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Preface

A comprehensive review essential for those preparing
to take the midwifery (AMBC) or women’s health nurse
practitioner certification (NCC) examinations. The
Midwifery & Women’s Health Nurse Practitioner Certi-
fication Review Guide was developed for both of these
nursing specialties because of the many commonalities
they share that enhance the delivery of care to women
during their life span. Experts in the field of women’s
health as well as midwifery combined their expertise
and wisdom to provide an invaluable resource that
will not only assist women’s health nurse practitio-
ners and midwives in their pursuit of success on their
respective certification examinations, but assist them
in their delivery of care in the practice setting. In addi-
tion, multiple resources have been utilized to ensure
the integrity of this text so that it is representative of the
kinds of questions that may be encountered by both
specialties during the examination process.

Although the birthing process itself may not fall
within the realm of the women’s health nurse practi-
tioner practice, the knowledge of the process will add
a valuable component which can only improve the
quality of the care provided by the nurse practitioner.
An acute awareness of the childbearing process and its
implications throughout a woman’s life span can only
improve the outcome of care delivered.

Many nurses preparing for certification examina-
tions find that reviewing an extensive body of scien-
tific knowledge requires a very difficult search of many
sources that must be synthesized to provide a review
base for the examination. The purpose of this review

guide is to provide a succinct, yet comprehensive
review of the core material.

The book has been organized to provide the reader
with test-taking and study strategies first. This is an
imperative prerequisite for success in the certification
examination arena.

This chapter is followed by chapters on General
Health Assessment and Health Promotion, Women’s
Health, Pregnancy, Midwifery Care of Newborn, Intra-
partum and Postpartum, Gynecological Disorders/
Problems, and Nongynecological Disorders. The final
chapter addresses professional issues that directly
impact the midwife and nurse practitioner, including
nursing research, roles, ethical issues, health policy/
legislative issues, and legal aspects of practice.

Following each chapter are test questions, which
are intended to serve as an introduction to the testing
arena. These questions are representative of those
found on the examinations. A bibliography is included
at the completion of each chapter for those who need a
more in depth discussion of the subject matter.

The editor and contributing authors are certified
nurse practitioners and certified nurse midwives. They
have designed this book to assist potential examinees
to prepare for success in the certification examination
process as well as improve the examinee’s knowledge in
the practice setting.

It is assumed that the reader of this review guide has
completed a course of study in either a women’s health
nurse practitioner or midwifery program. It is not
intended to be a basic learning tool.

vii
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Test-Taking Strategies

and Technigues

We all respond to testing situations in different ways.
What separates the successful test taker from the un-
successful one is knowing how to prepare for and take a
test. Preparing yourself to be a successful test taker is as
important as studying for the test. Each person needs
to assess and develop their own test-taking strategies
and skills. The primary goal of this chapter is to assist
potential examinees in knowing how to study for and
take a test.

O STRATEGY #1: KNOW YOURSELF

When faced with an examination, do you feel threat-
ened, experience butterflies or sweaty palms, or have
trouble keeping your mind focused on studying or on
the test questions? These common symptoms of test
anxiety plague many of us, but can be used advanta-
geously if understood and handled correctly (Divine
& Kylen, 1979). Over the years of test taking, each of
us has developed certain testing behaviors, some of
which are beneficial, while others present obstacles to
successful test taking. You can take control of the test-
taking situation by identifying the undesirable behav-
iors, maintaining the desirable ones, and developing
skills to improve test performance.

O STRATEGY #2: DEVELOP YOUR
THINKING SKILLS

Understanding Thought Processes

In order to improve your thinking skills and subsequent
test performance, it is best to understand the types

of thinking as well as the techniques to enhance the
thought process. Everyone has a personal learning
style, but we all must proceed through the same pro-
cess to think.

Thinking occurs on two levels—the lower level of
memory and comprehension and the higher level of ap-
plication and analysis (ABP, 1989). Memory is the abil-
ity to recall facts. Without adequate retrieval of facts,
progression through the higher levels of thinking can-
not occur easily. Comprehension is the ability to under-
stand memorized facts. To be effective, comprehension
skills must allow the person to translate recalled infor-
mation from one context to another. Application, or the
process of using information to know why it occurs, is
a higher form of learning. Effective application relies
on the use of understood memorized facts to verify in-
tended action. Analysis is the ability to use abstract or
logical forms of thought to show relationships and to
distinguish the cause and effect between the variables
in a situation.

As applied to testing situations, the thought pro-
cess from memory to analysis occurs quite quickly.
Some examination items are designed to test memory
and comprehension, while others test application
and analysis. An example of a memory question is as
follows:

Clients’ initial response to learning that they have a
terminal illness is generally:

a) Depression
b) Bargaining
c¢) Denial
d) Anger
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To answer this question correctly, the individual has
to retrieve a memorized fact. Understanding the fact,
knowing why it is important or analyzing what should
be done in this situation is not needed. An example of a
question that tests comprehension is as follows:

Shortly after having been informed that she is in the
terminal stages of breast cancer, Mrs. Jones begins to
talk about her plans to travel with her husband when
he retires in two years. The nurse should know that:

a) The diagnosis could be wrong and Mrs. Jones may
not be dying.

b) Mrs. Jones is probably responding to the news by
using the defense mechanism of denial.

¢) Mrs. Jones is clearly delusional.

d) Mrs. Jones is not responding in the way most cli-
ents would.

In order to answer this question correctly, an indi-
vidual must retrieve the fact that denial is often the first
response to learning about a terminal illness and that
Mrs. Jones’ behavior is indicative of denial.

In a higher level of thinking examination question,
individuals must be able to recall a fact, understand
that fact in the context of the question and apply this
understanding to explaining why one answer is correct
after analyzing the answer choices as they relate to the
situation (Sides & Cailles, 1989). An example of an ap-
plication analysis question is as follows:

Mr. Smith has just learned that he has an inoperable
brain tumor. His comment when the nurse speaks to
him later is, “This can’t possibly be true. Mistakes are
made in hospitals all the time. They might have mixed
up my test results.” The nurse’s most appropriate re-
sponse would be to:

a) Refer Mr. Smith for a psychiatric consultation

b) Neither agree nor disagree with Mr. Smith’s
comment

c¢) Confront Mr. Smith with his denial

d) Agree with Mr. Smith that mistakes can happen
and tell him you will see about getting repeat
tests

To answer this question correctly, the individual must
recall the fact that denial is often the initial response to
learning about a terminal illness; understand that Mr.
Smith’s response in this case is evidence of the normal
use of denial; apply this knowledge to each option, un-
derstanding why it may or may not be correct; and ana-
lyze each option for what action is most appropriate for
this situation. Application/analysis questions require
the examinee to use logical rationale, which demon-
strates the ability to analyze a relationship, based on
a well-defined principle or fact. Problem-solving abil-
ity becomes important as the examinee must think
through each question option, deciding its relevance
and importance to the situation of the question.

Building Your Thinking Skills

Effective memorization is the cornerstone to learning
and building thinking skills (Olney, 1989). We have all
experienced “memory power outages”’ at some time,
due in part to trying to memorize too much, too fast,
too ineffectively. Developing skills to improve memo-
rization is important to increasing the effectiveness of
your thinking and subsequent test performance.

Technique #1

Quantity is not quality, so concentrate on learning im-
portant content. For example, it is important to know
the various pharmacologic agents appropriate for the
management of chronic obstructive pulmonary disease
(COPD), not the specific dosages for each medication.

Technique #2

Memory from repetition, or saying something over and
over again to remember it usually fades. Developing
memory skills that trigger retrieval of needed facts is
more useful. Such skills are as follows:

Acronyms

These are mental crutches that facilitate recall. Some
are already established such as PERRL (pupils equal,
round, reactive to light), or PAT (paroxysmal atrial
tachycardia). Developing your own acronyms can be
particularly useful since they are your own word associ-
ation arrangements in a singular word. Nonsense words
or funny, unusual ones are often more useful since they
attract your attention.

Acrostics

This mental tool arranges words into catchy phrases.
The first letter of each word stands for something that
is recalled as the phrase is said. Your own acrostics are
most valuable in triggering recall of learned informa-
tion since they are your individual situation associa-
tions. An example of an acrostic is as follows:

Kissing Patty Produces Affection stands for the
four types of nonverbal messages: Kinesics, Para-
language, Proxemics, and Appearance.

ABCs

This technique facilitates information retrieval by using
the alphabet as a crutch. Each letter stands for a symp-
tom, which when put together creates a picture of the
clinical presentation of the disease. For example, the
characteristics of the disease and symptoms of osteoar-
thritis using the ABC technique are as follows:

a) Aching or pain

b) Being stiff on awakening

c) Crepitus

d) Deterioration of articular cartilage

e) Enlargements of distal interphalangeal joints
f) Formation of new bone at joint surface



g) Granulation inflammatory tissue
h) Heberden’s nodes

One Letter

Recall is enhanced by emphasizing a single letter. The
major symptoms of schizophrenia are often remem-
bered as follows:

Affect (flat)
Autism
Auditory hallucinations

Imaging

This technique can be used in two ways. The first is
to develop a nickname for a clinical problem that
when said produces a mental picture. For example,
“a wan, wheezy pursed lip” might be used to visual-
ize a patient with pulmonary emphysema who is thin,
emaciated, experiencing dyspnea, with a hyperin-
flated chest, who has an elongated expiratory breath-
ing phase. A second form of imaging is to visualize a
specific patient while you are trying to understand or
solve a clinical problem when studying or answering
a question. For example, imagine an elderly man who
is experiencing an acute asthma attack. You are trying
to analyze the situation and place him in a position
that maximizes respiratory effort. In your mind you vi-
sualize him in various positions of side lying, angular
and forward, imaging what will happen to the man in
each position. A second form of imaging is to visual-
ize a specific situation while you are trying to answer
a question. For example, if you are trying to remember
how to describe active listening or physical attend-
ing skills, see yourself in a comfortable environment,
facing the other person, with open posture and eye
contact.

Rhymes, Music, and Links

The absurd is easier to remember than the most com-
mon. Rhymes, music, or links can add absurdity and
humor to learning and remembering (Olney, 1989).
These retrieval tools are developed by the individual
for specific content. For example, making up a rhyme
about diabetes may be helpful in remembering the pre-
dominant female incidence, origin of disease, primary
symptoms, and management, as illustrated by:

There once was a woman
whose beta cells failed.

She grew quite thirsty

and her glucose levels sailed.
Her lack of insulin caused her to
increase her intake,

And her increased urinary output
was certainly not fake.

So she learned to watch her diet
and administer injections

That kept her healthy, happy
and free of complications.

Strategy #3: Know the Content 3

Words that rhyme can also be used to jog the mem-
ory about important characteristics of phenomena. For
example, the stages of group therapy can be remem-
bered and characterized by the following, according to
Tuckman (1965):

Forming
Storming
Norming
Performing

Setting content to music is sometimes useful for re-
membering. Melodies that are repetitious jog the mem-
ory by the ups and downs of the notes and the rhythm
of the music.

Links connect key words from the content by using
them in a story. An example given by Olney (1989) for
remembering the parts of an eye is: IRIS watched a PU-
PIL through the LENS of a RED TIN telescope while eat-
ing CORN-EA on the cob.

Additional memory aids may also include the use
of color or drawing for improving recall. Use different
colored pens or paper to accentuate the material being
learned. For example, highlight or make notes in blue
for content about respiratory problems and in red for
cardiovascular content. Drawing assists with visualiz-
ing content as well. This is particularly helpful for re-
membering the pathophysiology of the specific health
problem.

The important thing to remember about remem-
bering is to use good recall techniques.

Technique #3

Improving higher-level thinking skills involves exer-
cising the application and analysis of memorized fact.
Small group review is particularly useful for enhancing
these high level skills. It allows verbalization of thought
processes and receipt of input about content and
thought process from others (Sides & Cailles, 1989).
Individuals not only hear how they think, but how oth-
ers think as well. This interaction allows individuals
to identify flaws in their thought process as well as to
strengthen their positive points.

Taking practice tests is also helpful in developing
application/analysis thinking skills. These tests permit
the individual to analyze thinking patterns as well as
the cause-and-effect relationships between the ques-
tion and its options. The problem-solving skills needed
to answer application/analysis questions are tested,
giving the individual more experience through practice
(Dickenson-Hazard, 1990).

O STRATEGY #3: KNOW THE CONTENT

Your ability to study is directly influenced by organiza-
tion and concentration (Dickenson-Hazard, 1990). If
effort is spent on both of these aspects of exam prepa-
ration, examination success can be increased.
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Preparation for Studying: Getting
Organized

Study habits are developed early in our educational
experiences. Some of our habits enhance learning, al-
though others do not. To increase study effectiveness,
organization of study materials and time is essential.
Organization decreases frustration, allows for easy re-
sumption of study, and increases concentrated study
time.

Technique #1

Create your own study space. Select a study area that
is yours alone, free from distractions, comfortable and
well lighted. The ventilation and room temperature
should be comfortable since a cold room makes it dif-
ficult to concentrate and a warm room may make you
sleepy (Burkle & Marshak, 1989). All your study materi-
als should be left in your study space. The basic premise
of a study space is that it facilitates a mind set that you
are there to study. When you interrupt study, it is best to
leave your materials just as they are. Do not close books
or put away notes as you will just have to relocate them,
wasting your study time, when you do resume study.

Technique #2

Define and organize the content. From the test giver, se-
cure an outline or the content parameters that are to be
examined. If the test giver’s outline is sketchy, develop a
more detailed one for yourself using the recommended
text as a guideline. Next, identify your available study
resources: class notes, old exams, handouts, textbooks,
review courses, or study groups. For national standard-
ized exams, such as initial licensing or certification, it
is best to identify one or two study resources that cover
the content being tested and stick to them. Attempt-
ing to review all available resources is not only mind
boggling, but increases anxiety and frustration as well.
Make your selections and stay with them.

Technique #3

Conduct a content assessment. Use a simple rating
scale such as the following:

1 = requires no review

2 =requires minimal review
3 =requires intensive review
4 = start from the beginning

Read through the content outline and rate each con-
tent area (Dickenson-Hazard, 1990). Table 1-1 provides
a sample exam content assessment. Be honest with
your assessment. It is far better to recognize your con-
tent weaknesses when you can study and remedy them,
rather than thinking during the exam how you wished
you had studied more. Likewise with content strengths:
if you know the material, do not waste time studying it.

B Table 1-1 Sample Content Assessment

Exam Content: Theories & Skills

Rating:
Category: Provided Provided by
by Test Giver Examinee
Group dynamics 2

Group process

Behavior modification

Crisis intervention

Reality therapy

Communication process

Interviewing skills

Self-care

Decision making

Legal/ethical issues

Cognitive techniques

Mental status evaluation

Problem solving

Community resources evaluation

Nursing process

Nursing theory

Role theory

Change theory

Communication theories

Organizational theory

Research design

Research evaluation

Research application

Team building

Conflict management
Teaching/learning skills

Supervisory skills

Observation skills

Evaluation skills

Nursing diagnosis
DSM IV
Grief and loss theory

Death and dying

Stress management theory

Stress management skills

Family dynamics

Assertiveness training skills

PAIWINIAININWMWIWINIWIWIWINIWININININININIWIN[WIWIW|W|ININ|=|hlWW |~ |=|W(N

Motivation skills

Houseman, C. (Ed.). (1998). Psychiatric certification review guide for
the generalist and clinical specialist in adult, child, and adolescent
psychiatric and mental health nursing (2nd ed.). Sudbury, MA:
Jones and Bartlett.
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Goal: Achieve a passing grade on the certification exam. Time available: 2 Months

Objective

Activity

Date Accomplished

Understand elements of milieu
therapy

Read section in Chapter 2

Feb. 5 & 6, 1 hour each day

Read notes from review class and combine Feb. 7, 1 hour

with notes taken from text

Review combined notes and sample test

questions

Feb. 8, 1 hour

Master social/cultural/ethnic

factors chapter content

Read section in Chapter 2—take notes on

Feb. 9 & 10, 1 hour each day

Read notes from review class and combine Feb. 11, 1 hour
with notes taken from text

Review combined notes and sample test Feb. 12, 1 hour
questions
Know material contained in Read ANA Publication—Take notes on Feb. 13 & 14, 1 hour each day

Code for Nurses with Interpretive content
Statements

Houseman, C. (Ed.). (1998). Psychiatric certification review guide for the generalist and clinical specialist in adult, child, and adolescent
psychiatric and mental health nursing (2nd ed.). Sudbury, MA: Jones and Bartlett.

Technique #4

Develop a study plan. Coordinate the content that
needs to be studied with the time available (Sides &
Cailles, 1989). Prioritize your study needs, starting with
weak areas first. Allow for a general review at the end
of the study plan. Lastly, establish an overall goal for
yourself—something that will motivate you when it is
brought to mind.

Table 1-2 illustrates a study plan developed on the ba-
sis of the exam content assessment in Table 1-1. Con-
ducting an assessment and developing a study plan
should require no more than 50 minutes. It is a wise
investment of time with potential payoffs of reduced
study stress and enhanced exam success.

Technique #5

Begin now and use your time wisely. The smart test
taker begins the study process early (Olney, 1989). Sit
down, conduct the content assessment and develop a
study plan as soon as you know about the exam. Do not
procrastinate!

Getting Down To Business:
The Actual Studying

There is no better way to prepare for an examination
than individual study (Dickenson-Hazard, 1989). The
responsibility to achieve the goal you set for this exam
lies with you alone. The means you employ to achieve
this goal do vary and should begin with identifying

your peak study times and using techniques to maxi-
mize them.

Technique #1

Study in short bursts. Each of us have our own biologic
clock that dictates when we are at our peak during
the day. If you are a morning person, you are gener-
ally active and alert early in the day, slowing down and
becoming drowsy by evening. If you are an evening per-
son, you do not completely wake up until late morning
and hit your peak in the afternoon and evening. Each
person generally has several peaks during the day. It is
best to study during those times when your alertness is
at its peak (Dickenson-Hazard, 1990).

During our concentration peaks, there are mini-
peaks, or bursts of alertness (Olney, 1989). These alert-
ness peaks of a concentration peak occur because levels
of concentration are at their highest during the first part
and last part of a study period. These bursts can vary
from 10 minutes to 1 hour depending on the extent of
concentration. If studying is sustained for 1 hour there
are only two mini peaks; one at the beginning and one
at the end. There are eight mini-peaks if that same hour
is divided into 4, 10-minute intervals. Hence it is more
helpful to study in short bursts (Olney, 1989). More can
be learned in less time.

Technique #2

Cramming can be useful. Since concentration ability
is highly variable, some individuals can sustain their
mini-peaks for 15, 20, or even 30 minutes at a time.
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Pushing your concentration beyond its peak is fruitless
and verges on cramming, which in general is a poor
study technique. There are, however, times when cram-
ming, a short-term memory tool, is useful. Short-term
memory generally is at its best in the morning. A quick
review or cram of content in the morning can be useful
the day of the exam (Olney, 1989). Most studying, how-
ever, is best accomplished in the afternoon or evening
when long-term memory functions at its peak.

Technique #3

Give your brain breaks. Regular times during study to
rest and absorb the content are needed by the brain.
The best approach to breaks is to plan them and give
yourself a conscious break (Dickenson-Hazard, 1990).
This approach eliminates the “day dreaming” or “wan-
dering thought” approach to breaks that many of us
use. It is better to get up, leave the study area and do
something non-study related for longer breaks. For
shorter breaks of 5 minutes or so, leave your desk, gaze
out the window or do some stretching exercises. When
your brain says to give it a rest, accommodate it! You
will learn more with less stress.

Technique #4

Study the correct content. It is easy for all of us to be-
come bogged down in the detail of the content we are
studying. However, it is best to focus on the major con-
cepts or the “state of the art” content. Leave the details,
the suppositions and the experience at the door of your
study area. Concentrate on the major textbook facts
and concepts that revolve around the subject matter
being tested.

Technique #5

Fit your studying to the test type. The best way to pre-
pare for an objective test is to study facts, particularly
anything printed in italics or bold. Memory enhancing
techniques are particularly useful when preparing for
an objective test. If preparing for an essay test, study
generalities, examples, and concepts. Application tech-
niques are helpful when studying for this type of an
exam (Burkle & Marshak, 1989).

Technique #6

Use your study plan wisely. Your study plan is meant
to be a guide, not a rigid schedule. You should take
your time with studying. Do not rush through the con-
tent just to remain on schedule. Occasionally study
plans need revision. If you take more or less time than
planned, readjust the plan for the time gained or lost.
The plan can guide you, but you must go at your own
pace.

Technique #7

Actively study. Being an active participant in study
rather than trying to absorb the printed word is also

helpful. Ways to be active include: taking notes on the
content as you study; constructing questions and an-
swering them; taking practice tests; or discussing the
content with yourself. Also, using your individual study
quirks is encouraged. Some people stand, others walk
around and some play background music. Whatever
helps you to concentrate and study better, you should
use.

Technique #8

Use study aids. Although there is no substitute for in-
dividual studying, several resources, if available, are
useful in facilitating learning. Review courses are an
excellent means for organizing or summarizing your
individual study. They generally provide the content
parameters and the major concepts of the content that
you need to know. Review courses also provide an op-
portunity to clarify not-well-understood content, as
well as to review known material (Dickenson-Hazard,
1990). Study guides are useful for organizing study.
They provide detail on the content that is important
to the exam. Study groups are an excellent resource for
summarizing and refining content. They provide an op-
portunity for thinking through your knowledge base,
with the advantage of hearing another person’s point of
view. Each of these study aids increases understanding
of content and when used correctly, increases effective-
ness of knowledge application.

Technique #9

Know when to quit. It is best to stop studying when
your concentration ebbs. It is unproductive and frus-
trating to force yourself to study. It is far better to rest or
unwind, then resume at a later point in the day. Avoid
studying outside your morning or afternoon concen-
tration peaks and focus your study energy on your right
time of day or evening.

O STRATEGY #4: BECOME TEST-WISE

Most nursing examinations are composed of multiple-
choice questions (MCQs). This type of question re-
quires the examinee to select the best response(s) for
a specific circumstance or condition. Successful test
taking is dependent not only on content knowledge
but on test-taking skill as well. If you are unable to im-
part your knowledge through the vehicle used for its
conveyance, i.e., the MCQ, your test-taking success is
in jeopardy.

Technique #1

Recognize the purpose of a test question. Most test
questions are developed to examine knowledge at two
separate levels: memory and application. A memory
question requires the examinee to recall and com-
prehend facts from their knowledge base while an



application question requires the examinee to use and
apply the knowledge (ABP, 1989). Memory questions
test recall, but application questions test synthesis and
problem-solving skills. When taking a test you need to
be aware of whether you are being asked a fact or to use
that fact.

Technique #2

Recognize the components of a test question. Multiple
choice questions may include the basic components of
a background statement, a stem and a list of options.
The background statement presents information that
facilitates the examinee in answering the question. The
stem asks or states the intent of the question. The op-
tions are four to five possible responses to the question.
The correct option is called the keyed response and all
other options are called distractors (ABP, 1989). Know-
ing the components of a test question helps you sift
through the information presented and focus on the
question’s intent (see Table 1-3).

Technique #3

Recognize the item types. Basically two styles of MCQs
are used for examinations. One requires the examinee
to select the one best answer; the other requires se-
lection of multiple correct answers. Among the one-
best-answer styles there are three types. The A type
requires the selection of the best response among
those offered. The B type requires the examinee to
match the options with the appropriate statement.
The X type asks the examinee to respond either true
or false to each option (ABP, 1989). Most standardized
tests, such as those used for nursing licensure and
certification, are composed of four or five option-A
type questions.

H Table 1-3 Anatomy of a Test Question

Strategy #5: Apply Basic Rules of Test Taking 7

Technique #4

Practice, practice, practice. Taking practice tests can
improve performance. Although they can assist in eval-
uation of your knowledge, their primary benefit is to
assist you with test-taking skills. You should use them
to evaluate your thinking process, your ability to read,
understand and interpret questions, and your skills in
completing the mechanics of the test.

Exam resources, including sample questions for the
American Nurses Credentialing Center (ANCC) cer-
tification exams, are available online at: http://www.
nursecredentialing.org/Certification/ExamResources.aspx.

O STRATEGY #5: APPLY BASIC RULES
OF TEST TAKING

Technique #1

Follow your regular routine the night before a test. Eat
familiar foods. Avoid the temptation to cram all night.
Go to bed at your regular time (Nugent and Vitale,
1997).

Technique #2

Be prepared for exam day. It is important to familiarize
yourself with the test site, the building, the parking, and
travel route prior to the exam day. If you must travel,
arrive early to allow time for this familiarization. It is
helpful to make a list of things you need on the exam
day: pencils, admission card, watch, and a few pieces
of hard candy as a quick energy source. On exam day
allow yourself plenty of time to arrive at the site. Wear
comfortable clothes and have a good breakfast that
morning.

Background statement

A woman brings her 65-year old mother in to see a clinical nurse specialist

because she is concerned that it is now a month since her mother was
widowed, and she continues to be tearful when talking about the loss
and wants to visit the grave regularly.

Stem Which of the following initial approaches would most likely result in
compliance with your nursing recommendations?

Options

a. Three or four short questions followed by a request to a psychiatrist to

prescribe an antidepressant
b. Immediate reassurance only
c. Careful listening and open-ended questions
d. Referring the mother to a support group

Houseman, C. (Ed.). (1998). Psychiatric certification review guide for the generalist and clinical specialist in adult, child, and adolescent
psychiatric and mental health nursing (2nd ed.). Sudbury, MA: Jones and Bartlett.
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Technique #3

Understand all the directions for the test. Know if the
test has a penalty for guessing or if you should attempt
every question (Nugent and Vitale, 1997).

Technique #4

Read the directions carefully. An exam may have sev-
eral types of questions. Be on the lookout for changing
item types and be sure you understand the directions
on how you are to answer before you begin reading the
question.

Technique #5

Use time wisely and effectively. Allow no more than 1
minute per question. Skip difficult questions and re-
turn to them later or make an educated guess.

Technique #6

Read and consider all options. Be systematic and use
problem-solving techniques. Relate options to the
question and balance them against each other.

Technique #7

Check your answers. Reconsider your answers, espe-
cially those in which you made an educated guess. You
may have gained information from subsequent ques-
tions that is helpful in answering previous questions or
may be less anxious and more objective by the end of
the test.

O SOME DOS & DON'TS TO
REMEMBER

* Do identify key words in the stem before looking at
options.

* Do confine your thinking to the information
provided.

* Do eliminate wrong answers and focus on the one
or two most likely correct responses.

* Do guess; generally there is no penalty (loss of extra
points) for having done so—true for ANCC exams.
¢ Don'’t spend too much time on any one question—

itis a timed examination.
e Don't second-guess—your first response is likely
the best response.
¢ If you tend to second-guess your responses, only
review questions that you could not answer on
the first pass through the exam—computer-
based exams allow you to mark questions that
you may want to address later in the exam.
e Don't change an answer without a good reason,
such as having misread the question.

Considerations for computerized
examinations:

All ANCC certification examinations are computer-
based exams.

¢ Be sure that you have completed all information
needed to register for the exam.

e Bring a photo ID—If a letter of authorization is
needed, have it with you.

e If you are easily distracted by sound, consider us-
ing earplugs (these may be available at the testing
center; check before using your own).

¢ Personal items such as books, laptop computers,
iPods, cellular telephones, food or drink are not al-
lowed during testing, secure these items elsewhere.

e Arrive 30 minutes before the appointed testing
time.

e If you are not comfortable taking exams using a
computer, consider taking a practice exam usually
available at the examination site.

e Use computer-based practice exams, particularly if
you are unfamiliar with this testing format. Sample
online questions for each ANCC certification exam
are available at: http://www.nursecredentialing.
org/Certification/ExamResources.aspx.

e Know what to do if you experience any electronic
or other difficulties during the examination. In ad-
dition to addressing the issue at the test site, you
should also notify the certifying board (inform
ANCC about problems during exam using the post-
test survey).

O STRATEGY #6: PSYCH YOURSELF
UP: TAKING TESTS IS STRESSFUL

Although a little stress can be productive, too much
can incapacitate you in your studying and test taking
(Divine & Kylen, 1979). For persons with severe test
anxiety, interventions such as cognitive therapy, sys-
tematic desensitization, study skills counseling and
biofeedback have all been used with some success
(Spielberger, 1995). Techniques derived from these ap-
proaches can influence the results achieved by chang-
ing attitudes and approaches to test taking and thereby
reducing anxiety. Psyching yourself up can have a posi-
tive effect and make examinations a nonanxiety-laden
experience (Dickenson-Hazard, 1990). The following
techniques are based on the principles of successful
test taking as presented by Sides & Cailles (1989). In-
corporation of these techniques can improve response
and performance in examination situations.

Technique #1

Adopt an “I can” attitude. Believing you can succeed
is the key to success. Self-belief inspires and gives you



the power to achieve your goals. Without a success atti-
tude, the road to your goal is much harder. We all stand
an equal chance of success in this world. It is those
who believe they can who achieve it. This “I can” atti-
tude must permeate all your efforts in test taking, from
studying to improving your skills, to actually writing the
test.

Technique #2

Take control. By identifying your goal, deciding how to
accomplish it and developing a plan for achieving it,
you take control. Do not leave your success to chance;
control it through action and attitude.

Technique #3

Think positively. Examinations are generally based on
a standard that is the same for all individuals. Every-
one can potentially pass. Performance is influenced
not only by knowledge and skill but by attitude as well.
Those individuals who regard an exam as an opportu-
nity or challenge will be more successful.

Technique #4

Project a positive self-fulfilling prophecy. While prepar-
ing for an examination, project thoughts of the posi-
tive outcomes you will experience when you succeed.
Self-talk is self-fulfilling. Expect success, not failure, for
yourself.

Technique #5

Feel good about yourself. Without feeling a sense of
positive self-worth, passing an examination is difficult.
Recognize your professional contributions and give
yourself credit for your accomplishments. Think “I will
pass,” not “I suppose I can.”

Technique #6

Know yourself. Focus exam preparation and test taking
on your strengths. Try to alter your weaknesses instead
of becoming hung up on them. If you tend to overana-
lyze, study and read test questions at face value. If you
are a speed demon when taking a test, slow down and
read more carefully.

Technique #7

Failure is a possibility. We all have failed at something
at some point in our lives. Rather than dwelling on the
failure, making excuses and believing you will fail again,
recognize your mistakes and remedy them. Failure is a
time to begin again; use it as a motivator to do better. It
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is not the end of the world unless you allow it to be. It is
best to deal with the failure and move on, otherwise it
interferes with your success.

Technique #8

Persevere, persevere, persevere! Endurance must un-
derlie all your efforts. Call forth those reserve energies
when you have had all you think you can take. Rely
upon yourself and your support systems to help you
maintain a sense of direction and keep your goal in the
forefront.

Technique #9

Motivation is muscle. Most individuals are motivated
by fear or desire. The fear in an exam situation may be
one of failure, the unknown or discovery of imperfec-
tion. Put your fear into perspective; realize you are not
the only one with fear and that all have an equal oppor-
tunity for success. Develop strategies to reduce fear and
use fear to your advantage by improving the imperfec-
tions. Desire is a powerful motivator, and you should
keep the rewards of your desire foremost in your mind.
Whatever motivates you, use it to make you success-
ful. Reward yourself during your exam preparation and
once the exam has been completed. You alone hold the
key to success; use what you have wisely.

O SUMMARY

This chapter has provided concepts, strategies and
techniques for improving study and test-taking skills.
Your first task in improvement is to know yourself: how
you study and how you take a test. You should use your
strengths and remedy the weaknesses. Next you need
to develop your thinking skills. Work on techniques
to improve memory and reasoning. Now you need to
organize your study and concentrate on using your
strengths and these new and improved skills to be suc-
cessful. Create a study space, develop a plan of action,
then implement that plan during your periods of peak
concentration. Before taking the exam, be sure you un-
derstand the components of a test question, can iden-
tify key words and phrases and have practiced. Apply
the test-taking rules during the exam process. Finally,
believe in yourself, your knowledge, and your talent.
Believing you can accomplish your goal facilitates the
fact that you will.
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General Health

Assessment and
Health Promotion

O HEALTH HISTORY

Purpose and correlation to physical examination

d. Summarize current health status and
health promotion/disease prevention
needs if client has no presenting problem

1. Begins the client—clinician relationship Past health history
2. Identifies the client’s main concerns a. General state of health as client perceives
3. Provides information for risk assessment and it
health promotion b. Childhood illnesses
4. Provides focus for physical examination and c. Major adult illnesses
diagnostic/screening tests e. Psychiatric illnesses
5. Provides information about cultural variations f.  Accidents/injuries
in health beliefs and practices g. Surgeries/other hospitalizations
h. Blood transfusions—dates and number of
e Components of the health history units
1. Reason for visit/chief complaint—brief state- Current health status
ment in client’s own words of reason for seek- a. Current medications—prescription, over-
ing health care the-counter, herbal
2. Presenting problem/illness—chronological ac- b. Allergies—name of allergen, type of

count of problem(s) for which client is seeking
care
a. Description of principle symptoms should

reaction
c. Tobacco, alcohol, illicit drugs—type,
amount, frequency

include d. Nutrition—24-hour diet recall, recent
OLDCARTS mnemonic: weight changes, eating disorders, special
(1) Onset diet
(2) Location e. Screening tests—dates and results
(3) Duration f. Immunizations—dates
(4) Characteristics g. Sleep patterns
(5) Aggravating/Associated factors h. Exercise/leisure activities
(6) Relieving factors i.  Environmental hazards
(7) Temporal factors j.  Use of safety measures—safety belts,
(8) Severity smoke detectors
b. Include pertinent negatives in symptom k. Disabilities—functional assessment if

descriptions
c. Describe impact of illness/problem on cli-
ent’s usual lifestyle

indicated
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5. Family health history—provide information
about possible genetic, familial and environ-
mental associations with client’s health

a.

Age and health or age and cause of death
of immediate family members—parents,
siblings, children, spouse/significant other
Specific conditions to ask about include—
heart disease, hypertension, stroke, dia-
betes, cancer, epilepsy, kidney disease,
thyroid disease, asthma, arthritis, blood
diseases, tuberculosis, alcoholism, aller-
gies, congenital anomalies, mental illness
Indicate if client is adopted and/or does
not know family health history

6. Psychosocial/cultural health history

®eo a0 TR

Living situation

Support system

Stressors (including violence)

Typical day

Religious beliefs

Outlook on present and future

Special issues to address with adolescent

clients include (HEADSS) Home, Educa-

tion, Activities, Drugs, Sex, Suicide

Cultural assessment considerations

(1) Cultural/ethnic identification—place
of birth, length of time in country

(2) Communication—language spoken,
use of nonverbal communication, use
of silence

(3) Space—degree of comfort with dis-
tance between self and other, degree
of comfort with touching by another

(4) Social organization—family structure
and roles, influence of religion

(5) Time—past, present or future ori-
ented, view of time—clock-oriented
or social-oriented

(6) Environmental control—internal or
external locus of control, belief in su-
pernatural forces

7. Obstetric history—may include in separate
section, past health history or review of sys-
tems—includes all pregnancies regardless of
outcome

a.

b.

Gravidity—total number of pregnancies

including a current pregnancy

Parity—total number of pregnancies

reaching 20 weeks or greater gestation

(1) Include term, preterm, and stillbirth
deliveries

(2) Include length of each pregnancy,
type of delivery, weight and sex of
infant, length of labor, complications
during prenatal, intrapartum, or post-
partum periods, infant complications,
cause of stillbirth if known

e.

Abortions—spontaneous and induced
GTPAL—Gravida, Term, Preterm, Abor-
tion, Living children is a commonly used
method of obstetric history notation
Any infertility evaluation and treatment

Menstrual history—may include in separate
section or in review of systems

a.

TR o AD o

Age at menarche, regularity, frequency,
duration, and amount of bleeding

Date of last normal menstrual period
Use of pads, tampons, douching
Abnormal uterine bleeding
Premenstrual symptoms

Dysmenorrhea

Perimenopausal symptoms

Age at menopause, use of hormone ther-
apy, postmenopausal bleeding

Sexual history/contraceptive use—may in-
clude in separate section, under current health
status, or in review of systems

a.

b.
c.

Age at first sexual

intercourse—consensual/nonconsensual

History of sexual abuse or sexual assault

Sexual orientation

Current sexual relationship(s)

(1) Frequency of sexual intercourse

(2) Satisfaction or concerns with sexual
relationship(s)

(3) Dyspareunia, orgasmic or libido
problems

Sexually transmitted disease (STD)/

human immunodeficiency virus (HIV)

risk assessment

(1) Total number of sexual partners and
number in past 3 months

(2) Types of sexual contact—vaginal, oral,
and/or anal

(3) Use of condoms or other barrier
methods

(4) Previous history of sexually transmit-
ted infections

(5) Use of injection drugs or sex with
partner who has used injection drugs

(6) Sexwhile drunk, stoned, or high

(7) Previous testing for HIV

Current and future desire for pregnancy

Contraceptive use

(1) Establish if pregnancy is not a con-
cern—hysterectomy, not sexually ac-
tive, only sexually active with females,
menopausal

(2) Current method, length of time used,
satisfaction, problems or concerns

(3) Previous methods used, when, length
of time used, satisfaction, problems or
concerns, reason for discontinuation



10. Review of systems—used to assess common

symptoms for each major body system to
avoid missing any potential or existing prob-
lems—special focus for women’s reproductive
health includes:
a. Endocrine—menses, breasts, pregnancy,
thyroid, menopause
b. Genitourinary
(1) Inutero exposure to diethylstilbestrol
(DES) if born before 1971
(2) Uterine or ovarian problems
(3) History or symptoms of STD or pelvic
infection
(4) History or symptoms of vaginal
infections
(5) History of abnormal Pap tests—date,
abnormality, treatment
(6) History or symptoms of urinary tract
infection
(7) Symptoms of urinary incontinence

11. Concluding question—is there anything else

I need to know about your health in order to
provide you with the best health care?

Risk factor identification

1.

Consider prevalence (existing level of disease)
and incidence (rate of new disease) in general
population and in your client population
Determine risks specific to client related to the
following:

Gender

Age

Ethnic or racial background

Family history

Environmental exposures

Lifestyle

Geographic area

Inadequate preventive health care

SR om0 o

Problem-oriented medical record—organized
sequence of recording information using SOAP
format

1.

