for women who have an ambigu-
ous Pap test. In addition, this HPV test may be a helpful
addition to the Pap test for general screening of women
age 30 and over. The HPV test is a diagnostic test that can
determine the specific HPV strain, which is useful in dis-
criminating between low-risk and high-risk HPV types. A
specimen for testing can be obtained with a fluid-phase
collection system such as Thin Prep. The HPV test can
identify 13 of the high-risk types of HPV associated with
the development of cervical cancer and can detect high-risk
types of HPV even before there are any conclusive visible
changes to the cervical cells. If the test is positive for the

FIGURE 5.8 Genital warts.
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high-risk types of HPV, the woman should be referred for
colposcopy.

M/ pon physical examination, it is determined that Sandy
has genital warts. The nurse finds out that Sandy engaged
n high-risk behavior with a stranger she “hooked up” with
recently at college. She couldn’t imagine that he would give
her a STI because “he looked so clean-cut.” She wonders
how she could possibly have genital warts. What information
should be given to Sandy about STIs in general? What
specific information about HPV should be stressed?

Therapeutic Management

There is currently no medical treatment or cure for HPV.
Instead, therapeutic management focuses heavily on pre-
vention through the use of the HPV vaccine and education
and on the treatment of lesions and warts caused by HPV.
In summer 2006, the FDA approved the HPV vaccine
(Gardasil) to prevent cervical cancer. The CDC’s Advisory
Committee on Immunization Practices (ACIP) has rec-
ommended the vaccine for routine administration to
11- and 12-year-old girls. The ACIP also endorsed the
use of Gardasil for girls as young as 9 and recommended
that women between the ages of 13 and 26 receive the
vaccination series, which consists of three injections over
6 months. The vaccine has been found 100% effective in
preventing precancerous lesions of the cervix and genital
warts (Wald, 2007). The duration of protection afforded
by this vaccine, as well as its impact on long-term out-
comes, is not yet known (Kennedy, 2007).

The vaccine is administered intramuscularly in three
separate 0.5-mL doses. The first dose may be given to any
individual 9 to 26 years old prior to infection with HPV.
The second dose is administered 2 months after the first,
and the third dose is given 6 months after the initial dose.
The deltoid region of the upper arm or anterolateral area
of the thigh may be used (Leggatt & Frazer, 2007).

If the woman doesn’t receive primary prevention with
the vaccine, then secondary prevention would focus on
education about the importance of receiving regular Pap
smears and, for women over 30, including an HPV test to
determine whether the woman has a latent high-risk virus
that could lead to precancerous cervical changes. Finally,
treatment options for precancerous cervical lesions or gen-
ital warts caused by HPV are numerous and may include:

 Topical trichloroacetic acid (TCA) 80% to 90%

¢ Liquid nitrogen cryotherapy

» Topical imiquimod 5% cream (Aldara)

 Topical podophyllin 10% to 25%

* Laser carbon dioxide vaporization

* Client-applied Podofilox 0.5% solution or gel

» Simple surgical excision

* Loop electrosurgical excisional procedure (LEEP)
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* Intralesional interferon therapy (National Institute of
Allergy and Infectious Diseases, 2007b)

The goal of treating genital warts is to remove the warts
and induce wart-free periods for the client. Treatment of
genital warts should be guided by the preference of the
client and available resources. No single treatment has
been found to be ideal for all clients, and most treatment
modalities appear to have comparable efficacy. Because
genital warts can proliferate and become friable during
pregnancy, they should be removed using a local agent.
A cesarean birth is not indicated solely to prevent transmis-
sion of HPV infection to the newborn, unless the pelvic
outlet is obstructed by warts (Gearhart & Randall, 2007).

Nursing Management

An HPV infection has many implications for the woman’s
health, but most women are unaware of HPV and its role
in cervical cancer. The average age of sexual debut is in
early adolescence; therefore, it is important to target this
population for use of the HPV/cervical cancer vaccine.

