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Introduction

The rapid changes in health, technological advankeswledge explosion, demographic
changes and advance medical science demands #itt Wwerkers be educationally prepared to
provide effective maternity and reproductive healtine across the continuum of setting — from
hospital or clinic to home or community. The couyse are about to study is reproductive and
adolescent health and is taught in 5 modules. doiejative and adolescent health is designed in
such a way that you will learn to care for cliep&ients with reproductive health issues. Manage
patients before, during and after labor. Demonstuaiderstanding of principle and technique of
family planning. Demonstrate ability to take detivavith assistance of a qualified health care
provider.

The Course

This course, reproductive and adolescent healfivided into five modules.

Module | lays the foundation for reproductive and adolesdezalth and provides you with
knowledge of basic concepts and terminologies itemay nursing. Review of the anatomy and
physiology of the reproductive systems are done.Healso deals extensively on the health and
nutritional needs during pregnancy

Module 2 deals with signs of pregnancy, the physiologidadrges, the minor discomfort of
pregnancy and abortion and its issues. Health tiondithat can threaten pregnancy are also
discussed. It also focuses on high risk women afahis.

Module 3 deals with the challenges of labor process anddhe of patients in labor.

Module 4 focuses on sex and sexuality. The unit on reprodiafections deals extensively on
sexually transmitted infections, with special engpan HIV/AIDS. The final unit deals with
counseling youth and youth friendly services.

Module 5 deals with the principle and techniques of famigmming.

Course Aim

The goal of this courseRéproductive And Adolescent Health is to provide you with the
necessary knowledge and the therapeutic skills eteéolr effective management and care of
patient with pregnancy, labor and during puerperilunderstand the management of youth
friendly services

Course Objectives

In addition to the aims above, this course settoewve some objectives. After going through this
course, you should be able to:

Understand the basic concept and terminologiesateMity services

Understand the anatomy and physiology of the repribek systems

Know certain health conditions that can threatesgpancy.

Understand the labor process and the care of patidabor.

Understand problems associated with sexually tratesirinfections

Know the investigations and treatment of couples wifertility.

Understand the role of the midwife in the care afignt with pregnancy, labor and during
puerperium

Understand the Management of youth friendly sesvice



Working through the Course

This course involves that you would be requiredpend lot of time to read. The contents of this
material are very dense and require you spendiegt gme to study it. This account for the great
effort put into its development in the attempt taka it very readable and comprehensible.
Nevertheless, the effort required of you is sti#tmendous. | would advice that you avall
yourself the opportunity of attending the tutosaksions where you would have the opportunity
of comparing knowledge with your peers.

The Course Material

You will be provided with the following materials;
Course guide

Study units.

Study Units
The units covered on this course are;
MODULE 1 REVIEW OF ANATOMY AND PHYSIOLOGY OF THE REPRODUCTIE SYSTEM

UNIT 1 Review of Male/Female Reproductives&ymn
UNIT I Fertility

UNIT I Health and Nutrition during Pregmay
MODULE 2 PREGNANCY

UNIT | Signs of Pregnancy and PhysiologiCabnges
UNIT I Common Discomforts in Pregnancy

UNIT I The Antenatal Visit

UNIT IV Abortion

UNIT V High Risk Women and Infants

UNIT VI Fetal Health

MODULE 3 THE PROCESS OF LABOUR

UNIT | Abdominal examination

UNIT 1l Labor Process

UNIT I Abnormal Labor

UNIY IV The Postpartum Visit and Examination
MODULE 4 SEX AND SEXUALITY

UNIT | Sexuality

UNIT I Sexually transmitted Infection

UNIT 11l Counseling Adolescents on Reproduetissues

MODULE 5 FAMILY PLANNING

UNIT | Hormonal Contraception
UNIT 1l Injectable Contraception
UNIT 1l Intrauterine Devices
UNIT IV Condom and Sterilization
Text Book s



The course comes with a list of recommended t@kbowhich though are not compulsory for
you to acquire or indeed read, are necessary gesnents to the course material.

* Brunner & Suddarth’s (2004) Medical Surgical Nogsi(10th ed) Lippincott Wilkins

* Ajayi, V. A textbook of midwifery. London, Macntén, 1980. (Macmillan Tropical
Nursing and Health Sciences Series).

 Olds, S., London, M. Ladewig, P., Davison, M. Matdrand Newborn Nursing and
Women Health, ' Ed. 2004. Pearson Prentice Hall

* Novak, J. and Broom, B. Maternal and Child Healtirgihg, 1999. Mosby Inc.

Assessment
There are two components of assessment for thiseotlihe Tutor Marked Assignment (TMA),
and the end of course examination.

Tutor Marked Assignment

The TMA is the continuous assessment componenbof gourse. It accounts for 30% of the
total score. You will be given 4 TMA'’s to answelhrée of these must be answered before you
are allowed to sit for the of the course examimatithe TMA’s would be given to you by your
facilitator and returned after you have done trségasnent.

End Of Course Examination

This examination concludes the assessment for dliese. It constitutes 70% of the whole
course. You will be informed of the time for theaexination. It may or not coincide with the
university semester examination.

Summary

This course intends to provide you with the neagskaowledge and skills needed for effective
management of patients with reproductive issues.

MODULE 1



REVIEW OF ANATOMY AND PHYSIOLOGY OF THE REPRODUCTIV E SYSTEM
UNIT 1
REVIEW OF MALE/FEMALE REPRODUCTIVE SYSTEM
Content
1.0 Introduction
2.0  Objectives
3.0  Obstetrical Terms
3.1  The Male Reproductive System
3.1.1 Characteristics and functions of the MalerBépctive System
3.2  The Female Reproductive System
3.2.1 Characteristics and functions of the FerRa&productive System
3.3 The Menstrual Cycle
3.4 Fetal Development
3.5 Birth Defects
4.0 Conclusion
5.0 Summary
6.0  Tutor Marks Assignment

7.0 References and Other Resources



MODULE 1
UNIT 1
The Review of Male/FeneaReproductive Organs

1.0Introduction
Providers of maternity and family planning servicesst have knowledge of the anatomy and
physiology of the reproductive organs of the hunmasle and female. An understanding of
human male anatomy is basic to understanding theeps of conception. It is also essential for
understanding the principles of family planning ardsons for infertility. This unit focuses on
the review of anatomy and physiology of the male #@male reproductive organs

2.0 Objective
On completion of this unit the learner will be alde
* Learn the various terminologies used by those wvaain maternity care.
» Label the following on a diagram of the externahfde genitalia: Mons pubis
Clitoris, Labia majora, and minora, urethral opegpiaaginal opening, Bartholin
glands Perineum.
» Label the following on a diagram of the internaimgde reproductive organs:
Vagina Uterus Cervix: internal os and external ablsipian tubes: isthmus,
ampulla, infundibulum ovaries.
» Describe the characteristics and/or functions efdfgans indentified above.
» Label and state the characteristics and functdrise following on a diagram of
the male reproductive system:Penis ,Urethra ,SorptuTestes ,Epididymis,
Prostate gland, Bladder
* Name two female sex hormones.
» Define menstrual cycle.

3.0 Obstetrical Terms

All professions have certain words that help pedplthe profession to communicate with each
other. The following words are used by those inedlin maternity care. They should be
memorized.

Ammenorrhoea Absence of menstruation

Antenatal/Antenatal/AntepartumBefore the birth of the fetus/during pregnancy

Antepartum HaemorrhageBleeding during pregnancy or before the birth &f fbtus
(APH)
Embryo The developing baby from the time of feztiion to 11

weeks’ gestational age (Some authors say 12 weeks.)

Estimated Day of Delivery The approximate datelihby is due. The date is calculated
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(EDD) (Or Estimated Day o
Confinement EDC).

ffrom the first day of the last normal menstrualiqger
The EDD marks the beginning of the 40th week ofpeamcy.

ant

Fetus The developing baby from the 11th or 12thekveof
pregnancy until birth
Fertilization The process by which a sperm unitéh an ovum and a
pregnancy begins.
Gestation Pregnancy
Gravida A woman who is pregnant or who has beegmant
Nulligravida A woman who has neveeb pregnant and is not pregn
now.
Multigravida A woman who has beeagant more than once.
Primigravida A woman who is pregngmtthe first time

Intrapartal/intrapartum

During labor or at the tiofebirth

Labor/Parturition

The process of giving birth

Maternal Mortality Rate

The number of maternal teathat occur as the result
being pregnant or giving birth during the time 113 babieg
are born alive. In some countries this rate isdated per
1,000 live births, or 10,000 live births, insteddl 60,000 live
births.

Maternal deaths are often thought of as direcindiréct. A
direct maternal death is one that is caused byetis
complications such as bleeding to death from apaotm
haemorrhage death is one that results from a distes
worsened when the mother became pregnant, suc
diabetes.

of

t

Para-

A woman who has given birth to a baby beyttvedstage o
viability (usually 20 weeks’ gestation)

nd

Nullipara A woman who has never gi@rih to a baby who reache
the stage of viability
Primipara A woman who has delivere@ daby who reached the st3

of viability

lge
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Multipara A woman who has deliverattor more babies beyond the
stage of viability

Parturient A woman in labor

Postnatal/postpartum After birth

Postpartum Haemorrhage (PPH) Excessive bleediegthi birth of a baby

Puerperium The six week period following the biofta baby

3.1 The Male Reproductive Organs

The male reproductive organs are divided into eeand internal genitalia. The external
genitalia consist of the penis and the scrotum. inte¥nal male reproductive organs are shown
on the following diagram:

sigmoid colon

bladdear

pubic bone

rectum

seminal vesicle
2jaculatory duct

prostate gland

penis cowper's gland

corpus anus
cavErnosHm vas deferens
glans penis apididymis

foreskin tastis

urethral

opening scrotum

Figure 1 Male Reproductive Organ
3.1.1Characteristics and Functions of the Male Remductive Organs
Penis This is the male organ of orgasm, reproductionwantation. Part of the urethra goes

through the centre of the penis. The tip of theipéthe glans) contains a small opening, the
urethral opening, through which urine and semereapelled.

Scrotum. This is a wrinkled, sac-like pouch behind the ipewhich contains the testes

(testicles). It is located outside the body beeaperm production requires a
temperature lower than that inside the body.
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Testes-These structures lie within the scrotum produead sperms and male hormones.
The left testis is usually lower than the rightiaghe left scrotal sac is lower and larger
than the right one.

Epididymis —They are small, twisted tubes leading from th&dmo of each testis. Sperm
mature in these tiny tubes.

Vas Deferens -Two tubes which are a continuation of the epidits. They transport  sperm
as far as the urethra.

Seminal Vesicles-They lie at the bottom of the bladder secretlickt milky substance which
aids in transporting sperm.

Cowper’s Glands (bulbo-urethral) -They are two small glands betbe prostate that secrete an
alkaline substance to protect sperm from vagindlw@ethral acidity.

Prostate Gland-A structure about 3.5 cm in diameter that surdsuthhe neck of the bladder
and the urethra, and produces a fluid that accormpaperm during ejaculation.

Semen Semen is a thick, milky substance consisting ofrrapeplus secretions from the
epididymis, seminal vesicles, prostate gland andgeo's glands. When a man ejaculates, 2 to 5
ml of semen is left in the vagina. Each ml of seroentains an average of 70.

3.2 The Female Reproductive Organs

The female reproductive organs consist of the aategenitalia (also known as the vulva) and
the internal organs. The internal female reproseatirgans are shown below:

3.2.1 Characteristics and Functions of Selected Cags/Structures

The External Genitalia

Mons Pubis A pad of fatty tissue covered with hair directlyeovand above the

(Mons veneris) symphysis pubis. The articulation between the phbites.

Clitoris A small, elongated, sensitive body siathiabove the labia minora. |It
becomes erectile during sexual excitement.
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Sacral

promontory

Ovary

and tube
Peritoneum

Bladder
Symphysis

Uterus

Rectum

pubis

Urethra

Vagina

Figure 2 Female Reproductive Organ

Labia Majora

Two long folds of skin (lips) extendi from the mons pubis to the

perineum. The outer part of the lips is coverechwiair. Their size an
appearance depends on the amount of fat within .tlgoth the labig
majora and the labia minora help keep pathologioghnisms out of th
vagina.

112

Labia Minora

Two thin folds of tissue between thbih majora. The bottom edges
the labia minora form the top edge of the perinelahia minora vary

greatly in size and shape. It is common for oneetdarger than the other.

of

Urethral Opening

A small opening below the clitotitgough which urine passes. T
opening is often invisible to the eye.

he

Vaginal Opening

The entrance to the vagina. ltorsated between the labia minora &
below the urethra. It varies in size and shape.

ind

Bartholin’s Glands

The small glands located aboatcliock and 8 o’clock on either side

the vagina. Their mucus secretion during sexualtekdelps lubricate
the vagina. Gonococci and other bacteria in thexdjlean cause an

abscess.

o

n)
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Perineum

The area between the vagina and rectwstretches as the baby’s head
appears at the vaginal opening.

(1)

The Internal Genitalia
Vagina A canal about 10-15 cms in length thatthese functions:
It is the canal through which the menstrual floasges out of th
body.
It is the structure which receives the erect pahsexual union.
It serves as the birth canal during delivery.
The upper end of the vagina is called the fornixl @ divided into
anterior, posterior and laternal fornices.
It is through the thin walls of the fornices théher pelvic organs can be
palpated.
Uterus The uterus (womb) is a hollow, musculararthat has three functions

It prepares itself monthly for the reception of feeilized ovum.
If the ovum is not fertilized, menstruation occurs.
It holds the fetus during pregnancy.
Its muscles contract to push the fetus through linéh canal
during labor.
The upper 2/3 of the uterus is known as the cogouxdy and the lowe
1/3 is known as the cervix. The part of the corpbeve the Fallopia
tubes is the fundus. The cervix is about 2.5 cng.ldrhe top part of ths
cervix that can be seen on speculum examinatioa.ekiternal os can b
irregular in shape.
The wall of the uterus has two layers:
Endometrium
An inner lining which is lost each month during regoation. Once
pregnancy occurs, the endometrium is called thaldac

=]
o) -

Myometrium
The thick, smooth muscle layer of the uterus. lmofathe myometria
contractions open the cervix and expel the fetus@acenta. They als
control bleeding from the placental site. The cemodntains only abou
10 percent muscle.

—~+ O

The blood supply of the uterus comes from the méer@nd ovarian
arteries.

The body of the uterus may tilt forward (anteveytetbackward
(retroverted), or it may not tilt at all.

The position and height of the uterus depend onutkene ligaments|.
The main ones are the broad, round, and uterodagaaients.

15



Fallopian Tubes The Fallopian tubes are two hollmwscular canals on either side of the
uterus. They serve as a passageway for the ove tatérine cavity. Eac
tube is divided into 4 parts: the interstitial pont (within the uterineg
wall), the the isthmus (the narrow portion nexthe uterus), the ampulla
(the widest part) and the infundibulum (the funsiehped opening at the
end).

o

D

Within the tube are cilia (small hair-like projeatis) which direct the ov
into the uterus. The muscles in the tube contfadghmically to move the
ovum along the tube.

=

Fertilization of the ovum by the sperm usually &kéace in the ampulla
portion. Rhythmic contractions of the tube are rggest and mos
frequent during transport of the fertilized ovum.

—

The tubes are richly supplied with blood vessels.

Ovaries The ovaries are two organs up to 5 cmngtle They are usually found
below each Fallopian tube. The ovaries are resplensfor the
development and expulsion of the ova and for tleelgetion and release
of the ovarian hormones. Each ovary is close twther edge of the tube
making it easy for the ovum to be picked up aftarlation.
At puberty there are between 200,000 and 400,00Cels in the ovary,
Most of the time the ovary releases only one egip @aonth. About 400
eggs are ovulated during the life of a healthy woma

3.3 The Menstrual Cycle

The onset of menstruation is also called menarahd, is of great importance to the health
worker because it signals the beginning of thdléeperiod in a woman'’s life. It is not known
why the young girl’'s body begins to change. Howeitds known that these changes are caused
by chemicals produced in the brain, which indueertiease of the sex hormones. The two most
important sex hormones are oestrogen and progestef@estrogen and progesterone produce
changes in the following parts of the body: theabts, the skin (appearance of pubic and axillary
hairs),the uterus, the ovaries.

The breasts are stimulated by oestrogen and peygestto grow in size and become capable of
producing milk. The skin is stimulated to grow haircertain areas. The ovaries are stimulated to
produce the eggs. Approximately once a month, ithieg of the uterus is shed producing a
“period” of bleeding which usually lasts 2 — 6 dayhis is called a menstrual period. It is caused
by the complete withdrawal of progesterone androgst from the blood. Shortly after the
monthly bleeding period, the lining of the uterwsgims to replace itself. At the same time, at
about 12 — 16 days after the first day of the kram egg is released into the uterus. The release
of the egg is called ovulation. If sexual inters®itakes place close to the time when ovulation
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has occurred the egg can become fertilized by the’srsperm. This fertilized egg forms a new
baby. The fertilized egg attempts to bury itselthini their lining of the uterus. If the egg is not
fertilized by a man’s sperm, the endometrium isdshgain, following by a menstrual period.
Occasionally more than one egg is released anidizedt In this case, twin or triplets may be
produced.

Most women experience irregularity in their cycéssthey approach the age of 50. Some women
begin to experience changes as early as 35 — 40thatk as 55 — 60. The time during which the
older woman is experiencing these longer cyclesalked the climacteric. Menopause occurs
when a woman has had her last bleeding episode,

3.4 Fetal Development

After puberty one egg (ovum) each month grows aatures. At ovulation it is released from
the ovary and falls into the abdominal cavity. Pty begins when the egg travelling in the
Fallopian tube is met by sperm. The male spermthedemale ovum contribute equally to the
development of the fetus, The sperm is decisiweghather the baby will be a girl or a boy.

The growth and development of the fetus in theustés divided into two stages; thenbryonic
stage and the fetal stage.Embryonic stage starts at the moment of fedion (when the
sperm meets the ovum) and continues until all tdyls systems have been developed (about
11 weeks after fertilization). The fetal stagdrom the end of the embryonic stage to the lofth
the baby.

Upon fertilization the embryo is so small thatandarely be seen by the human eye. It begins to
grow immediately. One cell becomes two, two becdou, four become eight, eight become
sixteen, sixteen become thirty-two, and so on. Eaidy growth continues as the embryo moves
through the tube and into the uterus. The embriaxia¢s to the new placenta by a small stalk
which becomes the umbilical cord. Within the undalicord are three blood vessels which bring
oxygen and nutrients from the mother’s body todhdryo, and waste products are eliminated.
During these first few weeks, groups of cells ie #mbryo begin to specialize. Each of the
body’s system is formed by the specialization otaia cells. It is during this period that many
birth defects begin to happen as a result of ababgmowth of some of the specialized cells. If
the birth defects are severe, many of these emhtygand are spontaneously aborted. This is
also the period when some drugs can cause conigeefiéets in the fetus.

The Fetal Stage

The fetal stage of growth and development is a ge®®f increase in size and weight. The
organs that began developing in the embryonic stagénue to grow and mature, and there is
less room in the uterus and the fetus is no lolad@e to stretch out. Instead the fetus pulls its
knees in toward the abdomen.

At the age of three months the embryo is complsilehe organs and the arms, legs, feet, hands
and ears have formed, the embryo looks very mue&hdi human baby. The fetal brain begins
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functioning early. At the beginning of the secorichester, the arms of the fetus reach their full
length and the sex of the baby is easily seen asttiars feel their babies move inside them. This
is because the movements of the fetus become strand the wall of the uterus thinner.

3.5 Birth Defects

Birth defects affect approximately six percent df rewborns. Drugs, hormones, radiation,
environmental pollution, and infectious agents among the factors that cause congenital
anomalies. For example German measles during ridtetfimester of pregnancy may cause birth
defects. Drugs that may damage the developing embnygl fetus are known as teratogens.
Hence, drugs in the first trimester should be agdidnless indicated. Research on smoking in
pregnancy has consistently shown that infants askamg mothers weigh less than infants of
non-smoking mothers. The difference in weight isdinect proportion to the number of
cigarettes smoked each day. Alcohol quickly enteesblood stream and passes through the
placenta. Chronic alcoholism can result in develeptal delays and malformations of the heart,
head, face and extremities. Infants born to motkdrs are alcoholics go through withdrawal
symptoms once they are born.

4.0 Conclusion

Menstrual cycle is the period of time between fh& tlays of one period of bleeding to the first
day of the next period of bleeding. Usually thisbetween 4 — 6 days. Menstrual cycles are
usually irregular initially at the onset of mensttion. Information about fetal growth and
development is important so that the midwife cadarstand the origin of some birth defects and
can be able to describe for the mother-to-be wieatblaby looks like at various times during
pregnancy.

5.0 Summary

The consequences of the menstrual cycle on a wantiée'are extremely important. Fertility is
based on the menstrual cycle and the woman’s sexitiaity. The hormones that influence the
menstrual cycle are the same hormone producedebgl#itenta during pregnancy and the same
hormones used in birth control pills.

6.0 Tutor Marked Assignment

With the aid of a diagram describe the anatomymniology of the uterus

7.0References And Other Resources

Ajayi, V. A textbook of midwifery. London, Mactan, 1998. (Macmillan Tropical Nursing
and Health Science Series).
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UNIT Il
FERTILITY

1.0 Introduction

Infertility is the condition in which matured malend female partners could not achieve
pregnancy after regular unprotected sexual intesentor at least one year. This problem may
come from either the male or the female or botlness.

2.00bjective

On completion of this unit the learner will be alde
Define infertility

Identify causes of infertility in the male and fdma
Describe the treatment for both the male and female

3.0 Factors associated with infertility

These include; Cigarette smoking, alcohol consumptsexual promiscuity, drug abuse, and
sexually transmitted diseases. Central Nervouse8y$CNS) depressants and narcoleptic drugs
are capable of causing erectile dysfunctions. Othseases such as diabetes mellitus, renal
failure, multiple sclerosis, spinal cord injury andrdiopulmonary disorders could be seen as

causes capable of damaging the reproductive organs.