SOAP format

a. S—subijective information obtained dur-
ing history

b. O—objective information obtained
through physical examination and
laboratory/diagnostic test results

c. A—assessment of objective and subjective
data to determine a diagnosis with ratio-
nale or a prioritized differential diagnosis

d. P—plan to include diagnostic tests, thera-
peutic treatment regimen, client educa-
tion, referrals and date for reevaluation

Problem list—list each identified existing or

potential problem and indicate both onset and

aresolution date

Progress notes—use SOAP format for informa-

tion documented at follow-up visits

Physical Examination (General Screening Examination) 13

PHYSICAL EXAMINATION
(GENERAL SCREENING
EXAMINATION)

Purpose and correlation to health history

1. Begins laying on of hands—diagnostic and
therapeutic

2. Findings may indicate need for further health
history information

3. Takes into account normal physical variations
of different age and racial/ethnic groups

Techniques of examination
1. Inspection—observation using sight and smell
a. Takes place throughout the history and
physical examination
b. Includes general survey and body-system—
specific observations
2. Auscultation—use of hearing usually with
stethoscope to listen to sounds produced by
the body
a. Diaphragm best for high-pitched sounds,
e.g., S, S, heart sounds
b. Bell best for low-pitched sounds, e.g., large
blood vessels
3. Percussion—use of light, brisk tapping on
body surfaces to produce vibrations in relation
to density of underlying tissue and/or to elicit
tenderness
a. Provides information about size, shape,
location and density of underlying organs
or tissue
b. Percussion sounds are distinguished by
intensity (soft-loud), pitch (high-low), and
quality
c. Tympany—loud, high-pitched, drum-
like sound, e.g., gastric bubble, gas-filled
bowel
d. Hyperresonance—very loud, low-
pitched, boom-like sound, e.g., lungs with
emphysema
e. Resonance—loud, low-pitched, hollow
sound, e.g., healthy lungs
f. Dull—soft-to-moderate, moderate-
pitched, thud-like sound, e.g., liver, heart
g. Flat—soft, high-pitched sound, very dull,
e.g., muscle, bone

4. Palpation—use of hands and fingers to gather

information about body tissues and organs

through touch

a. Finger pads, palmar surface of fingers,
ulnar surface of fingers/hands, and dorsal
surface of hands are used

b. Light palpation—about 1 cm in depth,
used to identify muscular resistance, areas
of tenderness and large masses or areas of
distention
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C.

Deep palpation—about 4 cm in depth,
used to delineate organs and to identify
less obvious masses

e Screening examination

General appearance—posture, dress, groom-
ing, personal hygiene, body or breath odors,
facial expression

Anthropometric measurements

1.

a.
b.

C.

Height and weight

Body mass index (BMI) provides mea-

surement of total body fat; weight (kg)/

height (m?); tables available to calculate

BMI based on the individual’s height and

weight

(1) Underweight—BMI less than 18.5

(2) Normal weight—BMI 18.5 to 24.9

(3) Overweight—BMI 25 to 29.9

(4) Obesity—BMI 30 to 39.9

(5) Extreme obesity—BMI 40 or greater

Waist circumference

(1) Provides measurement of abdominal
fat as an independent prediction of
risk for type 2 diabetes, dyslipidemia,
hypertension, and cardiovascular dis-
ease in individuals with BMI between
25 and 39.9 (overweight and obesity)

(2) Has little added value in disease risk
prediction in individuals with BMI 40
or greater (extreme obesity)

(3) Measure with horizontal mark at up-
permost lateral border of right iliac
crest and cross with vertical mark at
midaxillary line; place tape measure
at the cross and measure in hori-
zontal plane around abdomen while
standing

(4) Inadult female increased relative risk is
indicated at greater than 35 in (88 cm)

Skin, hair and nails

a.

c

o

e.

Skin—color, texture, temperature, turgor,

moisture, lesions

Hair—color, distribution, quantity, texture

Nails—color, shape, thickness

Skin lesion characteristics—size, shape,

color, texture, elevation, exudate, location,

and distribution

(1) Primary lesions—occur as an initial,
spontaneous reaction to an internal
or external stimulus (macule, papule,
pustule, vesicle, wheal)

(2) Secondary lesions—result from later
evolution or trauma to a primary le-
sion (ulcer, fissure, crust, scar)

ABCDEs of malignant melanoma—Asym-

metry, Borders irregular, Color blue/black

or variegated, Diameter greater than 6

mm, Elevation

4. Head, eyes, ears, nose and throat

a.

b.

Head and neck
(1) Skull and scalp—no masses or
tenderness
(2) Facial features—symmetrical and in
proportion
(3) Trachea—midline
(4) Thyroid—palpable with no masses or
tenderness, rises symmetrically with
swallowing
(5) Neck—full range of motion (ROM)
without pain
(6) Lymph nodes
(a) Preauricular, postauricular, oc-
cipital, tonsillar, submandibular,
submental, superficial cervi-
cal, posterior and deep cervical
chains, supraclavicular
(b) Normal findings—less than 1 cm
in size, nontender, mobile, soft,
and discrete
Eyes
(1) Visual acuity
(a) Snellen chart for central vision;
normal 20/20
(b) Rosenbaum card or newspaper
for near vision
(c) Impaired near vision—presbyopia
(d) Impaired far vision—myopia
(2) Peripheral vision—estimated with vi-
sual fields by confrontation test
(3) External eye structures—eyebrows
equal; lids without lag or ptosis; lac-
rimal apparatus without exudate,
swelling or excess tearing; conjunctiva
clear with small blood vessels and no
exudate; sclera white or buff colored
(4) Eyeball structures
(a) Cornea and lenses—no opacities
or lesions
(b) Pupils—Pupils Equal, Round,
React to Light and Accommodate
(PERRLA)
(5) Extraocular muscle (EOM) function—
symmetrical movement through the
six cardinal fields of gaze without lid
lag or nystagmus
(6) Ophthalmoscopic examination—red
reflex present with no clouding or
opacities; optic disc yellow to pink
color with distinct margins; arteri-
oles light red and two-thirds of the
diameter of veins with bright light
reflex; veins dark red and larger than
arterioles with no light reflex; no ve-
nous tapering at the arteriole-venous
crossings



C.

Ears
(1) Hearing evaluation
(a) Whispered voice—able to hear
softly whispered words in each
ear at 1 to 2 feet
(b) Weber test—tests for lateraliza-
tion of sound through bone con-
duction; normally hear sound
equally in both ears
(c) Rinne test—compares bone and
air conduction of sound; normally
air conducted (AC) sound is heard
for twice as long as bone con-
ducted (BC) sound (AC:BC = 2:1)
(d) Weber and Rinne tests help in dif-
ferentiating conductive and sen-
sorineural hearing loss
(2) External ears—symmetrical, no
inflammation, lesions, nodules, or
drainage
(3) Tragus tenderness may indicate otitis
externa; mastoid process tenderness
may indicate otitis media
(4) Otoscopic examination
(a) External canal-—no discharge,
inflammation, lesions or foreign
bodies; varied amount, color, and
consistency of cerumen
(b) Tympanic membrane—intact,
pearly gray, translucent, with cone
of light at 5:00 to 7:00; umbo and
handle of malleus visible; no bulg-
ing or retraction

d. Nose and sinuses

e.

(1) Nasal mucosa pinkish red; septum
midline

(2) Frontal and maxillary sinuses
nontender

Mouth and oropharynx

(1) Mouth—lips, gums, tongue, mucous
membranes all pink, moist, without
lesions or inflammation; teeth—none
missing, free from caries or breakage

(2) Oropharynx—tonsils; posterior
wall of pharynx without lesions or
inflammation

5. Respiratory system

a.

Chest symmetrical, anterior/posterior di-
ameter less than transverse diameter;
respiratory rate 16 to 20 breaths per min-
ute; rhythm regular; no rib retraction or
use of accessory muscles; no cyanosis or
clubbing of fingers

Anterior and posterior respiratory expan-
sion—symmetrical movement when client
inhales deeply

Physical Examination (General Screening Examination)

Tactile fremitus—decreased with emphy-
sema, asthma, pleural effusion; increased
with lobar pneumonia, pulmonary edema
Percussion—resonant throughout lung
fields

Auscultation—vesicular over most of lung

fields; bronchovesicular near main bron-

chus and bronchial over trachea

(1) Adventitious sounds—crackles (in-
termittent, nonmusical, brief sound);
rhonchi (low-pitched, snoring qual-
ity); wheezes (high-pitched, shrill
quality); pleural friction rub (grating
or creaking sound)

(2) Transmitted voice sounds/vocal res-
onance—normally voice sounds are
muffled or indistinct; bronchophony,
egophony, whispered pectoriloquy
indicate fluid or a solid mass in lungs

6. Cardiovascular system

a.

Blood pressure—Iless than 120/80 mm
Hg and pulse 60 to 90 beats per minute
(bpm), regular, not bounding or thready
Heart
(1) Apical impulse—4th to 5th left inter-
costal space (ICS) medial to the mid-
clavicular (MCL) line, no lifts or thrills
(2) Auscultation at 2nd right ICS, 2nd,
3rd, 4th, 5th left ICS at the sternal bor-
der and 5th left ICS at the MCL
(a) Assessrate and rhythm
(b) Identify S, and S, at each site—S,
heard best at apex, S, heard best
at base
(c) Identify extra heart sounds at
each site
i.  Physiologic split S,—may
normally be heard during
inspiration
ii. Fixed split S,—heard in inspi-
ration and expiration; may be
heard with atrial septal defect
or right ventricular failure
iii. Increased S,—early diastole,
low-pitched; may be normal
in children, young adults, and
in late pregnancy; not normal
in older adults
iv. Increased S,—late diastole,
low-pitched, may be normal
in well trained athletes and
older adults; heard with aortic
stenosis and hypertensive
heart disease
v. Murmurs—systolic mur-
mur may be physiologic
(pregnancy) or pathologic
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C.

d.

(diseased valves); diastolic

murmur usually indicates val-

vular disease
a) Note timing, duration,
pitch, intensity, pattern,
quality, location, radia-
tion, respiratory phase
variations
b) Murmur of mitral steno-
sis—early/late diastole,
low-pitched, grade I to
IV; heard loudest at apex
without radiation; no re-
spiratory phase variation
vi. Clicks and snaps—heard with
heart valve abnormalities
vii. Pericardial friction rub—
grating sound heard through-
out cardiac cycle; heard with
pericarditis

Neck vessels

(1) No jugular venous distention

(2) Carotid arteries—strong, symmetrical,
no bruits

Extremities (peripheral arteries)

(1) No erythema, pallor or cyanosis, no
edema or varicosities; skin warm; cap-
illary refill time less than 2 seconds;
normal hair distribution; no muscle
atrophy

(2) Pulses strong and symmetrical—bra-
chial, radial, femoral, dorsalis pedis,
posterior tibial

(3) Lymph nodes less than 1 cm, non-
tender, mobile, soft and discrete—
axillary, epitrochlear, inguinal

7. Abdomen

a.

b.

Symmetrical, no lesions or masses; no vis-
ible pulsations or peristalsis

Active bowel sounds; no vascular bruits or
friction rubs

No guarding, tenderness or masses on
palpation

Liver border—edge smooth, sharp, non-
tender; no more than 2 cm below right
costal margin

Spleen and kidneys—usually not palpable
Aorta—slightly left of midline in upper ab-
domen; less than 3 cm width
Percussion—tympany is predominant
tone; dullness over organs or any masses
Liver span—normally 6 to 12 cm at the
right MCL

Splenic dullness—6th to 10th ICS just pos-
terior to midaxillary line on left side

No tenderness on fist percussion over the
costovertebral angle; costovertebral angle

tenderness (CVAT) may indicate kidney
problem

Musculoskeletal system

a.

No gross deformities; body aligned; ex-
tremities symmetrical; normal spinal cur-
vature; no involuntary movements

Muscle mass and strength equal bilater-
ally; full range of motion without pain

No inflammation, nodules, swelling, crepi-
tus, or tenderness of joints

Neurologic system

a.

Cranial nerves (CN)—CN II through XII

routinely tested, CN I tested if abnormality

is suspected

(1) CNI (olfactory)—test ability to iden-
tify familiar odors

(2) CNII (optic)—test visual acuity, pe-
ripheral vision, and inspect optic discs

(3) CNIII, IV, VI (oculomotor, trochlear,
abducens)—observe for PERRLA,
EOM function, and ptosis

(4) CNYV (trigeminal)—palpate strength of
temporal and masseter muscles, test
for sharp/dull and light touch sensa-
tion on forehead, cheeks, and chin

(5) CN VII (facial)—observe for any weak-
ness, asymmetry, or abnormal move-
ments of face

(6) CN VIII (acoustic)—assess auditory
acuity; perform Weber and Rinne tests

(7) CN IX (glossopharyngeal) and CN X
(vagus)—observe ability to swallow;
symmetry of movement of soft palate
and uvula when client says “ah”; gag
reflex; any abnormal voice quality

(8) CN XI (spinal accessory)—observe
and palpate strength and symmetry
of trapezius and sternocleidomastoid
muscles

(9) CN XII (hypoglossal)—observe tongue
for any deviation, asymmetry, or ab-
normal movement

Cerebellar function—smooth coordinated

gait, able to walk heel to toe, balance

maintained with eyes closed (Romberg

test); rapid rhythmic alternating move-

ments smooth and coordinated

Sensory function—able to identify superfi-

cial pain and touch; able to identify vibra-

tion on bony prominences and passive

position change of fingers and toes; nor-

mal response to discriminatory sensation

tests; all findings symmetrical

Deep tendon reflexes—brisk and sym-

metrical (biceps, brachioradialis, triceps,

patellar, Achilles)



10. Mental status

a.

Physical appearance and behavior—well
groomed, emotional status appropriate to
situation; makes eye contact; posture erect
Cognitive abilities—alert and oriented,
able to reason; recent and remote memory
intact; able to follow directions

Emotional stability—no signs of depres-
sion or anxiety; logical thought processes,
no perceptual disturbances

Speech and language skills—normal voice
quality and articulation, coherent, able to
follow simple instructions

Mini Mental Status Examination
(MMSE)—standardized screening tool
used for mental status assessment
Depression screening tools—Beck Depres-
sion Inventory, Zung Self-Rating Depres-
sion Scale, Geriatric Depression Scale

¢ Detailed reproductive examination
1. Breasts

a.

The female breast extends from the sec-

ond to the sixth ribs and from the sternal

border to the midaxillary line

Inspect breasts with client in sitting posi-

tion and hands pushing against hips; view

breasts from all sides to assess for symme-

try and skin changes

(1) Tanner sexual maturity rating in
adolescent

(2) Skin—smooth, color uniform, no ery-
thema, masses, retraction, dimpling
or thickening

(3) Symmetry—breast shape or contour is
symmetrical; some difference in size
of breasts and areola is common and
usually normal

(4) Nipples—pointing in same direction;
no retraction or discharge, no scaling;
long-standing nipple inversion is usu-
ally normal variation

Palpate axillary, supraclavicular, infra-

clavicular lymph nodes with patient in sit-

ting position and arms relaxed at sides

Palpate breasts with client lying down,

arm above head, small pillow under

shoulder/lower back on side being exam-

ined if needed to provide even breast tis-

sue distribution

(1) Include entire area from midaxillary
line, across inframammary ridge and
fifth/sixth rib, up lateral edge of ster-
num, across clavicle, back to midaxil-
lary line

(2) Palpate using finger pads of middle
three fingers with overlapping dime

Physical Examination (General Screening Examination)

shaped circular motions in a vertical
strip pattern over entire area including
nipples; do not squeeze nipples unless
client indicates they have spontane-
ous nipple discharge

(3) Palpate each area of breast tissue us-
ing three levels of pressure—light, me-
dium, and deep

(4) Follow same procedures for client
with implants as correctly placed im-
plants are located behind breast tissue

(5) Include palpation of chest wall,
skin, and incision area in client with
mastectomy

(6) Breast tissue—consistency varies
from soft fat to firmer glandular tis-
sue, physiologic nodularity may be
present, there may be a firm ridge of
compressed tissue under lower edge
of breasts

(7) Describe any palpable mass or lymph
nodes in terms of location accord-
ing to clock face as examiner faces
client—size, shape, mobility, consis-
tency, delimitation, and tenderness

(8) Describe any nipple discharge in
terms of whether spontaneous/not
spontaneous, bilateral/unilateral,
single or multiple ducts, color, and
consistency

2. Pelvic examination

a.

Positioning—client lying supine with head

and shoulders elevated, lithotomy posi-

tion, buttocks extending slightly beyond

edge of table, draped from midabdomen

to knees, drape depressed between knees

to allow eye contact

Inspection and palpation of external

structures—mons pubis, labia majora and

minora, clitoris, urethral meatus, vaginal

introitus, paraurethral (Skene) glands, Bar-

tholin glands, perineum

(1) Tanner sexual maturity rating in
adolescent

(2) Mons pubis—pubic hair inverted
triangular pattern, skin smooth with
uniform color

(3) Labia majora—may be gaping or
closed and dry or moist, tissue soft
and homogenous, covered with hair in
postpubertal female

(4) Labia minora—moist and dark pink,
tissue soft and homogenous

(5) Clitoris—approximately 2 cm or less
in length and 0.5 cm in diameter

(6) Urethral meatus—irregular opening
or slit
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(7) Vaginal introitus—thin vertical slit or
large orifice, irregular edges from hy-
menal remnants, moist

(8) Skene and Bartholin glands—opening
of Skene glands just posterior to and
below urethral meatus, opening of
Bartholin glands located posteriorly
on each side of vaginal orifice and not
usually visible

(9) Perineum—consists of tissue between
introitus and anus, smooth, may have
episiotomy scar

(10) Note presence of any abnormal hair
distribution, discoloration, erythema,
swelling, atrophy, lesions, masses, dis-
charge, malodor, fistulas, tenderness

Pelvic floor muscles—form supportive

sling for pelvic contents and functional

sphincters for vagina, urethra, and rectum,
able to constrict introitus around examin-
ing finger, no anterior or posterior bulging
of vaginal walls, incontinence, or protru-
sion of cervix or uterus when client bears
down

Inspection of internal structures

(1) Vaginal walls—pink, rugated, homo-
genous, may have thin, clear/cloudy,
odorless discharge

(2) Cervix—midline, smooth, round, pink,
about 2.5 cm diameter, protrudes 1-3
cm into vagina; points posteriorly
with anteverted uterus, anteriorly with
retroverted uterus, horizontally with
midposition uterus; nabothian cysts
may be present; os small and round
(nulliparous), may be oval, slit-like,
or stellate if parous; may have area
of darker red epithelial tissue around
os if squamocolumnar junction is on
ectocervix

(3) Note presence of discoloration, ery-
thema, swelling, atrophy, friable tis-
sue, lesions, masses, discharge that is
profuse, malodorous, thick, curdy or
frothy, gray, green or yellow, adherent
to vaginal walls

Palpation of internal structures

(1) Vaginal walls—smooth, nontender

(2) Cervix—smooth, firm, mobile, non-
tender, about 2.5 cm diameter, pro-
trudes 1-3 cm into vagina

(3) Uterus—smooth, rounded contour,
firm, mobile, nontender; 5.5 to 8 cm
long and pear shaped in nulliparous
female, may be 2 to 3 cm larger in
parous female; position anteverted,
anteflexed, midplane, retroverted, or
retroflexed
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(4) Adnexa—fallopian tubes nonpalpable;
ovaries ovoid, smooth, firm, mobile,
slightly tender; size during reproduc-
tiveyears3cm x 2 cm x 1 cm

(5) Note presence of enlargements,
masses, irregular surfaces, consis-
tency other than firm, deviation of
positions, immobility, tenderness

Rectovaginal examination

(1) Purpose—palpate retroverted uterus;
screen for colorectal cancer in females
50 years of age and older; assess pelvic
pathology

(2) Repeat the maneuvers of the biman-
ual examination with index finger in
vagina and middle finger in rectum

(3) Rectum—smooth, nontender without
masses; firm anal sphincter tone

(4) Rectovaginal septum—smooth, intact,
nontender, without masses

¢ Infection control
Prevention of contamination

1.

a.
b.

Clean work surface for each client

Prepare equipment/supplies prior to
examination

Conduct pelvic examination with at-
tention to preventing contamination of
equipment such as examination lights and
lubricant containers

Standard precautions

a.

b.

Foundation for preventing infection trans-
mission during patient care

Transmission of infectious agents requires
three elements—source or reservoir for in-
fectious agent; susceptible host with por-
tal of entry receptive to the agent; mode
of transmission from source of infectious
agent to susceptible host

Use applies to blood, all body fluids, secre-
tions and excretions (except sweat), non-
intact skin, and mucous membranes
Wash hands immediately after gloves are
removed, between patient contacts, and
when otherwise indicated

Wear gloves when probability may ex-

ist of contact with blood, body fluids,
secretions, excretions, mucous mem-
branes, nonintact skin, and contaminated
materials

Use mask, eye protection, face shield,
gown as needed to protect skin and mu-
cous membranes during procedures likely
to generate splashes or sprays of blood,
body fluids, secretions, or excretions



Routinely clean and disinfect environmen-
tal surfaces including frequently touched
surfaces in patient care areas

Adequately clean, disinfect, or sterilize
reusable equipment

Use proper disposal for contaminated
single-use items

Dispose of needles and other sharp items
in proper puncture resistant containers;
do not recap, bend or break used needles;
if recapping required use one-handed
scoop technique

Use mouthpiece, resuscitation bag,

other ventilation devices for patient
resuscitation

NONGYNECOLOGICAL DIAGNOSTIC
STUDIES/LABORATORY TESTS

Complete blood count (CBC) with differential
RBC count—measurement of red blood cells
per cubic millimeter of blood

1.

a.

b.

Normal findings (adult female)—4.2 to 5.4
million/mm?

Low values—hemorrhage, hemolysis, di-
etary deficiencies, hemoglobinopathies,
bone marrow failure, chronic illness,
medications

High values—dehydration, diseases
causing chronic hypoxia such as con-
genital heart disease, polycythemia vera,
medications

Hematocrit (Hct)/Hemoglobin (Hgb)—rapid
indirect measurement of RBC count

a.

Hct—percentage of total blood volume

that is made up of RBCs

(1) Normal findings (nonpregnant adult
female)—37 to 47%

(2) Normal findings (pregnant adult
female)—33% or greater in first and
third trimesters, 32% or greater in sec-
ond trimester

Hgb—measurement of total hemoglobin

(which carries oxygen) in the blood

(1) Normal findings (nonpregnant adult
female)—12 to 16 g/dL

(2) Normal findings (pregnant adult fe-
male)—11 g/dL or greater in first and
third trimesters, 10.5 g/dL or greater
in second trimester

Low values—anemia, hemoglobinopa-

thies, cirrhosis, hemorrhage, dietary defi-

ciency, bone marrow failure, renal disease,
chronic illness, some cancers

High values—erythrocytosis, poly-

cythemia vera, severe dehydration, severe

chronic obstructive pulmonary disease

Nongynecological Diagnostic Studies/Laboratory Tests

e.

Heavy smokers and individuals living at
higher elevations may also have higher
Hgb levels

3. Red blood cell indices—provides information
about size, weight, and Hgb concentration of
RBCs; useful in classifying anemias

a.

Mean corpuscular volume (MCV)—aver-

age volume or size of a single RBC

(1) Normal finding—80 to 95 mm?,
normocytic

(2) Microcytic/abnormally small—seen
with iron deficiency anemia and
thalassemia

(3) Macrocytic/abnormally large—seen
with megaloblastic anemias such as
vitamin B, deficiency and folic acid
deficiency

Mean corpuscular hemoglobin (MCH)—

average amount or weight of Hgb within

an RBC

(1) Normal finding—27 to 31 pg/cell

(2) Causes for abnormalities same as with
MCV

Mean corpuscular hemoglobin concentra-

tion (MCHC)—average concentration or

percentage of Hgb within a single RBC

(1) Normal finding—32 to 36 g/dL,
normochromic

(2) Decreased concentration or hypo-
chromic—seen with iron deficiency
anemia and thalassemia

4. White blood cell (WBC) count with differen-
tial—provides information useful in evaluating
individual with infection, neoplasm, allergy, or
immunosuppression

a.

b.

Normal finding for total WBC
(adult)—5000 to 10,000/mm?

Increased WBC count—seen with infec-
tion, trauma, inflammation, some malig-
nancies, dehydration

Decreased WBC count—seen with some
drug toxicities, bone marrow failure, over-
whelming infections, immunosuppression
May be elevated in late pregnancy and
during labor

Neutrophils—increased with acute bacte-
rial infections and trauma; increased im-
mature forms (band or stab cells) referred
to as a “shift to left,” seen with ongoing
acute bacterial infection

Basophils and eosinophils—increased
with allergic reactions and parasitic infec-
tions; not increased with bacterial or viral
infection

Lymphocytes and monocytes—increased
with chronic bacterial and acute viral
infections
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Peripheral blood smear—microscopic exami-

nation of smear of peripheral blood to exam-

ine RBCs, platelets, and leukocytes

Platelet count—used to evaluate abnormal

bleeding or blood clotting

a. Normal finding (adult)—150,000 to
400,000/mm?®

b. Low count (thrombocytopenia)—hyper-
splenism, hemorrhage, leukemia, cancer
chemotherapy, infection

c. High count (thrombocytosis)—some
malignant disorders, polycythemia vera,
rheumatoid arthritis

e Urinalysis—dipstick and/or microscopic evalua-
tion of urine

1.

Includes evaluation of appearance, color,
odor, pH, protein, specific gravity, leukocyte
esterase, nitrites, ketones, crystals, casts, glu-
cose, WBCs, and RBCs

Obtain midstream clean catch specimen so
culture can be performed if urinalysis indi-
cates infection

Normal findings

a. No nitrites, ketones, crystals, casts, or
glucose

Clear, amber yellow, aromatic

pH 4.6 t0 8.0

Protein 0 to 8 mg/dL

Specific gravity (adult)—1.005 to 1.030
Leukocyte esterase negative

WBCs 0 to 4 per high power field (HPF)
RBCs at 2 or less

o

* Blood glucose—used for diagnosis and evaluation
of diabetes mellitus

1.

Fasting glucose
a. No caloric intake for at least 8 hours
b. Normal finding (adult)—less than 100

mg/dL

c. Impaired fasting glucose—100 to 125
mg/dL

d. Diagnostic for diabetes—126 mg/dL or
greater

Two-hour postload glucose during oral glucose

tolerance test (OGTT)

a. Sample obtained 2 hours after a glucose
load containing the equivalent of 75 g of
glucose dissolved in water

b. Normal finding—Iless than 140 mg/dL

c. Impaired glucose tolerance—140 mg/dL
to 199 mg/dL

d. Diagnostic for diabetes—200 mg/dL or
greater

American Diabetes Association (ADA) criteria

for the diagnosis of diabetes mellitus

a. Symptoms of diabetes plus random non-

fasting glucose concentration of 200 mg/

dL or greater

Fasting glucose of 126 mg/dL or greater

c. 2-hour post glucose 200 mg/dL or greater

d. Repeat testing on a subsequent day to
confirm diagnosis

e. ADA recommends using fasting glucose
rather than OGTT for screening

HbA  orA

a. Not presently recommended for the diag-
nosis of diabetes

b. Gold standard for measurement of long-
term (previous 60-90 days) glycemic con-
trol in individuals with diabetes

c. Reliable tool for evaluating need for drug
therapy and monitoring effectiveness of
therapy

d. Good diabetic control—less than 7%

=3

* Blood urea nitrogen (BUN) and creatinine—used
in evaluation of renal function

1.

2.

BUN—indirect measure of renal and liver

function

a. Normal finding (adult)—10 to 20 mg/dL

b. Increased levels—hypovolemia, dehydra-
tion, reduced cardiac function, gastroin-
testinal bleeding, starvation, sepsis, renal
disease

c. Decreased levels—liver failure, malnutri-
tion, nephrotic syndrome

Serum creatinine—indirect measure of renal

function

a. Normal finding (adult female)—0.5to 1.1
mg/dL

b. Increased levels—renal disorders,
dehydration

c. Decreased levels—debilitation and de-
creased muscle mass

¢ Lipid profile—determines risk for coronary heart
disease and evaluation of hyperlipoproteinemia

1.

Includes total cholesterol, triglycerides, high

density lipoproteins (HDL), and low density

lipoproteins (LDL)

Fast for 12 to 14 hours prior to obtaining

sample

Total cholesterol normal level (adult)—less

than 200 mg/dL; may be elevated in pregnancy

Triglycerides normal finding (adult fe-

male)—35 to 135 mg/dL; may be elevated in

pregnancy

HDIL—removes cholesterol from peripheral

tissues and transports to liver for excretion

a. Normal level (adult)— 40 mg/dL or greater

b. Low levels associated with increased risk
for heart and peripheral vascular disease



6.

LDL—cholesterol carried by LDL can be de-

posited into peripheral tissues

a. Normal finding (adult)—less than 130
mg/dL

b. High levels associated with increased risk
for heart and peripheral vascular disease

¢ Thyroid function studies

1.

Thyroid stimulating hormone (TSH)—used to

diagnose hyperthyroidism, primary hypothy-

roidism, differentiate primary from secondary

hypothyroidism, and to monitor thyroid re-

placement or suppression therapy

a. Normal finding (adult)— 0.4 to 4.7
mU/mL

b. Increased levels—seen with primary hypo-
thyroidism and thyroiditis

c. Decreased levels—seen with secondary
hypothyroidism, hyperthyroidism; sup-
pressive doses of thyroid medication

d. Debate on lowering upper limit of nor-
mal to 3.0 mU/mL to detect mild thyroid
disease

Free thyroxine (FT,)—used in diagnosis of thy-

roid disease

a. Normal finding (adult female)—0.58 to
1.64 ng/dL

b. Increased levels—hyperthyroidism and
acute thyroiditis

c. Decreased levels—hypothyroidism

Total thyroxine (T,)

a. Normal finding (adult female)—4.5 to 12.0
pg/dL

b. Measurement affected by increases in
thyroxine-binding globulin (TBG)

c. Causes for increased TBG include preg-
nancy, oral contraceptive use, and estro-
gen therapy

* Blood type and Rh factor—used to determine
blood type prior to donating or receiving blood
and to determine blood type in pregnant women

1.

Blood types are grouped according to presence
or absence of antigens A, B, and Rh on RBCs
Individual without a particular antigen may
develop antibodies to that antigen if exposed
through blood transfusion or fetal-maternal
blood mixing

Blood type O negative (universal donor be-
cause no antigens on RBCs), AB positive (uni-
versal recipient because no antibodies to react
to transfused blood)

¢ Infectious disease screening

1.

Rubella (German measles)
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Hemagglutination inhibition (HAI) test—
used to detect immunity to rubella and
diagnose rubella infection
(1) Titer of 1:10 or greater indicates im-
munity to rubella
(2) High titers (1:64 or greater) may indi-
cate current rubella infection
Rubella IgM antibody titer—used if preg-
nant woman has a rash suspected to be
from rubella; if titer is positive recent
infection has occurred; IgM antibodies
appear 1 to 2 days after onset of rash and
disappear 5 to 6 weeks after infection

2. HIV tests—used for diagnosis of human im-
munodeficiency virus infection

a.

b.

Sensitive screening tests—enzyme immu-
noassay (EIA) or rapid test

Reactive screening tests must be con-
firmed by supplemental test—Western
blot or immunofluorescence assay (IFA)
HIV antibody detectable in 95% of indi-
viduals within 6 months of infection
Polymerase chain reaction (PCR)—used
to confirm indeterminate Western blot
results or negative results in persons with
suspected HIV infection

HIV plasma ribonucleic acid (RNA) test-
ing may be used if suspect recent HIV
infection before development of immune
response; positive HIV RNA testing should
be confirmed with subsequent antibody
testing to document seroconversion

3. Hepatitis B (HBV) tests

a.

Hepatitis B surface antigen (HBsAg)—rises

before onset of clinical symptoms, peaks

during first week of symptoms and returns

to normal by time jaundice subsides

(1) Indicates active HBV infection—indi-
vidual is infectious

(2) Individual is considered a carrier if
HBsAg persists

Hepatitis B surface antibody (HBsAb)—

appears 4 weeks after disappearance of

surface antigen

(1) Indicates end of acute infectious
phase and signifies immunity to sub-
sequent infection

(2) Also used to denote immunity after
administration of hepatitis B vaccine

4. Tuberculosis—purified protein derivative
(PPD) test

a.

b.

Usually positive within 6 weeks after
infection

Does not indicate whether infection is ac-
tive or dormant

Centers for Disease Control and Preven-
tion (CDC) definition of positive PPD
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(1) High risk population 5 mm induration
or greater
(2) Moderate risk population 10 mm in-
duration or greater
(3) General population 15 mm induration
or greater
d. Once positive reaction, usually persists for
life
e. False negatives may result from incorrect
administration (must be intradermal) or
immunosuppression
f.  False positive may result if individual
had prior immunization with bacillus of
Calmette and Guerin (BCG) vaccine
g. PPD testis contraindicated if history of
BCG vaccination or active TB since severe
local reaction can occur

e Sickle cell screening (Sickle Cell Prep, Sickledex)—
used to screen for sickle cell disease and trait

1.

Positive test—presence of Hgb S indicates
sickle cell disease or trait

Hgb electrophoresis is definitive test to be per-
formed if screening test is positive; identifies

Hgb type and quantity
e  Liver function studies
1. Bilirubin
a. Normal findings (adult)—total bilirubin
0.3 to 1.0 mg/dL; direct (conjugated) bili-
rubin 0.1 to 0.3 mg/dL; indirect (unconju-
gated) bilirubin 0.2 to 0.8 mg/dL
b. Elevated direct bilirubin level—occurs
with gallstones and obstruction of extra-
hepatic duct
c. Elevated indirect bilirubin level—seen
with hepatocellular dysfunction (hepatitis,
cirrhosis) and hemolytic anemias
2. Albumin
a. Normal finding (adult)—3.5 to 5.0 g/dL
b. Increased levels—dehydration
c. Decreased levels—seen with liver disease,
malabsorption syndromes, nephropathies,
severe burns, malnutrition, and inflamma-
tory disease
3. Liver enzymes

a. Alkaline phosphatase (ALP)
(1) Normal finding—30 to 120 U/L
(2) Elevated levels—Iliver disease, bone
disease, and myocardial infarction
b. Aspartate aminotransferase (AST), alanine
aminotransferase (ALT), lactic dehydroge-
nase (LDH), and 5’ nucleotidase
(1) Normal findings—AST 0-35 U/L, ALT
4-36 U/L, LDH 100-190 U/L
(2) Useful in differentiating cause for ALP
elevation

c. Gamma-glutamyl transpeptidase (GGT)
(1) Normal finding—8-38 U/L
(2) Elevated levels with liver disease,
myocardial infarction, pancreatic dis-
ease, and heavy or chronic alcohol use

¢ Stool for occult blood

1.

Annual screen for individuals over 50 years

of age and for evaluation of gastrointestinal

conditions that may cause gastrointestinal (GI)

bleeding

Positive test—may indicate GI cancer or pol-

yps; peptic ulcer disease; inflammatory or

ischemic bowel disease; GI trauma; bleeding

caused by medications

Several interfering factors can cause false posi-

tives or negatives

a. Red meat and some raw fruits/vegetables
if consumed within 3 days prior or during
the test period can result in false positive

b. Large amounts of vitamin C consumed
within 3 days prior to or during the test
period can result in false negative

Positive test requires further evaluation with

sigmoidoscopy, colonoscopy, or barium enema

O HEALTH MAINTENANCE AND RISK
FACTOR IDENTIFICATION

¢ Nutrition

1.

Evaluation of nutritional status

a. Anthropometric measurements—height,
weight, BMI, waist circumference

b. General appearance—skin, hair, muscle
mass

c. Biochemical measurements—Hgb/Hct,
lipid analysis, serum albumin, serum glu-
cose, serum folate

d. 24-hour diet recall or 3 to 4 day food diary

e. Use of vitamin, mineral, and herbal
supplements

Dietary Guidelines for Americans (US Depart-

ment of Health and Human Services

[USDHHS], 2005)

a. Eatavariety of nutrient-dense foods from
the basic food groups

b. Balance the food you eat with physical ac-
tivity to maintain or improve weight

c. [Eatagood variety of two and one half cups
of vegetables and two cups of fruit each
day (reference 2000 calories intake)

d. Eatsix ounces of grains with at least one
half whole grain products each day

e. Eatthree cups of fat-free or low-fat milk or
equivalent milk products each day



f. Eatfive and one half ounces of meat and
beans choosing low fat lean meats, more
fish, beans, peas, nuts and seeds

g. Choose a diet low in fat (20 to 35% of calo-
ries), saturated fats (< 10% of calories),
trans fats as low as possible, and choles-
terol (300 mg or less/day)

h. Choose and prepare foods and beverages
with little added sugar

i. Choose a diet moderate in salt and sodium
(< 2300 mg/day—approximately one tea-
spoon of salt)

j.  Drink alcoholic beverages only in mod-
eration (no more than one drink daily for
women); one drink = 12 ounce of beer, 5
ounces of wine, 1.5 ounces of hard liquor

Calcium and vitamin D requirements for

women

a. National Institute of Health/National In-
stitute of Arthritis and Musculoskeletal
and Skin Diseases (NIAMYS) (2009)

(1) 14 to 18 years of age—1300 mg/day of
calcium; same amount if pregnant or
lactating

(2) 19 to 50 years of age—1000 mg/day of
calcium, same amount if pregnant or
lactating

(3) 51 years of age and older—1200 mg/
day of calcium

(4) Adults—400 to 600 IU/day of vitamin D

b. National Osteoporosis Foundation (2008)
(1) Adults under age 50—1000 mg/day

of calcium; 400 to 800 IU/day of
vitamin D

(2) Adults age 50 and over—1200 mg/day
of calcium; 800 to 1000 IU of vitamin D

c. Sources of calcium—milk, yogurt, soy-
beans, tofu, canned sardines and salmon
with edible bones, cheese, fortified cereals
and orange juice, supplements

d. Sources of vitamin D—fortified milk, egg
yolks, saltwater fish, liver, supplements,
regular exposure to direct sunlight without
sunscreen

Folate requirements for women of childbear-

ing age

a. 0.4 mgfolic acid/day

b. Women of childbearing age who have had
an infant with neural tube defect or who
have seizure disorders or insulin depen-
dent diabetes may benefit from a higher
dose of 4 mg folic acid/day starting 1
month before trying to become pregnant

c. Sources—dried beans, leafy green veg-
etables, citrus fruits and juices, fortified
cereals; most multivitamins contain 0.4
mg folic acid

Health Maintenance and Risk Factor Identification

Iron requirements for nonpregnant women

14 to 18 years of age—15 mg/dL each day

19 to 50 years of age—18 mg/dL each day

51 years of age or older—8 mg/dL each day

Sources—meat, fish, poultry, fortified ce-

reals, dried fruits, dark green vegetables,

supplements

Special concerns

a. Eating disorders—see section on Lifestyle/
Family Alterations in Nongynecological
Disorders chapter

b. Vegetarians—plan diet to avoid deficien-
cies in protein, calcium, iron, vitamin B ,,
and vitamin D

c. Older adults—consider effects of chronic
illness, medications, isolation, decrease in
ability to taste and smell, limited income

ap o

e  Physical activity

1.

There is strong evidence that regular physical
activity lowers risk for heart disease, stroke,
high blood pressure, adverse lipid profile, type
2 diabetes, metabolic syndrome, colon and
breast cancers; prevents weight gain and pro-
motes weight loss; improves cardiovascular
and muscular fitness; reduces depression; im-
proves cognitive function in older adults.

Sixty percent of Americans are not regularly

physically active and 25% report no physical

activity at all.

Physical Activity Guidelines for Americans

(USDHHS, 2008)

a. [Engage in at least 150 minutes of moder-
ate intensity or 75 minutes of vigorous
intensity aerobic physical activity each
week; performed for at least 10 minutes
per episode; spread throughout the week

b. Moderate intensity exercise achieves 50 to
69% of maximum heart rate—maximum
average heart rate equals 220 minus age

c. Examples of aerobic physical activity—
brisk walking, running, bicycling, jumping
rope, swimming

d. Engage in muscle strengthening activities
of moderate or high intensity involving all
major muscle groups 2 or more days each
week

e. Examples of muscle strengthening activi-
ties—weight lifting, exercises with elastic
bands or use of body weight (push-ups,
tree climbing) for resistance

f.  Include bone strengthening activity in
exercise regimen—running, brisk walking,
weight training, tennis, dancing

* Routine screening recommendations

1.