Key nursing roles are teaching about prevention of
HPYV infection and patient education and promotion of
vaccines and screening tests in order to reduce the morbid-
ity and mortality associated with cervical cancer caused
by HPV infection. Teach all women that the only way to
prevent HPV is to refrain from any genital contact with an-
other individual. Although the effect of condoms in pre-
venting HPV infection is unknown, latex condom use has
been associated with a lower rate of cervical cancer. Teach
women about the link between HPV and cervical cancer.
Explain that, in most cases, there are no signs or symptoms
of infection with HPV. Strongly encourage all young
women between 9 and 26 to consider getting Gardasil, the
vaccine against HPV. For all women, promote the impor-
tance of obtaining regular Pap smears and, for women
over 30, suggest an HPV test to rule out the presence of
a latent high-risk strain of HPV.

Education and counseling are important aspects of
managing women with genital warts. Teach the woman
that:

* Even after genital warts are removed, HPV still remains
and viral shedding will continue.

* The likelihood of transmission to future partners and
the duration of infectivity after treatment for genital
warts are unknown.

» The recurrence of genital warts within the first few
months after treatment is common and usually indicates
recurrence rather than reinfection (CDC, 2006).

andy is being treated for HPV and is anxious for her
“things” to disappear and never return. What education is
needed to prevent further transmission from Sandy to any
future sexual partners?

Vaccine-Preventable STls:
Hepatitis A and B

Hepatitis is an acute, systemic, viral infection that can be
transmitted sexually. The viruses associated with hepatitis
or inflammation of the liver are hepatitis A, B, C, D, E,
and G. Hepatitis A (HAV) is spread via the gastrointestinal
tract. It can be acquired by drinking polluted water, by
eating uncooked shellfish from sewage-contaminated
waters or food handled by a hepatitis carrier with poor hy-
giene, and from oral/anal sexual contact. Approximately
33% of the U.S. population has serologic evidence of prior
hepatitis A infection; the rate increases directly with age
(Wasley et al., 2007). A person with hepatitis A can easily
pass the disease to others within the same household.

Hepatitis B (HBV) is transmitted through saliva,
blood serum, semen, menstrual blood, and vaginal se-
cretions (Assan & Kraszewski, 2006). In the early 2000s,
transmission among heterosexual partners accounted for
40% of infections, and transmission among men who
have sex with men accounted for 20% of infections. The
World Health Organization (WHO) estimates the preva-
lence of hepatitis B worldwide is 350 million chronically
infected people. Worldwide, hepatitis B has the highest
death rate of any STT except HIV (WHO, 2007a). Risk
factors for infection include having multiple sex part-
ners, engaging in unprotected receptive anal intercourse,
and having a history of other STIs (CDC, 2006). The
most effective means to prevent the transmission of hep-
atitis A or B is pre-exposure immunization. Vaccines are
available for the prevention of HAV and HBV, both of
which can be transmitted sexually. Every person seeking
treatment for an STT should be considered a candidate
for hepatitis B vaccination, and some individuals (e.g.,
men who have sex with men, and injection-drug users)
should be considered for hepatitis A vaccination
(CDC, 2006).

Therapeutic Management

Unlike other STIs, HBV and HAV are preventable
through immunization. HAV is usually self-limiting and
does not result in chronic infection. HBV can result in se-
rious, permanent liver damage. Treatment is generally
supportive. No specific treatment for acute HBV infec-
tion exists.

Nursing Assessment

Assess the client for clinical manifestations of hepatitis
A and B. Hepatitis A produces flu-like symptoms with
malaise, fatigue, anorexia, nausea, pruritus, fever, and
upper right quadrant pain. Symptoms of hepatitis B are
similar to those of hepatitis A, but with less fever and skin
involvement. The diagnosis of hepatitis A cannot be
made based on clinical manifestations alone and requires
serologic testing. The presence of IgM antibody to HAV



is diagnostic of acute HAV infection. Hepatitis B is de-
tected by a blood test that looks for antibodies and pro-
teins produced by the virus and is positively diagnosed by
the presence of hepatitis B surface antibody (HBsAg)
(Pyrsopoulos & Reddy, 2007).