3.1 Causes of Male Infertility:

The causes of male infertility can be classifie itihree categories: pre-testicular, testicular and
post-testicular causes.

Pre-testicular Causes:

* These are primarily genetic, pituitary and systemétabolic disorders.

* Genetic disorders include Klinefelter's syndromghrOomosomal pattern XXY,
gynecomastia, small testes, and eunochoidism) enfenstein’s syndrome
(chromosomal pattern 46 XY; reduced testosterony@egpmastia; eunochoidism;
azoospermia; hypospadias).

» Pituitary disordes; Such disorders include hypatfdism, pan-hypopuitarism, and
congenital adrenal hyperplasia.

» Systemic disorders such as neoplasm, diabetdgusehepatic and renal diseases.
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» Other causes include fever, malnutrition, x-ragght pants, etc
Testicular Causes:
These are the conditions in which the testes suffiesct damage. They include the
following
» Disorders of the testes such as cryptorchidismceoeele, obstruction of the ducts
(due to infection).
* Genital infections e.g. gonorrhea, syphilis, warts
* Immunologic disorders such as allergic orchitigpanmune infertility.
» Semen disorders such volume/motility disturbances,
* Formation of abnormal or immature sperm with vioiad in the size and shape of the
head.
» Chemicals and drugs that inhibit gonadotropin @tudb normal spermatogenesis
include Nitrofurantoin, Methotrexate, Monoaminadase (MAO) inhibitors,
Post — testicular causes:
These include:
» Congenital and therapeutic destruction of the epidis or vas deferens,
e Sexual problems such as ejaculatory incompeteneetile dysfunction, decreased
libido, penile deformity and extreme obesity.
3.2 Causes of Female Infertility
Functional Causes: these include any defects or malfunctions of ligpothalamic-pituitary-
ovarian axis that alter the complex hormonal irdeoas which determine the normal functions
of the reproductive tract. They are:
» Gonadothropin insufficiency caused by infectionsmological diseases or tumors of
the hypothalamus or pituitary gland.
* Hypothyroidism
* Endometrial adhesions
» Chronic cervicitis with abnormal mucus secretion
Anatomical Causes: These include;
Ovarian Factor: Ovarian failure may be caused by premature marmsgaor ovarian
dysgenesis.
Uterine Factors: These include congenital absence of uterus, iniu@ie or double uterus,
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Tubal Factors: such as are abnormal tubal transport mecharasreeen in cases of uterus-
tubal obstruction , uterine fibroids, etc.

Cervical Factors: Abnormal or excessive production of thick cervigaucus which is
impenetrable to sperm, thus making it difficult tbe sperm to enter into the uterus.
Psychological Factors as a result of stress and emotional instability.
3.3 Investigations
They include;
Patient’s history,
Physical examination,
Laboratory investigation, and
Radiological studies
3.3.1 History and Physical Examination:
If male patient, the following are assessed:
* Inquiry about psycho-sexual problems such as prammagjaculation, impotence, fear
and anxiety during intercourse, etc.
* Previous operations, such as herniorrhaphy, orgeixin orchidectomy,
prostatectomy, vasectomy, etc.
» Past illnesses, such as varicocele, mumps, sexuedlysmitted diseases like
gonorrhea, syphilis, venereal warts. Genital herpt.
* Use of drugs like Nitrofurantoin, Cyclophosphamidéonoamine oxidase (MAO)
inhibitors,
* If he indulges in smoking, alcohol intake, obesiy,work in a hot environment.
Also find out if patient wears tight pants and/asthot baths very frequently.
If female patient, assess
* Is menses regular, irregular, painful, painless? et
* Views and reaction to sex?
* Had she undergone surgeries in the past such &régt®my, uterine evacuation, tubal
ligation?.
» Past medical history; Is there any history of séyutransmitted diseases (STD),

HIV/AIDS, urinary tract infection (UTI), salpints, pelvic inflammatory diseases, etc
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* Is he taking any family planning pills? Which okth? When did she start using such
contraceptives? How often is she using them, etc.

3.3.2 Laboratory investigations:
Semen analysisThis is the major investigation in the male. Sememalysis includes
measurement of sperm concentration, motility andpmalogy. It also tells us about the
measurement of seminal plasma, and presence e$ariin antibodies. It also determines the
guantification and identification of non-spermatiozaells. The problem here is that of
oligospermia (lower the sperm concentration) ooogpermia,
3.3.3 Radiological studies:
This include; Hystero-salpingography (HSG), Rubbimsufflations Test and Endoscopy

* Rubin’s Insufflations Test: This of blowing aiarbon (IV) oxide into the tube to
establish patency. It irritates the phrenic neoparising referred pain to the shoulder
if one or both tubes are patent. If the patiertdao pain, it indicates that the tubes
are blocked.

. Hysterosalpingography: This shows any obstractioabnormality of the fallopian
tubes and uterine cavity. uid cannot pass thrahghtubes, the diagnosis of tubal
blockage is confirmed.

» Endoscopy: This is visualization of the internalgams by means of special

instruments called endoscropes.

3.3.4Male — Female Interaction StudiesThese include post-coital test (Sim’s Huhner Jest
and immunologic or antibody testing.
* Post-coital (Sim’s Huhner) Test: Helps to exantime cervical mucus in relation to
sperm motility and penetration It is usually d@é hours after coitus.
* Immunologic or antibody testing helps to identifyeamicidal antibodies in the sera
of the female
3.3.5 Basal Body Temperature: e Basal Body Temperature (BBT) is a graphical
representation of the body temperature, usualthénmornings, in order to ascertain the time of
ovulation. A sustained elevation in body tempamtpost-ovulation until immediately before
the onset of menses signifies the appropriate cimevulation

4.0Conclusion
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Infertility is the condition in which matured malend female partners could not achieve
pregnancy after regular unprotected sexual intesentor at least one year. This problem may
come from either the male or the female or bothneas, therefore both must be investigated
before treatment is commenced.

5.0 Summary
Infertility can be caused by a wide range of caustgh can be classified as functional,
anatomical and psychological causes.

6.0 Tutor Marks Assignment

Discussed the classification of infertility

7.0 References and Other Resources

Ajayi, V. A textbook of midwifery. London, Mactlan, 1998. (Macmillan Tropical Nursing
and Health Science Series).

Adishi, M. A. A Hands-on Guide in Fertility and Redies. DELSU Printing Press, Abraka,
2009.
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UNIT I
HEALTH AND NUTRITION EDUCATION DURING PREGNANCY

1.0 Introduction

The midwife has a great opportunity for helping vesnprepare physically and emotionally for
the birth of their babies. The following informati®n health and nutrition should be given
during pregnancy

2.0 Objectives

At the end of this unit the learner will be able to

» Identify physical activities that are appropriate.

» Describe personal hygienic measures that shouhbeuraged.

* Describe the care of the breasts during pregnaocietp the promotion and
establishment of lactation breast-feeding.

» List six foods rich in proteins, two in caloriesdafive in iron.

» Give the reason why drugs of all kinds should lsealiraged.

» List five danger signs that pregnant women shoeldware of.

3.0 Exercise and Activity

Most sporting activities can be continued to soragrde. Some may need to be discontinued
after the 20th week because falling on the abdoroneid cause the placenta to separate from the
wall of the uterus (abruptio placenta). Pregnantneo are often told to get 8 hours of sleep each
night and minutes in the afternoon. However, sleepds vary from person to person. Some
women will need 6 hours of sleep while others widled nine. Pregnant women should be
encouraged to sleep and rest as much as they need.

The fatigue felt in the first trimester of pregngns normal. It is probably caused by a change in
the metabolic rate. The second trimester of pregnanoften the one in which a woman is full
of energy, but fatigue frequently returns in thst laimester. Women should be encouraged to
rest in the side-lying position. This keeps thegheiof the baby and the amniotic fluid off the
inferior vena cava, the main blood vessel returrblapd from the legs to the heart. The side-
lying position also helps to prevent oedema (swegllin the legs). Heavy physical work in
pregnancy increases requirements of energy andipsot

3.1 Personal Hygiene

All women can be encouraged to take a daily batenybregnant. However, water is scarce in
many developing countries and this practice mayoegpossible. When a bath is taken soap can
be used on all parts of the body including the @éiai There is no reason for a woman to avoid
washing her hair during pregnancy or in the fietvfweeks following the birth of the baby.
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Washing one’s hair does not give the mother caldsgctions or other sicknesses. Underwears
should be changed them daily. Loose cotton undesasdeuld be encouraged since nylon keeps
the area around the genitalia wet. This moistut®erages the growth of bacteria.

3.2 Care of the Breasts

During pregnancy, the breasts and nipples shoukkbmined to detect retracted nipples. This is
important in all primigravida and women who havel laifficulty in establishing breast-feeding
in the past. If the nipples are retracted the wostaould be taught to pull out the nipples from
the base of the areola with oil on her fingers.

3.3 Drugs

Some pregnant women take drugs while they are prégauch as, antenatal vitamins, iron pills,
laxatives, pills to prevent nausea and vomitingditiae for heartburn, analgesics for headaches,
and medicine for colds or other illnesses. Drugsalbfkinds should be discouraged during
pregnancy, particularly during the first trimestgren the organs of the baby are developing and
deformity may result. However, it sometimes is seey to take medication for anaemia,
infections and to treat some diseases

3.4 Family Planning

Towards the end of the pregnancy it is almost adneppropriate for the midwife to talk about
family planning. The available methods should becassed with women who wish either to
space or limit the number of children in their famiThe midwife should explain the
effectiveness of each method; how each is used;mmmside effects and dangerous
complications.

3.5 Danger Signs

At the first antenatal visit the midwife should cliss the signs that can mean something serious
may be happening with the pregnancy. Pregnant waheuld contact the midwife immediately

if any of the following occur:

Bleeding

Severe headaches, sports before the eyes or blusied

Swelling of the hands and face

Fever or chills

Severe abdominal pain

Frequent vomiting or vomiting beyond the first tester

O O 0O O O

In the first trimester bleeding may be a sign obrébn (miscarriage), ectopic pregnancy or
vaginitis. Fever and chills usually mean infectiémy infection or fever should be investigated
and treated unless it is thought to be caused byrus. Viral infections are not helped by

antibiotics. Vomiting that lasts beyond the fitstnester of pregnancy may be a symptom of
hyperemesis gravidarum or hydatidiform mole.
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3.6 Preparation for Labor and Birth.
The process of labor should be explained in wond$ the woman can understand. The use of
diagrams or models may be helpful. Each womanIdhoei helped to choose the place of birth
that is safest for her. When any of the followiranditions are present, the mother should be
encouraged to deliver in an adequately equippeditab®r maternity unit:
. Adolescent or elderly primigravida.
o0 Weight of less than 38 kg.
complications such as , heart disease, diabetastioe tuberculosis.
0 Past obstetrical complications including, Caesassation or serious postpartum
haemorrhage.
0 Present obstetrical complications, such as pregrigticed hypertension,
antepartum haemorrhage, hydramnios, malpresentatigogremature labor.
o Past fetal complications, including stillbirth aganatal death.

(@)

3.7 Preparation for Home Delivery

The pregnant woman should keep the room cleandtivaty. Where there is no electricity, a
lamp should be kept ready for night delivery. e #ibsence of piped water, water should be
stored for washing the hands, boiling the instrutsieand cleaning the baby and mother. Clean
utensils for boiling the water and instruments dtidue handy. Clothes for the baby and mother
and some washed pieces of cloths should be redgyTBA, relative, friend or the person who
is going to conduct the delivery should keep aveeli pack ready. The latter should contain a
sterilized blade, tincture of iodine, sterilizedrsg, cotton swabs and gauze pieces.

3.8 Breast-feeding

Breast-feeding should be encouraged in all womeralee it is important to the health and
survival of the baby. Discussions about breastifeedhould begin in the antenatal period.The
midwife should discuss any popular beliefs that Mfokeep a woman from breast-feeding.
Continued breast-feeding may lengthen the time éetwbirths. This benefits both mother and
child.

3.9 Beliefs and Practices

All women hear stories about what may be harmfuhtm or to their developing babies during
pregnancy. For instance, some mothers believefttiaty raise the arms above their heads while
they are pregnant, a knot will form in the umbilicard. This is not so. Fortunately, most of
these beliefs are not harmful. However, some prastmay be dangerous. There are also beliefs,
practices and taboos on certain foods considerebetdarmful to the mother and to fetal
development. The midwife must be aware of thesallbeliefs and practices so that they may
discourage mothers from participating in those thay be harmful.

3.10 Nutrition
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Dietary habits and practices in families are tingt-&nd based on beliefs, customs, taboos, and
on availability and purchasing capacity. Howevesttdr knowledge about nutrition may change
attitudes and practices if the family understartds llenefits. The midwife should know the
local food beliefs and practices before advisingd@t. In some societies, foods are considered
“hot” and “cold”, while others view foods as good mad for the baby or for the establishment
and continuation of lactation. Economically disaszged families should be told about local
foods that are nutritious but cheap. All pulsesanse legumes, milk, meat, and fish are good
sources of proteins. Oils and butter-oil are thst Iseurces of calories. Green leafy vegetables,
coarse sugar, cereals and pulses provide ironyelfmv fruits (like mango and papaya), green
leafy vegetables, carrots, liver, milk and butt@p@y Vitamin A. The midwife should arrange
nutrition demonstrations and arrange mothers’ ekwsshere locally available foods rich in
protein, calories, Vitamin A and iron are identifjediscussed, and nutritive values vis-a-vis cost
are explained.

4.0 Conclusion

Pregnancy is a time when women are eager to leatmaut their bodies and their developing
babies. Giving information in a concerned manner icdluence the health of both the mother
and the baby.

5.0 Summary

There are divers’ beliefs and practices that mayhbemful to the mother and to fetal
development. The midwives must be aware of thesa loeliefs and practices so that they may
discourage mothers from participating in those thaly be harmful. They should not discuss
customs that are not harmful.

6.0 Tutor Marks Assignment
Discuss the importance of hygiene in prgnancy

7.0 References and Other Resources

McNeil, R. T. & Anderson, M. E. Health educatian fropical schools. London, Collins, 1965.
Ajayi, V. A textbook of midwifery. London, Macnhén, 1980. (Macmillan Tropical Nursing
and Health Sciences Series).

Olds, S., London, M. Ladewig, P., Davison, M. Matdrand Newborn Nursing and Women
Health, 77 Ed. 2004. Pearson Prentice Hall

Novak, J. and Broom, B. Maternal and Child Healtirgihg, 1999. Mosby Inc.
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MODULE 2 PREGNANCY
UNIT |
SIGNS OF PREGNANCY AND PHSIOLOGICAL CHANGES
1.0 Introduction
When a woman becomes pregnant, changes occur ioodgr These changes lead to signs and
symptoms that help the midwife suspect or diag@ogeegnancy.
2.0 Objectives
At the end of this unit the learner will be able to
» Give one reason why each of the following is onpoasible sign of pregnancy:
amenorrhea, breast changes, discoloration of thexceausea and vomiting, frequent
urination, fatigue
» List three probable signs of pregnancy.
» List three positive signs of pregnancy
» List two effects of pregnancy on the body

3.0 Signs of Pregnancy
The signs and symptoms are classified as possdis,probable signs, and positive signs.
3.1 Possible signs
The following signs and symptoms are called possiigns of pregnancy because they are
usually associated with pregnancy, but are alsessa;nd symptoms of other conditions. These
are:

Amenorrhea

Enlargement of the breasts, breast tendernesderppm

Discoloration of the cervix

Nausea with or without vomiting

Fatigue
Amenorrhea, for example, is not a certain sign mgpancy because it may occur during
lactation. When a woman stops taking the birth i@brgill amenorrhea may occur, as well as in
women under unusual stress, women who are obeseemvarho move to a different climate, or
in women with chronic disease such as severe amaxtgo, certain women menstruate only
three or four times per year. Therefore, absencenefstruation is not a reliable sign of
pregnancy in these women.

Early in pregnancy women often have tender bresmsdspain in the nipples. Breasts frequently
increase in size and the veins just beneath theak often visible. The nipples become large,
more erect and colostrums can often be expressegitje massage. The glands in the nipples
become larger and can be felt on the areola. Thleseges can also be found in women with
certain kinds of pituitary tumours, in women takiogrtain tranquillisers and in women with
imaginary pregnancies (pseudocyesis).
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During pregnancy the vaginal mucosa and cervixnoftave a blue or purple appearance. This is
because of venous congestion. The vagina and calsaxappear this way when women take the
birth control pill, and in the premenstrual periqVomen with irregular cycles can have
amenorrhoea in addition to these changes).

Nausea and vomiting may occur in early pregnantyeyTare not definite signs of pregnancy
because they are symptoms of conditions, such stsogdaestinal disturbances, urinary tract
infections, infective hepatitis, drug toxicity amdaginary pregnancy.

Frequent urination occurs in the first trimesterpoégnancy because the enlarging uterus puts
pressure on the urinary bladder. Frequent urinaaso a symptom of urinary tract infection,
nervousness or psychological disturbances. Fatgfrequently found in pregnant women but is
not a reliable sign since anaemia, malnutrition afieér diseases are also associated with fatigue.

3.2 Probable Signs
Other signs that indicate a pregnancy may be ptresen

Enlargement of the abdomen

Changes in the size, shape and consistency otdnasu

Outlining the fetus
These signs, too, can mean a condition other thhagnancy and, therefore, are not called
positive signs of pregnancy. For example, an emthrgbdomen can be due to abdominal
tumours, ascites, obesity and pseudocyesis. A langeur of the uterus can be mistaken for a
baby.However, the probable signs usually mean gnaecy is present. For this reason they are
called probable signs.

3.3 Positive Signs
The positive signs of pregnancy are those thatdisg pregnancy with certainty. These are:

The presence of fetal heart sounds

Fetal movement felt by the health care practitioner

Presence of a fetus shown on X-ray or ultrasound
Fetal heart sounds can usually be heartd with to$aepe at 18-20 weeks of pregnancy. Fetal
movement is a positive sign only when felt by thealth practitioner because women have
occasionally identified intenstinal activity as neowvent of a baby.
3.4Physiological Changes
The Hormones of Pregnancy
Hormones are chemicals produced by the body thegecahanges in certain body tissues. The
specific tissue that is changed by a hormone iIedtal target tissue. Pregnancy produces several
hormones that cause the body to adapt to the pnegnawo of these are the same hormones
that play important roles in the menstrual cyclest@ogen and progesterone. There are other
hormones that are involved in pregnancy, but ogsttoand progesterone are especially
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important. During pregnancy, oestrogen and progaséeare produced by the placenta and the
ovaries.

The Uterus

As the fetus grows, the uterus enlarges. Duringcth@se of pregnancy it increases in length
from about 10 cms to over 40 cms. The volume ofutleeus increases from a few milliliters to
several litres. As this enlargement occurs, theustenoves from the pelvis into the abdomen.
The Skin

Changes in the skin during pregnancy are due teffieets of hormones and the enlarged uterus.
Increased blood flow to the skin is due to thectftd oestrogen on the small blood vessels. This
may cause the skin to feel warm to touch. Areathefskin (especially the palms of the hands)
may appear reddened. Small red marks resemblidgrspmay appear in fair-skinned women on
the upper parts of the body. These marks are capater angiomas. A hormone called MSH
causes the skin to become darker in some areaseffdet of this hormone is noticed more in
women with light complexions. MSH stimulates cartaells to produce a dark pigment. This
often occurs in the area around the eyes and cl{eaksd chloasma) and in a line between the
umbilicus and the symphysis pubis (called the linegra or “black line”). The nipples and the
areola usually become darker. The genital area asy darken. These darkened areas of skin
will lighten after pregnancy but may not go awayngdetely.

Digestive System

Of all the systems in the body, it is the digessystem that accounts for most of the common
discomforts of pregnancy. Throughout the digestraet, smooth muscle is responsible for
moving food along. Progesterone is thought to caelsexation of smooth muscle. The placenta
produces large amounts of progesterone during pregn Thus, smooth muscle of the digestive
system becomes considerably relaxed during pregndihés causes food to remain longer in the
different parts of the digestive system. Constgratis common in pregnancy and may result
from the decreased motility. Stool remains in tgé intestine longer. This allows more water
to be reabsorbed, making the stool harder and difireult to excrete.

Progesterone also affects smooth muscle in thepbagos, and may cause the food in the
stomach to move back up the oesophagus. Sincerdbd stomach is mixed with stomach acid,
the pregnant woman may experience a burning sensélieartburn”, when this occurs.

On the other hand the relaxation of smooth muschy fmave a beneficial effect on food
absorption throughout the digestive system. Simoel fmoves at a slower rate, the pregnant
woman may actually absorb more nutrients from #maesamount of food. This allows the body
to take greater advantage of all the food consumed.

Stomach secretions may be reduced during pregndimty.may explain why peptic ulcers are
rare in pregnancy or, if already present, may imero
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Production of saliva in the mouth is usually unetiéel by pregnancy. Occasionally, however,
increased production of saliva is noticed. Somedithe amount of saliva is so great (ptyalism)
that the pregnant woman must carry a container \igh Ptyalism usually improves as

pregnancy progresses. In general, both appetiteéharsd are increased during pregnancy. Many
women find themselves craving certain foods inipaldr. “Pica” is the term used to describe a
craving to eat non-food items such as clay, coal,soap and others.

The Renal System

Pregnancy also affects many kidney functions. Tlbedflow to the kidneys is increased, as is
the glomerular filtration rate (the time it takesfilter a substance out of the blood). The kidneys
seem to save some sodium, calcium and water fqorsgnant body. The pregnant woman tends
to have a decreasing ability to excrete watersThiparticularly true for the woman with
pregnancy-induced hypertension. Glucose is mordilyeaxcreted by the kidneys, even in the
absence of diabetes mellitus. For this reason e tod glucose in the urine can be a normal
finding during pregnancy. During pregnancy the posiof the baby has a significant effect on
urine flow, which is greatly reduced when a womslying on her back. This is probably due to
compression of the renal blood vessels by the gathuterus. Women with oedema should be
encouraged to sleep on their sides.

