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Preface

This 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 newborns, 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 and to assist them to make the right choices safely, intelligently,
and with confidence.

Since the health care focus of women and their families has expanded well
beyond our nation’s borders, more cultural and global aspects of maternity and
women’s health care have been added to this fourth edition. The United States is
part of the international community, and as such nurses must understand and
respect diverse cultures and their customs to truly play an important role as a
global partner. Nurses care for a variety of women from many continents, thus
they have to be armed with appropriate tools to meet their client’s diverse needs.
Also, more evidence-based research findings have been included in this fourth
edition for nurses to validate their practice and interventions.



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 with 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 Life Span

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 in their own health promotion activities
and 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 client
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 nonpharmacologic comfort measures and pain
management, and specific nursing interventions during each stage of labor and
birth.



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 discharge planning.



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
understanding of the material.



RECURRING FEATURES

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
presented 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
Point.



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.



wWOoOw

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.



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.



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 2020

Throughout the textbook, relevant Healthy People 2020 objectives are outlined
in box format. The nursing implications or guidance provided in the box serves
as a road map 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
preparation 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 Test 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

Common Medical Treatment 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 and outline a guide for delivering care.



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
facilitate competent performance of relevant procedures as well as to clarify any
variations when appropriate.



Icons
%% Watch and Learn
A special icon throughout the book directs students to free video clips located on

Pointthat highlight growth and development, communicating with children, and
providing nursing care to the child in the hospital.

7™ Concepts in Action Animations
These unique animations, also located on thePoint, bring physiologic and
pathophysiologic concepts to life and enhance student comprehension.



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.



Tables, 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 that were used in the development of the text are provided at the end
of each chapter. The websites are located on thePoint. These listings enable the
student to further explore topics of interest. Many online websites 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
incorporate 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, online, and community activities.



Teaching—Learning Package

Instructor’s Resources

Tools to assist you with teaching your course are available upon adoption of this

text on thePointat http://thePoint.Iww.com/Ricci3e.

* An E-Book on tcPointgives you access to the book’s full text and images
online.

* A Test Generator lets you put together exclusive new tests from a bank
containing over 800 questions (twice as many as last edition) to help you in
assessing your students’ understanding of the material. Test questions link to
chapter learning objectives.

* PowerPoint presentations with Guided Lecture Notes provide an easy way
for you to integrate the textbook with your students’ classroom experience,
either via slide shows or handouts. Multiple-choice and true/false questions
are integrated into the presentations to promote class participation.

* An Image Bank lets you use the photographs and illustrations from this
textbook in your PowerPoint slides or as you see fit in your course.

* Case Studies with related questions (and suggested answers) give students an
opportunity to apply their knowledge to a client case similar to one they might
encounter in practice.

* Pre-Lecture Quizzes (and answers) are quick, knowledge-based assessments
that allow you to check students’ reading.

* Discussion Topics (and suggested answers) can be used as conversation
starters or in online discussion boards.

* Assignments (and suggested answers) include group, written, clinical, and
Web assignments.

» Sample Syllabi provide guidance for structuring your pediatric nursing courses
and are provided for four different course lengths: 4, 6, 8, and 10 weeks.

* Journal Articles, updated for the new edition, offer access to current research
available in Lippincott Williams & Wilkins journals.

Contact your sales representative or check out LWW.com/Nursing for more
details and ordering information.
Student Resources

An exciting set of free resources is available to help students review material and
become even more familiar with vital concepts. Students can access all these


http://thePoint.lww.com/Ricci3e

resources on thePoint using the codes printed in the front of their textbooks.

* NCLEX-Style Review Questions for each chapter help students review
important concepts and practice for NCLEX. Over 700 questions are
included, more than twice as many as last edition!

* Multimedia Resources appeal to a variety of learning styles. Icons in the text
direct readers to relevant videos and animations:

- "¥'Watch and Learn Videos
A special icon throughout the book directs students to free video clips
located on thePoint that highlight growth and development, communicating
with children, and providing nursing care to the child in the hospital.

« “.Concepts in Action Animations
These unique animations, also located on t"=Peint, bring physiologic and
pathophysiologic concepts to life and enhance student comprehension.

* A Spanish-English Audio Glossary provides helpful terms and phrases for
communicating with patients who speak Spanish.

* Journal Articles offer access to current research available in Lippincott
Williams & Wilkins journals.

¢ And more!
Susan Scott Ricci

INursing Process Overview contains NANDA-I approved nursing diagnoses. Material related to nursing
diagnoses is from Nursing Diagnoses—Definitions and Classification 2012-2014 © 2009, 2007, 2005,
2003, 2001, 1998, 1996, 1994 NANDA International. Used by arrangement with Wiley-Blackwell
Publishing, a company of John Wiley & Sons, Inc. In order to make safe and effective judgments using

NANDA-I nursing.
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Learning Objectives

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

1. Characterize the key milestones in the evolution of childbirth in America.

2. Outline 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 with the current definitions.
4. Examine 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. Distinguish the health care barriers affecting women and their families.

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

Sophia Nappo, 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?

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.



INTRODUCTION

A person’s ability to lead a fulfilling life and to participate 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
childhood 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, promotion of a safe motherhood, 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 maintain optimal health for the woman and her family.

Nurses today have an unprecedented opportunity to improve the health and
well-being of women and families. 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 caring, 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 health-related problems. Nurses fill a variety of
roles in helping clients to live healthier lives by providing direct care, emotional
support, 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. It also addresses health care information available to women
and their families and improvements in diagnosis and treatments. Nurses need to



be knowledgeable about these concepts and factors to ensure that they provide
up-to-date professional 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 status of maternal, newborn, and
women’s health nursing (Box 1.1).



Historical Perspective

Childbirth in colonial America was a difficult and dangerous experience. During
the 17th and 18th centuries, women giving birth often died as a result of
exhaustion, dehydration, infection, hemorrhage, or seizures (Mintz, 2013). Since
most women gave birth to between five and eight children, their lifetime chances
of dying in childbirth ran as high as one in eight. Death in childbirth was
sufficiently common that many colonial women regarded pregnancy with dread.
In addition to her anxieties about pregnancy, an expectant mother was filled with
apprehension about the possible death of her newborn child. Approximately 50%
of all children died before age 5 (King et al., 2015), compared with an infant
mortality rate today of 6.17 infant deaths/1,000 live births (World Factbook,
2015).

Centuries ago, “granny midwives” handled the normal birthing process for
most women. Midwifery skills have traditionally been passed from one woman
to another within families, grandmothers to mothers to daughters, and also
through apprenticeship with a more experienced midwife. Physicians usually
were called only in extremely difficult cases, and all births took place at home
(Simmons, Rothman, & Norman, 2013).

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
focusing on relaxation techniques were introduced (Rabor, Taghipour, &
Najmabadi, 2015). These techniques 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

In many ways, childbirth practices in the United States have come full circle, as
we see the return of the nurse midwife and the doula. The concept of women
helping other women during childbirth is not new; women who labored and gave
birth at home were traditionally attended by relatives and midwives (Evidence-
Based Practice 1.1). A certified nurse midwife (CNM) has postgraduate
training in the care of normal pregnancy and childbirth and is certified by the
American College of Nurse Midwives. A doula is a birth assistant who provides
emotional, 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.



BOX 1.1

CHILDBIRTH IN AMERICA: A TIME LINE

17005

1800s

10005

2000s

Men did not attend births because it was considered 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 obstetrician was formed from the Latin, meaning “to stand before”

Puerperal (childbed) fever was occurring in epidemic proportions.

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

The first cesarean section was performed in Boston in 1894,

The x-ray was developed in 1895 and was used (o assess pelvic size for birthing purposes.

Twilight sleep (a heavy dose of narcotics and amnesiacs) was used on women during childbirth in the
Linited States.

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

Fifty 1o 75% of all women gave birth in hospitals by 1940.

Nurseries were started because moms could not care for their babies for several days after receiving
chloroform gas.

In 1933, Dr. Grantley Dick-Reed wrote a book entitled Childbirth Without Fear that reduced the
“fear—tension—pain” cycle women experienced during labor and birth.

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

Amniocentesis was first performed to assess fetal growth in 1966.

In the 1970s, the cesarean section rate was about 5%, By 2000 it rose to 34%, where it stands currently.

The 1970s and 1980s saw 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 three women undergoes a surgical birth (cesarean).

Certified nurse midwives once again assist couples at home, in hospitals, or in freestanding fadlities with
natural childbirths, Research shows that midwives are the safest birth attendants for most women, with lower
infant morality and maternal rates, and fewer invasive interventions such as episiotomies and cesareans.

Childbirth classes of every flavor abound in most communities.

According to the latest available data, the United States ranks 50th in the world in maternal deaths.

The maternal mortality rate is approximately 11 in 100,000 live births.

According to the latest available data, the United States ranks 41st in the world in infant mortality rates.

The infant mortality rate is approximately 6 in 1,000 live births.

Adapted from Centers for Disease Control and Prevention |CIXCL (2015e). Pregnancy-refaied deaibs. Retrieved from htp//fsvwweodc.
gov reproductivehealthy/MalemalinfantHeahh Preprancy-relatedMontalite htm;, King, T. L., Brucker, M. C., Kriebs, [ M., Fahey, |. O,
Gepor, C L, & Vamey, T (200150 Virmews midnifery (5th ed.). Burlingion, MA: Jones & Bardett Leaming; and Maclean, M. (2015}
Migdunees in 196 cenrry Amenca, Retrieved from hitps///www, womenhistorybiog com,/201 406/ 19th-century-midwives. himi




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 throughout her labor and childbirth experience. (Photo by Joe
Mitchell.)

EVIDENCE-BASED PRACTICE 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 compared to usual care. The study
also evaluated routine practices 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 provided additional information. The
researchers used relative risk for categorical data and weighted mean
difference for continuous data. Twenty one studies from 15 countries
involving 15,061 women were examined.




Findings

Women receiving continuous intrapartum support had a greater chance of a
spontaneous vaginal birth, reduced intrapartum analgesia, caused no harm;
labors were shorter, and women were less likely to have a cesarean section or
instrumental birth, regional analgesia, or a newborn with a low 5-minute
Apgar score. These women also reported increased satisfaction with their
labor and childbirth experience. 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 benefit 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 birth. 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 intrapartum period. The focus of nursing needs to be individualized,
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., Sakala, C., & Weston, J. (2013). Continuous support for
women during childbirth. Cochrane Database of Systematic Reviews, 7(2), CD003766.




CORE CONCEPTS OF MATERNAL, NEWBORN,
AND WOMEN’S HEALTH NURSING

Maternal, newborn, and women’s health nursing provides evidence-based care to
the client within the context of the family unit. This care involves the
implementation of an interdisciplinary plan in a collaborative manner 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 based on mutual trust and collaboration between the woman, her family, and
the health care provider. It is a partnership approach of families and their
caregivers that recognizes the strength and integrity of the family. These are the
basic principles of family-centered care:

* 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 (Young, 2014).

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 beyond the
health care provider’s brief time with them, such as during the childbearing
process or during a child’s illness. Birth is viewed as a normal life event rather
than a medical procedure.

Family-centered care requires the nurse to apply sensitivity to the client’s and
family’s beliefs and those supporting their culture. This involves listening to the
family’s needs and shifting the nurse’s authoritarian role to the family to
empower them to make their own decisions within the context of a supportive
environment. A true family perspective should be applied in maternity care and
the new parents viewed as a family unit, not as a medical case. Nurses providing
family-centered care means that they identify, respect, and care about client’s
differences, values, preferences, and expressed needs; relieve pain and suffering;
coordinate continuous care; listen to, clearly inform, communicate with, and
educate clients; share decision making and management; and continuously
advocate for them (Denham et al., 2016).

With family-centered care, support and respect for the uniqueness and
diversity of families are essential, along with encouragement and enhancement
of the family’s strengths and competencies. It is important to create opportunities
for families to demonstrate their abilities and skills. Families can also acquire
new abilities and skills to maintain a sense of control. Family-centered care



promotes greater family self-determination, decision-making abilities, control,
and self-efficacy, thereby enhancing the client’s and family’s sense of
empowerment. When implementing family-centered care, nurses seek caregiver
input; 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. Nurses empower mothers with freedom of choice based
on knowledge of alternatives. This means the mother’s birth plan would be
honored in an environment where the mother’s choices are respected. Nurses
must partner with women and their families for optimal care and quality
outcomes (Beal, Dalton, & Maloney, 2015).

The impact of family-centered care can be seen in the models of care delivery
for women. Families are kept together after childbirth, not separated as in past
years. From the 1980s to the present, increased access to care for all women
(regardless of their ability to pay) and hospital redesigns have focused on
keeping families together during their childbirth experience (Clark, Beatty, &
Reibel, 2015). Hospital redesigns include labor, delivery, and recovery rooms
that incorporate all three activities in one room, and labor, delivery, recovery,
and postpartum (LDRP) spaces that incorporate all four activities in one room,
so that families don’t have to move from place to place during the birth
experience (Fig. 1.2).

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.



Evidence-Based Care

Evidence-based practice (EBP) is a problem-solving approach to making nursing
clinical decisions (Hanrahan et al.,, 2015). It involves the collection,
interpretation, and integration of validated research-derived evidence from a
variety of resources such as research findings, internal evidence from outcome
management or process improvement processes, and patient preferences. Nurses
need to find a way to integrate the best available evidence to translate into
practice to achieve the best outcomes consistent with the aim of health care—to
improve the experience of care, to improve the health of mothers and infants,
and to reduce the costs of health care (Hain & Kear, 2015). Evidence-based
nursing practice involves the use of research to establish a plan of care and to
implement that care. This model of nursing practice includes the use of the best
current evidence in making decisions about care. Widespread use of EBP may
lead to a decrease in variation of care while at the same time increase in quality.

Scientific research findings help nurses not only stay current in their clinical
specialties, but also in their choice of the most effective interventions. Many of
the professional organizations—for example, the Association of Women’s
Health, Obstetric and Neonatal Nurses (AWHONN), the American Nurses
Association (ANA), and the National League for Nursing (NLN)—have
developed evidence-based clinical practice guidelines for the safest and most
effective delivery of family-centered nursing care. Nurses should be diligent in
seeking out these evidence-based guidelines to ensure excellence in their daily
practice. When EBP is delivered in a context of caring and in a supportive
organizational culture, the highest quality of care and best client outcomes can
be achieved. The landmark report by the Health and Medicine Division (HMD)
(2011), The Future of Nursing: Leading Change, Advancing Health, listed EBP
as a competency required to enhance patient care quality and safety. Thus, it is
no longer an option to incorporate EBP into our practice, but a necessity!



Case-Managed Care

Modern health care focuses on an interdisciplinary plan of care designed to meet
a client’s physical, developmental, educational, spiritual, and psychosocial
needs. This interdisciplinary collaborative type of care is termed case
management, a process of assessment, planning, application, coordination,
follow-up, and evaluation of the options and services required to meet an
individual’s health needs through communication and available resources to
promote quality cost-effective results. Operational excellence, quality of care,
and sound financial performance are increasingly linked as key drivers of health
care performance. Quality case management for all families contributes toward
fewer complications, reductions in length of stay, and lowered costs. Case
management is a continuous process that requires critical thinking about how
care is delivered and its effect on the entire care progression of a client. It has, at
its core, the values of care coordination, utilization management, and client
advocacy across the continuum of care (Summers, 2016) and involves the
following components:

» Advocacy, communication, and resource management
* Client-focused comprehensive care across a continuum

* Coordinated care with an interdisciplinary approach (Treadwell et al., 2015)

When the nurse effectively functions in the role of case manager, client and
family satisfaction is increased, fragmentation of care is decreased, and outcome
measurement for a homogenous group of clients is possible.

Think 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 GOALS

At one time, health was defined simply as the absence of disease; health was
measured by monitoring the mortality and morbidity of a group. During the past
century, however, the focus on health has shifted to disease prevention, health
promotion, and wellness. The World Health Organization (WHO, 2015a) defines
health as “a state of complete physical, mental, and social well-being, and not
merely the absence of disease or infirmity.” The definition of health is complex;
it is not merely the absence of disease or an analysis of mortality and morbidity
statistics.



Healthy People 2020

In 1979, a surgeon general’s report titled Healthy People presented a prevention
agenda for the nation that identified the most significant preventable threats to
the health of the United States. Healthy People is a set of goals and objectives
with 10-year targets designed to guide national health promotion and disease
prevention efforts to improve the health of all people in the United States. The
current initiative is Healthy People 2020, which is the country’s comprehensive,
nationwide health promotion and disease prevention agenda that promotes the
goal of improving the health and well-being of women, infants, children, and
families (U.S. Department of Health & Human Services [USDHHS], 2015a).
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 2020 highlights the major health indicators of the 21st century
that need to be addressed. This also outlines major goals intended to increase the
quality and years of healthy life and to eliminate health disparities among ethnic
groups by targeting the lifestyle choices and environmental conditions that
contribute to over half of all premature deaths in the United States. Healthy
People 2020 identifies specific national health goals related to maternal, infant,
and child health.

Improving the well-being of mothers, infants, and children is an important
public health goal for the United States. Their well-being determines the health
of the next generation and can help predict future public health challenges for
families, communities, and the health care system. The objectives of the
maternal, infant, and child health topic area address a wide range of conditions,
health behaviors, and health system indicators that affect the health, wellness,
and quality of life of women, children, and families (USDHHS, 2015a).

Measuring health status is not a simple or convenient process. For example,
some individuals with chronic illnesses 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.



HEALTHY PEOPLE 2020 - 1.1

Major Health Concerns of the 21st Century

* Physical activity

* Overweight and obesity

» Tobacco use

* Substance abuse

* Responsible sexual behavior
* Mental health

* Injury and violence

* Environmental quality

* Immunizations

* Access to health care

Healthy People objectives based on data from http://www.healthypeople.gov.

HEALTHY PEOPLE 2020+ 1.2

National Health Goals—Maternal, Infant, and Child Health

* Reduce the rate of fetal and infant deaths.

* Reduce the rate of maternal mortality.

* Reduce the 1-year mortality rate for infants with Down syndrome.

* Reduce maternal illness and complications due to pregnancy.

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

* Reduce low-birth-weight (LBW) and very-low-birth-weight (VLBW) births.

* Reduce preterm births.

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

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

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

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

* Increase the proportion of women of childbearing potential with an intake of
at least 400 pg of folic acid from fortified foods or dietary supplements.

* Reduce the proportion of women of childbearing potential who have low red
blood cell folate concentrations.

* Increase the proportion of women delivering a live birth who received
preconception care services and practiced key recommended preconception
health behaviors.

* Reduce the proportion of persons aged 18—44 years who have impaired
fecundity (i.e., a physical barrier preventing pregnancy or carrying a
pregnancy to term).

* Reduce postpartum relapse of smoking among women who quit smoking
during pregnancy.

* Increase the proportion of women giving birth who attend a postpartum care
visit with a health worker.

* Increase the proportion of infants who are put to sleep on their backs.

* Increase the proportion of infants who are breast-fed.

* Increase the proportion of employers that have worksite lactation support
programs.

* Reduce the proportion of breast-fed newborns who receive formula
supplementation within the first 2 days of life.

* Increase the proportion of live births that occur in facilities that provide
recommended care for lactating mothers and their babies.

* Reduce the occurrence of fetal alcohol syndrome.

* Reduce the proportion of children diagnosed with a disorder through
newborn blood spot screening who experience developmental delay
requiring special education services.

* Reduce the proportion of children with cerebral palsy born as LBW infants
(less than 2,500 g).

* Reduce occurrence of neural tube defects.

* Increase the proportion of children with special health care needs who
receive their care in family-centered, comprehensive, coordinated systems.



* Increase appropriate newborn blood-spot screening and follow-up testing.

* Increase the proportion of VLBW infants born at level III hospitals or
subspecialty perinatal centers.

Healthy People 2020 objectives based on data from http://www.healthypeople.gov.
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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 Statistics,
under the USDHHS, collects, analyzes, and disseminates the data on mortality
rates in the United States.

The maternal mortality ratio is the annual number of female deaths from any
cause related to or aggravated by pregnancy or its management (excluding
accidental or incidental causes) during pregnancy and childbirth or within 42
days of termination of pregnancy, irrespective of the duration and site of the
pregnancy. It is reported as a ratio of deaths per 100,000 live births, for a
specified year.

In the United States, the maternal mortality ratio is mixed depending on ethnic
background. African American women suffer maternal mortality ratios three-to-
fourfold increase when compared to those of any other ethnic group: about 35.6
of 100,000 African American mothers die due to childbirth, as compared with
much lower rates in Whites (11.7), and women of other races (17.6) (Centers for
Disease Control and Prevention [CDC], 2015a). The federal government has
pledged to improve maternal—child care outcomes and thus reduce mortality
ratios for women and children by endorsing the Healthy People 2020 agenda,
but the WHO (2015d) data show that the United States ranks 50th out of
approximately 240 nations in the world for maternal mortality—with maternal
mortality ratios higher than almost all European countries, as well as several
countries in Asia and the Middle East. This statistic places the United States near
the bottom of the top quartile of developed countries. For a country that spends
more than any other country on health care and more on childbirth-related care
than any other area of hospitalization—US $86 billion a year—this is a
shockingly poor return on investment (International Center for Research on
Women, 2015).

During the past several decades, mortality and morbidity have dramatically
decreased as a result of an increased emphasis on hygiene, good nutrition,
exercise, and prenatal care for all women. However, women are still



experiencing complications at significant rates. The United States is one of the
most medically and technologically advanced nations and has the highest per
capita spending on health care in the world, but the maternal mortality rate has
steadily increased over the years. The United States is one of only eight
countries where maternal mortality is on the rise. The other countries include
Afghanistan, Greece, Africa, and Central America (Kassebaum et al., 2014). 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) experience some type of illness or injury during childbirth (Abel,
2015).

*» The United States ranks 50th (in other words, below 49 other countries) in rates
of maternal deaths (deaths per 100,000 live births) (WHO, 2015d).

* Most pregnancy-related complications are preventable. The top five leading
causes of pregnancy-related mortality are embolism (20%), hemorrhage (17%),
preeclampsia and eclampsia (16%), infection (13%), and cardiomyopathy (8%)
(Chescheir, 2015).

The maternal mortality and morbidity rates for African American women have
been three to four times higher than those for Whites (Creanga et al., 2015). This
major racial disparity has persisted for more than 60 years, with African
American women having at least a doubled risk of pregnancy-related death when
compared with White women. This striking difference in the pregnancy-related
mortality ratio is the largest disparity in the area of maternal and child health.
Researchers do not entirely understand what accounts for this disparity, but some
suspected causes of the higher maternal mortality 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 barriers may also explain why some
immigrant women do not receive good prenatal care. Lack of care during
pregnancy is a major factor contributing to a poor outcome. Prenatal care is well
known to prevent complications of pregnancy and to support the birth of healthy
infants, but not all women receive the same quality and quantity of health care
during their pregnancy. Pregnancy-related mortality is on the rise in the United
States. The Healthy People 2020 goal for maternal deaths is 11.4 per 100,000
live births (USDHHS, 2015a). African American pregnant women had higher



degrees of hypertension and lower hemoglobin levels on admission and had
presented for prenatal care much later, on average, than White women or not at
all (Creanga et al., 2015).

The Centers for Disease Control and Prevention (CDC) has noted that the
disparity in maternal mortality rates between women of color and White women
represents 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
appropriate and timely care (CDC, 2015a). The CDC has called for more
research and monitoring to understand and address racial disparities, along with
increased funding 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.

The fetal mortality rate or fetal death rate refers to the spontaneous intrauterine
death of a fetus at any time during pregnancy per 1,000 live births. Fetal deaths
later in pregnancy >20 weeks of gestation are also referred to as stillbirths. Fetal
mortality may be attributable to maternal factors (e.g., malnutrition, disease, or
preterm cervical dilation) or fetal factors (e.g., chromosomal abnormalities or
poor placental attachment).

Fetal mortality is a major, but often overlooked, public health problem. This
refers to spontaneous intrauterine death at any time during pregnancy. The fetal
mortality rate in the United States is 6.2 per 1,000 live births (CDC, 2015b). The
goal of Healthy People 2020 is to reduce it to 5.6 fetal deaths (USDHHS,
2015a). Much of the public concern regarding reproductive loss has concentrated
on infant mortality, because less is known about fetal mortality. However, the
impact of fetal mortality on families in the United States is considerable, because
it provides an overall picture of the quality of maternal health and prenatal care.

The neonatal mortality rate is the number of infant deaths occurring in the first
28 days of life per 1,000 live births. The United States now ranks 41st in the
world in terms of neonatal mortality, the death rate of infants less than 1 month
old. The neonatal mortality rate is 4.5 per 1,000 live births (USDHHS, 2015b;



World Bank, 2015). The goal of Healthy People 2020 is to reduce it to 4.1
(USDHHS, 2015a). Each year the deaths of 2 million babies are linked to
complications during birth or within the first month and the burden is inequitably
carried by the poor. Evidence-based strategies are urgently needed to reduce the
burden of intrapartum-related deaths (CDC, 2015c). The reliability of the
neonatal mortality estimates depends on the accuracy and completeness of
reporting and recording of births and deaths. Underreporting and
misclassification are common, especially for deaths occurring early in life.

The perinatal mortality rate encompasses late and early neonatal mortalities
and is defined as the number of stillbirths and deaths in the first week of life per
1,000 live births; it is also a useful health status indicator. Work is ongoing to
improve estimates of stillbirth rates, a major component of perinatal mortality
(WHO, 2015b). Perinatal mortality rate is a sum total of the following:

* Fetal mortality rate—the death of a fetus prior to expulsion or extraction from
the mother. Fetal death is determined by no signs of life after birth.

* Neonatal mortality rate—the number of neonates dying before reaching 28
days of life, per 1,000 live births in a given year.

The infant mortality rate is the number of deaths occurring in the first 12
months of life. It is also documented as the number of deaths of infants younger
than 1 year of age per 1,000 live births. Neonatal mortality and postneonatal
mortality (covering the remaining 11 months of the first year of life) are
reflected in the infant mortality rate. The infant mortality rate is used as an index
of the general health of a country. Currently, about two thirds of infant deaths in
the United States occur before 28 days, with the remaining third occurring in the
postnatal period between 28 days and under 1 year (USDHHS, 2015a).
Generally, this statistic is one of the most significant measures of maternal and
child health. In the United States, the infant mortality rate is 6.17 (World Fact
Book, 2015). Healthy People 2020’s goal is to reduce it to 6.0 (USDHHS,
2015a).

Despite the rapid decline in infant mortality for industrialized countries during
the 21st century, the infant mortality rate in the United States has declined only
marginally. Racial and ethnic disparities in infant mortality have persisted and
increased, as have the percentages of preterm and low-birth-weight births. Infant
mortality is a complex and multifactorial problem that has proved resistant to
intervention efforts (McGill, 2015).

The infant mortality rate varies greatly from state to state as well as among



ethnic groups. The United States has one of the highest gross national products
in the world and is known for its technological capabilities, the United States
continues to lag behind in preserving infant’s lives when compared with other
industrialized countries (CDC, 2015d). The main causes of early infant death in
this country include problems occurring at birth or shortly thereafter. These
include prematurity, low birth weight, congenital anomalies, sudden infant death
syndrome (SIDS), and respiratory distress syndrome (Oza et al., 2015).

-y
\ Take Note!

African American and American Indian/Alaska Native infants have consistently
had higher infant mortality rates than other ethnic groups (Kail & Cavanaugh,
2016).

Congenital anomalies remain the leading cause of infant mortality in the
United States. Low birth weight and prematurity are major indicators of infant
health and significant predictors of infant mortality (Wang et al., 2015). The high
incidence of low birth weight (<2,500 g) in the United States is a significant
reason why its infant mortality rate is higher than that of other countries
(Redding et al., 2015).

After birth, other health promotion strategies can significantly improve an
infant’s health and chances of survival. Breast-feeding has been shown to reduce
rates of infection in infants and to improve their long-term health (King et al.,
2015). Emphasizing the importance of placing an infant on his or her back to
sleep will reduce the incidence of SIDS. Encouraging mothers to join support
groups to prevent postpartum depression and learn sound child-rearing practices
will improve the health of both mothers and their infants.