Nursing Management

Nurses should encourage all women to be screened for
hepatitis when they have their annual Pap smear, or sooner
if high-risk behavior is identified. Nurses should also en-
courage women to undergo HBV screening at their first
prenatal visit and repeat screening in the last trimester for
women with high-risk behaviors (Assan & Kraszewski,
2006). Nurses can also explain that hepatitis B vaccine is
given to all infants after birth in most hospitals. The vac-
cination consists of a series of three injections given within
6 months. The vaccine has been shown to be safe and well
tolerated by most recipients (CDC, 2006). Hepatitis A
vaccine is strongly encouraged for children between 12
and 23 months; persons 1 year of age and older traveling
to countries with a high prevalence of hepatitis A, such
as Central or South America, Mexico, Asia, Africa, and
eastern Europe; men who have sex with men; persons who
use street drugs; and persons with chronic liver disease
(CDC, 2007c). For others, hepatitis A vaccine series (two
doses 6 months apart) may be started whenever a person
is at risk of infection.

Ectoparasitic Infections

Ectoparasites are a common cause of skin rash and pruri-
tus throughout the world, affecting persons of all ages,
races, and socioeconomic groups. Overcrowding, delayed
diagnosis and treatment, and poor public education con-
tribute to the prevalence of ectoparasites in both industrial
and nonindustrial nations. Approximately 300 million
cases of ectoparasitic cases are reported worldwide each
year (CDC, 2006). These infections include infestations
of scabies and pubic lice. Since these parasites are easily
passed from one person to another during sexual intimacy,
clients should be assessed for them when receiving care
for other STTs. Scabies is an intensely pruritic dermatitis
caused by a mite. The female mite burrows under the skin
and deposits eggs, which hatch. The lesions start as a small
papule that reddens, erodes, and sometimes crusts. Diag-
nosis is based on history and appearance of burrows in the
webs of the fingers and the genitalia (Cordoro & Wilson,
2007). Aggressive infestation can occur in immunodefi-
cient, debilitated, or malnourished people, but healthy
people do not usually suffer sequelae.

Clients with pediculosis pubis (pubic lice) usually
seek treatment because of the pruritus, because of a rash
brought on by skin irritation from scratching, or because
they notice lice or nits in their pubic hair, axillary hair, ab-
dominal and thigh hair, and sometimes in the eyebrows,
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FIGURE 5.9 Pubic lice. A small brown living
crab louse is seen at the base of hairs (arrow).
(Source: Goodheart, H. [2003]. Goodheart’s
photoguide of common skin disorders. Philadel-
phia: Lippincott Williams & Wilkins.)

eyelashes, and beards. Infestation is usually asymptomatic
until after a week or so, when bites cause pruritus and
secondary infections from scratching (Fig. 5.9). Diagnosis
is based on history and the presence of nits (small, shiny,
yellow, oval, dewdrop-like eggs) affixed to hair shafts or
lice (a yellowish, oval, wingless insect) (Wolfram, 2007).

Treatment is directed at the infested area, using per-
methrin cream or lindane shampoo (CDC, 2006). Bed-
ding and clothing should be washed in hot water to
decontaminate it. Sexual partners should be treated also,
as well as family members who live in close contact with
the infected person.

Nursing care of a woman infested with lice or scabies
involves a three-tiered approach: eradicating the infestation
with medication, removing nits, and preventing spread
or recurrence by managing the environment. Over-the-
counter products containing pyrethrins (RID, Triple X,
Pronto, and Kwell) are safe for use and Kkill the active lice
or mites. Nurses should provide education about these
products (Teaching Guidelines 5.5). The nurse can follow
these same guidelines to prevent the health care facility
from becoming infested.

TEACHING GUIDELINES 5.5

Treating and Minimizing the Spread
of Scabies and Pubic Lice

* Use the medication according to the manufac-
turer’s instructions.

* Remove nits with a fine-toothed nit comb.

* Do not share any personal items with others or
accept items from others.

 Treat objects, clothing, and bedding and wash
them in hot water.

* Meticulously vacuum carpets to prevent a recurrence
of infestation.
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Human Immunodeficiency
Virus (HIV)

An estimated 1 million people currently live with HIV and
an estimated 50,000 new HIV infections have occurred
annually in the United States (CDC, 2007b). In terms of
epidemiology, fatality rate, and its social, legal, ethical, and
political aspects, HIV/AIDS has become a public health
crisis and has generated more concern than any other in-
fectious disease in modern medical history (Mullan, 2007).
To date, there is no cure for this fatal viral infection.