The Blood

Pregnancy has a significant effect on the volumélobd circulating in the body, a woman’s
haematocrit (the percentage of red blood cells lasrpa) may fall without anaemia being
present. This is a normal occurrence at about 0th ®&eek of pregnancy. The haematocrit
usually rises again after the 34th week. The nurabehite blood cells is also increased. When
a non-pregnant woman has a significant increasehite blood cells, it may be a sign of an
infection somewhere in the body. However, duringgmancy, such an increase may be normal.
The plasma contains several substances that ethablidood to clot in the event of injury. Some
of these are present in increased amounts durimgpaiopregnancy. This may be a safety
measure to assure minimal blood loss after the@sliof the placenta.

The Cardiovascular System

Changes in the blood vessels, this is, the veirtsries and capillaries, are the result of the
hormones of pregnancy, the increase in blood volam® the enlarging uterus. Progesterone
probably relaxes the walls of the blood vessels #ed increase in blood volume probably
“stretches” them even more. The enlarging utesukniown to have significant effects on the
veins below mid-abdomen. Some women develop vatiesr bulges in the veins of the legs
and vulva. These varicosities may become largehaistied. When a pregnant woman lies on her
back in the last trimester, the baby, amnioticdfland uterus press on the large vein (vena cava)
that carries blood from the legs to the heart. Phésents blood in the lower body from flowing
to the heart at its usual rate. When this happtres heart cannot fill properly and the brain
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receives less blood. This may cause dizzinessgeaaasd even fainting unless the woman rolls
on the her side. If she stands up suddenly froittiagsor back-lying position, the effect may be
even greater.

The baby, amniotic fluid and uterus also press @nsvin the lower abdomen. This additional
pressure further decreases the flow of blood ifgfs. This allows a portion of the blood to leak
into other tissues. Thus, the feet and lower lefs pregnant woman are often swollen,
especially if the woman must stand or sit for Igagiods of time. Oedema in the lower legs and
feet is usually a normal variation of a healthygmancy. Oedema may also occur in the hands
and face. The midwife must determine whether oedemthe hands and face is normal or
whether it is the result of high blood pressure.

The Respiratory System

Though the rate of respiration does not changendypregnancy, the total amount of oxygen
consumed by the pregnant woman is increased, the isxygen carrying capacity of the blood.
This should not be surprising because new tisseedseore oxygen. It is not unusual for the
pregnant woman to experience shortness of bredtls. may be due to the growing uterus
decreasing the space in the abdominal cavity. Hewesome pregnant women experience
shortness of breath long before the uterus bectengs. The cause may be anaemia, associated
heart disease or respiratory tract infection.

The Breasts

The breasts change early in pregnancy. Both oesiragd progesterone prepare the breasts for
the nutritional needs of the baby. Some of thet faigns of pregnancy may be a tingling
sensation in the breasts along with an increasszim and fullness. Some women have breast
tenderness or pain in the nipples. The veins inskie of the breasts may be more easily seen.
The nipple and the areola increase in size anddagken in colour. Small raised glands, called
Montgomery’s tubercles, may appear around the aipphese glands secrete an oily substance
that keeps bacteria away. The milk-secreting aalid the ducts that carry milk become fully
developed during pregnancy. The breasts may sauititdéong before the baby is born.

Weight Gain in Pregnancy

Normal weight gain in pregnancy, vary from 5-17da@pending upon the size of the mother, her
diet and her health. Weight gain in pregnancy is ttuthe growth of the fetus and placenta as
well as increases in amniotic fluid, blood volunpeotein storage, breasts, uterus, and tissue
fluids.

Maternal Posture

As the fetus and uterus grow and the joints ofpleis soften, the woman may naturally assume
a lardotic posture, in which the shoulders areguuback, the head lifted higher and the pelvis is
further forward. Discomfort in the pelvic joints gnaause or increase the walk with a side-to-
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side swing. This may cause or increase the lowek h@in that many pregnant women
experience.

Emotional Changes
The emotional changes of pregnancy are not asyeasiiced as the physical changes, but they
are just as important. These emotional changegralmbly caused by a combination of factors.
Some of the factors which might influence a womamsotions are:

» Body changes due to pregnancy

» Social and personal circumstances of the pregnantam

» Acceptance of the pregnancy by the family and &gen

* Whether the pregnancy was planned or unplanned

* The hormones of pregnancy

Emotional changes in pregnancy vary from woman ¢onan and may they depend on social
and cultural customs.

4.0 Conclusion

Knowing the signs of pregnancy, the midwife caove the women with appropriate health
care. They will also be able to suspect conditiotiser than pregnancy when the available
information does not seem to “fit” the possiblensigand symptoms of pregnancy.

5.0Summary
The probable, possible and positive signs of pregndelp the midwife suspect or diagnose a

pregnancy. The physiological changes in pregnaneydae to the hormones of pregnancy and
the growing fetus. It also affects social relasioips, financial conditions, and the health of the
family as a whole.

6.0Tutor Marks Assignment

Discuss the probable, possible and positive sifipsegnancy
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UNIT Il

COMMON DISCOMFOR® IN PREGNANCY

1.0 Introduction

Certain minor discomforts often disturb women dgripregnancy. These discomforts are
“minor” because they do not endanger either theharoor the fetus. Some discomforts that
occur most often are discussed. Measures to prenenimize or relieve each discomfort are
suggested.

2.0 Objectives
At the end of this unit the learner will be able to

Give the reason that each of the following may octuing pregnancy:
Backache

Constipation

Dizziness and Fainting

Oedema

Frequent urination

Heartburn

Nausea and vomiting

Ptyalism

Varicosities

Identify measures that may give relief from eaclthese discomforts.

3.0 Backache (2nd and 3rd trimesters)

Possible causes

Excessive lordosis (forward curving of the spinalumn) to balance the weight of the
fetus
Relaxation of the pelvic ligaments due to the dftédche pregnancy hormones

Treatment

Low shoes

Periodic rest in side-lying position

Decrease amount of walking

Avoiding strain particularly from bending and lifg
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3.1 Constipation

Possible causes
o0 Decreased muscular contraction by the smooth mustléhe bowel due to
progesterone
Pressure of the growing uterus on the lower bowel
Tension or anxiety
Insufficient foods high in roughage
Lack of physical activity
Poor intake of fluids

O O O O o

Treatment
Increase intake of foods high in roughamnd fresh fruits and vegetables
Increase fluid intake
Avoiding tension, anxiety
Good bowel elimination habits

3.2 Difficulty in breathing (Dyspnea; 3rd trimester)

Possible causes
Pressure on the diaphragm by the enlarged uterus
Anaemia

Treatment

Propped-up or semi-sitting when resting or sleeping
Decrease physical activity

Treatment of anaemia with iron and folic acid

3.3 Dizziness and faintness

Possible causes

Anaemia

Malnutrition

Fatigue

Pressure of the enlarged uterus on the inferioraveava when lying flat on the back
(hypotensive syndrome)

Inability of the blood vessel walls to respond giydo position changes due to relaxation of the
walls, because of the increased progesterone
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Treatment

3.4 Nutrition supplements

Avoiding prolonged standing/walking and physicdidgae

Keeping head low when dizzy or feeling faint

Avoiding lying flat on the back in the last trimest

Turning body to side-lying position before gettung after resting or sleeping.

3.5 Oedema of the ankles (Not associated with pretampsia; 3rd trimester)

Possible causes
Fluid in tissue due to poor return of blood fromvéry extremities caused by pressure of the
uterus on the abdominal wall

Treatment

Avoiding prolonged standing/walking

Bed rest for 24 hours (Elevation of the legs fd2 heurs during the day is rarely enough when
oedema is present)

Side-lying position for rest or sleep

3.6 Flatulence (Gases; throughout pregnancy)

Possible causes

Undesirable bacterial action in the intestines

Anxiety or tension

Gas-forming foods

Treatment

Small but frequent meals

Unhurried meals

Avoiding foods which are gas-forming, such as beaos and dairy products.

3.7 Frequent urination (1st and 3rd trimeste)
Possible causes

Pressure on the bladder from the uterus
Treatment

Decrease fluid intake before going to sleep (Fiatdke should not be severely restricted as this
practice can lead to bladder infections)
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3.8 Heartburn (3rd trimester)

Possible causes
Relaxation of the cardiac sphincter (the muscleveeh the stomach and the oesophagus) that
allows gastric juices to enter the oesophagus

Treatment

Eating bland foods

Eating small meals frequently
Sleeping in a semi-sitting position

3.9 Haemorrhoids (Piles; 3rd trimester)
Possible causes

Constipation

Treatment

Prevention or relief of the constipation
Gently push the haemorrhoids back into the rectum
Cold or warm compresses or analgesic ointment eghpdi the haemorrhoids

3.10 Itching skin (3rd trimester)

Possible causes
Hormones present during pregnancy
Stretching of abdominal skin

Relief and prevention measures
Daily bath

Local application of talcum powder
Increases fluid intake

Soft, cool clothes

3.11 Leg cramps (2nd and 3rd trimesters)

Possible causes

Pressure of the enlarged uterus on a nerve irotherlextremeties
Prolonged standing/walking

Insufficient calcium intake
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High level of serum phosphorus, usually from preeesmilk
Measures for prevention or relief

Increase milk intake if the diet is low in calcium
Decrease in intake of processed milk if motherisking 3 to 4 glasses of each day

3.12 Nausea and vomiting (Morning sickness; 1st tmester)
Possible causes

Emotional factors (in majority of women)

Hormonal changes due to the pregnancy

Pyridoxine deficiency (Vitamin §

Treatment

Avoiding tea or coffee in the morning

Avoiding odour and sight of foods that cause naasehvomiting
Eating small, frequent, light meals

Helping in resolution of emotional problems

3.13 Pelvic joint pain (3rd trimester)

Possible causes

Relaxation of the pelvic joints and ligaments du¢he hormones of pregnancy
Separation of the symphysis pubis

Treatment

Avoiding lifting heavy objects

Avoiding prolonged standing or walking

Maternity girdle

3.14 Ptyalism (Excessive salivation; 1st and 2nditnesters)

Possible causesunknown

Treatment: unknown

3.15 Varicosities (Legs and/or vulva; 2nd and 3rdrimesters)

Possible causes

Relaxed blood vessel walls due to progesterone witls of the veins dilate so that blood return

from the lower extremities is slowed
Pressure of the uterus on abdominal veins
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Treatment (Leg varicosities)

Avoiding long periods of standing

Wearing flat shoes

Wearing supportive stockings or bandages

Elevating the legs when sitting

Treatment (vulva)

Put a menstrual pad or foam pad inside pantiesaaiqe pressure and support

4.0 Conclusion
Most of the common discomforts of pregnancy occumiore than one trimester. Some occur
throughout the pregnancy. The timing of the disamisf can be often related to what is
happening in the mother’s body.
5.0 Summary
While the discomforts do not endanger the lifetke mother or the baby, they should not be
ignored. They can affect the mother’s attitude talxthe pregnancy and her ability to cope with
it. The midwife should be able to anticipate thewcence of the discomforts and provide
guidance on preventing or minimizing their effect.
6.0 Tutor Marks Assignment
Discuss briefly the causes and treatment for thevitng discomforts in pregnancy

Backache

Constipation

Oedema

Frequent urination

Heartburn

Ptyalism
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UNIT 1
THE ANTENATAL VSIT
1.0 Introduction
The goal of antenatal care is a safe delivery efd@iby. The components of a first antenatal visit
are outlined below.

2.0 Objectives
At the end of the unit the learner will be able to:
» Give one reason why pregnant women should avoidjicaBons smoking, alcoholic
drinks
» Give three reasons why nutritional assessment isngortant part of the first antenatal
examination.
» State the value of eliciting each of the followingrevious obstetric history ,height,
weight ,anaemia, oedema on feet, height of utéetes, heart sounds if heard.
* Give 2 reasons why each of the following shouldchecked: blood pressure ,weigh,
urine at each antenatal clinic

3.0 Booking/Registration

On the first visit a mother’s record for the vigtfilled in and general data gathered. Basic
information, such as patient’s full name, birthejatnd address are obtained.

History Taking

The purpose of history taking is to identify anyhdaion that puts the mother or baby “at risk”,
that is, makes them more likely to become sickiertcause of pregnancy or childbirth. The
expectant mother should be helped to feel relaxedveelcome especially those that are shy or
have difficulty in expressing herself. When possibbhformation should be obtained in private.
Technical terms which the woman does not understandld be avoided.

The following information should be obtained at finst visit;

Personal information

This information is obtained so that the midwife deetter understand the patient and her family.
Enquire about her residential address so that goutrace her home on your visit. If the patient

has a telephone, ask for the phone number. Astheowoman’s age/birth date to know whether

or not age puts her in a high-risk group. Ask fog highest grade she has completed in school.
This will help to identify the best way to commuaiie with her.

Ask for the name of her husband or the father eftibby. Identify the age of this person and
whether or not the person is available for emofiand financial support.

Ask her about her occupation, and that of the mbgther. This information can identify
possible social and financial problems as wellragsrenmental factors that can be harmful to the
growing fetus. For example, women who have a hedwgical work load during pregnancy are
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known to deliver lower birth weight babies than wasmwho do not. Sometimes it is helpful to
know for how long a couple have been married. Thisrmation may help to identify the
stability of father or how many children by otheammages.

Personal medical and surgical history
This is to identify previous illnesses and operadithat may influence the present pregnancy. A
history of serious illness may require referraatphysician.

Nutritional assessment
Malnutrition before and during pregnancy adverseffects the baby’s birth weight and
subsequently the infant’s, as well as the mothews, nutritional status. While enquiring about
the diet it is important to find out about the fdoeliefs, practices, customs in the family In some
places food taboos for cultural and religious reaswill cause women to avoid foods that might
be helpful to them. Other questions that may bedske,;

What food do you eat every day?

How many times do you eat each day?

Family medical history

This history identifies diseases or conditions tieatd to run in families such as certain anaemias
and bleeding disorders. A family history of twintsosld also be noted. Family history is also
important for identifying areas for health counsgli For example, a woman whose family
members have had much heart disease should baliolat the importance of exercise, good
nutrition, and not smoking in order to lessen Heances of having a heart problem.

Obstetrical history

Information obtained should include the number iofes the woman has been pregnant, the
number of full-term and premature babies, abortidingg children, the birth weight of each
baby, the length of the labor and any problems kagpened during the pregnancy, birth or
puerperium. Babies with congenital abnormalitiesn@ntal retardation should be noted as well
as the place of delivery. This information is imjaot because many conditions in pregnancy are
likely to recur each time a woman is pregnant.

The length of the first labor rarely predicts teadth of later labors. Almost always, subsequent
labors are faster and easier than the first on&ofan who has had a Caesarean section in her
last delivery must have a hospital confinementasat may be a danger of uterine rupture.

Drug history

This should include information about medicatioesoking and alcohol intake. Medicines

taken during the first 10 weeks of pregnancy camseacongenital anomalies. Women who
smoke more than 10 cigarettes per day while predrare babies whose birth weights are about
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200 grams less than women who do not smoke. The migarettes smoked each day, the
smaller the baby.

The safe level of alcohol that can be consumedndupregnancy is not known. However, the
greater the exposure, the greater the risk.

Recent use of birth control

Ask about the birth control method used recentlye EDC can be difficult to identify if a
woman does not have a spontaneous menstrual Edt@dshe stops taking the birth control pill.
Careful examination should be made to check forptfesence of an IUD. If a woman becomes
pregnant with an IUD in place, the IUD should bemosed. Pregnant women with an IUD in
place should be told to be watchful for bad smglliischarge, low abdominal pain and fever.
These symptoms are associated with severe pelVection and fetal death, and require
immediate medical attention. The pregnancy mayisoatnormally with an IUD in place, and it
will be expelled with the placenta at delivery.

3.1 Other problems during the present pregnancy
The midwife also needs to know what physical symsdhe patient has had.
Headaches
These occur often in the first trimester. They Ugwo not mean anything serious, but a referral
to a physician may be needed. Headache that argenous are often caused by sinusitis, eye-
sight problems, or everyday stress and strain.midevife should ask the following questions to
determine if a referral is needed:

* How long do the headache last.

» Are they getting worse

* What medicine is being taken for relief

* Are dizziness, nausea, sports in front of the egedlurred vision present when the
headaches occur

* Do they go away with bed rest
Most headaches get better with mild, pain-relievialglets. Whenever headaches are becoming

worse, are not relieved with simple medicine, & @mbined with other symptoms, the
pregnant woman should be seen by a physician.

Nausea and vomiting

Many women have nausea and occasional vomitinigeim first trimester of pregnancy. When

it lasts beyond 20 weeks it should be consideredisbal. Severe nausea and vomiting may
be a symptom of hyperemesis gravidarum, hydaticiiforole, infections of the
gastrointestinal tract, hepatitis, and, rarelyestinal obstruction.

Vaginal bleeding

Bleeding in the first trimester may occur in 10qat of normal pregnancies and is usually
not significant when the amount is small and nooafidal pain is present. Heavy
bleeding, particularly associated with cramps mabdomen or pain in the back, is often a
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symptom of abortion. If a woman is bleeding heabilyt does not have any pain, she is said to
be experiencing a threatened abortion. Abortianasitable when pain and dilation of the cervix
are present along with the bleeding. Bleeding enfitst trimester may also be a sign of ectopic
pregnancy or hydatidiform mole. Bleeding in thetldarimester is usually due to placenta
praevia or abruptio  placenta.

Anaemia

Anemia during pregnancy is often due to inadeqdatel supplies. Diseases like malaria,
tuberculosis, hookworm and schistosomiasis alssea@nemia. Severe anemia contributes to
complications and deaths in both mothers and nawlgtillbirths and low birth weight babies
also occur more frequently with women that are doem

Malaria

Malaria during pregnancy can endanger the lifehaf mother as well as cause intrauterine
growth retardation, abortions, premature labor iatcuterine death. It is also a major cause of
anemia during pregnancy. In areas where malaabniays present (endemic), suppressive drugs
may be given to prevent repeat attacks.

Rubella and other viral infections

Rubella infection (German measles) during earlygpamcy causes congenital anomalies.
Enquire whether the woman had a rash, fever andyyamall swellings at the back of the head.
The midwife should record any episode of symptonatude fever, chills, diarrhoea, limb and
joint pain and the like.

High blood pressure

Women with high blood pressure before pregnancynaoee likely to deliver small babies and
experience worsening of the disease process.

Heart disease

Certain kinds of heart disease worsen during preggnand may even threaten the mother’s life.
However, women with severe heart disease are likelyrave low birth weight babies and
premature labor.

Kidney disease

Kidney disease such as nephritis or phyelonephntislves poor kidney function. Babies born
to mothers with kidney disease are usually smakgRancy is not known to worsen kidney
disease.

Venereal disease

The more serious diseases during pregnancy arelisygionorrhea and herpes simplex type IlI.
Syphilis can cause stillbirth and congenital syighih the infant. Gonorrhea can cause severe
conjunctivitis in the newborn (ophthalmia neonatoyuvhich may result in blindness. Herpes
can cause death or mental retardation. Gonorrisdearmful to the baby, when the baby comes
in contact with Neisseria gonorrhoea as it pasesugh the birth canal. Silver nitrate is the
drug most often recommended to prevent newborndbéas from gonorrhoea (ophthalmia
neonatorum) because it remains effective for a teme remains stable even in extreme

48



temperatures as long as the ampule is not openath 3 now available to show that
erythromycin (0.5 percent) and tetracycline (1 patgdrops or eye ointment is also effective.
Phlebitis

Women who have a history of phlebitis and cord-keins have a 12 percent chance of having
them reappear while they are pregnant. Sometinmxildlots can dislodge and cause the death
of the mother.

Convulsions

Most convulsive disorders are caused by epileppiesy can worsen in pregnancy. Phenytoin,
the drug most commonly used to treat epilepsy,beasm known to cause mental retardation and
developmental problems in babies who were in utdren their mothers took the drug.
Tuberculosis

While this disease has no bad affects on pregnam@n recognized and treated early, active
disease must be treated during pregnancy with dragknown to be harmful to the fetus. If the
mother is an active case the newborn should bepusoniazide prophylaxis till the time the
mother is non-infective. Then the baby should beewveated with BCG.

Diabetes mellitus

Diabetes mellitus is dangerous for both the mo#mel her baby. Babies of diabetic mothers are
likely to be large, sometimes weighing more thafGt§rams. These babies are likely to need
delivery by Caesarean section. When vaginal dsfieecurs, damage to both mother or baby
can result. After birth these babies may have hiypagmia (low blood sugar) which if severe,
can lead to brain damage and present incidencemjenital anomalies, particularly cardiac
problems.

Immunization with tetanus toxoid

Tetanus in newborns is common in many developinghto@es. Sometimes the woman also
develops tetanus after delivery. The mortality rateeonatal tetanus is very high. Prevention is
possible with two injections of tetanus toxoid atiaterval of two months during the second half
of pregnancy.

Radiation

Exposure to X-rays or other radiation during eghggnancy may cause birth defects. Ask
whether she visited the hospital during early paegy for X-ray.

Drug addiction

Drug addicts deliver babies with the same drug@mi. These babies have an increased risk of
being mentally retarded and developmentally delayed

3.2 Physical Examination

A complete physical examination at the first antaheisit is desirable but not always possible.
The following elements are the most important.

Height

Short stature may be associated with a small pdtviis most important when chronic  disease
or malnutrition is also present, or the heightighgicantly different from that of the general
population. Women with shorter height might prodlose birth weight  babies.
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Weight

The pre-pregnant weight, when known, should berdszb at the first antenatal visit. Women
who are underweight at conception should gain. &hagh very low weight (chronically
malnourished) before pregnancy, deliver low biréfight babies. In some countries the figures
are 38-40 kgs. Those whose weight gain is insefficdeliver low birth weight babies.