Breast self-examination (BSE)
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a. American Cancer Society (ACS)—begin-
ning in their 20s, inform of benefits and
limitations of BSE and provide instruction
for women who choose to do BSE; itis ac-
ceptable for women to choose not to do
BSE or to do BSE irregularly

b. American College of Obstetricians and Gy-
necologists (ACOG)—adult women should
perform BSE monthly

Clinical breast examination

a. ACS—every 3 years from age 20 to 39 years

b. American College of Obstetricians and Gy-
necologists (ACOG) periodic evaluation,
yearly or as appropriate for women older
than age 18 years

c. ACS and ACOG—yearly clinical breast ex-
amination for women age 40 and older

Mammogram

a. ACS—yearly beginning at age 40 years

b. ACOG—every 1-2 years from age 40-49
years, then yearly

Magnetic Resonance Imaging (MRI)

a. ACS and ACOG—not recommended for
routine breast cancer screening in women
with average risk (< 15% lifetime risk)

b. ACS—combination of yearly mammogram
and MRI for women at high risk (> 20%
lifetime risk) starting at 30 years of age

c. ACS—discuss risk and benefits of com-
bined yearly mammogram and MRI for
women at moderately increased risk (15 to
20%)

d. ACOG—combination of yearly mammo-
gram and MRI in women with BRCA gene
mutation beginning at age 25 or younger
based on earliest age of onset in family

e. Riskassessment tools—BRCAPRO, Claus
model, Tyrer-Cuzick model

Pap test

a. ACS—begin approximately 3 years after
woman begins having vaginal intercourse
but not later than 21 years of age

b. ACOG—begin at age 21 years

c. ACS—perform yearly if using conventional
pap smear or every 2 years if using liquid-
based test

d. ACOG—perform every 2 years for women
between ages 21 years to 29 years

e. ACS and ACOG—for women age 30 and
older who have had 3 consecutive satis-
factory normal Pap tests, screening may
be done every 3 years unless history of
in utero DES exposure, HIV infection or
immunosuppression

f.  ACOG—for women age 30 and older with
combination of negative Pap test and neg-

6.

8.

9.
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ative HPV test perform Pap tests no more
than every 3 years
Chlamydia screening—CDC—yearly screening
for all sexually active females 25 years of age or
younger
Blood Pressure—National High Blood Pressure
Education Program (NHBPEP) of the National
Heart, Lung and Blood Institute (NHLBI)—at
least every 2 years for adults
Cholesterol
a. Third Report of the National Cholesterol

Education Program (NCEP) Expert Panel

on Detection, Evaluation, and Treatment

of High Blood Cholesterol in Adults (Adult

Treatment Panel III or ATP III)—Recom-

mendations for Cholesterol Screening
(2001)
(1) Fasting lipid profile (total cholesterol,
LDL, HDL, triglycerides) once every 5
years beginning at age 20 years
(2) Total cholesterol
(a) Desirable level—less than 200
mg/dL

(b) Borderline high—200 to 239
mg/dL

(c) High—240 mg/dL or greater

(3) LDL

(a) Optimal level—less than 100
mg/dL

(b) Near optimal/above optimal—100
to 129 mg/dL

(c) Borderline high—130 to 159
mg/dL

(d) High—160 to 189 mg/dL

(e) Veryhigh—190 mg/dL or greater

(4) HDL

(a) Low—Iless than 40 mg/dL (consid-
ered a risk for CHD)

(b) High—60 mg/dL or greater (pro-
tective against CHD)

(5) Triglycerides
(a) Normal—less than 150 mg/dL
(b) Borderline high—150 to 199

mg/dL
(c) High—200 mg/dL or greater
b. CHD risk factors for women include being

55 years of age or older, family history of

premature CHD (male relative < 55 years,

female relative < 65), cigarette smoking,
hypertension, HDL at less than 40 mg/dL,
diabetes mellitus

c. Desirable cholesterol is less than 200 mg/
dL, HDL 60 mg/dL or greater, LDL at less
than 130 mg/dL

Fecal occult blood test—ACS and ACOG yearly

beginning at age 50



10.

11.

12.

13.

14.

15.

16.

Sigmoidoscopy

a. ACS and ACOG—every 5 years beginning
at age 50 (or colonoscopy every 10 years
or double contrast barium enema every 5
years)

b. More frequent testing and starting at
younger age for those with risk factors in-
cluding inflammatory bowel disease and
personal or family history of colonic pol-
yps or colon cancer

Plasma glucose—American Diabetic Associa-

tion recommendations

a. Fasting plasma glucose every 3 years start-
ing at age 45

b. More frequent testing and starting at
younger age for those with risk factors in-
cluding blood pressure higher than 140/90
mm Hg; diabetes in first-degree relative;
African American, Asian, Hispanic, Native
American; obesity at 120% or greater of
desirable weight or BMI at 27 or higher;
history of gestational diabetes or baby
weighing more than 9 pounds at birth;
HDL at less than 40 mg/dL or triglyceride
level at 250 mg/dL or greater

Thyroid function

a. United States Prevention Task Force
(USPTF)—routine screening for thyroid
function is not warranted in asymptom-
atic individuals

b. ACOG—TSH periodically for women with
an autoimmune condition or strong fam-
ily history of thyroid disease

Tuberculosis

a. Centers for Disease Control and Preven-
tion (CDC) and ACOG—perform on all
individuals at high risk

b. See section on Respiratory Disorders in
Nongynecological Disorders chapter for
more information on tuberculosis and risk
factors

Vision—American Academy of Ophthalmology

recommendations for screening for visual acu-

ity and glaucoma by an ophthalmologist

a. Every 3 to 5 years for African Americans
age 20 to 39

b. Every 2 to 4 years for individuals age 40 to
64 and every 1 to 2 years beginning at age
65 regardless of race

c. Yearly for diabetic individuals regardless of
age

Dental—American Dental Association recom-

mends that adults should have routine dental

care and preventive services including oral
cancer screening at least once every year

Bone mineral density (BMD)—National Osteo-

porosis Foundation (NOF) recommendations

Health Maintenance and Risk Factor Identification

a. Screen all women 65 years of age or older
for osteoporosis/osteopenia with BMD
test

b. Screen postmenopausal women less than
65 years of age with risk factors

e Immunizations
1. Hepatitis B
a. Effective in 95% of cases in preventing
hepatitis B virus (HBV) infection
b. High-risk groups for whom HBV vaccina-
tion is recommended include, but are not
limited to, individuals who have multiple
sex partners; are household contacts or
sex partners of those with HBV infection;
are injection drug users; are healthcare
workers or are otherwise at occupational
risk; inmates of long-term correctional
institutions
c. Three-dose series with the second and
third doses at 1 and 6 months after the
first dose
2. Influenza
a. Recommended for all individuals who
want to reduce likelihood of getting influ-
enza or spreading it to others
b. Recommended yearly for all individuals
age 50 years and older
c. Recommended yearly for younger indi-
viduals with pulmonary, cardiovascular, or
other chronic medical disorders and those
who may transmit influenza to individuals
at increased risk
d. Recommended for all women who will
be in the second or third trimesters of
pregnancy during the influenza season;
administration of influenza vaccine is con-
sidered safe at any stage of pregnancy
e. Trivalent inactivated influenza vaccine
(TIV) given IM in one dose
f. Live attenuated influenza vaccine (LAIV)
given intranasally—only use for healthy,
nonpregnant individuals younger than 50
years of age
3. Pneumococcus
a. Recommended one time for all immuno-
competent individuals age 65 and older
b. Recommended for individuals 64 years of
age or younger who have chronic illness,
functional or anatomic asplenia, immuno-
compromising conditions, organ or bone
marrow transplant recipients, and those
whose living conditions place them at
high risk for pneumonia
c. Asingle revaccination 5 or more years af-
ter the initial vaccination is recommended
for individuals who received the vaccine
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5 or more years previously and were less
than 65 years old at the time of the vac-
cination; individuals with functional or
anatomic asplenia, organ or bone marrow
transplant recipients; and immunocom-
promised individuals

Rubella

a. Recommended for all nonpregnant
women of childbearing age who lack doc-
umented evidence of immunity or prior
immunization after 12 months of age

b. Contraindications—pregnancy (advise
not to become pregnant for 4 weeks after
vaccination); immunocompromised indi-
viduals except those who are HIV positive;
hypersensitivity to neomycin

c. May be given to breastfeeding women

Tetanus and diphtheria

a. Tetanus-diphtheria (Td) vaccine series
should be completed

b. Booster vaccination every 10 years for
adults

c. May be given in pregnancy if indicated in
second or third trimester

Varicella

a. Recommended for all adolescents and
adults who have not had chickenpox,
given in two doses 4 to 8 weeks apart

b. Contraindications—pregnancy (advise
not to become pregnant for 4 weeks after
vaccination), history of anaphylactic reac-
tion to neomycin, immunocompromised
individuals

Zoster (shingles)—one time dose recom-

mended for all individuals 60 years of age or

older regardless of previous history of herpes
zoster (shingles) or chickenpox

Hepatitis A

a. Recommended for individuals who live
in or are traveling to countries with high
levels of Hepatitis A infection; intravenous
drug users; those with occupational expo-
sure risks; food handlers; and individuals
with chronic liver disease or clotting factor
disorders

b. Two doses at least 6 months apart

c. Combination hepatitis A and hepatitis B
vaccine given in three doses with second
dose 1 month after first dose and third
dose 6 months after first dose

Human papilloma virus (HPV)

a. Recommended as routine vaccination for
females 11 to 12 years of age; may be given
as young as 9 years of age

b. Three doses with second dose 2 months
after first dose and third dose 6 months
after first dose
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c. Recommended as a catch-up vaccination
for females 13 to 26 years of age who did
not receive it when younger

10. Meningococcal

a. Recommended for all individuals 11-18
years of age; college freshmen living in
dormitories; individuals with anatomic or
functional asplenia; individuals traveling
to regions where meningococcal disease is
hyperendemic or epidemic

b. One-time dose

11. Immunizations during pregnancy

a. Live attenuated-virus vaccines should not
be given during pregnancy

b. Inactivated virus vaccines, bacterial vac-
cines, toxoids, and tetanus immunoglobu-
lin may be given if indicated

Smoking cessation

1.

Overall, 17.4% of adult women currently

smoke cigarettes (CDC data from 2007).

In women of reproductive age, 22.4% currently

smoke cigarettes (CDC data from 2006).

Of female high school students, 19.4% cur-

rently smoke cigarettes (CDC data from 2007).

Smoking cessation interventions should be

individualized in relation to the smoker’s

physical and psychological dependence and

the stage of readiness for change.

Behavior modification strategies—provide

self-help materials and/or refer to a smoking

cessation class.

Pharmacologic aids

a. Nicotine replacement therapy (gum,
patches, inhalers, nasal spray, lozenges)—
help to reduce the physical withdrawal
symptoms that occur with smoking
cessation.

(1) Major side-effects—local skin reac-
tions with patch; mouth and throat
irritation with gum, lozenge, and
inhaler; nasal irritation with spray;
headache; dizziness; nausea

(2) Contraindications—serious cardiac
arrhythmias, severe angina, recent
myocardial infarction, concurrent
smoking, pregnancy category D

(3) Client education
(@) Individual must stop smoking

before initiating nicotine replace-
ment therapy
(b) Provide specific instructions for
the chosen route of delivery
b. Bupropion hydrochloride sustained re-
lease tablets—reduces cravings smokers
experience; exact manner of action un-
known; probably acts on brain pathways



involved in nicotine addiction and
withdrawal
(1) Major side effects—insomnia, dry
mouth, nausea, skin rash
(2) Contraindications—seizure disorder,
eating disorder, use of an MAO inhibi-
tor, concomitant use of other forms of
bupropion
(3) Pregnancy category B; not recom-
mended during breastfeeding
(4) Client education
(a) Individual should initiate medica-
tion 1 to 2 weeks before smoking
cessation
(b) Recommended duration of ther-
apy is up to 6 months
Varenicline tablets—reduces withdrawal
symptoms; blocks effect of nicotine if indi-
vidual resumes smoking; nicotinic acetyl-
choline receptor partial agonist
(1) Major side-effects—nausea, changes
in dreaming, constipation, gas, vomit-
ing, neuropsychiatric symptoms
(2) Contraindications—precautions
with psychiatric disorders and renal
impairment
(3) Pregnancy category C; not recom-
mended during breastfeeding
(4) Client education
(a) Individual should initiate medi-
cation 1 week before smoking
cessation
(b) Concomitant use of nicotine
replacement may increase side
effects
(c) Discontinue medication and re-
port any agitation, depression,
and suicidal ideation.

Safety—Address use of seat belts, safety helmets,
smoke alarms, occupational safety, and other in-

jury prevention

Sexuality

1. Sexual history—see section on Health History
in this chapter

2. PLISSIT model used by clinicians who are not
sex therapists or psychiatrists/psychologists to
address sexual concerns and to make appro-
priate referrals—Permission giving, Limited
Information giving, Specific Suggestions, In-
tensive Therapy

3. Sexual practices

Sexuality includes a wide range of behav-
iors—sexual intercourse, fantasy, self-
stimulation, noncoital pleasuring, erotic

Health Maintenance and Risk Factor Identification

stimuli other than touch, communication
about needs and desires

Sexual lifestyle—bisexuality, heterosexual-
ity, homosexuality, long-term monogamy;,
serial monogamy, multiple partners,
celibacy

4. Sexual response cycle

a.

Masters and Johnson (four phases)—
excitement (arousal), plateau, orgasm,
resolution

Kaplan (three phases)—desire, excite-
ment, orgasm

Basson (nonlinear model)—demonstrates
that emotional intimacy, sexual stimuli,
and relationship satisfaction affect female
sexual response

5. Female sexual dysfunction

a.

Etiology may include relationship factors,
medical conditions, medication side ef-
fects, psychological factors, sexual abuse
history
Must cause personal distress to be consid-
ered a sexual dysfunction
May be persistent or recurrent, lifelong or
acquired, generalized or situational
Assessment—thorough health history,
focused sexual and gynecological history,
complete physical examination, focused
gynecological examination
Management—PLISSIT model for edu-
cation, counseling, referral; treatment
of related medical problems; change in
medications
Classification of female sexual dysfunction
(1) Hypoactive sexual desire disorder—
hypoactive sexual desire; sexual aver-
sion disorder
(2) Sexual arousal disorder—inability to
attain or maintain sufficient sexual ex-
citement; may have lack of lubrication
or feeling of erotic genital sensations
(3) Sexual orgasmic disorder—difficulty,
delay in, or absence of orgasm follow-
ing sufficient stimulation and arousal
(4) Sexual pain disorders
(a) Dyspareunia—genital pain asso-
ciated with sexual intercourse
(b) Vaginismus—involuntary con-
traction of musculature of the
outer third of the vagina that in-
terferes with vaginal penetration
(c) Noncoital sexual pain disorder—
genital pain induced by non-
coital sexual stimulation; e.g.,
endometriosis, vestibulitis, genital
mutilation or trauma
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6. Male sexual dysfunction

a. Erectile disorder—inability to obtain or
maintain an adequate erection suitable for
sexual activity; factors may include per-
formance anxiety, neurologic and vascular
disorders, diabetes, hormonal deficiency;,
alcoholism, medications

b. Premature ejaculation—inability to delay
ejaculation to a point that is mutually
desirable for both partners; factors may
include sexual inexperience and anxiety

PRECONCEPTION CARE

Historical factors linking birth defects and certain
drugs

1. Thalidomide

2. Radiation exposure

3. DES

Goals of preconception care

1. Assistance in preventing unintended
pregnancies

2. Identification of risk factors that could affect
reproductive outcomes

3. Identification and management of medical
conditions that could be affected by pregnancy
or could affect reproductive outcomes, e.g.,
diabetes

4. [Initiation of education and desired preventive
interventions prior to conception

Timing of preconception care—integrate into well-
woman visits for all reproductive-age women

Components of preconception care
1. Assessment—family history, medical/surgical
history, infectious disease history, obstetric
history, environmental history, cultural health
beliefs/practices, psychosocial history includ-
ing violence, nutrition assessment, paternal
health history
2. Education/counseling and interventions
a. Health promotion/disease prevention/risk
reduction
(1) Rubella, varicella and hepatitis B vac-
cinations if needed
(2) Nutrition counseling for weight loss or
gain as needed
(3) Smoking cessation
(4) Discontinuation of alcohol use
(5) Treatment for substance abuse/
addiction
(6) Limit environmental/occupational
exposures that may be teratogenic
(7) Folic acid supplementation
(8) Optimal glucose control for diabetics
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(9) Dietary management for
phenylketonuria

(10) STD testing and treatment as
indicated

(11) HIV counseling and testing as
indicated

(12) Medication changes as needed to
avoid teratogens such as some antisei-
zure medications

b. Resources/referrals

(1) Genetic testing and counseling as
indicated—repeated spontaneous
abortions, ethnic background that is
high risk for autosomal recessive dis-
order, previous infant with congenital
anomaly, age 35 or older

(2) Dietary counseling

(3) Substance abuse treatment

(4) Domestic violence resources

PARENTING

Definitions

1. Parent(s)—the person or persons responsible
for a child’s care and long-term welfare

2. Infant-parent attachment—process by which
parent and infant develop an affectionate, re-
ciprocal relationship that endures over time

Conditions promoting attachment

1. Parental emotional well-being and ability to
trust

2. Social support system

3. Competent level of communication and care-
giving skills

4. Proximity with the infant

Risk factors for abuse or neglect
1. Immaturity of parent(s)—adolescent parents
at high risk

2. Isolation/lack of support system

3. Parent rejected or abused as child

4. Emotional instability

5. Lack of knowledge about development and
care of children

6. Low self-esteem

7. Stressful situations—spousal abuse, poverty,
unemployment

Anticipatory guidance (birth to 1 year)
1. Growth and development
a. Physical growth—height and weight
b. Motor development—early reflexive re-
sponses, gross and fine motor skills
c. Cognitive development—sensorimotor
and language



d. Psychosocial development—tem-
perament, emotional development,
attachment

2. Immunization schedule and health mainte-
nance visits

3. Nutritional needs—nutritional requirements,
introduction of solid foods, weaning

4. Safety promotion/injury prevention—Shaken

Baby Syndrome, use of infant car seats, acci-

dent prevention, prevention of abduction

O AGING

Definition

1. Aging—process of growing older, regardless of
chronologic age

2. Senescence—mental and physical decline as-
sociated with the aging process

Etiology/Incidence

1. Theories of aging—biologic, sociologic, and
developmental

2. By the year 2030, 25% of Americans will be
older than 65 years

3. Poverty—elderly women living alone or in eth-
nic minorities tend to be poorer than elderly
men; they are more likely to have only public
healthcare coverage or no insurance

4. Elder abuse and neglect—approximately 4%
of elderly individuals are victims of abuse each
year

Signs and symptoms

Dry skin, pruritus, delayed wound healing
Decreased visual and hearing acuity
Decreased taste and smell sensations
Decreased exercise tolerance

Decreased muscle strength

Changes in sleep-wake cycle

Cognitive and memory changes

NoAE Wb

Differential diagnosis—other medical conditions
that may account for signs and symptoms
Hypothyroidism

Glaucoma, cataracts

Chronic cardiac and pulmonary disorders
Depression

Alzheimer’s disease

G-

Physical findings

1. Anthropometric—percentage of total body fat
increases, waist-to-hip ratio increases, height
may decrease due to thinning of cartilage
between vertebrae and changes in posture
(kyphosis)
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2. Skin—skin thinner and less elastic, thinning
and graying of hair, increase in benign skin le-
sions, thick, ridged nails

3. Head, eyes, ears, nose, throat (HEENT)

a. Arcus senilis—opaque ring at margins of
cornea with decreased tear production

b. Increased cerumen, increased hair in ear
canals

c. Dry buccal mucosa with atrophy of sali-
vary glands; decreased taste sensation

4. Respiratory—rib cage less mobile, increased
anterior—posterior (AP) diameter

5. Cardiovascular/peripheral vascular—slower
heart rate, increase in systolic BB, may have
carotid bruits, peripheral vessels distended
and tortuous

6. Breasts—size and elasticity decrease

7. Abdomen—decreased muscle tone, may have
less pain with abdominal pathology

8. Musculoskeletal—decrease in muscle mass,
kyphosis

9. Neurologic—slower reaction time, may have
decreased response to pain stimuli

10. Reproductive organs—sparse pubic hair,
smaller labia, shorter, narrow vaginal canal
with thin, smooth vaginal walls, shorter cervix,
smaller uterus and atrophy of the ovaries

Diagnostic tests and findings

1. Most laboratory values not significantly
changed by aging in the absence of disease
process

2. Decreased glucose tolerance common in older
people—fasting glucose levels increase after
age 50

3. Mammography—American Cancer Society
(ACS) and American College of Obstetricians
and Gynecologists (ACOG) do not currently
recommend a cut-off point for screening re-
lated to age

Management—ACOG periodic (yearly or as appro-
priate) health examination recommendations for
women 65 years of age and older include:

1. Health history to include health status up-
date, dietary assessment, physical activity,
substance abuse, medications, abuse/neglect,
sexual practices

2. Physical examination—height and weight;
blood pressure; examination of oral cavity, thy-
roid, heart, lungs, breasts, abdomen, and skin;
pelvic and rectovaginal examination; other as
indicated

3. Laboratory/diagnostic procedures—dipstick
urinalysis, mammography, and fecal oc-
cult blood test every year, cholesterol ev-
ery 3 to 5 years, Pap test every 1 to 3 years,
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sigmoidoscopy every 5 years or colonoscopy
every 10 years, TSH every 3 to 5 years
4. Other screening tests—visual acuity/glaucoma
and hearing
5. Counseling—sexuality, diet, exercise, psy-
chosocial concerns, cardiovascular risk fac-
tors, hormone replacement therapy, injury
prevention
6. Immunizations—Td booster every 10 years,
influenza vaccination annually, pneumococcal
vaccination once, zoster (shingles) vaccination
once
7. Pharmacologic considerations
a. Age-related decreases in hepatic metabo-
lism and renal elimination, changes in
body fat distribution, and central nervous
system changes may have an impact on
drug absorption, distribution, metabolism
and excretion
b. Polypharmacy—increased risk for adverse
reactions, drug interactions, noncompli-
ance, and increased cost with use of mul-
tiple medications

O PHARMACOLOGY

Pharmacokinetics

Absorption

1. Movement of drug from site of entry into the
body

2. Affected by cell membranes, blood flow, drug
solubility, pH, drug concentration, dosage
form

3. Bioavailability—percentage of active drug that
is absorbed and available to the target tissue

Distribution
1. Movement of drug throughout body via circu-
latory system

2. Affected by permeability of capillaries and car-
diac function

3. Plasma protein binding—drugs may attach
to proteins (mainly albumin) in the blood;
only unbound drug is active; as free drug is
excreted more of drug is released from binding
to replace what is lost; competition for binding
sites by different drugs and hypoalbuminemia
can affect amount of free drug that is available

4. Blood-brain barrier and placental barrier af-
fect drug distribution

Metabolism

1. Chemical inactivation of drug by conversion
to a more water soluble compound that can be
excreted from the body

2. Chemical alterations are produced by mi-
crosomal enzymes mainly in the liver

3. Hepatic first pass effect—orally administered
drug goes from GI tract through portal system
to liver before going to the general circulation;
some metabolism of drug may occur as it is
taken up by hepatic microsomal enzymes

Excretion

1. Removal of drug from body via the kidneys,
intestines, sweat and salivary glands, lungs, or
mammary glands

2. Urinary excretion—glomerular filtration, ac-
tive tubular secretion, and partial reabsorption

3. Enterohepatic recirculation—some fat soluble
drugs may be reabsorbed into the bloodstream
from the intestines and returned to the liver

Pharmacodynamics (Study of Mechanism
of Drug Action on Living Tissue)

Drug effects produced by

1. Drug-receptor interaction

2. Drug-enzyme interaction

3. Nonspecific drug interaction

Affinity—propensity of a drug to bind itself to a
given receptor site

Efficacy—ability to initiate biologic activity as a
result of such binding

Drug-response relationship

1. Plasma level profile—plasma concentration
of a drug and therapeutic effectiveness over a
course of time; dependent on rates of absorp-
tion, distribution, metabolism, and excretion

2. Biologic half-life—time required to reduce
by one half the amount of unchanged drug
that is in the body at the time equilibrium is
established

Adverse Reactions

Predictable—may occur related to
Age

Body mass

Gender

Pathologic state

Circadian rhythm

Genetic factors

Psychologic factors

N e wh =

Unpredictable types include:
1. Drug allergy

2. Idiosyncrasy

3. Tolerance

4. Drugdependence



* Jatrogenic responses include:
Blood dyscrasias
Hepatic toxicity

Renal damage
Teratogenic effects
Dermatologic effects

ANl ol

Drug Interactions

e Antagonism—combined effect of two drugs is less
than the sum of the drugs acting separately

e Summation—combined effect of two drugs equals
the sum of the individual effects of each drug

e Synergism—combined effect of two drugs
is greater than the sum of each drug acting
independently

e Potentiation—one drug increases the effect of the
other drug

Drug Contraindications

e Allergies, medical conditions, concurrent use of
another drug, age, pregnancy, lactation may be
drug contraindications

¢ Food and Drug Administration (FDA) Pregnancy

Safety Classifications

1. Category A—studies indicate no risk to fetus

2. Category B—studies indicate no risk in ani-
mal fetus; information in pregnant women
unavailable

3. Category C—adverse effects reported in ani-
mal fetus; information in pregnant women is
unavailable

4. Category D—possible fetal risk in humans
reported; in selected cases potential benefits
may outweigh risks for use of drug

5. Category X—fetal abnormalities reported and
positive evidence of fetal risk in humans is
available; these drugs should not be used in
pregnancy

Client Education

e Purpose of drug, mechanism of action,
effectiveness

*  Benefits and risks
e Dosage and administration
*  Major side-effects/adverse reactions

e Plan for follow-up

Questions 31

O QUESTIONS
Select the best answer.

1.

A 17-year-old client presents at the clinic with
the following reason for seeking care. “l have
been sick for 3 days. | feel sick to my stomach
and have diarrhea.” Which of the following
would be most appropriate to document as her
reason for visit/chief complaint?

a. Flu-like symptoms
Gastrointestinal distress

c. "l feel sick to my stomach and have
diarrhea”

d. Possible pregnancy, needs further evaluation

Which of the following would be considered a
subjective assessment finding to be placed in the
S section of SOAP format charting?

Motile trichomonads
Mucopurulent discharge
Trichomoniasis vaginitis
Vaginal itching

enNow

Which of the following includes a pertinent neg-
ative that needs to be documented?

a. 16-year-old female who has never been sexu-
ally active; no history of STDs

b. 25-year-old female with abdominal pain; no
nausea, vomiting, or diarrhea

¢. 40-year-old female with depression; past
history of suicidal attempt

d. 60-year-old female with stress incontinence;
no breast mass or nipple discharge

Appropriate information to include in the review
of systems section of the health history would
include:

a. Alert, cooperative, well groomed

b. Had measles and chicken pox as a child
¢. Occasional loss of urine with coughing
d. Walks 2 miles a day for exercise

Which of the following would most appropri-
ately be documented in the A section of SOAP
charting format?

Breast self-examination instructions provided
Positive urine pregnancy test

Client states she would like to quit smoking
Mucopurulent cervicitis

o N oo

The bell of the stethoscope should be used when
listening for:

Bowel sounds

Carotid bruits

Lung sounds

S, and S, heart sounds

on oo
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10.

11.

12.

13.

14.

Evaluation of extraocular muscle movement
(EOM) includes:

a. Ophthalmoscopic examination
b. PERRLA evaluation

c. Six cardinal fields of gaze

d. Visual fields by confrontation

Which of the following constitutes a normal
Weber test?

a. Able to hear whispered words at 1 to 2 feet
Air conduction longer than bone conduction

c. Lateralization of sound to the ear being
tested

d. Sound heard equally in both ears

When auscultating lung sounds, the normal
finding over most of the lung fields is:

a. Bronchial
b. Resonant
c¢. Tympanic
d. Vesicular

Increased tactile fremitus would be an expected
finding with:

Asthma
Emphysema
Lobar pneumonia
Pleural effusion

0N oo

The sound heard over the cardiac area if there is
pericarditis is mostly likely to be a/an:

a. Diastolic murmur
b. Fixed splits,
c. Friction rub
d. Increaseds,

Which of the following is an abnormal abdom-
inal examination finding in an adult?

Abdominal aorta 2.5 cm in width

Liver border nonpalpable

Liver span 8 cm at the right MCL

Splenic dullness at the left anterior axillary
line

on oo

One of the cranial nerves for which you would
test both motor and sensory function is:

CN ll—optic nerve

CN V—trigeminal nerve

CN X—vagus nerve

CN Xl—spinal accessory nerve

o N oo

A client with an Hgb of 10.2 g/dL and an RBC
indices indicating both microcytosis and hypo-
chromia most likely has:

a. Folic acid deficiency
b. Iron deficiency

15.

16.

17.

18.

19.

20.

21.

c. Severe dehydration
d. Vitamin B,, deficiency

A client with an increased WBC count related to
infectious hepatitis would most likely have an
elevated level of:

a. Basophils

b. Eosinophils
¢. Lymphocytes
d. Neutrophils

Expected thyroid function test findings with
primary hypothyroidism include:

a. Decreased TSH and decreased FT,
b. Decreased TSH and increased FT,
C. Increased TSH and decreased FT,
d. Increased TSH and increased FT,

A pregnant woman presents with a recent-
onset rash. Which of the following laboratory
results would be reassuring that this is not likely
rubella?

a. HAI titer of 1:10 at her initial visit 1 month
earlier
HAI titer of 1:128 at the current visit

¢. Increased IgG antibody levels at the current
visit

d. Increased IgM antibody levels at the current
visit

A client who had hepatitis B 6 months ago cur-

rently has no symptoms but has a positive test

for HbsAg. This most likely indicates that she:

a. Has immunity to future infection
b. Has persistent active infection

¢. Isachronic carrier of hepatitis B
d. Isinthe early stage of reinfection
A

false negative TB test may be the result of:

Dormant infection
Immunosuppression
Intradermal injection
Prior BCG vaccination

oan oo

An individual with cholecystitis would most likely
have a/an:

a. Decreased alkaline phosphatase
b. Decreased indirect bilirubin

¢. Increased albumin level

d. Increased direct bilirubin

Measuring waist circumference is most appro-
priate when the client’s BMI places her in which
of the following categories:

a. Underweight
b. Normal weight



22.

23.

24.

25.

26.

27.

c¢. Overweight
d. Extreme Obesity

A 58-year-old woman who is not on estrogen
therapy gets an average daily dietary calcium
intake of 500 mg. According to National Insti-
tute of Health recommendations, she should be
advised to take a daily supplement of at least:

a. 500 mg
b. 700 mg
c¢. 1000 mg
d. 1500 mg

A 53-year-old woman is at the clinic for her
annual examination. She had the following tests
1 year ago—fecal occult blood test and sigmoid-
oscopy. Three years ago she had a normal lipid
profile and fasting blood glucose. She has never
had a TSH level. If she has no relevant risk factors
she should have the following tests done or
ordered at her current visit:

a. Lipid profile, fasting blood glucose, and fecal
occult blood test
Lipid profile, TSH, and sigmoidoscopy

c. Fasting blood glucose and fecal occult blood
test

d. Fasting blood glucose, fecal occult blood
test, and TSH

Appropriate management for a 45-year-old
white woman who has no diabetes risk factors
and no symptoms of diabetes with a fasting
glucose of 130 mg/dL would include:

a. Inform client she has impaired glucose
tolerance

b. Order HbA, level

c. Repeat glucose testing on another day

d. Repeat glucose screening in 3 years

Which of the following pharmacokinetic changes
could decrease the effect of a medication?

Decrease in plasma protein binding
Increase in hepatic first pass effect
Increase in enterohepatic recirculation
Increase in bioavailability

on oo

“One plus one equals three” best describes
which of the following drug interactions?

a. Antagonism
b. Potentiation
c. Summation
d. Synergism

Tests for cerebellar function include:

a. Deep tendon reflex evaluation
b. Short-term memory evaluation

28.

29.

30.

31.

32.

Questions 33

c¢. Discriminatory sensation tests
d. Romberg test for balance

A healthy 70-year-old female is at the clinic in
November for her annual examination. She had
influenza vaccination 1 year ago. She had a
pneumococcal vaccination and a tetanus booster
vaccination 10 years ago. What vaccinations
should be given at the current visit?

Influenza only

Influenza and pneumococcal
Influenza and tetanus booster
Influenza, pneumococcal, and tetanus
booster

oNn oo

Client education concerning the use of bupro-
pion hydrochloride for smoking cessation should
include:

a. Discontinue smoking prior to initiation of
this medication

b. The medication should not be used for more
than 8 weeks

¢. Initiate the medication at least 1 week prior
to smoking cessation

d. Side-effects may include drowsiness and
weight gain

Which of the following statements regarding
influenza vaccination during pregnancy is true?

a. Influenza vaccination should only be given if
the woman has health problems placing her
at high risk for complications with influenza

b. Influenza vaccination may be safely given in
any trimester of pregnancy

¢. Intranasal influenza vaccine is recommended
for pregnant women to reduce chances for
side-effects

d. Influenza vaccination is contraindicated
during pregnancy

The drug category in which adverse effects have
been reported in an animal fetus and informa-
tion in pregnant women is unavailable is:

a. Category B
b. Category C
c¢. CategoryD
d. Category X

Which of the following heart sounds may be
a normal finding for a woman in the third tri-
mester of pregnancy?

a. Diastolic murmur
b. Fixedsplits,

c S,

d. S

4
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33.

34.

35.

36.

37.

38.

39.

Pelvic findings on examination of a 22-year-old
nulliparous woman are uterus 7 cm in length and
ovaries 3cm x 2 cm x 1 cm. These findings are
consistent with:

Enlarged uterus and enlarged ovaries
Enlarged ovaries and normal size uterus
Enlarged uterus and normal size ovaries
Normal size uterus and normal size ovaries

onNn oo

A laboratory test finding of increased immature
neutrophils (shift to the left) is consistent with
alan:

Acute bacterial infection
Acute viral infection
Allergic reaction

Chronic bacterial infection

o N oo

An elderly woman has had gastroenteritis with
vomiting and diarrhea for the past 3 days. Her
mucous membranes appear dry, and she says she
has not urinated yet today. Expected laboratory
test findings related directly to her current condi-
tion might include:

Decreased urine specific gravity
Decreased hematocrit
Increased blood glucose
Increased blood urea nitrogen

anoo

The blood type in which an individual has no
antigens on their RBCs is:

a. AB+
b. AB-
c. O+
d. O-

A woman who describes finding her partner
sexually attractive but is not able to maintain
sufficient sexual excitement and lubrication
during sexual activity has:

Hypoactive sexual desire disorder
Sexual arousal disorder

Sexual orgasmic disorder
Vaginismus

o N oo

Authorities recommend that African Americans
begin regular screening at an earlier age than
the general population recommendations for:

Breast cancer
Colon cancer
Diabetes
Thyroid disease

0N oo

The second and third doses of the human papil-
loma virus (HPV) vaccination should be given:

a. 1 month and 3 months after the initial dose
b. 2 months and 3 months after the initial dose

40.

41.

42,

43.

44,

45.

c. 2 months and 6 months after the initial dose
d. 3 months and 12 months after the initial
dose

Which of the following vaccinations should
not be given to an individual who is
immunocompromised?

a. Hepatitis A

b. Pneumococcal
¢. Rubella

d. Varicella

An abnormal finding on ophthalmoscopic exami-
nation would be:

a. Arterioles smaller than veins
b. Optic disk that is yellow

c. Presence of a red reflex

d. Tapering of the veins

When examining the cervix of a 20-year-old
female, you note that most of the cervix is pink
but there is a small ring of dark red tissue sur-
rounding the os. This is most likely:

a. An endocervical polyp
b. Due to cervical dysplasia
c. Due to cervical infection
d. The squamocolumnar junction
d

The laboratory test that is done for definitive
iagnosis of sickle cell disease is:

Hgb electrophoresis
Peripheral blood smear
RBC indices

Sickle cell preparation

0N oo

A woman who is currently pregnant, has had
two full-term deliveries and one abortion would
be considered:

a. Gravida 2 Para 2
b. Gravida 3 Para 2
c. Gravida 3 Para 3
d. Gravida 4 Para 2

The best position for palpating the axilla is with
the woman:

a. Lying down with her arm above the head on
the side you are examining

b. Lying down with her arm at her side on the
side you are examining

c. Sitting up with her arm raised above her
head on the side you are examining

d. Sitting up with her arm down on the side
you are examining



46.

47.

48.

49,

50.

51.

52.

Which of the following would be considered a
positive PPD result?

a. General population—5 mm induration

b. General population—10 mm induration

¢. Moderate-risk population—5 mm induration
d. High-risk population—5 mm induration

Abnormal findings on a urinalysis would include:

a. pH5.0

b. Specific gravity 1.5
¢. WBGs 3 per HPF

d. Protein 4 mg/dL

Which of the following types of vaccines should
not be given during pregnancy?

Bacterial vaccines

Inactivated virus vaccines

Live attenuated virus vaccines
Immunoglobulins

o N oo

Which of the components of the PLISSIT model
would best describe instructing a couple on the
use of water soluble lubrication for dyspareunia
caused by vaginal dryness?

a. Permission giving
b. Limited information
c. Specific instructions
d. Intensive therapy

Good dietary sources for folic acid include:

a. Chicken

b. Dried beans
c¢. Eggyolks
d. Milk

Expected physical findings with aging include:

a. Decrease in total body fat

b. Increase in benign skin lesions

¢. Increase in heart rate

d. Increased response to pain stimuli

Which of the following would not be an
expected pelvic examination finding in a 70-year-
old woman?