The HIV virus is transmitted by intimate sexual con-
tact, by sharing needles for intravenous drug use, from
mother to fetus during pregnancy, or by transfusion of
blood or blood products. Men who have sex with men rep-
resent the largest proportion of new infections, followed by
men and women infected through heterosexual sex (CDC,
2007b).

The number of women with HIV infection and AIDS
has been increasing steadily worldwide. WHO estimates
that over 25 million women are living with HIV/AIDS
worldwide, accounting for approximately 50% of the
40 million adults living with HIV/AIDS (National Insti-
tute of Allergy and Infectious Diseases, 2007a). HIV dis-
proportionately affects African-American and Hispanic
women: together they represent less than 25% of all U.S.
women, yet they account for more than 82% of AIDS cases
in women (CDC, 2007b). Worldwide, more than 90% of
all HIV infections have resulted from heterosexual inter-
course. Women are particularly vulnerable to heterosexual
transmission of HIV due to substantial mucosal exposure
to seminal fluids. This biological fact amplifies the risk of
HIV transmission when coupled with the high prevalence
of nonconsensual sex, sex without condoms, and the
unknown and/or high-risk behaviors of their partners
(National Institute of Allergy and Infectious Diseases,
2007a). Therefore, the face of HIV/AIDS is becoming
the face of young women. That shift will ultimately exac-
erbate the incidence of HIV because women spread it
not only through sex, but also through nursing and
childbirth.

AIDS is a breakdown in the immune function caused
by HIV, a retrovirus. The infected person develops op-
portunistic infections or malignancies that become fatal.
Progression from HIV infection to AIDS occurs a median
of 11 years after infection (Mullan, 2007).

Twenty years have passed since HIV/AIDS began to
affect our society. Since then, 50 million people have been
infected by the virus, with AIDS being the fourth leading
cause of death globally (CDC, 2007b). The morbidity and
mortality of HIV continue to hold the attention of the
medical community. While there has been a dramatic im-
provement in both morbidity and mortality with the use of
highly active antiretroviral therapy (HAART), the inci-
dence of HIV infection continues to rise.

» Take NOTE!

More than 90% of individuals infected
with HIV worldwide do not know they
are infected (Dubin, 2007).

The fetal and neonatal effects of acquiring HIV
through perinatal transmission are devastating and even-
tually fatal. An infected mother can transmit HIV infection
to her newborn before or during birth and through breast-
feeding. Most cases of mother-to-child HIV transmission,
the cause of more than 90% of pediatric-acquired infections
worldwide, occur late in pregnancy or during delivery.
Transmission rates vary from 25% in untreated non-
breastfeeding populations in industrialized countries to
about 40% among untreated breastfeeding populations
in developing countries (National Institute of Allergy and
Infectious Diseases, 2007a). Despite the dramatic reduc-
tion in perinatal transmission, hundreds of infants will be
born infected with HIV.

HIV and Adolescents

The effects of HIV and AIDS on adolescents and young
adults is of increasing concern, but it is difficult to get ac-
curate data due to varying ways this population seeks health
care services. Some adolescents continue to receive care
through pediatricians and adult services, but many do not
have access to health care. HIV infections are increasing
in adolescents and young adults (13 to 24 years). Also,
the proportion of adolescents diagnosed with AIDS has
increased from 4% in 1999 to 6% in 2006 (NIH, 2008).
At least one adolescent in the United States is infected
with HIV each hour. Since it takes an average of 10 years
for AIDS symptoms to appear when HIV is left un-
treated, it is obvious that many adults with AIDS were in-
fected as adolescents.

Most HIV-infected adolescents are exposed to the
virus though sexual intercourse. Recent data suggest that
the majority of HIV-infected adolescent males are infected
through sex with men. A small number of adolescent males
appear to be exposed through injection of drugs or het-
erosexual contact. Adolescent females are mostly exposed
through heterosexual contact, with a small percentage
becoming infected through injected drug use (www.niaid.
hih.gov/factsheets/hivadolescent.htm). African-American
and Hispanic adolescents between the ages of 13 and 19
account for 66% and 21%, respectively, of reported AIDS
cases in 2003. Because adolescents think they are invin-
cible, they may delay testing, and if they test positive, they
may delay treatment or refuse treatment. The inability to
trace this population for medical care can lead to increased
transmission of HIV.


http://www.niaid.hih.gov/factsheets/hivadolescent.htm
http://www.niaid.hih.gov/factsheets/hivadolescent.htm

» Consider THIS!