Morbidity

Morbidity indicates a diseased state or condition. Many women enter their
pregnancy with a chronic medical disease, an infection, or anemia or engage in
lifestyle habits (smoking and drinking alcohol) that are detrimental to the well-
being of the fetus. Any or all of these can lead to a poor pregnancy outcome.

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 recently have researchers and the medical community focused on their
special health needs. A significant study identified an urgent need to improve
women’s access to health insurance and health care services, to place a stronger
emphasis on prevention, and to invest in more research on women’s health
(National Women’s Law Center [NWLC], 2010). It identified 26 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.” As reported in the NWLC'’s
2010 National Report Card, the nation has met several benchmarks since 2010:
colorectal cancer screenings have increased; annual dental visits have increased;
death rates from coronary heart disease have declined considerably; and a steady
decline in the number of women who smoke and get mammograms. The nation
missed many of the other benchmarks. Other substandard findings included the
following:

* No state has focused enough attention on preventive measures, such as
smoking cessation, exercise, nutrition, and screening for diseases.

» Too many women lack health insurance coverage: nationally, nearly one in five
women 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, 2010).



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 acquired immunodeficiency syndrome (AIDS)
* Maternal mortality rate

* Rate of Chlamydia infection

* Breast cancer death rate

* Heart disease death rate

* Smoking

* Being overweight

* No physical activity during leisure time
* Eating five fruits and vegetables daily

* Colorectal screening

* Mammograms

* Pap smears

* First-trimester prenatal care

» Access to health insurance

Adapted from National Women’s Law Center. (2010). Making the grade on women’s health: A national

state-by-state report card. Retrieved from http://hrc.nwlc.org/states/national-report-card

The passage of the Affordable Care Act (ACA) as well as Healthy People
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2020 hold great promise for women’s health. The emphasis on access to
preventive health care will hopefully make a positive impact on addressing the
areas of deficiency identified in the 2010 Report Card. It is essential that women
take advantage of the new benefits, expansions, improvements included in the
new law. Nurses have a critical role to play in monitoring the implementation of
ACA to make sure all women receive the health care they need and deserve.

The health status of women all across the United States must be improved. Far
too many states fail to meet the Healthy People 2020’ goals for satisfactory
health status, and states are only slowly grappling with policy changes that can
make improvements in women’s health. Since 2010, more states have made
positive changes in their policies, but there is still a great distance to go. Much
more needs to be done to improve access to health insurance and health care
providers and services and to increase access to reproductive health services.
Additionally, women need help attaining economic security, which, if achieved,
would greatly improve their health and the health of their families. The NWLC
report card brought to light problems and their possible solutions for creating a
nation of healthy women, for the benefit of themselves, their families, and their
communities. It is up to all women to advocate for improvement in their own
health by writing a letter to their Congressional representatives demanding that
they implement heath policies that promote all women’s health. This political
action is vital, since all women’s health in the nation hangs in the balance.

CARDIOVASCULAR DISEASECardiovascular 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., 2014). 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 an emergency department.
Nurses need to look beyond the obvious “crushing chest pain” textbook
symptom that heralds a heart attack in men. Symptoms may be atypical: dyspnea
rather than chest pain. Causes of heart disease differ between men and women in
several other ways—for example, menopause (associated with a significant rise
in coronary events); history of preeclampsia; diabetes, high cholesterol levels,



and left ventricular hypertrophy; smoking, including secondhand smoke;
gestational hypertension; polycystic ovary syndrome; blood vessel inflammation
and repeated episodes of weight loss and gain (increased coronary morbidity and
mortality) (Manson & Bassuk, 2015). Nurses have a major role in empowering
women to engage in a healthy-heart lifestyle to prevent them from becoming
mortality statistics.

CANCER

Cancer is the second leading cause of death among women (American Cancer
Society [ACS], 2015a). Women have a one-in-three lifetime risk of developing
cancer, and one out of every four deaths is from cancer (Alexander et al., 2014).
Although much attention is focused on cancer of the reproductive system, lung
cancer is the number one killer of women (ACS, 2015b). This is largely the
result of smoking and secondhand smoke. Lung cancer has no early symptoms,
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 (Islami et al., 2015).

Breast cancer occurs in one in every eight (12%) women in a lifetime. It was
estimated that in 2015 about 231,840 new cases of invasive breast cancer would
be diagnosed among women in the United States. An estimated 40,290 women
were expected to die from the disease in 2015 (ACS, 2015c). White women get
breast cancer at a higher rate than African American women, but African
American women are more likely to get breast cancer before they are at age 40
and are more likely to die from it at any age. The causes of this inequality are
complex and are thought to reflect social and economic disparities more than
biologic differences associated with race. Socioeconomic disparities include
inequalities in work, wealth, income, education, housing, and overall standard of
living, as well as barriers to high-quality cancer prevention, early detection, and
treatment services (ACS, 2015d).

Women living in North America have the highest rate of breast cancer in the
world. As of 2015, there are over 3 million breast cancer survivors in the United
States. It is the most common malignancy in women and second only to lung
cancer as a cause of cancer mortality in women (ACS, 2015c). Although a
positive family history of breast cancer, aging, and irregularities in the menstrual
cycle at an early age are major risk factors, others risk factors include excess
weight, not having children, oral contraceptive use, excessive alcohol
consumption, a high-fat diet, and long-term use of hormone replacement therapy



(ACS, 2015c). 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 report was released in 2002 and the Million Women
Study in 2003 (Mirkin et al., 2015). However, early detection and treatment
continue to offer the best chance for a cure, and reducing the risk of cancer by
decreasing avoidable risks continues to be the best preventive plan.

PREGNANCY AND HEALTH ISSUES

Pregnant women are by no means immune to any of the above health issues.
Many start a pregnancy with health conditions that might include hypertension,
obesity, CVD, diabetes, autoimmune diseases, anemia, asthma, sexually
transmitted infections (STIs), depression, or cancer. Although the majority of
pregnant women are young and fairly healthy, the incidence of many chronic
health issues in young women and childhood obesity is increasing secondary to
the obesity epidemic in the United States. Obesity by itself increases the risk of
blood clots, surgical births, preterm birth, macrosomia, diabetes, gestational
hypertension, and postpartum infections (DeJoy & Bittner, 2015).

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 of 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 factors such as genetics
and the environment. As members of a family, they are also members of a
specific population, community, culture, and society. As they learn and grow,
they are affected by multiple, complex, and ever-changing influences around
them. For example, dramatic demographic changes in the United States have led
to shifts in majority and minority population groups. Globalization 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 financing. In
addition, the United States is still grappling with issues such as immigration,
poverty, homelessness, and violence. Prenatal care is important to monitor the
pregnancy, detect and treat complications early, prevent diseases through
immunization and good nutrition, and promote healthy lifestyles after childbirth.
All of these services are needed for a healthy pregnancy outcome (McFarlane,
2015).

These factors may affect the person positively, promoting healthy growth and
development, or negatively, increasing the person’s health risks. Nurses,
especially those working with women and their families, need to understand how
these influences affect the quality of nursing 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 of our society. The way that
families are defined has changed (Table 1.1). The United States Bureau of the
Census (2015) defines family as a group of two or more people related by birth,
marriage, or adoption and living together. Earlier definitions of family
emphasized 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; every family has different views
and requires distinct methods for support (Fig. 1.3).

TABLE 1.1



Nuclear family

Husband, wife, and children living in
same household

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

Binuclear family

Child who is 2 member of two families
due to joint custody; parenting is
considered a “joint venture”

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

Single-parent family

One parent is responsible for care of
children.

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 the homemaker, caregiver, and
financial provider.

Commuter family

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

Similar to single-parent family

Step- or blended
family

Adults with children from previous
marriages or from the new marriage

May lead to family conflict due to different
expectations on the part of the child and adults;
they may have different views and practices
related to child care and health

Extended Family MNuclear family and grandparents, Need to identify the decision-maker and primary
cousins, aunts, and uncles caretaker of the children
Popular in some cultures, such as Hispanic and
Asian cultures
LGBT family Adults of the same sex living together May face negative attitudes about their “different”

with or without children

lifestyle; are part of the American fabric, Two
million children are being raised by LGBT
parents. Public policy has not kept up with the
changing reality of the American family.

Communal family

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

May face negative attitudes about their “different”
lifestyle

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

Foster family A temporary family for children who May include the foster family’s children and other
are placed away from their parents to faster children in the home
ensure their emotional and physical Foster children are more likely to have unmet health
well-being needs and chronic health problems because they
may have been in a variety of health systéms.
Grandparents-as- Grandparents raising their May increase the risk for physical, financial, and

parent families

grandchildren due to the inability or
absence of the parents

emotional stress on older adults
May lead to confusion and emotional stress for child
if biologic parents are in and out of child’s life

Adolescent families

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

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

Probably still need support from their family related
to financial, emotional, and school issues

Adapted from Krueger, P M., Jutte, 1. B, Franzini, L., Elo, 1, & Hayward, M. I). (2015). Family structure and multiple domains
of child well-being in the United States: a cross-sectional study. Population Health Mewrics, 13010, 6; Edelman, C. L., & Mandle,
C. L. (2014). Health promosion througboue the lifespan (Bth ed.). 5t. Louis, MO: Mosby Elsevier; Brown, 5. L., Manning, W. . &
Stykes, |. B, (2015). Family structure and child well-being: Integrating family complexity. forrnal of Marrigee and Family, 771,
177-190: and Dempsey, D. (2015). Familiardy quesr? Same-sex relationships and family formation. In: G, Heard & D, Arunacha-
lam (Eds.). Family Formation in 215t Centry Ausiralia (pp. 225-240). Netherands: Springer.




Parental roles have evolved over time due to social and economic changes as
well as family changes. Traditionally, the role of a provider was assigned to the
father and the mother performed the role of a nurturer. However, with more
women in the workplace and more households with two parents working, today
both parents are often the providers as well as the nurturers. Technological
expansion has also played a part in affecting traditional roles, allowing some
parents to work from home and therefore maintain the provider role while
simultaneously fulfilling the nurturer and health manager roles. In addition to
fathers taking on greater responsibilities related to household management, and
infant and child care, the number of single-father parent families and
grandparent families is increasing. One in three children born in the United
States is to a single-parent family (Federal Interagency Forum on Child and
Family Statistics [FIFCFS], 2015).

While mothers have services that aid their transition from the workplace into
motherhood and then back into the workplace, fathers rarely have the same
assistance. As fathers have begun to fill a more holistic role, society has realized
that they have a tremendous impact on their children’s lives starting at an early
age. Therefore, it is important that men receive the same assistance as women
during transitional periods, such as paternity time off from work and more
flexible work schedules (FIFCFS, 2015). Providing assistive services will aid
and empower men to be better parents in their children’s lives.

Being a parent is one of the most challenging jobs a person will ever do.
However, there is no manual that teaches how to be successful at it. Nurses must
encourage involvement of both parents by inviting both mother and father to the
maternity suites, learning their names, directing questions at them, and listening
to their answers. By ensuring that both parents feel involved and important from
the very first signs of pregnancy, during childbirth, and afterward, the building
blocks can be laid with improved cognitive and socioemotional development of
their children. Family well-being provides a foundation for positive parenting
and child well-being (Newland, 2015).

Recall 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 implications for all stages
of life and all types of diseases. The newborn’s or infant’s biologic traits,
including gender, race, some behavioral traits, and the presence of certain
diseases 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 associated with
genetic disorders. These advances are leading to better diagnostic tests and better
management options.



FIGURE 1.3 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 biologic 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.

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 common in one
sex; for example, scoliosis is more common in females and color blindness in
males (Snustad, 2015).

Race refers to the physical features that distinguish members of a particular
group, such as skin color, bone structure, 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, epicanthic 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 example, 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 (Donaldson et al., 2015).

Public awareness is important in educating couples at genetic risk about the
benefits of screening programs and proactively seeking preconceptional genetic
counseling to consider options that could include preimplantation genetic
diagnosis (the use of in-vitro fertilization technology to screen for unaffected
embryos). Preimplantation genetic diagnosis was developed as an alternative to
prenatal diagnosis for couples with a family history of genetic disease
(Cunningham, Goldsmith, & Skirton, 2015). The lack of engagement by ethnic
minorities might simply reflect a lack of genetic awareness. Nurses can take the
lead in assisting couples to gain the needed awareness that will empower them to
make intelligent reproductive decisions.



Society

Society has a major impact on the health of women and their families. Major
influences include social roles, socioeconomic 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.

Society often prescribes specific patterns of behaviors: certain behaviors are
permitted and others are prohibited. These social roles are often an important
factor in the development 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 intimate daily contact, such as the family, school,
workplace, or peer groups.

Another dominant influence on health 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 insufficient.
Housing may be overcrowded or have poor sanitation. Some families may not be
able to afford or be aware of the importance of preventive care. As a result, they
may be exposed to health risks such as lead poisoning or may not be immunized
against communicable diseases.

Social networks and mass media have long influenced human behavior. Until
recently, information exchange via various media was slow and limited. Today,
given the 24-hour news cycle, information spreads like electronic wildfire.
Although everyone is part of a social network, each person is only vaguely
aware of his or her friends’ friends and the ensuing global network to which all



are connected electronically (Oeldorf-Hirsch & Sundar, 2015).

The mass media—the vehicles by which information reaches large numbers of
people, e.g., television, the Internet, radio, movies, and newspapers—frequently
cover health-related topics, and for some women can be leading sources of
information about their health. The media can influence the behavior of women
depending on the messages sent. One of the biggest influences is the
advertisement of prescription medications on television. The frequent phrase at
the end of the ad: “Ask your doctor if this medication is right for you” creates a
powerful suggestion for the woman to request that specific medication when she
visits her health care provider if her symptoms seem to match those portrayed in
the ad.

Issues related to health promotion, contagion, disease diffusion, and general
well-being are classic epidemiologic concerns that are addressed by social
networks and mass media. Frequently, mass media depict a world in which
unhealthy behaviors such as physical aggression, unprotected sex, smoking, and
drinking are glamorous and risk free. These unrealistic messages can be
detrimental to the health choices of young women. It is essential that nurses
address these myths to dispel them.

POVERTY

Poverty is a measurement based on the specific monetary income of a family.
The poverty threshold is the dollar amount that the United States 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 to arise between the economic opportunities and
status afforded to women and those offered to men. A disproportionate share of
the burden of poverty rests on women’s shoulders, and 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, 2015c).



GLOBAL HEALTH FOR WOMEN

The struggle to ensure women’s health worldwide is ongoing since a nation’s
health is directly related to maternal and child health. The poor state of maternal
health in developing countries continues to go virtually unnoticed. Women
throughout the world, particularly in Asia and Africa, continue to face enormous
obstacles in their attempts to receive reproductive health services, including
contraception, emergency obstetrical care, and safe abortion services
(McFarlane, 2015).

Globally, an estimated 600,000 women die each year from pregnancy-related
causes (United Nations International Children’s Emergency Fund [UNICEF],
2015), but focusing only on pregnancy-related health issues provides an
incomplete understanding of women’s health within the global community.
Approximately 800 women die every day from preventable causes related to
pregnancy and childbirth, with 99% of these women dying in developing
countries. Today, more than 50% of maternal deaths occur in just six countries:
India, Nigeria, Pakistan, Afghanistan, Ethiopia, and Democratic Republic of the
Congo (WHO, 2015d). In developing countries, the five major direct causes of
maternal death are hemorrhage, sepsis, gestational hypertension, unsafe abortion,
and obstructed labor. The four major direct causes of maternal death in the
United States are hypertension (preeclampsia and eclampsia), hemorrhage,
placenta previa, and abortions (WHO, 2015d). Women’s health and well-being
depend on many broader issues that are economic, political, and social in nature.
These important factors are often ignored, but adverse effects of women’s ill
health cut across the economic layers of all societies, rich and poor.

Skewed perceptions, attitudes, and practices toward women persist around the
world. They are not limited to the underdeveloped and developing worlds.
Regrettably, women in developed countries also suffer from gender bias. A great
variance in women’s salaries compared with those of men and a reluctance to
politically empower women are some of the examples. All over the world, major
disparities remain between female and male access to education, employment,
and salaries. Although women are the world’s main food producers and their
working hours are longer than those of men, women earn only 10% of the
world’s income and own less than 1% of property worldwide. Women comprise
nearly two thirds of the world’s 800 million illiterate adults. Even in regions with
high rates of female literacy, women’s wages continue to be lower than those of
men, even for work of equal value. These discrepancies are not based on the
issue of competence, but on bias (United Nations, 2016).



The world leaders who attend the Global Summit of Women in 2015 will
agree to continue to promote gender equality and eliminate still-prevalent gender
discrimination. They agreed to explore ways women can (1) reshape the business
world, (2) reengineer communities, (3) redefine global leadership, (4) guarantee
the free and equal right of women to own and inherit property, (5) recreate
sustainable futures, (6) expand women’s economic opportunities globally, and
(7) restore peace worldwide (GlobeWomen, 2015).

Dramatic improvements in health have been achieved worldwide since the
early 1990s. Moving forward will require collective global action—a daunting
task given the current climate of global reproductive health politics and
international economic insecurity. Even so, women have never shied away from
a challenge. Global collaboration, policy action, resources, leadership, research,
and evidence are needed to move forward to improve health for all women and
their families.

Current successes could be explained by scientific advances delivered by
health systems, economic growth, and expanded access to education and health
services. However, ongoing poverty, low educational opportunities for girls, and
poor public health decisions still prevent about a billion people in low-income
and middle-income countries from fully sharing in these health gains.

Nevertheless, progress for women verses men has been slow. An example is
the poor state of girls’ health in India and China, the only two countries in the
world where girls are more likely than boys to die before the age of 5. The poor
progress in these countries can be explained by female infanticide and
discrimination against girls when it comes to receiving vaccinations, medical
care for acute illnesses, and adequate nutrition (WHO, 2015e).

Healthy People 2020’s goal is to “improve public health and strengthen
United States national security through global disease detection, response,
prevention, and control strategies (USDHHS, 2015a).” The health of the United
States population can be affected by public health threats or events around the
world. As the world and its economies become increasingly globalized,
including extensive international travel and commerce, it is essential to think
about health in a global context. Rarely a week goes by without a headline about
the emergence of an infectious disease or other health threat somewhere in the
world. Globally, the rates of mortality from “lifestyle” conditions such as
diabetes, obesity, heart disease, mental illness, substance abuse, and injuries are
growing. The world community needs to work together to develop strategies to
confront major health threats.



Improving women’s health globally must be grounded in the principles of
human rights and gender equality. Applied in a culturally sensitive manner,
nurses must promote the empowerment of women in making their own health-
related decisions to improve their overall health. A key to changing women’s
lifestyle behaviors and allowing them to make informed choices is for nurses to
facilitate and partner with all women to access health information and increase
their knowledge. Recognizing that all women are vital and equal members of
society may finally lead to a long overdue reduction in worldwide maternal
morbidity and mortality, decreased rates of human immunodeficiency
virus/acquired immunodeficiency syndrome (HIV/AIDS) transmission, and an
end to violence against women on a truly global scale.

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 challenges. Homelessness occurs in large urban areas and midsize
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
* Chronic health problems and injuries

* Premature death and disability

* 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 preventive care, prenatal care, or
dental care

Violence can occur in any setting and can involve anyone. Violence against
women is a major public health concern with long-term health and social
consequences—it affects thousands of lives and costs the health care system
millions of dollars. Globally, 603 million women live in countries where intimate
partner violence is not yet considered a crime. Up to 70% of women in the world
report having experienced physical and/or sexual violence at some point in their



lifetime (United Nations, 2016a). Violence affects families, women, and children
of all ages, ethnic backgrounds, races, educational levels, and socioeconomic
levels. Pregnancy is often a time when physical abuse starts or escalates,
resulting in poor outcomes for the mother and the baby. The nurse is responsible
for assessing for and following up on any abuse.

Violence in the home environment, known as intimate partner violence,
affects many lives in the United States. The U.S. Bureau of Justice Office on
Violence against Women (2015) estimates that over 1 million violent 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. Violence against women of any type
can lead to a multitude of health consequences, including physical, reproductive,
and psychological (Davies et al., 2015).

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 a screening tool like “RADAR?” in
every client visit (Bartlett Regional Hospital, n.d.; U.S. Prevention Services Task
Force [USPSTF], 2015; Box 1.3).

Community encompasses a broad range of concepts, from the nation where a
person lives down to a particular neighborhood 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 functional member of society. Community
influences include 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 school programs and community centers, can improve
the individual’s overall health and well-being.



RADAR

R—Routinely screen every client for abuse.
A—Affirm feelings and assess abuse.
D—Document your findings.

A—Assess for your client’s safety.

R—Review options and make referrals.

Adapted from Bartlett Regional Hospital. (n.d.). Domestic violence assessment tool. Retrieved from
http://www.hospitalsoup.com/public/brhdvprotocol.pdf; U.S. Prevention Services Task Force
[USPSTF]. (2015). Screening for intimate partner violence and abuse of elderly and vulnerable adults:
U.S. Prevention Services Task Force recommendation  statement.  Available at:
http://www.uspreventiveservicestaskforce.org/uspstf12/ipvelder/ipvelderfinalrs.htm; and Caring
Unlimited.(2015). Domestic abuse:  Utilizing RADAR. Available at: http://www.caring-
unlimited.org/what-is-domestic-violence/for-service-providers/for-mental-health-and-substance-abuse-

practitioners-social-workers/utilizing-radar



http://www.hospitalsoup.com/public/brhdvprotocol.pdf
http://www.uspreventiveservicestaskforce.org/uspstf12/ipvelder/ipvelderfinalrs.htm
http://www.caring-unlimited.org/what-is-domestic-violence/for-service-providers/for-mental-health-and-substance-abuse-practitioners-social-workers/utilizing-radar

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
socialization but also his or her experiences related to health and specific health
practices (Aggleton, Parker, & Thomas, 2015). Culture is a complex
phenomenon involving many components, 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 acquiring knowledge and internalizing values. Culture is learned first in
the family, then in school, and then in the community and other social
organizations. Culture influences every aspect of development and is reflected in
childbearing and child-rearing beliefs and practices designed to promote healthy
adaptation (Galanti, 2015).

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 his or her needs. Cultural competence refers to
the process by which individuals and systems respond respectfully and
effectively to people of all cultures, languages, classes, races, ethnic
backgrounds, disabilities, religions, genders, sexual orientation, and other
diversity factors in a manner that recognizes, affirms, and values the worth of
individuals, families, and communities, and protects and preserves the dignity of
each. Nurses need to attain the knowledge, skills, and attitudes to provide
effective care for diverse populations (Blanchet Garneau & Pepin, 2015). Nurses
need to learn about general cultural groups, ethnicity, and health practices; 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.



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 sanctions of the society (Phillips et al., 2015). 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 traditions and values while mainstreaming into American society.
A culture may contain many subcultures, and geographic differences also can
occur; for example, Hispanics living in New York may be quite different from
Hispanics living in Florida. Being aware of these differences is essential in
providing culturally competent care. The more knowledge a nurse has about a
specific culture, the more accurate and complete the cultural assessment will be.
For example, if nurses are not aware that many Hispanics use traditional healers
such as curandros, masjistas, sobodoes, y(j)erberos, and esperititas, they will not
know how to ask specific and appropriate questions about the individual’s use of
these alternative practitioners and their therapies (Taber, Leyva, & Persoskie,
2015).

Nurses need to be aware of the health care values and practices that are passed
along from one generation to the next. For example, a 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 individual’s health. Table 1.2 highlights
some major cultural groups and their common health beliefs and practices.

-y
\ Take Note!

Nurses can have a lifelong influence on an individual’s perceptions of health and
use of health services. By understanding how a woman’s and her 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.

-y
\ Take Note!

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




Nutrition provides the body with the calories and nutrients required to sustain
life and promote growth, as well as the essentials required to maintain health and
prevent illness. Nutritional deficiencies or excesses are common problems in the
United States, as evidenced by the persistent problem of iron-deficiency anemia
and the increasing incidence of obesity (DeBruyne, Pinna, & Whitney, 2015).
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.

At no other time of life is nutrition more important than during fetal
development and infancy. Adequate nutrition is essential for tissue formation,
neurologic development, bone growth, and overall long-term health. During
pregnancy, a woman needs additional calories to support fetal growth and
development as well as to support her own needs, and an adequate intake of folic
acid is important to prevent neural tube defects (Fig. 1.4). Nutrition and its
effects on health status are integrated throughout this text; see Chapter 11.

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.
Also these poor choices affect the increasing incidence of chronic disease. 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.

Pregnant women are exposed to many and varied environmental chemicals.
Scientific evidence documents that widespread exposure to environmental
chemicals at levels that are encountered in daily life can have an adverse impact
on reproductive and developmental health across the lifespan (Yin-Hsiu et al.,
2015).



In utero, the fetus can be affected by the lack of maternal nutrition,
environmental chemical exposures, maternal infections, or maternal use of
alcohol, tobacco, 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 maternal illnesses. These agents, known as teratogens, may be linked to
preterm births and 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.

Disasters such as the terrorist attacks of September 11, 2001, the killings at
Columbine High School, Super Storm Sandy in New Jersey, or Hurricane
Katrina in New Orleans can have a significant impact on the well-being of
women, children, and families. Stressors such as war, terrorism, violence, and
natural disasters may decrease 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 traumatic 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.

TABLE 1.2



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

African Americans 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 illnesses as natural (due to natural forces person hasn't protected self against) and
unnatural (due to person or spirit)

lliness commonly associated with pain

Postpartum practices [or the infant may include the use of a bellyband or a coin placed on top
of the infant's umbilicus o prevent umbilical hernias

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

Asian Americans Use of complementary modalities along with Western health care practices

View of life as a cycle with everything connected to health

Usually attended by a female relative and tend to be quiet and sedate during labor and birth

Health viewed as a balance between the forces of yang and yin

lllness is the disharmony of yin and yang

Yang—energy outside of body where matter is dynamic, external, upward, ascending, and
brilliant

Yin—energy inside of body where matter is static, internal, downward, descending, dull,
regressive, and hypoactive

Dwuring postpartum, women don’t expose themseives to cold air or bathe themselves for the first
month to avoid exposure to illness

Respect for authority emphasized

Women are very modest and may insist on a female health care provider for maternity care

View of pregnancy as a natural process and happy time for woman

Little involvement of the father during labar; quiet, stoic appearance of woman during labor

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

Family lovalty is primary.

Women value modesty and want their bodies covered during examinations.

Procreation is regarded as the purpose of marriage, thus high fertility rates are favored.

During labor, women openly express pain through facial expressions, verbalizations, and body
MOVEemEnts.

Mothers may be reluctant to bathe after childbirth because of beliefs that air gets into the
mother and causes illness.

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

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

Little emphasis on preventive care

Breast-feeding often delayed for 2 to 3 days after birth.

Cleanliness important for praver

Hispanic Americans  Family is important: father is the source of strength, wisdom, and self-confidence: mother is the
caretaker and decision-maker for health; children are persons who will continue the family
and culture.

During the period of la cuerentena (Arst 40 days after childbirth) women are thought 1o be
susceptible 1o cold, so many will avoid taking showers, sitz baths, tub baths, washing their
hair, or being exposed to cold air.

Likely to be very vocal during labor by crying or frequently making loud screams

Newborn protection from the “evil eve”

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 illness treatment




Native Americans Place high value on family and tribe; respect for elders
Family as an extended network providing care for newborns and children
View of pregnancy as a normal and natural process; entire family may be present at birth
Use of food to celebrate life events and in healing and religious ceremonies
Health as harmony with nature; illness due to disharmony, evil spirits
Restoration of physical, mental, and spiritual balance through healing ceremonies

Adapted from Edelman, C. L., & Mandle, C. L. (2014). Heqith fromadion througbont the lifespan(8th ed . St Louis, MCx: Moshy
Elsevier; Krassen Covan, E. (2015). Maternal health practice: A mismatch of knowledge and expectations. Health Care for
Women International, 36(1), 1-2; VidaefT, A. C., Kerrigan, A. J., & Monga, M. (2015). Cross-cultural barriers to health care. Souh-
ern Medical fournal, 108(1), 1—4; Joshi, 5. ¥, Reicherter, D, Pumariega, A. ]., & Roberts, L. W. (2015). Multicultural and ethical
considerations in American medicine. In: L. W, Roberts & D). Reicherter (Eds.). Professionalism and ethics in medicine (pp. 39-56).
New York, NY: Springer; and Purnell, L. T (2013). Guide o cudturally competent boealth care (3rd ed)). Philadelphia, PA: E A, Davis.