3.3 Pelvic examination

The size of the uterus can also be estimated alacpexamination. A pelvic examination in the
first trimester is a valuable guide for identifyitige age of the baby. The size is recorded in
weeks as 8-week size or 10 to 12-week size. Latggrégnancy fundal height measurement
increase every week betweer"lshd 36" week of gestation. The rate of growth dependshen t
weight of a full-term baby. Examination of the yislafter 32 weeks of pregnancy should be
performed at the antenatal visit to identify thenvem who may need a Caesarean section. The
cephalo-pelvic disproportion is a problem in mawoymries. Women who have cephalo-pelvic
disproportion should have a well-supervised lalmoa ihospital or maternity centre with a The
midwife in attendance.

3.4 Abdominal examination

This examination is performed at each visit dutimg last trimester of pregnancy to identify the
presenting part. Abdominal examination can alsoubed to identify the lie, position, and
whether or not engagement has occurred. When thectant mother does not know her last
menstrual period, abdominal examination early iegpancy can help identify the approximate
age of the fetus. Relating the height of the funttuéinger breadths above the symphysis, or
finger breadths above or below the umbilicus cdp Hee midwife decide when the baby might
be born.

3.5 Fetal heart sounds

The baby’'s heart beat can usually be heard witbedoscope between 18 and 20 weeks of
gestation. Normal fetal heart sounds range fromI&Dbeats per minute. They increase when
the baby moves. The presence of fetal heart sounthe normal range reassures the midwife
that the baby is alive.

3.6 Laboratory Tests

Urine examination for albumin

More than a trace of albumin in the urine suggesegnancy-induced hypertension (pre-
eclampsia), kidney disease, or urinary tract indect

Blood examination

Haemoglobin should be estimated when there amngcali signs of anaemia. When possible,
tests for syphilis and the RH factor should be ddie blood should be examined for sugar if
diabetes is suspected.

Pregnancy tests

Confirmation of pregnancy is possible through baihe and blood tests.
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3.7 Health and Nutrition Education
Health education can be done individually or inug® Topics for discussion include: diet,
personal hygiene, discomfort, preparation for daly breast-feeding, care of newborn care and
family planning.
3.8 Frequency of Antenatal Visits
The recommended frequency of return visits is 4evis:

» Every 4 weeks until the 28th week of pregnancy

» Every 2 weeks from the 28th to the 36th week ofpamcy

* Weekly after the 36th week

3.8.1 Subsequent antenatal visits

Return visits for antenatal care are scheduledséduate the health of both the mother and the
baby. These visits give the midwife an opportunity identify problems, provide health
education, and make referrals when necessaryativsable that each expectant mother comes
to the clinic at least once every trimester.

Maternal Assessment

Once the record has been carefully reviewed, atogate assessment of mother and fetus
should be done. The assessment of the mother too§ifur parts:

Evaluation of Blood Pressure

Compare all blood pressure readings with the mighbood pressure at her first antenatal visit
or a recent non-pregnant blood pressure. Remeréeriteria for identifying mild and
severe pre-eclampsia as well as chronic and gexséhti  hypertension. If a blood pressure
evaluation occurs before the 20th week, think of ydatidiform mole as well as chronic
hypertension. Always recheck a blood pressureithaignificantly elevated.

Evaluation of Weight Gain

Compare the weight today with the pre-pregnant latetg identify the total weight gain the
weight at the last antenatal visit so that sudd&oessive weight gain or poor weight gain can be
noted.

Evaluation of Urine for Sugar and Protein

Glucosuria can be normal in pregnancy. It can aksa sign of diabetes. When glucosuria is
present, blood sugar tests should be performed wbssible. Proteinuria can also be normal or
a sign of pathology. A trace of protein in the erinusually means that the urine is mixed with
vaginal discharge and is not significant. When acdr of protein is present in urine but no
symptoms of pregnancy induced hypertension areeptgeshe urine should be carefully

examined again at the next voiding. If the amounpmtein at the second testing is 1+ or
greater, a diagnosis of pregnancy-induced hypederis made. Proteinuria can also mean a
urinary tract infection (bladder or kidney infect)p kidney disease, or heart disease. A
microscopic urinalysis can diagnose urinary trafgdtion.
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4.0 Conclusion

The first visit is important for identifying womemeeding special antenatal care or referral for
delivery. This visit also gives the midwife a chanto become acquainted with the expectant
mother and convince her of the value of antenaaaé.cGood antenatal care can make the
difference between life and death for both motimef laaby.

5.0 Summary

Return antenatal visits are important for contiguavaluation of both mother and baby. The

midwife must be alert to the development of newbjems and a worsening of old problems.

Care must be given in an atmosphere of kindnesgeto and support.

6.0 Tutor Marks Assignment

Give 2 reasons why each of the following shouldcbhecked: blood pressure ,weigh, urine at
each antenatal clinic

7.0 References and Other Resources

Ojo O. A. & Briggs, E. B. A Textbook for midwives ithe tropics. London, Edward Arnold,
1996.

52



UNIT IV

ABORTION
Content
1.0 Introduction
2.0  Objectives
3.0 Definition
3.1 Types of Abortion
3.2 Incidence of Induced Abortion
3.3  Abortion Methods
3.4 Other Techniques
3.5 Sex Selective Abortion
3.6 Unsafe Abortion
4.0 Conclusion
5.0 Summary
6.0  Tutor Marks Assignment
7.0 References and Other Resources

53



UNIT IV
ABORTION
1.0 Introduction
Abortion has a long history and has been induceddbypus methods including herbal
abortifacients, the use of sharpened tools, phlysiama, and other traditional methods.
Contemporary medicine utilizes medications andisatgrocedures to induce abortion. The
legality, prevalence, and cultural views on abaertiary substantially around the world. In many
parts of the world there is prominent and divigiublic controversy over the ethical and legal
issues of abortion. Abortion and abortion-relatesties feature prominently in the national
politics in many nations, often involving the oppas"pro-life" and "pro-choice” worldwide
social movements. Incidence of abortion has dedlwmerldwide, as access to family planning
education and contraceptive services has increased.
2.0 Objective
At the end of this unit the learner will be able to

» Define abortion

* Enumerate the types of abortion

» Discuss the methods of abortion
3.0 Definition
Abortion is the termination of a pregnancy by temoval or expulsion from the uterus of a fetus
or embryo, resulting in or caused by its death. ahartion can occur spontaneously due to
complications during pregnancy or can be induaethuimans and other species. In the context
of human pregnancies, an abortion induced to presbe health of the gravida (pregnant
female) is termed a therapeutic abortion, whil@lartion induced for any other reason is
termed an elective abortion. The term abortion mostmonly refers to the induced abortion of
a human pregnancy, while spontaneous abortionssar@ly termed miscarriages.
3.1 Types of abortion
Spontaneous abortion
Spontaneous abortion (also known as miscarriagbgisxpulsion of an embryo or fetus due to
accidental trauma or natural causes before appeiglgnthe 22nd week of gestation; the
definition by gestational age varies by countryerRature births and stillbirths are generally not
considered to be miscarriages. The most commoreazisgpontaneous abortion during the first
trimester is chromosomal abnormalities of the eroliegus, accounting for at least 50% of
sampled early pregnancy losses. Other causes echgtular disease (such as lupus), diabetes,
other hormonal problems, infection, and abnorneditf the uterus. Advancing maternal age
and a patient history of previous spontaneous mnsraire the two leading factors associated
with a greater risk of spontaneous abortion. A sgoeous abortion can also be caused by
accidental trauma; intentional trauma or stressmtese miscarriage is considered induced
abortion or feticide.
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Induced abortion
Reasons for procuring induced abortions are tylyichlaracterized as eithérerapeutic or
elective.An abortion is medically referred to terapeutic when it is performed to:

» save the life of the pregnant woman

» preserve the woman's physical or mental health

» terminate pregnancy that would result in a childhbwith a congenital disorder that

would be fatal or associated with significant mdityi

An abortion is referred to abective when it is performed at the request of the wonfan "
reasons other than maternal health or fetal dis&se
3.2 Incidence of Induced Abortion
The incidence and reasons for induced abortion regipnally. It has been estimated that in
1995 approximately 46 million abortions were paried worldwide. Of these, 26 million are
said to have occurred in places where abortioegal| the other 20 million happened where the
procedure is illegal. Abortion rates also vary depeg on the stage of pregnancy and the
method practiced.
3.3 Abortion Methods
Historically, pregnancies were terminated througtumber of methods, including the
administration of abortifacient herbs, the useh@rpened implements, the application of
abdominal pressure, and other techniques. Gesthtge often determine which abortion
methods are practiced.

Practice of Induced Abortion Methods

W Dilatsan e Evacuation
EVA Hysterotomy
[itution e Cuureitage Intact DAX
Mitsgristone Indyad Miscumiage
Tl Trimeatar 0-13 woshs ind Trimasier 12-28 wesks Ind Trmasier: 28-40 weakn

* Medical abortions
They are non-surgical abortions that use pharmmegulrugs, and are only effective in the first
trimester of pregnancy. Medical abortions compti8& of all abortions. Combined regimens
include methotrexate or mifepristone, followed byrastaglandin (either misoprostol or
gemepros. Misoprostol can be used alone, but lasex efficacy rate than combined regimens.
In cases of failure of medical abortion, vacuunmanual aspiration is used to complete the
abortion surgically.
* Manual Vacuum aspiration (MVA)/ electric vacuum aspration (EVA)
* Manual Vacuum aspiration (MVA) abortion consists of removing the fetus anteyo,
placenta and membranes by suction using a manaagsywhileelectric vacuum
aspiration (EVA) abortion uses an electric pump. These tejples are comparable, and
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differ in the mechanism used to apply suctionhimfirst 12 weeks, suction-aspiration or
vacuum abortion is the most common method Diladiod evacuation (D&E)

Dilation and evacuation (D&E) is used from the 15th week until approximately the
26th, and it consists of opening the cervix of tkerus and emptying it using surgical
instruments and suction.

Dilation and curettage (D&C)

The termD and C, or sometimesuction curette, is used as a euphemism for the first trimester
abortion procedure, whichever the method usedtitasecond most common method of
abortion, and also is a standard gynecologicatgatore performed for a variety of reasons,
including examination of the uterine lining for pdde malignancy, investigation of abnormal
bleeding, and abortioi€Curettage refers to cleaning the walls of the uterus wittueette. The
World Health Organization recommends this procedals® calledgsharp curettage, only when
MVA is unavailable

3.4 Other techniques

These are;

The use of prostaglandin to induce abortion inseond trimester.

Injecting the amniotic fluid with hypertonic solatis containing saline or urea Abortions
can be induced by this method after after the ®&tbk of gestation,

Intact dilation and extraction (IDX) (also calledrauterine cranial decompression),
which requires surgical decompression of the fetsad before evacuation. IDX is
sometimes called "partial-birth abortion,

Hysterectomy abortion is a procedure similar ta@sarean section and is performed
under general anesthesia. It requires a smalleiamcthan a caesarean section and is
used during later stages of pregnancy

Use of herbs with abortifacient properties haverbesed in folk medicine: tansy,
pennyroyal, black cohosh, and the now-extinct silphThe use of herbs in such a
manner can cause serious side effects.

Trauma to the abdomen. The degree of force, casecserious internal injuries without
necessarily succeeding in inducing miscarriagehBetidental and deliberate abortions
of this kind can be subject to criminal liability.

Forceful abdominal massage

Misuse of misoprostol,

Insertion of non-surgical implements such as kmitineedles and clothes hangers into the
uterus. These methods are rarely seen in develapedries where surgical abortion is
legal and available
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3.5 Sex-selective abortion

Sonography and amniocentesis allow parents tordatersex before birth. The development of
this technology has led to sex-selective abortorhe targeted termination of female fetuses. It
is suggested that sex-selective abortion mightaegtly responsible for the noticeable
disparities between the birth rates of male andaferohildren in some places. The preference for
male children is reported in many areas of Asid, @aortion used to limit female births has been
reported in Mainland China, Taiwan, South Koreal brlia

In India, the economic role of men, the costs aased with dowries, and a common Indian
tradition which dictates that funeral rites mustpeeformed by a male relative have led to a
cultural preference for sons. The Indian governnpassed an official ban of pre-natal sex
screening in 1994 and moved to pass a completeftsex-selective abortion in 2002.

3.6 Unsafe abortion

The World Health Organization (WHO) defines an dasdortion as being "a procedure ...
carried out by persons lacking the necessary skilis an environment that does not conform to
minimal medical standards, or both." Unsafe abogiare sometimes known colloquially as
"back-alley" abortions. This can include a persatheut medical training, a professional health
provider operating in sub-standard conditionsherwoman herself. Unsafe abortion remains a
public health concern today due to the higher i@ and severity of its associated
complications, such as incomplete abortion, sepsisiorrhage, and damage to internal organs.
WHO estimates that 19 million unsafe abortions oecaund the world annually and that
68,000 of these result in the woman's death. Cicatpins of unsafe abortion are said to
account, globally, for approximately 13% of all exatal mortalities, with regional estimates
including 12% in Asia, 25% in Latin America, and’43n sub-Saharan Africa A 2007 study
published in th&he Lancet found that, although the global rate of abortiesloshed from 45.6
million in 1995 to 41.6 million in 2003, unsafe pealures still accounted for 48% of all
abortions performed in 2003. Health education, sete family planning, and improvements in
health care during and after abortion have beepgs®d to address this phenomenon

3.7 Abortion debate

Abortion debates, especially pertaining to abortaws, are often spearheaded by groups
advocating one of these two positions. In the Wh&&tes, those in favor of greater legal
restrictions on, or even complete prohibition obiion, most often describe themselves as pro-
life while those against legal restrictions on dioor describe themselves as pro-choice.
Generally, the pro-life position argues that a harfgus is a human being with the right to live
making abortion tantamount to murder. The pro-oh@asition argues that a woman has certain
reproductive rights, especially the choice whetranot to carry a pregnancy to term.

4.0 Conclusion
An abortion can occur spontaneously due to comjadiea during pregnancy or can be induced,
in humans and other species.
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5.0 Summary

In both public and private debate, arguments ptesen favor of or against abortion focus on
either the moral permissibility of an induced atmnt or justification of laws permitting or
restricting abortion. Debate also focuses on whdtieepregnant woman should have to notify
and/or have the consent of others in distinct casesinor, her parents; a legally married or
common-law wife, her husband; or a pregnant worttenbiological father.

6.0 Tutor marked assignments

Discuss methods of abortion

7.0 References and other resources

Sedgh, Gilda ( 2007). "Legal Abortion Worldwide: Incidence and Recentrids". International
Family Planning Perspectives 33 (3). http://mww.guttmacher.or g/pubs/jour nal 3310607.html.
Retrieved 2009-07-27.

Department of Reproductive Health and Research|dMealth Organization (2003)
Retrieved 2009-04-07. NB:
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UNIT

HIGH RISK WOMEN AND INFANTS

1.0Introduction
In pregnancy, certain women are more likely thaherg to develop complications. These
women are said to be “at risk”. The first pregnamoultiple or frequent pregnancies, pregnancy
early or late at the reproductive age, and malioitrin women are among the risk factors which
increase the chances of poor pregnancy outconoingss or death for either mother or baby).
Included in the “high risk” group are women withrghic disease, women who have a poor
obstetrical history, and women who develop a sericomplication in the present pregnancy.
When more than one risk factor is present in threesandividual, the chances of poor outcome
are increased. Babies born to women in this groapraore likely to be born prematurely, sick,

deformed, or retarded. The babies are also mosadylito be stillborn or die in the neonatal

period.

2.0 Objectives
At the end of this unit the learner will be able to

aprwbdE

Define high risk women and infants.

List eight conditions which identify pregnantmven at high risk.

List three conditions which identify women aghirisk during labor.

List five factors which put the mother at higgkrduring the post-partum period
List five conditions in the newborn which arehagh risk and how to manage them.

3.0 High Risk Pregnant Women
A pregnhant woman should be considered as highifrisie or more of the following conditions

are present;

» Age- 17 years or under, or above 35 years of age.
» Elderly primipara — above 30 years of age and pal&i — more than four pregnancies.
* Previous history of:

o

O O O O

Abortion or stillbirth

Loss of child within one month of delivery
Caesarean section

Prolonged labor lasting more than 24 hours
Baby weighs less than 2.5 kg
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* Height 145 cm or less.

* Weight of less than 38 kg before pregnancy ortless 42 kg at 34 weeks of pregnancy.

* Severe anaemia.

» Toxaemia of pregnhancy — signs such as oedema, biggid pressure and albumen in
urine.

* Unusually large uterus.

* Vaginal bleeding during pregnancy.

» Abnormal presentation during the last month of peegy.

» Diabetes, hepatitis or heart disease.

Age

Adolescent pregnancy before 17 years of age hasfiacts on the health of the mother and
baby. This is because the pelvic bones of girl®wel7 years of age are neither still in the
process of development more importantly they atenmature physically nor physiologically to
undergo the stress and strain of pregnancy and.labbor may become prolonged or obstructed
resulting in rupture of the uterus or vesico-vabiitulae. These young mothers are prone to
deliver low birth weight babies. When a womanrnsgmant for the first time after the age of 30
years she may experience difficult labor becausstiihess of the pelvic ligaments and rigid
perineum.. After 35 years of age, women are moometo pregnancy-induced hypertension,
postpartum haemorrhage and abnormal presentation.

Parity

The woman who already has had 4 deliveries (graunldijara) is more likely to get anaemia and
malnutrition due to depletion of her nutritionalos. The incidence of post-partum
haemorrhage is high in multiparous women.

Past History

The previous obstetrical history should be cargfabsessed critically, noting any conditions
which can put her at risk during the present pragpalf a woman had a stillbirth in the
immediate past pregnancy, perhaps due to foetaepdigproportion or tight cord round the
baby’s neck, she may deliver a stillborn baby asddna Caesarean section. Such women are
high risk and they should be examined often dutiggcurrent pregnancy and advised to deliver
in hospital. If three or more of the last pregnascended in abortions, then the causes of the
abortions should be investigated and treated.

The death of an infant within one month of birthgesnerally due to feeding problems, birth
trauma, infection, low birth weight or prematuri§uch conditions may occur again in the next
infant; hence, such women who lost their babiekiwibne month of delivery should be watched
carefully during the present pregnancy. If thevimes labor was prolonged for more than 24
hours, the cause for this should be determined.

Severe malnutrition
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Measurements like height and weight of women izetl in screening high risk mothers. Those
women who are stunted, whose weight is very lowateepregnancy, or whose pregnancy weight
gain is poor are prone to delivering low birth weidpabies. Nutrition supplementation during

pregnancy can reduce the incidence of low birthghieibabies of severely malnourished women.

Severe anaemia

Severe pallor can be detected at antenatal exaonsatAnaemia in pregnant women causes
growth retardation in the fetus and the baby imbweith low birth weight. Severe anaemia in
mothers leads to premature labor.

Toxemia

Toxaemia is harmful to the fetus as well as tortiweher. The fetus may be aborted or born with
low birth weight. Oedema on the face and fingery tma associated with raised blood pressure
and albumin in the urine. The mother can develamet/ulsions. Anaemia and toxaemia must
be are detected and treated to prevent adverseaqaogrsces to the mother and the baby.

Large abdomen

A large fetus, multiple pregnancies (twins) or tgmdnios should be suspected when abdominal
examination reveals an over-distended uterus.

Vaginal bleeding

Women with a history of antepartum haemorrhagenamee prone to postpartum haemorrhage,
hence it is important that these women are managtee hospital. First trimester bleeding may

end in an abortion. Bleeding after 20 weeks cadugeto abruptio placenta or placenta praevia.

Abnormal presentation

Abnormal presentation, such as brow, face or psalag the cord or a hand breech or transverse
lie, predispose a pregnant woman to high risk, swoman should be advised to deliver in
hospital in order to avoid prolonged labor, ruptaféhe uterus or stillbirth. Premature rupture of
membranes and prolapse of the cord can occur ioraiah presentations such as breech or
shoulder.

Diseases
Heart disease and diabetes during pregnancy asgdwars to pregnant women and the growing
fetus. The diabetic woman is more prone to pregnamtuced hypertension. Her big-size baby
can cause prolonged labor. An infant of a diabmither often suffers from metabolic problems
after birth.

Labor
A woman with any of the following in labor; profusaginal bleeding, premature rupture of the
membrane, prolonged labor (more than 24 hours) ke high risk group. Premature rupture of
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the membranes should be watched carefully as éimsead to infection of the amniotic fluid and
thus infection to the baby and the mother. Prersatupture of membranes can occur in
abnormal presentations such as breech or shoald@ithere are chances of prolapse of the cord.

3.1 High Risk Women in the Postpartum Period
Any woman with any of the under listed conditions &igh risk during the early postpartum
period. Complications may occur in high risk wonm@mediately or sometime within a week of
the delivery. These are:

* Premature rupture of membranes

* Prolonged labor

* Multiparity

* Twin delivery

* Delivery of large baby

* Hydramnios

» Postpartum haemorrhage in the previous delivery

* Antepartum haemorrhage in the present pregnancy

3.2 High Risk Infants
A newborn is at risk if he/she has any one or nabithe following conditions:
* Pre-term birth
* Low birth weight
* Premature rupture of membranes
» Asphyxia
* Intense jaundice
* Hypothermia
» Delivery conducted by untrained attendant

Infants are at high risk when they are born beteren, or born at term but have a low birth
weight. Their resistance to infections is low attsdime. The newborn is prone to diarrhoea,
pneumonia, conjunctivitis, or skin infections ifethmembranes ruptured early and the liquor
amnii is infected. Prolonged labor, cord arourslnleck and a heavy dose of sedatives given to
the mother before delivery are the commonest cafiasphyxia. The fetal respiratory centres in
the medulla are depressed due to the sedativesckrof oxygen. Asphyxiated babies have a
poor Apgar score and may develop cerebral palsptahestardation or epilepsy.