I was thinking of my carefree college days, when the
most important thing was having an active sorority life
and meening guys. I had been raised by very strict par-
ents and was never allowed to date under their watch.
Since I attended an our-of-state college, I figured that
my parents’ outdated advice and rules no longer applied.
Abruptly, my thoughts of the past were interrupted by
the HIV counselor asking about my feelings concerning
my positive diagnosis. What was there to say at this
pone? I had a lot of fun but never dreamed it would
haunt me for the rest of my life, which was going to be
shortened considerably now. I only wish I could turn
back the hands of time and listen to my parents’ advice,
which somehow doesn’t seem so outdated now.

Thoughts: All of us have thought back on our lives
to better times and wondered how our lives would have
changed if we had made better choices or gone down
another path. It is a piry that we have only one chance
to make good, sound decisions at times. What would
you have changed in your life if given a second chance?
Can you stll make a change for the better now?

Clinical Manifestations

When a person is initially infected with HIV, he or she goes
through an acute primary infection period for about
3 weeks. The HIV viral load drops rapidly because the
host’s immune system works well to fight this initial infec-
tion. The onset of the acute primary infection occurs 2 to
6 weeks after exposure. Symptoms include fever, pharyngi-
tis, rash, and myalgia. Most people do not associate this flu-
like condition with HIV infection. After initial exposure,
there is a period of 3 to 12 months before seroconversion.
The person is considered infectious during this time.

After the acute phase, the infected person becomes
asymptomatic, but the HIV virus begins to replicate. Even
though there are no symptoms, the immune system runs
down. A normal person has a CD4 T-cell count of 450 to
1,200 cells per microliter. When the CD4 T-cell count
reaches 200 or less, the person has reached the stage of
AIDS. The immune system begins a constant battle to fight
this viral invasion, but over time it falls behind. A viral
reservoir occurs in T cells that can store various stages of
the virus. The onset and severity of the disease correlate
directly with the viral load: the more HIV virus that is pres-
ent, the worse the person will feel.

As profound immunosuppression begins to occur, an
opportunistic infection will occur, qualifying the person for
the diagnosis of AIDS. The diagnosis is finally confirmed
when the CD4 count is below 200. As of now, AIDS will
eventually develop in everyone who is HIV-positive.
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Because HIV over time depletes the CD4 cell popula-
tion, infected people become more susceptible to oppor-
tunistic infections. Currently, the AIDS virus and response
to treatment are tracked based on CD4 count rather than
viral load. Untreated HIV will progress to AIDS in about
11 years, but this progression can be delayed by antiretro-
viral therapy (Dubin, 2007).

Diagnosis

Newly approved quick tests for HIV produce results in
20 minutes and also lower the health care worker’s risk of
occupational exposure by eliminating the need to draw
blood. The CDC’s Advancing HIV Prevention initiative,
launched in 2003, has made increased testing a national
priority. The initiative calls for testing to be incorporated
into routine medical care and to be delivered in more
nontraditional settings.

Fewer than half of adults between the ages of 18 and
64 have ever had an HIV test, according to the CDC.
The agency estimates that one fourth of the million HIV-
infected people in the United States do not know they are
infected. This means they are not receiving treatment that
can prolong their lives, and they may be unknowingly in-
fecting others. In addition, even when people do get tested,
one in three failed to return to the testing site to learn their
results when there was a 2-week wait. The CDC hopes
that the new “one-stop” approach to HIV testing changes
that pattern. About 50,000 new HIV cases are reported
each year in the United States, and that number has held
steady for the past few years despite massive efforts in pre-
vention education (CDC, 2007b).

The OraQuick Rapid HIV-1 Antibody Test detects
the HIV antibody in a blood sample taken with a fingerstick
or from an oral fluid sample. Both can produce results in
as little as 20 minutes with more than 99% accuracy (Aaron
etal., 2006). The FDA has approved two other rapid blood
tests: the Reveal Rapid HIV-1 Antibody Test and the Uni-
Gold Recombigen HIV Test.