FIGURE 1.4 A pregnant client is eating a healthy meal to ensure adequate nutrition.

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 running around. Sometimes I 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. There is no
disagreement that health care costs have inflated beyond the pocketbooks of
most Americans. The increase in costs has been attributed to such factors as
technological advances, inflation, increased needs of a growing older adult
population, longer life spans, and the cost of medical liability. The advent of
managed care has led to a trend of attempting to reduce health care costs, but has
not been very effective (Hall et al., 2015). The purpose of managed care is to
achieve cost control by assigning set fees for services, monitoring the need for
procedures such as tests and surgical operations, and stressing preventive care.
One such mechanism is utilization review, which is employed to limit
reimbursement of medical care that is determined to be medically necessary.
These efforts have led to shorter hospital stays and increased awareness on the
part of nurses about 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
woman with diabetes needs to go to an endocrinologist, she has very little choice
except to purchase the services needed or go without care. In today’s managed
care environment, the woman will need to go through her primary health care
provider 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
(remember the old saying “an ounce of prevention is worth a pound of cure”) has
been shown to lower costs significantly,. Mammograms, cervical cancer
screenings, prenatal 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. Although the ACA expands insurance
coverage to cover preventive screenings, there are still differences in availability
of this coverage across many states (Sabik, Tarazi, & Bradley, 2015).

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 before



they become major ones, and learning about health-related issues that affect
them. Thus, they can select the best option for themselves and their families.
Prevention services and health education are the cornerstones of delivering
quality maternal, newborn, and women’s health care.

The health care system continues to change. In the United States, changes in the
health care system result from pressures coming from many directions. These
changes reflect 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 everyone who seeks health care in any form. The
system of providing medical care in a high-tech environment has changed to
providing health care in an environment with limited resources and access to
services. Ways to allocate our limited health care resources continue to be the
focus.

A major factor that affects access to care is health insurance. 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 health insurance benefits. In most states, a man and a woman of the same
age and health status will be charged different rates for exactly the same
individual health insurance policy, a practice called gender rating. Women pay a
much higher health insurance rate for the same coverage than do men in the
United States—an inequality that has lessened with the full enactment of the
ACA in 2014 (Starrs, 2015).

The ACA, which began fully in 2014, aims to make health insurance
accessible to many Americans previously without health insurance. It obligates
health insurance agencies to cover a wide range of preventive health services at
no cost to the person. Ideally, in the future, people will start to look at their
health care providers as partners in wellness, rather than providers who treat
disease.

The emphasis on cost reduction has also led to an emphasis on preventive care
and services. The ACA of 2014 has added preventive services for women.
Research suggests that better access to preventive services can be maintained at



a reasonable cost to the health care system, and that some services can lower the
health care costs. For the ACA to be truly transformational for women’s health,
its promise to remove cost barriers to well-woman visits must be realized fully
(Fitzgerald et al., 2015). 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.

A continuum of care strategy is cost effective and provides efficient and effective
services. This continuum extends from acute care settings such as hospitals to
outpatient settings such as ambulatory care clinics, primary care offices,
rehabilitative units, community care settings, long-term facilities, and homes.
For example, a hospital stay is now integrated into a continuum that allows the
client to complete therapy at home or at other community settings, while
reentering the hospital for short periods for specific treatments or illnesses
(Stanhope & Lancaster, 2014). The ACA offers provisions that the health care
delivery system be person-centered with individual control; improves quality,
and integrates care across settings and providers. It stresses expansion of
community-based services and coordination of care while the person transitions
from one setting to another to meet changing health care needs (Mansur &
Thompson, 2015).



Improvements in Diagnosis and Treatments

Because of the tremendous improvements that have been made in technology
and biomedicine, disorders and diseases are being diagnosed and treated earlier.
The 1990s witnessed the establishment of a remarkable and productive
connection between genetics and various pathophysiologic processes. For
example, female fetuses with congenital adrenal hyperplasia, a genetic disorder
resulting in a steroid enzyme deficiency that can lead to disfiguring anatomic
abnormalities, 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
functioning with chronic disabilities (Dumas & Turner, 2015). For example, at
one time, 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.

Although positive and exciting, these advances and trends also pose new
challenges for the health care community. For example, as health care for
premature newborns 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

As a result of the influence of managed care, the focus on prevention, a more
educated population, and technological advances, individuals and families have
taken on increased responsibility for their own health. Health care consumerism
adds an important voice to the current United States health care system reform,
as people become informed, proactive, and demand choices in the delivery of
their health care. Health care consumers want to play a greater role in managing
health and illness. Families want information about illnesses and they want to
participate in making decisions about treatment options. As client advocates who
value 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 to be
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 (McFarlane, 2015). Access to care can be jeopardized
by lower incomes and greater responsibilities (juggling work and family). Lack
of finances or transportation, geographic misdistribution of health care
providers, no babysitters, language or cultural barriers, inconvenient clinic
hours, and the poor attitudes of health care workers often discourage clients from
seeking health care (Tucker Edmonds, Mogul, & Shea, 2015).



Finances

The existence of financial barriers is one of the most important factors that limit
care. Childbirth is the leading reason for hospitalization in the United States. For
both private insurers and Medicaid, hospital maternity and newborn charges
exceed those for any other condition. In United States hospitals, vaginal and
cesarean births are costly. Many women have limited or no health insurance and
cannot afford to pay for maternity care. Compared with other racial and ethnic
groups, African American women tend to be younger, more likely to have a
surgical birth, experience preterm births, to stay longer in the hospital, and to
incur higher Medicaid costs. African American women experience a higher rate
of adverse pregnancy outcomes than White or Hispanic women. Racial
disparities in adverse pregnancy outcomes not only represent potential
preventable human suffering, but also avoidable economic costs (Catov et al.,
2015). Although Medicaid covers prenatal care in most states, the paperwork
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.



Transportation

Getting to and from appointments can be challenging for clients who do not
drive or own a car or cannot use public transportation (if there is public
transportation in the area). Prenatal care has the potential to improve perinatal
outcomes and decrease health disparities, yet many women struggle with access
to care. It can be difficult for these clients to attend all recommended prenatal
health care visits, especially if they have other small children who must be taken
along on a 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 accessing the necessary care, such as prenatal care or preventive care.
Knowledge barriers (e.g., lack of understanding of the importance of prenatal
care or child health promotion), low health literacy, gender attitudes, health
beliefs, retention of information, and spiritual barriers (e.g., some forms of
treatment are proscribed by religions) also pose barriers to receiving health care.



Low Health Literacy

Health literacy is defined as the degree to which individuals have the capacity to
obtain, process, and understand basic health information and services needed to
make appropriate health decisions (Health and Medicine Division (HMD),
2016). It also includes the ability to understand instructions on prescription drug
bottles, appointment slips, education brochures, health care provider’s directions,
consent forms, and the ability to negotiate complex health care systems.

Vulnerable populations for low health literacy include older adults,
immigrants, minorities, and low income populations. Low health literacy is a
major source of economic inefficiency in the U.S. health system. It is estimated
that the cost of it to the U.S. economy is approximately $106-238 billion
annually (CDC, 2015f).

Low health literacy is associated with poor health outcomes, increased
emergency room visits, higher morbidity and mortality rates, and less use of
preventive health services. Nurses have the potential to impact and change these
outcomes. Nurses can use screening tools to assess a client’s health literacy in
addition to identifying characteristics that indicate low health literacy. Having
clients repeat the instructions verbally and having them demonstrate the specific
treatment procedure needed for their continued care is essential. Simply handing
a client a piece of paper with written instructions for a vital medication or
treatment procedure is not advocating for that client (French, 2015).



Health Care Delivery System

The health care delivery system itself can create barriers. Fifty-eight percent of
employed families with insurance are covered by some type of managed health
care plan or health maintenance organization, but millions of Americans remain
uninsured (Holden, Chen, & Dagher, 2015). This prospective payment system
based on diagnosis-related groups limits the amounts of health care the family
may receive. This also includes Medicaid reimbursements. As a result of cost-
containment efforts, the trend is to discharge clients as soon as possible from the
hospital and to deliver care in the home or through community-based services.
Postpartum hospital stays are often shorter than 48 hours following a vaginal
birth; thus, most postpartum care takes place in the home and the community.
Home visits by nurses to provide support at home for mothers and infants is
needed for high risk families to prevent health problems from becoming chronic
with long-term effects (Aston et al., 2015). 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 negative attitudes toward
poor or culturally diverse families, and this could deter these clients from
seeking health care. Long delays, hurried examinations, and rude comments by
staff discourage clients from returning.

% 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 questions concerning who the father was and commented




on how young I looked. The receptionist then “ordered” me in a loud voice to
sit down and wait for an answer by someone in the back, but never contacted
anyone that I could see. It seemed to me like all eyes were on me while I
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
information regarding ethics and laws related to their practice.

The AWHONN (2009) publishes their Standards for Professional Nursing
Practice in the Care of Women and Newborns, which are summarized below:

» Standard 1. Assessment—The RN collects health data about women and
newborns in the context of women-centered and family-centered care.

* Standard 1I: Diagnosis—The RN formulates nursing diagnoses by analyzing
assessment data to identify and differentiate normal physiologic and
developmental transitions from pathophysiologic variations and other clinical
issues.

» Standard III: Outcomes Identification—The RN individualizes expected
outcomes for women and newborns.

» Standard 1V: Planning—The RN develops a plan of care that includes
interventions and alternatives to attain expected outcomes for women and
newborns.

* Standard V: Implementation—The RN implements the interventions identified
in the women’s or newborn’s plan of care.

» Standard VI: Evaluation—The RN evaluates the progress of women and
newborns toward attainment of expected outcomes.

» Standard VII: Quality of Practice—The RN systematically evaluates and
implements measures to improve the quality, safety, and effectiveness of
nursing practice.

* Standard VIII: Education—The RN acquires and maintains knowledge and
competencies that reflect current EBP.

* Standard IX: Professional Practice Evaluation—The RN evaluates his or her
own nursing practice in relation to current evidence-based care information,
professional standards and guidelines, statues, rules, and regulations.



o Standard X: Ethics—The RN’s decisions and actions on behalf of women,
fetuses, and newborns are determined in an ethical manner and guided by an
ethical decision-making process.

» Standard XI: Collegiality—The RN interacts with and contributes to the
professional development of peers, colleagues, and other health care providers.

e Standard XII: Collaboration and Communication—The RN collaborates and
communicates with women, their families, the community, and other health
care providers in providing safe care.

 Standard XIII: Research—The RN generates and/or integrates evidence to
validate interprofessional knowledge in providing care to women and
newborns.

» Standard XIV: Resources and Technology—The RN considers factors related to
safety, effectiveness, technology, and expense in providing care to women and
newborns.

 Standard XV: Leadership—The RN should serve as a role model, change
agent, consultant, and mentor to all women, their families, and other health
care professionals.

Several areas are of particular importance to the health care of women and
their families. These include abortion, substance abuse, intrauterine therapy,
maternal—fetal conflict, stem cell research, umbilical cord blood banking,
informed consent, and confidentiality.



Abortion

Abortion has been a legal medical procedure in the United States for more than
three decades, yet it continues to be a hotly debated and volatile legal, social,
and political issue. It was an issue even before Roe v. Wade, the 1973 Supreme
Court decision that legalized abortion. The Supreme Court ruled that a woman,
in consultation with her health care provider, has a constitutionally protected
right to have an abortion in early stages of pregnancy—that is, before viability—
free from government interference. Nearly half of pregnancies among American
women are unintended, and about 4 in 10 of these are terminated by abortion.
Twenty-two percent of all pregnancies (excluding miscarriages) end in abortion
(Guttmacher Institute, 2015).

Every time abortion is debated on the national level, the Hyde Amendment is
cited. Named after its author, Rep Henry Hyde (R-Illinois), the Hyde
Amendment places limits on federally funded abortions. By denying abortion
coverage to low-income women on Medicaid, the Hyde Amendment has limited
choices of low-income women regarding their reproductive rights.

Medical and surgical modalities are available to terminate a pregnancy,
depending on how far the pregnancy has developed. A medical abortion by
taking mifepristone and prostaglandins is well established and safe when
performed as per guidelines with a success rate of up to 97%. A surgical
intervention can be performed up to 14 weeks’ gestation; a medical intervention
can be performed up to 9 weeks’ gestation (Hickey & Moore, 2015).

In September, 2000, the United States Food and Drug Administration
approved mifepristone to be marketed in the United States as an alternative to
surgical abortion. Medication abortion using mifepristone or a similar
medication accounted for 38% of all nonhospital abortions, and about one
quarter of abortions before 9 weeks’ gestation (Guttmacher Institute, 2015). All
women undergoing abortion need emotional support, a stable environment in
which to recover, and nonjudgmental care throughout the process.

The issue of abortion 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 abortion 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.



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 even when
personal and political views differ from those of their clients. With all the
advances in abortion care, this points toward greater nursing involvement.
Although this bodes well for woman-centered care, the burden on nurses is
likely to increase incrementally. This may have an adverse effect on the affective
attributes or emotions that those nurses possess (McLemore, Levi, & James,
2015).

Nurses need to clarify their personal values and beliefs on this issue and must
be able to provide unbiased 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 (King et al., 2015).

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 (Fowler & Lachman, 2015). 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 communication 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 preterm birth, placenta abruption, poor
weight gain, low birth weight, stillbirth, spontaneous abortion, a variety of
behavioral and cognitive problems in exposed children, and fetal injury, and thus
has legal and ethical implications. Many state laws require evidence of prenatal
drug exposure to be reported, which may lead to charges of negligence and child
endangerment against the pregnant woman. It has been found that incarceration
or threat of it has no effect in reducing cases of alcohol or drug abuse. Laws that
criminalize drug use during pregnancy usually deter women from seeking
prenatal care that can provide them access to appropriate counseling, referral,
and monitoring (AWHONN, 2015). This punitive approach to fetal injury raises
ethical and legal questions about the degree of government control that is
appropriate in the interests of child safety. All pregnant women and women of
childbearing age should be screened periodically for alcohol, tobacco, and
prescription and illicit drug use. Nurses should employ a flexible approach to the
care of women who have substance use problems, and they should encourage the
use of all available community resources. Women should be counseled about the
risks of preconception, antepartum, and postpartum substance abuse in a calm,
nonjudgmental manner by nurses (AWHONN, 2015). Pregnant women who
abuse substances should be afforded access to preventive, supportive, and
recovery services that meet their special needs. The nurse can be instrumental in
facilitation referral to community programs for both pregnant and postpartum
women who can help ensure their full recovery and better lives for them and
their children.



Intrauterine Therapy

Progress in prenatal diagnosis can lead to the diagnosis of severe fetal
abnormalities, which previously would have resulted in a fatal outcome or the
development of severe disability despite optimal postnatal care. Intrauterine
therapy can now be offered in these selected cases and also in the treatment of
fetal obstructive uropathy, intrauterine transfusions for fetal anemia, spina bifida
repair, and stem cell transplantation. Intrauterine therapy is a procedure that
involves opening the uterus during pregnancy, performing a surgery, and
replacing the fetus in the uterus. Although the risks to the fetus and the mother
are both great, fetal therapy may be used to correct anatomic lesions (Mathis,
Raio, & Baud, 2015). Some argue that medical technology should not interfere
with nature, and thus this intervention should not take place. Others argue that
the surgical intervention improves the child’s quality of life. For many people,
these are the subjects of debate and intellectual discussion, but for nurses, these
procedures 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
frequently that test a nurse’s belief system. Encouraging open discussions to
address emotional issues and differences of opinion among staff members is
healthy and increases tolerance for differing points of view.



Maternal-Fetal Conflict

In maternity nursing, the ethical principles of beneficence and autonomy provide
the fundamental framework that guides the management of all pregnant women.
Because the fetus also needs to be considered, autonomy can become a complex
issue giving rise to what is sometimes called maternal—fetal conflict.

Fetal care becomes problematic when what is required to benefit one member
of the dyad will cause unacceptable harm to the other. Even when a fetal
condition poses no health threat to the mother, caring for the fetal client will
always carry some degree of risk to the mother, without direct therapeutic
benefit for her. The ethical principles of beneficence (be of benefit) and
nonmaleficence (do no harm) can come into conflict.

Because the clients are biologically linked, both, or neither, must be treated
alike. It would be unethical to recommend fetal therapy as if it were medically
indicated for both clients. Still, given a recommendation for fetal therapy,
pregnant women, in most cases, will consent to treatment that promotes fetal
health. When pregnant women refuse therapy, health care providers must
remember that the ethical injunction against harming one client in order to
benefit another is virtually absolute.

The use of court orders to force treatment on pregnant women raises many
ethical concerns. Court orders force pregnant women to forfeit their autonomy in
ways not required of competent men or nonpregnant women. There is an
inconsistency in allowing competent adults to refuse therapy in all cases but
pregnancy. The American Congress of Obstetricians and Gynecologists (ACOG)
advocates counseling and education to convince a mother to follow her doctor’s
advice and condemns the use of coercion on a pregnant woman, because this
violates the intent of the informed consent process. Faced with a continuing
disagreement with a pregnant woman, a physician should turn to an institutional
ethics committee. Resorting to the legal system is almost never justified
(Campbell, 2015).



Stem Cell Research

The goal of stem cell research is the relief of human suffering, which ethically is
good. Benefits of stem cell research include providing therapies for Parkinson’s
disease, regenerating diseased body tissues, repairing spinal cord injuries, and
growing needed organs for transplant.

The therapeutic needs of sick clients, along with the potential benefits of that
therapy must be balanced with ensuring rigorous scientific standards and
effective consent procedures related to stem cell research. The ethical concerns
surrounding stem cell research vary depending on the origin of the stem cells.
Adult stem cells are cells found in adults and can replace old cells by
reproducing new ones such as blood and liver cells. Bone marrow transplants are
examples of the use of adult stem cells in medical therapy. Embryonic stem cells
are derived from the inner cell mass of an early embryo. Stem cells, which can
grow into any cell type in the body, have been touted as a potential cure for
everything from type 1 diabetes to stroke. They are not without controversy,
however; embryonic stem cells come from discarded human embryos, but they
hold huge promise, too. The controversy is not about whether stem cells should
be used, but rather what source of stem cells should be used, and how they are
obtained (Devolder, 2015).

The controversy focuses on the use of embryonic stem cells, because the
process of obtaining these cells results in the destruction of the embryo. Some
people feel that the destruction of the human embryo constitutes the killing of a
human being and reject this practice on religious grounds. Views about when life
begins and whether the early embryo is considered a person with moral status
are at the heart of the ethical deliberations related to the use of embryonic stem
cells. Everyone has to decide on the basis of personal values and ethical
background.



Umbilical Cord Blood Banking

Umbilical cord blood, the blood remaining in the umbilical cord at birth, can be
collected at birth and be a source of stem cells for an individual in need of a
bone marrow transplant later in life. The extraordinary scientific and
technological advances of contemporary medicine constantly lead toward the
introduction of new treatments. Umbilical cord blood is a potential vast source
of primitive hematopoietic stem and progenitor cells available for clinical
applications. Cord blood can be used as an alternative source for bone marrow
transplantation and its use is developing into a new field of treatment for
pediatric and adult clients presenting with hematologic disorders, immunologic
defects, and specific genetic diseases (Meierrhenry et al., 2015).

Private banks were initially developed to store cord blood stem cells from
newborns, for a fee, for potential future use by the same child or a family
member if he or she developed disease later in life. Today, public cord blood
banks store, for free, stem cells that can be used by anyone needing them, in a
manner similar to the way public blood banks work. Umbilical cord banks are a
central component, as the providers of umbilical cord tissue, in both medical
treatment and scientific research with stem cells. But, whereas the creation of
umbilical cord banks is seen as a successful practice, it is perceived as ethically
risky by others.

Pregnant women should be aware that stem cells from cord blood cannot
currently be used to treat inborn errors of metabolism or other genetic diseases in
the same individual from which they were collected because the cord blood
would have the same genetic mutation. Cord blood collected from a newborn
who later develops childhood leukemia cannot be used to treat that leukemia for
much the same reason.

The fact that private cord banks offer their services as “biologic insurance® in
order to obtain informed consent from parents (by ensuring that the tissue that
will be made available if their child needs it in the future) raises the issue of
whether the consent is freely given or given under coercion. Another
consideration that must be made in relation to privately owned cord banks has to
do with the ownership of the stored umbilical cord. Conflicts between moral
principles and economic interests (many physicians own private blood banks)
cause dilemmas in the clinical practice of umbilical cord blood storage and use
especially in privately owned banks (Guilcher, Fernandez, & Joffe, 2015).



Both ACOG (2012) and the American Academy of Pediatrics (AAP, 2010)
have issued statements opposing the use of for-profit banks and criticizing their
marketing tactics. Instead, they recommended that parents donate cord blood to
public banks, which make it available for free to anyone who needs it. Globally,
other organizations have done the same. Private umbilical cord blood banking
raises a question of special legal regulation. This practice promises the safe
storage of biologic material on the assumption that it may be useful, at a certain
moment in future, for its own donor (or for a donor’s close family member) for
curing serious blood diseases (Elmoazzen & Holovati, 2015). Currently, it is
recommended that delaying the clamping and cutting of the umbilical cord
constitutes the best EBP. So, cord blood stem cell collection should not alter the
timing of umbilical cord clamping. Nurses providing prenatal care to pregnant
women need increased awareness and knowledge about options for storage, or
“banking,” of cord blood and tissue in order to present information to expectant
parents that is accurate, evidence-based, and without bias.



Informed Consent

The purpose of informed consent in health care is to ensure that client
autonomy is respected in decisions about their health care. It is an agreement by
a client to undergo an operation or medical treatment or take part in a clinical
trial after being informed of and understanding the risks involved. It is a legal
document in all 50 states, and stems from the legal and ethical right an
individual has to decide what is done to his or her body, and from the physician’s
ethical duty to make sure that individuals are involved in decisions about their
own health care (Boyd, 2015).

The doctrine of informed consent protects clients’ rights to voluntary consent
or refusal of any medical treatment, procedure, or intervention based on
information regarding the risks, benefits, and alternatives of care. This includes
the provision of sufficient, evidence-based information to make a decision that
reflects self-determination, autonomy, and control. Client consent or refusal is
more than a legal doctrine to obtain a client’s signature; it is a process of
information exchange and involvement of clients in decision making (Grady,
2015).

Making informed choices during childbirth can be complex and multilayered.
The process involves the integration of evidence-based information with
individual health care needs, values, beliefs, and preferences. Thus, health care
providers are obligated to adequately inform clients of planned procedures and
to be assured of client permission prior to their performance. Client rights and
autonomy need consideration because uninformed clients cannot make
thoughtful decisions.

Informed consent has four key components: disclosure, comprehension,
competency, and voluntariness (Cornock, 2015). It occurs prior to initiation of
the procedure or specific care and addresses the legal and ethical requirements of
informing the client about the procedure. The physician or the advanced practice
nurse or the midwife is responsible for informing the client about the procedure
and obtaining consent by providing a detailed description of the procedure or
treatment, its potential risks and benefits, and alternative methods available. The
nurse’s responsibilities related to informed consent include the following:



1. Ensuring that the consent form is completed with signatures from the client
2. Serving as a witness to the signature process

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

4. In certain states, mature minors and emancipated minors may consent to their
own health care and certain health care may be provided to adolescents
without parental notification, including contraception, pregnancy counseling,
prenatal care, testing and treatment of STIs and communicable diseases
(including HIV), substance abuse and mental illness counseling and treatment,
and health care required as a result of a crime-related injury (Dickens & Cook,
2015).

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 agencies
where they work. Treating clients without obtaining 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 majority (18 years of
age) can legally provide consent for health care, except in the case of an
emancipated minor (a person who is no longer subject to parental control, e.g.,
one who marries) (Arnold & Boggs, 2016).



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.

Adapted from US Department of Health and Human Services [USDHHS]. (2015). Informed consent.
Available at: http://www.hhs.gov/ohrp/policy/consent/index.html; Nursing Midwifery Council. (2015).
The code: Professional standards of practice and behavior for nurses and midwives. Retrieved from

http://www.nmc-uk.org/Documents/NMC-Publications/revised-new-NMC-Code.pdf

Most care rendered in a health care setting is covered by the initial consent for
treatment that is signed when the individual becomes a client at that office or
clinic or by the consent to treatment signed on admission to a hospital or other
inpatient facility. Certain procedures, however, may require a specific process of
informed consent: major or minor surgery; invasive procedures such as
amniocentesis or internal fetal monitoring; treatments placing the client at higher
risk, such as chemotherapy or radiation therapy; procedures or treatments
involving research; and photography involving the client.

Informed consent also rests on an assumption of competence (all adults are
competent unless a court decides otherwise) and capacity (ability to understand
alternatives and consequences of treatment and choose the best option). Nurses
must use caution when determining the capacity of a client when the client has
received medications that would alter his or her cognition ability to make
decisions about care. Medications may need to be delayed or withheld
temporarily to restore the client’s capacity to make health care decisions.

If the client cannot provide consent, then the person closest to the client may


http://www.hhs.gov/ohrp/policy/consent/index.html
http://www.nmc-uk.org/Documents/NMC-Publications/revised-new-NMC-Code.pdf

give consent for emergency treatment. 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, indicating that consent was
received via the telephone. The ideal informed consent process would be
achieved if a health care provider and a knowledgeable nurse collaborate for the
client’s good (Cornock, 2015).

All clients have the right to refuse medical treatment, based on the American
Hospital Association’s Patient Care Partnership. 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
(Khoury, 2015). An example would be a Jehovah’s Witness. Individuals of this
faith have strong beliefs based on passages from the Bible that are interpreted as
prohibiting the “consumption” of blood. Their beliefs prevent them from
accepting transfusions of whole blood or its primary components. With recent
advances and the use of biologic hemostats that aid coagulation and reduce
blood loss, major surgery can be performed safely on a Jehovah’s Witness who
refuses a blood transfusion by utilizing these hemostats, which decrease surgical
blood loss (Carr, 2015). In these cases, it is important to educate the client and
family about the importance of the recommended treatment without coercing or
forcing the client to agree. Sometimes common ground may be reached between
the family’s religious or cultural beliefs and the health care team’s
recommendations. Communication and education are the keys in this situation.



Confidentiality

Nurses face particular challenge in respecting the confidentiality of clients in a
world where information is quickly shared and where information about illness
can be sensitive. Nurses have a duty of care toward clients. That duty includes
maintaining privacy and confidentiality. With the establishment of the Health
Insurance Portability and Accountability Act (HIPAA) of 1996, the
confidentiality of health care information is now mandated by law. The primary
intent of the law is to protect health insurance coverage for workers and their
families when they change or lose jobs. Another aspect of the law requires the
USDHHS to establish national standards for electronic transmission of health
information. The HIPAA regulations were instituted to protect the privacy of
individuals by safeguarding individually identifiable health care records,
including those housed in electronic media. Protection of individual medical
records extends not only to clinical health care sites but also to all ancillary
health care providers, such as pharmacies, laboratories, and third-party payers.
Each health care provider dealing with client health care data must provide for
secure and limited access to the information (Price, 2015). 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 security and privacy of health care and health information for all
clients. Client information should always be kept confidential in the context of
the state law, as well as the institution’s policies.

Today, social media provide a rich source for errors to expose confidential
client information. “Friending” clients on Facebook™, communicating about
client care with identifiers, and posting inappropriate photos all lead to violations
of HIPAA and/or employer policies resulting in discipline or termination of
employment (Scruth et al., 2015).

Exceptions to confidentiality exist. For example, suspicion 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., tuberculosis, hepatitis,



HIV, and other STTs). 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 (Price, 2015).



IMPLICATIONS FOR NURSES

The health care system is intricately woven into the political and social structure
of our society, and nurses should understand social, legal, and ethical health care
issues so they can play an active role in meeting the health care needs of women
and their families. Nurses are in a unique position because they are often the first
contact clients have within health care systems. Nurses need to take a proactive
role in advocating for and empowering 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 can
also 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 its accompanying exchange of information expand. Nurses
must remain up to date about new technologies and treatments and integrate
high-quality, evidence-based interventions into the care they provide.

KEY CONCEPTS

Maternal, newborn, and women'’s health nurses provide care using a
philosophy that focuses on the family and the use of EBP in a case
management environment to provide quality, cost-effective care.