Jaundice by the third day of life is physiologigatiormal in the newborn. It is mild and lasts for
a week. However, if there is blood group incomphttypsuch as Rh and ABO, or enzyme
deficiency in red cells jaundice may occur on tingt for second day. Babies who have jaundice
from first or second day are at risk. The newbosvelops hypothermia when the room
temperature is low and the baby is not sufficiemtbyered up. Rectal temperature below 36
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degrees C is considered as hypothermia. Thesesbhabaild be well covered as they may die
because of the very low body temperature.

4.0Conclusion

The midwife, can reduce maternal and infant mdstadind morbidity to a large extent by
detecting high risk women and infants and providapeecial care and referring them to the
hospital in time.

5.0 Summary

The first pregnancy, multiple or frequent pregnaacpregnancy early or late at the reproductive
age, and malnutrition in women are among the rgtdrs which increase the chances of poor
pregnancy outcome.

6.0 Tutor Marks Assignment

Enumerate 4 conditions each that might make a bablye mother at risk

7.0 References and Other Resources

Ajayi, V. A textbook of midwifery. London, Macnhén, 1980. (Macmillan Tropical Nursing
and Health Sciences Series).

Olds, S., London, M. Ladewig, P., Davison, M. Matdrand Newborn Nursing and Women
Health, 77 Ed. 2004. Pearson Prentice Hall

Novak, J. and Broom, B. Maternal and Child Healtirgihg, 1999. Mosby Inc.
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UNIT VI
FETAL HEALTH

1.0Introduction

At each antenatal visit the baby must be evaluttetealth as well as for growth. The growth is
measured using fundal height. Fetal health is etatliby examining the abdomen to determine
the position of the fetus before listening for tetal heart beaiThe foetoscopeas designed to be
placed on or against the examiner’'s head so tleabdimes or his/her skull can help conduct the
fetal hearth soundketal movement;this is the activity of the fetus in the uterus.

2.0 Objective
At the end of this unit the learner will be able to

» Describe the procedure for measuring fundal haightg a centimeter measuring tape.

» Know the usual time of quickening.

* Give the range of normal fetal heart sounds.

» State the gestational age when fetal heart sodraddsbe heard with a foetoscope.

* On a drawing of the maternal abdomen, mark the wrese fetal heart sounds are most

likely to be found early in pregnancy.

3.0 Fundal Height
The height of the uterine fundus is used for assgdetal growth. However the fundal height
varies according to (i) the period of pregnanciy @rowth of the baby. The uterine fundus is
known to grow approximately 1 cm per week betwden18th and 36th week. For example, at
28 week’s gestation, the fundal height should mesakatween 26 and 30 cm (28 plus or minus 2
cm) from the pubic symphysis, if the baby is gragvimell. Abdominal landmarks can also be
used to assess the period of gestation. A levanef centimeter or a finger above the pubic
symphysis represents 3 months of pregnancy ang eventh after that its position increases by
about the width of four reaching the level of thevel by the 5th month of pregnancy and
xiphisternum on the 9th month.
The uterus is palpable after three months of pregynaBefore measuring the height of fundus
ask the woman to empty her bladder. To measuréutigal height with a centimeter measuring
tape, place one end of the tape directly over yingpsisis until the top of the fundus is reached.
The border of the symphysis must be felt each anmeeasurement is made because its location
varies from woman to woman. It is important to @aet when locating the upper border of the
symphysis and the top of the uterus.

3.1 Unusual Growth Patterns
If the height of the fundus is unusually large aral the midwife must first be sure of the
gestational age of the baby. The following may ékpful:
* Review the menstrual history, Is the mother sure of the date of her last normal
menstrual period, Was the last menstrual periodnagrWhen was the EDC (Expected
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Date of Confinement) Calculation of the EDC isf@ws: (i) To the date of the last
menstrual period (LMP) add 7 days and count forv@ao@lendar months, e.g., if the last
menstruation was on 3 March, add 7, which come$Otdvarch and count 9 months
ahead from 10 April: that will come to 10 Decemiadnich will be the approximate date
of delivery, or (ii) add 7 days to the last menatron date and count back three calendar
months.

» Review the birth control method history Has either partner used a birth control method
since the last normal menstrual period? When wass rtfethod stopped? Was it used
correctly and consistently?

* Identify the date of quickening, When did the mother first feel the baby move?
Movement is most likely to occur at 16-18 weeksstgé&on.

3.1.1 Low Fundal Height

When the fundal height is consistently less thgmeeted for a given period of gestation, or when
it remains the same for a month (excluding the tafter 8 months of pregnancy), the examiner
should consider the possibility of the following:

* Wrong dates- Intrauterine growth retardation (nowgh or slow growth of the baby in
the uterus). This is the most common cause of lovd&l height.

» Transverse lie -Transverse lie can often be foupdxamination and palpation of the
abdomen. In many cases the baby appedrs below the umbilicus (See Fig. 1.)

Fig. 1. Palpation in transverse lie.
» Oligohydramnios (decreased amniotic fluid) Decrdaseaniotic fluid is associated with

urinary and gastro-intestinal abnormalities in fisteis. When oligohydramnios is present,
the midwife may not be able to feel amniotic flwtien palpating the abdomen.
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» Fetal death -Absence of fetal movement usually mdke expectant mother suspicious
that something has happened to her baby. The nadstibuld listen carefully to fetal
heart sounds. If they are not heard, the fetusrabgbly dead. However, there is a
possibility of error when the patient is obese drew polyhydramnios is present. Fetal
heart sounds should be confirmed by two differsmain@ners.
Accuracy of the fundal height measurement is irsdawhen the same person measures each
time. Each midwife must perform the procedure usihg same technique. There can be
incorrect recording if the bladder was full at poais examination.

3.1.2 High Fundal Height

When the fundal height is consistently much higihan expected, the examiner must consider
the possibility of the following:
1. Wrong dates.
2. Polyhydramnios (too much amniotic fluid) Polyhghnios is more likely to occur in
pregnancies involving more than one fetus, majodfomaations, diabetes mellitus. The
diagnosis is usually based on finding a large altorand a feeling of a larger than usual
quantity of fluid around the fetus. It may not bespible to feel the fetus. Most of the time the
cause of polyhydramnios is unknown and the babyadsn without problems. However,
polyhydramnios is associated with:

» Diabetes in the mother

» Fetal anomalies such as anencephaly, spina bifaz)eo-oesophageal fistula

* Intrauterine infections such as syphilis

» Severe and chronic anaemia in utero, such as ebf#stosis fetalis
3. Multiple pregnancies
Twins can be identified by finding two heart bedise examiner must listen for 60 seconds and
should find at least ten beats’ difference betwiherheart beats. If two different fetal heart beats
are heard, two examiners should listen at the samsewith foetoscopes on different parts of the
mother’s abdomen. As the fetal heart beat is hessarch examiner moves a finger in rhythm with
the heart beat. If the fingers move together, cadgybs present. If the fingers move at different
intervals and if the fetal heart rate differencetlyp examiners is more than 10, more than one
baby is present.
4. Maternal diabetes mellitus
This disease in frequently associated with larged&ll heights because babies of diabetic
mothers can be very large.
5. Large baby
Some babies are healthy yet much larger than geera

3.1.3 Management of abnormal Growth Patterns
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» The midwife must always be concerned when the drafthe fetus is not within norm
and refer the expectant mother to a centre whereiapmntenatal testing can be done.

* Expectant mothers should be encouraged to delivarhospital or clinic where special
support for small or sick babies is available.

« Women with babies having growth problem should ensmore frequently. Special
attention must be given to good nutrition.

 The plan of care should be written clearly on thethrar's chart so that everyone
involved is aware of the problems and the stepisatteato be taken

3.2 Fetal heart sounds

Fetal health is evaluated by counting fetal heaunss with a foetoscope. The normal fetal heart
beats from 120-160 times each minute. Bradycarsliam heart beat less than 90 times each
minute) or tachycardia (fast heart beat more tr&0:+1I70 times each minute) may mean that the
baby is in distress. When the fetal back is fouhd,foetoscope is placed over it so that the heart
sounds can be heard easily and clearly. It mayifbeult to determine the fetal positon when the
pregnant woman is obese, or has polyhydramnios.

3.2.1 Locating /Listening to Fetal Heart Sounds

18" 20" week of pregnancy

Fetal heart sounds can usually be heard by fogpesbetween 18 20" week of pregnancy. To
listen, place the foetoscope directly above thesupprder of the symphysis pubis. Listen for the
fetal heart beat. If nothing is heard, move towtrel umbilicus slowly to the left side of the
midline and move down toward the symphysis. If ki@art beat is still not heard, move one
centimetre to the right of the midline and movetaward the umbilicus. Finally, listen in the
middle of each lower quadrant. At this stage ofjpeacy, the fetal heart sounds are rarely found
far from the midline. (See Fig. 2.)

ey gy
WhuO~N®
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After the 24th week of pregnancy

Fetal heart sounds can be found on either therloight or lower left side of the mother's
abdomen. Place the foetoscope in the middle ofobtiee lower quadrants. (Position 1 or 2). If
no heart beat is heard, place the foetoscope imitidle of the other quadrant. If no fetal heart
sounds are heard, place the foetoscope in the enldlf-way between the umbilicus and the
upper border of the symphysis pubis (Positionf3he fetal heart tones are still not heard, place
the foetoscope directly over the umbilicus (Pogitd). Then try the left and right flanks at the
level of the umbilicus (Position 5 and 6). Finalplace the foetoscope in the midline of each
upper quadrant (Positions 7 and 8). See Fig. 3.)

Fig. 3. Foetoscope examination of the pregnamhan after the 24th week of pregnancy.

Once the fetal heart sounds are located, counbdla¢s for at least 15 seconds. Multiply this
number by 4 to get the number of beats per minRexord your findings. Listen for a full
minute if you find an irregular heartbeat, bradgiaror tachycardia. The fetal heart rate should
increase with fetal movement. Therefore, slowingheffetal heart after fetal activity is normal.

3.3 Fetal Movement
It is used to assess the viability of the baby.rBased fetal movement is thought to be most

important in women with high-risk pregnancies.

3.4 Diagnosing Fetal Death
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When the baby dies, the mother is usually the frénow. She will often feel that “something is
wrong”. If the baby dies early in the pregnancy #ymptoms of pregnancy disappear. Other
signs are; the breasts go back to their normal #izemother suffers nausea and vomiting, there
will be no fetus movement. The mother loses we@hstops gaining weight. The midwife is
unable to hear fetal heart sounds. When fetal deathirs, most women will go into labor within
one month of the death of the baby.

4.0 Conclusion

Assessment of growth and health of the fetus isaintae main responsibilities of those who
care for pregnant women. Accurate and continuoatuation of the baby in- utero provides the
midwife with information that should lead to thesbpossible care for women and their infants.

5.0 Summary

Abdominal landmarks can also be used to assesgdhed of gestation. A level of one
centimeter or a finger above the pubic symphyssesents 3 months of pregnancy and every
month after that its position increases by aboetwidth of four reaching the level of the navel
by the 5th month of pregnancy and xiphisternumhendth month.

6.0 Tutor Marks Assignment
On a drawing of the maternal abdomen, mark theaheae fetal heart sounds are most likely to
be found early in pregnancy.

7.0 References and Other Resources

Ingalls, A. J. & Salerno, M. C. Maternal and chiidalth nursing. 4th ed. St Louis, Mosby,
1999.
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MODULE 3 THE PROCESS OF LABOR
UNIT |
ABDOMINAL EXAMINATION

1.0 Introduction
2.0 Objectives
At the end of this unit the learner will be able to
» Define the following:
Transverse lie
Longitudinal lie
Presenting part
» Identify two ways to diagnose a transverse lie.
» Give two reasons for palpating the abdomen at eaaemination after the 32nd week of
pregnancy.
» Describe the technique for palpating the abdomeeoibld’'s Manoeuvre) in late
pregnancy.

3.0 Palpation of the Abdomen

Before examining the abdomen the woman is askeshipty her bladder to avoid discomfort
and it allow better assessment of fetal parts. &m@mination of the abdomen of the pregnant
woman to determine lie and presentation is calledpold’s Maneuvers. This is done to identify
(a) The Lie

(b) Presentation

3.1.1 The Lie

Lie refers to the relationship between the spinéhefbaby and the spine of the mother. The lie
of the baby is either longitudinal or transversénéithe lie is longitudinal, the spine of the baby
is parallel (in the same direction) to the spin¢haf mother. When the lie is transverse, the spine
of the baby is perpendicular (at right angleshi® ¢pine of the mother. The lie is longitudinal in
both cephalic and breech presentation. In a traseJe the baby’s shoulder is usually over the
pelvic inlet. This condition is also referred to ashoulder presentation. However, a baby in a
transverse lie can also be resting with its badkénfundus. See Fig.1

A transverse lie can result from any of the follogii

a. An unusual relaxation of the abdominal wall thabwak the uterus to fall forward and

prevents the baby from entering the birth canal

b. Prematurity

c. Placenta praevia

d. A contracted pelvis
Full-term babies cannot be delivered vaginally whbkay are in a transverse lie. Without
intervention, both mother and baby will be at risk
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3.1.2 The Presentation

This refers to the part of the baby that lies n&tattee cervix during a vaginal examination. If the
lie is longitudinal, the presenting part is eitliee head or the breech. Head presentation can be
vertex, brow, or face. In transverse lie the préegrpart is the shoulder. When the presenting
part is the brow, the forehead appears at thenateervical os. When the face comes first, the
head is hyper extended so that the back part obalby’s head (occiput) is in contact with the
fetal back. The mouth, nose, cheek bones anddigesiof the eyes can be felt. This presentation
may resemble a breech since the anus resemblesaith and the ischial spine resembles the
cheek bones.

3.2 Activities involved in the examination of the Bdomen

Four activities are involved in the examinationtioé abdomen of the pregnant woman. These
are; to determine lie and presentation. Each arsswelifferent question. The activities may be
performed in any sequences.

1. Identifying the presenting part,

This done by extending the thumb and middle fingfeone hand and place them on the lower
abdomen immediately above the symphysis pubis.Igbat firmly press into the abdomen and
feel for shape, size, and consistency. This idifferentiate between the breech and the head.
(See Fig. 3.)

Fig. 3. Identifying the presenting part

If the fetal part feels round and hard, the heanh ie pelvis. When the head is found in the
pelvis, the conclusion is that the lie is longinaliand the presentation is cephalic.
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2. Identify the part of the baby’s body that ighe fundus

This is done by placing the palms of both handsitimer side of the fundus, and palpate for
shape, size, consistency and mobility. See Figlf the fetal part feels irregular and soft and is
not readily moved from side to side between the hands, the breech is in the fundus. If the
fetal part feels round and hard and is easily mdvat side to side, the head is in the fundus. If
neither is felt, the baby is probably in a transedre.

Fig. 4. Identify the part of the baby’s body tigin the fundus

3. Identify the back
This is done by placing the hands on either sideeabdomen at the level of umbilicus.
Support the uterus with one hand, gently palpate dther side with the other hand
looking for the fetal back. The fetal back is sntoethereas the small parts are small,
movable, and irregular. See Fig. 5.
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4. Has engagement occurred?
Facing the patient’s feet, See Fig. 6) gently mpmar hands down the sides of the baby
toward the symphysis pubis. Feel for the cephalernence. The cephalic prominence
is the forehead when the baby’s head is flexedlamdcciput when the head is extended.

Fig. 6. Has engagement occurred?

4.0 Conclusion

The midwife must be able to identify both the lrdahe presenting part so that babies can be
delivered under the safest possible conditions.

5.0 Summary

The examination of the abdomen of the pregnant wotoadetermine lie and presentation is
called Leopold’s Manoeuvre. This is done to identif

(a) The Lie

(b) Presentation

6.0 Tutor Marks Assignment

Enumerate the four activities that are involvedtlwe examination of the abdomen of the
pregnant woman.

7.0 References and Other Resources

Ajayi, V. A textbook of midwifery. London, Macnién, 1980. (Macmillan Tropical Nursing
and Health Sciences Series).

Olds, S., London, M. Ladewig, P., Davison, M. Magdrand Newborn Nursing and Women
Health, 7" Ed. 2004. Pearson Prentice Hall

Novak, J. and Broom, B. Maternal and Child Healtirgihg, 1999. Mosby Inc.
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LABOR PROCESS
1.0Introduction
Labor is the process by which the baby and the @hda are pushed out of the
uterus and brought into the world. Labor is an ¢imoal experience as well as
a physical one. Each culture has rules that preagnaomen are expected to
follow during labor and birth. These rules includ#o is allowed to be present,
what position the mother will deliver in, what salsare acceptable, who will
deliver the baby and what happens to the baby wihés born.
Definitions of terms
Effacement is the process by which the cervical canal becomlesrt and thin.
Dilatation is the process by which the cervix opens so that blaby’s head can
pass through.
Braxton-Hicks contractions are usually irregular and painless uterus
contractions
2.0 Objectives
At the end of this unit the learner will be able to

. Describe the assessment of a new patient in labor

. List five factors to be considered before givingipamedication to

women in labor.
. Describe the mechanism of labor

. List four signs of placental separation

3.0 Before Labor Begins

Two to three weeks before labor begins, the cersiarts to efface and dilate.
Effacement is the process by which the cervical alamecomes short and thin.
Dilatation is the process by which the cervix opeststhat the baby’s head can
pass through. The cervix also moves from a postegosition to an anterior
position in the vagina. It can dilate as much as5Sbefore true labor begins. In
most cases, however, the cervix will dilate truéoda begins. In most cases,
however, the cervix will dilate only one to 2cm. ff&cement before labor

usually varies from 50-80percent.
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Some mothers having their first baby will experienlightening, the dropping of
the fetus into the true pelvis, about two weeksdreflabor begins. When this
happens, the uterine fundus stops pressing agdimstdiaphragm. Breathing
becomes easier, but some discomfort may now be ifrelthe lower abdomen,
groin and thighs. Urinary frequency may occur dwepressure of the baby’s
head on the urinary bladder.

Some mothers feel the uterus contracting during thst weeks of pregnancy.
These contractions are called Braxton-Hicks contiats. They are usually
irregular and painless, but may, on occasion, carmery three to four minutes
and can cause discomfort. However, the cervix does dilate or efface with
Braxton-Hicks contractions. For this reason these acalled “false labor”
contractions.

“Bloody show”, blood-tinged mucus coming from thagina, often appears 24-
48hours before labor begins. Bloody show is a comabiion of mucus and blood
from the cervix. As the cervix effaces and dilatélse mucus that “plugged” the
cervix to help protect the baby from infection iern away from the sides of the
cervix, causing tiny blood vessels to rupture ardeld giving the mucus a pink

or dark brown colour.

3.1 The Course of Labor

There are a number of theories explaining why andwhlabor starts.
Investigators feel that when the baby reaches aagerpoint of maturity, it
somehow signals the uterus to begin contractinche Bignal is thought to be a
chemical reaction that begins in the membranes. Tbetractions of labor push
the baby toward the birth canal. These contractioare rhythmic and
involuntary. At the beginning of labor they ofterause pain or discomfort in
the lower part of the back. The midwife can fekRktcontractions by placing a
hand on the abdomen of the laboring woman. Wheooatraction begins, the
abdomen becomes hard. It softens when the contraatelaxes. Because most
of the muscles of the uterus are in the fundus, dbetractions are easiest to feel

in the fundal area.
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Contractions decrease the flow of blood of the plat@. Muscle fibres in the
uterus are arranged around blood vessels in theusten a manner similar to the
number “8”. The blood vessels are in Between e&omtraction there is a
period of relaxation that allows the blood to floagain through the blood
vessels so that oxygen and nutrients can reactbtisy.

As labor progresses, the contractions increaseragdency, duration (length)
and intensity. The frequency of contractions (hoyten they occur) is
determined by timing the beginning of one contraatito the beginning of the
next one. The duration is measured from the beigigrof the contraction. It is
Intensity refers to the strength of the contractiomt is measured by touching
the fundus of the uterus to feel how hard it is. cmmon practice for
determining the intensity of the contraction isdompare by touch the firmness
of the fundus with the firmness of your lips, nos&hin and forehead in that
order. The intensity is labeled:

1+ firmness (comparable to the feel of your lipsméad

contraction)

2+ firmness (comparable to the nose)

3+ firmness (comparable to the chin)

4+ firmness (comparable to the forehead, a stroogtkaction)

Most labors begin with contractions occurring eveily-15minutes, lasting
approximately 30 seconds and of mild intensity. Aebor progresses, the
contractions become more frequent and last longstiluin the last part of the
first stage of labor, the contractions may occuremlytwo minutes and last as
long as 90 seconds.

Most, but not all women, experience labor in thiammer. Some will at the very
beginning have strong, three minutes contractiohattlast for 60 seconds.
Others will begin with mild contractions every twor three minutes. Many
variations exist and are considered normal.

Progress toward birth is usually made when the cactions are frequent and
strong. Other signs of progress include an inceeas bloody show and

spontaneous rupture of the membranes. When notured artificially, the
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membranes are most likely to break at the end ef fihst stage of labor or early
in the second stage. Sometimes, however, the manmds will rupture before
labor begins or early in labor.

Many birth attendants feel that the bag of watersowldd be left intact

(membranes not ruptured) as long as possible tdemtothe presenting part and
the umbilical cord. Others believe that rupture thfe membranes stimulates
uterine contractions and, therefore, will artifidlyarupture membranes early in
labor. However contractions do not always increaseer the procedure, nor is
it always desirable to make the contractions stmmg Intact membranes also

protect the fetus from infection.

3.2 Signs of True Labor

A vaginal or rectal examination to evaluate theadation of the of the cervix is
the only way to know if woman is in labor. Fals&bbr produces no changes in
the cervix. True labor causes the cervix to dilated efface. Below are some
differences between true and false labor.