Testing for HIV should be offered to anyone seeking
evaluation and treatment for STIs. Counseling before
and after testing is an integral part of the testing procedure.
Informed consent must be obtained before an HIV test is
performed. HIV infection is diagnosed by tests for anti-
bodies against HIV-1 and HIV-2 (HIV-1/2). Antibody
testing begins with a sensitive screening test (e.g., the en-
zyme immunoassay [ELISA]). This is a specific test for
antibodies to HIV that is used to determine whether the
person has been exposed to the HIV retrovirus. Reactive
screening tests must be confirmed by a more specific test
(e.g., the Western blot [WB]) or an immunofluorescence
assay (IFA). This is a highly specific test that is used to val-
idate a positive ELISA test finding. If the supplemental
test (WB or IFA) is positive, it confirms that the person
is infected with HIV and is capable of transmitting the



136 UNIT TWO WoMEN's HEALTH THROUGHOUT THE LIFESPAN

virus to others. HIV antibody is detectable in at least 95%
of people within 3 months after infection (CDC, 2006).

Therapeutic Management
The goals of HIV drug therapy are to:

* Decrease the HIV viral load below the level of detection

* Restore the body’s ability to fight off pathogens

* Improve the client’s quality of life

* Reduce HIV morbidity and mortality (Cressey &
Lallemant, 2007)

Highly active antiretroviral therapy (HAART), which
combines at least three antiretroviral drugs, has dramat-
ically improved the prognosis of HIV/AIDS. Often treat-
ment begins with combination HAART therapy at the time
of the first infection, when the person’s immune system is
still intact. The current HAART therapy standard is a triple
combination therapy, but some clients may be given a
fourth or fifth agent.

There are obvious challenges involved in meeting these
goals. The viral load can be reduced much more quickly
than the T-cell count can be increased, and this disparity
leaves the woman vulnerable to opportunistic infections.

Current therapy to prevent the transmission of HIV to
the newborn includes a three-part regimen of having the
mother take an oral antiretroviral agent at 14 to 34 weeks
of gestation; it is continued throughout pregnancy. During
labor, an antiretroviral agent is administered intravenously
until delivery. An antiretroviral syrup is administered to
the infant within 12 hours after birth.

Dramatic new treatment advances with antiretroviral
medications have turned a disease that used to be a death
sentence into a chronic, manageable one for individuals
who live in countries where antiretroviral therapy is avail-
able. Despite these advances in treatment, however, only
a minority of HIV-positive Americans who take antiretro-
viral medications are receiving the full benefits because they
are not adhering to the prescribed regimen. Successful
antiretroviral therapy requires nearly perfect adherence to
a complex medication regimen; less-than-perfect adher-
ence leads to drug resistance (Battaglioli-Denero, 2007).

Adherence is difficult because of the complexity of the
regimen and the lifelong duration of treatment. A typical
antiretroviral regimen may consist of three or more med-
ications taken twice daily. Adherence is made even more
difficult because of the unpleasant side effects, such as
nausea and diarrhea. Women in early pregnancy already
experience these, and the antiretroviral medication only
exacerbates them.

Nursing Management

Nurses can play a major role in caring for the HIV-positive
woman by helping her accept the possibility of a shortened
life span, cope with others’ reactions to a stigmatizing ill-
ness, and develop strategies to maintain her physical and

emotional health. Educate the woman about changes she
can make in her behavior to prevent spreading HIV to
others, and refer her to appropriate community resources
such as HIV medical care services, substance abuse, men-
tal health services, and social services. See Nursing Care
Plan 5.1: Overview for the Woman With HIV.

Providing Education About Drug Therapy

The goal of antiretroviral therapy is to suppress viral
replication so that the viral load becomes undetectable
(below 400). This is done to preserve immune function and
delay disease progression but is a challenge because of the
side effects of nausea and vomiting, diarrhea, altered taste,
anorexia, flatulence, constipation, headaches, anemia, and
fatigue. Although not everyone experiences all of the side
effects, the majority do have some of them. Current re-
search hasn’t documented the long-term safety of exposure
of the fetus to antiretroviral agents during pregnancy, but
collection of data is ongoing.