Healthy People 2020 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 mortality 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-birth-weight infants born in this country (CDC,
2015d).

The family is considered the basic social unit of our society. 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 child-rearing 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 act as barriers to
health care.

Advances in science and technology have led to increased ethical dilemmas in
health care.

All clients have the right to refuse medical treatment based on the American
Hospital Association’s Patient Care Partnership.

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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CHAPTER WORKSHEET

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

2. Which factor would most likely be responsible for a pregnant women’s failure
to receive adequate prenatal 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

3. 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


http://www.who.int/mediacentre/factsheets/fs348/en/index.html
http://www.who.int/healthinfo/global_burden_disease/en/

c. Contraception

d. Tuberculosis

4. Client advocacy, utilization management, and coordination of care describe
which of the following?

a. Primary nursing care
b. Case management
c. Family-centered care

d. Patient-focused care

5. Nurses in the United States working in maternity services need to have
knowledge of a variety of cultures and be culturally competent in caring for
women and their families because:

a. All members of a specific culture are homogenous.
b. Physiological differences exist among different cultures.
c. Care can be individualized for different cultural preferences.

d. Nondominant cultural groups are made up of new immigrants.

6. 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 EXERCISES

1. As a nurse working in a federally funded low-income clinic offering women’s
health services, the nurse is becoming increasingly frustrated with the number
of “no-shows” or appointments missed in your maternity clinic. Some clients
come for their initial prenatal intake appointment and never come back. The
nurse realizes that some just forget their appointments, but most don’t even
call to notify the clinic. 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 the nurse might say at the next staff meeting to address the
issue of clients making one clinic visit and then never returning.

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

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

STUDY ACTIVITIES

1. Research a current policy, bill, or issue being debated on the community, state,
or national level that pertains 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.

2. Within your clinical group, debate the following statement: should access to
health care be a right or a privilege? Be able to back up your response.

3. Visit a local community health center that offers services to women from
various cultures and their families. Interview the staff about any barriers to
health care that they have identified. Investigate what the staff has done to
minimize these barriers.

BRINGING IT ALL TOGETHER: CASE STUDY

Maize, a 64 year old Hispanic woman, presented to the Women’s Clinic
complaining about a vaginal discharge that was itchy and uncomfortable. Maize
hadn’t been to the clinic for years, since she had her last child decades ago. She
never finished high school and was working locally as a motel housekeeper. She
didn’t have any health insurance, so tended to use home remedies to treat any
health issue. Prior to her visit today, she had douched to attempt to treat this
problem.

The health care provider examined Maize and prescribed vaginal
suppositories for a yeast infection. Instructions were given to her verbally and in
writing before she left. Maize shook her head in agreement that she understood
the treatment regimen. A few days later the clinic nurse received a phone call
from Maize stating that she would “just have to live with this condition because



that medicine she got was “rank-tasting,” it was making her gag when she
attempted to swallow it, and she didn’t think it was working!”

Go to "=Point to find questions to consider about this case.
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Learning Objectives

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

1. Define the key terms used in this chapter.

2. Examine the major components and key elements of family-centered
community health care.

3. Explain the reasons for the increased emphasis on community-based care.
4. Differentiate community-based nursing from nursing in acute care settings.

5. Integrate the different levels of prevention in community-based nursing,
providing examples of each.

6. Cite examples of cultural issues that may be faced when providing
community-based nursing.

7. Describe the dynamic forces contributing to cultural diversity to adapt
delivery of culturally competent care to women and their families.

8. Construct strategies for integrating elements of alternative/complementary
therapies and scientific health care practice.

9. Identify the variety of settings where community-based care can be provided
to women and their families.

10. Outline the various roles and functions assumed by the community health
nurse.

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

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

13. Determine the importance of discharge planning and case management in
providing community-based care.

Maria 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 did



not speak Spanish and Maria did not speak English, a great deal of gesturing
followed. After examining Maria, the nurse picked up Maria’s son and placed
him on his back in the crib. How might the nurse have prepared for this home
visit? What message did the nurse convey in changing the newborn’s
position? What actions did the nurse take to decrease trust? What actions
should she take to increase trust with this mother?

To recognize diversity in others and respect it, nurses must first have some
awareness of who they are.



INTRODUCTION

Women and their families receive most of their health care, both well and ill
care, in the community setting. During the past several years, the health care
delivery system has changed dramatically. Medicare’s prospective payment
system for hospitals, introduced in the United States in 1983, replaced cost
reimbursement with a system of fixed rates that created incentives for hospitals
to control costs. This focus on cost containment has meant that people are
spending less time in the hospital. Clients are being discharged “sicker and
quicker” from their hospital beds (Hansen, 2015). The health care system has
responded by moving 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 prevention within the community.

Nurses play an important role in the health and wellness of a community.
They not only meet the health care needs of the individual but also go beyond
that to implement 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 settings 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 care refers to the collaborative partnership among the
individual, family, and caregivers that exist to determine goals, share
information, offer support, and formulate plans for health care. It is generally
understood to be an approach in which clients and their families are considered
integral components of the health care decision-making and delivery processes
(McGurk, 2015; Pate & Andrews, 2015). Nursing support of the family can take
many forms. For example, informational support is designed to provide
supportive communication by making available understandable information to
the family about their member’s condition, treatment, development, and care;
about their behavioral and emotional responses and needs; and about what to
expect regarding their condition. Emotional support includes listening,
exhibiting caring behaviors, and being concerned in ways that help the family
cope with their member’s illness and the other aspects of their lives that are
affected by the illness. Appraisal support, also called esteem support, is
conceptualized as enhancing, reinforcing, and supporting the family role. Finally,
instrumental support includes providing assistance of any kind, such as
financial, time, labor, or environmental modifications. In short, nursing support
to families includes providing a supportive relationship and ongoing
information; helping maintain the family role by offering encouragement,
affirmative comment, and appraisal; giving emotional support; and providing
competent nursing care. To provide good-quality, family-centered care, nurses
need adequate resources and appropriate education, as well as support from
managers and other health care disciplines (Roberts, 2015).

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. The core concepts of
family-centered care include:

* Providing dignity and respect for the client and family choices
* Sharing health care information that is meaningful and accurate

* Encouraging clients and their families to participate in decisions about their
care

* Collaborating with clients, families, and other health care providers in the



delivery of care (Nichols, Crow, & Balakas, 2015).

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.
At the heart of family-centered care is a commitment to working with clients as
partners, which is a shift from a “doing to and doing for” which was the mantra
of the past.

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 improved, leading to greater satisfaction
for both health care providers and health care consumers (families). Parents
should be involved in the care of and decision making for their newborn, and
separations should be minimized. Their needs should be anticipated, respected,
and addressed in the obstetrical unit. Open, clear, consistent information and
communication should be maintained (Flagg, 2015). It is important for nurses to
remain neutral to all they hear and see in order to enhance trust and maintain
open communication lines with all family members. Nurses need to remember
that the client is an expert about his or her own health; thus, nurses should work
within the client’s framework when planning health promotion interventions.
Practicing 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 geographic area, who share common interests, interact with each other,
and function collectively within a defined social structure to address common
concerns (Stanhope & Lancaster, 2014). The common features of a community
may be common rights and privileges as members of a certain city or common
ties of identity, values, 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, Indian), career (nurse, businesswoman, housewife), place of
worship (church or synagogue), and community memberships (garden club,
YMCA, support group, school PTA, youth organizations, athletic teams).

A population is a group of individuals who share personal or environmental
characteristics. Typically the most common characteristic is geographic location.
Populations are made up of human beings within complex social and physical
environments. The betterment of human populations remains the goal of
community-based nursing care. Examples of populations include nurses who
work the night shift, older mothers having their first pregnancy, high risk infants,
or Native Americans.

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. Community health nurses work in
geographically and culturally diverse settings. They address the current and
potential health needs of a 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 perform
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 2020: Improving the Health of Americans is an example of a
national health initiative that was developed using the epidemiologic process.
Healthy People provides science-based, 10-year national objectives for
improving the health of all Americans. Healthy People 2020 ensures that health
care professionals evaluate the individual as well as the community. It
emphasizes the ever-present link between the individual’s health and the health
of the community (Lundy & Janes, 2016). Healthy People 2020 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 Healthy People 2020 objectives are highlighted throughout this text,
and Healthy People 2020 is available online at http://www.healthypeople.gov.
These objectives provide a tool for all health care providers to move from a
focus on illness and cure to a focus on health promotion and illness prevention
for entire populations.

The focus of health care initiatives today is on people and their needs,
strengthening their abilities to shape their own lives. The emphasis has shifted
away from dependence on health professionals toward personal involvement 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.


http://www.healthypeople.gov

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 consumer
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 employment 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. With the worldwide
strategic shift of health care delivery from secondary to primary care settings,
more newly qualified nurses are working in primary care, making exposure to
the variety of roles available to nurses essential for future workforce
development (Clark & Paraska, 2015).

The Bureau of Labor Statistics, U.S. Department of Labor, Occupational
Employment Statistics (2015) found the following trends in registered nurse
(RN) employment settings:

* Fifty-seven percent of RNs work in the hospital setting.

 Thirty-four percent work outside the hospital setting in community-based
settings.

* The number of RNs employed in community-based settings has continued to
grow largely due to an increase in nurses working in home health care and
managed care organizations.

Community-based nursing settings include ambulatory care, home health
care, occupational health, school health, and hospice settings (Table 2.1).
Clinical practice within the community may also include case management,
research, quality improvement, and discharge planning. Nurses with advanced
practice and experience may be employed in areas of staff development,
program development, and community education.

TABLE 2.1



Setting Description

Ambulatory care settings Physician's offices
Health maintenance organizations (HMOs)
Day surgery centers
Freestanding urgent care centers
Family planning clinics
Mobile mammography centers

Health department services Maternal/child health clinics
Family planning clinics
Sexually transmitted infection programs
Immunization clinics
Substance-abuse programs
Jails and prisons

Home health care services High-risk pregnancy/neonate care
Maternal/child newborn care
Skilled nursing care
Hospice care

Long-term care Skilled nursing facilities
Nursing homes
Hospices
Assisted living

Other community-based settings Parish nursing programs
Summer camps
Community-sponsored education programs
School health programs
Occupational health programs

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, coordinating 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 develops a systemic infection, a pelvic abscess, and
deep vein thrombosis in one leg after a cesarean birth and who is now being
discharged from the hospital. The nurse’s primary focus of care in this situation



would be to administer heparin and antibiotics intravenously rather than
educating her about child care and follow-up appointments. In the past, this
woman would have remained hospitalized for treatment, but home infusion
therapy is now less costly and allows the client to be discharged sooner.



COMMUNITY-BASED NURSING INTERVENTIONS

* Health screening—Detecting unrecognized or preclinical illness among
individuals so they can be referred for definitive diagnosis and treatment
(e.g., mammogram 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
therapy in menopausal women)

* Telephone consultation—Identifying the problem to be addressed; listening
and providing support, information, 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 contact 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, community resources, or research
findings concerning their environment (e.g., childbirth education class,
basic life support classes for parents).

* Nutritional counseling—Demonstrating the direct relationship 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).

Adapted from Murphy, J. W. (2015). Community-based interventions. New York, NY: Springer; and
Lundy, K. S., & Janes, S. (2016). Community health nursing: Caring for the public’s health (3rd ed.).
Burlington, MA: Jones & Bartlett Learning.

This demand on the nurse’s time may limit the amount of time spent on
prevention measures, education, and the family’s psychosocial issues. More time
may be needed to help families deal with these issues and concerns. With large
client caseloads, nurses may find it difficult 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 resources 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 family 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 adherence to care regimens.

Although opportunities for employment in community-based settings are
plentiful, many positions require a baccalaureate 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, remaining objective in dealing with such diversity
and demonstrating an understanding of and appreciation for cultural differences.
Interventions must be individualized to address the cultural, social, and
economic diversity among clients in their own environment (Lundy & Janes,
2016).

The mission for all nurses is profound but simple: to treat with dignity and
compassion every person who is in their care. Imagine for a moment what it



would be like to be sick and not be able to communicate with your caregivers—
to not understand what they are saying or to become greatly alarmed when you
hear information in terms that are offensive or inappropriate in your culture.
Quality care depends on quality communication, thus utilizing language
interpreters can make a major difference in all situations (Purnell, 2015).

Community care, especially home care, is a rapidly growing service in the
United States (Adams, 2015). 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 and also allowing
complicated procedures to be done at home, such as intravenous administration
of antibiotics and renal dialysis. There is a need to facilitate effective
community-based care by extending the hospital and health care providers into
the community by providing mobile access to information via a secure Internet.
The design of future technologies to support complex health care in the home
environment continues on the fast-track (Vizard, 2015).



HOME CARE VISITATION PLANNING

* 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 tertiary prevention levels.

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

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

* Tertiary prevention—Instruct the stroke client how to exercise to minimize
disability.

* Bear in mind the client’s readiness to accept intervention and education.
* Ascertain the client’s focus and how she sees her needs.

* Address client issues that might interfere with intervention (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 for the client if possible (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.




* Be aware of nurse’s safety in neighborhoods and take precautions to secure
it.

* 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 to validate your
intervention decisions.

* 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 problem 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 handwashing technique after instruction and reinforcement during
the home care visit).

Adapted from de Chesnay, M., & Anderson, B. (2015). Caring for the vulnerable (4th ed.). Burlington,
MA: Jones & Bartlett Learning; Lundy, K. S., & Janes, S. (2016). Community health nursing: Caring
for the public’s health (3rd ed.). Burlington, MA: Jones & Bartlett Learning; and Denham, S. A.,
Eggenberger, S., Young, P., & Krumwiede, N. (2015). Family-focused nursing care. Philadelphia, PA:
F. A. Davis Company.

The concept of prevention is a key part of community-based nursing practice.
The emphasis on health care delivery in community-based settings has moved
beyond primary preventive health care (e.g., well-child checkups, routine
physical examinations, prenatal care, and treatment 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 specific protection against disease or injury. Its focus is on
health promeotion to reduce the person’s vulnerability to any illness by
strengthening the person’s capacity to withstand physical, emotional, and
environmental stressors (Lundy & Janes, 2016).

Primary prevention encompasses a vast array of areas, including nutrition,
good hygiene, sanitation, immunizations, protection from ultraviolet rays,
genetic counseling, bicycle helmets, handrails on bathtubs, drug education for
schoolchildren, adequate shelter, smoking cessation, family planning, and the
use of seat belts (Stanhope & Lancaster, 2014). Prevention of disease is often
difficult to put into practice. Among the challenges, the success of prevention is
invisible in many cases, lacks drama, often requires persistent behavior change,
and does not produce immediate results. The nurse’s role is to help people
change their lifestyle to move toward a state of optimal health and avoid illness.
Nurses can address this by using evidence-based health promotion; identifying
effective interventions built on research findings and applying them to improve
the health and well-being of individuals, aggregates, and communities (Fig. 2.1).

Approximately 1/1,000 children in the United States are born each year with
defects of the neural tube—the part of a growing fetus that will become the brain
and spinal cord—which can cause severe mental and physical disability or death.
It is the second most common major congenital anomaly worldwide (cardiac
malformations are first). Neural tube defects (NTDs) are more common in
Whites and Hispanics than African Americans (National Coalition for Health
Professional Education in Genetics [NCHPEG], 2015). The prevention of NTDs
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 & Gynecologists
[ACOG] (2013) recommends that all women be on a baseline dose of 400 ng of
folic acid daily to prevent NTDs. Mandatory folic acid fortification for all
pregnant women remains an effective public health intervention (Williams et al.,
2015). Giving anticipatory guidance to parents with toddlers 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. This level of prevention is aimed at halting the disease, thus
shortening its duration and severity to get the person back to a normal state of
functioning. Health screenings are the mainstay of secondary prevention.
Pregnancy testing, blood pressure evaluations, cholesterol monitoring, fecal
occult blood testing, breast examinations, mammography screening, hearing and
vision examinations, and 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
(Clark & Paraska, 2015).

A good example is osteoporosis, a common disease of the bones where one’s
body loses too much bone, makes too little bone, or both. Osteoporosis causes
significant morbidity and mortality in women. Its prevalence and costs to society
are huge and its incidence is rising as the population ages. Although osteoporosis
is preventable, it is a silent disease that does not become apparent until a fracture
occurs. Screening to identify women at risk and instituting secondary prevention
pharmacotherapy will assist to reduce the incidence of fractures and reduce
mortality and morbidity. If the health condition cannot be cured and further
complications and disability arise, then the tertiary level of prevention is needed.






Levels of prevention in community-based nursing. A. At the primary prevention level, the
nurse provides a woman with teaching about breast self-examination if high risk. B. At the secondary level
of prevention, a woman undergoes a mammogram for early detection of breast problems. C. At the tertiary

level of prevention, mastectomy after surgery, a nurse assists a client with her strength exercises.

TERTIARY PREVENTION

Tertiary prevention is designed to reduce or limit the progression of a
permanent, irreversible disease or disability. The purpose of tertiary prevention
is to restore individuals to their maximum potential (Prince et al., 2015). Tertiary
intervention takes place only if the condition results in a permanent disability.
Tertiary prevention measures are supportive and restorative. For example,
tertiary prevention efforts would focus on minimizing and managing the effects
of a chronic illness such as cerebrovascular disease or the chronic effects of
sexually transmitted infections (STIs), 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. Client
education is the cornerstone of all disease management programs. The focus of
the nurse would be to maximize the woman’s strengths through education, to
help her recover from the trauma and loss and to build support systems.

All health professionals have a special role in health promotion, health
protection, and disease prevention. Much of community nursing involves
prevention, early identification, 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 prevention. 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 numerous, diverse cultural
groups of people who arrive daily from every corner of the world. The United
States has more immigrants than any other nation. The U.S. Census Bureau
(2015a) projects that the United States foreign-born population will reach 78
million by 2060, making up 19% of the total population.

)
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More than one 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, 2015b).

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 various cultures and
ethnic groups. In addition to displaying competence in technical skills, nurses
must also become competent in caring for clients from diverse ethnic and racial
backgrounds. 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
appropriate care to diverse populations, nurses need to know, understand, and
respect culturally influenced health behaviors. Chapter 1 provides a more
detailed discussion of the impact of culture 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 orientation, personal
space, family orientation (patriarchal, matriarchal, or egalitarian), and language
are important cultural concepts. Although the location might be different in
community-based care, these principles apply to both inpatient and outpatient
settings. Cultural competence and cultural adaptation are considered important



components of providing quality health care in multicultural societies. These
include not only treatment of disease, but also primary, secondary, and tertiary
prevention measures by health care professionals, as well as health promotion to
all diverse cultures.

Cultural competence is defined as the knowledge, willingness, and ability to
adapt health care to enhance its acceptability to and effectiveness with clients
from diverse cultures. Nurses need to possess an understanding of the
perspectives, traditions, values, practices, and family systems of culturally
diverse individuals, families, communities, and populations for whom they
provide care, as well as knowledge of the complex variables that affect the
achievement of health and well-being (Martin et al., 2016). Cultural competence
is a dynamic process during which nurses obtain and then apply cultural
information. Nurses must look at clients through their own eyes and the eyes of
clients and family members. Nurses must develop nonjudgmental acceptance of
cultural differences in clients, using diversity as a strength that empowers them
to achieve mutually acceptable health care goals. Nurses must integrate their
client’s cultural beliefs and practices into health prescriptions to eliminate or
mitigate health disparities and provide client satisfaction. Cultural competence is
a dynamic, lifelong learning process. Understanding the process for assessing
cultural patterns and factors that influence individual and group differences is
critical in preventing overgeneralization and stereotyping (Purnell, 2015). 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).

A level of cultural competence is needed by all nurses to increase their
knowledge of diverse cultures, to change attitudes and values when working
with clients of different cultures.

Cultural competence does not mean replacing one’s own cultural identity with
another, ignoring the variability within cultural groups, or even appreciating the
cultures being served. Instead, nurses who are culturally competent show a
respect for differences, an eagerness to learn, and a willingness to accept
multiple views of the world. Much of the process of developing cultural
competence involves a reexamination of nurses’ values and the influence of
these values on their beliefs, which affect attitudes and actions. At the core of



both client centeredness and cultural competence is the importance of seeing the
client as a unique person (Beard et al., 2015). It is important for all nurses to
incorporate the client’s traditional healing and health practices with conventional
medicine by asking such questions as “Do you have treatment preferences you
would like me to include in your care plan?” Some clients may prefer certain
foods and/or drinks when they are ill. In addition, during fasting and religious
seasons, diets may be different and need to be considered during the process of
determining the appropriate course of treatment. Some clients may have a
different idea about what is causing the illness. Spirituality, culture, and
experience may have a significant role in the client’s understanding and
treatment of the illness.

Barriers to cultural competence can be grouped into two categories: those related
to providers and those related to systems. Illness is culturally shaped in the sense
that how we perceive, experience, and cope with disease is based on our
individual explanations of sickness. Awareness and appreciation of how this
might be of influence—instead of mere knowledge about the cultural practices
or beliefs of specific ethnic groups—help nurses deal effectively with cultural
issues (Lundy & Janes, 2016). 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.



BOX 2.3

STEPS TO DEVELOPING CULTURAL COMPETENCE




Cultural Awareness

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

» Examine your own sociocultural heritage to gain personal insight.
* Recognize the influence of clients’ cultures on their health status.
» Examine personal biases and prejudices toward other cultures.

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




Cultural Knowledge

 Apply knowledge of social and cultural factors across multiple
backgrounds.

* Seek resources that increase your understanding of different sociocultural
groups.

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




Cultural Skills

 Apply relevant best evidence-based practices in providing culturally
competent care.

* 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.

* Advocate for social justice to eliminate health disparities in diverse
populations.




Cultural Encounter

* Promote safe and quality outcomes of care for all diverse individuals.

 Adapt care practices and therapies to be consistent with client values and
beliefs.

* Respect clients’ sociocultural identity in a nonjudgmental manner when
interacting.

* Learn key words or phases of clients’ language to improve communication.

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

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

Adapted from Waugh, E., Szafran, O., Triscott, J. C., & Parent, R. (2015). Cultural competency skills
for health professionals. Alberta, Canada: Brush Education, Inc.; Purnell, L. D. (2015). Culturally
competent health care (3rd ed.). Philadelphia, PA: F. A. Davis Company; and Martin, M. L., Heron, S.,
Moreno-Walton, L., & Jones, A. W. (2016). Diversity and Inclusion in Quality Patient Care.

Switzerland: Springer International Publishers.

Consider This

Our medical mission took a team of nurse practitioners into the rural
mountains of Guatemala to offer medical 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 alignment, 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 injury. I appeared puzzled at the




interpreter’s prediction of this girl’s future. It was later explained to me that if
the girl could not make tortes from corn meal for her husband because of her
wrist disability, she would 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 disability that was not her fault? What might have happened if 1
had imposed my value system on this client? How effective would I have been
in helping her if she did not feel accepted? This incident ripped my heart out,
for this young girl will be deprived of a fulfilling family life based on a wrist
disability. This is 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.




Use of Complementary and Alternative Medicine

The federal government formed the National Center for Complementary and
Alternative Medicine (NCCAM) to conduct and support research and provide
education and information on complementary and alternative medicine (CAM)
to health care providers and the public.

The use of 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 of life and in all areas of the community use
CAM. Overall, CAM use is seen more in women than men, and in people with
higher educational levels. In the United States, approximately 40% of adults
(about 4 in 10) and approximately 12% of children (about 1 in 9) are using some
form of CAM. Prayer specifically for health reasons is the most commonly used
CAM therapy (National Center for Complementary and Alternative Medicine
[NCCAM], 2015). It is well known that CAM, including homeopathy,
acupuncture, phytotherapy, and hydrotherapy, is also being used increasingly by
midwives for childbirth (Hall, Griffiths, & McKenna, 2015).

CAM includes diverse practices, products, and health care systems that are not
currently considered to be part of conventional medicine (NCCAM, 2015).
Complementary medicine is used together with conventional medicine, such as
using aromatherapy to reduce discomfort after surgery or to reduce pain during a
procedure or during 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 instead of undergoing surgery, chemotherapy, or
radiation that has been recommended by a conventional doctor. Integrative
medicine combines mainstream medical therapies and CAM therapies for which
there is some scientific evidence of safety and effectiveness (NCCAM, 2015).

INTEGRATIVE MEDICINE

Integrative medicine includes acupuncture, reflexology, therapeutic touch,
meditation, yoga, massage, herbal therapies, nutritional supplements,
homeopathy, naturopathic medicine, and many more used for the promotion of
health and well-being (Treister-Goltzman & Peleg, 2015).



The philosophy of integrative medicine focuses on treating the whole person,
not just the disease, and combines conventional Western medicine with
complementary treatments. The goal is to treat the mind, body, and spirit all at
the same time. History has taught us that in science, application of the results is
never determined by a single study but, rather, by the weight of the evidence.
Medicine rests on a foundation that begins with good clinical observations, case
reports, and careful interpretations. Replication of these results by other
scientists, which is the true hallmark of valid science, establishes whether those
clinical observations are important and perhaps applicable. Although some of the
therapies used are nonconventional, a guiding principle within integrative
medicine is to use therapies that have some high-quality evidence to support
them (King et al., 2015). The nurse should avoid judgment and encourage the
family to research all evidence-based approaches that support healthy outcomes.
Table 2.2 describes selected CAM therapies and treatments.

TABLE 2.2

Therapy

Description

Aromatherapy

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

Homeopathy

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

Acupressure

Restoration of balance by pressing an appropriate point so self-healing capacities can take
over

Feng shui (pronounced
fung shway)

The Chinese art of placement. Objects are positioned in the environment to induce
harmony with chi

Guided imagery

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

Reflexology

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

Therapeutic touch

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

The therapeutic use of plants for healing and treating diseases and conditions

Spiritual healing

Praying, chanting, presence, laving on of hands, rituals, and meditation to assist in healing

Chiropractic therapy

Aimed at removing irritants to the nervous system to restore proper function (e.g., spinal
manipulation done for musculoskeletal complaints)

Massage therapy

Therapeutic stroking or kneading of the body to decrease pain, produce relaxation, and/or
to improve circulation to that body part

Adapted from Trelster-Goltzman, Y., & Peleg, R. (2015). Trends in publications on complementary and alternative medicine in
the medical literature. Jforrnal of Complementary & Integrative Medicine. dol: 10.1515/jcim-2014-0055; Ernst, E. (2015). How
nurses can be misled about complementary and alternative medicine. Journal of Advanced Nursing, T1(2), 235-236; Hall,

H. G., Griffiths, D., & McKenna, L. G. (2015). Complementary and alternative medicine: Interaction and communication between
midwives and women. Women and Birth, doi:10.1016/].wombi.2014.12.003; and King, T. L., Brucker, M, C., Kriebs, ]. M., Fahey,
J. O., Gegor, C. L., & Varney, H. (2015). Varneys midwifery (5th ed.). Burington, MA: Jones & Bartlett Learning.




The theoretic underpinnings of complementary and alternative health practices
propose that health and illness 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 methods. This field does not lend itself readily to
scientific study or to investigation and therefore is not easily embraced by many
hard-core scientists (Jaiswal et al., 2015). Much of what is considered to be
alternative medicine 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 CAM and its 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 (Ernst, 2015). 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.

The growing use of CAM during pregnancy and childbirth could be
interpreted as a response by women regarding a need for autonomy and active
participation in their health care. Studies have shown that massage, acupuncture,
vitamins, and herbs are the most frequently applied CAM methods during
pregnancy (Nursing & Midwifery Council, 2015).

Many clients who use CAM 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 interactions
and contraindications with current medical therapies. When assessing clients,
ask specific questions about any nonprescription medications they may be
taking, including 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 practice 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

* Advise 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 CAM is widespread, especially by women desiring to alleviate the
nausea and vomiting of early pregnancy. Ginger lollipops or tea, Sea-Bands, and
vitamin Bg are frequently used to treat morning sickness (Brucker & King,

2016). 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 they should be cautious when
using CAM.

Women at risk for osteoporosis are seeking alternatives to hormone
replacement therapy since the Women’s Health Initiative study raised doubts
about the benefit of estrogen. Some of the alternative therapies for osteoporosis
include soy isoflavones, epimedium koreanum Nakai (herb) progesterone cream,
magnet therapy, tai chi, and hip protectors (Mukhtar & Jackson, 2015). In
addition, menopausal women may seek CAM therapies for hot flashes. Once
again, despite many claims, most of these therapies have not undergone
scientific testing and thus could place the woman at risk.