Narrow vaginal canal
Palpable ovaries
Small uterus

Thin vaginal walls

onoTo
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Women'’s Health

O GYNECOLOGY (NORM AL) a. Vulva—visible external structures bor-
dered by symphysis pubis anteriorly,

buttocks posteriorly, and thighs laterally;
develops as a secondary sex characteristic
under the influence of estrogen during

* Anatomy and physiology of reproductive organs
1. Breast—located on anterior chest; a modi-
fied sweat/mammary gland responsible for

(1) Lobes—15 to 20 each breast; forms
circle ending in Tail of Spence; located
in the upper outer quadrant of each
breast terminating in the axillary area

(2) Lobules—extend from lobes terminat-
ing in alveoli; network of ducts extend
from lobules forming lactiferous si-
nuses that direct milk toward nipple;
interlobule breast tissue composed of
fat

(3) Alveoli—located at terminus of lob-
ules; responsible for milk production

(4) Unique proliferation occurs under
influence of estrogen during puberty

Nipple—composed of pigmented erectile

tissue, areola, and Montgomery’s glands;

terminus into which lactiferous sinuses
secrete milk

(1) Areola—circular pigmented area that
surrounds the nipple

(2) Montgomery’s glands—sebaceous
glands that circle the nipple located
within the areola

lactation puberty
a. Body—composed of lobes, lobules, and (1) Mons pubis—{fatty tissue prominence
alveoli overlying symphysis pubis, covered

by coarse hair inverted in a triangular
pattern

(2) Labia majora—two longitudinal folds
of adipose tissue extending from the
mons pubis downward enclosing four
structures:

(a) Labia minora—thin folds inside/
parallel to the labia majora; forms
prepuce anteriorly, encloses the
vestibule, and terminates in the
fourchette

(b) Clitoris—small erectile body of
tissue; abundant supply of sen-
sory nerve endings; rich vascular
supply; important for female
sexual response

(c) Vestibule—contains urethral/
vaginal openings, hymen, Skene’s
glands, Bartholin’s glands

(d) Perineum—Ilocated between the

fourchette anteriorly and the anus

posteriorly

b. Pelvic musculature—consists of perineal
muscles and pelvic floor muscles
(1) Perineal muscles

2. External genitalia—composed of the vulva and
its associated structures
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(a) Bulbocavernosus—surrounds va-
gina acting as weak sphincter

(b) Ischiovernosus—surrounds
clitoris; responsible for clitoral
erection

(c) Superficial/deep transverse
perineal muscles—converge with
urethral sphincter

(d) External anal sphincter

(2) Pelvic floor muscles

(a) Levator ani—pubococcygeus, il-
iococcygeus, and ischiococcygeus
muscles

(b) Pubococcygeus—pubovaginalis,
puborectalis, and pubococcygeus
proper

3. Internal pelvic structures—develop primarily
as a result of stimulation by estrogen initiated
during puberty; structures reach their adult
size/appearance by approximately age 16

a.

Vagina—muscular/membranous canal
that connects the external genitalia to the
uterus
(1) Length—approximately 7 cm anterior,
10 cm posterior
(2) Stratified squamous epithelium
(3) Rugae—corrugated sidewalls; al-
lows for distention during coitus and
childbirth
(4) pH—acidic due to prevalence of lac-
tobacilli; due to influence of estrogen
initiated during puberty
Uterus—pear shaped organ that is com-
posed of the following:
(1) Cervix—round, firm terminus to the
uterus that protrudes into the vagina
(a) Os—opening in cervix that pro-
vides access to the uterine cavity;
external os is proximal to the va-
gina, internal os is proximal to the
uterine cavity
(b) Squamocolumnar junction—
juncture of the squamous epithe-
lium covering the cervical body
(portio) and the columnar epithe-
lium lining the endocervix
(c) Transformation zone—site of
original squamocolumnar junc-
tion (established during gesta-
tion) and the current site; area
where squamous metaplasia
occurs
(d) Squamous metaplasia—process
whereby columnar cells of the en-
docervix are replaced by mature
squamous epithelium

(2) Uterine body—extends upward from
cervix and lies in the pelvic cavity;
contains cavity or potential space that
can accommodate pregnancy
(a) Located between bladder and
rectum

(b) Averages 8 cm in length, 5 cm in
width, 3 cm in thickness

(c) Composed externally of thick my-
ometrial muscles (myometrium)

(d) Composed internally of columnar
epithelium (endometrium); shed
during menstruation

(e) Fundus—top portion where fal-
lopian tubes insert

(f) Isthmus (lower uterine
segment)—immediately superior
to cervix

(g) Corpus—main body

Fallopian tubes—ciliated oviducts that

transport ova from the ovaries to the

uterus

(1) Length—approximately 10 cm

(2) Interstitial portion—within uterus

(3) Isthmus—main body

(4) Ampulla—adjacent to the ovary; re-
ceives ova at ovulation

(5) Fimbriated ends/Infundibulum

Ovary—pair of endocrine organs located

at the end of fallopian tube

(1) Responsible for secretion of steroid
hormones—estrogen/progesterone

(2) Approximately3cm X 2cm X 1 cm

(3) Cyclic release of ovum

Puberty/Adolescence—adolescence defined
means “to grow up”; puberty denotes the biology
of adolescence, beginning around age 9 and culmi-
nating in development of regular menstrual cycles
Hormonal changes—begin as hypothalamic-
pituitary-ovarian axis matures

1.

a.

b.

Gonadotropin-releasing hormone
(GnRH)—released from hypothalamus
Gonadotropins—follicle stimulating hor-
mone (FSH) and luteinizing hormone (LH)
released from anterior pituitary gland in
response to GnRH

Estrogen—primarily released by ovary in
response to FSH; results in development
of secondary sex characteristics and ulti-
mately in menstruation

Physical changes—tanner staging—physical
characteristics of breast/pubic hair develop-
ment/distribution that delineate progressive
advancement of physiologic maturity



Growth spurt—girls may grow from 6 to
11 cm taller; greatest height velocity oc-
curs around age 12 or just prior to onset of
menses

Thelarche—breast development; begins
with breast budding around age 9, pro-
gresses to conical shape followed by fully
developed breast with round contour
around age 17

Adrenarche—growth of pubic and axillary
hair; results from secretion of adrenal an-
drogens; usually starts after breast devel-
opment begins

Menstruation—results from shedding of
estrogen primed endometrium; average
age is 12.5 years following peak height
velocity

3. Psychosocial/cultural changes

a.

b.

Developmental tasks

(1) Establish independence—struggle
with authority vs autonomy

(2) Experimentation—means of achieving
cognitive development

(3) Develop self-esteem

(4) Establish peer relationships

Cognitive development

(1) Progression from concrete operational
thinking (7 to 12 years) to formal logi-
cal operations (12 years and older)

(2) True logical thought and manipula-
tion of abstract concepts emerge from
12 to 16 years

e Reproductive years
1. Effect of hormones

a.

Estrogen—steroid hormone responsible

for development of secondary sex charac-

teristics; produced by ovarian follicles, ad-

renal cortex, corpus luteum; predominant

in follicular phase of menstrual cycle

(1) Estradiol—most potent; derived from
ovarian follicles, particularly domi-
nant follicle; primary estrogen of re-
productive age

(2) Estrone—estrogen of menopause;
converted from androstenedione pro-
duced by adrenal gland and ovarian
stroma

(3) Estriol—least potent; estrogen of preg-
nancy; derived from conversion of
estrone and estradiol in liver, uterus,
placenta, and fetal adrenal gland

(4) Breasts develop fully to round adult
contour—development/growth of
ductal system, lobular, alveolar growth

(5) External genitalia

Gynecology (Normal)

(a) Mons and labia majora increase
in size
(b) Clitoris enlarges
(6) Internal pelvic structures
(a) Vagina lengthens to approxi-
mately 10 cm; pH less than 4.5;
rugae appear
(b) Uterus—proliferative endome-
trium,; thin, clear cervical mucus
(c) Ovaries—follicular development;
approximately 3 cm long, 2 cm
wide, and 1 cm thick
Progesterone—steroid hormone produced
by ovarian corpus luteum and conversion
of adrenal pregnenolone/pregnenolone
sulfate; luteal phase of menstrual cycle
(1) Uterus—secretory endometrium;
thickens cervical mucus
(2) Ovary—supplied by corpus luteum;
level of 3 ng/mL or greater indicates
ovulation
(3) Breast—subcutaneous fluid retention
Prostaglandin—20-carbon molecules de-
rived from arachidonic acid through ac-
tion of prostaglandin synthetase enzymes
(1) Increased production by the uterus as
with primary dysmenorrhea
(2) Increases uterine activity resulting in
ischemia
Follicle stimulating hormone—gonadotro-
pin; released by anterior pituitary gland in
response to GnRH from hypothalamus
(1) Ovary—stimulates follicular growth
(2) Positive/negative feedback from ovar-
ian hormones determines level
Luteinizing hormone—gonadotropin,
released by anterior pituitary gland in re-
sponse to GnRH from hypothalamus
(1) “Surge” responsible for physical act of
ovulation
(2) Induces steroidogenesis and increases
synthesis of androgens by the internal
cells of ovary
(3) Promotes follicular atresia in non-
dominant follicles
(4) Promotes final growth of graafian
follicle
(5) Promotes luteinization of granulosa
cells
Prolactin—anterior pituitary gland
hormone
(1) Progressive release during pregnancy
(2) Stimulates synthesis of milk proteins
in mammary tissue
(3) Stimulates epithelial growth in breast
during pregnancy
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(d) Thickened cervical mucus
(e) Maintained increase in BBT
(f) If no pregnancy, CL regresses and
progesterone decreases
(g) Ends with onset menses
b. Uterine cycle—defined by endometrial

g. Gonadotropin-releasing hormone
(GnRH)—released from hypothalamus
(1) Stimulates anterior pituitary gland to
release FSH/LH
(2) Pulsatile release
h. Adrenal hormones—adrenal cortex

(1) Cortisol—metabolizes proteins, car- changes
bohydrates, fats (1) Proliferative phase—estrogen
(2) Aldosterone—regulates sodium and influence

3)

4)

potassium; decreases sodium/
increases potassium secretion by
kidney
Androstenedione—converted to es-
trone in adipose tissue
Testosterone—can be converted to
estradiol

2. Menstrual cycle—timed from beginning of one
menstrual bleed to beginning of consecutive
bleed; average 28 days plus or minus 2 days;
duration 4 to 6 days plus or minus 2 days; vol-
ume average 40 cc
a. Ovarian cycle—defined by ovarian

changes

1)

)

3)

Follicular phase

(a) Begins day 1 menses

(b) Variable length (time frame)

(c) Increased FSH/LH

(d) Increased E, from dominant
follicle

(e) Decreased FSH

(f) LH surge (peak 10 to 12 hours be-
fore ovulation)

(g) Thin cervical mucus

Ovulation

(a) Prostaglandins and proteolytic
enzymes break down the follicular
wall

(b) Follicle ruptures releasing oocyte

(c) Occurs 32-44 hours after LH surge
begins

(d) Maximal production of thin,
stretchy, cervical mucus (spinn-
barkeit—refers to ability of cer-
vical mucus to be “stretched”
between examining fingers; in-
creased stretch equals increased
influence of estrogen)

(e) Peak sexual desire

(f) Increase in basal body tempera-
ture (BBT) of 0.2 to 0.5°F

Luteal phase

(a) Begins after ovulation occurs

(b) Approximately 14 days plus or mi-
nus 2 days in length

(c) Corpus luteum (CL) formed
from ruptured follicle; secretes
progesterone—peak 7 to 8 days
postovulation

2)

3)

(@) Endometrium grows/thickens

(b) Lasts approximately 10 days from
end of menses to ovulation

Secretory phase—progesterone

influence

(a) Average 12 to 16 days

(b) From ovulation to menses

(c) Endometrial hypertrophy

(d) Increased vascularity

(e) Favorable for implantation of fer-
tilized ovum

Menstruation—declining progester-

one from CL

(a) Endometrium undergoes involu-
tion, necrosis, sloughing

(b) 3to 6 days average

3. Breast health
a. Breast self-examination (BSE)

1)

2)

3)

4)

Q)

American Cancer Society (ACS)—be-

ginning in their 20s, inform of benefits

and limitations of BSE and provide

instruction for women who choose

to do BSE,; it is acceptable for women

to choose not to do BSE or to do BSE

irregularly

American College of Obstetricians and

Gynecologists (ACOG)—adult women

should perform BSE monthly

Studies indicate breast self-examination

alone does not reduce number of

cancer deaths; it should not be used

in place of clinical breast examination

and mammography (National Cancer

Institute)

Inspection—in front of mirror

(a) Hands pressed on hips

(b) Observe for symmetry, dimpling,
contour

Palpation

(@) Inupright position with arm
slightly raised, palpate the under-
arm area on each side

(b) Reclining with pillow under
shoulder; arm raised

(c) Pads of three middle fingers used,
overlapping dime sized circular
motions at three levels of pressure
over entire area of both breasts



(d) Use vertical up and down pattern
across entire chest wall; clavicle to
inframammary fold, sternum to
posterior axillary line

b. Screening mammography

(1) Age 40 to 50
(a) American Cancer Society (ACS)—
annual screening
(b) National Cancer Institute (NCI)—
screening every 1 to 2 years/con-
sult with provider
(c) Strong family history (maternal
grandmother, mother, sister) may
warrant earlier/more frequent
screening
(2) Older than age 50—annual screening
(3) Dense breast tissue in younger
women limits reliability
(4) 10 to 15% false negative rate for detec-
tion of malignancies
BRCA1/BRCA2-breast cancer gene testing
(1) 5to 10% of breast cancer is hereditary
(2) Women with mutated BRCA1 gene
have 80% risk of breast cancer by
age 65
(3) Indicated if
(a) Strong family history—first/
second generation female
relatives
(b) Ashkenazic Jewish descent
(4) Not cost effective as general screening
Clinical breast examination—see General
Health Assessment/Health Promotion
chapter for detailed information

4. Psychosocial/cultural factors

a.

Menstruation

(1) Viewed as unclean by some cultures

(2) Intercourse may be prohibited with
any vaginal bleeding

(3) View of individual influenced by
family/community/society

Growth/development

(1) Influenced by culture/ethnicity

(2) Influenced by nutritional status

Health promotion behaviors—priori-

tized by culture/society/socioeconomic

conditions

¢ Menopause
1. Definitions

a.

Menopause—cessation of menses; av-
erage age in US is 51 years; genetically
predetermined; confirmed after 12 con-
secutive months without a period
Climacteric—term used to describe

the physiologic changes associated
with the change from reproductive to
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nonreproductive status; 2-8 years before
menopause until 1 year after last period

c. Perimenopause—another term for
climacteric

d. Postmenopause—phase of life following
menopause

e. Premature menopause (premature ovarian
failure)—cessation of menses before
age 40

Physiology

a. Asclimacteric begins, the rhythmic ovar-
ian and endometrial responses of the
menstrual cycle decline and eventually
stop

b. Number of responsive follicles decreases
with resultant decreased production of
estradiol throughout climacteric

c. With decreasing estradiol, FSH levels
increase

d. Atthe end of the climacteric, ovary con-
tains no follicles and endometrium atro-
phies so that reproductive capability is
terminated

e. After menopause, estrone becomes princi-
pal estrogen

f.  Estrone produced through aromatization
of androstenedione; androstenedione is
an androgen produced by adrenal cortex
and ovarian stroma; converted to estrone
in peripheral fat cells

g. After menopause, both FSH and LH levels
are elevated

h. Generally rely on cessation of menses,
hypoestrogenic symptoms, age, and con-
sistently elevated FSH for diagnosis of
menopause

Laboratory findings

a. FSH—greater than 40 mIU/mL

b. LH—3-fold elevation after menopause
(20-100 mIU/mL)

c. Estradiol—less than 20 pg/mL

Possible menstrual changes in climacteric

a. Nochange

b. Oligomenorrhea/Polymenorrhea—cycles
shorter or longer than usual

c. Hypomenorrhea/Hypermenorrhea—
bleeding lighter/shorter or heavier/longer
than usual

d. Metrorrhagia—irregular intervals, amount
variable

Physical changes

a. Reproductive organs

(1) Labia—decrease in subcutaneous fat
and tissue elasticity
(2) Vagina
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(a) Thinning of epithelium; de-
creased rugae, increase in pH of
greater than or equal to 5.0
(b) May have pruritus, leukorrhea,
friability, increased susceptibility
to infection
(c) May have dyspareunia
(3) Cervix—decrease in size, os may be-
come flush with vaginal walls, may
become stenotic
(4) Uterus and ovaries—decrease in
size and weight; ovaries usually not
palpable
Urinary tract
(1) Decreased muscle tone—urethra and
trigone area of bladder
(2) Atrophic changes in urethra and peri-
urethral tissue—stress incontinence
may occur
(3) Hypoestrogenic effects in trigone area;
lowered sensory threshold to void—
sensory urge incontinence may occur
(4) Urinary urgency, frequency, and dys-
uria due to atrophic changes in ure-
thra and periurethral tissue
Breasts—reduction in size and flattened
appearance; decrease in glandular tissue
Skin
(1) Thinning/decreased activity of seba-
ceous and sweat glands
(2) Hyperpigmentation/
hypopigmentation
(3) Scalp, pubic, and axillary hair be-
comes thinner and drier
Bone integrity
(1) Increased bone loss associated with
decrease in estrogen
(2) See section on Osteoporosis in Nongy-
necological Problems chapter for
more information

6. Vasomotor symptoms—hot flashes

a.

b.

Observed in 75% of women during
climacteric

Mechanism responsible not known;
gonadotropin-related effect on the cen-
tral thermoregulatory function of the
hypothalamus (measurable increase in
body surface heat and decrease in core
temperature)

Sudden feeling of warmth followed by vis-
ible redness of upper body and face

May be associated with profuse sweating
and palpitations

May awaken during the night, leading to
insomnia, sleep disturbance, cognitive
(memory), and affective (anxiety) disor-
ders with loss of REM sleep

f.

Generally cease within 2-3 years after
menopause

Cardiovascular system effects
a.

Lipid levels—increase in low-density lipo-
proteins (LDL), very low-density lipopro-
teins (VLDL), and triglycerides, possible
decrease in high-density lipoproteins
(HDL)

Regulation of clotting processes—increase
in certain fibrinolytic and procoagulation
factors

Vasoactive substances—increase in en-
dothelin and decrease in angiotensin
converting enzyme (vasoconstrictors),
increase in nitric oxide and decrease in
prostacyclin (vasodilators)

Extent of impact of decreased estrogen
levels on cardiovascular disease not de-
finitively established

Alterations in mood
a.

Majority of women do not have psy-
chological problems attributable to
menopause

Depression in menopause often related to
history of previous depression
Depression/irritability may be related to
sleep disturbances caused by hot flashes
Perceived health shown to be a major
factor related to depression in perimeno-
pausal women; individual characteristics
and self-perception appear to be impor-
tant determinants of each woman'’s experi-
ence of the climacteric

More research is needed to establish hor-
monal influences on mood changes that
occur during the perimenopause

Cognitive function
a.

Memory impairment may be indirectly
related to decreased estrogen secondary to
hot flashes and sleep disturbance

WHIMS trial—risk of dementia increased
in healthy women aged 65 to 79 years us-
ing estrogen or estrogen with progester-
one therapy

Unclear how estrogen or estrogen with
progesterone therapy impacts cognitive
function in younger menopausal women

10. Sexuality

a.

Diminished genital sensation, less vaginal
expansion, and decreased vasocongestion
may cause some changes in orgasm expe-
rience—increased time to reach orgasm,
shorter duration of orgasm, decreased
strength of orgasmic contractions
Freedom from fear of pregnancy, freedom
from contraceptives, and increased pri-
vacy as children leave home may increase
sexual enjoyment



c. Dyspareunia, loss of partner, medications,
and chronic illness may affect sexual de-
sire and activity

11. Health assessment/Health promotion

a. Health history

(1) Family and personal history—focus
on risks for cancer, heart disease,
osteoporosis

(2) High-risk behavior evaluation—smok-
ing, alcohol, drugs, STD/HIV risks

(3) Menstrual history—focus on irregular
bleeding problems

(4) Nutrition and exercise assessment

(5) Psychosocial assessment—sexuality,
stressors, support system, domestic
violence

b. Physical assessment

(1) Blood pressure

(2) Height and weight

(3) BMI

(4) Complete physical examination

c. Screening tests

(1) Pap test every 1-3 years (ACOG, ACS,
North American Menopause Society
[NAMS])

(2) Rectal examination and stool for oc-
cult blood annually beginning age 50
(ACS, NAMS)

(3) Sigmoidoscopy age 50 and then every
3-5 years or colonoscopy every 10
years, or double contrast barium en-
ema every 5-10 years (ACS, NAMS)

(4) Mammography every year starting at
age 40 (ACS, NAMS)

(5) Cholesterol with HDL every 5 years
beginning at age 20; more frequent
and additional lipid tests as needed
(National Cholesterol Education Pro-
gram [NCEP] of the National Heart,
Lung, and Blood Institute)

(6) Plasma glucose every 3 years if age 45
years or older and for younger women
with risk factors (American Diabetic
Association, NAMS)

(7) Thyroid function/TSH every 3-5
years for age 65 years and older; begin
screening earlier if presence of auto-
immune condition or strong family
history of thyroid disease (ACOG)

(8) Hearing screening for 65 years and
older

(9) Screening for visual acuity and glau-
coma by ophthalmologist every 2—-4
years from age 40-64 and every 1-2
years beginning at age 65; earlier and
more frequent screening if risk factors
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are present (American Academy of
Ophthalmology)
(10) Other as determined by risk factors
Immunizations—see section on immuni-
zations in General Health Assessment and
Health Promotion chapter
Counseling and education
(1) High-risk behaviors
(2) Nutrition—see section on nutrition
in General Health Assessment and
Health Promotion chapter
(3) Self-examination—Dbreasts, skin, vulva
(4) Physical activity—see section on
physical activity in General Health
Assessment and Health Promotion
chapter
(6) Injury prevention—seat belts, safety
helmets for bike riding, smoke detec-
tors, fall prevention
(7) Sexuality
(8) Management of menopausal
symptoms
(9) Benefits and risks of hormone therapy
(HT)
(10) Health maintenance checkup
schedule
Contraception for women over 40
(1) Continue contraception until FSH
level indicates no longer fertile or no
menses for 1 year
(2) Options
(a) Combination (estrogen-
progestin) contraception
i. Safe option for nonsmoking,
nonobese, healthy perimeno-
pausal women
ii. Noncontraceptive benefits
may be especially attrac-
tive to the perimenopausal
woman—relief of vasomo-
tor symptoms, menstrual
regulation
(b) Progestin-only contraception also
safe option
(c) Approaches used in deciding
when to discontinue hormonal
contraception include reach-
ing age 55 (90% of women have
reached menopause by this age)
vs two FSH levels while off of hor-
monal contraception and using a
nonhormonal contraceptive
(d) Intrauterine contraception (IUC)
i. Longlasting, effective contra-
ceptive option
ii. Levonorgestrel IUS (LNG IUS)
may also be therapeutic for
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perimenopausal women with
heavy bleeding
(e) Barrier methods are acceptable
options
(f) Sterilization—most prevalent
contraceptive method among
married women in the US
(g) Fertility awareness methods less
effective during perimenopause
with irregular menstrual cycles

12. Hormone therapy (HT)

Indications
(1) Relief of menopausal symptoms re-
lated to estrogen deficiency—vasomo-
tor instability, vulvar/vaginal atrophy
(2) Prevention of osteoporosis
Other potential benefits—reduction in risk
for colon cancer
Contraindications
(1) Thromboembolic disorders or
thrombophlebitis
(2) Known or suspected breast cancer
(3) Estrogen dependent cancer
(4) Liver dysfunction or disease
(5) Undiagnosed abnormal uterine
bleeding
(6) Known or suspected pregnancy
Potential risks
(1) Endometrial hyperplasia/cancer
(2) Breast cancer
(a) Relationship with HT
inconclusive
(b) Possible small, but significant in-
crease of breast cancer with long-
term HT
(3) Gallbladder disease
(4) Thromboembolic disorders
Assessment prior to initiation of HT
(1) Health history with attention to
specific contraindications and
precautions
(2) General physical examination, gyne-
cological examination with Pap test,
breast examination, mammogram
(3) Base decisions concerning HT use on
woman’s symptoms, treatment goals,
benefit-risk analysis
Routine follow-up after HT initiation
(1) Reevaluate in 3 months—assess thera-
peutic effectiveness and any problems
(2) Annual follow-up thereafter if no
problems
(a) Evaluate continuing need for HT
and discontinue as appropriate
(b) Consider nonhormonal drugs for
osteoporosis prevention if long-
term therapy needed

g. Regimen options

(1) 0.625 mg conjugated estrogen or
equivalent is dosage shown to prevent
osteoporosis in 90% of postmeno-
pausal women
(2) 10-14 days each month of 10 mg of
medroxyprogesterone acetate (MPA)
or equivalent or daily doses of 2.5-5.0
mg recommended for prevention of
endometrial hyperplasia
(3) Continuous-combined regimen
(a) Estrogen and progestin every day
(b) Lower cumulative dose of proges-
tin than with cyclic regimens

(c) May have unpredictable bleeding

(d) After several months endome-
trium atrophies and amenorrhea
usually results

(e) No estrogen-free period during
which vasomotor symptoms can
occur
(4) Continuous-cyclic regimen
(a) Estrogen every day
(b) Progestin added 10 to 14 days
each month

(c) No estrogen-free period during
which vasomotor symptoms can
occur

(d) Withdrawal bleeding when pro-
gestin withdrawn each month

(5) Cyclic regimen
(a) Estrogen days 1 to 25
(b) Progestin added last 10 to 14 days
(c) Followed by 3 to 6 days of no

therapy
(d) Withdrawal bleeding when pro-
gestin withdrawn each month

(6) Continuous unopposed estrogen—for
woman without uterus

Types of estrogen—17f estradiol, estradiol

acetate, conjugated estrogen, esterified es-

trogen, estropipate (estrone), estriol (plant
based)

Types of progesterone/progestin—

medroxyprogesterone acetate, norethin-

drone, norethindrone acetate, norgestrel,
micronized progesterone (plant based)

Routes of administration

(1) Oral
(a) Estrogen, progestin or

combination
(b) First-pass metabolism determines
bioavailability
(c) Increased HDL
(d) Increased triglycerides
(2) Transdermal patches



(a) Estrogen and progestin or estro-
gen only
(b) Can use with continuous-cyclic
regimen or continuous-combined
regimen
(c) No significant impact on HDL or
triglycerides
(d) May have less adverse effects on
gallbladder and coagulation fac-
tors than oral estrogen
(3) Vaginal estrogen creams
(a) Treatment of vulvar and vaginal
atrophy
(b) May use initially with oral estro-
gen to get more immediate relief
(c) Will not provide relief from vaso-
motor symptoms
(d) Some systemic absorption
possible
(e) Need cyclic progestin with intact
uterus
(4) Estrogen vaginal ring (Estring)
(a) Little or no systemic absorption
(b) Approved for treatment of vulvar/
vaginal atrophy
(c) Will not relieve vasomotor
symptoms
(d) 90 days duration
(e) Do notneed cyclic progestin
(5) Estrogen vaginal ring (Femring)
(a) Systemic absorption
(b) Approved for treatment of vaso-
motor symptoms and vulvar/
vaginal atrophy
(c) 90 days duration
(d) Requires added progestin if have
intact uterus
(6) Topical sprays, gels, and emulsions—
17B-estradiol
(a) Systemic absorption
(b) No significant impact on HDL or
triglycerides
(c) May have less adverse effects on
gallbladder and coagulation fac-
tors than oral estrogen
(d) Need cyclic progestin with intact
uterus
(e) Topical progesterone prepara-
tions may not provide sufficient
endometrial protection

k. Progestin-only may be used if estrogen is

contraindicated

(1) Effective in relieving vasomotor symp-
toms; may have a positive impact on
calcium balance

Gynecology (Normal)

(2) Not effective in relief of vulvovaginal
symptoms; may have adverse effect
on lipid metabolism

Testosterone may be added if extreme

vasomotor symptoms not relieved by es-

trogen alone; oral, transdermal, injections,
subcutaneous implants

(1) May be especially useful after surgical
menopause

(2) May increase energy level, feeling of
well being, libido

(3) Side-effects—acne, hirsutism,
clitoromegaly

(4) Does not appear to have negative lipid
effect but more studies needed

. Bioidentical hormones

(1) Hormones chemically identical to
hormones produced by women
during their reproductive years—
17B-estradiol, estrone, estradiol, pro-
gesterone, testosterone

(2) Bioidentical hormone therapy (BHT)
provides one or more of these hor-
mones as active ingredients

(3) 17B-estradiol is available in several
FDA-approved ET products in oral,
transdermal, transcutaneous, and
vaginal preparations

(4) One FDA-approved bioidentical pro-
gesterone product is available in oral
form

(5) Custom compounded BHT uses com-
mercially available hormones with the
type and amount prescribed by the
clinician

(6) Custom compounded BHT products
are not FDA approved; there is no evi-
dence that they are safer than conven-
tional HT; the same contraindications
apply to their use

(7) No evidence that saliva testing is ef-
fective for customizing hormone dos-
ing regimens

Side-effects of HT

(1) Breast tenderness—estrogen or pro-
gestin (usually subsides after first few
weeks)

(2) Nausea—estrogen (relieved if taken at
mealtime or bedtime)

(3) Skin irritation with transdermal
patches

(4) Fluid retention and bloating—estro-
gen or progestin

(5) Alterations in mood—estrogen or
progestin

Management of side-effects may include:

(1) Lowering dose
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p-

(2) Altering route of administration

(3) Changing to different formulation

Management of bleeding during HT

(1) Continuous—cyclic regimen—usually
experience some uterine bleed-
ing; starts last few days of progestin
administration or during hormone-
free days; earlier bleeding, heavy or
persistent bleeding may indicate en-
dometrial hyperplasia and warrants
endometrial evaluation

(2) Continuous—combined regimen—
erratic spotting and light bleeding of 1
to 5 days duration in first year; endo-
metrial biopsy if bleeding heavier or
longer than usual

13. Nonhormonal management of vasomotor
symptoms

a.

CERE N I

h.

i.

Antidepressants (SSRI, SNRI), gabapen-
tin, clonidine—not FDA approved for this
purpose

Avoiding caffeine, alcohol, cigarettes, spicy
foods, and big meals

Regular, moderate exercise—may also
help alleviate insomnia

Wearing layers and natural fibers

Sleeping in a cool room

Keeping a thermos of ice water available
Stress management and relaxation
techniques

Vitamin E—anecdotal reports of relief,
placebo-controlled studies not supportive
Soy foods and isoflavine supplements

14. Nonhormonal management of vulvovaginal

symptoms

a. Water soluble lubricants

b. Regular sexual activity

c. Noncoital methods of sexual expression—

massage, mutual masturbation if penetra-
tion is painful

O DIAGNOSTIC STUDIES AND
LABORATORY TESTS

e Paptest

1. Purpose—a screening technique

a. Increases detection and treatment of pre-
cancerous and early cancerous lesions of
the uterine cervix

b. Decreases morbidity and mortality from
invasive cervical cancer

2. Schedule

a. ACS—begin approximately 3 years after
woman begins having vaginal intercourse
but not later than 21 years of age

b. ACOG—begin at 21 years of age

ACS—yearly if using conventional pap
smear or every 2 years if using liquid-
based test

ACOG—every 2 years from 21 to 29 years
of age regardless of type of test used

ACS and ACOG—for women age 30 and
older who have had three consecutive
satisfactory normal pap tests, screening
may be done every 3 years unless history
of in utero DES exposure, HIV infection, or
immunosuppression

ACOG—for women age 30 and older with
combination of negative pap test and neg-
ative HPV test, perform Pap tests no more
than every 3 years

Procedure

a.

Instruct patient to avoid douching, inter-
course, and use of vaginal creams for 48
hours prior to Pap test screening
Midcycle sampling is ideal (avoid when
vaginal bleeding present)

Speculum may be lubricated with water
prior to insertion

Entire squamocolumnar junction must
be sampled with spatula/broom to

avoid false negative related to sampling
technique

Endocervical sampling must be obtained
with broom/cytobrush

Rapid fixation with cytologic fixative is
essential to avoid air-drying artifact un-
less specimen is transferred to aqueous
solution

e Wet mounts (preparations)

Purpose—to detect organisms responsible

for symptoms of vulvar, vaginal, cervical, and
uterine infections through microscopic evalu-
ation of vaginal discharge

1.

Procedure

a. Obtain specimen from vaginal sidewalls

b. Prepare initial slide with saline to detect
clue cells, epithelial cells, RBC, WBC,
trichomonads, yeast hyphae, and spores

c. Second specimen can be prepared with
KOH to facilitate visualization of yeast
buds and pseudohyphae

d. Addition of KOH may also be used to de-

tect presence of amines (whiff test)

¢ Colposcopy

Purpose—to allow inspection of vagina and
cervix using a binocular microscope; detects
lesions/abnormalities that may be biopsied for
histologic examination

Procedure

1.



a. Careful, thorough inspection with
colposcope
b. Swab cervix/vagina; apply dilute acetic
acid to cervix/vagina
c. Areas of abnormality identified
(1) Aceto white areas
(2) Vascular patterns
(a) Punctuation
(b) Mosaicism
(c) “Corkscrew” vessels
d. Biopsy
(1) Identify squamous cell lesions indi-
cated by Pap test screen
(2) Apply silver nitrate/monsels if biopsy
sites continue to bleed
e. Endocervical curretage
(1) Indicated for glandular abnormalities
indicated by Pap test
(2) 360-degree sample of endocervical
canal

* Pregnancy test

1.

Purpose—to detect human chorionic gonado-

tropin (hCG) in blood/urine; qualitative deter-

mines positive or negative test for pregnancy;

quantitative measures amount of hCG to

ascertain gestational age; serial results deter-

mine viability/growth of conceptus

Procedure for urine tests

a. Obtain first morning specimen if possible
as it will be most concentrated

b. Assess client for use of drugs that may
cause false positive results, e.g., anticon-
vulsants, hypnotics, tranquilizers

c. Assess urine for blood or protein if false
positive suspected

Beta subunit radioimmunoassay (RIA)—

serum; quantitative; reliable at 7 days post-

conception; no cross-reactivity with other

hormones

Enzyme-linked immunosorbent assay

(ELISA)—immunometric test—urine or serum;

qualitative; quantitative—serum only; reliable

at 7 to 10 days postconception; no cross-

reactivity with other hormones

Agglutination inhibition test—urine; qualita-

tive only; reliable at 14 to 21 days postcon-

ception; cross-reactivity with FSH, LH, TSH

possible with some tests

e  Ultrasound

1.

Purpose—use of high-frequency sound waves

to evaluate internal organs/ structure for diag-

nostic purposes

a. Distinguish between solid and cystic ab-
dominal/breast or pelvic masses

Diagnostic Studies and Laboratory Tests

b. Confirm viability and location of
gestation/products of conception
Determine endometrial thickness
Evaluate size/location of uterine myomas
e. Evaluate adnexal masses/fullness
(1) Ectopic pregnancy
(2) Ovarian cysts—serial evaluation
f. Predict ovulation—infertility evaluation
g. Evaluate fetal growth
h. Detect fetal anomalies/abnormalities
Procedure
a. For transabdominal pelvic ultrasound, pa-
tient instructed to have full bladder
b. Transvaginal ultrasound does not require
full bladder
c. Transducer is passed over tissue to be ex-
amined; breast, abdomen, pelvis

e o

¢ Mammogram

1.

Purpose—radiographic examination of the

breast to determine presence of small cancer-

ous, precancerous, and benign lesions

Equipment—mammograms should be per-

formed at a site accredited by the American

College of Radiology Mammography Accredi-

tation Program to ensure low-dose, accurate

equipment, and trained professional staff

Procedure

a. Instructions to avoid use of any under-
arm deodorant spray or powder prior to
procedure

b. Typically two views taken of each breast
for screening mammogram

c. Results explained clearly and follow-up
planned accordingly

Diagnostic mammography

a. Performed if suspicious lesion found on
clinical or self-breast examination

b. Targets a specific area with multiple views

Referral and/or biopsy recommended on any

clinically suspicious lesion regardless of mam-

mography results

* Biopsy

1.

Endometrial
a. Purpose—to determine endometrial
status, identify infection, inflammation,
hyperplasia, and malignancies in the
endometrium
(1) Evaluation of abnormal uterine
bleeding
(a) Perimenopausal
(b) Postmenopausal
(2) Rule out/confirm endometritis
(3) Infertility evaluation
(a) “Date” the endometrium
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(b) Confirm/rule out luteal phase
defect

b. Procedure

(1) Bimanual examination—determine
uterine position and size

(2) Local anesthesia may be injected/
applied at site for tenaculum
attachment

(3) Attach tenaculum to stabilize cervix/
provide traction

(4) Paracervical block may be used

(5) Gently pass pipelle through cervix

(6) Withdraw stilette/aspirate with sy-
ringe while rotating pipelle

(7) Transfer contents of pipelle/syringe
into fixative

(8) Remove tenaculum—control bleeding
(a) Silver nitrate
(b) Monsel’s solution

2. Cervical—see colposcopy
3. Breast

a.

Purpose—fine needle biopsy to determine

whether breast mass found on examina-

tion or through imaging contains benign

or malignant cells

Procedure

(1) Areaidentified and local anesthetic
injected superficially

(2) 21-gauge needle attached to syringe
inserted directly into area

(3) Negative pressure applied through
aspiration with syringe

(4) Contents placed in specimen
container/slide with fixative

4. Vulvar

a.

b.

Purpose—sample areas of vulva that ap-

pear abnormal for diagnostic purposes

Procedure

(1) Areaidentified and local anesthetic
injected

(2) Punch biopsy instrument used in ro-
tating motion to remove sample

(3) Specimen placed in histologic
solution

(4) Bleeding controlled with silver
nitrate/Monsel’s solution

¢ Screening tests for sexually transmitted diseases

(STD)

1. Chlamydia trachomatis

a.

b.

Tissue culture—endocervix, urethra, rec-
tum, pharynx

Nucleic acid amplification test (NAAT)—
test recommended by CDC; includes op-
tion of testing with urine sample

Other nonculture tests—direct fluorescent
antibody (DFA), enzyme immunoassay
(EIA), DNA probe

2. Neisseria gonorrhoeae (GC)

a.

Culture—cervix, urethra, rectum, pharynx;
plated on Thayer-Martin/other medium

b. Nonculture tests—NAAT, EIA, DNA probe
3. Treponema pallidum (syphilis)

a.

a.

Dark field microscopy examination and
direct fluorescent antibody tests of lesion
exudate or tissue are definitive methods of
diagnosing early syphilis
Serology—provides for presumptive
diagnosis
(1) Nontreponemal tests
(a) Venereal Disease Research Labo-
ratories (VDRL)
(b) Rapid plasma reagin (RPR)
(c) Become positive 1 to 2 weeks past
chancre
(d) Reported as nonreactive or
reactive
(e) Reactive test also reported quanti-
tatively as titer
(f) Nonspecific
(g) False positives associated with
mononucleosis, collagen vascular
disease, and some other medical
conditions; usually see low titer
1:8
(h) Reactive nontreponemal tests
must be confirmed with a
treponemal test
(i) Titers are also used for follow up
after treatment
() Nontreponemal tests usually be-
come nonreactive with time after
treatment
(2) Treponemal tests
(a) Fluorescent treponemal antibody
absorption test (FTA-ABS)
(b) Treponema pallidum immobiliza-
tion test (TPI)
(c) Reported as positive or negative;
not quantitative
(d) Specific
(e) Treponemal tests usually re-
main positive indefinitely after
treatment

Genital herpes simplex
Tissue culture of lesion

(1) Gold standard test

(2) Sensitivity varies with stage of infec-
tion—highest if sample of vesicular
lesion

Other tests available—DNA probe testing,
direct fluorescent antibody/enzyme assay,
polymerase chain reaction (PCR)
Type-specific serologic tests—serum;
detect presence of HSV-1 and HSV-2



antibodies; may take 4 to 12 weeks for se-
roconversion; useful if history suggestive
of HSV but no current lesions, negative
culture of lesions but suspect HSV infec-
tion, partner with known HSV infection, or
patient with HIV infection

Cytologic tests—Pap test and Tzanck prep-
aration are insensitive and nonspecific;
should not be relied on for diagnosis

5. Human papillomavirus (HPV)

a.

Condyloma acuminata (genital warts)

(1) Generally diagnosed by inspection

(2) Punch biopsy—rarely needed unless
uncertain of lesion

Cervical/flat condyloma/HPV

(1) Inspection by colposcopy after acetic
acid stain application

(2) Cervical cytology (Pap test)

(3) Viral DNA testing

6. Chancroid—culture/DNA probe
7. Trichomoniasis

a.

b.