False Labor True Labor

» Pain decreases or goes away ¢ Pain not relieved with walking and
with walking or after an increases after an enema is given
enema is given

 Contractions are irregular gr + Contractions become stronger and
do not get close together longer, and more frequent

* No bloody show  Bloody show

3.3 Mechanisms of Labor
Before birth can occur, the fetus must fit throutgte bony pelvis. This involve
seven changes of position;
1. Engagement
This occurs when the presenting part is almostha&t ischial spines. In a

primigravida, engagement may occur before the stdritabor. In a multipara
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engagement usually occurs during labor. Engagemecturs with the

mechanisms of flexion and descent.
2. Flexion

As the baby pushes against the cervix and the pgelfoor, its chin

touches its chest making its head as small as péssi If the baby does

not put its chin on its chest, a wider part of thead must try to fit

through the pelvis
3. Descent

This occurs throughout labor. The baby moves ddatmmough the mother’s
pelvis. This is possible because of (1) fundal gsnere on the presenting part
and (2) contractions of the abdominal muscles whiee mother pushes, descent
occurs.
4. Internal Rotation

Internal rotation occurs when the baby’'s head hemcthe level of the
ischial spines.
5. Extension

The baby’s head passes under the pubic arch asr labntinues. When the
baby’s head reaches the perineum, it “extends”. ©keipital is born first; then
the anterior fontanelle, forehead, eyes, nose, iautd chin.
6. Restitution and External Rotation

After the baby’s head is born, it turns 45 degréesstitution) to the right
or the left and then 90 degrees (external rotation)he shoulders turn to an
anterior-posterior position so they can come undee public arch. Lateral
flexion is the term that describes the way the bablyody is born. After the
shoulders are born, the baby bends its head, clast trunk upwards to fit
through the birth canal.
3.4 Assessment of labor
The assessment of the patient should include:

1. Information about the progress of labor
a. When did the contractions begin

b. Have the membranes ruptured
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c. Was bloody show present

2. History of bright red bleeding since labor began.
3. Evaluation of the contractions now: frequency, stgth, duration.
4. Fetal heart sounds
5. Blood pressure, pulse, respiration, temperature
6. Abdominal examination to identify:

a. presentation

b. Position

c. Engagement

d. Fundal height measurement

e. Fetal size and estimating fetal weight
7. Vaginal or rectal examination to identify:

a. Dilation

b. Effacement

c. Station

d. Presentation
8. Urine examination for:

a. Protein

b. Glucose

c. Ketone bodies (in cases with prolonged labor) (@riexamination is

not carried out routinely: only when indicated)

9. Haematocrit or haemoglobin

10. Evaluation of the mother’s emotional state:
a. The reaction to pain
b. Her response to the people present to give her sttpp

c. Her feelings about the progress of labor

3.5 The Stages of Labor

Labor is divided into three stages:
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1. The first stage lasts from the first true contrationtil the cervix

is 10cm (completely) dilated. This stage is divddento three

phases.
a. The early phase (latent phase)
b. The active phase
C. Transition
2. The second stage lasts from complete dilation te bhrth of the
baby.

3. The third stage lasts from the birth of the babyd&ivery of the
placenta.
» First stage of labor

The early phase of the first stage begins witHitlsetrue contraction and ends when the cervix
is about 4cm dilated. In early labor contractians usually mild to moderate in intensity. As
time passes they increase in both frequency aratidar During this period the midwife should
listen to fetal heart sound every 30 to 60 minutesnormal labors the blood pressure,
respiration and pulse should be checked every mnsh Temperature should be checked every
four hours. Vaginal examinations should be perfatteebe sure that labor is progressing
normally. This is done on admission to the hosmitalkhenever the membranes rupture during
labor to make sure that the umbilical cord haspmolapsed.
The vaginal examination provides information abaetvical dilatation and
effacement. It also allows the midwife to identiftye station of the presenting
part. Station refers to how far down the birth ahbthe baby has moved. It is
measured by relating the presenting part to théiislcspines. If the presenting
part has reached the spines, it is at a minus ehg qtation and so on. If the
presenting part is one centimeter below the spiness at a plus one (+1)
station. Whenever the presenting part is abdweischial spines, it is at a
minus station. When below the ischial spines,sitat a plus station. Crowning

occurs at a +5 station.
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STAGES OF LABOUR

Active Labor

The Active phase of labor begins when the cervixabout 4cm dilated. At this

time the contractions occur every three to four uotes, last 60 seconds and
have increased in strength. Fetal heart soundsnguthe active phase should be
checked every 15 minutes and the pulse taken evileour. Physical and

emotional support should continue.

Transition

Transition is the last part of the first stagelabor. It usually begins at 7
to 8cm dilatation. At this time the contractionseavery strong, may occur
every two minutes and can last as long as 90 sesomtie transitional phase of
labor is often easy to identify because of changeshe mother’s behaviour.
She may become restless, less talkative, or mordable. An increase in
bloody show as well as spontaneous rupture of tleenbrane is likely to occur.

» Second Stage of Labor

The second stage of labor begins when the cervigtdem dilated. At his time
the mother often feels rectal pressure and wantpush with each contraction.
In the second stage the midwife must continue taleate the progress of labor
and well-being of both mother and baby. Emotioraald physical care must
continue. Fetal heart sounds should be checkedryev¥ere to ten minutes.
Slowing of the heart rate is common at this timeedw pressure of the baby’s
head or a knot in the umbilical cord around the ypabneck that tightens as the
baby descends through the birth canal. If the b&lag had no problems, the

heart rate does not go below 90 beats per minuteingua contraction and
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returns to normal soon after the contraction entth®re is no need to hurry the
birth. If the heart rate is very slow and/or doest return to normal between
contractions or returns to normal slowly, it is eftadvisable to deliver the baby
as quickly as possible. The second stage of labbmrutd last no more than two
hours. Progress toward birth is shown if the prdgen part continues to
descend. The appearance of the presenting pattteavaginal opening indicates
that delivery is about to occur.

The Delivery Room

This is a room in the maternity clinic or hospiteiat is used for the actual
delivery purposes. Generally, primigravidas canrbeved into this room when
approximately 4cm of the baby’'s head is visible.ist more difficult to know
when to move multigravidas because of fast labard ahould be moved at 8cm.
The Birth

The people allowed to be present at the birth sdobé chosen according to
cultural norms and the wishes of the mother. Ae ttaby’s head appears at the
vaginal opening, the midwife should tell the motheow much to push. The
baby’'s head and shoulders should be delivered \wowly to decrease the risk
of brain damage to the baby and to prevent laceregtito the mother. The
midwife can encourage the mother to push, then tmtp alternating these
activities until the head is delivered. The heaahde supported as it turns to
the side after it is born. The face can be wipegntyy and mucus can be
aspirated from the mouth and nose with a soft rubtudbe or bulb syringe, or
with gauze wrapped around the little finger. Asosoas the baby’s head is born,
feel at the neck for the umbilical cord. If therdois around the baby’s neck
loosely, it can be left alone or slipped over theald. If it is tight around the

neck, the cord should be clamped twice, cut betwdenclamps and unwound.

The shoulders are ready to deliver when the headstuo one side (external
rotation). The mother can be asked to push dowaitst one shoulder and then
the other is born. Slow delivery of the shouldessmportant to avoid maternal

tears. Great force should not be used on the bsabge damage can be caused to
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nerves in the neck. The force that pushes outgheulders should come from
the mother bearing down and/or from uterine conti@ats. Once the head and
shoulders are born, the rest of the body slips easily unless there is a major
deformity of the baby’s back or abdomen.

Episiotomy is not performed routinely, it is moselpful when the fetal heart
sounds are slow and the baby needs to be delivenedkly. As soon as the
baby is delivered it can be given to the motheriedr and placed against her

skin to minimize the loss of heat.

e The Third Stage of Labor
This occurs when the placenta separates from therine wall. Signs of

placental separation include:

. A “gush” of blood from the vagina

. Lengthening of the umbilical cord

. A rise of the uterine fundus in the abdomen
. Firmness of the uterus

Many techniques have been suggested to encouradieedg of the placenta.
These include massaging the fundus and gently toacbf the umbilical cord.
While the mother pushes, the midwife can pull lighon the umbilical cord. If
the placenta does not deliver within thirty minutédbe mother can be asked to
get into squatting position to push, or the placenan be removed manually. If
the baby is put to the mother’'s breast immediatetijs helps placental
separation as the uterus contracts. Placental sear usually occurs within ten
minutes of the end of the second stage. Occaslgnahe placenta may not be
expelled as expected in this case the placentaulshbe manually removed
after a certain period of time because a large imvisible blood clot can form

behind the placenta, leading to symptoms of shock.

Once the placenta has been delivered, oxytocic slrage given to prevent
haemorrhage. Two kinds of drugs are used: ergotgdrand oxytocin. Ergot

drugs cause the uterus to contract continually. td@kn causes the uterus to
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contract and relax alternately. Both drugs cangbdeen intramuscularly. Ergot
drugs should not be given before the placenta ilveéeed because they have
been known to cause the cervix to contract and ptrahe placenta. If the
placenta does not deliver, oxytocin given intramulscly will usually expel the
placenta without the danger of “trapping”.
* The Fourth Stage of Labor
The fourth stage of labor is a name given to theo tWwours following the
delivery of the placenta. Close observation of thew mother at this time is
important. Care of the mother should include:
a. Measurement of blood pressure, pulse and respina¢wery 15 minutes
b. Palpation of the uterus every 15minutes to be b it is firm and at
the proper location. Immediately after birth théewus can be found
halfway between the symphysis and the umbilicusowdver, shortly
afterwards it rises to about the level of the fusdand usually
descends one finger below the umibicus in each loé first foru
postpartum days).
C. Observation of the flow of blood from the vaginargaularly during
massage of the uterus to be sure that haemorrhageti occurring
d. Keeping the bladder empty so that the uterus camtraxct
e. Offer nourishing liquids and/or food
f. Encouraging rest and sleep except for the motheo whexcited about
the birth and needs to relive her labor and delwby talking about it.
g. Keeping mother and baby together when culturallprpriate.
3.6 Cares during Labor
Care given to women during labor should include:
a. Monitoring the condition of the mother
Monitoring the condition of the baby
Providing the mother with praise, encouragement arfdrmation

b

c

d. Preventing infection

e Avoiding accidents/complications
f

Providing physical comfort
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g. Meeting physiological needs
h. Recording information

i. Ensuring adequate intake of fluids by mouth

The beginning of labor is often a time of both eteschent and fear. This is
particularly true for the mother who will deliverway form her home. A
different environment, separation from her family some instances, and the
maternity centre’s focus on technical aspects ofecaan be an extra source of
stress. The midwife must do everything they candecrease the laboring
woman’s anxiety and increase her ability to relak.warm greeting, acceptance
of the woman’s feelings and behaviour, and concBrnthe kind of births she
wants are important.

Throughout labor the patient should be encouragee@mpty her bladder at least
every two hours. Adequate amounts of nourishmeudrticularly fluids, are
important because the laboring woman is working dhar Solid food is not
digested well and may be vomited as labor progresse

3.7 The use of eneama in labor

In some palaces it is common to give an enema t® wloman early in labor.

The reasons for given eneama:

a. To hurry labor
b. To give the baby more room as it passes throughbtingh canal
C. To have a cleaner delivery

Enemas have never been proven to speed labor. idNtre baby held back by a
rectum full of faeces unless a faecal impactionnircsevere constipation is
present. Studies show that laboring women are nmikely to have more faecal
material expelled at the time of birth if they hahad an enema than if they
have not had one. It must also be noted that:

a. An enema is a very uncomfortable procedure for masibring women

b. Many women have diarrhea or a bowel movement inyebxbor and do

not need an enema because their rectums are alreimgyy of faeces.
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In some areas it is also common to shave all ot parthe mother’s public hair
before the baby is born. This practice is supposedlessen the chance of
infection and make it easier to rather than deceeasvhen the public hair is
shaved because the superficial layer of skin theatremoved with shaving is
more susceptible to bacteria than intact skin. Wthlee pubic hair grows back,
it often itches and is uncomfortable. Pubic haeeds to be shaved only in
unusual situations.

Throughout labor the midwife should be a continwsdurce of comfort and
support to the expectant mother. All procedurexowdd be explained and
performed with gentleness. Information about prgg of labor, praise,
reassurance and encouragement should be offeremar Ean cause both mental
and muscular tension. This causes pain which caudsar and a circle repeats

itself. The fear, tension, pain cycle should beimed.

Women in labor have been shown to appreciate thimWang:

a. Bodily or physical care

b The presence of a caring person

C. Acceptance of their behaviour

d Information and reassurance of a safe outcome liemntselves and their

babies.

3.8 Support measures that may help relieve the paiof labor include:
Position change

Relaxation and breathing exercises

Fanning

Back rubs

-~ ®o o o o

Heat of cold to the lower back

Abdominal rubs

= (o]

Leg massage
Hand holding

J. Change of soiled linen and clothing
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K. Cool cloths to the face

l. Cleaning of the mouth

m. Oral fluids
3.9 Pain medication
Pain medication may be given to women. Most drugs fpain can cause
respiratory depression. Therefore, drugs must beducarefully. Before giving
pain medication to a woman in labor the midwifeosahd think about the
following:

a. When delivery of the baby is expected

b. The effectiveness of the presence of support pessdamily, friends,
The midwife)
How much pain the mother has
The mother’s wishes

How much other medication has been given

-~ ® a o

The gestational age of the baby (Premature babiayg be particularly

depressed when pain medication is given)

No one knows for sure at what point in labor itsizfest to give pain medication.
Some people say that these drugs should not bengitehe birth is expected

within an hour. Most pain medication can be givemravenous or intramuscular.
Some birth attendants feel it is best to give smélequent doses of medicine
intravenous because medicine given by this routexisreted faster.

3.10 Positions for Labor

The position that women assume in labor are oftemspribed by culture. Some
women lie down; others sit, squat or walk. As loag the patient is healthy, the
pregnancy is at term, and the presenting parttiigbtly against the cervix, there
is no medical reason why the laboring woman shontd use the position she

finds the most comfortable.

3.11 Examination of the placenta
Once the placenta is delivered it should be examine see that no parts are

missing. To examine the placenta, place it on at fsurface. Separate the
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membranes so that the maternal side of the placeatabe seen. Look for areas
that seem to be missing a piece. Usually thedcisr in the centre, but it is
sometimes found at the side. Examine the cord Koots. Look at the end of
the cord and count the number of blood vessels.er€hshould be two arteries
and one vein. When only one artery and one veia present, the baby may
have some internal abornormalities.

After the placenta is delivered the midwife shoutbk for lacerations that may
need to be repaired. Careful inspection of bothidabthe area around the
clitoris, the vagina and the perineum is necesstryavoid missing a bleeding

laceration. Usually, lacerations are repaired owlyen they are bleeding.
3.12 The Immediate Care of the Newborn
Suction

As soon as the baby’s head is born the nose andtmauwe clear of mucus.

Healthy newborns are able to clear both to moutld ahe nasal passages by
themselves and suction is done only when the bisbgepressed or the amniotic
fluid is meconium stained (green in colour). Amniofluid is green when the

rectal sphincter of the baby relaxes and faeces pat the fluid. This happens
when the baby is asphyxiated due to lack of oxygehthe newborn inhales the
tiny pieces of faeces present in the meconium-sdifluid, severe pneumonia

can occur.
The Apgar Score

The most frequently used system to assess the naby at birth is the Apgar
score. The scoring system was developed by an dhasmlogist who wanted all
babies to be given attention as soon as they wera.b Her scoring system puts
babies into one of three categories: healthy, mjildl moderately depressed, or
severely depressed. The baby is given a score dfteheart rate, respiration,
muscle tone, reflex irritability, and colour are eduated at one minute of age

and again at five minutes of age.
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Apgar Scoring System

Sign 0 1 2

Heart rate Absent 100/min 100/min

Respiratory Absent Slow or irregular Good; crying

effort

Muscle tone Flaccid Some flexion of5o00d flexion,
extremities active motion

Reflex Absent Grimace Cough, sneeze,

irritability cry

Colour Blue or pale Body pink,Completely pink

extremities blue

The most important of the five signs is tiheart rate. It should be evaluated
first. The rate can easily be counted by feelim@ fpulsations in the umbilical
cord, by placing the fingers under the baby’s lbfeast, or by auscultating the
heart. A heart rate of more than 100 beats perutens reassuring. The baby
receives 2 points when its heart beat is more th80. A heart beat of below
100 beats per minute means that the baby needsu#dinon and closes
supervision. This baby would receive one point.h&d no heart beat is present
immediate cardio-pulmonary resuscitation should dggen without any other

evaluation. No points are given.

Respiratory effort is evaluated by watching the baby’s chest for bihéag
movements. Respiratory effort is always good, 2np®, no points are given

when respiration is absent.

Muscle toneis good, 2 points, when the baby resists, attentptstraighten its
arms or legs. If muscle tone is weak, one poinggigen. NoO points are given

when the baby is limp.
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Reflex irritability can be tested by ticking the baby’s nose. A grmaslight
movement of the muscles of the face, gets one powitile a cough, sneeze or

cry gets 2 points.

Colour is the least important item evaluated. Most bab&e born with some
cyanosis of the hands and feet. Therefore, evealthg babies are usually given

only one point for colour. A baby that is blue pale is given no points.

A baby with a score of 0 to 3 is severely depresaaed needs resuscitation and
constant supervision. |If the Apgar score is 4 tatlee infant is in fair condition
and usually will do well with stimulation and comsit supervision. The infant
with a score of 7 to 10 is in good condition. A lyalwith a good heart rate and
good respirations will almost always have good mast¢one, reflexes and
colour. But a baby with a heart rate of less thA@0 often has breathing

problems and therefore will be limp, hyporeflexind pale or cyanotic.

Stimulation is usually not necessary from babiegshwApgar scores of 7 to 10.
Babies with lower scores can be stimulated by vior rubbing of the baby’s
back or by flicking the soles of the baby’'s feetewborns with low Apgar
scores at one and five minutes should be reevatuaite 10 and 20 minutes of

life.
Warmth

After birth, the baby’s body should be immediatellyied of amniotic fluid.

This is because a low body temperature in newboabibés can lead to death. It
can also cause low blood sugar level. The baby Wdem be handed over to the
mother, placed in a warmer, or given to a relatteehold. Other techniques to

keep the baby warm include:

a. Covering the baby’s head with a cap

b. Avoiding drafts

94



C. Waiting until the baby’s temperature is stable (ady about four
hours) to give the first bath.

Care of the Cord

Plastic clamps, rubber bands, and string are oftead for tying the baby’s cord.
The cord should be tied or clamped about 2cm frdm tmbilicus and cut about
one centimeter beyond the tie or clamp. The matetsed to tie and cut the
cord should be sterile. The umbilical cord need bet covered with a dressing
or a binder since this delays drying of the corddamredisposes the baby to
infection of the umbilicus. Warmth and moisture cemrage the growth of

bacteria. Good hand washing technique is partidylamportant.
Care of the Eyes

The baby’s eyes should be cleaned with swabs dipimedlean water and then
treated with an approved medication to prevent dplhiia neonatorum. Silver
nitrate is used for treating eye infections causkeyl gonococcus and other

organisms.

Identification

Babies not born at home should be properly ideetfto prevent confusion
5.0 Conclusion

All infants need time to adjust to the physiologiachanges experienced in the
move from the uterus into the worlds long as the baby is healthy, the mother
can beencouraged to keep her baby with her unléesropractices are required

by the culture.
6.0 Summary

Progress toward birth is usually made when the cactions are frequent and

strong. Other signs of progress include an inceeas bloody show and
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spontaneous rupture of the membran€he Apgar Scords the most frequently
used system to assess the new baby at birth.

6.0 Tutor Marks Assignment
Discuss how you would examine the placenta.
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UNIT 111
ABNORMAL LABOR
1.0Introduction
A vaginal birth usually depends on:

a. The ability of the uterus to contract often egbuand strongly enough to

dilate the cervix and the ability of the mothergash down in the second stage.

b. The size and shape of the mother’s pelvis amd dmount of resistance of

the soft tissue (cervix, vagina and the muscleshaf pelvic floor).
C. The size, presentation and position of the baby

These three factors are often called the powers, ghssage and the passenger:

the three Ps. Abnormal labor would arise becaufsproblems in the three.
2.00bjectives

At the end of this unit the learner will be able to

1. Define prolong labor

2. List five causes of a prolonged labor after theekatphase.

3. Describe the role of the midwife in the managemehprolonged
labor.

3.0 Types of Abnormal labor
Precipitate Labor

Prolonged Labor
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Precipitate delivery also refers to an uncontrolled birth. A precipgatabor is

defined as one that last less than 4 hours anduaually due to unusually strong
contractions, a large pelvis and non-resisting stissue. They are dangerous
because the mother may have serious tears of tihheixcevagina and perineum,
or even a ruptured uterus. The baby may sufferirodamage because of the
trauma to the head, or lack of oxygen. The lacko&fgen is due to the strong,

frequent contractions that interfere with the blosdpply in the uterus.

Prolonged Labor; this occurs when the latent phase is prolonged #rere is

little or no progress in cervical dilatation andfad¢ement. It is characterized by
contractions that are five or more minutes apand af mild moderate intensity
and the cervix is less than 4cm dilated. The maostiaus cause is foeto-pelvic
disproportion, inability of the fetus to pass safethrough the birth canal

because of mechanical problems.

3.1 Causes of a prolonged labor

. Too much sedation

. An unprepared cervix (no dilatation or effacemenrtem labor begins)
. An abnormal fetal position

. Foeto-pelvic disproportion

. The fetus is too large to pass through the pelvis

3.2 Management of Prolonged Labor

Management of prolonged labor must include evalomatiof the fetus and the
mother in addition to the continued evaluation bdktprogress of labor. Active
management of a prolonged latent phase involvepmitog the contractions, to
allow the mother to rest or augmenting the contr@at$ with oxytocin. Often

morphine sulfate or pethidine are given. Physieald emotional supports are

given. The mother will wake up either in good labor the contractions will
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have stopped altogether. The choice of rest orube of oxytocin are based on

the mother’s physical and emotional condition, mgshes and local resources.