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

* Keep in mind that “natural” does not necessarily mean “safe.”
* Seek medical care when ill.

* Always inform the health care provider if you are taking herbs or other
therapies.

* 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, websites, and articles
(NCCAM, 2015).

All nurses, especially nurses working in the community, 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 understanding
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 settings, including
physicians’ offices, clinics, health departments, 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 setting 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 intravenous antibiotic
administration, follow-up client teaching, and monitoring. The goals of nursing
care in the home setting include promoting, 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, 2015). Adequate prenatal care is a comprehensive
process in which any problems associated with pregnancy are identified and
treated. Basic components of prenatal care include early and continuing risk
assessment, health promotion, medical and psychosocial interventions, and
follow-up. Within the community setting, several services are available to
provide health care for pregnant women (Box 2.4).



MATERNAL COMMUNITY HEALTH CARE SERVICES

» State public health prenatal clinics provide access to care based on a sliding-
scale payment schedule is used or services may be 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 is used 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, interns, and OB/GYN residents rotate through the clinic
services to care for clients 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 clients as well as private clients.

» 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 accept 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 ranging 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 administered by each state. All persons receiving Aid to
Families with Dependent Children (AFDC), food stamps, or Medicaid are
automatically eligible for WIC. An estimated 10 million people get WIC
benefits monthly. WIC serves 53% of all infants born in the United States
(USDA Food and Nutrition Service, 2015).

* Childbirth classes offer pregnant women and their partners a series of
educational classes on childbirth preparation. 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 interest in breast-feeding are welcome to participate in
the meetings, which are typically held in the home of a La Leche member.

Adapted from Community Health Network. (2015). Maternity services. Retrieved from
http://www.ecommunity.com/ob; La Leche League. (2015). Breastfeeding resources. Retrieved from
http://www.llli.org/resources.html; and USDA Food and Nutrition Service. (2015). WIC fact sheet.

Retrieved from http://www.fns.usda.gov/wic/factsheets.htm

Not all women are aware of the community resources available to them. Most
public health services are available for consultation, local hospitals have
“hotlines” for questions, and public libraries have pregnancy-related resources 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 improve 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 pregnancies and high-risk
newborns. The advanced technology found in level III perinatal regional centers
and community-based prenatal surveillance programs has resulted in better risk-
adjusted mortality rates. Regionalized systems of perinatal care, along with
telemedicine, are recommended to ensure that each mother and newborn
achieves optimal outcomes. Telemedicine is when a health care provider uses
interactive real-time audio and video telecommunications to deliver health
services to a client at a site distant to the health care provider for the purpose of
assessment, diagnosis, and treatment (Ivey et al., 2015). 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 outpatient
facilities and into the home. The intent was to reduce health care costs and to
monitor women with complications of pregnancy in the home rather than in the
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


http://www.ecommunity.com/ob
http://www.llli.org/resources.html
http://www.fns.usda.gov/wic/factsheets.htm

+ 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
with inpatient care.



Labor and Birth Care

Pregnancy involves numerous choices: cloth or disposable diapers, breast-
feeding 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 depends
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, her financial 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. Client safety is paramount, but at the same time
nurses must protect the woman’s right to select birth options. Nurses should
promote family-centered care in all maternity settings (see Evidence-Based
Practice 2.1).

A birthing/childbirth center is a cross between a home birth setting and a
hospital. Birthing centers offer a home-like setting but with 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 restrictions 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.
A study shows that midwife-led comprehensive care in a birthing center using
the same medical guidelines as in standard care in hospitals reduced medical
interventions without jeopardizing maternal and infant health (Arcia, 2015). The
normal discharge time in birthing centers after childbirth is usually measured in
hours (4 to 24 hours), not 24 to 48 hours, as is the case in hospitals.

Childbirth centers aim to provide a relaxing home environment and promote a



“culture of normalcy.” Pregnancy and childbirth are healthy, normal life events
for most women. In birth centers, midwives and staff hold to the wellness model
of birth, which means they provide continuous, supportive care during which
interventions are used only when medically necessary. Currently, the number of
birth centers being established is on the rise. It is in these birth centers that
midwives will learn about normalcy, building the skills needed to support
women through labor, rather than managing labor. The current economic climate
may result in more efficient use of resources, possibly normalizing birth (ACOG,
2015). The range of services for the expectant family often includes prenatal
care, childbirth education, intrapartum care, and postpartum care, including
home follow-up and family planning (Fig. 2.2). One of the hallmarks of the
freestanding birthing center is that it can provide truly family-centered care by
approaching pregnancy and birth as a natural family event and encouraging all
family members 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 (Sporek, 2015).

EVIDENCE-BASED PRACTICE HOME BIRTH AFTER
HOSPITAL BIRTH: WOMEN’S CHOICES AND
REFLECTIONS

Women have been giving birth to newborns in the home setting since the
beginning of time; giving birth in an institution has been the norm only since
the early 20th century. The number of women in the United States choosing
home birth is increasing. Little is known about women who choose home
birth after having experienced hospital birth; therefore, the purpose of this
research was to explore reasons why these women chose a home birth and
their perceptions regarding both of their birth experiences.




STUDY

The research design was a qualitative description, whereby focus groups were
conducted with women who had hospital births and subsequently choose a
home birth and their perceptions regarding both birth experiences. Five focus
groups were conducted (N = 20), recorded, and transcribed verbatim.
Qualitative content analyses were applied to the women’s narratives.




Findings

Five themes emerged from the focus group’s narratives. (1) Choices and
empowerment:. With home birth, women felt they were given real choices
rather than perceived choices, providing them feelings of power and control
over their bodies. (2) Interventions and interruptions: Women believed
interventions were done in the hospital setting that were not beneficial to the
birthing process, and there were numerous interruptions with their hospital
births. (3) Disrespect and dismissal: Women believed during their hospital
birth, providers were more focused on the laboring uterus than themselves;
others were dismissed from their providers when choosing a home birth. (4)
Birth space: Home birth provided a peaceful and calm environment
surrounded by friends and family. (5) Connection: Women felt connected to
their providers and family at home. Most women felt dissatisfied with their
hospital birth that influenced their subsequent decision to choose a home birth
for their next pregnancy.




Nursing Implications

This study brings forth several themes that influenced women to select a
home birth verses a hospital birth. Many of the themes focus on the women’s
control of her own birth experience in the home setting verses the hospital
setting that included unnecessary interventions and multiple interruptions that
impacted the women’s birth experience negatively. Nurses, working in labor
and birth suites within hospitals, need to be aware of these five themes and
work toward changing their birthing environments to make it a more positive
experience. This study’s findings can act as a catalyst toward change with
additional focus group’s comments done upon discharge. Collecting
consumer’s feedback is needed to continually meet their needs.

Adapted from Bernhard, C., Zielinski, R., Ackerson, K., & English, J. (2014). Home birth after hospital
birth: Women’s choices and reflections. Journal of Midwifery & Women’s Health, 59(2), 160-166.

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 noninterventional 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 number of family and friends attend the birth. Disadvantages
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 and ruptured membranes); and
many have no pediatrician on staff if the newborn has special needs after birth
(Gardner, 2015).

Home births continue to constitute only a small percentage of all childbirths in
the United States, in part because of the concerns about safety. The literature is
mixed regarding the safety of home births, but health care professionals should
respect a woman’s choice of birth settings, her right to choose, and her
autonomy. Many women choose to have a home birth so it can be a family event.
Feeling safe and in control can assist the birthing process because the woman



feels more comfortable in her own surroundings and confident in her coping
ability (Jokinen & Johnson, 2015).

FIGURE 2.2 Birthing centers aim to provide a relaxing home-like environment and promote a culture of
normality while offering a full range of health care services to the expectant family. (Photos by Gus

Freedman.)

For centuries women have been giving birth to babies in their home. Many
women 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 (ACOG, 2015). 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, and 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 Association [APA], 2015)

A home birth does have some disadvantages, including the limited availability
of pain medication and danger to the mother and baby if an emergency arises
(e.g., placental abruption, uterine rupture, cord prolapse, or a distressed 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. The available evidence suggests
that planned home birth is safe for women who are at low risk of complications
and are cared for by appropriately qualified and AMCB-certified midwives with
access to timely transfer to hospital if required (Grunebaum et al., 2015).



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. The prevalence of early postpartum mental health conditions is high
also. Nurses are in prime position to identify mothers at risk. A recent study
found that excessive infant crying problems, older age, lower educational levels,
breastfeeding problems, and single first-time mothers with no partner support
were predictors of maternal distress in the postpartum period (Aston et al.,
2015). These new mothers need to be made aware of community resources such
as telephone consultation by nurses, outpatient clinics, home visits,
neighborhood mother’s support groups, and online new parent forums.

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 discharge 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 position 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 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 umbilical 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 opportunity to assess the family’s adaptation and
dynamics and the home environment. During the past decade, hospital stays
have averaged 24 to 48 hours or less for vaginal births and 72 to 96 hours for
cesarean births (Centers for Disease Control and Prevention [CDC], 2015a).
Federal legislation went into effect in 1998 that prohibited insurers from
restricting hospital stays for mothers and newborns to less than 2 days for
vaginal births or 4 days for cesarean births (CDC, 2015a). These shortened stays
have reduced the time available for educating mothers about caring for
themselves and their newborns. Home visiting programs in general seek to
promote child health/development, prevent child abuse/neglect, improve
maternal well-being, and improve the parental capacity of mothers.

FIGURE 2.3 The nurse makes a postpartum home visit to assess the woman and her newborn. During the

visit, the nurse assists the mother with breast-feeding.

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



* Assessing behaviors characteristic of postpartum depression

* Linking the family, as needed, to community social services and housing and
governmental programs

* Reviewing of role adjustments and available community supports
* Contraception education and community locations to obtain it

* Bridging the gap between discharge and ambulatory follow-up for mothers and
their newborns (Lundy & Janes, 2016)

The use of technology to complement home-based nursing care may enhance
care. Technology in its many forms can help empower clients while they remain
in the comfort of their own homes. Technology examples may include telephone
conversations between clients and nurses to triage symptoms, provide advice,
monitor vital signs, and provide guidance on use of medications; phone texting
on health promotion; video conferencing; or local Internet-based support groups
for sharing information with other new mothers (Vo et al., 2015).

Support groups for new mothers are typically local groups led by a facilitator
with previous experience in motherhood, breast-feeding, and infant care. Usually
they are composed of 6 to 12 mothers who share information on breast-feeding
techniques, infant sleeping patterns, child care issues, body image issues, and
how to integrate the new baby into the family unit. Support groups usually meet
weekly and provide an avenue of support that encourages disclosure and
provides contact with other new mothers experiencing the same journey and
challenges.

Support groups in online communities provide an anonymous place to exchange
information and advice. Previous research has suggested that these groups offer
a safe, nonjudgmental forum for new mothers to share experiences and interact
anonymously. They are seen as a safe, supportive space in which new mothers
can better understand their new role of parenting. They offer a viable form of
education for new parents, along with laughs, memories, deep thoughts and
recollections of pre-motherhood days. Reasons for new mothers to seek out
online blogs and forums include feelings of community or acceptance, the desire



to be a good mother, for emotional support and the need for practical advice
about parenting (Johnson, 2015).

With the reduced lengths of hospital stays, 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 for their technology-dependent infants. Suitable
candidates for home care may include preterm infants who continue to need
oxygen, low-birth-weight infants who need nutritional or hypercaloric formulas
or adjunct feeding methods (e.g., tube feedings), or infants with hydrocephalus
or cerebral palsy. Home care with prepared caregivers might contribute to earlier
detection of significant residual/recurrent problems amenable to therapy. Studies
suggest that improving home care for the high risk infant in the early months
after discharge, a critical period for growth, has the potential to reduce
incidences and burdens of their health care needs over the lifespan (Cheng et al.,
2015). A wide range of equipment may be used, including mechanical
ventilation, electronic apnea monitors, home oxygen equipment, intravenous
infusion equipment, respiratory nebulizers, 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. The
use of technology in the home requires nurses to focus on the family home care
system 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 caring 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 areas
should be explored:



* Parenting education: Assess the family’s knowledge of positioning and
handling of their infant, nutrition, hygiene, elimination, growth and
development, immunizations needed, and recognition of illnesses. Asking
questions in a sensitive manner will assist the nurse in identifying knowledge
deficiencies, so they can be reinforced in the nurse’s teaching plan.

 Postpartum care: Determine the mother’s concerns in areas of body image,
weight loss, sleep/rest needs, discomfort, fatigue, and adjustment to her new
role. Asking open-ended questions concerning these areas will help the nurse
extract more information to include in the teaching plan. Targeting the
mother’s areas of concern will help the nurse focus on needed education to
facilitate the mother’s transition into her new role as a parent.

* Support systems: Assess physical and emotional support for the new mother by
asking questions about the availability of her immediate family, other relatives,
and significant others to provide help. If lacking, referrals may need to be
made to community parenting programs, cooperative daycare, or other
community resources needed to assist this family. Exploring these vital areas
through sensitive questioning hopefully will 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, technology, medication, or developmental therapy, then the nurse can
demonstrate the care to the family. The nurse provides instructions and hands-on
experience in a supportive environment until the family’s confidence increases.
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 preparedness 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 members’ physical and emotional well-being as
well as providing solutions to problems they may encounter. Home health nurses
need to identify, mobilize, and adapt a myriad of community resources to
support the family in giving the best possible care in the home setting. Preparing
families 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 encompasses 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 received 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, 2015b).
Women spend 66 cents of every health care dollar, and seven of the ten most
frequently performed surgeries in the United States are specific to women
(Alexander et al., 2014). Examples of community-based women’s health care
services that can be freestanding or hospital based include:

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

* Educational centers that provide women’s health lectures, 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, settings, and health care
providers. In the past, most women received health care services from physicians
such as obstetricians, gynecologists, and family physicians, but today nurse
midwives and nurse practitioners are becoming more prevalent in providing



well-woman care.

Nurses who work in community-based settings need to be familiar with the
many health issues commonly encountered 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 understanding of the scope of women’s health care and
should be prepared to intervene appropriately to prevent problems 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 settings 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. Regardless of which setting (inpatient or
outpatient) a nurse works in, principles of holistic care still apply universally.



Communicator

Effective therapeutic communication with women, children, and families is
critical to the provision of quality nursing care. Client- and family-centered
communication increases satisfaction with nursing care and aids in improving
knowledge and health care skills (Arnold & Boggs, 2015). The significance of
communication revolves around its effectiveness and the climate in which
communication occurs. Trust, respect, and empathy are three factors needed to
create and foster effective therapeutic communication among people.

Nurses use verbal communication continuously throughout the day when
interacting with their clients. Good verbal communication skills are necessary
for excellent nursing assessment and teaching. Nonverbal communication, also
referred to as body language, is composed of affective or expressive behavior,
which can be demonstrated by attending to others and active listening. When
clients and families feel they are being heard, trust and rapport are established.

Recall 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?
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People of all ages desire to be listened to without interruption (Bloomfield,
2015).

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. Active
listening is important in providing comprehensive nursing care. Research shows
that exposure to an empathetic and active listening nurse has a calming and



healing effect on clients (Arnold & Boggs, 2015). If the client or family senses
that the nurse is not listening, they may be reluctant to share further information.
During the interaction, determine whether the client’s verbal communication is
congruent with his or her nonverbal communication.

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 concerns 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 a health treatment.

Attempting to communicate with a family whose members do not speak English
can be a highly frustrating situation for health care providers. Timely
identification of a client’s language needs at the first point of contact can
facilitate the provision of language-appropriate services and contribute to quality
of care, better outcomes, and client satisfaction (Kamimura et al., 2015).
Interpreters are an invaluable aid and an essential component of client and
family education. Working with an interpreter, whether in person or over the
phone, requires coordination of efforts by both parties. This coordination is
important so that both the family and the interpreter understand the information
to be communicated. Working as a team, the nurse questions or informs and the
interpreter conveys the information completely and accurately. Healthy People
2020 also addresses the topic of language differences (see Healthy People 2020).
In addition, many health care facilities subscribe to Language Line Services
which is an on-demand interpretation company that provides telephone access to
interpretation of 170 languages. Numerous other interpreters, translators, and
language resources are available online.

HEALTHY PEOPLE 2020 - 2.1

Objective ECBP-11 Increase the proportion of local health departments that
have established culturally appropriate and linguistically competent



community health promotion and disease prevention programs.

Nursing Significance

Work with professionals and individuals from various cultures to develop
materials and programs for health promotion that are culturally competent.
Ensure teaching materials are provided in the appropriate language.

Objective ECBP-10 Increase the number of community-based organizations
(including local health departments, tribal health services, nongovernmental
organizations, and state agencies) providing population-based primary
prevention services in the following areas: injury, mental illness, tobacco use,
substance abuse, unintended pregnancy, nutrition, and physical activity.

Nursing Significance

Educational and community-based programs play a key role in preventing
disease and injury, improving and enhancing the quality of life. Education and
community-based programs and strategies are designed to reach people
outside of traditional health care settings. These settings may include schools,
work sites, and health care agencies. Community health promotion activities
are initiated by a health department or organization; organizers have a
responsibility to engage the community. Realizing the vision of healthy
people in healthy communities is possible only if the community, in its full
cultural, social, and economic diversity, is an authentic partner in changing
the conditions for health.

Healthy People objectives based on data from http://www.healthypeople.gov

HEALTHY PEOPLE 2020+ 2.2

Objective HC/HIT-1 (Developmental) Improve the health literacy of the
population.

Nursing Significance



http://www.healthypeople.gov

Ideas about health and behaviors are shaped by communication, information,
and technology. Health literacy is central to health care, public health, and the
way our society views health. These processes make up the context and the
ways professionals and the public search for, understand, and use health
information, significantly impacting their health decisions and actions.
Disparities in access to health information, services, and technology can
result in lower usage rates of preventive services, less knowledge of chronic
disease management, higher rates of hospitalization, and poorer reported
health status. Thus, providing accurate, accessible, and actionable health
information that is targeted or tailored to the individual client is essential.

Objective HC/HIT-2 Increase the proportion of persons who report that their
health care providers have satisfactory communication skills.

Nursing Significance

Support shared decision making between clients and providers so that
everyone buys into the treatment plan. Provide sound principles in the design
of programs and interventions that result in healthier behaviors of the client
and the family. Link the continuity of care within the community and at home
to foster the best health outcomes.

Healthy People objectives based on data from http://www.healthypeople.gov.

Recall Maria, the woman with the newborn who is receiving 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?

Nearly one in six Americans has hearing loss, and for those over the age of 65,
the ratio climbs to one in three. By the end of this century, there will be
approximately 360 million people around the world with some hearing disability.


http://www.healthypeople.gov

Studies show that deaf people have poorer health than those that hear normally,
which is attributed to problems accessing health care and communicating with
health care providers (Emond et al., 2015). Health care providers are under a
duty to provide auxiliary aids and services to establish effective communication
with their clients. Providing assistance to people with hearing impairments in
health care settings is critically important because, without assistance through
auxiliary aids and services, health service providers run the risk of not
understanding the client’s symptoms, misdiagnosing the client’s health problem,
and prescribing inadequate or even harmful treatment (Alselai & Alrashed,
2015).

Pregnant women who have hearing impairments are often neglected mostly
because of a lack of understanding of how best to care for women with different
communication needs. Nurses have a key role in exchanging information and
taking the time to understand the needs of women with hearing impairments in
order to act as an advocate and to help overcome the barriers that can be created
by deafness. To fulfill this role, nurses need to have an understanding of the
problems faced by women with hearing impairments and their partners when
accessing maternity services (Velonaki et al., 2015).

For clients with hearing impairments, nurses should determine their desired
method of communication: lip reading, American Sign Language (ASL), another
method such as CART (Communication Access Real-time Translation) which
can be viewed on a tablet, laptop, or smart phone, or some combination. If the
nurse is not proficient in ASL and the client or family uses it, then an ASL
interpreter must be available 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 communicate effectively with health care providers
(Oliveira et al., 2015).



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 an 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 environment 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. In addition, the nurse provides direct care involving the
following areas:

 Contraception

* Abortion

* Infertility

* Screening for STIs

* Preconceptual risk assessment and care



Educator

As a result of 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 management
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 (Peter et al., 2015).
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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 information, 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.

Overall, client and family education allows clients and families to make
informed decisions, ensures the presence of basic health care skills, promotes
recognition of problem situations, promotes appropriate responses to problems,
and allows for questions to be answered. When thorough and structured
education begins in the hospital setting, it can carry over into the home setting,
which can decrease hospital readmissions. An evidence-based discharge
checklist describes the processes needed for a safe and optimal discharge and a
recommended timeline of when to complete each step, starting on the first day of
admission. A check list includes (1) indication for admission to the hospital; (2)
primary care in the home; (3) medication safety; (4) follow-up plans; (5) home
care referrals; (6) communication with community providers; and (7) client



education (Coleman et al., 2015). It can play an important role in aiding bedside
nurses to provide early formal education for clients and families being
discharged home with a new device so that safe care can be achieved in the
home setting (Ulin et al., 2015). Client and family education is a priority and is
addressed in Healthy People 2020.
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To cope effectively with illness, to understand and participate in decisions about
treatment plans, and to maintain and improve health after treatment, clients and
their families must have knowledge and skills relevant to their conditions (Joint
Commission, 2015).

Client education is an integral component of nursing care. 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
blend together and become a harmonious daily 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 environment that is conducive to
learning. For example, it is entirely 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.

* Break the information down and teach it in small, digestible 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 illustrations, videos or audio tapes, or color coding
(such as medication bottles or steps of a procedure). In addition, teaching can
include a “backup” family member.

DOCUMENTING TEACHING AND LEARNING

Documenting client care and education is an imperative part of every nurse’s
professional practice and is the only means available to ensure that the
educational plan and objectives have been completed. Documentation serves
four main purposes:

1. First and foremost, the client’s medical record serves as a communication tool
that the entire interdisciplinary team can use to keep track of what the client
and family have learned already and what learning still needs to occur.

2. Second, it serves to testify to the education the family has received if legal
matters arise.

3. Third, it verifies standards set by the Joint Commission, Centers for Medicare
and Medicaid Services, and other accrediting bodies that hold health care
providers accountable for client education activities.

4. Finally, it informs third-party payers of the goods and services that were
provided for reimbursement purposes.

Client and family education plays an essential role in promoting safe self-
management practice. To ensure that clients and their families attain the required
abilities, client and family education needs to be competency based. When
developing and applying a competency-based education lesson/program, each
nurse must identify essential competencies to be taught, optimal teaching
methods, best method to evaluate achievement, and documentation of evidence
that learning has taken place (Embo et al., 2015).



Discharge Planner and Case Manager

Because of 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
(Stanhope & Lancaster, 2014). Discharge planning involves the development
and implementation 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 interdisciplinary team to meet their physical, psychosocial, medical,
nursing, developmental, and education needs. The nurse plays an important role
in initiating and maintaining the link between team members and the client to
ensure that the client and family are receiving comprehensive, 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 to them appropriate resources
and 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 appointments. Women with complex medical needs may require
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
certain 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 to ensure
that clients and their families have access to needed resources.

KEY CONCEPTS

Family-centered care recognizes the concept of the family as the constant. The
health and functional abilities of the family affect the health of the client and
other members 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 financial 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
(Lundy & Janes, 2016). Community health nursing focuses on preventing
health problems and improving the health of populations and communities,
addressing the current and potential health needs of the population or
community, and promoting and preserving the health of a population
regardless of age or diagnosis. 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. They focus on minimizing barriers to allow the client
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 administration, telephone consultation,
health system referral, instruction, nutritional counseling, and risk
identification.

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

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

Home health care situations have increased due to shorter hospital stays and
cost containment measures along with an increase in the income and longevity
of individuals with chronic and debilitating health conditions. Technology also
has improved, which allows clients to be monitored and to undergo
complicated procedures at home (Vizard, 2015).

The roles and functions of the community-based nurse include 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 necessary 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 community. Case management focuses on coordinating health care
services while balancing quality and costs. Discharge planning and case



management contribute to improved transitions from the hospital to the
community for women, their families, and the health care team.

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

MULTIPLE-CHOICE 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
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c. Smoking cessation program
d. Cholesterol testing
e. Hygiene program

f. Pregnancy testing

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

a. Increased risk for infection verses a hospital
b. Increased health care costs verses a hospital
c. Need to be transferred if complications arise

d. Increased disruption of family functioning

. 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 need at home.
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.

. Which action by a nurse would best demonstrate cultural competence?
a. Being well versed in the customs and beliefs of his or her own culture
b. Demonstrating an openness to the values and beliefs of other cultures
c. Applying knowledge about various cultures in the practice setting

d. Playing a role in establishing policies to address diverse cultures

. Nurses working with an interpreter should emphasize the need for the
interpreter to:

a. Elaborate on the content being interpreted
b. Clarify misinformation in their own words
c. Paraphrase statements to reduce time

d. Maintain confidentiality of content interpreted



6.

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 for home care

d. Emphasis on primary care and treatment

CRITICAL THINKING EXERCISE

1.

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
hospitalization. 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 in the
community.

. Arrange for a visit to a community health center that offers services to various

cultural groups. Interview the staff about the strategies used to overcome
communication barriers and different health care practices for the women and
their families in these groups.

. Identify at least three community-based practice settings in which the nurse

may practice family-centered care.

BRINGING IT ALL TOGETHER: CASE STUDY



The school nurse is becoming very distressed because of the high numbers of
students she is seeing in the high school health clinic with sexually transmitted
infections (STIs) recently. Just today, she saw a 14-year-old student experiencing
pelvic pain secondary to an untreated gonorrhea infection. The nurse wants to
initiate primary, secondary, and tertiary care interventions to address this
problem.

Go to "=Point to find questions to consider about this case.
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Learning Objectives

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

1. Contrast the structure and function of the major external and internal female
genital organs.

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

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

Linda, 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 there is something wrong or if this is
normal.

Words of Wisdom

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



INTRODUCTION

The reproductive system is a collection of organs that function in the production
of offspring. Scientists argue that the reproductive system is among the most
important systems in the entire body. Without the ability to reproduce, a species
dies. The female reproductive system produces the female reproductive cells (the
eggs, or ova) and contains an organ (uterus) in which development of the fetus
takes place; the male reproductive system produces the male reproductive cells
(the sperm) and contains 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 reproductive 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 reproductive system. This chapter reviews 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. It consists of the paired ovaries and oviducts, the uterus, the
vagina, the external genitalia, and the mammary glands. All of these structures
have evolved for the important functions of ovulation, fertilization of an ovum
by a sperm, support of the developing embryo and fetus, and the birth and care
of a newborn.



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 (Patton & Thibodeau, 2016). The structures that make up the
vulva include the mons pubis, the labia majora and minora, the clitoris and
prepuce, the structures within the vestibule, and the perineum (Fig. 3.1).

The mons pubis is the elevated, rounded, fleshy prominence made up of fatty
tissue that overlays the symphysis pubis. The skin of this fatty tissue is covered
with coarse, curly pubic hair after puberty. The mons pubis protects the
symphysis pubis during sexual intercourse.
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FIGURE 3.1 A. The external female reproductive organs. B. Normal appearance of external structures.
(Photo by B. Proud.)

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 and provide cushioning during sexual
activity. The labia minora (small lips) are the delicate hairless inner folds of skin;
they can be very small or up to 2 in wide. They lie just inside the labia majora
and surround the openings to the vagina and urethra. The labia minora grow
down from the anterior inner part of the labia majora on each side. These lips
surround the vaginal opening and extend upward to form protection around both



the clitoris and urethra. They are highly vascular and abundant in nerve supply.
They lubricate the vulva, swell in response to stimulation, and are highly
sensitive.

The clitoris is a small, cylindrical mass of erectile tissue and nerves. It is highly
sensitive and is analogous to the head of the male’s penis. Unlike the penis,
however, the function of the clitoris is purely erogenous. Most of the
components of the clitoris are buried under the skin and connective tissue of the
vulva. 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!

The hood-like covering over the clitoris is the site for female genital mutilation
or cutting, which is a cultural ritual still practiced in some countries, including in
the United States. It is internationally recognized as a human rights violation
against women.

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, 9 to 11 cm, it has a generous blood and nerve
supply. 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 (Pauls, 2015).