Microscopic evaluation of vaginal secre-
tions with saline wet mount

(1) Motile, flagellated protozoa

(2) Greater than 10 WBC/high power field
Vaginal pH greater than 4.5

8. Hepatitis B (HBV)

a.
b.

Serologic testing

Hepatitis B surface antigen (HBsAg)—seen
with active infection; carrier state
Hepatitis B surface antibody (HBsAb)—
seen with convalescence, indicates immu-
nity to HBV

Hepatitis B core antibody (HBcAb)—indi-
cates past infection; chronic hepatitis
Hepatitis B e-antigen (HBeAg)—seen with
acute infection; indicates infectivity
Hepatitis B e-antibody (HBeAb)—seen
with convalescence; indicates decreased
infectivity

9. Human immunodeficiency virus (HIV)

a.

Sensitive screening tests—enzyme immu-
noassay (EIA) or rapid test; 99% sensitivity
at longer than 12 weeks postexposure
Reactive screening tests must be con-
firmed by supplemental tests that are
highly specific—Western blot or immu-
nofluorescence assay (IFA); HIV antibody
detectable in 95% of individuals within 6
months of infection

e Serum hormonal levels
1. Purpose—to evaluate and monitor treatment
of infertility; to assist in differential diagnosis
of gonadal dysfunction; to assist in diagnosis
of certain neoplasms
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2. Estradiol—pg/mL
Follicular phase—20 to 150
b. Midcycle—150 to 750
Luteal phase—30 to 450
d. Postmenopause—20 or less
3. Follicle stimulating hormone—mIU/mL
Follicular phase—5 to 25
b. Midcycle—20 to 30
b. Luteal phase—b5 to 25
Postmenopause—40 to 250
4. Luteinizing hormone—mIU/mL
Follicular phase—5 to 25
b. Midcycle—75 to 150
Luteal phase—b5 to 40
d. Postmenopause—30 to 200
5. Progesterone—ng/mL
Follicular phase—less than 2
b. Luteal phase—2 to 20
Postmenopause—Iless than 0.2

a.

C.

a.

C.

a.

C.

a.

C.

Laparoscopy

1. Purpose—to provide direct visualization of
internal reproductive organs for diagnosis and
treatment of certain conditions

Provides for inspection of internal repro-

ductive organs

Diagnostic for endometriosis

Assists in diagnosis of

a.

b.
C.

1)
2)
3)
4)
(5)
(6)

Pelvic pain

Infertility

Ectopic pregnancy
Ovarian cysts/neoplasia
Uterine fibroids

Pelvic adhesions

Therapeutic uses

1)
2)
3)

4)
5)

Tubal ligation

Appendectomy

Infertility procedures—harvesting ova
for IVF or GIFT procedure

Lyse adhesions

Laser/fulguration of endometrial
implants

2. Procedure

General anesthesia administered
Incision into peritoneal cavity

CO, instilled—approximately 3 liters

a.
b.
C.

1)
2)

Distends abdominal cavity
Allows visibility of organs

Second small incision made; laparoscope
inserted—facilitates inspection

Additional incision made to facilitate in-

strumentation if procedure performed
Patient may experience abdominal/
referred shoulder pain following proce-
dure related to CO, instillation
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* Bone density testing/Bone densitometry

1.

N

Purpose—diagnosis and monitoring treatment

of osteoporosis

Procedure for DEXA scan—most-used

technique

a. Patientlies supine while imager passes
over body

b. Process takes about 10 to 15 minutes

c. Computer calculates density of patient’s

bones
Image/regions scanned
a. Hip
b. Spine
c. Wrist/forearm
d. Heel

Dual energy x-ray absorptiometry (DEXA)

a. Multiple sites—femoral neck and lumbar
spine most common; also finger, forearm,
heel; hip BMD is best predictor of hip frac-
tures and predicts fractures at other sites

b. Most-utilized method

c. Lowradiation

Quantitative computerized tomography

a. Spine and forearm

b. Greater radiation exposure

c. Expensive

Single x-ray absorptiometry (SXA)—heel

Quantitative ultrasound—tibia or heel

Assessment (T-score)—bone density com-

pared to a young normal adult

a. Normal—BMD within 1 standard devia-
tion (SD) of young normal adult; T-score
above -1

b. Osteopenia—BMD between 1 and 2.5 SD
below that of young normal adult; T-score
between -1 and -2.5

c. Osteoporosis—BMD 2.5 SD or more below
that of young normal adult; T-score at or
below-2.5

O FERTILITY CONTROL

e Combination oral contraceptives (COC)

1.

Description—pill taken daily for contraception

or for specific noncontraceptive benefits; com-

bination of estrogen and progestin

a. Monophasic pills—deliver constant
amount of estrogen/progestin throughout
cycle

b. Multiphasic pills—vary amount of estro-
gen and/or progestin delivered through-
out cycle

c. Patterns of use—monthly cycling (21/7),
shortened pill-free interval, extended cycle

Mechanism of action

a. Estrogen—inhibits ovulation through sup-
pression of FSH, alters cellular structure

of endometrium; stabilizes endometrium;

potentiates progestin

(1) Ethinyl estradiol (E,)—most prevalent
synthetic estrogen in COC

(2) Mestranol—weaker estrogen; utilized
in older COC formulations

Progestin—inhibits ovulation through

suppression of LH; produces atrophic en-

dometrium; thickens cervical mucus; de-

creases ovum transport through fallopian

tube; may inhibit capacitation of sperm

(1) Norethindrone

(2) Norethindrone acetate

(3) Norgestrel

(4) Levonorgestrel

(5) Ethynodiol diacetate

(6) Norgestimate

(7) Desogestrel

(8) Gestodene (not available in US)

(9) Drosperinone

3. Effectiveness/First year failure rate

a.
b.

Perfect use—0.1%
Typical use—5%

4. Advantages

o oPp

Ease of use

Reversible

Effective

May reduce incidence of/afford protection

against

(1) Acne

(2) Dysmenorrhea

(3) Pelvic inflammatory disease

(4) Ectopic pregnancy

(5) Endometriosis

(6) Anemia

(7) Osteoporosis

(8) Benign breast disease

(9) Functional ovarian cysts

(10) Ovarian cancer; endometrial cancer

(11) Atherogenesis

(12) Rheumatoid arthritis

(13) Migraine headaches

(14) Premenstrual syndrome

(15) May be used as emergency
contraception

5. Disadvantages/side-effects

a.

b.

Does not prevent transmission of
STD/HIV
Requires user compliance/daily dosing
schedule
Side-effects may include:
(1) Estrogenic effects

(a) Nausea

(b) Increased breast size

(c) Cyclic weight gain

(d) Leukorrhea

(e) Cervical eversion/ectopy



(f) Hypertension

(g) Increased cholesterol concentra-
tion in gallbladder bile

(h) Growth of leiomyomata

(i) Telangiectasia

() Chloasma

(k) Hepatocellular adenomas/cancer
(rare)

() Cerebrovascular accidents

(m) Thromboembolic complications
including pulmonary emboli

(n) Stimulation of breast neoplasia

(2) Progestogenic side-effects (alone or in

combination with estrogen)

(a) Breast tenderness

(b) Headaches

(c) Hypertension

(d) Decreased libido

(3) Androgenic effects

(a) Increased appetite/weight gain

(b) Depression, fatigue

(c) Acne, oily skin

(d) Increased breast tenderness/size

(e) Increased LDL cholesterol

(f) Decreased HDL cholesterol

(g) Decreased carbohydrate
tolerance/increased insulin
resistance

(h) Pruritus

Contraindications (Centers for Disease Control

and Prevention [CDC] recommendations)

a. Individual characteristics or known pre-
existing medical/pathologic condition
affecting eligibility for use of a contracep-
tive method classified under one of four
categories (CDC, 2010)

(1) Category 1—condition for which there
is no restriction on use of the method

(2) Category 2—condition where advan-
tages of using method generally out-
weigh theoretical or proven risks

(3) Category 3—condition where theoret-
ical or proven risks usually outweigh
advantages of using method

(4) Category 4—condition that represents
an unacceptable health risk if method
is used

b. Category 4 for COC use—do not use
method if following conditions exist:

(1) Smoker 35 year of age or older, 15 or
more cigarettes/day

(2) Multiple risk factors for arterial car-
diovascular disease

(3) Hypertension (=160/=100) or hyper-
tension with vascular disease

(4) Acute deep vein thrombosis (DVT) or
pulmonary embolism (PE)
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(5) History of DVT or PE and one or more
risk factors for recurrence

(6) Major surgery with prolonged
immobilization

(7) Known thrombogenic mutations

(8) History of or current ischemic heart
disease, stroke, complicated valvular
heart disease

(9) Migraine headaches with aura at any
age; migraine headache at 35 years of
age or older with/without aura

(10) Breast cancer within past 5 years

(11) Diabetes with nephropathy, retinopa-
thy, neuropathy, other vascular dis-
ease; or longer than 20 years duration

(12) Active viral hepatitis, severe cirrhosis,
hepatocellular adenoma, malignant
hepatoma

(13) Systemic lupus erythematosus (SLE)
with positive or unknown antiphos-
pholipid antibodies

(14) Peripartum cardiomyopathy—normal
or mildly impaired cardiac function
and less than 6 months postpartum;
moderately or severely impaired car-
diac function

(15) Solid organ transplantation with
complications

Category 3 for COC use—use of the

method not generally recommended for

the following conditions unless other

more appropriate methods are not avail-

able or acceptable:

(1) Breastfeeding and less than 1 month
postpartum

(2) Lessthan 21 days postpartum if not
breastfeeding

(3) Smoker 35 year of age or older, less
than 15 cigarettes/day

(4) Hypertension—adequately controlled
or 140-159/90-99

(5) Known hyperlipidemia—consider
type, severity, and other cardiovascu-
lar risk factors

(6) Migraine headache without aura and
less than 35 years of age that starts or
worsens with COC use

(7) History of breast cancer with no evi-
dence of disease for 5 years

(8) Symptomatic gallbladder disease; his-
tory of cholestasis related to past COC
use

(9) Mild cirrhosis

(10) History of bariatric surgery with mal-
absorptive procedure

(11) History of DVT or PE with no risk fac-
tors for recurrence
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(12) Peripartum cardiomyopathy with

normal or mildly impaired cardiac
function and 6 or more months
postpartum

(13) Moderate or severe inflammatory

bowel disease with associated risks for
DVT or PE

7. Management
Health assessment prior to initiation of
method

a.

b.

C.

1)

2)

3)

(4)

)

Elicit information from thorough
history concerning any contraindica-
tions/risk to use of COCs

Pelvic examination/Pap test not re-
quired prior to initiating COC unless
other indications

Blood pressure

Clinical breast examination if 20 years
of age or older recommended
Mammogram if age 40 or older

Health assessment at follow-up visits

1)

2)

Patients may be assessed yearly if no
risk factors

Patients with risk factors may be seen
at 3 to 6 month intervals

Special considerations

1)

2)

3)

4)

Drug interactions—drugs that may

decrease the effectiveness of COC

include:

(a) Rifampin

(b) Lamotrigine

(c) Phenobarbital

(d) Phenytoin

(e) Topirimate

(f) Carbamazepine

(g) Primidone

(h) Saint John’s Wort

(i) Some antiretroviral drugs

Drug interactions—COC may potenti-

ate effect of some drugs

(a) Benzodiazepines

(b) Anti-inflammatory corticosteroids

(c) Bronchodilators

Management of breakthrough

bleeding/spotting

(a) Common side-effect of first 3
months of use

(b) Reinforce to take pills daily at the
same time

(c) Change to 30-35 mcg estrogen if
on 20 mcg COC

(d) Change to COC with different
progestin

(e) If problem persists consider an-
other cause for bleeding, e.g., in-
fection, polyps

Management of absence of with-

drawal bleeding

(@) Occurs in about 5% of women af-
ter several years of COC use

(b) Rule out pregnancy

(c) No intervention required if
woman is okay with no menses

(d) Change to 30-35 mcg estrogen if
on 20 mcg COC

(e) Add supplemental estrogen to
regimen for first 3 weeks of one
cycle

8. Instructions for use
General instructions

a.

b.

C.

1)

2)

3)

4)

Q)

(6)

)

Quick start—reasonably certain not
pregnant, take first pill on day of office
visit; backup method for 7 days

First day start—take first pill on first
day of menses; no backup method
needed

Sunday start—take first pill on first
Sunday after menses starts; use
backup method for 7 days

Pill taken at approximately same time
each day

If nausea occurs, pill can be taken
with meals or at bedtime

Backup method (condoms) used if
efficacy/absorbency compromised by
severe vomiting/diarrhea

Condom use for prevention of
STD/HIV

Missed pills

1)

2)

3)

If one or two pills missed, take one
active pill as soon as remembered
and next pill taken at normal time,

no backup method needed; consider
emergency contraception (EC) if pills
missed in first week and sexual inter-
course was unprotected

If three or more pills missed in weeks
1 or 2, take two pills on day remem-
bered and then resume one pill each
day; use backup method for 7 days;
consider emergency contraception
(EC) if pills missed in first week and
sexual intercourse was unprotected
If three or more pills missed in week 3
(of traditional 4-week pack); finish ac-
tive pills of current pack; do not take
placebo pills; start new pack next day

Warning signs (ACHES)

1)
2)

3)

4)

Q)

Abdominal pain (severe)

Chest pain (sharp, severe, shortness of
breath)

Headache (severe, dizziness,
unilateral)

Eye problems (scotoma, blurred vi-
sion, blind spots)

Severe leg pain (calf or thigh)



Progestin-only pills (POP)

1.

Description—pill taken daily for purposes of
contraception; comprised of synthetic proges-
tins in lower doses than those used in combi-
nation oral contraceptive pills
Mechanism of action
a. Inhibits ovulation through suppression of
FSH and LH
b. Produces atrophic endometrium
c. Thickens cervical mucus
d. Slows ovum transport through fallopian
tube
e. May inhibit sperm capacitation
Effectiveness/First year failure rate
a. Perfect use—0.5%
b. Typical use—5%
Advantages
a. Easeofuse
b. Reversible
c. Effective
d. Contains no estrogen for women in whom
it is contraindicated or who cannot toler-
ate estrogenic side-effects
e. Canbe used during lactation
Disadvantages and side-effects
a. Effectiveness may be compromised
by drug interactions due to low-dose
formulation
(1) Rifampin
(2) Phenobarbital
(3) Phenytoin
(4) Primidone
(5) Carbamazepine
(6) Griseofulvin
b. Decreased availability/increased expense
compared to COC
c. Strict daily dosing schedule
d. Possible side-effects include:
(1) Increased incidence of functional fol-
licular cysts
(2) Menstrual cycle irregularities
(3) Mastalgia
(4) Depression
e. No protection against STD/HIV
Contraindications (CDC recommendations)
a. Category 4 for POP use—do not use
method if breast cancer within past 5
years
b. Category 3 for POP use—use of the
method not generally recommended for
the following conditions unless other
more appropriate methods are not avail-
able or acceptable:
(1) History of breast cancer with no evi-
dence of disease for 5 years
(2) Severe cirrhosis, benign hepatocellu-
lar adenoma, malignant hepatoma

7.

8.
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(3) History of bariatric surgery with mal-
absorptive procedure
(4) Ischemic heart disease or stroke oc-
curring while on POP
(5) Migraine with aura at any age that
starts or worsens with POP use
(6) SLE and positive or unknown an-
tiphospholipid antibodies
(7) Taking ritonivar-boosted protease
inhibitors as part of HIV/AIDS treat-
ment; some anticonvulsants; rifampin
or rifabutin
Management
a. Health assessment prior to initiation of
method—refer to COC section
b. Health assessment at follow-up visits—
refer to COC section
c. Special considerations—ectopic preg-
nancy more likely if pregnancy occurs
Instructions for using the method
a. General instruction
(1) Pills started on cycle day 1 (first day of
menses)
(2) Pill taken at same time each day every
day; no placebo/off week
(3) If more than 3 hours late taking pill,
backup method should be used for 48
hours
b. Warning signs
(1) Severe low abdominal pain
(2) No bleeding after series of regular
cycles
(3) Severe headache

Transdermal contraceptive system

1.

Description—patch applied to skin; delivers

continuous daily systemic dose of progestin

(norelgestromin) and estrogen (ethinyl estra-

diol), new patch applied each week for 3 weeks

followed by 1 week without patch to induce

withdrawal bleeding

Mechanism of action—same as COC

Effectiveness/First year failure rate

a. Perfect use—0.99%

b. Typical use—1.24%

Advantages

a. Ease of use—no daily dosing regimen

b. Reversible

c. Effective

d. Good menstrual cycle control

Disadvantages and side-effects

a. Does not prevent transmission of
STD/HIV

b. Skin irritation at application site

c. Other side-effects similar to those of COC

Contraindications (CDC recommendations)—

same as with COC except history of bariatric

surgery not relevant
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Management

a. Health assessment prior to initiation—
same as with COC

b. Health assessment at follow-up visits—
same as with COC

c. Special considerations
(1) May be less effective in women who

weigh 90 kg (198 pounds) or more
(2) Probably same drug interactions as
with COC

Instructions for using the method

a. Quick start—reasonably certain not preg-
nant, apply patch on day of office visit or
when convenient; backup method for 7
days

b. First day start—apply patch on first day of
menses; no backup method needed

c. Sunday start—apply patch on first Sunday
after menses starts; use backup method
for 7 days

d. Patch applied to buttocks, abdomen, up-
per torso front or back (excluding breasts),
upper outer arm

e. New patch applied on same day each week
for total of 3 weeks

f.  Patch not worn on week 4; withdrawal
bleeding will occur

g. Use of condoms considered for STD/HIV
prevention

h. New patch applied if current patch par-
tially or completely pulls away from skin

i. Healthcare provider contacted if warning
signs occur—same as COC warning signs

¢ Combination injectable contraceptives (Lunelle)—
no longer available in US; available in other
countries

1.

Description—intramuscular injection admin-

istered every 28 to 30 days for contraception;

combination of estrogen (estradiol cypionate)

and progestin (medroxy-progesterone acetate)

Mechanism of action—same as COC

Effectiveness/First year failure rate

a. Perfect use—0.3%

b. Typical use—0.3%

Advantages

a. Ease of use—no daily dosing regimen

b. Reversible

c. Effective

d. Good menstrual cycle control

Disadvantages and side-effects

a. Does not prevent transmission of
STD/HIV

b. Side-effects similar to those of COC

Contraindications (WHO recommendations)—

same as with COC; not included in CDC

recommendation

Management
a. Health assessment prior to initiation—
same as with COC

b. Health assessment at follow-up visits
(1) Requires injection every 28 to 30 days
(2) Assess for side-effects/problems

c. Special considerations
(1) If more than 33 days between injec-

tions, increased risk for pregnancy
(2) Probably same drug interactions as
with COC

Instructions for using the method

a. Administer injection intramuscularly in
deltoid, anterior thigh, gluteal muscle

b. Administer first injection within 5 days of
start of menstrual period

¢. Administer new injection every 28 to 30
days (33 days at most)

d. May have bleeding 2 to 3 weeks after first
injection

e. Thenregular bleeding pattern occurring
22 to 25 days after each injection

f.  Use backup method of contraception if
late for injection

g. Consider use of condoms for STD/HIV
prevention

h. Healthcare provider contacted if warning
signs occur—same as COC warning signs

Contraceptive vaginal ring (NuvaRing)

1.

Description—soft, malleable, clear plastic

ring; delivers continuous, systemic dose of

estrogen (ethinyl estradiol) and progestin

(etonogestrel); worn in vagina for 3 weeks fol-

lowed by 1 week without ring to induce with-

drawal bleeding

Mechanism of action—same as COC

Effectiveness/First year failure rate

a. Perfect use—0.3%

b. Typical use—2%

Advantages

a. Ease of use—no daily dosing regimen

b. Reversible

c. Effective

d. Good menstrual cycle control

Disadvantages and side-effects

a. Does not prevent transmission of
STD/HIV

b. Side-effects similar to those of COC

c. Vaginal discharge/vaginal irritation

Contraindications (CDC recommendations)—

same as with COC except history of bariatric

surgery not relevant

Management

a. Health assessment prior to initiation—
same as with COC



b. Health assessment at follow-up visits—
same as with COC

c. Special considerations—probably same
drug interactions as with COC

Instructions for using the method

a. Quick start—reasonably certain not preg-
nant, insert ring on day of office visit or
when convenient; backup method for 7
days

b. First day start—insert ring on first day of
menses; no backup method needed

c. Days 2 to 5 of menstrual cycle—insert ring
and use backup method for 7 days

d. Hands washed before inserting

e. Ringfolded and gently inserted into

vagina

f.  Exact position of ring in vagina is not
important

g. Ringleft in vagina for 3 weeks then
removed

h. Newringinserted in 7 days

If ring is expelled or removed for 3 hours

or more, backup method used for next 7

days after ring is reinserted in vagina

j.  Ifringisleft in vagina for more than 3
weeks but less than 4 weeks, it should be
removed; new ring inserted after 1 week
ring-free period

k. Ifringis left in vagina more than 4 weeks,
it may not protect from pregnancy;
backup method used until new ring in va-
gina for 7 days

1. Use of condoms considered for STD/HIV
prevention

m. Healthcare provider contacted if warning
signs occur—same as COC warning signs

—e

* Progestin-only injectable contraception (Depo-
Provera DMPA)

1.

Description—intramuscular or subcutaneous,

injectable progestin administered in 3-month

intervals for contraception

Mechanism of action

a. Inhibits ovulation through suppression of
FSH and LH

b. Produces atrophic endometrium

c. Thickens cervical mucus

d. Slows ovum transport through fallopian
tube

e. May inhibit sperm capacitation

Effectiveness/First year failure rate

a. Perfect use—0.3%

b. Typical use—0.3%

Advantages

a. Easeofuse

b. Effective

c. Long-term contraceptive option
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d. Does not require compliance with daily/
event regimen
e. Does not have drug interaction profile
f. Results in absence of menstrual bleeding
in up to 50% of women by end of first year
of use (four injections); by end of second
year, 70% are amenorrheic
g. Contains no estrogen for women in whom
it is contraindicated or who cannot toler-
ate estrogenic side-effects
h. Can be used during lactation
May decrease the following
(1) Intravascular sickling in patients with
sickle cell disease
(2) Incidence of seizures in affected
individuals
Disadvantages/side-effects
Menstrual cycle irregularities
Mastalgia
Depression
No protection against STD/HIV
Not immediately reversible—requires 3
months to be eliminated
Requires routine 3-month injection
schedule
g.  Weight gain
(1) Average 5.4 pounds first year
(2) 13.8 pounds after 4 years
h. 6to 12 month delayed return to fertility in
some women
i. Decreased bone density in long-term
(greater than 5 years) user—returned to
normal following discontinuance
j.  May decrease HDL cholesterol
Contraindications (CDC recommendations)
a. Category 4 for DMPA use—do not use
method if breast cancer within past 5
years
b. Category 3 for DMPA use—use of the
method not generally recommended for
the following conditions unless other
more appropriate methods are not avail-
able or acceptable:
(1) Multiple risk factors for arterial car-
diovascular disease
(2) Hypertension (=160/100) or with vas-
cular disease
(3) Current/history of ischemic heart dis-
ease or stroke
(4) Migraine with aura at any age that
starts or worsens with DMPA use
(5) History of breast cancer with no evi-
dence of disease for 5 years
(6) Unexplained vaginal bleeding before
evaluation
(7) Diabetes with nephropathy, retinopa-
thy, neuropathy, other vascular dis-
ease; or longer than 20 years duration

—
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(8) Severe cirrhosis, benign hepatocellu- SC formulation—anterior thigh or ab-
lar adenoma, malignant hepatoma dominal wall

(9) SLE with positive or unknown an- (2) Do not massage injection site (alters
tiphospholipid antibodies absorption/efficacy)

(10) SLE with severe thrombocytopenia— (3) Observe patient for 20 minutes follow-
initiation category 3, continuation ing first injection to rule out allergic
category 2 reaction

(11) Rheumatoid arthritis or long-term f.  Warning signs
corticosteroid therapy with history (1) Frequentintense headache
of or risk factors for nontraumatic (2) Heavy, irregular bleeding
fractures (3) Depression

7. Management (4) Abdominal pain (severe)
a. Health assessment prior to initiation of (5) Signs of infection at injection site
method (prolonged redness, bleeding, pain,

(1) Refer to COC section discharge)

(2) Include relevant health history

(3) Baseline weight assessment ¢ Progestin-only implants

b. Health assessment at follow-up visits 1. Etonogestrel implant (Implanon)

(1) Return every 3 months for injection a. Description—long-term (3 years) contra-

(2) Determine bleeding pattern— ceptive; single rod-shaped implant placed
hematocrit/hemoglobin if excessive subdermally inner side of upper arm;

(3) Assess for side-effects/problems provides low dose sustained release of the

(4) Weight progestin etonogestrel

c. Special considerations b. Mechanism of action
(1) May have added benefits for women (1) Suppresses LH—ovulation inhibited
with in almost all users
(a) Seizure disorder—some data in- (2) Produces atrophic endometrium
dicate decrease in frequency of (3) Thickens cervical mucus
grand mal seizures; seizure medi- c. Effectiveness/First year failure rate
cation has no impact on DMPA (1) Perfect use—0.01%
efficacy (2) Typical use—0.01%

(b) Sickle cell disease—some data in- (3) Unknown if overweight/obesity may
dicate association with reduction reduce efficacy
in frequency of sickle cell crises d. Advantages

(2) No adverse effect on milk volume after (1) Ease of use
established and may enhance milk (2) Effective
production in lactating woman (3) Reversible—most users ovulate within

8. Instructions for using the method 6 weeks after removal

a. Explain importance of adherence to (4) Contains no estrogen for women with
3-month injection schedule—contracep- contraindications to estrogen or who
tive efficacy maintained for 14 weeks after cannot tolerate estrogenic side-effects
injection (5) Can be used during lactation

b. Administer first injection within first 5 (6) Affords long-term contraception
days of menstrual period; no backup (3 years)
method needed e. Disadvantages and side-effects

c. Ifirregular menses, rule out pregnancy— (1) Requires clinician insertion and re-
menstrual/coital history and pregnancy moval, removal requires minor surgi-
test; use backup method for 7 days after cal procedure

injection (2) Specific information on drug interac-

d. Counsel patients regarding possibility of tions is not available, very low dose
irregular bleeding; use of backup contra- progestin, potential for reduced effi-
ception if more than 3 months between cacy with same drugs as listed for POP
injections; use of condoms for STD/HIV (3) Pain, bruising, infection (potential) at
prevention insertion site

e. Procedure for injection (4) Irregular, prolonged, more frequent
(1) IM formulation—deep intramuscular uterine bleeding especially in first few

injection in deltoid or gluteal muscle; months; may have amenorrhea



g.

h.

(5) No protection against STD/HIV
(6) Implant may be visible
(7) Possible side-effects include
(a) Increased incidence of functional
ovarian cysts

(b) Headache

(c) Emotional lability

(d) Breast tenderness

(e) Loss oflibido

(f) Vaginal secretion changes—dry-
ness, leukorrhea

(g) Acne

Contraindications (CDC

recommendations)

(1) Category 4 for etonogestrel implant
use—do not use method if breast can-
cer within past 5 years

(2) Category 3 for use etonogestrel im-
plant—use of the method not gener-
ally recommended for the following
conditions unless other more appro-
priate methods are not available or
acceptable:

(a) Ischemic heart disease or stroke
occurring while using method

(b) Migraine headaches with aura at
any age if starts or worsens after
implant insertion

(c) Unexplained vaginal bleeding be-
fore evaluation

(d) History of breast cancer with no
evidence of disease for 5 years

(e) Severe cirrhosis, benign hepa-
tocellular adenoma, malignant
hepatoma

(f) SLE with positive or unknown an-
tiphospholipid antibodies

Management

(1) Health assessment prior to initiation
of method—same as COC

(2) Health assessment at follow-up visits
(a) Return 1 month after insertion to

assess site
(b) Routine annual visits

Instructions for using the method

(1) Discuss possible bleeding changes
prior to insertion

(2) Inform patient must be replaced every
3 years for effective contraception

(3) Insert within days 1 to 5 of menses; no
backup method needed

(4) Ifirregular menses, rule out preg-
nancy with menstrual and coital his-
tory and pregnancy test

(5) Ifinserted other than days 1 to 5 of
menses, use backup method for 7
days
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(6) Discuss use of condoms for STD
prevention

(7) Warning signs to report
(a) Abdominal pain (severe)
(b) Arm pain or signs of infection
(c) Heavy vaginal bleeding
(d) Missed menses after period of

regularity

(e) Onset of severe headaches

Levonorgestrel implant (Norplant)—not cur-
rently available in US, although some women

may still have these implants; long-term (5

years) contraceptive system of six rod-shaped
implants placed subdermally in inner upper

arm,; provides low dose sustained release of
progestin levonorgestrel

¢ Emergency contraception

1.

5.

Definition—method used to prevent con-
ception after unprotected coitus; involves
use of either hormone-containing pills—

levonogestrel alone (Plan B or generic), or
combination of ethinyl estradiol and nor-
gestrel or levonogestrel (COC), or copper-

containing intrauterine contraception (IUC)
Mechanism of action

a.

Emergency contraception pill (ECP)

(1) Inhibits or delays ovulation

(2) May alter sperm/ova transport

(3) Will not disrupt an established preg-
nancy—minimal endometrial effect

Copper-containing IUC

(1) Prevents fertilization (regular use)

(2) Interferes with implantation

Effectiveness

a.

b.

ECP

(1) Depends on preexisting fertility

(2) Reduces risk of pregnancy by at least
75%

Copper-containing [lUC—reduces risk of

pregnancy by more than 99%

Advantages

a.

b.

Provides means of emergency contracep-

tion in event of any of the following:

(1) Unplanned intercourse

(2) Method failure—condom breaks/
leaks; IUC expelled; cap/diaphragm
dislodged/improperly placed

(3) Missed COC pills at beginning of pack

(4) Late for contraceptive injection

(5) ECP may be provided with instruc-
tions for use for women using any
contraceptive method

Can provide continuous contraception

(Iuo

Disadvantages and side-effects

a.

ECP
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b.

(1) Nausea/vomiting—less common with
levonorgestrel-only (Plan B or generic)

(2) Change in next menses

Copper-containing IUC

(1) Irregular, heavy bleeding

(2) Uterine cramping/abdominal pain

(3) Refer to section on IUC

6. Precautions and risks

a.

Contraindications (CDC recommen-
dations) for ECP—no category 3 or 4
contraindications

Contraindications (CDC recommenda-
tions) for copper-containing [IUC—see
IUC section

7. Management

a.

Health assessment prior to initiation of

method

(1) Health history—menstrual, first epi-
sode of unprotected sex in cycle to
determine if need pregnancy test,
last episode of unprotected sex to as-
sure within time frame for emergency
contraception

(2) Urine pregnancy test if episode of un-
protected sex more than 1 week ago

(3) Ifusing IUC—see IUC section for re-
quired history and examination

(4) Discuss/provide ongoing
contraception

Health assessment at follow-up visits

(1) Pregnancy test if no menses within 3
weeks

(2) Routine follow-up for ongoing
contraception

8. Instructions for using the method

a.

ECP

(1) Begin first dose as soon as possible
after unprotected sex and within 120
hours for maximum effectiveness

(2) Ifvomiting within 2 hours, provide
with anti-emetic to take 1 hour before
arepeated dose of ECP

(3) Inform client that ECP will not pro-
vide any ongoing protection from
pregnancy

(4) Provide with contraception of
choice—resume current method or
begin new method immediately; wait
until next day to start or restart oral
contraceptives to prevent nausea/
vormiting

(5) Levonorgestrel-only (Plan B or
generic)

(a) One dose of 1.5 mg levonor-
gestrel—one pill (Plan B) or two
pills (generic)

(b) Available OTC if 17 years of age or
older

b.

(c) Available as prescription for fe-
males younger than 17 years of
age

(6) COC

(a) Two doses of 100 to 120 mcg ethi-
nyl estradiol + 0.50 to 0.60 mg
levonorgestrel or norgestrel 12
hours apart

(b) May be 5-, 4-, or 2-pill regimen
depending on brand used

(c) Caution regarding correct pills to
use in triphasic pack

Copper-containing IUC

(1) Can be inserted up to 5 days after un-
protected sex

(2) No evidence that progestin-containing

IUC offers effective emergency

contraception

e Intrauterine contraception (IUC)
1. Description—device placed in uterus for pur-
pose of long-acting contraception

a.

Copper T 380A

(1) “T” shaped plastic device with copper
wrapped around both vertical stem
and horizontal arms

(2) Effective for 10 years

Levonorgestrel Intrauterine System (LNG

1US)

(1) “T” shaped plastic frame with steroid
reservoir in vertical stem that contains
levonorgestrel

(2) 20 mcg of levonorgestrel released daily
into uterine cavity

(3) Effective for 5 years

2. Mechanism of action

a.

Copper T 380A

(1) Copper may inhibit sperm
capacitation

(2) Alters tubal/uterine transport of ovum

(3) Enzymatic influence on endometrium

LNG IUS—progestin influence

(1) Thickens cervical mucus

(2) Produces atrophic endometrium

(3) Slows ovum transport through tube

(4) Inhibits sperm motility and function

3. Effectiveness/First year failure rate

a.

Perfect use

(1) Copper T—0.6%
(2) LNGIUS—0.71%
Typical use

(1) Copper T—0.8%
(2) LNGIUS—0.71%

4. Advantages

ao op

Ease of use

Not coitally dependent
Effective

Reversible
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h.

Cost-effective (if used longer than 1 year)
LNG IUS can decrease blood loss during
menses

Effective choice for women who cannot
use estrogen-containing methods

Can be used during lactation

Disadvantages and side-effects

a.

Altered menstrual bleeding patterns

(1) Increased amount and length of men-
strual bleeding—Copper T; first few
months of LNG IUS

(2) Increased dysmenorrhea—Copper T

(3) Absence of bleeding—LNG IUS

Risk of PID—increased risk first 20 days

following insertion

Risk of spontaneous expulsion

(1) May go undetected by the woman

(2) More likely at time of menses

Contraindications (CDC recommendations)

a.

Category 4 for IUC use—do not use

method if following conditions exist:

(1) Known/suspected pregnancy

(2) Postpartum or postabortion sepsis

(3) Unexplained vaginal bleeding prior to
insertion and before evaluation

(4) Gestational trophoblastic disease with
persistently elevated hCG levels or
malignant disease

(5) Cervical cancer prior to insertion and
awaiting treatment

(6) Current breast cancer within past 5
years—LNG IUS only

(7) Any uterine anatomical abnormalities
distorting uterine cavity incompatible
with IUC insertion

(8) Current PID, purulent cervicitis, chla-
mydia, or gonorrhea—initiation but
not continuation

(9) Endometrial cancer—initiation but
not continuation

(10) Known pelvic tuberculosis—initiation
but not continuation

Category 3 for IUC use—use of the

method not generally recommended for

the following conditions unless other

more appropriate methods are not avail-

able or acceptable:

(1) Ischemic heart disease occurring after
insertion—LNG IUS only

(2) Migraine headache with aura starting
after insertion—LNG IUS only

(3) Gestational trophoblastic disease with
decreasing or undetectable hCG levels

(4) History of breast cancer with no evi-
dence of disease for 5 years—LNG IUS
only
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(5) High likelihood of exposure to chla-
mydia or gonorrhea—initiation but
not continuation

(6) AIDS—unless clinically well on anti-
retroviral therapy—initiation but not
continuation

(7) Severe cirrhosis, benign hepatocel-
lular adenoma, or malignant hepa-
toma—LNG IUS only

(8) SLE with positive or unknown an-
tiphospholipid antibodies—LNG IUS
only

(9) SLE with severe thrombocytopenia—
initiation of Copper T IUC only

(10) Solid organ transplantation with
complications—initiation but not
continuation

(11) Pelvic tuberculosis—continuation

7. Management

a.

Health assessment prior to initiation of
method
(1) History to include

(a) STD/PID, vaginitis symptoms

(b) STD risk factors

(c) HIV status/exposure

(d) Pap test history of abnormal
results

(e) Heavy menses/anemia

(f) Menstrual history

(2) Physical examination to include

(a) Speculum examination to as-
sess for possible vaginal/cervical
infection

(b) Pap test (if none within past year)

(c) Cervical cultures/wet prep (if
history/physical examination
indicates)

(d) Bimanual examination—contour,
size, consistency, mobility, posi-
tion of uterus

(e) Hgb/Hct if history of anemia

b. Health assessment at follow-up visits

C.

(1) Speculum examination at first menses
after insertion—check for IUD strings
(2) Assessment for any signs/symptoms
of pelvic infection
(3) Hgb/Hct if excessive bleeding
Special considerations
(1) Timing of insertion
(a) Notnecessary to wait for menses
if evidence that patient is not
pregnant
(b) May be inserted within 48 hours
after delivery (vaginal and
cesarean)
(c) May be inserted 4 or more weeks
postpartum
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2)

3)

4

(d) Insertion after 48 hours and be-
fore 4 weeks postpartum is associ-
ated with increased risk of uterine
perforation

(e) May be inserted immediately fol-
lowing first or second trimester
abortion

Menstrual abnormalities (spotting,

bleeding)
(a) Nonsteroidal anti-inflammatory
drugs (NSAID) may reduce bleed-
ing if initiated at start of menses
(b) Hgb/Hct if excessive or prolonged
bleeding
i.  Ferrous sulfate for 2 months if
Hgb less than 11.5 g—repeat
Hgb/Hct at 3 months

ii. Remove IUC if Hgb less than
9 g—repeat Hgb/Hct 1 month

(c) Assess for endometritis/PID if
bleeding associated with pain
i.  Tests for chlamydia, gonor-

rhea, and bacterial vaginosis
ii. Uterine tenderness
iii. Treat with antibiotics appro-
priate for PID if suspicious

(d) Persistent bleeding requires fur-
ther evaluation

(e) Remove IUC if patient desires and
provide alternative contraception;
may consider switch to LNG IUS
if having excessive bleeding with
CU 380T and wants to continue
IUC as method

Cramping and pain

(a) Ifsevere—rule out perforation

(b) If mild—NSAID/other analgesic
or remove [UC

(c) May indicate infection, pregnancy

Expulsion—2 to 10% within first year

(a) Symptoms—cramping, spotting,
dyspareunia, lengthening of string

(b) Partial expulsion
i. Remove IUC
ii. Rule out pregnancy/infection
iii. Replace IUC if patient desires
iv. Doxycycline for 5 to 7 days

(c) Complete expulsion
i. Pregnancy test
ii. Replace IUC if patient desires

(5) Pregnancy

(a) Spontaneous abortion (SAB)
i. Remove IUC
ii. Doxycycline/ampicillin for 7
days
iii. Ferrous sulfate if anemic/
heavy bleeding

(6)

@)

(8)

(b) Patient requests abortion—re-
move [UC and refer
(c) Patient wants to continue preg-
nancy—visible strings
i. Advise concerning risk for
spontaneous abortion—de-
creased risk with IUC removal
early in pregnancy
ii. Gently remove IUC
iii. Warning about possible
ectopic
(d) Patients wants to continue preg-
nancy—no visible strings
i.  Advise concerning risk for
spontaneous abortion
ii. Ultrasound to determine if
IUC present
iii. Monitor for intrauterine in-
fection throughout pregnancy
and retrieve IUC at delivery
iv. Ifintrauterine infection oc-
curs refer for evacuation of
uterus
Perforation, embedding
(@) Perforation occurs 1 in 1,000
insertions
i. May/may not be associated
with severe pain at time of
insertion
ii. U/S to determine location—
may require laproscopic
removal
iii. If protrusion through cervix,
can be removed in office with
local anesthetic
(b) Embedding
i. Canremove [UC from uterus
with forceps if visualized
ii. May need to be removed
with dilatation and curretage
(D&C)
PID
(a) MostIUC related PID occurs
within the first 20 days after
insertion
(b) No evidence supporting the use of
prophylactic antibiotics to reduce
post insertion infection
(c) Treat PID with appropriate
antibiotics
(d) Notnecessary to remove IUC un-
less has current high risk for STI
Actinomyces-like organisms on Pap
test
(a) Pap test does not diagnose actino-
mycosis infection
(b) Actinomyces is normal female
genital tract organism



8.