Help to reduce the development of drug resistance
and thus treatment failure by identifying the barriers to
adherence; identifying these barriers can help the woman
to overcome them. Some of the common barriers exist
because the woman:

* Does not understand the link between drug resistance
and nonadherence

* Fears revealing her HIV status by being seen taking
medication

* Hasn’t adjusted emotionally to the HIV diagnosis

* Doesn’t understand the dosing regimen or schedule

» Experiences unpleasant side effects frequently

* Feels anxious or depressed (Dubin, 2007)

Depending on which barriers are causing nonadher-
ence, work with the woman by educating her about the
dosing regimen, helping her find ways to integrate the pre-
scribed regimen into her lifestyle, and making referrals to
social service agencies as appropriate. By addressing barri-
ers on an individual level, the nurse can help the woman to
overcome them.

Educate the woman about the prescribed drug therapy
and stress that it is very important to take the regimen
as prescribed. Offer suggestions about how to cope with
anorexia, nausea, and vomiting by:

* Separating the intake of food and fluids

* Eating dry crackers upon arising

* Eating six small meals daily

 Using high-protein supplements (Boost, Ensure) to
provide quick and easy protein and calories

* Eating “comfort foods,” which may appeal when other
foods don’t

Promoting Compliance
Remaining compliant with drug therapy is a huge challenge
for many HIV-infected people. Compliance becomes diffi-
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Nursing Care Plan 5.1
OvVERVIEW OF THE WoMAN WHo |Is HIV-PosITIVE

Annie, a 28-year-old African-American woman, is HIV-positive. She acquired HIV through unprotected sexual contact. She
has been inconsistent in taking her antiretroviral medications and presents today stating she is tired and doesn't feel well.

NURSING DIAGNOSIS: Risk for infection related to positive HIV status and inconsistent compliance with antiretroviral

therapy

Outcome ldentification and Evaluation
Client will remain free of opportunistic infections as evidenced by temperature within acceptable parameters and absence
of signs and symptoms of opportunistic infections.

Interventions: Minimizing the Risk of Opportunistic Infections

e Assess CD4 count and viral loads to determine disease progression (CD4 counts <500/L and viral loads >10,000 copies/L =
increased risk for opportunistic infections).

* Assess complete blood count to identify presence of infection (>10,000 cells/mm? may indicate infection).

® Assess oral cavity and mucous membranes for painful white patches in mouth to evaluate for possible fungal infection.

 Teach client to monitor for general signs and symptoms of infections, such as fever, weakness, and fatigue, to ensure
early identification.

® Provide information explaining the importance of avoiding people with infections when possible to minimize risk of
exposure to infections.

® Teach importance of keeping appointments so her CD4 count and viral load can be monitored to alert the health care
provider about her immune system status.

® Instruct her to reduce her exposure to infections via:
® Meticulous handwashing
® Thorough cooking of meats, eggs, and vegetables
* Wearing shoes at all times, especially when outdoors

® Encourage a balance of rest with activity throughout the day to prevent overexertion.

e Stress importance of maintaining prescribed antiretroviral drug therapies to prevent disease progression and resistance.

e If necessary, refer Annie to a nutritionist to help her understand what constitutes a well-balanced diet with supplements
to promote health and ward off infection.

NURSING DIAGNOSIS: Knowledge deficit related to HIV infection and possible complications

Outcome ldentification and Evaluation

Client will demonstrate increased understanding of HIV infection as evidenced by verbalizing appropriate health care prac-
tices and adhering to measures to comply with therapy and reduce her risk of further exposure and reduce risk of disease
progression.

Interventions: Providing Patient Education

e Assess her understanding of HIV and its treatment to provide a baseline for teaching.

e Establish trust and be honest with Annie; encourage her to talk about her fears and the impact of the disease to provide
an outlet for her concerns. Encourage her to discuss reasons for her noncompliance.

® Provide a nonjudgmental, accessible, confidential, and culturally sensitive approach to promote Annie’s self-esteem and
allow her to feel that she is a priority.

® Explain measures, including safer sex practices and birth control options, to prevent disease transmission; determine her
willingness to practice safer sex to protect others to determine further teaching needs.

® Discuss the signs and symptoms of disease progression and potential opportunistic infections to promote early detection
for prompt intervention.

® Qut