)
%'
\ 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 sexuality.




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 stimulated, secrete mucus
that supplies lubrication for intercourse. 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 (Velkey et al., 2015).

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 (Acien & Acien, 2015).

-y
\ Take Note!

Heavy physical exertion, use of tampons, or injury to the area can alter the
appearance of the hymen in girls and women who have not been sexually active.

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, muscle, 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 episiotomy
has decreased during the past 25 years. The procedure should be applied
selectively rather than routinely. An episiotomy can add to postpartum
discomfort and perineal trauma and can lead to fecal incontinence (King et al.,



2015).



Internal Female Reproductive Organs

The internal female reproductive organs consist of the vagina, uterus, fallopian
tubes, and ovaries (Fig. 3.2). These structures develop and function according to
specific hormonal influences that affect fertility and childbearing.

The vagina is a highly distensible canal situated in front of the rectum and
behind the bladder. It is a tubular, fibromuscular organ lined with mucous
membrane that lies in a series of transverse folds called rugae. The rugae allow
for extreme dilation of the canal during labor and birth. The vagina is a canal
that connects the external genitals (vulva) to the cervix. 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 in long. Muscles that control its diameter
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 appearance 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 (Farage, Miller, & Maibach, 2015).
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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.)

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



The uterus is an inverted, 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 menstruation, receiving a
fertilized ovum, development of the fetus during pregnancy, and contracting to
help in the expulsion of the fetus and placenta. Before the first pregnancy, it
measures approximately 3 in long, 2 in wide and 1 in thick. After a pregnancy,
the uterus remains larger than before the pregnancy. After menopause, it
becomes smaller and atrophies.

The uterine wall is relatively thick and composed of three layers: the
endometrium (innermost layer), the myometrium (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 to 5 mm and has an abundant supply of
glands and blood vessels (Tambouret & Wilbur, 2015). The myometrium 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 convex portion above the
uterine tubes (the fundus), the 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, is sometimes called the neck of the
uterus. It 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 opening called the external os (Fig. 3.3). Before childbirth, the
external cervical os is a small, regular, oval opening. After childbirth, the
opening is converted into a transverse slit that resembles lips (Fig. 3.4). Except



during menstruation 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.

FIGURE 3.3 Appearance of normal cervix. Note: This is the cervix of a multipara female. (Photo by B.
Proud.)
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FIGURE 3.4 A. Nulliparous cervical os. B. Parous cervical os.

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 (ovulation). 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. During pregnancy the
cervix is the vital mechanical barrier which resists compressive and tensile loads
generated from a growing fetus. 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 pregnancy. The inner lining of the corpus
(endometrium) undergoes 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 during this
cycle, most of the endometrium is shed and bleeding occurs, resulting in the
monthly period. If fertilization does take place, the embryo attaches to the wall
of the uterus, where it becomes embedded in the endometrium (about 1 week
after fertilization); this process is called implantation (Patton & Thibodeau,
2015). Menstruation then ceases during the 40 weeks (280 days) of pregnancy.
During labor, the muscular walls of the corpus contract to push the baby through
the cervix and into the vagina.

The fallopian tubes, also known as oviducts, are hollow, cylindrical structures
that extend 2 to 3 in from the upper edges of the uterus toward the ovaries. Each
tube is about 7 to 10 cm long (4 in) 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
peristaltic contraction. If sperm are 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, where it implants into the uterine lining.

The ovaries are a set of paired glands resembling unshelled almonds that are the
organs of gamete production in the female. They are set in the pelvic cavity
below and to either side of the umbilicus. They are usually pearl colored, oblong,
and have a lumpy surface. They are homologous to the testes. Each mature ovary
weighs from 2 to 5 g and is about 4 cm long, 2 cm wide, and 1 cm thick (Jones
& Lopez, 2014). 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 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 specialized 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 (alveolar) 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 support the weight of the
breasts (Kandeel, 2014).

Lymph nodes

___—— Alveoli

——  Ducts

- Areola

— Nipple

FIGURE 3.5 Anatomy of the breasts. (Photo by B. Proud.)

During pregnancy, placental estrogen and progesterone stimulate the
development of the mammary glands. Because of this hormonal activity, the
breasts may double 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, dark
yellow fluid called colostrum is secreted. Colostrum contains more minerals and



protein, but less sugar and fat, than mature breast milk. Colostrum secretion may
continue for approximately a week after childbirth, 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

The sexual response in both females and males is governed primarily by the
nervous system rather than by hormones. The sexual response starts in a state of
sexual neutrality, and the person’s sexual desire is more of a reciprocal response
than a spontaneous one (Housman & Odum 2016). The sexual cycle is usually
thought of as having five phases: desire, excitement, plateau, orgasm, and
resolution:

1. Desire: Starts with a desire for sexual intimacy, also known as libido.

2. Excitement:Both men and women have a heightened sexual awareness. When
a female is sexually aroused, her brain coordinates a patterned sexual response
cycle consisting of increased heart rate, respiratory rate, blood pressure, and
general level of excitement (Sherwood, 2016). With sexual stimulation, tissues
in the clitoris and breasts and around the vaginal orifice fill with blood and the
erectile 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
intensifies, 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 stimuli. Research
indicates that estrogen preserves the vascular function of female sex organs
and affects genital sensation. It also is believed to promote blood flow to these
areas during stimulation. Testosterone is needed to stimulate sexual desire in
women. Recent research findings also suggest that testosterone therapy

improves sexual desire, arousal, orgasm frequency, and satisfaction in women
(Davis, 2013).

3. Plateau: The heart rate, blood pressure, level of muscle tension, and
respiration rate all increase. During this phase, the penile erection intensifies
and the vagina constricts around the penis. Continued stimulation of the
clitoris and penis with movement leads to the next phase of the sexual
response—orgasmic phase.

4. Orgasm:Women experience rhythmic contractions of the pelvic muscles and
vaginal walls. In men, ejaculation occurs during the orgasmic phase and both
sexes experience a peak of sexual pleasure at orgasm. Typically the woman



feels warm and relaxed after an orgasm. Within a short time after orgasm, the
two physiologic mechanisms that created the sexual response, vasocongestion
and muscle contraction, rapidly dissipate. The orgasmic experience varies
from person to person and from time to time in the same person. Orgasm is an
intense sensation of pleasure achieved by stimulation of erogenous zones.
Women do not have a refractory period after each orgasm and can, therefore,
experience multiple orgasms. Clitoral sexual response and the female orgasm
are not affected by aging (Minkin, 2016). Some orgasms are intense, some are
quiet, and some are gentle (Wheatley & Puts, 2015). At the completion of the
sexual episode, the brain and body return to an unaroused state, which is
termed sexual resolution. During this phase, the heart rate, blood pressure, and
respirations slow; the muscles relax. Frequently, fatigue sets in for both
people.



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
that includes the ovarian cycle, the endometrial (uterine) cycle, the hormonal
changes that regulate them, and the cyclical 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 fertilization. Absence of
fertilization results in menstruation, the monthly shedding of the uterine lining.
Menstruation (shedding of the endometrium) marks the beginning and end of
the monthly cycle. Menopause is the naturally occurring cessation of menstrual
cycles.

The menstrual cycle results from a functional hypothalamic—pituitary—ovarian
axis and a precise sequencing of hormones that lead to ovulation. The ovarian
cycle, during which ovulation occurs, and the endometrial cycle, during which
menstruation occurs, are divided at midcycle by ovulation. 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 fertilize the
ovum during its journey, pregnancy occurs (Fig. 3.6).



Ovarian Cycle

The ovarian cycle is the series of events associated with a developing oocyte
(ovum or egg) within the ovaries. Whereas 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, 1 million oocytes are present at birth, and about 200,000 to
400,000 follicles are still present at puberty. Typically, a woman ovulates one
oocyte per month over an approximately 40-year reproductive lifespan. This
accounts for the loss of 400 to 500 follicles. By age 35 she will have fewer than
100,000 follicles, and, by menopause, her follicular supply will be nearly
depleted (Jones & Lopez, 2014). 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 usually only one follicle matures to reach ovulation. The
ovarian cycle consists of three phases: the follicular phase, ovulation, and the
luteal phase.
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FIGURE 3.6 Menstrual cycle summary based on a 28-day (average) menstrual cycle.

Follicular Phase

This phase is so named because it is when the follicles in the ovary grow and
form a mature egg. The goal of this phase is to produce an ovum for fertilization.
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 (Sherwood,
2016). The hypothalamus is the initiator of this phase. Increasing levels of
estrogen secreted from the maturing follicular cells and the continued growth of
the dominant follicle cell induce proliferation of the endometrium and
myometrium. This thickening of the uterine lining supports an implanted ovum
if pregnancy occurs.

Prompted by the hypothalamus, the pituitary gland releases follicle-
stimulating hormone (FSH), which stimulates the ovary to produce 5 to 20
immature follicles. Each follicle houses an immature oocyte or egg. The follicle
that 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 development and
subsequent rupture of the mature follicle.

At ovulation, a mature follicle ruptures in response to a surge of LH, releasing a
mature oocyte (ovum). No one single event causes ovulation. This usually
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 (King et al., 2015). The
distal ends of the fallopian tubes become active near the time of ovulation and
create currents 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 capture the man’s sperm, nourish it, and help the sperm travel up
through the cervix to meet the ovum for fertilization. Ovulation symptoms also
include vaginal spotting, an increase in vaginal discharge giving the woman a
“feeling of wetness,” an increased libido leading to more desire to be intimate, a
slight rise in basal body temperature, and lower abdominal cramping.

The one constant, whether a women’s cycle is 28 days or 120 days, is that
ovulation takes place 14 days before menstruation (Housman & Odum, 2016).
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About one in five women can feel a pain on one side of the abdomen around the
time the egg is released. This midcycle pain is called mittelschmerz.

The luteal phase begins at ovulation and lasts until the menstrual phase of the
next cycle. It typically occurs on days 15 through 28 of a 28-day cycle. After the
follicle 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 progesterone secreted by
the corpus luteum causes the temperature of the body to rise slightly until the
start of the next period. A significant increase in temperature, usually 0.5° to 1°F,
is generally seen within a day or two after ovulation has occurred; the
temperature remains elevated until 3 days before the onset on the next
menstruation (Housman & Odum, 2016). This rise in temperature can be plotted
on a graph and gives an indication of when ovulation has occurred. In the
absence of fertilization, the corpus Iluteum begins to degenerate and
consequently ovarian hormone 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.



Endometrial (Uterine) Cycle

The endometrial (uterine) cycle occurs in response to cyclic hormonal changes.
The four phases of the endometrial cycle are the proliferative phase, secretory
phase, ischemic phase, and menstrual phase.

The proliferative phase of the endometrial cycle corresponds to the follicular
phase of the ovarian cycle. It starts with enlargement of the endometrial glands
in response to increasing amounts of estrogen. The blood vessels become dilated
and the endometrium increases in thickness dramatically from 0.5 to 5 mm in
height and increases eightfold in thickness in preparation for implantation of the
fertilized ovum (Oyelowo & Johnson, 2016). 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 depends on
estrogen stimulation resulting from ovarian follicles, and this phase coincides
with the follicular phase of the ovarian cycle.

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 ovulation, the endometrium becomes thickened and more vascular
(growth of the spiral arteries) and glandular (secretion of 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. In the absence of
fertilization by day 23 of the menstrual cycle, the corpus luteum begins to
degenerate and consequently ovarian hormone levels decrease. As estrogen and
progesterone levels decrease, the endometrium undergoes involution.

N

Proliferative Versus Secretory Phases of the Uterine Cycle



During the proliferative phase, the ovarian follicles are producing increased
amounts of estrogen, and the endometrium prepares for possible fertilization
with pronounced growth. The secretory phase begins at time of ovulation. If
the ovum is not fertilized, then the corpus luteum degenerates and hormone
levels fall, ultimately resulting in menstruation.

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 arterioles,
resulting in ischemia of the basal layer. The ischemia leads to shedding of the
endometrium down to the basal layer, and menstrual flow begins.

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 degenerates. 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 menstrual bleeding for an average of 3 to
7 days. The amount of menstrual flow varies, but averages 1 ounce or a range of
approximately 2/3 to 2 2/3 ounces in volume per cycle (Thornhill & Gangestad,
2015).



Menstruation

Menstruation is a term derived from the Latin word mensis, meaning “month.” It
is the normal, predictable physiologic process whereby the inner lining of the
uterus (endometrium) 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
geographic location, nutrition, weight, general health, nutrition, cultural and
social practices, the girl’s educational level, attitude, family environment, and
beliefs are also important (Krieger et al., 2015).

Pubertal events preceding the first menses have an orderly progression:
Thelarche, the development 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
menstrual period varies in flow heaviness and may remain irregular 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
menstrual cycles within their lifetime (King et al., 2015). Normal, regular
menstrual cycles vary in frequency and blood loss (Kandeel, 2014). Irregular
menses can be associated with irregular ovulation, polycystic ovary syndrome,
type 2 diabetes, weather conditions, stress, disease, and hormonal imbalances
(Senie, 2014).

Think 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. Folk culture surrounding menstrual-related matters has
considerable implications for symptom expression and treatment-seeking
behavior. Recent research findings imply the need for education to help
adolescent girls manage menstrual symptoms and increase awareness of the



benefit of treating them. Given that menstrual-related information comes from
mothers, family, and social culture, negative attitudes toward their monthly
cycles can be formed in young impressionable girls. Nurses, through formal
instruction, can help young girls in shaping good menstrual attitudes and a more
positive image of this natural physiologic process (Clark & Paraska, 2014).
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Knowledge about menstruation has increased significantly and attitudes have
changed. What was once discussed only behind closed doors is discussed openly
today.

% Consider This

We had been married for 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 ovulation, 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 conceive.
After 6 months of trying without results, I wondered what I was doing wrong.
Did I really understand my body’s reproductive activity?

Thoughts: What additional suggestions might the nurse offer this woman
in her journey to conception? What community 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?




SUMMARY OF MENSTRUAL CYCLE HORMONES

* LH 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 L.H 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.




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.

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

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.

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 progesterone secretion continues.
Thus, estrogen levels fall a day before ovulation, and progesterone levels begin
to rise.

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, directly preceding ovulation. After ovulation, estrogen levels 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 glycogen, amino acids,
electrolytes, and water. Blood supply is expanded as well.



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

Prostaglandins are primary mediators of the body’s inflammatory processes and
are essential for the normal physiologic function of the female reproductive
system. They 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 (Jones & Lopez, 2014). 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. Current research suggests that the pathogenesis of menstrual
cramps/pain is due to prostaglandin F2a (PGF2a), a potent myometrial stimulant
and vasoconstrictor, in the secretory endometrium. Elevated prostaglandin levels
are found in the endometrial fluid of women with dysmenorrhea (painful
menses) and correlates well with their degree of pain. Nonsteroidal anti-
inflammatory drugs have been introduced as the primary choice of treatment for
menstrual cramps (Nguyen et al., 2015).



Perimenopause

Perimenopause or menopausal transition 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 menstrual
cycles, sleep disruptions, forgetfulness, irritability, mood disturbances, weight
gain and bloating, irregular menses, headaches, decreased vaginal lubrication,
night sweats, fatigue, vaginal atrophy, and depression (McNamara, Batur, &
DeSapri, 2015). Vasomotor symptoms (hot flashes and night sweats) are the
most common complaints for which women seek treatment. Several therapies
can be considered to help manage these complaints. Choosing an appropriate
treatment approach for the management of these symptoms requires careful
assessment of the risk/benefit ratio of each alternative, as well as individual
client preference (Schuiling & Likis, 2016).



Menopause

Menopause is a universal and irreversible part of the overall aging process
involving a woman’s reproductive system, after which she no longer
menstruates. This naturally occurring phase of every woman’s life marks the end
of her childbearing capacity. The average age of natural menopause—defined as
1 year without a menstrual period—is 50 to 51 years old (Alexander et al.,
2014). This period is frequently termed the climacteric or perimenopause, but
mostly recently the menopausal transition has been used (Hoyt & Falconi,
2015). 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 (Crawford,
2015).

Many women pass through menopause without untoward 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. A recent
study found that women experiencing menopausal symptoms reported
significantly lower health-related quality of life and significantly high work
impairment when compared to women without menopausal symptoms (Coney,
2015).

Until recently, hormone therapy was the mainstay of menopause
pharmacotherapy, but with the recent results of the Women’s Health Initiative
trial and the Heart and Estrogen Replacement Study (HERS), the use of hormone
therapy has become controversial. Many women have turned to nontraditional
remedies to manage their menopausal symptoms. Common complementary and
alternative medicine (CAM) remedies used for the treatment of menopausal
symptoms include black cohosh, dong quai, St John’s wort, hops, wild yam,
ginseng, evening primrose oil, exercise, and acupuncture. Evidence supporting
the efficacy and safety of most CAM for relief of menopausal symptoms is
limited and most of the reports of efficacy do not support use of them (Wicks &
Mahady, 2015). Nurses can play a major role in assisting menopausal women by
educating and counseling them about the multitude of options available for
disease prevention and treatments for menopausal symptoms during this time of
change in their lives. Menopause should be an opportunity 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.)

Recall 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 penis,
scrotum, two testes (where sperm cells and testosterone are made), and
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 shaft
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FIGURE 3.7 The external male reproductive organs. (Photo by B. Proud.)
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FIGURE 3.8 The urinary meatus. (Photo by B. Proud.)

Penis

The penis is the organ for copulation and serves as the outlet for both sperm and
urine. The penis becomes engorged with blood during sexual arousal and is
inserted into the female vagina during intercourse. 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 circumcision 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 erectile tissue. Most of the
body of the penis consists of three cylindrical spaces (sinuses) of erectile tissue.
The two larger 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.

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 scrotum is covered with hair starting in puberty. 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 (Patton &
Thibodeau, 2015). 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 3.9 Lateral view of the internal male reproductive organs. (Source: Anatomical Chart Company.

[2001]. Atlas of human anatomy. Springhouse, PA: Springhouse.)

Testes

The testes are oval bodies in the size of large olives that lie in the scrotum;
usually the left testis hangs a little lower than the right one. These two nut-like
structures are analogous to ovaries in the female and two testes are present in
males. The testes have two functions: producing 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 gonadotropins, FSH and LH. These hormones
stimulate the testes to produce testosterone, which assists in maintaining



spermatogenesis, increases sperm production by the seminiferous tubules, and
stimulates production of seminal fluid (Jones & Lopez, 2014). The epididymis,
which lies against the testes, is a coiled tube almost 20 ft long. It collects sperm
from the testes and provides the space and environment for sperm to mature
(Fig. 3.10).
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FIGURE 3.10 Internal structures of a testis.

The Ductal System

The vas deferens is a cord-like 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 urethra is the terminal duct of the reproductive and urinary
systems, serving as a passageway for semen (fluid containing sperm) and urine.
It passes through the prostate gland and the penis and opens to the outside.

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
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 sperm are 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 released in
response to sexual stimulation and lubricates the head of the penis in preparation
for sexual intercourse, in addition, neutralizes the acidity of the urethra to protect
sperm during their journey out of the body during ejaculation. Their existence is
said to be constant, but they gradually diminish in size with advancing age.



Male Sexual Response

Regardless of the type of sexual stimulation, the physiologic response in both
men and women is similar and usually follows a five-phase pattern, as described
earlier:

1. Desire:Starts with a desire for sexual intimacy. This can also be termed libido.

2. Excitement: The man experiences sexual arousal with either thoughts or
physical sexual stimuli which cause specific changes such as the heart beating
faster, blood pressure rising, the testicles enlarging and more blood flowing
into the penis, creating an erection.

3. Plateau: 1t is the phase between excitement and orgasm in which the head of
the penis enlarges and becomes more purplish in color; the glands secrete
semen into the urethra; and it is challenging to stop from having an orgasm.

4. Orgasm: It is a total body response. The tension that built up during the
previous two phases is released. It triggers a series of muscle spasms in the
legs, stomach, arms, back, and penis. The feelings are intense and pleasurable.
Ejaculation of semen occurs at this time.

5. Resolution: The body returns to the physiologic nonstimulated state. The
blood flows out of the penis and erection ceases; an overall feeling of
relaxation ensues, and the testes and scrotum return to their normal size
(Housman & Odum, 2016).

Sexual behavior involves the participation of autonomic and somatic nerves
and the integration of numerous spinal sites in the central nervous system (CNS).
The penile portion of the process that leads to erections represents only a single
component. Penile erections are an integration of complex physiologic processes
involving the CNS, peripheral nervous system, and hormonal and vascular
systems (Sherwood, 2016). With sexual stimulation, the arteries leading to the
penis dilate 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 accumulates, causing the penis to swell and elongate and
producing an erection. As in women, the culmination of sexual stimulation is an
orgasm, a pleasurable feeling of physiologic and psychological release.

Orgasm is accompanied by emission (movement of sperm from the testes and
fluids from the accessory glands) into the urethra, where the sperm and fluids are



mixed to form semen. As the urethra fills with semen, the base of the erect penis
contracts, this increases pressure. This pressure forces the semen through the
urethra to the outside (ejaculation). During ejaculation, the ducts of the testes,
epididymis, and vas deferens contract and cause expulsion of sperm into the
urethra, where the sperm mixes with the seminal and prostatic fluids. These
substances, together with mucus secreted by accessory glands, form the semen,
which is discharged from the urethra.

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.

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 and prepuce, structures within the vestibule, and the
perineum.

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

The main function of the reproductive cycle is to stimulate growth of a follicle
to release an egg and prepare a site for implantation if fertilization occurs.

Menstruation, the monthly shedding of the uterine lining, marks the beginning
and end of the cycle if fertilization 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 interaction of hormones. The
predominant hormones are gonadotropin-releasing hormone (GnRH), FSH,
LH, estrogen, progesterone, and prostaglandins.



The organs of the male reproductive system include the penis, scrotum, two
testes (where sperm cells and testosterone are made), and accessory organs

(epididymis, vas deferens, seminal vesicles, ejaculatory ducts, urethra,
bulbourethral glands, and prostate gland).



References and Recommended Readings

Acién, M., & Acién, P. (2015). Normal embryological development of the female genital tract. In Female
genital tract congenital malformations (pp. 3—14). London: Springer.

Alexander, L. L., LaRosa, J. H., Bader, H., & Garfield, S. (2014). New dimensions in women’s health (6th
ed.). Sudbury, MA: Jones and Bartlett.

Clark, C. C., & Paraska, K. K. (2014). Health promotion for nurses: A practical guide. Burlington, MA:
Jones & Bartlett Learning.

Coney, P. (2015). Menopause. eMedicine. Retrieved from http://emedicine.medscape.com/article/264088-
overview

Crawford, S. L. (2015). What should women expect after stopping hormone therapy? Menopause, 22(4),
367-368.

Davis, S. R. (2013). Androgen therapy in women, beyond libido. Climacteric, 16, 18-24.

Farage, M. A., Miller, K. W., & Maibach, H. I. (2015). Postmenopausal vulva and vagina. In Skin, mucosa
and menopause (pp. 385-395). Heidelberg, Berlin: Springer.

Housman, J., & Odum, M. (2016). Alters & Schiff’s essential concepts for healthy living (7th ed.).
Burlington, MA: Jones & Bartlett Learning.

Hoyt, L. T., & Falconi, A. (2015). Puberty and perimenopause: Reproductive transitions and their
implications for women’s health. Social Science & Medicine, 132, 103-112.

Jones, R. E., & Lopez, K. H. (2014). Human reproductive biology (4th ed.). Waltham, MA: Elsevier.

Kandeel, F. (2014). Female reproductive and sexual medicine. New York, NY: Springer.

King, T. L., Brucker, M. C., Kriebs, J. M., Fahey, J. O., Gegor, C. L., & Varney, H. (2015). Varney’s
midwifery (5th ed.). Burlington, MA: Jones & Bartlett Learning.

Krieger, N., Kiang, M. V., Kosheleva, A., Waterman, P. D., Chen, J. T., & Beckfield, J. (2015). Age at
menarche: 50-year socioeconomic trends among US-born black and white women. American Journal of
Public Health, 105(2), 388-397.

McNamara, M., Batur, P., & DeSapri, K. T. (2015). Perimenopause. Annals of Internal Medicine, 162(3),
ITC1-ITC1.

Minkin, M. J. (2016). Sexual health and relationships after age 60. Maturitus, 83, 27-32. Doi:
10.1016/j.maturitas.2015.10.004

Nguyen, A. M., Humphrey, L., Kitchen, H., Rehman, T., & Norquist, J. M. (2015). A qualitative study to
develop a patient-reported outcome for dysmenorrhea. Quality of Life Research, 24(1), 181-191.

Oyelowo, T., & Johnson, J. L. B. (2016). A guide to women’s health (2nd ed.). Burlington, MA: Jones &
Bartlett Learning.


http://emedicine.medscape.com/article/264088-overview

Patton, K. T., & Thibodeau, G. A. (2015). Anatomy & physiology (9th ed.). St. Louis, MO: Mosby Elsevier.

Patton, K. T., & Thibodeau, G. A. (2016). The human body in health and disease (6th ed.). St. Louis, MO:
Mosby Elsevier.

Pauls, R. N. (2015). Anatomy of the clitoris and the female sexual response. Clinical Anatomy, 28(3), 376—
384.

Senie, R. T. (2014). Epidemiology of women’s health. Burlington, MA: Jones & Bartlett Learning.

Schuiling, K. D., & Likis, F. E. (2016). Women’s gynecologic health (3rd ed.). Burlington, MA: Jones and
Bartlett Learning.

Sherwood, L. (2016). Human physiology: From cells to systems (9th ed.). Boston, MA: Cengage Learning.
Tambouret, R. H., & Wilbur, D. C. (2015). Normal histology and cytology of the endocervix and

endometrium. In Glandular lesions of the uterine cervix (pp. 25-40). New York, NY: Springer.

Thornhill, R., & Gangestad, S. W. (2015). The functional design and phylogeny of women’s sexuality. In T.
K. Shackelford, & R. D. Hansen (Eds.), The evolution of sexuality (pp. 149-184). Switzerland: Springer
International Publishing.

Velkey, J. M., Hall, A. H., & Robboy, S. J. (2015). Normal vulva: Embryology, anatomy, and histology. In
Vulvar pathology (pp. 3-17). New York, NY: Springer.

Wheatley, J. R., & Puts, D. A. (2015). Evolutionary science of female orgasm. In The evolution of sexuality
(pp. 123-148). Springer International Publishing.

Wicks, S. M., & Mahady, G. B. (2015). Herbal and complementary medicines used for women’s health. In
Medicines for women (pp. 373-399). Switzerland: Springer International Publishing.

CHAPTER WORKSHEET

MULTIPLE-CHOICE QUESTIONS

1. 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)

2. 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. Endometrium thickens

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 occur in the:
a. Testes

b. Vas deferens

c. Epididymis

d. Seminal vesicles

. The nurse is preparing to teach a class to a group of middle-aged women
regarding the most common vasomotor symptoms experienced during
menopause and possible modalities of treatment available. Common
vasomotor symptoms would include which of the following?

a. Chronic fatigue and confusion
b. Forgetfulness and irritability
c. Night sweats and hot flashes

d. Decrease in sexual response and appetite



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 did not 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?
c. What additional topics might this question lead to that might be discussed?

STUDY ACTIVITIES

1.

Should sex education be taught in public schools, and if so, what topics should
be addressed? Debate the pros and cons of teaching this and then outline
which topics should be covered.

. Respond to the following as a topic sentence: “When I was growing up,

talking about sexual matters with my parents was ... because.... Now the
situation is ...?”

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

. The ovarian cycle describes the series of events associated with the

development of the within the ovaries.

. 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

BRINGING IT ALL TOGETHER: CASE STUDY

A 53-year-old woman came to see her women’s health nurse practitioner for her
annual examination. She had a hysterectomy 20 years ago for a prolapsed uterus
and has been healthy up until now. She had a long list of symptoms that had
been bothering her, but until recently just chalked them up to the aging process.
She told the nurse practitioner that she was experiencing insomnia, weight gain
around her middle despite not consuming additional calories, painful intercourse,
and hot flashes that were increasing in frequency throughout the day and night.
She had been taking black cohosh for these distressing symptoms for the past
several months, but was not getting any relief. She was concerned that
something awful was wrong with her since this natural herb was not reducing
her symptoms and they seemed to be getting worse.