(c) Pelvic actinomycosis is very rare
but serious infection
(d) Asymptomatic—inform IUC user,
no treatment necessary
(e) Symptomatic—endometritis
i.  Treat with antibiotics—sensi-
tive to penicillin and several
other antibiotics
ii. Remove IUC—actinomyces
organism preferentially grows
on foreign bodies
Instructions for using the method
a. CheckIUD strings
(1) After each menses
(2) Ifincreased cramping
(3) If absent—use backup birth control
and notify healthcare provider
(4) Iflonger
(a) May be in process of expulsion
(b) Use backup birth control and no-
tify healthcare provider
b. Signs of infection—notify healthcare pro-
vider if
(1) Pelvic pain
(2) Vaginal discharge
(3) Unexplained vaginal bleeding
c. Monitor menses—notify provider if any of
the following:
(1) Heavy, irregular bleeding
(2) Missed menses—may have amenor-
rhea with LNG IUS
(3) Increased cramping
d. Warning signs (PAINS)
(1) Period late/missed; abnormal spot-
ting or bleeding
(2) Abdominal pain
(3) Infection—vaginal discharge
(4) Not feeling well—fever, aches, chills
(5) String missing, shorter or longer

*  Vaginal spermicides

1.

Description—cream, foam, suppository, tablet,

film, gel, or other preparation that destroys

sperm when placed in vagina

Mechanism of action

a. Nonoxynol-9 or octoxynol-9 is active
ingredient

b. Destroys sperm cell membrane

Effectiveness/First year failure rate

a. Perfect use—6%

b. Typical use—21% to 28%

Advantages

a. Accessible

b. Inexpensive

c. Readily available backup method
d. No systemic effects
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Disadvantages and side-effects
a. Coitally dependent
b. Does not protect against STD/HIV
c. Potential for allergy/sensitivity/irritation
d. Must follow instructions for effective use
Precautions and risks
a. Individuals with skin sensitivities may
want to test/avoid use
b. Individual must be capable of following
instructions for use
c. Vaginal abnormalities (septa, prolapse)
may preclude use
Management
a. No health assessment needed prior to ini-
tiation of method
b. Special considerations
(1) Encourage use of spermicide with
condom for increased effectiveness
(2) Frequent use of spermicides (more
than two times a day) associated with
vulvovaginal epithelium disruption
and theoretically could increase sus-
ceptibility to HIV infection
(3) CDC category 3 for women who have
HIV/AIDS
Instructions for using method
a. Spermicide used with each act of
intercourse
b. Allinstructions read carefully
c. Spermicide left in place (no douching) for
6 hours following last intercourse
d. Instructions should be followed regarding
how long prior to intercourse the spermi-
cide may be inserted—if too much time
has lapsed, pregnancy may occur
e. Spermicide placed deep within vagina
f. Adequate time should be allowed for
spermicide to dissolve (if film, tablets, or
suppositories)
g. With foam use—canister should be shaken
well, as directed, prior to filling applicator

Male condom

1.

Description—Ilatex/polyurethane/natural

membranous sleeve placed over erect penis

prior to intercourse to prevent transmission of

semen/sperm into vaginal vault

Mechanism of action—barrier; prevents trans-

mission of semen/sperm into vagina

Effectiveness/First year failure rate

a. Perfect use—3%

b. Typical use—14%

Advantages

a. Accessible

b. Cost-effective

c. Prevents transmission of STD (except
membrane condoms)
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d. Active involvement of male partner

Prevents allergic reaction to semen

f. Arrests development of antisperm anti-
bodies in infertility patients

g.  May help prevent premature ejaculation

h. Does not require visit to healthcare
provider

Disadvantages and side-effects

a. Decreased penile sensitivity

b. Interrupts act of love making

c. Not appropriate for men with erectile

®

dysfunction
d. Requires active involvement of male
partner
e. Possibility of condom rupture
Contraindications

a. Latexallergy (male or female partner)—
use polyurethane
b. Spermicide allergy (if condoms lubricated
with spermicide)
Management
a. No health assessment needed prior to ini-
tiation of method
b. Special considerations
(1) Membrane condoms may not protect
against STD/HIV

(2) Petroleum/oil based lubricants may
decrease effectiveness of latex con-
doms (okay for polyurethane condom)

Instructions for using method

a. New condom used with each act of
intercourse

b. Use water soluble lubricants with latex
condoms—KY jelly, Astroglide, Replens,
Lubrin

c. Condom unrolled over penis completely
(to the base)

d. Penis withdrawn from vagina soon after
ejaculation—condom secured at base of
penis to prevent spillage

e. If condom slips/breaks
(1) Before ejaculation—apply new

condom
(2) After ejaculation—consider emer-
gency contraception

e TFemale condom

1.

Description—polyurethane sheath placed
in the vagina that acts as a barrier to pre-
vent direct contact with seminal fluid during
intercourse

Mechanism of action—barrier, protects
vagina/vulva from direct contact with penis/
seminal fluid

Effectiveness/First year failure rate

a. Perfect use—5%

b. Typical use—21%

Advantages

a. Prevents transmission of STD

(1) Decreases risk of cervical dysplasia/
neoplasia related to HPV

(2) Decreases risk of PID and sequelae
due to decreased transmission of GC
and chlamydia

Does not require use of spermicide

Accessible

Controlled by the woman

Does not require visit to healthcare

provider

Disadvantages and side-effects

a. Coitally dependent

b. Noisy

c. May be aesthetically unappealing

d. Expensive

Precautions and risks

a. Must be properly inserted/positioned

b. Polyurethane allergy

Management

a. No health assessment needed prior to ini-
tiation of method

b. Special considerations—women with
vaginal abnormalities should not use this
method

Instructions for using the method

a. Pouch held with open end down—inner
ring should be at bottom of pouch

b. Inner ring squeezed together and inner

ring and pouch inserted into vagina

Inner ring pushed deep into vagina

d. Outer ring should rest outside vulva

e. Condom removed immediately after
intercourse

f.  Outer ring squeezed together and twisted

to prevent spillage

Discard the whole condom

New condom used with each act of

intercourse

i. Male condom should not be used when
using female condom—may adhere to-
gether causing dislodgement

oo

o

SRS

e Diaphragm

1.

Description—reusable latex dome that covers
anterior vaginal wall, including cervix; sper-
micide placed in dome covers cervix afford-
ing increased contraceptive protection; types
include:
a. Flatspring
(1) Good for women with firm vaginal
tone
(2) Gentle spring strength
b. Coil spring
(1) Good for women with average vaginal
tone



(2) Firm spring strength
c. Arcing spring
(1) Good for women with lax vaginal tone
(2) Firm spring strength
d. Wide seal
(1) Good for women with average/lax
vaginal tone
(2) Available as arcing or coil spring
Mechanism of action
a. Barrier—prevents direct cervical contact
with seminal fluid
b. Spermicide—nonoxynol-9/octoxynol-9
destroys sperm cell membrane
Effectiveness/First year failure rate
a. Perfect use—6%
b. Typical use—20%

Advantages
a. Cost effective—may be used for 1 to 2
years

b. Affords some protection against STDs—
possible decreased incidence of PID
c. No systemic effects
Disadvantages and side-effects
a. Requires sizing by trained clinician and
instructions in use
b. May have sensitivity to latex/spermicide
c. Increased risk of bacterial vaginosis and
UTI
(1) Due to increased colonization with
Ecoli
(2) Related to use of spermicide
(3) Mechanical irritation/compression
against urethra
d. Does not afford absolute protection from
STD/HIV
e. Risk of toxic shock—2 to 3/100,000 per
year
Contraindications (CDC recommendations)
a. Category 4 for diaphragm use
(1) Allergy to latex; does not apply to non-
latex diaphragms
(2) High risk for HIV—related to concerns
about frequent spermicide use dis-
rupting vaginal epithelium rather than
diaphragm
b. Category 3 for diaphragm use—use of
method not generally recommended for
the following conditions unless other
more appropriate methods are not avail-
able or acceptable:

8.

b.
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(1) Health history to determine if special
circumstances or contraindications

(2) Vaginal examination to determine any
abnormal anatomy that may preclude
proper fit and retention—prolapse,
cystocele, rectocele, vaginal septum

(3) Proper fit by trained professional—
determine appropriate size and type
for woman’s anatomy

Health assessment at follow-up visits—re-

check fit following childbirth or if patient

gains/loses 15 pounds or more

Instructions for using the method

a.

b.

General instructions (patient)

(1) Insert just prior to intercourse or up to
6 hours before

(2) Coat inner dome with 1 tablespoon of
spermicide

(3) Pinch sides of diaphragm and insert
fully into vagina
(@) Tuck anterior rim behind

symphysis

(b) Be certain that dome covers cervix

(4) Ifrepeated intercourse, insert another
application of spermicide in vagina;
do not remove diaphragm

(5) Leave diaphragm in place for at least 6
hours following last intercourse

(6) Do notleave in place for more than 24
hours

(7) After each use wash and store
diaphragm in clean, cool, dark
environment

(8) Do not use with oil-based lubricants
or vaginal medications

(9) Replace diaphragm yearly

(10) Assess for holes/tears periodically by
filling with water and inspecting for
leaks

(11) Consider emergency contraception if
diaphragm is dislodged during or less
than 6 hours after sex

Warning signs (toxic shock)

(1) High fever

(2) Nausea, vomiting, diarrhea

(3) Syncope, weakness

(4) Joint/muscle aches

(5) Rashresembling sunburn

e Cervical cap (FemCap)

(1) History of toxic shock syndrome 1.
(2) HIV/AIDS—related to concerns about

frequent spermicide use disrupt-

ing vaginal epithelium rather than

Description—reusable silicone cap, fits over
cervix providing barrier contraception; sper-
micide placed in dome affords additional con-
traceptive efficacy; three sizes—22 mm,

diaphragm 26 mm, 30 mm
7. Management 2. Mechanism of action
a. Health assessment prior to initiation of a. Barrier—prevents direct cervical contact
method with seminal fluid



64 CHAPTER 3 Women's Health

b. Spermicide—nonoxynol-9/octoxynol-9
destroys sperm cell membrane
Effectiveness/First year failure rate
a. Perfectuse
(1) Parous women—26%
(2) Nulliparous women—9%
b. Typical use
(1) Parous women—40%
(2) Nulliparous women—20%

Advantages
a. Cost-effective—may be used for 1 to 2
years

b. Affords some protection against STDs

Possible decreased incidence of PID

d. Possible decreased incidence of cervical
dysplasia/neoplasia

e. No systemic effects

May be left in place for 48 hours

Does not require insertion of more sper-

micide with repeat intercourse

h. Does not increase incidence of bladder
infection

Disadvantages and side-effects

a. Requires trained clinician for sizing

b. Sensitivity to silicone/spermicide

c. Does not afford absolute protection
against STD/HIV

d. Notevery woman can be fitted
appropriately

e. May become dislodged during intercourse

Contraindications (CDC recommendations)

a. Category 4 for cervical cap use—high risk
for HIV—related to concerns about fre-
quent spermicide use disrupting vaginal
epithelium rather than the cervical cap

b. Category 3 for cervical cap use—use of
method not generally recommended for
the following conditions unless other
more appropriate methods are not avail-
able or acceptable:

(1) HIV/AIDS—related to concerns about
frequent spermicide use disrupting
vaginal epithelium rather than the
cervical cap

(2) History of toxic shock syndrome

Management
a. Health assessment prior to initiation of
method

(1) Pap test within past year

(2) Visualization of cervix to rule out
abnormalities
(a) Extensive lacerations
(b) Cervicitis
(c) Asymmetry

(3) Palpation of cervix
(a) Length
(b) Position
(c) Circumference

o

ge

b. Health assessment at follow-up visits—re-
evaluate cap fit especially if patient com-
plains of dislodgement during intercourse
c. Special considerations
(1) Do not use less than 6 weeks postpar-
tum, immediate postabortion, or dur-
ing menses

(2) Not all women can achieve a good
cervical cap fit
(a) Cervix too short
(b) Cap sizes not appropriate

(3) Efficacy significantly decreased in
parous women

8. Instructions for using method
a. Insert cap at least 30 minutes prior to in-
tercourse to create suction
b. Fill one third of cap with spermicide
c. Compress rim prior to insertion
d. Advance into vagina so rim can slide over
cervix
e. Check that cap covers cervix
f.  Notnecessary to reinsert spermicide with
repeated intercourse
g. Leave in place for at least 6 hours and no
more than 48 hours after sex
h. Warning signs (toxic shock)—refer to dia-
phragm section
Lea’s shield
1. Description—reusable oval-shaped silicone
device fits over cervix and part of upper vagina
providing barrier contraception; airflow valve
lets air between cervix and shield escape, cre-
ating a seal between shield and vagina; flexible
ring used to help with removal; spermicide
placed inside device affords additional contra-
ceptive efficacy; one size
2. Mechanism of action
a. Barrier—prevents direct cervical contact
with seminal fluid
b. Spermicide—nonoxynol-9/octoxynol-9
destroys sperm cell membrane
3. Effectiveness/First year failure rate
a. Perfect use—8%
b. Typical use—no information
4. Advantages
a. No fitting required—one size fits all
b. Reusable—good for about 6 months
c. No systemic effects
d. May afford some protection against some
STDs
5. Disadvantages and side-effects

a. Prescription required

b. Increased risk of bacterial vaginosis and
UTI

c. Does not afford absolute protection from
STD/HIV



d. Potential risk of toxic shock—same as with

diaphragm
e. May have sensitivity to silicone or
spermicide
Contraindications (CDC recommendations
not specifically provided)—considered same
as for diaphragm and cervical cap
Management
a. No health assessment needed prior to ini-
tiation of method
b. Special considerations
(1) Abnormal vaginal anatomy—pro-
lapse, cystocele, rectocele may pre-
vent proper placement
(2) Do not use if delivery within past 6
weeks, recent abortion, or vaginal
bleeding
Instructions for using the method
a. Apply spermicide around rim of shield
b. Fold shield and insert as high in vagina as
possible
c. Check that cervix is covered by shield
d. Leave in place for 6 hours following
intercourse
e. Use additional spermicide in vagina if re-
peat intercourse
f. Do not leave in place more than 40 hours
Consider emergency contraception
if shield becomes dislodged during
intercourse
(1) After use wash with soap and water
and air dry
(2) Replace every 6 months
(3) Warning signs (toxic shock)—see Dia-
phragm section

¢ Contraceptive sponge

1.

Description—small pillow-shaped polyure-
thane sponge containing 1 g of nonoxynol-9
spermicide, concave side fits over cervix, poly-
ester loop facilitates removal, one size
Mechanism of action
a. Barrier—prevents direct cervical contact
with seminal fluid
b. Spermicide—nonoxynol-9 destroys sperm
cell membrane
Effectiveness/First Year Failure Rate
a. Perfectuse
(1) Nulliparous—9%
(2) Parous—20%
b. Typical use
(1) Nulliparous—16%
(2) Parous—32%
Advantages
a. No prescription required
b. No systemic effects
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c. May be used with male condom for addi-
tional contraceptive and STD protection
Disadvantages and side-effects
a. Does not afford absolute protection form
STD/HIV
b. Significant decrease in efficacy for parous
women versus nulliparous woman
c. Potential risk of toxic shock—same as with
diaphragm
d. May have sensitivity to polyurethane or
spermicide
Contraindications (CDC recommendations
not specifically provided)—consider same as
for diaphragm and cervical cap
Management
a. No health assessment needed prior to ini-
tiation of method
b. Special considerations
(1) Abnormal vaginal anatomy—pro-
lapse, cystocele, rectocele may pre-
vent proper placement
(2) Do not use if delivery within past 6
weeks, recent abortion, or vaginal
bleeding
Instructions for using the method
a. Moisten sponge with tap water prior to
use
b. Insertdeep into vagina
c. Check to be sure cervix is covered by
sponge
d. Leave in place for at least 6 hours after last
intercourse
e. Ifrepeated intercourse no additional sper-
micide needed
f. Do not wear the sponge for more than 24
to 30 hours
g. Discard sponge after use

*  Fertility awareness methods

1.

Description—method of contraception using

abstinence during estimated fertile period

based on all or some of the following methods

a. Menstrual cycle pattern (calendar
method)

b. Basal body temperature (BBT)—deter-
mines ovulation

c. Evaluation of cervical mucus (ovulation/
Billings method)—determines ovulation

d. Sympto-thermal method—combines BBT
with evaluation of cervical mucus and cer-
vical position/consistency

e. Standard days method—consider self fer-
tile days 8 through 19 of each menstrual
cycle

Mechanism of action—intercourse is avoided

during fertile period

a. Ovum remains fertile for 24 hours
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b. Sperm viability approximately 72 hours
c. Most pregnancies occur when intercourse
occurs before ovulation
Effectiveness/First year failure rate
a. Perfectuse
(1) Calendar method—9%
(2) BBT—2%
(3) Ovulation method—3%
(4) Sympto-thermal—2%
(5) Standard days method—5%
b. Typical use for all methods—25%

Advantages
a. Minimal cost
b. Natural

(1) No systemic effects
(2) No localized side-effects, e.g., latex
allergy
c. Can be utilized for contraception and con-
ception planning
Disadvantages and side-effects
a. Requires motivation from both partners
b. Requires periodic abstinence
c. No protection against STD/HIV
Precautions and risks
a. Notreliable for women with the following
conditions:
(1) Irregular menses (consider sympto-
thermal and ovulation methods)
(2) Perimenopausal
(3) Recently postpartum
(4) Have had recent menarche
b. Not a suitable method for
(1) Women who cannot accurately evalu-
ate their fertile period
(a) Inability to use/read thermometer
(b) Inability to understand cervical
mucus/changes
(c) Inability to time intercourse based
on calendar evaluation
(2) Couples unwilling to abstain during
fertile time period
(3) If nonconsensual coitus is likely to

occur

Management

a. Health assessment prior to initiation of
method

(1) History to reflect pattern of menses
(2) Evaluation of client’s willingness/
ability to check cervical mucus/
consistency/position
b. Health assessment at follow-up visits—
BBT/sympto-thermal chart evaluation
c. Special considerations—combination of
fertility awareness methods more effective
than single method
Instructions for using the method
a. Calendar method

(1) Keep record of menstrual cycle inter-
vals for several months
(2) From the shortest cycle length, sub-
tract 18 days—this determines first
fertile day
(3) From the longest cycle length, sub-
tract 11 days—this determines last
fertile day
(4) Use these numbers to determine days
of abstinence for every cycle
Basal body temperature (BBT) method
(1) Take temperature each morning be-
fore rising
(a) BBT thermometer
(b) Temperature can be oral, vaginal,
or rectal (maintain same route)
(2) Record on BBT chart
(3) Temperature increase of 0.4°F or
higher at ovulation—remains elevated
for at least 3 days
(4) Abstain from intercourse until 3-day
temperature increase occurs
Ovulation method
(1) Inspect cervical mucus/secretions on
underwear, toilet tissue with fingers,
beginning day after menses
(2) Determine consistency—elastic,
slippery, wet by touch indicates pre-
ovulatory
(@) Amount increases; becomes thin-
ner and more elastic around time
of ovulation
(b) After ovulation, mucus becomes
thick, tacky, and cloudy
(3) Abstain from intercourse during “wet
days” at onset of increased, slippery,
thin mucus discharge until 4 days
past the peak day (last day of clear,
stretchy, slippery secretions)
(4) Abstain from intercourse during men-
ses due to inability to assess mucus
Sympto-thermal method—combines ovu-
lation, BBT, and assessment of
consistency/position of cervix in vagina
(1) Uses cervical assessment method and
BBT
(2) Ovulatory pain “mittelschmertz” may
be indicator
(3) Abstain until latter of two methods
indicates “safe” time
Standard days method
(1) Abstain from intercourse days 8
through 19 of each menstrual cycle
(2) CycleBeads are color coded string of
beads to help woman keep track of
cycle days



Lactational amenorrhea method
1. Description—method of contraception for
women who are breastfeeding without supple-
mentation or with minimal supplementation
and have not had a postpartum menstrual
cycle
2. Mechanism of action—high prolactin
a. FSH normal; LH decreased—no ovarian
follicular development
b. Inhibits pulsatile GnRH
c. Results in anovulation
3. Effectiveness/First year failure rate
a. Perfect use—0.5% to 1.5% (if amenorrheic)
b. Typical use—data not available
4. Advantages
a. Temporary
b. No cost
c. Highly effective until infant nutritional
requirements mandate supplementation
(approximately 6 months)
d. Not coitally dependent
e. Advantageous for infant
(1) Nutritional
(2) Bonding
f.  Requires no devices
g. Minimal systemic effects
5. Disadvantages and side-effects
a. Woman must breastfeed completely or
with minimal supplementation—may lead
to exhaustion
b. Decreased estrogen due to absence of fol-
licular development
(1) Atrophic vaginitis
(2) Decreased vaginal lubrication
(3) Dyspareunia
c. Affords no protection against STD/HIV
6. Precautions and risks
a. Efficacy decreases with resumption of
menses
b. Must breastfeed completely or with mini-
mal supplementation
7. Management
a. No health assessment needed prior to ini-
tiation of method
b. Special considerations—should not use
vaginal estrogen cream to treat atrophic
vaginitis
(1) Absorption can inhibit milk
production
(2) Recommend use of vaginal lubricants
8. Instructions for using the method
a. Minimal or no supplementation should be
used
b. Alternative contraceptive method should
be considered when any of the following
occur
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(1) Menses
(2) Regular supplementation is being
used
(3) Long periods without breastfeeding
(4) Baby is 6 months old
c. Ovulation may occur before onset of
menses

Coitus interruptus (withdrawal)

1.

Description—contraceptive method whereby
male withdraws penis from vagina prior to
ejaculation
Mechanism of action—no contact between
sperm and ovum
Effectiveness/First year failure rate
a. Perfect use—4%
b. Typical use—19%
Advantages
a. Requires no devices
b. No systemic effects
c. No expense
d. Mayresult in decreased transmission of
HIV (man to woman)
Disadvantages and side-effects
a. Requires self-control on part of male
partner
b. Requires ability to predict time of
ejaculation
c. Does not afford protection from STD
Precautions and risks—should not be used by
men with premature ejaculatory disorder
Management
a. No health assessment needed prior to ini-
tiation of method
b. Special considerations
(1) Initself, preejaculatory fluid contains
no sperm
(2) If multiple acts of coitus occur, effi-
cacy is decreased as subsequent pre-
ejaculatory fluid may have “carry
over” sperm from previous ejaculation
Instructions for using the method
a. Male partner should void prior to
intercourse
b. Penis is withdrawn prior to ejaculation—
ejaculation occurs away from vaginal area
c. Repeated orgasms may result in presence
of sperm in preejaculatory fluid

Abstinence

1.

Description—contraception based on ab-
staining from penile-vaginal or penile-rectal
contact

Mechanism of action—no possibility of con-
ception as genital contact does not occur
Effectiveness/First year failure rate
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a. Perfect use—0%

b. Typical use—data not available

Advantages

a. No cost

b. No side-effects

c. Protection against sexually transmitted
diseases

Disadvantages—requires motivation and ac-

ceptance by both partners

Precautions and risks—couples should refrain

from alcohol/drug use to “stay in control”

Management—no health assessment needed

prior to initiation of method

Instructions for using the method

a. Avoid any penile-vaginal/rectal contact

b. Consider alternative means of intimacy/
sexual expression, e.g., mutual
masturbation

c. Avoid alcohol or drug use; may affect com-
mitment to method

¢ Female sterilization

1.

Description—permanent contraception for
woman achieved through surgical means;
commonly performed on outpatient basis or
postpartum prior to discharge
Mechanism of action
a. Fallopian tubes are obstructed to prevent
union of sperm and ovum
b. Transabdominal—laparoscopy or mini-
laparoscopy approach; general or local
anesthesia
(1) Surgical ligation—Pomeroy procedure
(2) Surgical ligation and attachment to
uterine body—Irving procedure
(3) Electrocauterization
(4) Section of tube excised
(a) Pritchard procedure
(b) Fimbriectomy
(5) Occluded—compressed with silastic
band (Falope Ring) or clip (Filshie)
c. Transcervical (Essure)
(1) Micro-insert device inserted in tubes
transcervically through hysteroscope
(2) Office procedure with local anesthesia
Effectiveness/First year failure rate
a. Perfect use—0.5%
b. Typical use—0.5%
Advantages
a. Affords permanent contraception
b. Highly effective
c. Cost-effective over long term
d. Not coitally dependent
Disadvantages and side-effects
a. Invasive surgical procedure requiring
anesthesia

b. Reversal is difficult, expensive and, often,
unsuccessful
c. No protection against STD/HIV
d. [Initially expensive
Precautions and risks
a. Surgical procedure
(1) Operative complications—bladder/
uterine/intestinal injury may occur
(2) Anesthetic complications—death
(rare)
b. Wound infection
c. If pregnancy occurs following procedure,
increased risk of ectopic

Management
a. Health assessment prior to initiation of
method

(1) Assess if patient candidate for surgery
(2) Assess psychological readiness for
permanent contraceptive method

b. Health assessment at follow-up visits—
assess for signs/symptoms of infection
(1) Fever
(2) Wound tenderness
(3) Wound drainage
(4) Abdominal pain

c. Special considerations
(1) Consent form signed in advance
(2) Patient should be advised procedure

is irreversible

Instructions for using the method

a. Nothing by mouth at least 8 hours prior to
procedure

b. Need transportation assistance from
hospital/clinic to home

c. Restfor atleast 24 hours recommended
following procedure

d. Lightlifting only for 1 week

e. No coitus for 1 week

f.  Continue another method of contracep-
tion for 3 months after Essure insertion

g. Confirm correct placement and tubal
occlusion with hysterosalpingogram 3
months after Essure insertion

h. Warning signs (notify healthcare provider)
(1) Fever greater than 100°F
(2) Severe pain
(3) Drainage from incision
(4) Dizziness/fainting/vertigo

e  Male sterilization

1.

Description—permanent contraception in-

volving occlusion of vas deferens, preventing

transmission of sperm through semen

a. Surgical resection—surgical incision made
in scrotum; vas deferens is resected



b. Occlusion—surgical incision made in
scrotum,; vas deferens is divided and
fulgurated/tied/cauterized

c. No scalpel—ring forceps secures vas def-
erens; dissecting forceps punctures skin
of scrotum; vas deferens lifted out and
occluded

Mechanism of action—sperm not present in

ejaculate

Effectiveness/First year failure rate

a. Perfect use—0.10%

b. Typical use—0.15%

Advantages

a. Cost-effective

b. Highly effective

c. Affords permanent contraception

d. Not coitally dependent

e. No systemic effects/artificial devices

Disadvantages and side-effects

a. Initial expense

b. Should be considered irreversible

c. Invasive surgical procedure

d. No protection against STD/HIV

Precautions and risks

a. Surgical procedure

b. Wound infection

Management

a. Health assessment prior to initiation of
procedure—assess psychological readi-
ness for permanent contraceptive method

b. Health assessment at follow-up visits—
assess for signs/symptoms of infection
(1) Fever
(2) Wound tenderness
(3) Wound drainage
(4) Swelling

c. Special considerations
(1) Relationship between vasectomy and

prostate cancer unclear

(a) Study data conflicting

(b) Prostate screening postvasectomy
is same as for men in general
population

(2) Procedure does not confer immediate

sterility—up to 20 ejaculations will

contain sperm

Instructions for using the method

a. Restrecommended for approximately 48
hours following procedure

b. Apply ice pack to scrotum for minimum of
4 hours after procedure

c. Avoid lifting/exercise for minimum of 1

week

Keep area dry for 48 hours

Abstain from intercourse for 48 hours

f. Continue using other contraception until
minimum of 20 ejaculations/
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12 weeks; obtain semen analysis to con-
firm azospermia
g.  Warning signs
(1) Fever greater than 100°F
(2) Increasing pain
(3) Increasing swelling/tension on
stitches
(4) Bleeding/drainage from incision

Future methods

1.

IUC—smaller size, frameless

a. Less cramping

b. Lower expulsion rates

Hormonal methods—Ilower hormone doses,

improved progestins for all delivery routes

a. Improved safety

b. Improved bleeding patterns

Spermicidal agents—formulations with micro-

bicidal properties

Barrier methods—designed to accommodate

spermicides with microbicidal properties

Male hormonal options

a. Weekly testosterone enanthate injection

b. Testosterone implants

Immunocontraceptives

a. Female—hCG vaccine; abortifacient

b. Male—follicle stimulating hormone/
luteinizing hormone releasing hormone
(FSH/LHRH) vaccine

Abortion

1.

Medication abortion
a. Mifepristone plus misoprostol
(1) Most effective at 7 weeks’ gestation or
earlier
(@) 95% effective at 7 weeks LMP or
earlier
(b) 80% effective in the ninth week
LMP
(2) Mifepristone
(@) 19 norsteroid
(b) Progesterone antagonist
(3) Misoprostol—prostaglandin analogue
(4) Method requires two clinic visits
(a) Mifepristone orally at initial visit
(b) Misoprostol vaginally or buc-
cally at home 24 to 72 hours after
mifepristone
(c) 1to 2 week follow-up appoint-
ment to assess for complete
abortion
(d) May repeat misoprostol or pro-
vide aspiration if abortion is not
complete at 1 week
(e) Aspiration abortion if pregnancy
persists 2 weeks after initiation of
medication abortion
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b. Methotrexate plus misoprostol

(1) 95% effective in early pregnancy
(2) Methotrexate
(a) Destroys trophoblastic tissue
(b) Blocks folic acid preventing cell
division
(3) Two clinic visits
(a) Methotrexate IM at initial visit
(b) Misoprostol vaginally or buccally
at home 3 to 7 days later
(c) Follow-up appointment same as
with mifepristone—misoprostol
regimen
(4) Avoid use of folic acid during pro-
cedure; may inhibit action of
methotrexate

2. Surgical methods

a.

b.

Vacuum aspiration (first trimester)

(1) Suction curretage

(2) Local anesthetic

Dilation and evacuation (D&E)—can be
performed up to 20 weeks’ gestation

3. Pre-abortion health assessment and
counseling

a.

History
(1) LMP and menstrual history
(2) Surgical history including gynecologi-
cal surgeries
(3) Contraceptive history
(4) Medical history
(5) Current medications/history of aller-
gic responses
Physical examination
(1) Size of uterus
(2) Note uterine/cervical position
(3) Presence of uterine/cervical/adnexal
abnormalities
(a) Fibroids
(b) Adnexal masses (rule out ectopic)
(4) Laboratory tests
(a) Pregnancy test—urine/serum
(b) Hgb/Hct
(c) Blood type and Rh
(d) STD evaluation if warranted, e.g.,
sexual assault/patient concern
Counseling
(1) Discuss all pregnancy options
(2) Discuss options for termination—
medication, surgical

4. Postabortion health assessment and
counseling

a.
b.

Contraceptive counseling

Rh immunization if patient Rh negative—
give at first visit with medication abortion
Prophylactic antibiotics may be given to
surgical patients

d. Tissue examined to rule out molar
pregnancy
5. Potential postabortion complications
Infection
Retained products of conception
Trauma to uterus/cervix
Excessive bleeding
Warning signs
(1) Fever
(2) Persistent/increasing lower abdomi-
nal pain
(3) Prolonged/excessive vaginal bleeding
(4) Purulent vaginal discharge
(5) No return of menses within 6 weeks

P an o

O QUESTIONS
Select the best answer.

Which of the following lab values would be
expected with menopause?

a. Decreased FSH, increased LH, decreased
estradiol

b. Decreased LH, increased FSH, increased
estradiol

c. Increased FSH, increased LH, decreased
estradiol

d. Increased LH, decreased FSH, increased
estradiol

According to the North American Menopause
Society, a 45-year-old female presenting for a
routine annual exam should have which of the
following screening tests?

a. Pap test, plasma glucose, thyroid function
test
Plasma glucose, Pap test, mammography

c. Stool for occult blood, mammography, Pap
test

d. Thyroid function test, mammography,
sigmoidoscopy

The most prevalent contraceptive method
among married women in the United States is:

a. Combination oral contraceptives
b. Condoms

c. Sterilization

d. Withdrawal

A 54-year-old female with vaginal dryness
causing irritation and dyspareunia has no
problem with hot flashes and has a bone densi-
tometry T score of 1.0. The best treatment for
her would be:

a. Continuous combined regimen HT
b. Cyclic HT with added testosterone
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c. Estrogen vaginal ring
d. Progestin-only therapy

An advantage of continuous-combined HT over
continuous-cyclic HT regimens is:

a. No estrogen-free period during which vaso-
motor symptoms can occur

b. Predictable withdrawal bleeding each month

¢. Lower cumulative dose of progestin

d. Less negative impact on triglyceride levels

Which of the following women should have an
endometrial biopsy/evaluation?

a. Woman on continuous-cyclic HT regimen
with amenorrhea

b. Woman on continuous-cyclic HT regimen
with bleeding starting last few days of pro-
gestin administration each month

¢.  Woman on continuous-combined HT
regimen with irregular bleeding in the first
year of use

d. Woman on continuous-combined HT
regimen with spotting that occurs after
several months of amenorrhea

The sebaceous glands located within the areola
are called:

Bartholin’s glands
Cowper’s glands
Montgomery’s glands
Skene's glands

onoTo

The shift in vaginal pH that occurs during
puberty is influenced by:

a. Estrogen

b. FSH

¢. LH

d. Progesterone

A vaginal pH less than 4.5 is an expected finding:

a. In a healthy reproductive age woman

b. In a menopausal woman with atrophic
vaginitis

¢. In areproductive-age woman with
trichomoniasis

d. In a healthy prepubertal-age girl

The predominant vaginal organism responsible
for normal pH in reproductive-age women is:

a. Doderlein bacilli
b. Gardnerella

¢. Haemophilus

d. Lactobacilli

Squamous metaplasia of the cervix occurs within
the:

12.
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Cervical os

Columnar epithelium
Squamous epithelium
Transformation zone
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The portion of the uterus that is shed during
menstruation is the:

a. Endometrium

b. Myometrium

¢. Omentum

d. Pyometrium

Estrogen is released by the ovary in response to:

a. FSH
b. GnRH
c. hCa
d. LH

Which of the following is the least potent
endogenous estrogen?

a. Estradiol

b. Estriol

c. Estrone

d. Estropipate

Which of the following hormones is responsible
for regulating sodium and potassium by the
kidneys?

a. Aldosterone

b. Androstenedione
c. Cortisol

d. DHEA

Which phase of the menstrual cycle is the most
variable?

a. Follicular
b. Luteal

c. Ovarian
d. Secretory

Which hormone is dominant during the prolif-
erative phase of the menstrual cycle?

a. Estrogen

b. LH

¢. Progesterone
d. Prolactin

Which population is at increased risk for having a
mutation of the breast cancer gene (BRCA1/2)?

a. African Americans
b. Ashkenazic Jews
c. Asians

d. Hispanics

The minimum conjugated estrogen dose that has
been shown to prevent osteoporosis in meno-
pausal women is:
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a. 0.3 mg
b. 0.625mg
c¢. 09mg
d. 1.25mg

A 53-year-old female who had a hysterectomy
10 years ago for dysfunctional uterine bleeding
presents with complaints of severe hot flashes
and night sweats for the past few months. Her
lipid profile is significant for cholesterol of 220
mg/dL and triglycerides of 350 mg/dL. The most
appropriate therapy for her vasomotor symp-
toms at this time would be:

a. Continuous-combined oral HT

b. Selective estrogen receptor modulator
(raloxifene)

¢. Transdermal estrogen patch

d. Vaginal estrogen cream

Which of the following estrogen replacement
options does not require opposition by a pro-
gestin in a woman with an intact uterus?

a. Bioidentical oral estrogen formulation
b. Estring vaginal ring

c. Plant based (estriol) oral estrogen

d. Transdermal estrogen patch

Adding potassium hydroxide to a wet mount
slide before viewing it under the microscope is
useful in the detection of:

Clue cells

Candida pseudohyphae
Trichomonads

White blood cells
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Which of the following statements concerning a
beta subunit radioimmunoassay (RIA) pregnancy
test is true?

a. Itis most commonly used for qualitative hCG
determination
. It can be performed on either urine or blood
¢. Cross-reaction with FSH or LH may occur
during perimenopause
d. Iltisreliable 7 to 10 days postconception

The American Cancer Society recommends yearly
mammogram screening beginning at age:

a. 35
b. 40
c. 45
d. 50

A woman who was treated for primary syphilis
1 year ago now has the following test results:
VDRL nonreactive and FTA-ABS positive. These
findings indicate:

26.

27.

28.

29.

30.

a. She most likely was not adequately treated
for her primary syphilis 1 year ago.

b. She has most likely become reinfected since
her treatment 1 year ago.

¢. She most likely has some other condition
that is causing a false positive FTA-ABS.

d. She most likely was treated adequately for
her syphilis and has not become reinfected.

When evaluating cervical mucus, the term spinn-
barkeit refers to:

a. Amount
b. Cellularity
c. Clarity

d. Elasticity

A 24-year-old female presents to your office with
a request for combination oral contraceptives.
Her current medications include a bronchodilator
for asthma. Management for this client should
include advising her that:

a. Combination oral contraceptives are not rec-
ommended for women with asthma.

b. Combination oral contraceptives may poten-
tiate the action of her bronchodilator.

¢. She should use a backup method if using the
bronchodilator several days in a row.

d. Use of progestin-only contraceptive injec-
tions may reduce her asthma attacks.

Which of the following contraceptive methods
would be best for a woman with a seizure dis-
order who is taking phenytoin?

a. Combination oral contraceptives
b. Transdermal contraceptive patch

¢. Progestin-only oral contraceptives

d. Progestin-only contraceptive injections

A client calls the clinic on Tuesday morning. She
had unprotected sex Friday night and is inter-
ested in emergency contraception. Appropriate
information for this client would include:

a. Emergency contraception pills are very effec-
tive for medical abortion in early pregnancy.

b. If she is not midcycle when she had sex, she
does not need emergency contraception.

¢. ltistoo late for emergency contraceptive
pills, but insertion of an IUC is an option.

d. She can use emergency contraception pills
even if she has had other unprotected sex
since her last period.

The levonorgestrel-containing IUC may be a
better choice than the copper-containing IUC for
a woman who:
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32.

33.

34.

35.

36.