The woman with a prolonged latent phase is usudigcouraged and tired, when
many hours of labor result in little progress. Bophysical and emotional

supports are needed. Nourishing fluids should beg. Sometimes intravenous
fluids are needed. Artificial rupture of the memhes does not help a prolonged

latent phase and is particularly dangerous if thetmer is having false labor.
3.3 Evaluation Of Prolong Labor

Multiparas with prolonged labor must be evaluateddguently to prevent uterine

rupture

Evaluation of the mother includes:

a. Checking blood pressure, pulse, respiration and pemature
frequently

b. =Evaluating her emotional condition

C. Observe her urine output: a decrease in urine outpiien means

dehydration. Urine should be tested for ketoneilked Ketonuria is a
sign of dehydration.

Evaluation of labor includes:
a. Monitoring contractions (frequency, strength andaluon)
b. Vaginal examinations to determine changes in diii@t@ and descent

Prolonged labor may also begin in the active phaddost often the cause of
delay is a large baby, a malpresentation, a malposi or foeto-pelvic

disproportion. Too much sedation or exhaustiam @lso slow labor.
4.0 Conclusion

Abnormal labors threaten two lives- the mother ahe baby. Early diagnosis

and evaluation for foeto-pelvic disproportion cano& unnecessary long labors.
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5.0Summary
Management of prolonged labor must include evalomatiof the fetus and the
mother in addition to the continued evaluation bétprogress of labor.

6.0 Tutor Marks Assignment
Enumerate the causes of a prolonged labor

7.0 References and Other Resources

Ajayi, V. A textbook of midwifery. London, Mactfan, 1980. (Macmillan Tropical Nursing
and Health Sciences Series).

Olds, S., London, M. Ladewig, P., Davison, M. Magdrand Newborn Nursing and Women
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UNIT IV
THE POSTPARTUM VISI T AND EXAMINATION

1.0Introduction

The postpartum period begins with the deliveryhw placenta and lasts for six weeks. During
this time the reproductive organs return to theie-pregnant state and the family begins
adjusting to its new member. A lot of physicallydaamotionally changes occur at this period.
Women are frequently encouraged to return to timcdiour to six weeks after delivery.

2.0 Objectives
At the end of this unit the learner will be able to

» List five purposes of the postpartum visit.

» Give the reasons why information about the folloyvig needed at the postpartum visit:
Problems of mother and baby since delivery
Mother’s and baby’s weight

» List the six childhood diseases that can be prexewith immunization.

» Define postpartum infection.

» List six factors that predispose to puerperal itiéec

3.0Purposes of the Postpartum Visit
» To observe the newborn’s growth and development
* To observe the physical and the emotional stateeomother
» To encourage continued breast-feeding
* To advise on a birth control method for those womashing to participate in family
planning
» To provide emotional support to the new mother
» To offer health education information

3.1 Postpartun examination

The mother and the persons she brings with her bristarmly welcomed. Health information
about delivery and in the weeks following the biatle reviewed. This information can obtained
from the home-based mother’s card which are kepthkeymothers. In the absence of such a
record, the following form may be helpful.

History

The mother’s weight

Pre-pregnant weight

Weight before the delivery

Present weight
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Birth Information
Date of birth
Place of birth: Home or Hospital

Type of delivery; Spontaneous vaginal or Forcep£aesariam section
Weight of baby:

Episiotomy/Laceratioc

Condition of baby at birth:

Delivery conducted by: Doctor or midwife orTBA

Antepartal problems Anaemia
Malaria
High blood pressure
Tuberculosis
Other (specify)
Intrapartal problems Prolonged labor
Fever
Haemorrhage
Other (specify)
Postpartum problems Fever
Excessive bleeding
Foul smelling lochia
Pain:
Head
Abdomen
Back
Legs
Depression
Other (specify)
Problems with baby Fever
Diarrhea
Cough
Poor eating
Other (specify)
Breast-feeding Yes/No
Reasons

This information will help the midwife provide ampriate health education

Blood pressure
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Blood pressure checked at the postpartum visit.tMasnen who have high blood pressure only
during pregnancy will have a normal blood pressurthe postpartum examination. Women with
high blood pressure should see the physician éatrinent.

Urinalysis
Urine is examined for the presence of for proteid glucose. This can help detect urinary tract
infections, kidney disease and diabetes.

The baby’s weight

The weight of the baby at the postpartum visit &thdne compared with its birth weight. When
no weight has been gained or the amount is snfal,nmidwife should ask carefully about
feeding practices. Babies with poor weight gainuithde followed closely with frequent home
visits. Mothers of these babies need practicalitutal advice and emotional support. Growth
charts should be used for monitoring the baby'swjncand development.

3.2 Postpartum Infection
The usual cause of fever in the postpartum pesod bacterial infection of the genital tract.
However, an infection can also be present in theaty tract, the lungs, the breasts and in
surgical wounds. To make a diagnosis of postpaitifection, two temperature readings above
38 degrees must be recorded on any two of thelfrgiostpartum days exclusive of the first 24
hours. A complete physical examination of the patie done to determine the source of the
infection. This includes a review of the motheristepartal and intrapartal history, physical
examination, and the review of any laboratory tdsa$ have been performed.
3.3 Causes of postpartum infection

» Prolonged rupture of the membranes,

* prolonged labor,

 difficult delivery,

* multiple vaginal examinations

* retained placenta,

» postpartum haemorrhage,

e anaemia and

» surgical intervention such as caesarean predigpdaéection.

Uterine Infection

Uterine infection is characterized by pelvic pamd tenderness, an offensive vaginal discharge,
a soft large uterus, headache and general maaiker symptoms include an increased pulse, a
gradual rise in temperature. The fever usually appdrom 2 to 10 days after delivery.
Antibiotic therapy is often prescribed. When thieation becomes more severe, the patient may
present with, hypotension, low blood pressure, ,coidist skin and mental confusion. If the
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patient fails to respond after 2-4 days to antibidherapy, reexamination and further
investigation are required. Uterine infections barprevented by observing the rules of hygiene,
particularly when membranes are ruptured.

Urinary Tract Infection

The patient with a urinary tract infection will wdly have urinary frequency and burning or pain
on urination. The diagnosis is best made by a mapiz examination of the urine for white
blood cells. When white blood cells are presenhumbers greater than 5-10 per high power
field, infection is present. Urinary tract infeat®should be treated with sulphur drugs for 5 days
or antibiotics for 5-7 days.

Mastitis

The causative organism is staphylococcus aureissistipresent in the baby’s mouth. So breast
infections are rarely found in women who bottledfeBlastitis often present with redness, pain,
and warmth in the affected breast, fever and gémeataise. The drug of choice is antibiotic
therapy. A nursing mother with mastitis should amn to breast feed.

Malaria

In areas where malaria is endemic, the newborndeanfected. Infection can occur with any of
the four species of human malaria. The symptomsnalaria in infants are poor feeding,
restlessness, sleepiness, pallor, vomiting, armdhdia. Fever is usually present. These symptoms
are similar with any other infection occurring dwgithe first weeks of life. The midwife should
teach new mothers about good health practices. |fFgmanning services should be offered at
this time.

Diarrhea infections

This can cause mortality in children due to th@edaloss of fluid and electrolytes. When large
amounts are lost, death can occur. Diarrhoea canrdoom infected feeding utensil pacifiers

and toy that babies put in the mouth. A simple arekpensive treatment for most cases of
diarrhoea is Oral Rehydration Salts (ORS), a powrbtaining sugar and salt. When mixed

with water and given to children, it replaces tbssl fluid and electrolytes. ORS contain water,
sugar, and salt, and are necessary for life. ORSatso be made at home by filling a 5 ml

teaspoon with salt. Level off the amount with af&rso the salt is not piled above the edges.
Pour the salt into one litre of clean drinking watédd eight level teaspoons of sugar to the
water. Small amounts of the fluid should be giveegtiently. Babies with diarrhoea should

continue to be breast-fed and given the preparketico.

3.4 Other problems
Poor attachment to the baby
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Occasionally, mothers will not develop good feetirtgward their babies. These women need
extra attention and loving care from the midwifemiay be appropriate to discuss adoption or
some other culturally acceptable alternative whse women.

Problems with the Eyes

Mothers can be taught to protect the eyes of tteldren. Conjunctivitis, painful red eyes with
swelling and a sticky discharge, is common in cleitd Spread of this illness can be limited by
washing the baby’s hands and face with soap andrwatachoma is a serious disease of the
eyes. It is spread by contact between one persoramaother, and by flies. Regular washing of
face and hands, and keeping flies away from childreyes, can prevent the disease. Some
blindness is caused by lack of Vitamin A. An easign of the disease is night-blindness, the
inability to see in the dark. When children eatnge coloured fruits, leafy green vegetables and
red palm oil, the body can usually produce all\itamin A they need.

3.5 Health Education

Good nutrition makes a child healthy and able tsistesome infections. Mothers should be
encouraged to breast feed. The advantaged of brelksshould be highlighted, such include; it
meets all the baby’s nutritional needs, gives mtode against infection and contributes to birth-
spacing. From 4-5 months old, the infants shouldtheted on solid food as they need a variety
of foods in addition to the mother’'s milk. Mothesisould be told the importance of making the
feeding of infants and small children a prioritytiemn the family

Health education can also include important infdrama about the nutritional needs of the
mother, baby and the other members, and the impr®taf immunizations and the use of oral
rehydration in cases of diarrhea

3.6 Immunization

Mother must be encouraged to immunize their childrgainst the six killers’ diseases such as
measles, whooping cough, tuberculosis, diphtheéetanus and polio. Immunizations protect
children against these dangerous diseases. Muilrgtrbe told the schedule of immunization

Table 1 shows the recommended immunization schddulehildren in Nigeria. This service is
provided by local health authorities, and is adtdsto most individuals without cost. Records
of immunization received and the date given shaeldept by each individual for reference.
Schedule for routine immunizations

Vaccine Age
BCG and Oral polio at birth
Diphtheria, tetanus, pertussis, polio, 6 weeks t dise
“ “ “ “ 10 weeks 2nd dose
“ “ “ “ 14 weeks 3rd dose
Measles, mumps, rubella (MMR) 12-5 months
Diphtheria, tetanus, polio, MMR 3-5 years Booster
Tetanus, diphtheria, polio 13-18 years Booster
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4.0 Conclusion

Careful observation at the postpartum visit wikhdeto early identification of problems. The
lungs should be auscultated to make sure that ndoneathing sounds are present; breasts
observed for redness, tenderness, and warmth;bitiengen palpated for tenderness; surgical
wounds examined for drainage. Good communicaticth e@motional support will encourage
patients to listen to the advice given. When puspéefection occurs, the midwife must
remember all the possible causes.

5.0 Summary

Many puerperal infections could be avoided mergipbserving fundamental hygiene practices.

6.0 Tutor Marks Assignment
Discuss the schedule for routine immunizationscfoldren.

7.0 References and Other Resources

Olds, S., London, M. Ladewig, P., Davison, M. Magdrand Newborn Nursing and Women
Health, 77 Ed. 2004. Pearson Prentice Hall
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MODULESEX AND SEXUALITY
UNIT | SEXUALITY
1.0 Introduction
All humans are sexual being. Sexuality is expr@ssea variety of ways regardless of gender,
age, race, socio-economic status, religious belipfsysical and mental health or other
demographic factors.
2.0 Definition

Sexuality is a complex aspect of our personalitg aelf. Our sexuality is defined by sexual
thoughts, desires and longings, erotic fantasiesexiperiences. In many ways, sexuality is the
force that empowers us to express and display gteomotional feelings for another person and
is a natural stimulus for the procreation of oue@ps. Sexuality is an individually expressed and
highly personal phenomenon whose meaning evolves fife experience, influenced by
physiologic, psychological and cultural factorsdie@ to range of attitude and behaviours seen
in humans.

3.0 Varieties of Sexuality

There is a tremendous range of variation in howpfeeexperience and express their sexuality.
Sexual varieties include sexual orientation, genidientity, erotic preferences and sexual
lifestyles.

Sexual Orientation

This is attraction to people of the same sex ohls#xes. Sexual orientation lies along a
continuum with a wide range between the two extremausively heterosexual attraction and

exclusively homosexual attraction. Individuals wdre attracted to people of both genders are
referred to as bisexual.

Gender identity

Western culture is deeply committed to the ideattiere are only two sexes.

Intersex: This has to do with gender ambiguity having some parts usually associated with
males and some parts usually associated with femafgersex anatomy may not be apparent at
birth. Sometimes, it is detected until pubertytilithe person is identified as an infertile adudt
until the person dies and autopsied.

Transsexuals: For the transsexual person, sera&b@y is not consistent with gender identity.
Those who are born physically male but are emolip@ad psychologically female are called
male-female (MTF) transsexual. Those who are bfamale but are emotionally and
psychologically male are called female — to- m&&N]) transsexual. Their sexual orientation
may be heterosexual, homosexual or bisexual.
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Cross Dressers: These are typically males who cross-dress toessgpieminine side of their
personality. Cross-dressing is a conscious chaicenaay occur at home or in public settings.
The frequency of the activity ranges from rarely tdten.

3.1 Erotic Preference

This deals with the various method of having séxleasure by a person or group of persons
(lesbian and bisexual persons). This includes:

» Masturbation: This is the process of giving onegé&tasure by rubbing your sexual
organs.

» Oral- genital Sex (cunnilingus): this involvesdiigy, licking or sucking of the female
genitals including the pubis, vulva, clitoris, lakdind vagina sucking.

* Anal stimulation: This has to do with the stimutetiof the anus with finger, mouth, or
sex toys such as vibrators in order to have sgXeakures. This is possible because the
anus has a rich nerve supply.

» Genital Intercourse: This can be described aslg®aginal actions involving the
introduction of the penis into the vagina for bptiysical and sexual pleasures.

3.2 Sexuality Issues

* Sex change
* Gay issues
» Lesbianism
Gay and Lesbhian Family

Homosexual adults from gay and lesbian familieskmsed on the same goals of caring and
commitment seen in heterosexual relationship. Lagslies for the same-sex couples are
significant and constantly changing. Domestic mpartpolicies extend the same rights and
privileges to partner of a non married employeeghaf same or opposite gender as would be
offered spouses. It can be a challenge for theentaskeep current on how such legislation
affects health care issues such as insurance gevaral the right to consent for health care.

3.3 Factors Influencing Sexuality

Many factors influence a person’s sexuality. Sarhthese factors are: family, culture, religion
and personal expectations and ethics.
Family

Families are the fabric of our day-to-day lives ah@pe the quality of our lives by influencing
out outlooks of life, our motivations, our strategjifor achievement, and our styles for copying
with adversity. It is within our families that waevelop our gender identity, body image, sexual
self-concept, and capacity for intimacy. Throughmily interactions, we learn about
relationships and gender roles and our expectatibrighers and ourselves. Children observe
their parents and model themselves after thesemmoldels. If parent are able to share affection
with one another and other family members childsdhmost likely become adults who are able

111



to give and receive affection. The following amm® common sexual messages children get
from their families.

Sex is dirty

Premarital sex is sinful

Masturbation is disgusting

- Sex is mainly for procreating

There is great variety in sexual behaviour

Culture

Sexuality is also regulated by the individual’statg. For example, culture influences the sexual
nature of dress, rules about marriage expectatbbmsle behaviour and social responsibilities,
and specific sex practices, societal attitude wedely. Gender role behaviour also varies from
culture to culture. Culture differs with regardvibich body parts they find to be erotic. In some
cultures, legs are erotic and breasts are not, kadghts may also be a determinant of sexual
attractiveness.

Female circumcision,also known as female genital cutting is a dangepractice in parts

of Africa. Some of the cultural beliefs behind firactice include the following:

» Female genitals are offensive to men, if not rendptiee clitoris will become the size of
a penis.

* The labia get in the way of intercourse.

* The cutting enhances fertility, and prepares wofoachild birth.
Removal of the clitoris may or may not be accomgdrby removal of the labia and closure of
the vagina/entrance except for a small opening.e @bmplications include; Vesico-Viginal
Fistula, urinary incompetence, vaginal scaring, sexlial dysfunctions etc.
Religion
Religion influences sexual expression. It provigeglelines for sexual behaviour and acceptable
circumstances for the behaviour, as well as pradgdbsexual behaviour and the consequences of
breaking the sexual rules. The guidelines or ruhes/ be detailed and rigid or broad and
flexible. Many religious values conflict with theore flexible values of society that have
developed during the last few decades (often lablethe “sexual revolution”) such as the
acceptance of premarital sex, unwed parenthoodobkexuality and abortion. These conflicts
create marked, anxiety and potential sexual dysiiman some individuals.
Personal Expectations and Ethics

Ethics is the body of moral practice; it enables pblic to distinguish between good and bad or
right and wrong. It borders on the signs or marhich deals with human character or conduct.
What one person or culture views as bizarre, pedepr wrong may be completely natural and
right to another. Examples include values regardnasgturbation and or oral intercourse, and

cross dressing. Many people accept variety of aegxpressions if they are performed by
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consenting adults. Couples need to explore and aomnuate clearly about various types of

acceptable sexual expression to prevent dominafisexual decision making.

3.4 Sexual Response Cycle
Human sexual response follows a similar sequencleoth females and males regardless of
sexual orientation. The phases are;

» Desire Phase

* The Excitement Phase

* The Orgasmic Phase.

* The Resolution Phase.
Desire PhaseThe response cycle starts in the brain, with doascsexual desire called the
desire phase. Sight, hearing, smell, touch angjimaéion (sexual fantasy) can all invoke sexual
arousal. Sexual desire fluctuates within eachqreasnd varies from person to person. Although
psychological issues are the more common causkxlkofof sexual desire, medications, drugs
and hormone imbalances can also interfere.
The Excitement Phaseinvolves physiologic effects of vasocongestiorul@sg in increase
in the blood flow to various body parts. This résuh erection of the penis and clitoris, and
swelling of the labia, testes and breasts. Vasgestion stimulates sensory receptors within the
body parts that in turn transmit messages to thesamous brain where they are usually
interpreted as pleasurable sensations. When stionules continued, vasocongestion increases
until it either is released by orgasm or fades aw&ymultaneosly there is an increase in the
tension in muscle, orgasm occurs.
The Orgasmic Phaseis an involuntary climax of sexual tension, accamipd by
physiologic and psychological release. This phaseonsidered the measurable peak of the
sexual experience. Although the entire body i®ived, the major focus of the orgasm is felt in
the pelvic region. Male orgasm usually last 10s&@onds while female orgasm last 10-50
second. Men usually have an ejaculation and exgmeésa as part of their orgasm.
The Resolution PhaseThis is the period of return to the unarouseces@tdmay last 10-15
minutes after orgasm, or longer if there is no snga This phase in female is quite varied as

some women experience multiple successive orgasitog/éd by a long period of resolution.
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3.5 Sexual Disorders or Sexual Dysfunction

Sexual dysfunction can be defined as a persistepairment of sexual interest or response. In
males, the most frequently sexual dysfunction ésittability to achieve an erection (impotence)
or the delay of ejaculation until both partners iach a sense of satisfaction (premature
ejaculation). This erectile dysfunction affects%o®f men between 40 and 70 years of age.
Women may have problems of inhibited sexual exagnthat result in an inability to maintain
a swelling lubrication response. For women, a lgmobthat often bring them to clinics is
anorgasmia — the frequent inability to achieve snga

Many individuals experience problems with theirliépito respond to sexual stimulation or to

maintain the response.

3.6 Factors influencing sexual stimulation

» Socio cultural factors include a very restrictivebtinging accompanied by inadequate
sex education. Some people believe that sex is fmlyprocreation. Also, parental
punishment for normally exploring one’s genitaaisontributing factor

* Psychological factors may include negative feelirgggch as guilt, anxiety, or fear that
interfere with the ability to experience pleasunel goy. Adults who have been sexually
abused at any time of their lives may experiencawhielming anxiety when faced with
the decision to engage in sex. Other psycholodaabrs include fears of pregnancy,
sexually transmitted infections, or pain.

» Cognitive factors include the internalization ofjative expectations and beliefs. Those
with low self extreme may not understand how anoieeson could value and love them
and also find them sexually attractive.

* Loss of intimacy and feeling like a sex object nmayibit the feeling of communion and
connection that is an important part of love makimgnother factor is expecting one’s
partner to read one’s mind about sexual needdurEab communicate may result in one
or both partners not knowing how to please therothe

» Health factors can interfere with people’s expmssof sexuality. Physical changes
brought by illness, injury or surgery may inhibitllfsexual expression. Some diseases
such as heart disease, diabetes mellitus, joieades cancer can interfere with sexuality.

Surgeries such as hysterectomy, prostecotomy afidatasurgeries that alter person’s
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body image also interfere with sexuality. The pnegeof STI in one’s partner induces
fear of transmission in the other, often resulimgbstinence of sexual contact.
3.7 Management
The threat posed by disease or loss of those bady gepends on:
* Their meaning to the individual
* The stage of development of body image and self.
* The reactions of the social group, including theuse
The ability to reproduce is seen by many as arwiteof usefulness and sexuality. The loss of
function may be followed by feelings of uselessnesf being only half a person, this is
particularly distressing to the man with erectilsfiinction. The inability to obtain an erection
may make him feel less of a man and he may feahthaartner see him as less a man.
Most people have been culturally conditioned toitlea that some areas of the body should not
be discussed, much less exposed to examinatioch &perience may disturb the individual
and produce shame that may be enhanced by lackivacp and exposure of the body in
examinations or during care. Sexually transmittédctions and cancer arouse guilt feeling of
being punished for past deeds.
Interventions
Assess the degree of threat posed by loss of imati body parts to the individual and plan,
give and evaluate nursing care for that indivicheded on the assessment.
Other interventions may include;
* Resolving dysfunctional sexual problems
» Helping the individual to achieving a sense of-s@&fth
* Helping the individuals to verbalize fears and atyi
» Showing understanding of health problems
* Helping the individual to adapt to changes in séxole and / or function
» Helping the individual to be aware of and avoidiisl factors in sexual activity.
» Give physical nursing care that promotes feelinigdignity and self-worth by attention
to personal hygiene and grooming.