Go to "=Point to find questions to consider about this case.



4

Common Reproductive Issues

=

KEY TERMS

abnormal uterine bleeding (AUB)
abortion

amenorrhea

basal body temperature (BBT)
cervical cap

cervical mucus ovulation method
coitus interruptus

condoms

contraception

contraceptive sponge
Depo-Provera



diaphragm

dysmenorrhea

dyspareunia

emergency contraception (EC)
endometriosis

fertility awareness

implant

infertility

intrauterine contraceptive (IUC)
lactational amenorrhea method (LAM)
menopausal transition

oral contraceptives (OCs)
osteoporosis

premenstrual syndrome (PMS)
sexual abstinence

Standard Days Method (SDM)
sterilization

symptothermal method
transdermal patch

tubal ligation

vaginal ring

vasectomy



Learning Objectives

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

1. Examine common reproductive concerns in terms of symptoms, diagnostic
tests, and appropriate interventions.

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

3. Compare and contrast the various contraceptive methods available and their
overall effectiveness.

4. Analyze the physiologic and psychological aspects of menopausal transition.

5. Delineate the nursing management needed for women experiencing common
reproductive disorders.

Izzy, a 27-year-old, presents to her health care provider complaining 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.

When women bare their souls to us, we must respond without judgment.



INTRODUCTION

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 Guidelines
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. Nurses are in a
prime position to offer information that provides women with the tools needed to
maintain a healthy lifestyle and assist in altering behaviors that may cause harm
or illness.

i Teaching Guidelines 4.1

* 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 provider 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.

Common reproductive issues addressed in this chapter that nurses might
encounter in caring for women include menstrual disorders, infertility,
contraception, abortion, and the menopausal transition.




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 stopping at nearly the same times every month. For others, the
menstrual cycle causes physical and emotional symptoms that initiate visits to
their health care provider for consultation. The following menstruation-related
conditions will be discussed in this section: amenorrhea, dysmenorrhea,
abnormal uterine bleeding (AUB), premenstrual syndrome (PMS), premenstrual
dysphoric disorder (PMDD), and endometriosis. To gain an understanding of
menstrual disorders, nurses should know the terms used to describe them (Box
4.1).



BOX 4.1

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 simply means absence of menses. Amenorrhea is normal in
prepubertal, pregnant, postpartum, and postmenopausal females. The uterus,
endometrial lining, ovaries, pituitary, and hypothalamus must function properly
and in harmony for a menstrual cycle to occur. The two categories of
amenorrhea are primary and secondary amenorrhea. Primary amenorrhea is
defined as either the:

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 development of secondary sexual
characteristics (Schuiling & Likis, 2016).

Ninety-eight percent of girls living in the United States menstruate by age 15
(Krieger et al., 2015). Findings of recent studies indicate that age at menarche
has overall declined since the twentieth century (King et al., 2015). Once
menarche has occurred, cycles may take up to 2 years to become regular,
ovulatory cycles. Secondary amenorrhea is the absence of regular menses for
three cycles or irregular menses for 6 months in women who have previously
menstruated regularly.

Nurses need to consider the causes of amenorrhea as occurring in one of the
four anatomical areas: outflow area of the uterus and vagina, the ovaries, the
pituitary gland, or the central nervous system. Outflow area problems
are obstructive in nature and can be found on physical exam, whereas ovarian,
pituitary, and central nervous system problems involve disruptions in the
hypothalamic—pituitary—ovarian axis that controls the neuroendocrine processes
required for a normal menstrual cycle and are generally found through
laboratory analysis (King et al., 2015).

Primary amenorrhea has multiple causes:
» 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 disease

* Polycystic ovary syndrome

* Hypothyroidism

* Turner syndrome—defective development of the gonads (ovary or testes)
* Imperforate hymen

* Chronic illness—diabetes, thyroid disease, depression
* Pregnancy

* Cystic fibrosis

* Congenital heart disease (cyanotic)

* Ovarian or adrenal tumors

* Causes of secondary amenorrhea can include:

* Pregnancy

* Breast-feeding

* 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

* Chemotherapy, irradiation

* Use of tranquilizers or antidepressants

* Postpartum pituitary necrosis (Sheehan syndrome)

* Early menopause (Kovanci & Schutt, 2015).



Therapeutic intervention depends on the cause of the amenorrhea. The treatment
of primary amenorrhea involves the correction of any underlying disorders and
estrogen replacement therapy to stimulate the development of secondary sexual
characteristics (Moses, 2015a). 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. Dopamine
agonists are effective in treating hyperprolactinemia. In most cases, this
treatment restores normal ovarian endocrine function and ovulation (Goswami,
2015). Therapeutic interventions for secondary amenorrhea can include:

* cyclic progesterone, when the cause is anovulation, or oral contraceptives
(OCs);

 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 (Creatsas &
Creatsa, 2015).

Nursing assessment for the young girl or woman experiencing amenorrhea
includes a thorough health history, physical examination, and several laboratory
and diagnostic tests of selected hormone levels to help to identify an underlying
cause.

HEALTH HISTORY AND PHYSICAL EXAMINATION

A thorough history and physical examination are needed to determine the
etiology. The history should include questions about the women’s menstrual
history; past illnesses; 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 body changes.

The physical examination should begin with an overall assessment of the
woman’s nutritional status and general health. A sensitive and gentle approach to
the pelvic examination is critical in young women. Height, weight, and body



mass index (BMI) 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 secondary 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 thyroid gland, might point to a
thyroid disorder as well as a reason for amenorrhea (Tharpe, Farley, & Jordan,
2016). Examination of the breasts also deserves careful attention because breast
development is a reliable indicator of estrogen production. The Tanner stages of
breast development should be noted also. The Tanner stages include:

» Stage [—Papilla elevation only

» Stage II—Breast buds palpable and areolae enlarge ~11 years old

» Stage III—Elevation of breast contour; areolae enlarge ~12 years old

» Stage IV—Areolae forms secondary mound on the breast ~13 years old

» Stage V—Adult breast contour; areola recesses to breast contour (Moses,
2015b)

Information gained from the history and physical exam clearly can exclude
certain diagnostic possibilities, but first impressions also can be deceiving and
lead to errors in judgment. A methodical, systematic approach to identify the
etiology of amenorrhea is the best.

LABORATORY AND DIAGNOSTIC TESTS

Common laboratory tests that might be ordered to determine the cause of
amenorrhea include:

* karyotype (might be positive for Turner syndrome);

« ultrasound to detect ovarian cysts;

* quantitative human chorionic gonadotropin (hCG) test to rule out pregnancy;
« thyroid function studies to determine thyroid disorder;

« prolactin level (an elevated level might indicate a pituitary 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) (Pagana,
Pagana, & Pagana, 2015).

Counseling and education are primary interventions and appropriate nursing
roles. Address the diverse causes of amenorrhea, the relationship to sexual
identity, possible infertility, and the possibility of a tumor or a life-threatening
disease. Evidence is mounting that loss of menstrual regularity is a risk factor for
later development of osteoporosis and hip fractures, so treatment to restore
regular menstrual cycles is essential (Carlson, 2015). 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. Listening sensitively,
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. The relation between
eating disorders and menstrual dysfunction has been identified in research
studies. Careful evaluation of menstrual status is warranted for all women with
eating disorders. Timely intervention is important because shorter duration of
illness is associated with improved outcomes (Golden et al., 2015). Although not
all causes can be addressed by making lifestyle changes, emphasize maintaining
a healthy lifestyle (Teaching Guidelines 4.2).

i Teaching Guidelines 4.2

* Balance energy expenditure with energy intake to maintain ideal weight
range.

* Modify your diet to maintain ideal weight to avoid becoming over weight.

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

* Avoid cigarette smoking to prevent cardiovascular disease and lung cancer.



* Identify areas of emotional stress and seek assistance to resolve them.
* Balance work, recreation, and rest to reduce anxiety and stress in life.
* Maintain a positive outlook regarding the diagnosis and prognosis.
* Participate in ongoing care to monitor any medical conditions.
* Maintain bone density through:
* Calcium intake (1,200 to 1,600 mg daily)
* Vitamin D (600 to 1,000 International Units/daily)
» Weight-bearing exercise (30 min or more daily)
* Hormone therapy (HT) for low risk women
Adapted from Centers for Disease Control and Prevention. (2015a). Healthy eating for a healthy
weight. Retrieved from http://www.cdc.gov/healthyweight/healthy_eating/; and Housman, J., & Odum,

M. (2016). Alters & Schiff’s essential concepts for healthy living (7th ed.). Burlington, MA: Jones &
Bartlett Learning.
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Dysmenorrhea

Dysmenorrhea refers to painful menstruation and is a common problem in
adolescence. This condition has also been termed cyclic perimenstrual pain.
Usually pain starts along with the start of bleeding and lasts for 48 to 72 hours
(Creatsas & Creatsa, 2015). The term dysmenorrhea is derived from the Greek
words dys, meaning “difficult, painful, or abnormal,” and rrhea, meaning “flow.”
Based on results of large epidemiologic studies, it is estimated that it may affect
more than half of menstruating women. It is the leading cause of absenteeism of
work and school, and has adverse effects on the quality of life of young women
(Joshi et al., 2015). Another recent research study linked early smoking (<13
years old) to an increased risk for developing chronic dysmenorrhea
(Weinberger, Smith, Allen, et al., 2015). Uterine contractions occur during all
periods, but in some women these cramps can be frequent and very intense. It
has a major impact on women’s quality of life, work productivity, and health
care utilization. Dysmenorrhea is classified as primary (spasmodic) or secondary
(congestive) (Calis et al., 2015).

Primary dysmenorrhea refers to painful menstrual bleedings in the absence of
any detectable underlying pathology. It is caused by increased prostaglandin
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.
Dysmenorrhea is caused by an excess of prostaglandin production. These levels
are highest during the first 2 days of menses, when symptoms peak (Maurice &
Rosenzweig, 2015). 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 system, cervical stenosis, or congenital uterine or
vaginal abnormalities. Adenomyosis involves the ingrowth of the endometrium
into the uterine musculature. Endometriosis involves ectopic implantation of
endometrial tissue in other parts of the pelvis. It occurs most commonly in the



third or fourth decade of life and affects 10% of women of reproductive age. The
pain tends to get worse, rather than better, over time (American College of
Obstetricians & Gynecologists [ACOG], 2015a). Endometriosis is the most
common cause of secondary dysmenorrhea and is associated with pain beyond
menstruation, dyspareunia, low back pain, heavy or irregular bleeding, bloating,
nausea and vomiting, and infertility (ACOG, 2015a). Treatment is directed
toward removing the underlying pathology.

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

The goal of treatment is to provide adequate pain relief to allow the woman to
perform her usual activities. Current treatment is mainly based on surgery and
ovarian suppressive agents (OCs, progestins, GnRh antagonist, levonorgestrel-
releasing intrauterine system, and androgenic agents). Hormonal treatment is
often associated with unwanted side effects and recurrence of symptoms when
stopped. Severe dysmenorrhea can be distressing, adversely affecting social and
occupational activities. Treatments vary from over-the-counter remedies to
hormonal control. However, for some women satisfactory pain relief is difficult
to achieve, and increasingly they seek alternative options. Complementary
therapies such as acupuncture (needles are used to stimulate certain points of the
body to balance the flow of energy within the body) and acupressure (the use of
fingers and hands to stimulate acupoints and maintains the balance of energy)
are gaining popularity and the evidence base for their use is growing (Wicks &
Mahady, 2015).

Therapeutic intervention is directed toward pain relief and building coping
strategies that will promote a productive lifestyle. General measures for
management include client education and reassurance. Treatment is supportive
and should be guided by individual needs. Treatment measures usually include
treating infections if present; suppressing the endometrium if endometriosis is
suspected by administering low-dose OCs; administering prostaglandin
inhibitors to reduce the pain; administering Depo-Provera to suppress ovulation,
which thins the endometrial lining of the uterus with subsequent reduction of
fluid contents of the uterus during menses; and initiating lifestyle changes



(Schuiling & Likis, 2016). Table 4.1 lists selected treatment options for
dysmenorrhea.

As with any gynecologic complaint, a thorough focused history and physical
examination are needed to make the diagnosis of primary or secondary
dysmenorrhea. In primary dysmenorrhea, the history usually reveals the typical
cramping pain with menstruation, and the physical examination 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 nonsteroidal anti-
inflammatory drugs (NSAIDs), OCs, or both (Elnashar, 2015).

HEALTH HISTORY AND CLINICAL MANIFESTATIONS

Note the past medical history, including any chronic illnesses and family history
of gynecologic concerns. Determine medication and substance use, such as
prescription medications, contraceptives, anabolic steroids, tobacco, and
marijuana, cocaine, or other illegal drugs. A detailed sexual history is essential to
assess for inflammation and scarring (adhesions) secondary to pelvic
inflammatory disease (PID). Women with a previous history of PID, sexually
transmitted infections (STIs), low consumption of fruits and vegetables,
depression, high stress level, multiple sexual partners, or unprotected sex are at
increased risk (Tharpe et al., 2016).

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 your menstrual cycles start?

* 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?

* 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. Affected 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 (King et al., 2015). Systemic symptoms
of nausea, vomiting, diarrhea, fatigue, fever, headache, or dizziness are fairly
common. Explore the history for physical symptoms of bloating, water retention,
weight gain, headache, muscle aches, abdominal pain, food cravings, or breast
tenderness.

TABLE 4.1



Therapy Options

Dosage

Comments

Nonsteroidal anti-inflammatory
agents (NSAIDs)

Ibuprofen (Advil, Motrin, Midol)

Naproxen (Anaprox, Naprelan,
Naprosyn, Aleve)

400-800 mg TID

250-500 mg TID

NSAIDS prevent prostaglandin
synthesis by inhibiting COX-1
and COX-2 conversion, reducing
cramping.

Take with meals.

Do not take with aspirin.

Avoid alcohol.

Watch for signs of GI bleeding.

Same as above.

Hormonal contraceptives

Low-dose oral contraceptives

Depo-medroxyprogesterone
(DMPA), Depo-Provera

Levonorgestrel-releasing IUS
(Mirena)

Taken daily—extended cycle formulas
(84 d on, 7 d off)

150 mg IM every 12 wks

Inserted into uterine cavity and may
remain for up to 5 yrs

Decrease prostaglandin synthesis;
second-line treatment.

Take active pills for an extended
time to reduce number of monthly
cycles.

Within 9-12 mo of DMPA therapy,
75% of women will experience
amenorrhea.

Inhibits ovulation and decreases
thickness of endometrium.

Inhibits uterine contractions and
reduces pain from menstrual
cramps.

Selective estrogen receptor
modulators (SERMS)

Raloxifene hydrochloride (Evista),
tamoxifen citrate (Nolvadex)

Used for women not responding to
NSAIDS and oral contraceptives;
dosage is individualized

Adverse effects include hot flashes,
nausea and vomiting, and risk of
thromboembolism,

Research is needed to validate
effectiveness, doses, side effects,
and contradictions.

Complementary therapies
Thiamine (vitamin B)
Vitamin E (tocopherols)
Magnesium

Omega-3 fatty acids (fish oil)

Gives sense of control over life.

Lifestyle changes
Daily exercise
Limited salty foods
Weight loss

Smoking cessation
Relaxation techniques

Adapted from Calls, K. A, Popat, V,, Dang, D, K., & Kalantaridou, S. N. (2015). Dysmenorthea. eMedicine. Retrieved from http://
emedicine medscape.com/article/25381 2-overview; King, T. L., Brucker, M. C., Kriebs, |. M., Fahey, J. O., Gegor, C. L., & Varney,
H. (2015). Varneys midwifery (5th ed.). Burington, MA: Jones and Bartlett Learning; Schuiling, K. D.. & Likis, F. E. (2016).

Women s gynecologic health (3rd ed.). Burlington, MA: Jones & Bartlett Learning.

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



it 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 diagnostic tests that may be ordered to determine the cause of
dysmenorrhea can include:

 complete blood count to rule out anemia;

» urinalysis to rule out a bladder infection;

» pregnancy test (hCG level) to rule out pregnancy;

* cervical culture to exclude STI;

* erythrocyte sedimentation rate to detect an inflammatory process;
* stool guaiac test 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 (Tharpe et al., 2016).

What diagnostic tests might be ordered to diagnose Izzy’s pelvic pain?

Educating the client about the normal events of the menstrual 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 to use, 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, Advil) or naproxen (Naprosyn). These drugs alleviate



dysmenorrhea symptoms by decreasing intrauterine pressure and inhibiting
prostaglandin synthesis, thus reducing pain (Skidmore-Roth, 2015). The primary
goal of NSAID therapy of dysmenorrhea is to preempt the production of
prostaglandins; thus starting the medication prophylactically and using sufficient
doses to maximally suppress prostaglandin production are essential. If pain relief
is not achieved in two to four cycles, a low-dose combination OC 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.

6 Teaching Guidelines 4.3

* 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 which causes vasoconstriction.
Adapted from Calis, K. A., Popat, V., Dang, D. K., & Kalantaridou, S. N. (2015). Dysmenorrhea.
EMedicine. Retrieved from http://emedicine.medscape.com/article/253812-overview; Smith, R. P,, &

Kaunitz, A. M. (2015). Painful menstrual periods: Beyond the basics. UpToDate. Retrieved from

http://www.uptodate.com/contents/painful-menstrual-periods-dysmenorrhea-beyond-the-basics; and



http://emedicine.medscape.com/article/253812-overview
http://www.uptodate.com/contents/painful-menstrual-periods-dysmenorrhea-beyond-the-basics

ACOG. (2015d). Dysmenorrhea: Painful periods. FAQ046. Retrieved from www.acog.org/~/media/For
Patients/faq046.ashx
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Abnormal Uterine Bleeding

Disturbances of menstrual bleeding manifest in a wide range of presentations.
AUB is the umbrella term used to describe any deviation from normal
menstruation or from a normal menstrual cycle pattern. It can occur in women of
any age. The key characteristics are regularity, frequency, volume or heaviness
of flow, and duration of flow, but each of these may exhibit considerable
variability.

AUB is a disorder that occurs most frequently in women at the beginning and
end of their reproductive years. AUB is defined as a painless endometrial
bleeding that is prolonged, excessive, and irregular, and not attributed to any
underlying structural or systemic disease (Creatsas & Creatsa, 2015). It is
frequently associated with anovulatory cycles, which are common for the first
year after menarche and is associated with immaturity of the hypothalamic—
pituitary—ovarian axis. It also occurs later in life as women approach menopause
and experience irregular menstrual cycles.

The pathophysiology of AUB 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 hyperproliferative state,
ultimately outgrowing its estrogen supply. This leads to irregular sloughing of
the endometrium and excessive bleeding (King et al., 2015). If the bleeding is
heavy enough and frequent enough, anemia can result. AUB is similar to several
other types of uterine bleeding disorders and sometimes overlaps these
conditions. They include:

» menorrhagia (abnormally long, heavy periods, prolonged bleeding);
* oligomenorrhea (bleeding occurs at intervals of more than 35 days);
» metrorrhagia (bleeding between periods, irregular bleeding);

* menometrorrhagia (excessive uterine bleeding at and between menstrual
periods);

* polymenorrhea (too frequent periods).

The possible causes of AUB may include:



» Adenomyosis

* Pregnancy

» Hormonal imbalance

* Fibroid tumors (see Chapter 7)
* Endometrial polyps or cancer
* Endometriosis

* Intrauterine systems (IUS)

* Polycystic ovary syndrome

* Morbid obesity

» Adnomyosis

» Steroid therapy

* Hypothyroidism

* Blood dyscrasias/clotting disorder
» Malignancy and hyperplasia

« Uterine polyps

Treatment of AUB depends on the cause of the bleeding, the age of the client,
and whether or not she desires future fertility. When known, the underlying
cause of the disorder is treated. Otherwise, the goal of treatment is to normalize
the bleeding, correct the anemia, prevent or diagnose early cancer, and restore
quality of life (Schuiling & Likis, 2016).

Treatment options for AUB include combined OCs, progestogens, NSAIDS,
tranexamic acid (antifibrinolytic), GnRH analogs, Danazol, and Levonorgestrel
= releasing intrauterine system (LNG IUS) (Bitzer et al., 2015).

Management of AUB might include medical care with pharmacotherapy or
insertion of a hormone-secreting intrauterine system. OCs are used for cycle
regulation as well as for contraception. They help prevent the risks associated
with prolonged, unopposed estrogen stimulation of the endometrium. NSAIDS
and progestin therapy (progesterone-releasing IUS [Mirena] or Depo-Provera)
decrease menstrual blood loss significantly (Skidmore-Roth, 2015). The drug
categories used in the treatment of AUB are the following:

* Estrogens: cause vasospasm of the uterine arteries to decrease bleeding



* Progestins: used to stabilize an estrogen-primed endometrium
* OCs: regulate the cycle and suppress the endometrium

* NSAIDs: inhibit prostaglandins in ovulatory menstrual cycles
* Progesterone-releasing IUSs: suppress endometrial growth

* Androgens: create a high-androgen/low-estrogen environment that inhibits
endometrial growth

* Antifibrinolytic drugs: (tranexamic acid) prevent fibrin degradation to reduce
bleeding

* Iron replacement therapy: replenish iron stores lost during heavy bleeding

If the client does not respond to medical therapy, surgical intervention might
include dilation and curettage (D&C), endometrial ablation, uterine artery
embolization, or hysterectomy. Surgery should be considered in women for
whom medical treatment has failed, cannot be tolerated, or is contraindicated
(Kho & Mathur, 2015). Endometrial ablation is an alternative to hysterectomy,
but both would be for the woman no longer desiring fertility as both procedures
can cause infertility. Techniques used for ablation include laser, electrosurgery
excision procedure, freezing, heated fluid infusion, or thermal balloon ablation.
Most women will have reduced menstrual flow following endometrial ablation,
and up to half will stop having periods. Younger women are less likely than
older women to respond to endometrial ablation. Recent scientific evidence
supports that up to one quarter of clients treated with endometrial ablation
require repeat ablation or subsequent hysterectomy to stop AUB. Hysterectomy
should be considered a last resort for AUB (ACOG, 2015b).

A thorough history should be taken to differentiate between AUB and other
conditions that might cause vaginal bleeding, such as pregnancy and pregnancy-
related conditions (abruptio placentae, ectopic pregnancy, abortion, or placenta
previa); systemic conditions such as Cushing disease, blood dyscrasias, liver
disease, renal disease, or thyroid disease; and genital tract pathology such as
infections, tumors, or trauma (Schuiling & Likis, 2016).

Assess for clinical manifestations of AUB, which commonly 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, stress,
anorexia, thyroid disease, and diabetes. Signs of polycystic ovary syndrome
might be present, because it is associated with unopposed estrogen stimulation,
elevated androgen levels, and insulin resistance, and is a common cause of
anovulation (Tharpe et al., 2016).

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
assisting, performs a pelvic examination to identify any structural abnormalities.

Common diagnostic/lab tests that may be ordered to determine the cause of
AUB include:

» Complete blood count to detect anemia

* Prothrombin time to detect blood dyscrasias

* Pregnancy test to rule out a spontaneous abortion or ectopic pregnancy
* Thyroid-stimulating hormone 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

Educate the client about normal menstrual cycles and the possible reasons for
her abnormal pattern. Inform the woman about treatment options. Do not simply
encourage the woman to “live with it.” Instruct the client about any prescribed
medications and potential side effects. For example, 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 are essential for women who do not respond
to medical management. See Nursing Care Plan 4.1: Overview of a Woman With
Abnormal Uterine Bleeding.

4

Treatments for Premenstrual Syndrome



Possible treatment options for PMS include reduction of caffeine intake,
vitamin and mineral supplements, diuretic therapy, and NSAIDs. Medication
therapy that has been found to be helpful for clients with PMS are
antidepressants and anxiolytics. Other medications that are used are diuretics
and NSAIDs.
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\ Take Note!

Complications such as infertility can result from lack of ovulation, severe
anemia can result secondary to prolonged or heavy menses, depression and
embarrassment may be secondary to the irregular and heavy bleeding, and
endometrial cancer can occur associated with prolonged buildup of the
endometrial lining without menstrual bleeding (Hoyt & Falconi, 2015).




Premenstrual Syndrome

PMS describes a constellation of recurrent symptoms that occur during the luteal
phase or last half of the menstrual cycle and resolve with the onset of
menstruation. A majority of women in their reproductive years’ experience a
variety of premenstrual symptoms that can alter their behavior and well-being.
Women have between 400 and 500 menstrual cycles over their reproductive
years, and since premenstrual distress symptoms peak during 4 to 7 days prior to
menses, consistently symptomatic women may spend up to 10 years of their
lives in a state of compromised physical functioning and/or psychological well-
being; thus it would constitute a major health problem for women (Tacani et al.,
2015). The American College of Obstetricians and Gynecologists (ACOG)
defines PMS 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, 2015c). 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. Approximately 80% of women will
experience cyclic fluctuations in mood, sleep, and sense of well-being, related to
their menstrual cycles (King et al., 2015). The exact cause of PMS is not known.
It is thought to be related to the interaction between hormonal events and
neurotransmitter function, specifically serotonin. Not all women respond to
serotonin reuptake inhibitors (SSRIs; Prozac, Paxil, Zoloft), however, which
implies that other mechanisms may be involved (Skidmore-Roth, 2015).

As defined by the American Psychiatric Association, PMDD is a more severe
variant of PMS affecting 5% to 8% of premenopausal women. Experts compare
the difference between PMS and PMDD to the difference between a mild tension
headache and a migraine. Risk factors identified that predispose to PMS/PMDD
are age between 25 and 35 years, a psychiatric history, a family history of
PMDD, unhealthy living habits, and stressful life events (Santamaria & Lago,
2015). PMDD markedly interferes with work, school, social activities, and
relationships with others.

Treatment of PMS is often frustrating for both clients and health care providers.



Clinical outcomes can be expected to improve as a result of recent consensus on
the diagnostic criteria for PMS and PMDD, data from clinical trials, and the
availability of evidence-based clinical guidelines.



NURSING CARE PLLAN 4.1

Overview of a Woman with Abnormal Uterine Bleeding

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 Identification 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

* 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 her to cope with her condition.

* Provide symptom management to reduce concerns associated with the cause
of bleeding.

* 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.

* 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 menopausal
transition 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 and complying with therapy.

Interventions: Providing Client Education

* Assess client’s understanding of menopausal transition 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.

* Outline link between anovulatory cycles and excessive buildup of uterine
lining in menopausal transition 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 menopausal transition.

* 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.

The management of PMS or PMDD requires a multidimensional 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 (Naeimi, 2015). To reduce the
negative impact of premenstrual disorders on a woman'’s life education, along
with reassurance and anticipatory guidance, is needed for women to feel they
have some control over their condition.
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Because there are no diagnostic tests that can reliably determine the existence of




PMS or PMDD, the woman herself 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 treatment plan to find the best level of symptom relief.

Therapeutic interventions for PMS and PMDD address the symptoms because
the exact cause of this condition 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, synthetic
androgen agents, OCs, or GnRH agonists to regulate menses. Unlike the
approach to the treatment of depression, antidepressants need not be given daily
but can be effective when used cyclically, only in the luteal phase, or even
limited to the duration of the monthly symptoms.

COMPLEMENTARY AND ALTERNATIVE THERAPIES

No single treatment is universally recognized as effective, and many clients
often turn to therapeutic approaches outside of conventional medicine. 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. Alternative treatments for treating PMDD include
calcium supplementation, vitex agnus castus (chaste tree berry), hypericum
perforatum (St. John’s wort), and cognitive/behavioral/relaxation therapies
(Wicks & Mahady, 2015). Some other alternative therapies include the use of
yoga, magnesium, vitamin Bg, evening primrose oil, vitex agnus castus, ginkgo
biloba, viburnum, dandelion, stinging nettle, burdock, raspberry leaf, and
skullcap (Tremellen & Pearce, 2015). Although research has not validated the
efficacy of these alternative therapies, it is important for the nurse to be aware of
the alternative products that many women choose to use.