Has never been pregnant

Has dysmenorrhea

Is currently breastfeeding

Is sure she does not want more children
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A 28-year-old female who has had an IUC for 2
years has a Pap test showing actinomycosis. She
has no symptoms of infection. Appropriate man-
agement would include:

a. Removing the IUC and repeating the Pap test
in 6 months

b. Removing the IUC, treating with doxycycline
and repeating the Pap test in 1 year

¢. Keeping the IUC and repeating the Pap test
in 1year

d. Keeping the IUC, treating with doxycycline
and repeating the Pap test in 3 months

Which of the following diaphragms would be
best for a woman with very firm vaginal tone?

a. Arcing spring
b. Coil spring

c. Flatspring

d. Wide seal

The type of skin lesion seen initially with toxic
shock syndrome is:

a. Diffuse sunburn-like rash

b. Multiple vesicles on chest and extremities
c. Petechiae on mucomembranous tissues

d. Ulcerative lesions in genital area

Advantages of the cervical cap over the dia-
phragm include:

a. Itis has a lower failure rate.

b. Itis easier to insert.

¢. It can remain in place for 48 hours.
d. Spermicide is not needed.

Which of the following statements concerning
a transcervical (Essure) sterilization procedure is
correct?

a. The fallopian tubes are occluded with a
silastic band.

b. The success of reversals is higher than with
other sterilization methods.

c. Itis effective within 1 to 2 weeks after the
procedure.

d. The patient needs to return for a hystosal-
pingogram 3 months after the procedure.

A woman who is undergoing a medically induced
abortion using methotrexate and misoprostol
should be advised to avoid which of the fol-
lowing during the procedure?

a. Acetaminophen
b. Folic acid supplements
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¢. Nonsteroidal anti-inflammatory drugs
d. Vitamin B, supplements

Potential disadvantages of progestin-only
implants (Implanon) include:

a. May have increased side-effects in women
who are underweight

b. May cause a significant decrease in bone
mineral density

¢. May cause irregular bleeding and spotting

d. Return to fertility after discontinuation can
may take several months

On the average, cognitive development is com-
pleted with the formation of formal operational
thought by age:

a. 12
b. 14
c. 16
d. 18

Which endogenous estrogen is known as the
“estrogen of pregnancy”?

a. Estradiol

b. Estriol

c. Estrone

d. Estropipate

Increased production of is associated with

primary dysmenorrhea.

a. Androstenedione
b. Arachidonic acid
c. Cortisol

d. Prostaglandin

The optimal time each month for self-breast
examination is:

A few days before expected menses
At approximately midcycle

During the first 1 to 3 days of menses
1 to 7 days after the end of menses

o N oo

Which of the following is not an FDA-approved
indication for the use of hormone therapy (HT)?

a. Prevention of cardiovascular disease
Prevention of osteoporosis

¢. Relief of moderate-to-severe symptoms of
vaginal atrophy

d. Relief of moderate-to-severe vasomotor
symptoms

Although not an approved indication, studies
have indicated that HT may have the benefit of
decreasing the risk for:

a. Colon cancer
b. Major depression
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45.

46.

47.

48.

c. Osteoarthritis
d. Ovarian cancer

A woman who is requesting contraception and
who also wants to get pregnant in 1 year should
avoid using:

Combination oral contraceptives
Fertility awareness methods
Progestin-only oral contraceptives
Progestin-only contraceptive injections
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A woman plans to use the calendar method for
contraception. She has charted her menstrual
cycles for several months and has noted her
longest cycle to be 30 days and her shortest cycle
to be 27 days. She should abstain from sexual
intercourse each cycle from day ___ through day

a. 9,19

b. 10; 15
c. 11;18
d. 12;16

Which of the following statements by a client
indicates she needs additional information about
use of the contraceptive vaginal ring?

a. Ishould insert a new ring every 7 days.

b. [Ishould expect to have regular periods while
using the ring.

¢. My partner can use a male condom while |
am wearing the ring.

d. The exact position of the ring in the vagina is
not important.

According to CDC initiating progestin-only con-
traceptive injections (DMPA) is a Category 3
when which of the following conditions exists?

a. Age 35 years or older and smoking more
than 15 cigarettes daily

b. History of deep vein thrombosis or pulmo-
nary emboli

¢. Unexplained vaginal bleeding prior to
evaluation

d. Use of drugs that alter liver enzymes

A 4-week postpartum woman who is breast-
feeding presents in your office to discuss her
contraceptive options. Currently she is breast-
feeding on demand and is not providing any
supplements. She plans to continue breast-
feeding for at least 6 months. Information for
this woman concerning the lactational amenor-
rhea method of contraception should include:

a. The expected failure rate for this method of
contraception is about 20%.

b. This method is considered effective for only 3
months postpartum.

49,
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¢. The woman can rely on this method as long
as she is not having periods.

d. Another method of contraception should be
considered when the infant begins sleeping
through the night.

The woman in question #48 asks if she can
restart birth control pills while she is still breast-
feeding. The best response would be:

a. Combination oral contraceptives are
contraindicated during the duration of
breastfeeding.

b. All hormonal methods of contracep-
tion should be avoided while she is
breastfeeding.

c. She should wait until she is having regular
periods before restarting her birth control
pills.

d. Progestin-only pills may be a better option
for her to start at 6 weeks postpartum.

A woman using a diaphragm for contraception
has sexual intercourse at 8:00 a.m. on Friday, at
2:00 a.m. on Saturday and again at 8:00 a.m.

on Saturday. When can she safely remove her
diaphragm for effective contraception while
minimizing problems related to leaving the dia-
phragm in for extended periods of time?

a. 10:00 a.m. on Saturday
b. 2:00 p.m. on Saturday
¢. 10:00 p.m. on Saturday
d. 8:00 a.m. on Sunday

An individual who either has active hepatitis B
infection or who is a carrier would have a posi-
tive test for:

Hepatitis B surface antigen
Hepatitis B surface antibody
Hepatitis B e-antigen
Hepatitis B e-antibody

o N oo

Which of the following statements is true con-
cerning rapid HIV tests when compared with EIA
blood test sent to a lab?

a. It may take longer after exposure for rapid
HIV test to be positive.

b. Positive results of rapid HIV test are defini-
tive, so a confirmatory test is not necessary.

¢. Rapid HIV screening tests have not been FDA
approved.

d. Sensitivity of both types of tests is the same.

A 58-year-old female has a bone densitometry
test with the results of T-score -2.0. This indicates
the following:

a. She has bone density that is greater than
that of most women her age.
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b. She has bone density that is equal to that of
a young normal adult.

¢. She has bone loss that is at the level for a
diagnosis of osteopenia.

d. She has bone loss that is at the level for a
diagnosis of osteoporosis.

The gold standard test for herpes simplex virus is:

Pap test

Tissue culture

Type-specific serologic tests
Tzanck test
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The anatomical area that contains the urethral/
vaginal openings, hymen, Skene’s glands and
Bartholin glands is called the:

a. Labia majora
b. Perineum

¢. Vestibule

d. Vulva

Findings on a pelvic examination of a 25-year-old
female include uterus 7 cm in length, right ovary
3 cm X 2 cm, and left ovary nonpalpable. These
findings indicate a/an:

Normal uterus, normal ovaries
Normal uterus, enlarged right ovary
Enlarged uterus, normal ovaries
Enlarged uterus, enlarged right ovary
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Which of the following occurs first during female
puberty?

a. Beginning breast development

b. Beginning pubic hair development
¢. Growth spurt

d. Menstruation

Which of the following structures produces
gonadotropin releasing hormone (GnRH)?

a. Anterior pituitary gland
b. Hypothalamus

c. Posterior pituitary gland
d. Ovaries

Which of the following list of events is in the
correct chronological order?

a. LH surge, ovulation, rise in BBT, thickened
cervical mucus

b. Ovulation, LH surge, thickened cervical
mucus, rise in BBT

c. Rise in BBT, thickened cervical mucus, ovula-
tion, LH surge

d. Thickened cervical mucus, rise in BBT, LH
surge, ovulation

According to CDC recommendations, which of
the following would be considered a Category
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4 situation for the indicated contraceptive
method?

a. Levonorgestrel-containing IUC for woman
with endometriosis

b. Copper-containing IUC for woman with
history of breast cancer

¢. Progestin-only pills for woman with past
history of deep vein thrombosis

d. Vaginal contraceptive ring for woman older
than 35 years of age who smokes 1 ppd

An advantage of the female condom is:

a. It can be used with a male condom for added
protection.

b. It can be used for repeated acts of
intercourse.

c. It may be used by individuals with latex
allergy.

d. It has a lower failure rate than the male
condom.

Noncontraceptive benefits of combination
oral contraceptives include all of the following
except:

Decrease in risk for benign breast disease
Decrease in risk for cervical cancer
Decrease in risk for endometrial cancer
Decrease in risk for ovarian cancer

o N oo

For which of the contraceptive methods is there
the least difference between the perfect use and
typical use failure rates?

Combination oral contraceptives
Diaphragm

Intrauterine device

Male condom

o N oo

A woman who weighs 200 Ibs or greater may
have decreased effectiveness with which of the
following contraceptive methods?

Progestin-only injectable contraception
Contraceptive vaginal ring
Levonorgestrel intrauterine system
Transdermal contraceptive system

o N oo

A woman who is taking combination oral con-
traceptives should be advised to use a backup
method of contraception for 7 days if she:

a. Misses two pills in the second week of her

pill pack

b. Misses one pill in the third week of her pill
pack

c. Starts her first pack of pills on the first day of
her period

d. Starts her first pack of pills using the Quick-
start method
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A 20-year-old female who is 30% overweight
presents for her first Depo Provera injection.
Concerns in administering Depo Provera to this
woman include:

a. She may need a larger dose than the usual
150 mg.

b. She should return for repeat injections every
2 months.

¢. You should massage the injection site well to
assure absorption.

d. You should choose a site that assures deep
IM injection.

Instructions for progestin-only oral contraceptive
users should include:

a. If you are more than 3 hours late taking a
pill, use a backup method for 48 hours.

b. If two pills are missed in the third week of
the pack, throw away the pack and start a
new one.

c. If you miss pills in the fourth week of the
pack, you do not have to use a backup
method.

d. If you miss two pills in the first week of
the pack, make them up and use a backup
method for 7 days.

A 65-year-old female currently on a cyclic HT
regimen is at your office for a routine annual
examination. She states she has been healthy in
the last year and is having no problems with HT.
On bimanual examination, a 4-cm nontender
right ovary is palpated. Appropriate manage-
ment would include:

a. Discontinue HT and repeat the bimanual
examination in 2 months

b. Have her return in 1 year as this is a normal
finding for a 65-year-old woman

¢. Refer her to a gynecologist for further
evaluation

d. Switch to a continuous HT regimen and reex-
amine her in 2 months

The structure in the breast that is responsible for
milk production is the:

a. Areola

b. Alveoli

c. Lobule

d. Lactiferous sinus

The hormone that stimulates synthesis of milk is:

a. Aldosterone
b. Estrogen
¢. Progesterone
d. Prolactin
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The menopausal woman may experience some
changes in sensation or the orgasmic experience
during sexual activity related to:

a. Decreased vasocongestion and decreased
vaginal expansion

b. Decreased vasocongestion and increased
vaginal expansion

¢. Increased vasocongestion and decreased
vaginal expansion

d. Increased vasocongestion and increased
vaginal expansion

Which of the following contraceptive choices
should not be recommended for the perimeno-
pausal woman who is having irregular menses?

a. Combination oral contraceptives
b. Diaphragm

c. Fertility awareness methods

d. LNG intrauterine system

Endocervical curettage is performed to evaluate
abnormalities of the:

Endometrial tissue

Glandular epithelium
Squamous epithelium
Transformation zone
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A 26-year-old female is planning to use basal
body temperatures for contraception. Which of
the following statements would indicate that she
needs further instruction on this method?

a. | will take my temperature the same time
each day before getting out of bed.

b. Iknow that | am about to ovulate when my
temperature rises at least 0.4 degrees.

¢. | will need to use a special thermometer to
take my basal body temperature.

d. Arrise of 0.4 degrees above my baseline for 3
days indicates it is safe to have sex.

The mechanism of action of mifepristone in
inducing abortion is:

a. Antiprogesterone effect on the
endometrium

b. Cervical dilatation effect

¢. Stimulatory effect on the myometrium

d. Toxic effect on the fertilized egg

Instructions/information for a new user of combi-
nation oral contraceptives should include:

a. Combination oral contraceptives may
decrease the effectiveness of some
antibiotics.

b. Discontinue your pills immediately if you
miss a period.
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c. Start the first pack of pills on the last day of
your next period.

d. Sunday starters should use a backup method
for the first week of the first pack of pills.

The most commonly used method of deter-
mining bone density to establish a diagnosis of
osteoporosis or the need for preventive treat-
ment is:

a. Dual energy x-ray absorptiometry

b. Quantitative computerized tomography
c. Quantitative ultrasound

d. Single x-ray absorptiometry

Instructions for the use of nonoxynol-9 spermi-
cide should include:

a. Place spermicide close to the opening of the
vagina for maximal effectiveness.

b. Remove excess spermicide from vagina
within 6 hours to reduce vaginal irritation.

¢.  When used with a condom, spermicide will
further decrease risk for STD.

d. Frequent use of spermicide may cause
vaginal changes making you more suscep-
tible to HIV infection.

According to CDC recommendations, which of
the following is considered to be a Category 4
condition for use of the indicated contraceptive
method?

a. Use of emergency contraceptive pills by
a woman who has history of deep vein
thrombosis

b. Insertion of IUC in a woman with a history of
PID

¢. Use of combination oral contraception by a
40-year-old woman who has migraine head-
aches without aura

d. Use of progestin-only pills by a woman who
has diabetes type 2

Which of the following statements concerning
coitus interruptus is not correct:

a. It has a lower perfect use failure rate than
the cervical cap.

b. It may result in a decreased risk for HIV trans-
mission to female partner.

¢. Men are typically not able to predict the
timing of ejaculation.

d. There is a decreased chance for the presence
of preejaculatory sperm with repeat acts of
intercourse.

O ANSWERS
1. ¢ 41,
2. b 42.
3. ¢ 43,
4, ¢ 44,
5 ¢ 45,
6. d 46.
7. ¢ 47.
8. a 48.
9. a 49,
10. d 50.
1. d 51.
12. a 52.
13. a 53.
14. b 54.
15. a 55.
16. a 56.
17. a 57.
18. b 58.
19. b 59.

20. ¢ 60.
21. b 61.
22. b 62.
23. d 63.
24. b 64.
25. d 65.
26. d 66.
27. b 67.
28. d 68.
29. d 69.
30. b 70.
31. ¢ 71.
32. ¢ 72.
33. a 73.
34. ¢ 74.
35. d 75.
36. b 76.
37. ¢ 77.
38. ¢ 78.
39. b 79.
40. d 80.
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Pregnancy

HUMAN REPRODUCTION AND
FERTILIZATION

Process of gametogenesis

1.

Definition—Development of gametes; oogen-

esis or spermatogenesis

Essential concepts

a. Oogenesis—developmental process by
which the mature human ovum is formed;
haploid number of chromosomes

b. Spermatogenesis—formation of mature
functional spermazoa; haploid number of
chromosomes

c. Meiosis—a process of two successive cell
divisions, producing cells, egg or sperm,
that contain half the number of chromo-
somes in somatic cells

d. Mitosis—type of cell division of somatic
cells in which each daughter cell contains
the same number of chromosomes as the
parent cell

e. Haploid number of chromosomes
23—possessing half the diploid or normal
number of chromosomes, i.e. 46, found in
somatic or body cells

Process of fertilization

1.

Definition—union of ovum and spermat-
ozoan; usually occurs in fallopian tubes
within minutes or no more than a few hours
of ovulation; most pregnancies occur when
intercourse occurs 2 days before, or on day of
ovulation

Stages of development

a. Zygote—a diploid cell with 46 chromo-
somes that results from the fertilization of
the ovum by a spermatozoan

b. Blastomeres—mitotic division of the zy-
gote (cleavage) yields daughter cells called
blastomeres

c. Morula—the solid ball of cells formed by
16 or so blastomeres; mulberry-like ball of
cells that enters the uterine cavity 3 days
after fertilization

d. Blastocyst—after the morula reaches
the uterus, a fluid accumulates between
blastomeres, converting the morula to a
blastocyst; inner cell mass at one pole to
become embryo; outer cell mass will be
trophoblast

e. Embryo—stage in prenatal development
between the fertilized ovum and the fetus,
i.e., between second and eighth weeks
inclusive

f. Fetus—the developing conceptus after the
embryonic stage

g. Conceptus—all tissue products of concep-
tion; embryo (fetus), fetal membranes,
and placenta

Physiology of implantation of the blastocyst

Definition—blastocyst adheres to the endome-
trial epithelium by gently eroding between the
epithelial cells of the surface endometrium;
invading trophoblasts burrow into the endo-
metrium; the blastocyst becomes encased and
covered over by the endometrium

79
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Implantation occurs 6-7 days after fertilization
and usually in the upper, posterior wall of the
uterus

Provides physiologic exchange between the
maternal and embryonic environment prior to
full placental function

O DEVELOPMENT OF THE PLACENTA,
MEMBRANES, AND AMNIOTIC
FLUID

e Essential concepts

1.

Chorion—an extra-embryonic membrane
that, in early development, forms the outer
wall of the blastocyst; from it develop the cho-
rionic villi, which establish an intimate con-
nection with the endometrium, giving rise to
the placenta

Chorion frondosum—the outer surface of the
chorion whose villi contact the decidua basa-
lis; the placental portion of the chorion
Chorion laeve—the smooth, nonvillous por-
tion of the chorion
Syncytiotrophoblast—outer layer of cells cov-
ering the chorionic villi of the placenta that are
in contact with the maternal blood or decidua
Cytotrophoblast—thin inner layer of the tro-
phoblast composed of cuboidal cell

Decidua capsularias—the part of the decidua
that surrounds the chorionic sac

Decidua basalis—the part of the uterine de-
cidua that unites with the chorion to form the
placenta

Decidua parientalis (vera)—the endometrium
during pregnancy except at the site of the im-
planted blastocyst

Amnion—the innermost fetal membrane; a
thin, transparent sac that holds the fetus sus-
pended in the liquor amnii or amniotic fluid; it
grows rapidly at the expense of the extra-
embyrionic coelom, and by the end of the
third month it fuses with the chorion, forming
the amniochorionic sac, commonly called the
bag of waters

e Placenta—serves as fetal lungs, liver, and kidneys
until birth while growing and maintaining the con-
ceptus in a balanced, healthful environment

1.

Anatomy

Trophoblasts

Chorionic villi

Intervillous spaces

Chorion

Amnion

. Decidual plate

Steroid and protein hormones—human tro-
phoblasts produce more steroid and protein

Mo a0 oe

hormones diverse, in greater amounts than

any endocrine tissue in all of mammalian

physiology

a. Steroid hormones
(1) Estradiol-17B
(2) Estriol
(3) Progesterone
(4) Aldosterone
(5) Deoxycorticosterone
(6) Cortisol

b. Protein and peptide hormones
(1) Placental lactogen (hPL)

(2) Chorionic gonadatropin (hCG)

(3) Chorionic adrenocorticotropin
(ACTH)

(4) Pro-opiomelanocortin

(5) Chorionic thyrotropin

(6) Growth hormone variant

(7) Parathyroid hormone-related protein
(PTH-rP)

(8) Calcitonin

(9) Relaxin
c. Hypothalamic-like releasing and inhibit-
ing hormones
(1) Thyrotropin-releasing hormone
(TRH)

(2) Gonadotropin-releasing hormone
(GnRH)

(3) Corticotropin-releasing hormone
(CRH)

(4) Somatostatin

(5) Growth hormone-releasing hormone
(GHRH)

d. Regulation of blood flow in the placenta;
maternal blood traverses the placenta
randomly without preformed channels
and enters the intervillous spaces in spurts
propelled by the maternal arterial pressure

e. The placental “barrier”—the placenta
does not maintain absolute integrity be-
tween maternal and fetal circulations as
indicated by the presence of fetal blood
cells found in maternal circulation and the
development of erythroblastosis fetalis

Umbilical cord

Anatomy

a. Vessels—two arteries that carry fetal deox-
ygenated blood to the placenta; smaller in
diameter than the vein, and one vein car-
rying oxygenated blood from the placenta
to the fetus characterized by twisting or
spiraling to minimize snarling

b. Measurements—0.8-2 cm in diameter; av-
erage length of 55 cm with range of 30-100
cm



c. Wharton’s jelly—extracellular matrix con-
sisting of specialized connective tissue

2. Abnormalities of length—positively influenced

by amniotic fluid volume and fetal mobility

a. Extremely short cord—associated with
abruptio placentae or uterine inversion;
the latter is rare

b. Abnormally long cord—associated with
vascular occlusion by thrombi and true
knots

e Amniotic fluid

1.

Production—produced by amniotic epithe-
lium; water transfers across amnion and
through fetal skin; in second trimester fetus
starts to swallow, urinate and inspire amniotic
fluid
Volume maintenance—fetal swallowing seems
to be a critical mechanism since polyhy-
dramnios is consistently present when fetal
swallowing is inhibited, but other factors con-
tribute to volume balance
Polyhydramnios—amniotic fluid index (AFI)
greater than 24-25 cm
a. Incidence—about 1% of all pregnancies
b. Significance—two thirds are idiopathic;
one third associated with fetal anomalies,
maternal diabetes, or multiple gestation
c. Etiology—central nervous system or gas-
trointestinal tract fetal anomalies, e.g.,
anencephaly, esophageal atresia
d. Signs and symptoms—uterine size far
beyond expected for gestational age (GA),
difficulty auscultating fetal heart rate
(FHR) and palpating fetal parts, mechani-
cal pressure exerted by the large uterus,
i.e., dyspnea, edema, heartburn, nausea
e. Diagnosis
(1) Physical findings—uterine enlarge-
ment associated with difficulty feel-
ing fetal parts and auscultating fetal
heartbeat
(2) Ultrasonography (USG) differenti-
ates from ascites or large ovarian cyst;
may also identify an associated fetal
anomaly
f. Pregnancy outcome—the greater the
polyhydramnios, the higher the perinatal
mortality; preterm labor increases; also
associated with erythroblastosis
g. Management—treat only if symptomatic
(1) Amniocentesis—to relieve maternal
distress; will enable testing of fetal
lung maturity and chromosome
studies

4.

Embryonic and Fetal Development 81

(2) Indomethacin—impairs production of
lung liquid, increases fluid movement
through fetal membranes or decreases
fetal urine production

Oligohydramnios—volume of amniotic fluid

much less than normal

a. Conditions associated with
oligohydramnios

(1) Fetal—almost always present with
fetal urinary tract obstruction or renal
agenesis
(a) Chromosomal abnormalities
(b) Congenital anomalies
(c) Growth restriction
(d) Demise
(e) Postterm pregnancy
(f) Ruptured membranes

(2) Placental
(a) Abruption
(b) Twin-twin transfusion

(3) Maternal
(a) Uteroplacental insufficiency
(b) Hypertension
(c) Preeclampsia
(d) Diabetes

(4) Drugs
(a) Prostaglandin synthesis inhibitors
(b) Angiotensin-converting enzyme

inhibitors
(c) Idiopathic
b. Prognosis

(1) Early onset has poor outcome and
risk of pulmonary hyperplasia greatly
increased

(2) Late pregnancy onset leads to more
Cesarean sections for fetal distress

c. Management—amnioinfusion is used
most often in labor to prevent umbilical
cord compression

EMBRYONIC AND FETAL
DEVELOPMENT

Embryonic development—from the beginning of
third week after fertilization to the end of the sev-
enth week

1.

Fourth week—partitioning of heart begins;
arm and leg buds form; amnion begins to un-
sheathe the body stalk that becomes the um-
bilical cord

Sixth week—head is much larger than body;
heart is completely formed; fingers and toes
present

All major organ systems are formed except for
lungs
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e Fetal development: Begins 8 weeks after fertiliza-
tion; 10 weeks after onset of LMP

1.

12 weeks—uterus palpable at the symphysis;
fetus begins to make spontaneous movements
16 weeks—experienced observers can deter-
mine gender on ultrasound

20 weeks—weighs 300 g; weight now begins to
increase in a linear manner

24 weeks—weighs 630 g; fat deposition begins;
terminal sacs in the lungs still not completely
formed

28 weeks—weighs 1100 g; papillary membrane
has just disappeared from the eyes; has 90%
chance of survival if otherwise normal

32-36 weeks—continues to increase weight as
more subcutaneous fat accumulates

(2) Sonographic evidence of pregnancy
(3) Palpation of fetal movement
Differential diagnosis
a. Pregnancy

b. Leiomyoma
c. Ovarian cyst
d. Pseudocyesis

Dating of pregnancy—determining estimated date
of confinement or delivery or birth (EDC or EDD or
EDB)

Average duration of human pregnancy—280

days, 10 lunar months, 9 calendar months

Methods to determine EDC, EDD, EDB

a. Naegele’s rule—subtract 3 months, add 7
days to the first day of the last menstrual

O DIAGNOSIS AND DATING OF
PREGNANCY

e Diagnosis

1. Signs of pregnancy
a. Presumptive—subjective (what the
woman reports)

9]
2)
3)
(4)
(5)

(6)
()
(8)
9)

Amenorrhea

Nausea and/or vomiting

Urinary frequency, nocturia

Fatigue

Breast tenderness, tingling, enlarge-
ment, and changes in color
Vasomotor symptoms (fainting)
Skin changes

Congestion of vaginal mucus
Maternal belief that she is pregnant

b. Presumptive—objective (physical
examination)

1)

2)
3)

4)
5)

Continuation of elevated basal body
temperature

Chadwick’s sign

Appearance of Montgomery’s tuber-
cles or follicles

Expression of colostrum

Breast changes

c. Probable

1)
2)
3)
4)
5)
(6)
)
(8)
€))

Enlargement of the abdomen
Enlargement of the uterus
Palpation of the fetal outline
Ballottement

Change in the shape of the uterus
Piskacek’s sign

Hegar’s sign

Goodell’s sign

Palpation of Braxton Hicks
contractions

(10) Positive pregnancy test
d. Positive

1)

Fetal heart tones

period (LMP) then add 1 year oradd 9
months and 7 days to the first day of the
LMP
b. Additional information is needed to more
precisely set EDB, which can include:
(1) Complete menstrual history
(2) Contraceptive history
(3) Sexual history
(4) Physical examination for signs and
symptoms of pregnancy
(5) Quickening
3. USG for gestational age determination
a. Combination of measurements is more
accurate than any one of the following
measurements:
(1) Crown rump length (CRL)
(2) Biparietal diameter
(3) Head circumference
(4) Abdominal circumference
(56) Femur length
b. Accuracy by trimester
(1) First trimester—CRL is accurate to 3-5
days
(2) Second trimester—Biparietal diam-
eter and femur length are most accu-
rate to within 7-10 days
(3) Third trimester—after 26 weeks all
measurements are less accurate; vari-
ation in biparietal diameter and femur
length is 14-21 days

B MATERNAL PHYSIOLOGIC
ADAPTATIONS TO PREGNANCY

¢  Effects of pregnancy on the organs of reproduction

and implications for clinical practice

1. Uterus
a. Nonpregnant uterus is about 70 g with a
10 mL cavity

b. First trimester—at 6 weeks the uterus is
soft, globular, and asymmetric (Piskacek’s



sign); at 12 weeks it is 8-10 cm and is ris-
ing out of the pelvis

c. Early second trimester—at 14 weeks the
uterus is one quarter of the way to um-
bilicus; at 16 weeks it is half way to the
umbilicus; 20 weeks the fundus is approxi-
mately at the umbilicus

d. After 20 weeks, number of centimeters
with tape measure equals number of
weeks of gestation within 2 cm

e. Byterm the uterus weighs about 1100 g
with a 5-liter volume

Cervix

a. Develops increased vascularity

b. Hegar’s sign is softening of the isthmus

c. Chadwick’s sign is bluish color of the
cervix

d. Goodell’s sign is softening of the cervix

e. Athick mucous plug forms secondary to

glandular proliferation

Ovaries—corpus luteum

a. Anovulation secondary to hormonal inter-
ruption of the feedback loop
b. Corpus luteum persists under the influ-
ence of the hormone hCG until about 12
weeks
c. Corpus luteum is responsible for the se-
cretion of progesterone to maintain the
endometrium and pregnancy until the
placenta takes over production
d. Ovaries also thought responsible for pro-
duction of relaxin
Vagina
a. Chadwick’s sign—bluish color
b. Thickening of vaginal mucosa
c. Increase in vaginal secretions
d. Some loosening of connective tissue in
preparation for birth
Breasts
a. Increase in size secondary to mammary
hyperplasia
b. Areola becomes more deeply pigmented
and increased in size
c. Colostrum may be expressed after the first
several months
d. Montgomery’s follicles
e. Vascularity increases
Pelvis—four pelvic types
a. Anthropoid
(1) 23.5% of white women and 50% of
nonwhite women
(2) Shape favors a posterior position of
the fetus
(3) Adequate for a vaginal birth due to
large size
b. Android

(1) Commonly known as a “male” pelvis
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(2) 32.5% of white women and 15.7% of
nonwhite women
(3) Heavy heart-shaped pelvis leads to in-
creased posterior positions, dystocia,
operative births
c. Gynecoid
(1) Commonly known as the “female”
pelvis
(2) 41-42% of women’s pelvis shapes
(3) Good prognosis for vaginal birth
d. Platypelloid
(1) Rare pelvic type
(2) Occurs in less than 3% of women
(3) Prognosis of vaginal delivery is poor
secondary to short AP diameter

Effect of pregnancy on major body systems, with
related clinical implications and patient education
needs
1. Gastrointestinal
a. Mouth and pharynx
(1) Gingivitis is common and may result
in bleeding of gums
(2) Increased salivation
(3) Epulis (a focal swelling of gums) may
develop and resolves after the birth
(4) Pregnancy does not increase tooth
decay
b. Esophagus
(1) Decreased lower esophageal sphincter
pressure and tone
(2) Widening of hiatus with decreased
tone
(3) Heartburn is common
c. Stomach
(1) Decreased gastric emptying time
(2) Incompetence of pyloric sphincter
(3) Decreased gastric acidity and hista-
mine output
d. Large and small intestines
(1) Decreased tone and motility
(2) Altered enzymatic transport across
villi resulting in increased absorption
of vitamins
(3) Displacement of intestines, cecum,
and appendix by the enlarging uterus
e. Gallbladder
(1) Decreased tone
(2) Decreased motility
f. Liver
(1) Altered production of liver enzymes
(2) Altered production of plasma proteins
and serum lipids
2. Genitourinary/renal
a. Dilation of renal calyces, pelvis, and ure-
ters resulting in increased risk of urinary
tract infection
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b. Decreased bladder tone

Renal blood flow increases 35-60%

d. Decreased renal threshold for glucose,
protein, water soluble vitamins, calcium,
and hydrogen ions

e. Glomerular filtration rate increases
40-50%

f.  All components of the renal-angiotensin-
aldosterone system increase, resulting in
retention of sodium and water, resistance
of pressor effect of angiotensin II, and
maintenance of normal blood pressure

Musculoskeletal

a. Relaxin and progesterone affect cartilage
and connective tissue
(1) Results in a loosening of the sacroiliac

joint and symphysis pubis
(2) Encourages the development of the
characteristic gait of pregnancy

b. Lordosis

Respiratory

a. Level of diaphragm rises about 4 cm be-
cause of the increase in uterine size

b. Thoracic circumference increases by 5-6
cm and residual volume is decreased

c. A mild respiratory alkalosis occurs due to
decreased PCO,

d. Congestion of nasal tissues occurs

e. Respiratory rate changes very little, but the
tidal volume, minute ventilatory, and min-
ute oxygen uptake all appreciably increase

f. Some women experience a physiologic
dyspnea, due to the increased tidal vol-
ume and lower PCO,

Hematologic changes

a. Blood volume increases 30-50% from non-
pregnant levels

b. Plasma volume expands which results in a
physiologic anemia

c. Hemoglobin averages 12.5 g/dL

d. Some require an additional gram of iron
during pregnancy

e. Pregnancy can be considered a hyperco-
agulable state, since fibrinogen (Factor
I), and Factors VII-X all increase during
pregnancy

Cardiovascular system

a. Cardiac volume increases by about 10%
and peaks at about 20 weeks

b. Resting pulse increases by 10-15 beats per
minute with the peak at 28 weeks

c. Slight cardiac shift (up and to the left) due
to the enlarging uterus

d. 90% of pregnant women develop a physi-
ologic systolic heart murmur

o

e. May have exaggerated splitting of S1, audi-
ble third sound, or soft transient diastolic
murmur
f. Cardiac output is increased
g. Diastolic blood pressure is lower in first
two trimesters due to development of new
vascular beds and relaxation of peripheral
tone by progesterone that results in de-
creased flow resistance
Integumentary system
a. Vascular changes
(1) Palmar erythema
(2) Spider angiomas
(3) Varicose veins and hemorrhoids
(4) Hyperpigmentation is believed to be
related to estrogens and progesterone
which have a melanocyte-stimulating
effect

(5) Chloasma, freckles, nevi, and recent
scars may darken

(6) Linea nigra

(7) Increase in sweat/sebaceous activity

(8) Change in connective tissues resulting
in striae gravidarum

b. Hair growth
(1) Estrogen increases the length of the

anagen (growth) phase of the hair

follicles
(2) Mild hirsutism may develop in early
pregnancy
Endocrine
a. Pituitary

(1) Prolactin levels are 10 times higher at
term than in the nonpregnant state

(2) Enlarges by over 100%

b. Thyroid

(1) Increases in size (about 13%)

(2) Normal pregnant woman is euthyroid
due to estrogen-induced increase in
thyroxin binding globulin (TBG)

(3) Thyroid-stimulating hormone (TSH)
does not cross the placenta

(4) Thyroid stimulating immunoglobulins
and Thyrotropin-releasing hormone
(TRH) cross the placenta

c. Adrenal glands

(1) Remain the same size, however, there
is an increase in the zona fasciculata
that produces glucocorticoid

(2) Twofold increase in serum cortisol

d. Pancreas

(1) Hypertrophy and hyperplasia of the B
cells

(2) Insulin resistance as a result of the
placental hormones especially hPL



9.

Metabolism
a. Weight gain during pregnancy
(1) Recommended weight gain is 11-40
Ib depending on prepregnancy body
mass index (BMI)
(2) Average weight gain is 28 Ibs—1.5
Ib for placenta, 2 Ib for amniotic
fluid, 2.5 1b for uterine growth, 3 1b
for increased blood volume, 1 1b for
increased breast tissue, 7.5 1b for the
fetus and the remainder for maternal
fat deposits
(3) Protein metabolism is increased
(4) Fat deposit and storage is increased to
prepare for breastfeeding
(5) Carbohydrate metabolism is altered,
the blood glucose levels are 10-20%
lower than prepregnant states

O MATERNAL PSYCHOLOGICAL/
SOCIAL CHANGES IN PREGNANCY

Pregnancy is a time of many transitions, a woman

is vulnerable, and maternal moods are labile

First trimester (1-13 weeks)——focus on physical

changes and feelings

1.

Psychological responses

a. Ambivalence

b. Adjustment

Prenatal anticipatory guidance

a. Normal changes of pregnancy; breast full-
ness, urinary frequency, nausea/vomiting,
and fatigue

b. Calculate and explain EDD and compari-
son with uterine size

c. Client’s and healthcare provider’s expecta-
tions for visits

d. Importance of ongoing care in preg-
nancy to promote well-being and prevent
problems

e. Rationale for vitamins and iron
supplements

f. Resources available for education, emer-
gency care, etc.

g. Discuss/review danger signs and
symptoms

Second trimester (14-26 weeks)—more aware of

the fetus as a person

1.

2.

Psychological responses

a. Acceptance

b. Period of radiant health

Prenatal anticipatory guidance

a. Fetal growth, movement and fetal heart
tones (FHT)
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b.

o

®

Personal hygiene, brassieres, vaginal dis-
charge, etc.

Infant feeding—breast and/or bottle
Avoidance and alleviation of—backache,
constipation, hemorrhoids, leg aches, var-
icosities, edema and round ligament pain
Nutritional needs, diet and weight gain.
Discuss/review danger signs and

symptoms

e Third trimester
1. First part (27-36 weeks)—concerned with
baby’s needs

a.

b.

C.

Psychological responses

(1) Introversion

(2) Period of watchful waiting

Prenatal anticipatory guidance

(1) Fetal growth and well-being

(2) Review hygiene, clothing, body me-
chanics and posture, positions of
comfort

(3) Physical and emotional changes

(4) Sexual needs/intercourse

(5) Alleviation of backache, Braxton Hicks
contractions, dyspnea, round liga-
ment pain, leg aches or edema

(6) Confirm infant feeding plans and dis-
cuss preparation for breastfeeding

(7) Preparation for baby supplies and
help at home

(8) Prenatal classes/approach

(9) Involvement of significant other

(10) Review danger signs at each visit

(11) If planning tubal ligation, prepare pa-
pers if required

Women anticipate birth and infant care

(1) Discuss fetal movement

(2) Personal hygiene needs/concerns, al-
leviation of discomforts of pregnancy

(3) Discuss recognition of Braxton Hicks
and prodromal contractions and dif-
ferentiation from true labor

(4) Discuss labor, contractions, and labor
progress and expectations of labor

(5) Breathing and relaxation techniques;
labor support options

(6) Provisions for needs of other children,
sibling issues, and care of children
during hospital stay

(7) Review signs of labor

(8) Continue discussion of relaxation and
breathing techniques; latent labor
coping skills

(9) Final home preparations

(10) Discuss procedures particular to
home/birthing center (BC), hospital—
analgesia, IVs, examinations, labor
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care, birthing plans, postpartum care,
and supplies needed

(11) Confirm plans for transport to the
hospital, who to call, and where to
go; hospitalization and process of
admission

(12) Consider birth control/family plan-
ning needs

(13) Discuss emergency arrangements
in the event of danger signs, prema-
ture rupture of membranes (PROM),
bleeding, severe headache, pain, etc.