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 and limit the intake of alcohol
* Attend a PMS/women’s support group

* Vitamin and mineral supplements

* Multivitamin daily

* Vitamin E, 400 units daily

* Calcium, 1,200 to 1,600 mg daily

* Magnesium, 200 to 400 mg daily

* Medications

* NSAIDs taken a week prior to menses

* OCs (low dose)

* Antidepressants (SSRIs)

» Anxiolytics (taken during luteal phase)

* Diuretics to remove excess fluid

* Progestins

* GnRH agonists

* Danazol (androgen hormone inhibits estrogen production)

Adapted from Walsh, S., Ismaili, E., Naheed, B., & O’Brien, S. (2015). Diagnosis, pathophysiology and
management of premenstrual syndrome. The Obstetrician & Gynaecologist. DOI:10.1111/tog.12180;
King, T. L., Brucker, M. C., Kriebs, J. M., Fahey, J. O., Gegor, C. L., & Varney, H. (2015) Varney’s
midwifery. Burlington, MA: Jones & Bartlett Learning; and Htay, T. T., & Aung, K. (2015).

Premenstrual dysphoric disorder. eMedicine. Retrieved from




http://emedicine.medscape.com/article/293257-overview

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.

More than 150 symptoms are assigned to PMS, but irritability, food cravings,
mood swings, tearfulness, depression, sleep disturbances, headache, back pain,
fatigue, bloating, edema of the face, abdominal area, and extremities, tension,
and dysphoria (a profound state of unease and anxiety) are the most prominent
and consistently described (Tacani et al., 2015). 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 resolution 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, and clumsiness
» C—craving: 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 (Naeimi, 2015).

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, irritability, anxiety
» Somatic symptoms: breast tenderness, abdominal bloating, edema, headache
» Symptoms relieved from days 4 to 13 of the menstrual cycle (ACOG, 2015c).

In PMDD, the main symptoms are mood disorders such as depression,
anxiety, tension, and persistent anger or irritability. Physical symptoms such as


http://emedicine.medscape.com/article/293257-overview

headache, joint and muscle pain, lack of energy, bloating, and breast tenderness
are also present (Htay, 2015). It is estimated that up to 75% of reproductive-age
women experience premenstrual symptoms that meet the ACOG criteria for
PMS and up to 5% meet the diagnostic criteria for PMDD (Pearlstein, 2015).

According to the American Psychiatric Association, a woman must have at
least five of the typical symptoms to be diagnosed with PMDD (Pearlstein,
2015). 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, 2015).

Educate the client about the management of PMS or PMDD. Advise her that
lifestyle changes often result in significant symptom improvement without
pharmacotherapy. Encourage women to eat a balanced diet that includes
nutrient-rich foods to avoid hypoglycemia and associated mood swings.
Encourage all women to participate in aerobic exercise three times a week to
promote 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
Bg (50 to 100 mg/day) as prescribed. In some studies, these nutrients 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 agnus castus (chaste tree



berry), evening primrose, and SAM-e (a dietary supplement used to enhance
mood) may be recommended; although not harmful, not all herbs have enough
clinical or research evidence to document their safety or efficacy. Nutritional
treatments include a diet low in salt, alcohol, caffeine, and sugar (Schuiling &
Likis, 2016).

A recent research study proposes calcium (1,600 mg/day) and vitamin D (400
International Units/day) supplementation in adolescents and women in an effort
to prevent PMS, but further research using a larger population needs to be
conducted to validate this (Santamaria & Lago, 2015).

Explain to your client the relationship between cyclic estrogen fluctuation and
changes in levels of serotonin levels, and how the different management
strategies help maintains 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. A holistic approach, including lifestyle
modifications, pharmacotherapy, herbal therapies, and cognitive behavioral
therapy, is most beneficial for symptom reduction, improvement in daily
functioning, and quality of life. See Evidence-Based Practice 4.1.

-y
\ Take Note!

Adolescents and women who experience more extensive emotional symptoms
with PMS should be evaluated for PMDD, because they may require
antidepressant therapy.




Endometriosis

Endometriosis is one of the most common gynecologic diseases, affecting more
than 6 million women in the United States, about 10% of the adult women
population (Kapoor et al., 2015). In this condition, for unknown reasons bits of
functioning endometrial tissue are located outside of their normal site, the
uterine cavity. This endometrial tissue is commonly found 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 menstrual cycle in the same way as endometrial lining within
the uterus.

EVIDENCE-BASED PRACTICE THE EFFECT OF
WHEAT GERM EXTRACT ON PREMENSTRUAL
SYNDROME SYMPTOMS




STUDY

PMS is one of the most common disorders in women and impairs work and
social relationships. Several treatment modalities have been proposed
including herbal medicines. Herbal medicines are among the most common
treatments because they are economical, safe, noninvasive, and have fewer
side effects than do traditional medicines. Wheat germ contains magnesium,
zinc, calcium, selenium, potassium, phosphorus, chromium, and vitamins A,
E, C, B12, B6, Niacin, folic acid. Considering the properties of wheat germ,
this study aimed to determine the effects of wheat germ extract on the
symptoms of PMS.




Findings

This triple-blind clinical trial was conducted on 84 women that completed
daily records regarding their symptoms for two consecutive months while
taking 400 mg capsules of wheat germ extract or placebo three times a day
from day 16 until day 5 of the next menstrual cycle. The study found that
wheat germ significantly reduced the severity of physical symptoms (64%),
psychological symptoms (66%), and general symptoms (65%) when
compared to the placebo group within the first month of treatment. No
complications were observed in either group.




Nursing Implications

Based on the study results, it seems that using wheat germ extract reduces the
severity of general, psychological and physical symptoms of PMS in women
that take it during their mid-cycle. Given the positive effects of taking B6 and
E, calcium, and magnesium in previous studies to reduce the symptoms of
PMS, it makes sense that wheat germ which contains all of the compounds
listed would help relieve PMS symptoms. Nurses can suggest using
nontraditional modalities to women that request them and cite this study’s
results to validate them.

Adapted from Ataollahi, M., Akbari, S. A. A., Mojab, F., & Alavi Majd, H. (2015). The effect of wheat
germ extract on premenstrual syndrome symptoms. Iranian Journal of Pharmaceutical Research: 1JPR,
14(1), 159-166.

At the beginning of the menstrual cycle, when the lining of the uterus is shed
and menstrual bleeding begins, these abnormally located implants swell and
bleed also. In short, the woman with endometriosis experiences several “mini-
periods” throughout her abdomen, wherever this endometrial tissue exists. In
addition to cyclic bleeding outside the uterus, scarring, and adhesion formation
throughout the pelvis occurs. Symptoms begin as early as adolescence and
typically settle after menopause.
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FIGURE 4.1 Common sites of endometriosis formation. (Asset provided by Anatomical Chart Co.)

Think back to Izzy, with her progressive pelvic pain and infertility 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. Several 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:

* The aging process

* Family history of endometriosis in a first-degree relative
« Short menstrual cycle (less than 28 days)

» Long menstrual flow (more than 1 week)

* High dietary fat consumption

* Young age of menarche (younger than 12)

» Few (one or two) or no pregnancies (Johnson, Reid, & Hunter, 2015).



Therapeutic management of the client with endometriosis needs to take into
consideration the following factors: severity of symptoms, desire for fertility,
degree of disease, and the client’s therapy goals. The aim of therapy is to
suppress levels of estrogen and progesterone, which cause the endometrium to
grow. Current treatment of endometriosis is mainly based on surgery and ovarian
suppressive agents (OCs, progestins, GnRh agonist and androgenic agents).
Approximately only half of women with endometriosis experience pain relief
from existing medial or surgical treatments (NICHD, 2015). Treatment can
include surgical removal of ectopic endometrial tissue or medications such as
NSAIDs, OCs, Depo-Provera, synthetic testosterone, GnRH agonists, etc. Also,
alternative therapies may be used, including acupuncture and supplements of
vitamins, minerals, and fish oil (Elnashar, 2015). These interventions may
control symptoms initially, but many have significant adverse effects and limits
on duration of therapy (Table 4.2).

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. The diversity of
presenting symptoms and a low index of suspicion contribute to women with
endometriosis falling through the cracks and not being diagnosed promptly.

TABLE 4.2



Therapy Options

Comment

Surgical intervention

Conservative surgery

Definitive surgery

Removal of implants/lesions using laser, cautery, or small surgical instrtuments.
This intervention will reduce pain and allows pregnancy to occur in the future.
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

Oral contraceptives
Progestogens
Antiestrogens

Gonadotropin-releasing
hormone analogues
(GnRH-a)

First-line treatment to reduce pain; taken early when premenstrual symptoms are
first felt

Suppresses cyclic hormonal response of the endometrial tissue
Used to cast off the endometrial cells and thus destroy them

Suppresses a woman's production of estrogen, thus stopping the menstrual cycle
and preventing further growth of endometrium

Suppresses endometriosis by creating a temporary pseudomenopause

Adapted from Kapoor, D. W., Alderman, E., Hiracka, M. K., & Davila, G. W. (2015). Endometriosis. eMedicine. Retrieved from
http://emedicine. medscape.com/article/271899-overview; Elnashar, A. (2015). Emerging treatment of endometriosis. Middle
East Fertility Society Journal, doi:10.1016/j.mefs.2014.12.002. Retrieved from http://www.sclencedirect.com/science/article/pii/
51110569014200562; King, T. L., Brucker, M. C., Kriebs, J. M., Fahey, J. O., Gegor, C. L., & Varney, H. (2015). Varney’s midwifery
(5th ed.). Burlington, MA: Jones and Bartlett Learning,.

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 condition. It typically is chronic and progressive. Ask
specifically about menarche, history of menstrual problems, details of
pregnancies, and difficulties with conception. Assess the client for clinical

manifestations, which include:

* Infertility
* Back pain

* 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




* Irregular and more frequent menses

* Premenstrual vaginal spotting (Schuiling & Likis, 2016)

The two most common symptoms are infertility and pelvic pain.
Endometriosis occurs in 38% of infertile women and in 71% to 87% of women
with chronic pelvic pain (Kapoor et al., 2015). About 30% to 40% of women
with this condition are infertile, making it one of the top three causes of female
infertility (Brown & Farquhar, 2015).

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. The only definitive diagnosis is the one made
during surgery (Signorile & Baldi, 2015).

After a thorough history and a pelvic examination, the health care provider
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 diagnose endometriosis.
Laparoscopy is the direct visualization 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 examined microscopically
confirms the diagnosis.



ORGANIZATIONS AND WEB RESOURCES TO ASSIST THE
CLIENT WITH ENDOMETRIOSIS

» American College of Obstetricians and Gynecologists (ACOG)
http://www.acog.org
e-mail: resources@acog.org

* American Society of Reproductive Medicine
http://www.asrm.org
e-mail: asrm@asrm.org

* Center for Endometriosis Care
http://www. centerforendo.com

* Endometriosis Association
http://www.endometriosisassn.org
http://www.KillerCramps.org

* Endometriosis Association support groups
e-mail: support@endometriosisassn.org

* National Institute of Child Health and Human Development Information
Resource Center

http://www.nichd.nih.gov
e-mail: NICHDClearinghouse@ mail.nih.gov

* National Women’s Health Information Center (U.S. Department of Health
and Human Services)

http://www.4women.gov

Nurses can play a role by offering a thorough explanation of the condition and
explaining why tests are needed to diagnose endometriosis. The nurse can set up
appointments for imaging studies and laparoscopy.

Nursing Management


http://www.acog.org
mailto:resources@acog.org
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http://www
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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 management. Referrals to support groups and Internet resources can help
the woman to understand this condition and to cope with chronic pain. A number
of organizations provide information about the diagnosis and treatment of
endometriosis and offer support to women and their families. Nurses are
uniquely situated to improve client outcomes by assisting women to make
informed treatment decisions. A prompt diagnosis ensures appropriate care (Box
4.3).



INFERTILITY

Infertility is defined as the inability to conceive a child after 1 year of regular
sexual intercourse unprotected by contraception (RESOLVE, 2015). Secondary
infertility is the inability to conceive after a previous pregnancy. Many people
take the ability to conceive and produce a child for granted, but infertility affects
more than 6 million Americans, or up to 20% of the reproductive-age population
and as many 186 million people worldwide, according to the American Society
for Reproductive Medicine (ASRM, 2015). Infertility is a widespread problem
that has an emotional, social, and economic impact on couples. Although male
infertility contributes to more than half of all causes, infertility remains a
woman’s social burden. It affects relationships, leads to tension and anger
between partners, and can result in severe sexual dysfunction and breakdown of
the relationship. Nurses must recognize infertility and understand its causes and
treatment options so that they can help couples understand the possibilities as
well as the limitations of current therapies. Nurses have a central role in
supporting couples through these stressful treatments. Couples will frequently
confide in their nurse and can gain great benefit from a sympathetic and sensible
discussion. Recent studies have found that women wish to be treated with
respect and dignity and given appropriate information and support. Infertility
was once considered a disorder of inconvenience, but it is now classified as a
disease in the United States Regulatory Americans with Disabilities Act (Turchi,
2015). Women want their distress recognized and they want to feel cared for and
to have confidence in health care providers in situations where outcomes are
uncertain. The caring aspect of professional nursing is an essential component of
meeting the special needs of these couples (Whitman, 2015). Prevention of
infertility through education should also be incorporated into any client—nurse
interaction.

After completing several diagnostic tests, lIzzy 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?




Cultural Considerations

Infertility is not only a physiologic problem, but is one that can initiate a life
crisis that is experienced with psychological, familial, social, and cultural
consequences. Cross-culturally, the expectation for couples to reproduce 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 unnatural 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 validate 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 spiritual
counseling. Disappointing one’s spouse is of greater concern to African-
American women, whereas avoiding the stigmatization of infertility is of
greatest concern to Asian-American women (Inhorn & Patrizio, 2015).

Religion often influences cultural factors and for this reason may also be
considered when pursuing treatment for infertility. In the Orthodox Jewish
religion, procreation is considered to be a “mitzvah,” a commandment to have
children. However, even Orthodox Jews accept the use of contraceptives to
prevent conception when it is not desired. Conservative and Reform Jews put no
restrictions on contraception. Roman Catholics have a very restrictive view on
the use of assisted reproductive technologies since in their view procreation
cannot be separated from the relationship between parents. Thus, God wants
human life to begin through the “conjugal act” and not artificially. Most religious
teachings speak to the significance of procreation, thus infertility can impact the
self and relational identities of the couple wishing to become parents. Therefore,
the risk is present for both a crisis of identity and of faith (Dombo & Flood,
2015). Nurses must be cognizant of the client’s cultural and religious
background and how it may dictate which, if any, reproductive treatment options
are chosen. Nurses need to include this awareness in their counseling of infertile
couples.



% 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 Clomid for
three cycles. After that time without achieving a pregnancy, I went to a
fertility expert. The doctor lasered the misplaced endometriosis tissue, sent
carbon dioxide 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 in vitro fertilization (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 it 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 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
infertility was finally ending.

Thoughts: For many women the dream of having a child is not easily
realized. Infertility can dffect 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?




Etiology and Risk Factors

Reproduction requires the interaction of the female and the male reproductive
tracts, which involves (1) the release of a normal preovulatory oocyte, (2) the
production of adequate spermatozoa, (3) the normal transport of the gametes to
the ampullary portion of the fallopian tube (where fertilization takes place), and
(4) the subsequent transport of the cleaving embryo into the endometrial cavity
for implantation and development (Puscheck & Woodward, 2015).

Multiple known and unknown factors affect fertility. Female-factor infertility
is detected in about 40% of cases, and male-factor infertility in about 40% of
cases. The remaining 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, 2015).

Risk factors for infertility in women include:

» Overweight or underweight (can disrupt hormone function)
» Hormonal imbalances leading to irregular ovulation

» Uterine fibroids

* Tubal blockages

* Cervical stenosis

* Reduced oocyte quality

» Chromosomal abnormalities

 Congenital anomalies of the uterus

* Immune system disorders

* Chronic illnesses such as diabetes, thyroid disease, asthma
» STIs

* Ectopic pregnancy

 Age older than 27

* Endometriosis

* Turner syndrome

* Eating disorders

* History of PID



* Smoking and alcohol consumption

* Multiple miscarriages

* Menstrual abnormalities

» Exposure to chemotherapeutic agents
* Psychological stress (Senie, 2014)

Risk factors for infertility in men include:
 Exposure to toxic substances (lead, mercury, x-rays, chemotherapy)
» 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
* Obesity is associated with decreased sperm quality
* Cushing syndrome
* Frequent long-distance cycling or running
» STIs
» Undescended testicles (cryptorchidism)
* Mumps after puberty (Puscheck & Woodward, 2015)



Therapeutic Management

As noted earlier, the main causes of infertility are female factor (anovulation,
tubal damage, endometriosis, and ovarian failure), male factor (low or absent
numbers of motile sperm in the ejaculate, and erectile dysfunction), or
unexplained infertility (Jin, 2015). 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. Treatment options include lifestyle changes,
such as weight loss, and smoking cessation; taking clomiphene to promote
ovulation; hormone injections to promote ovulation; intrauterine insemination;
and in vitro fertilization. Various ovulation-enhancement drugs and timed
intercourse might be used for the woman with ovulation problems. The woman
should understand a drug’s benefits and side effects before consenting to take it.
Depending on the type of drug used and the dosage, some women may
experience 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 artificial insemination (Fig. 4.2), IVF (Fig. 4.3), and egg donation,
or they may contract for a gestational carrier or surrogate (Jin, 2015). Table 4.3
lists selected treatment options for infertility.



Nursing Assessment

Infertile couples are under tremendous pressure and often keep the problem a
secret, considering it to be very personal. Couples are often beset by feelings of
inadequacy and guilt, and many are subject to pressures from both family and
friends. As the problem becomes more chronic, they may begin to blame one
another, with consequent marital discord. Seeking help is often a very difficult
step for them, and it may take a lot of courage to discuss something about which
they feel deeply embarrassed or upset. The nurse working in this specialty
setting 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 professional
interviewing skills.

FIGURE 4.2 Artificial insemination. Sperm are deposited next to the cervix (A) or injected directly into the

uterine cavity (B).

Infertility has numerous causes and contributing factors, so it is important to
use the process of elimination, determining what problems do not 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
couples to confront the reality that their desired pregnancy may not occur
naturally. Alleviate some of the anxiety associated with diagnostic testing by



explaining the timing and reasons for each test.

The initial screening evaluation for the male partner should include a
reproductive history and a semen analysis. From the male perspective, three
things must happen for conception to take place: the number of sperm must be
adequate; those sperm must be healthy and mature; and the sperm must be able
to penetrate and fertilize the egg. Normal males have more than 20 million
sperm per milliliter with greater than 50% motility (World Health Organization
[WHO], 2015). Semen analysis is the most important indicator of male fertility.
The man should abstain from 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 laboratory, it is
analyzed for volume, viscosity, number of sperm, sperm viability, motility, and
sperm shape. If semen parameters are normal, no further male evaluation is
necessary (Puscheck & Woodward, 2015).

Steps involved 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

Comments

MNursing Considerations

Fertility drugs

Clomiphene citrate
{Clomid)

A nonsteroidal synthetic antiestrogen used
to induce ovulation. Clomid is typically
discontinued after three cycles of use,

Nurse can advise the couple to have
intercourse every other day for 1 wk
starting alter day 5 of medication.

Human menopausal

gonadotropin (HMG),

Pergonal

Induces ovulation by diredt stimulation of
ovarian follicle

Same as above

Artificial insemination

The insertion of a prepared semen sample into
the cervical os or intrauterine cavitvEnables
sperm to be deposited closer to improve
chances of conception. Hushand or donor
sperm can be used.

Nurse needs 1o advise couple that
the procedure might need to be
repeated if not successful the first
time,

Assisted reproductive
technologies*

In vitro fertilization
(IVF)

Oocytes are fertilized in the lab and ransferred
o the uterus.

Usually indicated for tubal obstruction,
endometriosis, pelvic adhesions, and low
Sperm Counts

Nurse acdvises woman to take
medication to sumulate ovulation so
the mature pvum can be retrieved by
needle aspiration.

Gamete intrafallopian
transfer (GIFT)

Oocyies and sperm are combined and
immediately placed in the fallopian tube so
fertilization can occur naturally.

Requires laparoscopy and general anesthesia,
which increases risk

Nurse needs to inform couple of risks
and have consent signed.

Intracytoplasmic sperm
injection (ICSI)

One sperm is injected into the cytoplasm of the
oocyle (o fertilize it. Indicated for male factor
infertility.

Nurse needs to inform the male that
sperm will be aspirated by a needle
through the skin into the
epididymis.

Donor oocyies or

Eggs or sperm are retrieved from a donor and

Nurse needs to support couple in their

sperm the eggs are inseminated; resulting embryos ethical/religious discussions prior 1o
are transferred via IVE deciding,
Recommended for women older than 40 yrs and
those with poor-uality eggs.
Preimplantation genetic  Used to identify genetic delects in embryos Nurse should inform couple about this
diagnosis (PGD) created through IVF before pregnancy. This option and support them until test

is done specifically when one or both genetic

parents have a known genetic abnormality and

lesting is performed on an embryo to see if it
also carries a genetic abnormality.

resulls return.

Gestational carder
(surrogacy)

Laboratory fertilization takes place and embryos
are transferred to the uterus of another
woman, who will earry the pregnancy, Or

intrauterine insemination can be done with the

male sperm.
Medical-legal issues have resulted over the “true
ownership™ of the resulting infant.

Nurse should encourage an open
discussion regarding implications of
this method with the couple.

“When other options have been exhausted, these are considered.
Adapted from American Society for Reproductive Medicine, (2015). Freguently asked questions about infertility. Retrieved from
http/fwrwasmmong/detall.aspxtid=2322; Jin, J. (2015). Treatments for infertility. JaMA, 3105, 320-320; Puscheck, B B, &
Wiodward, T. L. £2015), Infertility. eMedicine. Retrieved from hitpe//emedicine misdscape. com/nticle/ 27414 Foverview

A recent study shows that social strain and stress are highest among couples
without a clear etiology for their infertility. These findings highlight the
clinically significant negative sexual, personal, and social strains of a perceived



infertility diagnosis for men (Cavallini, 2015). Nurses need to be very cognizant
of this impact on males and address it.
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;

 examination of the penis, scrotum, testicles, epididymis, and vas deferens for
abnormalities (e.g., nodules, irregularities, varicocele);

» assessment for normal development of external genitalia (small testicles);

» performance of a digital internal examination of the prostate to check for
tenderness or swelling (Dohle, 2015).

The initial assessment of the woman should include a thorough history of factors
associated with ovulation and the pelvic organs. Diagnostic tests to determine
female infertility may include:

* Assessment of ovarian function

* Ovulation predictor kits used midcycle

* Urinary LH level

 Clomiphene citrate challenge test

* Assessment of pelvic organs

* Papanicolaou (Pap) smear to rule out cervical cancer or inflammation
* Cervical culture to rule out any STIs

« Ultrasound to assess pelvic structures

* Hysterosalpingography to visualize structural defects

» Laparoscopy to visualize pelvic structures and diagnose endometriosis
(Dadhich, Ramasamy, & Lipshultz, 2015)

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 antibodies 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 presumably
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 fertilized). 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, 2016).

HYSTEROSALPINGOGRAPHY

Hystersalpingography is the gold standard in assessing patency (being open and
unobstructed) of the fallopian tubes. Fallopian tube obstruction is among the
most common causes of female factor infertility. Ultrasonography and magnetic
resonance imaging (MRI) are used in this assessment. In hysterosalpingography,
3 to 10 mL of an opaque contrast 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 fallopian 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) (Hemingway & Trew, 2015).

LAPAROSCOPY

A laparoscopy is usually performed early in the menstrual cycle. It is not part of
the routine infertility evaluation. It is used when abnormalities are found on the
ultrasound or the hysterosalpingogram. Because of the added risks of surgery,
the need for anesthesia, and operative costs, it is only used when clearly
indicated. 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 occlusion,
fibroids, or polycystic ovaries (Kodaman, 2015).



Nursing Management

Nurses play an important role in the care of infertile couples. They are pivotal
educators about preventive health care. A number of potentially modifiable risk
factors are associated with the development of impaired fertility 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 manner and
regards the couple as valued and respected individuals. The nurse must be
respectful of and mindful that many women may seek spiritual help for their
infertility issues in addition to traditional medical modalities (King et al., 2015).
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
provide information, anticipatory guidance, stress management, 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.

Insertion of a dye for a hysterosalpingogram. The contrast dye outlines the uterus and

fallopian tubes on an x-ray to demonstrate patency.

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. As couples struggle with infertility, they frequently turn to nurses for
empathy, counseling, and support. By understanding the struggles and lived
experiences of women and couples experiencing infertility, the nurse can tailor



his/her approach to better meet their needs so that the pregnancy and birth
experience of these women are healing, transformative, and positive.

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 (Ying & Loke, 2015).

Finances and insurance coverage often dictate the choice of treatment. Help
couples decipher their insurance coverage and help them weigh the costs of
various procedures by explaining what each will provide in terms of their
infertility problems. Assisting them to make a priority list of diagnostic tests and
potential treatment options will help the couple plan their financial strategy.

Many infertile couples are not prepared for the emotional roller coaster of
grief and loss that accompanies infertility treatments. Financial concerns and
coping as a couple are 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 approach to nursing care. Stress management and
anxiety reduction need to be addressed, and referral to a peer support group such
as RESOLVE might be in order (Box 4.4).



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, referrals, research,
support, and advocacy for couples dealing with infertility
(http://www.americaninfertility.org).

* Bertarelli Foundation—The Human Face of Infertility: aims to promote and
improve understanding of infertility by offering resources
(ihttp://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).



http://www.resolve.org
http://www.asrm.org
http://www.inciid.org
http://www.americaninfertility.org
http://www.bertarelli.edu
http://www.icsi.ws

CONTRACEPTION

Contraception is any method that prevents conception or childbirth, including
OCs, sterilization of the female, and the male condom, which are the most
popular methods in the United States (Alan Guttmacher Institute, 2015a).
Additional types of contraceptives are discussed later in this chapter.

In the United States, there are approximately 68 million women in their
childbearing years (between the ages of 15 and 44), and throughout those years a
variety of contraceptive methods may be used. Studies have shown that 98% of
sexually active women in the United States admit to having used at least one
form of contraception; however, despite the widespread use of contraceptives,
almost half of all pregnancies in the United States are unintended, accounting for
a higher unintended pregnancy rate than any other Western county (Centers for
Disease Control and Prevention [CDC], 2015b). As outlined in the United
Nations Population Fund (UNFPA) State of the World Population 2014 Report,
over 7 billion people inhabit the earth now and over 80 million people are added
to the world each year, more than half of whom are unintended.

In addition to unwanted pregnancies, which can result in abortion, some
contraceptives also help prevent transmission of STIs and human immune
deficiency virus (HIV). The UNFPA report also shows that about 50,000 people
in the United States become infected with HIV every year. Much of this
suffering could be prevented by access to and consistent use of safe, efficient,
appropriate, modern contraception for everyone who wants it, as well as proper
education regarding benefits and instructions for use (UNFPA, 2015). In
addition, climate change (extreme temperature changes and rising ocean levels)
will interact with population growth in ways that put additional stress on already
weak health systems and will exacerbate vulnerability to the adverse health
effects of climate change. The damage done to the environment by modern
society is perhaps one of the most inequitable health risks of our time (UNFPA
2015).

Today, the voluntary control of fertility is of vital importance to modern
society. From a global perspective, countries currently face a crisis of rapid
population growth that has begun to threaten human survival. At the present rate,
the population of the world will double in 40 years; in several of the more
socioeconomically disadvantaged countries, populations will double in less than



20 years (UNFPA 2015).
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Objective

Nursing Significance

FP-1 Increase

the proportion of
pregnancies that are
intended.

FP-2 Reduce the
proportion of

females experiencing
pregnancy despite
use of a reversible
contraceptive method.

FP-3 Increase the
proportion of publicly
funded family planning
clinics that offer the
full range of FDA-
approved methods

of contraception,
including emergency
contraception, on site.

FP-7 Increase the
proportion of sexually
active persons who
received reproductive
health services.

Would reduce number of
unplanned 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 and accessibility
brings about better
compliance and prevention
of unintended pregnancies.

Would increase accessibility
to contraception and
prevent unintended
pregnancies.

Accessibility of
reproductive resources can
offer pregnancy prevention
and preventive education.

Healthy Paople objectives based on data from

http: /fwww healttvpeople.gov




Types of Contraceptive Methods

Contraceptive methods can be divided into four types: behavioral methods,
barrier methods, hormonal methods, and permanent methods. Women must
decide which method is appropriate for them to meet their changi