Risk factors for psychological well-being
1. Limited support network

2. Highlevels of stress

3. Psych/mental health issues

4. Problem pregnancies

OVERVIEW OF ANTEPARTUM CARE

Purpose and objectives of antepartum care—to

differentiate normal and pathologic maternal-fetal

alterations throughout pregnancy by employing

maternal-fetal assessment methods, techniques,

and parameters appropriate to the antepartum

perlod specifically:
Application of the management process in-
cluding components of history and physical
examination at initial and interval visits

2. Critical evaluation of indications and tech-
niques for the application of therapeutics dur-
ing the antepartum period

3. Incorporation of current evidence and re-
search in the care of women and families dur-
ing the antepartum period

Definition of the essential concepts (National Cen-

ter for Health Statistics and the Centers for Disease

Control and Prevention, 2003)

1. Fertility rate—number of live births/1000 fe-
males 15-44 years of age

2. Birth rate—number of live births per 1000
population

3. Live birth—infant at, or sometime after birth
breathes spontaneously, or shows any other
sign of life

4. Stillbirth (fetal death)—no signs of life are
present at or after birth

5. Neonatal period—28 completed days after
birth

6. Perinatal period—all births weighing 500 g or
more and ending at 28 completed days after
birth; when perinatal rates are based on gesta-
tional age, this is defined as 20 weeks or longer

7. Stillbirth rate (fetal death rate)—number of
stillborn infants per 1000 infants born, includ-
ing live births and stillbirths

8. Neonatal death—early neonatal death is death
during the first 7 days after birth; late neonatal
death is death between 7 and 28 days

9. Neonatal mortality rate—number of neonatal
deaths/1000 live births

10. Perinatal mortality rate—number of stillbirths
plus neonatal deaths per total births

11. Infant mortality rate—number of infant deaths
(first 12 months of life) per 1000 live births

12. Maternal morbidity—illness or disease associ-
ated with childbearing

13. Maternal mortality ratio—number of maternal
deaths that result from the reproductive
process/100,000 live births

14. Abortus—fetus or embryo removed or expelled
from the uterus during the first half of gestation
(20 weeks or less), weighing less than 500 g

15. Preterm infant—infant born before 37 com-
pleted weeks (259th day)

16. Term infant—infant born after 37 completed
weeks of gestation up until 42 completed
weeks of gestations (260-294 days)

17. Postterm infant—infant born anytime after
completion of the 42nd week beginning with
day 295

18. Direct maternal death—death of the mother
resulting from obstetrical complications of
pregnancy, labor, or the puerperium; and from
interventions, omissions, incorrect treatment,
or a chain of events resulting from any of these
factors

ANTEPARTUM VISIT

Terminology that describes women and their preg-

nancies (Varney, Kriebs, & Gegor, 2004)

1. Gravida—the number of times a woman has
been pregnant

2. Para—refers to the number of pregnancies that
terminated in the birth of a fetus or fetuses
that reached the point of viability, i.e., 500 g or
20 weeks’ gestation

3. Nulligravida—a woman who has never been
pregnant

4. Nullipara—a woman in her first pregnancy
or who has not carried a baby to 500 g or 20
weeks

5. Primigravida—a woman who is pregnant for
the first time

6. Primipara—a woman who had one pregnancy
that ended with a birth in which the fetus
reached the age of viability

7. Multigravida—a woman pregnant two or more
times



8. Multipara—has carried two or more pregnan-
cies to viability
9. Grand multipara—has given birth seven times

or more

Antepartum Visit

d. The pelvis—(only the true pelvis is of
significance) true pelvis is bony canal
through which the fetus passes that lies
below the pelvic brim (linea terminalis)

10. TPAL numerical description of parity—four-
digit system that counts all fetuses/babies
born rather than pregnancies carried to viabil-
ity: T = term babies (= 37 wks or 2500 g), P =
premature babies (20-36 wks; 500-2499 g), A =
Abortions (any fetus born < 20 wks and 500 g),
L =living children currently

Components of the antepartum visit (initial and
return)
1. The Pregnant Patient’s Bill of Rights
2. Complete history
Menstrual history
Contraceptive history
Obstetric history including quickening
Medical/Surgical history
Sexual history
History or current physical, sexual, emo-
tional abuse
Medicines and/or nonallopathic healing
practices
Family history
Genetic risk
Health habits
Environmental exposures
Social history
m. Exercise and nutrition history
n. Immunizations
3. Physical examination
a. Height, weight, and vital signs
b. Complete physical examination
c. Abdominal examination
(1) Fundal height—growth by weeks of
gestation
(2) Leopold’s maneuvers—four ab-
dominal palpation maneuvers used
to determine the following fetal
characteristics:
(a) Lie
(b) Presentation
(c) Position
(d) Attitude
(e) Variety
(f) Estimated fetal weight
(4) Fetal heart tones—dating pregnancy
and assessing fetal position; different
timing using fetoscope or doptone
(5) Bimanual examination
(6) Uterine sizing—first trimester to de-
termine gestational age
(7) Clinical pelvimetry—measurement
of the features of the bony pelvis with
the examiner’s hand

® mepoge
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(1) Three planes of obstetric signifi-
cance—inlet, midplane, and outlet
(2) Critical diameters for evaluation of
pelvic adequacy
(@) Inlet—AP transverse
(b) Midplane—AP, transverse, poste-
rior sagittal
(c) Outlet—AB transverse, posterior
sagittal
(3) Assessing and measuring the pelvis—
clinical pelvimetry
(a) Diagonal conjugate—extends
from middle of sacral promontory
to middle of lower margin of sym-
physis pubis; only AP diameter
that can be measured clinically;
should be more than 11.5 cm
(b) Pubic arch—formed by the de-
scending rami of pubic bones
and inferior margin of symphysis
pubis; angle should be at least 90
degrees
(c) Interspinous diameter—distance
between the ischial spines, nor-
mally measures 10 cm, is smallest
diameter of the pelvis and defines
the midplane
(d) Ischial spines—may be promi-
nent, encroaching or blunt; assess
the sidewalls and the sacrum; best
if blunt
(e) Sacrosciatic notch—note shape
and width in fingerbreadths
(f) Side walls—side walls extend
from the upper anterior angle
of the sacrosciatic notch to the
ischial tuberosities and are as-
sessed as straight, convergent, or
divergent; should be straight
(g) Sacrum—assess the inclination
of the sacrum, the length, and the
curvature; curved is best
(h) Intertuberous diameter—distance
between the ischial tuberosities,
about 11 cm

Laboratory studies used in the provision of an-
tepartum care
Initial visit

(1) Blood type, Rh factor, antibody screen,
CBC or hematocrit, RPR or VDRL, ru-
bella titer, hepatitis B surface antigen
(HB,Ag), urine culture/screen
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(2) HIV testing should be recommended
to all pregnant women with option to
decline testing

(3) Gonorrhea, chlamydia, and wet prep
tests as indicated by history and phys-
ical examination findings

(4) Pap test per routine recommendations

(5) PPD, Hgb electrophoresis, genetic
screening tests as indicated by history
and risk factors

Multiple marker screen—triple screen

(maternal serum alphafetoprotein

[MSAFP], estriol and hCG) or quad screen

(MSAFP, estriol, hCG and inhibin A) at 15—

22 weeks’ gestation (optimal 16-18 weeks)

Ultrasound—may perform at approxi-

mately 18-20 weeks for gestational age

and fetal structural evaluation

Gestational diabetes screening

at 24-28 weeks—see section this

chapter on Selected Obstetrical

Complications—Diabetes

Repeat antibody screen at 26-28 weeks for

Rh-negative mother

Repeat CBC/Hct, VDRL/RPR, Chlamydia,

GC, HIV, HBsAg as indicated by history,

physical examination findings, and risk

factors in third trimester

Group B streptococcus (GBS) screening at

35-37 weeks—vaginal introitus and rectal

specimens

Some other laboratory studies that might

be indicated include:

(1) Amniocentesis or chorionic villus
sampling(CVS)

(2) Tay-Sachs screening

(3) Maternal/paternal chromosomal
studies

(4) Chest radiographs

(5) Blood chemistry (SMA 6 & 12, or
Chem 7 & 20)

(6) Thyroid studies

(7) Toxoplasmosis testing

(8) Cytomegalovirus (CMV)

(9) HSV cultures or antibody testing

(10) ANA

(11) Antiphospholipid antibodies

(12) Serum iron studies

(13) Blood glucose studies (3-hour GTT,
FBS, 2-hour postprandial, and hemo-
globin Alc)

5. Subsequent (interval) prenatal visits—fre-

quency of

a. Every4 weeks to 28 or 32 weeks

b. From 28 or 32 weeks to 36 weeks every 2
weeks

c. Weekly visits from 36 weeks to 41 weeks

d.

e.

Some prefer biweekly visits 41 weeks to
delivery

Schedule more frequent visits as appro-
priate; some providers recommend fewer
prenatal visits if there are no problems

6. Content of prenatal revisits

a.
b.

o oao

History

Physical examination—blood pressure,
urine dipstick, weight, FHT, fundal height
Anticipatory management

Anticipatory guidance

Health education and counseling
Appropriate screening

e Prenatal risk factors
1. History

a.

C.
d.
e.

Genetic factors
(1) Maternal age at or older than 35
(2) Previous child with a chromosome
abnormality
(3) Family history of birth defects or men-
tal retardation
(4) Ethnic/racial origins
(a) African—sickle cell disease
(b) Mediterranean or East Asian—B
thalassemia
(c) Jewish—Tay-Sachs disease
Multiple pregnancy losses/previous
stillbirth
Psychological/mental health disorders
History of IUGR
Preterm birth(s)

2. Current pregnancy

a.
b.

Abnormal multiple marker screening
Exposure to possible teratogens
(1) Radiation
(2) Alcohol/medications/other
substances
(3) Occupational exposures
(4) Infections
(a) Toxoplasmosis
(b) Rubella
(0 CMV
(d) Syphilis
Intrauterine Growth Retardation (IUGR)
Oligohydramnios/polyhydramnios
Diabetes
(1) Pregestational
(2) Gestational
(3) Insulin dependent
Hypertension
(1) Chronic
(2) Gestational
Preeclampsia/eclampsia
Multiple gestation
PROM
Post dates



Common Discomforts of Pregnancy and Comfort Measures

k. Decreased fetal movement
1.  Rhisoimmunization

O COMMON DISCOMFORTS OF

PREGNANCY AND COMFORT
MEASURES

Nausea and vomiting of pregnancy (most common

in first trimester)

1. Small frequent meals, no restriction on the
kind of food nor how often

2. Discontinue prenatal vitamins with iron until
nausea and vomiting resolved; continue folic
acid

3. Raspberry tea or peppermint tea, carbonated

beverages, hard candy

Acupressure, including sea bands for wrists

Ginger 1 g per day in divided doses

Pyridoxine (Vitamin Bg) 25 mg bid or tid orally

Doxylamine 12.5 mg bid or qid with pyridoxine

orally

Metoclopramide 5 to 10 mg g q6-8h orally

9. Promethazine 25 mg q4h per rectal
suppository

N e
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Breast tenderness

1. Good support brassiere

2. Careful lovemaking

3. Reassurance that it will soon pass

Backache
1. Consider musculoskeletal strain, sciatica, sac-
roiliac joint problem, preterm labor, urinary

tract infection
2. Nonpathologic—related to normal changes in
pregnancy
a. Massage
b. Application of ice or heat
c. Hydrotherapy
d. Pelvicrock
e. Good body mechanics
f. Pillow in lumbar area when sitting, or be-

tween legs when lying on side

g. Pregnancy support harness or girdle

h. Good support brassiere

i.  Supportive low-heeled shoes

3. Sacroiliac joint problems

a. Teach appropriate exercises

b. Nonelastic sacroiliac belt

c. Trochanteric belt worn below the abdo-
men at the femoral heads to increase joint
stability

Fatigue

1. Reassurance that this is a normal first trimes-
ter problem and will pass

2. Mild exercise and good nutrition

3. Decrease activities and plan rest periods
4. Decrease fluid intake in evening to decrease
nocturia

Heartburn

1. Small frequent meals

2. Decrease amount of fluids taken with meals;
drink fluids between meals

Papaya (may recommend fresh, dried, juice, or
enzymes)

Elevate head of bed 10-30 degrees

Slippery Elm Bark throat lozenges

Antacids

Proton pump inhibitors and H, blockers—
Pregnancy Category B

o

No e

Constipation

1. Increased fluids, fiber

2. Prune juice or warm beverage in the morning
3. Encourage exercise

4. Stool softeners

Hemorrhoids

1. Avoid constipation or straining with a bowel
movement

Elevate hips with pillow or knee-chest position
Sitz baths

Witch hazel or epsom salt compresses

Reinsert hemorrhoid with lubricated finger
Kegel exercises

Topical anesthetics; Pregnancy Category C if
combined with steroid

N oA wDd

Varicosities

1. Support stockings; apply before getting out of
bed

2. Avoid wearing restrictive clothing

Perineal pad if vaginal varicosities

4. Rest periods with legs elevated; avoid crossing
legs

i

Leg cramps

1. Decrease phosphate in diet; no more than two
glasses of milk per day

Massage affected leg

Don'’t point toes, flex ankle to stretch calf
Keep legs warm

Walk, exercise

Calcium tablets

Magnesium tablets

Noakwn

Presyncopal episodes

1. Change positions slowly

2. Push fluids; regular caloric/glucose intake

3. Avoid lying flat on back; avoid prolonged
standing or sitting
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Headaches

Head, shoulder, and/or neck massage
Acupressure

Hot or cold compresses

Rest

Warm baths

Meditation and biofeedback

Aromatherapy

Mild analgesic such as acetaminophen 325 mg
1-3 tablets every 4 hours as needed

P NGO L=

Leukorrhea

1. Rule out vaginitis and STDs

2. Good perineal hygiene

3. Wear cotton crotch panties; change panties as
often as necessary

4. Unscented pantiliners

5. Instructions to avoid douching and use of
feminine sprays

Urinary frequency

1. Decrease fluids in evening to avoid nocturia
2. Avoid caffeine

3. Rule out urinary tract infection

Insomnia

1. Warm bath

2. Hot drink—warm milk, chamomile tea

3. Quiet, relaxing, minimally stimulating
activities

4. Avoid daytime napping

Round ligament pain

1. Rule out other causes of abdominal pain, such
as appendicitis, ovarian cyst, placental separa-
tion, inguinal hernia

2. Warm compresses, ice compresses

3. Hydrotherapy
4. Avoid sudden movement or twisting
movements

5. Flex knees to abdomen, pelvic tilt
6. Support uterus with a pillow when lying down
7. Maternity abdominal support or girdle

Skin rash

1. Ice

2. Aveeno bath

3. Diphenhydramine—25 mg orally every 4 hours
as needed for itching

4. Dermatology referral as needed

Carpal tunnel syndrome (tingling and numbness
of fingers)

1. Good posture

2. Lying down

3. Rest and elevate affected hands

4. Ice, wrist splints

5. Mild analgesic such as acetaminophen 325 mg
1-3 tabs every 4 hours as needed

NUTRITION DURING PREGNANCY

Recommended daily allowances

1. Calories—2,500 kcal

2. Protein—average of 60 g/day throughout
pregnancy

Weight gain in pregnancy
1. Body mass index (BMI) (weight/height?)—only
anthropometric measurements with docu-
mented clinical value for assessment of gesta-
tional weight gain
2. Weight-for-height categories
a. Underweight—BMI less than18.5
b. Normal weight—BMI 18.5-24.9
c. Overweight—BMI 25.0-29.9
d. Obese—BMI 30.0 or higher
3. Determinants of gestational weight gain
a. Prepregnant weight—if overweight at
conception more likely to gain less weight
than normal-weight woman
b. Low gestational weight gain associated
with
(1) Low family income
(2) Blackrace
(3) Young age
(4) Unmarried status
(5) Low educational level
c. Multiple gestation
d. Developing pathology—toxemia
4. Consequences of gestational weight gain
a. Low gestational weight gain is associated
with
(1) Growth-restricted infants
(2) Fetal and infant mortality
b. High gestational weight gain is associated
with
(1) Greater rate of large infant weight,
which leads to
(a) Fetopelvic disproportion
(b) Operative delivery (forceps, vac-
uum, or Cesarean)
(c) Birth trauma
(d) Asphyxia
(e) Mortality
(2) Above associations are more pro-
nounced in short women (< 157 cm or
62 in)
5. Recommended patterns and quantity of
weight gain
a. Normal prepregnant weight—0.8-1.0 Ib
per week during second and third trimes-
ters for total of 25-351b



b. Underweight before pregnancy—1.0-1.3
Ib per week in second and third trimesters
for total of 28-40 1b

c. Overweight before pregnancy—0.5-0.7 1b
per week in second and third trimesters
for total of 15-251b

d. Obese before pregnancy—0.4-0.6 1b per
week in second and third trimesters for
total of 11-20 Ib

Diet history—recall of fluid and solid food intake
in the last 24 hours, whose purpose is to evaluate
adequacy of nutrition and formulate a plan for nu-
trition counseling
1. Components of diet history
a. Qualitative components of the intake
b. Quantitative, but only if weight is an issue
c. Ascertain how typical the last 24-hour in-
take was to usual intake
2. Components of diet counseling
a. Diet assessment
b. Setaweight gain goal with the woman for
the pregnancy
c. Discuss food preferences and relationship
to goal
d. Review generally or specifically at each
visit, depending on results
e. Include fetal growth as part of parameters
3. Cultural and personal beliefs about nutrition
that may modify a diet plan include:
a. Pica—ingestion of nonfood substances,
i.e., starch, clay
b. Vegetarianism
c. Hotand cold foods and when they can be
eaten
d. Discern eating patterns and beliefs perti-
nent to pregnancy in the woman'’s culture

THE WOMAN AND HER FAMILY
AND THEIR ROLE IN PREGNANCY

Family

1. Assessment of family size, structure and
relationships

2. Significant individuals involved in pregnancy

3. Family roles and their relationship to family
function
a. Occupations
b. Income levels
c. Education levels
d. Nationality and ethnic background
e. Relationship status and intensity
4. Feelings and thoughts about this pregnancy
and any past pregnancies and births

The Woman and Her Family and Their Role in Pregnancy 91

Pregnancy as essential, permanent family and life
change
1. The significance of change in relation to
pregnancy
2. Role adaptation needed to successfully cope
with pregnancy
3. Family resources to be mobilized to enable the
family to cope
a. Clear and continuous communication of
information
b. Decision making by the woman and fam-
ily as indicated
c. Family’s development of an appropriate
birth plan
(1) Childbirth preparation
(2) Breast feeding
(3) Child-rearing classes
d. Information regarding critical resources in
birth site
(1) Labor and birth procedures and
expectations
(2) Rooming-in
(3) Breastfeeding support
(4) Sibling visitation and/or presence at
birth
(5) Family visitation
(6) Possibility of early discharge

Perinatal loss and associated grief stages and
process
1. Factors associated with the concept of loss and
grieving
a. Perception of the individual(s) experienc-
ing the loss of its severity
b. Support and assistance in doing grief work
2. Types of maternity losses
a. Infertility
b. Loss of ababy
(1) Miscarriage
(2) Abortion
(3) Stillbirth
(4) Adoption
c. Loss of expectations
(1) Premature infant
(2) Congenital deformities
(3) “Damaged” infant
(4) Exclusive wife/husband relationship
3. Stages of grief
a. Shock, manifested by
(1) Denial
(2) Disbelief
(3) Fear
(4) Isolation
(5) Crying
(6) Hostility
(7) Bitterness
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(8) Introversion
(9) Sadness
(10) Numbness
b. Physical signs and symptoms
(1) Weight loss
(2) Insommnia
(3) Fatigue
(4) Restlessness
(5) Shortness of breath
(6) Chest pain
c. Suffering—the reality stage
(1) Acceptance of the reality
(2) Adaptation
(3) Preoccupation with lost person
(4) Questioning of what happened and
why
(5) Feelings of fear, guilt, and anger
persist
d. Resolution—acceptance and adaptation is
complete
(1) Reinvests in other significant
relationships
(2) Moves on but remembers lost person
Maladaptive grief reactions
a. Avoidance or distortion of normal grief

expression

b. Agitated depression; psychosomatic
conditions

c. Morbid attachment to possessions of
deceased

d. Persistent loss of self-esteem

Healthcare provider’s role in helping the nor-
mal grieving process

Listen

Facilitate woman’s expression of feelings
Provide nonjudgmental environment
Accept behaviors of grief

poop

O TEACHING AND COUNSELING

e  Principles of learning that apply to women/
families during pregnancy

1.

Factors that facilitate or impede learning

a. Readiness of the learner; time to discuss

b. Healthcare provider’s knowledge of wom-
an’s and family’s learning needs

c. Group teaching—enhances and enriches
learning

Factors that critically influence teaching/

learning

a. Alternative life styles; different cultures

b. Disadvantaged social milieus

c. Age and maturity—adolescents, educa-
tional level, life experience

Principles of teaching for role of parent educator

1. Individual teaching and counseling—topic
and quantity of information need to fit the
client
2. Prioritize information provision
a. Respond to questions or experiences of
the woman

b. Anticipatory guidance of pregnancy
realities

c. Danger signs of critical complications;
drug dangers, both OTC and illegal drugs;
and any other information needed for
health and well-being of woman and fetus

Childbirth education

1. Preparation for childbearing—ultimately aids
in reducing need for analgesics/anesthetics
during labor
a. Formal or informal
b. Content to be included:

(1) Bodily changes in pregnancy with as-
sociated reproduction anatomy

(2) Exercises for ADL during pregnancy
and for labor

(3) Nutrition

(4) Fetal growth and development

(5) Substance abuse

(6) Signs of beginning labor

(7) Information for infant feeding deci-
sion making

(8) Preparation for breastfeeding

(9) Postpartal course and care

(10) Preparation of siblings for birth

(11) Pain coping strategies in labor

(12) Vaginal birth after Cesarean (VBAC)
versus elective repeat Cesarean sec-
tion (ERCS) if previous C-section

2. Learning needs of the breastfeeding woman
a. Anticipatory guidance for woman with

inverted nipples
b. Principles of milk production
(1) Caloric needs of mother
(2) Liquid needs of mother
(3) Mechanics of proper infant position-
ing and latching on
(4) Factors that affect milk supply

3. Learning needs for parenthood
a. Plans for the baby’s health care
b. Needs and adaptation for the home
c. Identification of family/social supports

Family planning

1. Pregnancy learning needs for postpartum con-
traceptive options

2. Learning needs when considering postpartum

bilateral tubal ligation



a. Expert counseling
b. Signing consent papers

Human sexuality and pregnancy
1. The effects of pregnancy on female and male
sexual response
2. Changes in sexual desire throughout preg-
nancy—impacted by hormones, energy level,
relationship, body image, fears of hurting baby,
cultural beliefs and practices
3. Concept of body image—may feel awkward,
clumsy, ugly, especially in late pregnancy
4. Factors during pregnancy that may alter this
image—support or lack thereof for her feel-
ings; responses, either positive or negative,
from people of importance
5. Variations in sexual practice and their use dur-
ing pregnancy
a. Positions for intercourse—alternate posi-
tions may enhance comfort with increase
in abdominal size
b. Cunnilingus—avoid blowing into vagina
to reduce risk of air embolism
c. Fellatio
d. Analintercourse
6. Sexual activity may be continued throughout a
healthy pregnancy
7. The potential relationship between orgasm
and uterine contractions
a. Contraindicated if preterm labor threatens
b. May help initiate labor

PHARMACOLOGIC
CONSIDERATIONS IN THE
ANTEPARTUM PERIOD

Teratogens (derived from Greek word meaning
“monster”)—any agent that acts during embryonic
or fetal development to produce a permanent al-
teration of form or function

FDA risk factor categories for prescription drugs in

pregnancy

1. Category A—Adequate, well-controlled stud-
ies in pregnant women have not shown an
increased risk of fetal abnormalities.

2. Category B—Animal studies have revealed no
evidence of harm to the fetus, however, there
are no adequate and well-controlled studies in
pregnant women.

OR
Animal studies have shown an adverse effect,
but adequate and well-controlled studies in
pregnant women have failed to demonstrate a
risk to the fetus.

OR
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Category C—Animal studies have shown an
adverse effect, and there are no adequate and
well-controlled studies in pregnant women.

No animal studies have been conducted, and
there are no adequate and well-controlled
studies in pregnant women.

Category D—Studies, adequate well-controlled
or observational, in pregnant women have
demonstrated a risk to the fetus. However, the
benefits of therapy may outweigh the potential
risk.

Category X—Studies adequate, well-controlled
or observational, in animals or pregnant
women have demonstrated positive evidence
of fetal abnormalities. The use of the product
is contraindicated in women who are or may
become pregnant (FDA, 2001).

Indications and contraindications for the use of
vaccinations during pregnancy

1.

Hepatitis B—high-risk women who are antigen
and antibody negative can be vaccinated dur-
ing pregnancy

Tetanus—vaccination during pregnancy can
protect at-risk newborns against neonatal
tetanus; in maternal trauma, may be indicated
Rubella—(German measles)—attenuated live-
virus vaccine contraindicated immediately
before or during pregnancy; vaccinate imme-
diately after childbirth

Varicella—attenuated live-virus vaccine
(Varivax) contraindicated in pregnancy
Influenza—trivalent inactivated influenza
vaccine (TIV) recommended for all pregnant
women during influenza season; live attenu-
ated nasal influenza vaccine contraindicated
during pregnancy

TECHNIQUES USED TO ASSESS
FETAL HEALTH

Ultrasound (USG, US)

1.

Definition—method in which intermittent

high-frequency sound waves are transmitted

through tissues by way of a transducer placed

on the abdomen or in the vagina which are

then reflected off the underlying structures so

that tissues, fluid, bones, fetal activity, and ves-

sel pulsations are discernible

Types of ultrasound

a. Real-time ultrasound is the most com-
monly used method

b. Transvaginal ultrasound may be used in
early pregnancy

Some uses for ultrasound in obstetrics

a. Assessment of bleeding in the first
trimester
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b. R/O suspected ectopic pregnancy or hyda-
tidiform mole

c. Estimated gestational age for patients with
uncertain LMP

d. Evaluation of size/dates discrepancy

e. R/O suspected multiple gestations or fetal
anomalies

f.  Adjunct to special procedures—reproduc-
tive endocrinology procedures, CVS, am-
niocentesis, fetoscopy

g. Sexidentification

h. Evaluation of second and third trimester

bleeding

i.  Evaluation of pelvic mass or uterine
abnormality

j.  Evaluation of placental problems, loca-
tion, grade

k. Evaluation of fetal growth—macrosomia,
intrauterine growth retardation (IUGR),
AFI

1.  Biophysical profile—AFI, fetal movements,
respiratory movements, fetal tone

m. Estimation of fetal size and/or
presentation

n. Rule out suspected fetal demise

e Doppler velocimetry blood flow assessment

1.

Used in tertiary settings only if utero-placental
insufficiency resulting in IUGR is suspected or
is present

Detects velocity of blood flow through the fetal
umbilical artery to the placenta and is dis-
played in a waveform

Normal waveforms produced when the ratio
of systolic to diastolic blood flow (S/D ratio) is
around 3; abnormal ratio is more than 3

e Amniocentesis

1.

Amniotic fluid is aspirated from the amniotic

sac and evaluated for genetic well-being or

disorders, and fetal lung maturity

Usually performed between 14 and 16 weeks

for genetic evaluation or assessment of neural

tube defects

Used later in pregnancy—assessment of lung

maturity; R/O amnionitis or fetal hemolytic

disease (Rh or anti-D)

Risks—infection, bleeding, preterm labor,

PROM, fetal loss

Benefits

a. Provides early diagnosis and may decrease
morbidity and mortality if elective abor-
tion (AB) is sought

b. May decrease psychological stress; sup-
port systems can be established prior to
delivery

c. [Ifalethal anomaly is diagnosed and preg-
nancy continues, allows parents/care pro-
viders to plan, i.e. avoid a C-section

Special precaution—if mother is Rh negative

and at risk for isoimmunization, administer

RhoGAM with amniocentesis

Chorionic villus sampling (CVS)/Chorionic villus
biopsy (CVB)

1.

A sample of chorionic villi from placenta is
aspirated either transabdominally or transcer-
vically; outer trophoblastic layer is obtained
because these tissues have same genetic
make-up as the fetus; tissue is examined for
genetic information

Used for prenatal diagnosis; performed be-
tween 10 and 13 weeks

Benefits

a. Performed 3-4 weeks earlier than
amniocentesis

b. Cultures grow rapidly, resulting in early
diagnosis

Risks

a. Infection, bleeding, miscarriage

b. Risk of limb deformities (if performed be-
fore 9 weeks)

c. Technically more difficult

d. Contraindicated when there is a maternal
blood group sensitization

Fetal movement counting/Fetal kick counts—ma-
ternal self-report of fetal movement to assess fetal
wellness

1.

Fetal movement counting (FMC)

a. Most women are aware of fetal movement
between 16 and 22 weeks’ gestation; mul-
tiparas are generally aware of movement
sooner than nulliparas

b. The fetus has periods of sleep and wake-
fulness that change according to gestation

c. Fetal movement is strongest between 29
and 38 weeks

d. Fetal movement counting is a safe, simple,
no-cost, noninvasive fetal assessment
technique

e. Research has demonstrated that fetal ac-
tivity is a good predictor of well-being

f. Dramatic decrease or cessation of move-
ment is cause for concern

Methods for performing FMC—adjusted to

client’s abilities with instructions to count fetal

movements starting at 28 wks (identifiable risk
present) or 34-36 weeks (low risk for uteropla-
cental insufficiency)

a. Sanovsky’s Protocol



(1) Count FM 30 minutes three times
daily; four or more movements in a
30-minute period is reassuring

(2) Ifless than four movements in a
30-minute period, then continue for 1
hour

(3) Contact care provider if fewer than 10
movements or if movements become
weak

b. Cardiff “Count to 10” method

(1) A chart to check off 10 fetal move-
ments in one counting session

(2) Start at approximately the same time
daily

(3) Chart how long it took to count 10
movements

(4) If fewer than 10 movements in 10
hours or amount of time to reach 10
movements increases, an NST should
be performed

Nonstress testing (NST)

1.

Method to assess fetal well-being by observing
the fetal heart rate response to fetal movement
75% of fetuses at 28 weeks will experience
heart rate accelerations in association with
fetal movement
External electronic fetal monitoring is used
to record fetal heart rate accelerations in re-
sponse to fetal movement
Accelerations may be spontaneous or may be
induced by vibro-acoustic stimulation (VAS)
Fetal hypoxia depresses the medullary center
in the brain that controls fetal heart rate re-
sponse resulting in depression of frequency or
amplitude of the fetal heart rate
Indications for assessment of fetal well-being
with NST include:
a. Decreased fetal movement
b. Postdates
c. Diabetes, hypertension, [IUGR
Interpretation of results
a. Reactive—2 or more accelerations in fetal
heart rate of 15 or more beats per minute,
lasting for 15 seconds or more, within a 15
to 20-minute period
b. Nonreactive—FHR fails to demon-
strate the required accelerations within
a 40-minute period, requiring further
evaluation
c. Unsatisfactory or inconclusive—fetal
heart rate tracing that is uninterpretable
or of poor quality, sometimes caused by
a vigorous infant; test should be repeated
(individual site protocols vary)

e.
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NSTs may be affected by any of the
following:

(1) Fetal sleep

(2) Smoking within 30 minutes of testing
(3) Maternal intake of medications

(4) Fetal CNS anomalies

(5) Fetal hypoxia and/or acidosis

A nonreactive NST may be followed by a
BPP, a contraction stress test, or a repeat
NST

If indicated, NSTs should be repeated ei-
ther weekly or biweekly

Contraction stress test (CST)/Oxytocin chal-
lenge test (OCT)—assessment of fetal well-being
by observing fetal heart rate response to uterine
contractions

1. Physiology

a. During uterine contractions placental ves-
sels are compressed and intervillous blood
flow to the fetus is decreased

b. Afetus who is compromised or hypoxic
does not have reserves

2. Method

a. Testis conducted in hospital

b. Electronic fetal monitoring (EFM);
monitor the FHR response to uterine
contractions

c. Contractions may be spontaneous, the
result of administration of exogenous oxy-
tocin, or from nipple stimulation

d. An acceptable test is one with 3 con-
tractions lasting 40-60 seconds that are
palpable

3. Results

a. Negative—no late or variable
decelerations

b. Equivocal or suspicious—presence of non-
repetitive or nonpersistent decelerations,
or long-term variability is absent

c. Positive—persistent late decelerations

with 50% or more of the contractions

4. Contraindications to CST

a.

Absolute—previous classical C-section or
myomectomy, placenta previa, at risk for
preterm labor

Relative—gestational age less than 37
weeks, multiple gestation

Biophysical profile (BPP)—procedure utilizing
ultrasound to evaluate five fetal variables to assess
fetal risk; prospective studies have demonstrated
that BPP is superior to CST as a predictor of fetal
well-being or distress

1. Method

a.

Test is composed of five observable
variables—NST, muscle tone, breathing
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movements, gross body movements, and
amniotic fluid volume
b. In addition to NST, the fetus is evaluated
via USG for a 30-minute time period to
observe the remaining four variables
2. BPP scoring—each of the five variables is
scored from 0 (abnormal) to 2 (normal); the
scores for each are totaled
a. Breathing movements—one or more epi-
sodes in 30 minutes; none = 0, present = 2
b. Body movement—three or more discrete
body or limb movements in 30 minutes;
none =0 present =2
c. Tone—one or more episodes of extension
with return to flexion; none = 0, present = 2
d. Qualitative amniotic fluid volume (AFV)—
at least one pocket of amniotic fluid that
measures at least 2 cm in 2 perpendicular
planes; none = 0, present = 2
e. Reactivity—reactive NST; nonreactive
scored as 0, reactive = 2
3. Scoring interpretation criteria
a. 8-10is normal (in absence of
oligohydramnios)
b. 6isequivocal, repeat testing
c. 4 orlessisconsidered abnormal
4. Modified BBP, NST, and amniotic fluid in-
dex—(see Postterm pregnancy section in this
chapter)

e Percutaneous umbilical blood sampling (PUBS or
cordocentesis)

1. Definition—process in which a needle is intro-
duced under real-time ultrasound, through the
maternal abdomen and then into the umbili-
cal cord; blood is then aspirated or blood and/
or medications are introduced into the fetus
Usually performed after 20 weeks
3. Used for prenatal diagnosis—Rh (anti-D) dis-

ease, fetal infections, blood factor abnormali-

ties, chromosomal or genetic disease, fetal
hypoxia assessment

4. Used to treat the fetus—fetal transfusion, ad-
minister drug therapy

5. Concerns

a. Similar to amniocentesis and CVS

procedures

b. Must be performed by a skilled individual

able to secure immediate delivery and ap-
propriate level of neonatal care

n

e  Methods to assess fetal lung maturity
1. Respiratory distress (RDS) is a major problem
associated with preterm birth
2. Assessment of fetal lung maturity is accom-
plished by assessing the amniotic fluid

Different tests may be used to assess the fac-
tors that help prevent atelectasis
Prior to 39 weeks’ gestation, there should be an
evaluation of fetal lung maturity if labor induc-
tion or Cesarean delivery is electively sched-
uled to help prevent iatrogenic prematurity
and respiratory distress syndrome
a. Lecithin/sphingomyelin ratios (L/S)
(1) Lecithin is elevated after 35 weeks
(2) Sphingomyelin remains fairly
constant
(3) Ratio of 2:1 or greater is indicative of
fetal lung maturity except in diabetes
(4) L/Sratio may also not be accurate in
hydrops fetalis and nonhypertensive
glomerulonephritis
b. Phosphatidylglycerol (PG)
(1) Appears after 35 weeks when lungs are
mature
(2) If PG present, in combination with
a favorable L/S ratio, confirms lung
maturity
c. Shake test
(1) Amniotic fluid is shaken in a tube with
saline and 95% ethanol for 15 seconds
(2) A complete ring of bubbles on the sur-
face is indicative of fetal lung maturity
(3) Advantage of this procedure is it can
be conducted at the bedside
(4) Has alow false positive rate
(5) Has a high false negative rate
d. Foam stability test
(1) Similar to the shake test but amniotic
fluid is shaken with various amounts
of 95% ethanol only
(2) Foam formation is indicative of lung
maturity
(3) Collection of amniotic fluid
(4) With intact membranes, fluid is ob-
tained by amniocentesis
(5) With ROM, fluid can be aspirated
with a sterile syringe and sent for
evaluation
e. Results
(1) L/Sratio should be above 2
(2) IfPGis present even with an L/S ratio
of less than 2, the risk of respiratory
distress syndrome is minimal

SELECTED OBSTETRICAL
COMPLICATIONS

Abuse

Substance abuse

a. Substances with known potential for
abuse/addiction
(1) Legal drugs



(a) Alcohol—17 million (6.9% of US
population) report heavy drinking
(5 or more drinks/occasion on 5
or more days in last 30 days)

(b) Nicotine—71 million (28.6% of US
population) currently use tobacco
products

(2) Illegal drugs—prevalence in 2007 was

19.9 million in US (8.0%) reporting use

in past month

(a) Cocaine

(b) Hallucinogens

(c) Heroin

(d) Marijuana

(e) Nonmedical use of prescription
psychotherapeutics and pain
relievers

b. Historical evolution of the concept of alco-

hol use in the US
(1) After WWII, dominant view linked
excessive use of prescription drugs,
alcohol, and use of illicit drugs with
emotional instability, weak will, and
poor character
(2) Jellinek’s 1960 disease model for alco-
holism made it a chronic, relapsing
disease with a genetic component
(3) Major definition shift paved the way
for the Alcoholics Anonymous ap-
proach to treatment
Substance abuse in pregnancy
(1) Prevalence—Substance Abuse and
Mental Health Services Administra-
tion (SAMHSA, 2009)
(a) 16.4% smoked
(b) 10.6% drank some alcohol
(c) 4.5% engaged in binge drinking
(d) 5.1% used illegal drug in past
month
Factors associated with increased risk for
substance abuse in pregnancy include:
(1) Lack of education
(2) Low self-esteem
(3) Depression
(4) Family problems and/or family his-
tory of substance abuse
(5) Financial problems and poverty
(6) Abusive relationships
(7) Feelings of hopelessness
(8) Drug-abusing partner
Maternal medical and obstetrical compli-
cations of substance abuse include:
(1) Smoking
(a) Maternal effects—preeclampsia,
abruption placentae, placenta
previa, spontaneous abortion,

f.

g.

Selected Obstetrical Complications

ectopic pregnancy, and premature
rupture of membranes
(b) Infant effects—IUGR, premature
birth, and small for gestational
age
(2) Alcohol
(a) Maternal effects—spontaneous
abortion and possibly some
subtle neurologic problems in
school-age child
(b) Infant effects—fetal alcohol syn-
drome (FAS), fetal alcohol effects
(FAE), or alcohol-related birth de-
fects (ARBD)
(3) Ilicit drugs
(a) Effects less well known, and
knowledge of long-term implica-
tions is limited
(b) Research findings confounded by
social and economic factors
(c) Polydrug use further confounds
the reality
(d) Maternal effects of heroin and
methadone—eclampsia, placen-
tal abruption, IUGR, intrauterine
death, postpartum hemorrhage,
preterm labor, premature rupture
of membranes
(e) Infant effects—jitteriness, hy-
perreflexia, restlessness, sleep-
lessness, poor feeding pattern,
vomiting, diarrhea, shrill cry
Screening
(1) Toxicology screen; most commonly
done on maternal urine; more re-
cently, meconium, infant hair sample,
amniotic fluid, cord tissue
(2) History—more information gathered
regarding length of time and quantity
of use
(3) Combination of both
Screening tools for alcohol use
(1) CAGE
C-have you felt the need to cut down
on your drinking?
A-have people annoyed you by criti-
cizing your drinking?
G-have you ever felt bad or guilty
about your drinking?
E-have you ever had a drink first thing
in the morning to steady your nerves
or get rid of a hangover (eye-opener)
(2) TWEAK
Tolerance—how many drinks can you
hold?
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Worried—have close friends or rela-
tives worried or complained about
your drinking in the past year?

Eye openers—do you sometimes take
a drink in the morning when you first
get up?

Amnesia—has a friend or family
member ever told you about things
you said or did while you were drink-
ing that you could not remember?
Cut down—do you sometimes feel the
need to cut down on your drinking?

h. Management

(1) Ideal—stop using harmful substances

(2) Reduce quantity and types of sub-
stances used

(3) Mobilize resources to support and
encourage

(4) Drug rehabilitation

Ethical considerations—who should be

screened?

(1) Universal