* Promotes the return of health, control over bodycfions and independence
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Reduce fear and guilt by

Acknowledging and discussing feeling

Anticipating the need for explanations and intetgrens.

Clarifying and correcting misinformation about cesisof illness, physiology and the
consequences, if any, of treatment on presentifumct

Maintaining a confidence, non judgemental apprdadhe patient.

Obtaining appropriate additional sources of spatitr emotional help for the patient.

Offering information and support for relatives

3.8 Youth sexual issues

Youth sexuality is a great concern for many, sekeallth issues facing the youths are:

Premature sexual intercourse

Sexually transmitted infections

Unwanted and unsafe pregnancies and abortions
Sexual diversity,

HIV/AIDS and cyber sex.

3.9 Factors lead to risky sexual and reproductive dalth behaviour

These are;

Lack of sexual and reproductive health informatemd skills in negotiating sexual
relationship and the inaccessibility of youth-fiidy sexual and reproductive health
services, growing peer pressure of pre-marital @eays a major role in sexual and
reproductive health related decision-making amanghs.

Another factor is the issue of sexuality educatwdmich is still considered a sensitive
topic .Some cultural and religious constraintsiameginging on its implementation
Misunderstanding and a lack of information on séxiieersity have caused a concern
for many, as there is a tendency for judgemen®iestypes, discriminations and

prejudices towards homosexuality in the society.
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4.0 Summary

Misunderstanding and a lack of information on séxlisersity have caused a concern for many,
as there is a tendency for judgements, stereotygissriminations and prejudices towards
homosexuality in the society. Healthy youths aradamental to the prevention initiatives.
Sexual and reproductive needs and rights of r yoothst be promoted.

5.0 Conclusion

Sexuality is an individually expressed and hightygonal phenomenon whose meaning evolves
form life experience, influenced by physiologic,y@sological and cultural factors. Sexual
varieties include sexual orientation, gender idgnterotic preferences and sexual lifestyles.
Health workers have a significant role to play mogtortantly in the area of creating awareness.
7.0 Tutor Marked Assignment

Discuss the factors that can influence a persaxsaity.

8.0 References and Other Resources

Olds, S., London, M. Ladewig, P., Davison, M. Matdrand Newborn Nursing and Women
Health, 77 Ed. 2004. Pearson Prentice Hall
Novak, J. and Broom, B. Maternal and Child Healtirgihg, 1999. Mosby Inc.
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UNIT Il

SEXUALLY TRANSMITTED INFECTION (STI)
1.0 Introduction
Sexually transmitted infection is the most commomt of reproductive tract infections. Some
Sexually transmitted infection are easily treatadsld can be cured, some are more difficult and
some are non-curable such as AIDS and herpes. WH@ estimates that each year, there are
over 333 million new cases of curable STIs. Iniaolal, UNAIDS calculates that in 2000 alone,
5.3 million people became infected with HIV. Ngad million people acquire a sexual
transmitted infection (STI) including human Immueéidiency Virus (HIV), everyday (WHO,
2010).
2.0 Objectives
At the end of this unit the learner should havekihewledge of;
Reproductive tract infections (RTIS)
Sexually transmitted disease (STD)
The management of Trichonomiasis

Effects of Sexually Transmitted Infection

3.0Reproductive Tract Infections (Rtis)

Reproductive tract infections (RTIs) are infectitrvat affects the reproductive tract. The three
types of reproductive tract infections are endogsnanfection, iatrogenic infections.
Endogenous Infection results from an overgrowtlomfanism normally present in the vagina.
They include bacterial vaginosis and candidiasisogenic Infection occurs when the cause of
infection (bacterium or other micro-organism) iraaluced into the reproductive tract through a
medical procedure such as menstrual regulationicied abortion, the insertion of IUD or during
childbirth.

3.1 Sexually Transmitted Infection (STI9: STIs are caused by viruses, bacteria, or
parasitic micro-organisms that are transmitted ughosexual activity with an infected partner.
About 30 different sexually transmitted infectidmsve been identified some of which are easily

treatable, many of which are not.
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3.1.1

3.1.3

Common Bacterial Infections

Neisseria gonorrhoea (causes gonorrhoea or gonaldoéection)

Chlamydia

Treponema pallidum (causes syphilis)

Haemophilus ducreyi (causes chancroid)

Klebsiella granulomatis (previously known as catyato bacterium granulomatis causes
granuloma inguinal or donovanosis

Common Viral Infections

Human immune deficiency virus (causes AIDS)

Herpes simplex virus type 2 (causes genital herps).

Human papillomervirus (causes genital warts anthtesubtypes lead to cervical cancer
in women)

Hepatitis B virus (causes hepatitis and chroniesasay lead to cancer of the liver
Cytomegalormus (causes inflammation in a numbergéns including the brain, the eye
and the bowel.

Molluscum contagiosum virus MCV (caused mollusclwontagiosum).

Parasitic Organisms

Trichomonas vaginalis (causes vaginal trichomos)asi

Candida albicans (causes vulvovaginitis in womafiaimmation of the glans penis and
foreskin (balanopothistis) in men

Crab louse, collogually known as “ crabs” (phthrpubis)

Scabies (scarcotes scabiei)

3.2 Gonorrhea

Gonorrhea is a common STD that affects men and woecaeising cervicitis in women and

arthritis in men. In women it can easily ascendh® uterus and fallopian tubes if untreated.

Symptoms appear 2-10 days after the initial contact

Clinical Manifestations

Asymptomatic in women
mucopurulent vaginal discharge
Cervical tenderness on bimanual examination
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In The Male
» Suppurature urethritis
» Itching and burning about the meatus
» Urethral meatus is red and edematous
» Rectal infection in gay-men, infection of the phatymay occur due to unprotected oral-
genital sex
Diagnosis
Smears and cultures taken from the site of inferctio
Treatment
1. Uncomplicated gonococcal infection can be treatedith a single dose
antibiotic such as
a. Cefixime (suprax) 400mg orally
b. Cefriaxone (recephin) 124mg intramusalery
c. Ciprofloxin (cipro) 500mg orally

Complications
1. PID, entropic pregnancy and infertility
2. Disseminated infection

3. Opthalmia neonetorum in newborn delivered througfected birth canal.

Management

1. Administer antibiotics as prescribed, explainingethside effects to
patients.

2. Monitor for relief of pain, discharge, and otherngytoms

3. Explain the importance of sexual abstinence untyimptoms are total
resolved and until therapy is complete in patientlgartner

4. Encourage follow up for routine women’s health caxed periodic STD
screening

3.3 Chlamydial Infection
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Chlamydia infection is common STD that occurs intlbbowomen and men,
particularly in adolescents and young adults. Wonaea asymptomatic
Clinical Manifestation
« May be asymptomatic or have vaginal discharge whioly be clear
mucoid or creamy discharge

* Dysuria and mild pelvic discomfort

Diagnostic
* Antigen detection test on cervical smear
« Chlamydia culture for cervical exudates

 Screening urinalysis in male for leucocytes; if goge result; confirm by
antigen detection test

Management
» Obtain history of sexual activity and symptoms afdction in partner
* Patient education
* Antibiotic regimens include
o Azithromycin (zithromax) 1g orally in a sample dose
o Doxycyline 100mg orally twice or day for 7 days
o Erythromycin and floxacin may also be used
 Current or most recent sexual partners should Is¢eie and treated despite
test results. Because Chlamydia infection and gommea frequently co-

exist, especially in teens and young adults, treatmof both STDs is
recommended.

Complications
PID

Ectopic pregnancy or infertility secondary to uatesl or recurrent PID
Transmission to neonate born through infected loathal
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3.4 Syphilis

Causative organism

Treponema pallidum bacterium

The treponema pallidum bacterium enters the bodyutih mucous membrane, such as that of
the vagina, or mouth or through the skin. Withouts the bacterium reaches the lymph nodes,
then spread throughout the body via the blood. Bgphay also infect a fetus during pregnancy,
causing birth defects and other problems.

Symptoms

Symptoms of syphilis usually begin 1 to 13 weeki®rainfection; the average is 3-4 weeks.
Incubation varies between 10-90 days.

Three stages of syphilis

The stage may overlap or be widely separated.

The primary lesson: Is a small, painless chancre or ulcer. It is dae@ has indurated
edges. Usually, this chancre heals spontaneogising the false impression that the disease is
cured. The primary lesion appears most commonlthenpenis of the male. In the female, it
may appear on the labia, vagina or cervix.

The secondary stagels characterized by a rash appearing flat, gregatied vulva warts.
The rash is usually accompanied by malaise and.feVhe rash regresses later and the patient
enters the latent phase. Latency refers to abseh@ymptoms in the infected individual.
Pregnant women can still infect their fetus in-ater

In the tertiary stage The patient proceeds immediately or aftezlaydof 10-30 years to the
third stage. The bones heart and central nervgstera including the brain can be affected,
personality disorders arise and the typical atgsiit of the tertiary syphilitic stage appears. A
large, ulcerating necrotic lesson known as gumnogr accurs. This is seen in genital tract, but
it may occur on the vulva or in the testes. Asthiage the disease may be arrested but not
reversed.

Diagnosis

Careful history

Culture or biopsies from the lesion

Blood serology
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Early diagnosis is made from scrapings from théotes Scraping is made before antibiotic
therapy is initiated so that the diagnosis candrdicned.

Treatment

Antibiotic therapy -penicillin is the drug of cheic

3.5 Human Papillomavirus Infection (HPV)
HPV is the causative organism in condylomata acateior genital warts. Incubation period is
up to 8 months. Warts can be confused with thésgmhilis but are different. They are less flat
and more cauliflower like. Some attain a large siz
Clinical Manifestation
» Single or multiple soft, fleshy, painless growthstbe vulva, vagina, cervix, urethra, or
anal area.
» vaginal bleeding or discharge,
* Odour
* Dysparennai
Individual at risk of infection
1. Sex at an early age less than 17 years old
Multiple sex partners
A history of STDs

Poor personal and sexual hygiene

o > 0D

A sexual partner with a similar history
6. A history of anal intercourse
Diagnosis
* Pap smear
» Colposcopy examination

* Anoscopy or urethroscopy to identify anal and hwatlesions.

Treatment
The partners of infected patients should also mméxed and treated if necessary. External
warts are treated with podophyllin 10-25% in timetof benzoin. This caustic agent is applied

with a cotton applicator and washed off in 4 hour§he surrounding skin is coated with
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petroleum jelly before application of the podophyll Cervical and vaginal warts may be bath in
85% solution of trichloroactive acid. This prods@estinging sensation.
Complications

» cervical neoplasia

* neonatal laryngeal infection if infant born througfected birth canal

» Obstruction of anal canal or vagina by enlargegjdns

» Scaring and pigment changes if treatment not enepl@yoperly

3.6 Acquired Immune Deficiency Syndrome (AIDS)

HIV/AIDS pandemic is the greatest health problemeditening human race as of now. The
disease affects lives of every Nigerian family dile or indirectly. It affects community,
family, children, pregnant women and hence redtivedife expectancy. It increases the burden
on medical facilities, and drastically increasihg umber of orphaned children.

Aetiology

HIV/AIDS is a pandemic disease occurring virtually all countires. Acquired immune
deficiency syndrome (AIDS) caused by human immufiogecy virus types | & Il
Pneumocystis Carinii Pneumonia is one of the oppastic infections in HIV/AIDS. HIV-
Human immunodeficiency virus is the causative agémIDS. It is a virus of the lentivirus
group (those that caused life long infection) ahthe retrovirus family (stores genetic materials
as RNA and not DNA) It is an RNA dinner (2 singlearslard DNA genome) and is
characterized by reverse transcrptase enzyme @Woal RNA to be transcribed into DNA).

Definition

AIDS-Acquired Immunodeficiency Syndrome is a symdeodiagnosed when at least two major
signs and one minor sign are present in the abs#rnaceown causes of immunosuppression such
as malnutrition.

Major Signs:
» Fever for more than one month
* Weight loss more than 10% body weight
» Diarrhoea for more than one month

Minor Signs:

* Cough for more than one month
» Generalized pruritic dermatitis
» Recurrent herpes zoster or shingles
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» oropharyngeal candidiasis or thrush
» Chronic or aggressive ulcerative herpes simplex
» Persistent generalized lymphadenophathy

In 1993, the centre for Disease control in the &éhiStates extended the definition of AIDS to
include all people who are severally immunosupg@sse (CD4 count <200X £1p)
irrespective of presence or absence of an indiadisase. But for surveillance purpose, the
definition has not been accepted within UK and Beravhere AIDS continues to be a clinical
diagnosis defined by one or more of the indicatsease.
Routes of Transmission

* Through Sex — Occurs in both heterosexuals and bexuals

* Blood Transfusion — Transfusion of infected andanesned blood poses great danger to
our health Care Delivery System. Both National &tate blood transfusion policies are
needed to curtail quacks.

» Exposure to Infected Fluids — Common in un-stardedles and re-usage of needles and
other sharp cuts, abrasions and different typegsooinds.

» Vertical Transmission — Infected mother to her unkdmaby and through breast milk.

W.H.O Staging System For Hiv Infection And Diseases Clinical Classification

Stage 1
a.

b.
Stage 2
a.

b.

C.
d.

Stages 3

@rpooow

Stage 4

Asymptomatic i.e when a person has HIV Infectiod anquite healthy.
Signs of persistent generalized lymphadenopathy JPG

Weight loss < 10% body weight

Minor mucocutaneous lesions, seborrhoeic dermagitigrigo, fungal nail infections,
recurrent oral ulcerations, angular stomaitis aildis.

Herpes zoster within the last 5 years

Recurrent upper respiratory tracts infections.

Weight loss> 10% body weight

Unexplained chronic diarrhea for > 1 month
Unexplained prolonged fever intermittent/constarit month
Oral Candidiasis (thrust)

Oral hairy leukoplakia

Pulmonary tuberculosis within the past year

Severe bacterial infections (pneumonia & Pyomyskiti

HIV wasting syndrome
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Pneumocystis carinii pneumonia (PCP)
Toxoplasmosis of the brain
Crystosporisdiosis with diarrhea > 1 month
Cryptococcosis extrapulmonary
Cytomegalovirus disease of organ other than the,Ispleen or lymph nodes
Herpes virus infection > 1 month (Mucocutaneousisceral)
Progressive multifocal leucoencephalopathy
Disseminated endemic myosis
Candidiasis of the eosophagus, trachea, brondbngs
A typical mycobacteriosis
Non-typhoid salmonella septicaemia
Extra pulmonary tuberculosis
Kaposi Sarcoma
HIV encephalopathy
p. Invasive cervical cancer
Diagnoses
a. Clinical
HIV/AIDS is diagnosed with the observation of adetwo major signs and one minor sign.
b. Laboratory Diagnosis of HIV
i. Elisa
The second generation of ELISA’s uses recombind Proteins of synthetic peptides of the
virus as antigens.

oS3TARTITI@Tm0a0T

il. Confirmatory
1. Western Blot identifies antibodies specific to Vpeoteins
2. immunofluoresence assay
3. Radioimmuno — precipitation assay

iii. Viral Demonstration

Assay for circulating viral protein (p24 core amtig
Infected patient’s cells is cultured with, nitrogactivated peripheral blood blast cells from
normal subjects.

iv Viral Load
This is the total number of viral nucleic acid nlkes present in the serum of patients with
HIV/AIDS and predicts progression.

>100,000molecules/ml — progression to AIDS likely8iyears
>300,000molecules/ml — progression likely in 1 year

At @10,000molecules — time progression is 3-19years

V. CD4 Cell Count

127



Measurement of CD4 cell count is used as a measulisease progression and classification. It
is also used to determine when anti-retroviraldpgrshould be instituted (e.g CD4 count <500
cells X 16/).

Incubation Period:
Unlike other sexually transmitted disease, AIDsl l@along incubation period of 6-10 years

before the diseases becomes manifest as opportunfstction with

Prenmocystis carnii pneumonia

Tuberculosis

Neurological disease

Bone narrow depression and

Cancers e.g. kaposis sarcoma death usually owdgthi; 2 years of the manifestation of full
blown AlIDs.

The cells that are most susceptible to HIV infattiave CD 4 surface proteins (helper T-cell,
macrophinges, dendritic and neuroglial cells). Iy¥cgproteinon the virus called gp 120 binds to
CD4 protein on host cells and this complex enteescells by endocytosis

Treatment

Current approaches to the treatment of AIDs ineiud

Drug treatment of opportunities infections and gnadincies

Inhibition of replication of the HIV virus

Immune reconstitution or immune potentiation

Drugs use in treatment of AIDS.

These drugs are expensive and well beyond the kdanlany AlDs patients in tropical countries
of the world. There is no cure for infection causgdhe human immunodeficiency virus (HIV),
but a number of drugs have been found to slow brpnagression of the disease. Anti-retroviral
drugs are aimed at reducing the plasma viral Igathach as possible and for a long as this can
be achieved. There are;

i. Nucleoside Analogues e.g Zidovudine (AZT), Didaren (DDI) Zalcitabine (DDCDA4T),
Lamivudien (3TC).These interferes with HIV viral RNdependent DNA polymerase
resulting in inhibition of viral replication.
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il. Protease inhibitor decreases the viral load.xarBples are Saquinavir, Retonavir,
Indinavir and Nelfinavir.

iii. Non-Nucleside Reverse trancriiptase inhibitoiSxamples are Nevirapine, Delaviridine,
Loviride.

3.7  Effects of Sexually Transmitted Infection
* Pregnancy related complications
» congenital infections
» Pelvic inflammatory disease resulting in inferyilientropic pregnancy and chronic pain
» Certain RTIs can increase the chance of HIV traassioin. Unfortunately, symptoms and
signs of many infections may not appear until tbis late to avoid such consequences

and damage to the reproductive organs.

3.8 Universal blood and body fluid precautions
There are three routes by which healthcare workaesy acquire bloodborne viruses
occupationally:
» inoculation of infected blood through the skin omantaminated needle or other sharp
instrument
* contamination of mucous membranes with infected/itadd

» contamination of cut or abraded skin with infecbedly fluid.

The concept of universal precautions has caused smmtroversy. It has been suggested that
where the prevalence of bloodborne viruses is lmvarecautions are unnecessary and should be
used only with individuals known or suspected tarifected Others have argued that it is often
difficult to identify infected individuals, and hilacare workers frequently do not detect those
who practise high-risk behaviours. Universal préicms can confer other advantages. If applied
consistently they also protect the patient fromeotpathogens since these are most likely to be
found in body fluid and transmitted between pasem the hands of staff. The use of the same
level of precaution with every patient helps to mtain patient confidentiality, which could
otherwise be compromised with the use of precastdirected only at those suspected to be

infected.
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Universal precautions are aimed at avoiding dicacttact with body fluids from all patients at
all times. Universal blood or body fluid are geatedprevent the transmission of bloodborne
viruses. They incorporate the routine infectiontomirmeasures. The precaution are as listed
Wash hands before and after patient contact asldrifis contaminated with body fluid.
Cover cuts and abrasions with a waterproof dressing

Wear gloves for direct contact with body fluid andcous membranes

Wear eye protection and a mask where there ikafisody fluid splashing into the face

Wear a plastic apron to protect clothing from camtation with body fluid

o a0k wnh PP

Use sharps safely: place directly into sharps doeta never resheathe, do not overfill

container, and close securely before disposal

7. Discard contaminated waste safely, either direatly the drainage system or into a clinical
waste bag.

8. Decontaminate equipment safely between patients

9. Disinfect spills of blood with hypochlorite and aleup using gloves and a plastic apron.

3.9 Safer Sex Guideline
» Responsible sexually conduct, based on a healttigratanding of human sexuality,

should be taught at every opportunity.

* Reduce the number of sexual partners abstinersa#as Adolescent and adults should
be encouraged to avoid casual sexual encounters.

* Avoid the exchange of fluid by

» Using condom during vaginal and oral intercourdse each condom only once

* Never using saliva as a lubricant use spermicidalaier-soluble jelly

* Not following or preceding anal intercourse witlgiral penetration without a change of
condom

» Using gentle sexual practice which avoid traumanteous membrane or skin

» Avoiding other sexual practices such as oral-aral-gentle sex. Gonorrhoea hepatitis
and other viruses can be transmitted in these ways.

» Avoiding prolonged wet (French) kissing unless vatpartner you consider to be safe.
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3.10 The Global Strategy for the Prevention and Cdrol of STls
The control of STIs remains a priority for WHO. él'tWorld Health Assembly endorsed the
global strategy for the prevention and contro§dis in May 2006 (WHO, 2006). The strategy
urges all countries to control the transmissios®fs by implementing a number of
interventions, including the following.
» Promoting safer sexual behaviour
» General access to quality condoms at affordabtegri
* Promotion of early recourse to health servicesdmnppe suffering from STls and by their
partners.
* Inclusion of STI treatment in basic health services
» Special services for populations with frequentmplanned high risk sexual behaviours
such as sex workers, adolescent, long-distanck-titicers, military personnel,
substance users and prisoners;
* Proper treatment of STls i.e use of correct anglcitffe medicines, treatment of sexual
partners, educational and advice.
» Screening of clinically asymptomatic patients, vehtrasible (e.g. syphilis, Chlamydia)
* Provision for counseling and voluntary testing fdlV infection
* Prevention and care of congenital syphilis and a&drconjunctivitis and
* Involvement of all relevant stakeholders, includihg private sector and the community,
in prevention and care of STIs.

4.0 Summary

Most cases of sexually transmitted disease artetiemn out-patient basis, and the person should
be taught how to protect themselves and othersp@hent may experience guilt feelings and
marital difficulties may arise when one partneetts the other.

4.0 Conclusion

The disease carries social stigma. For this reaswridentiality must be maintained by the
nurse at all times. Contacts must be identified @giadretely followed by the contract tracer.

6.0Tutor Marks Assignment

Discuss the concept of universal precautions

8.0References and Other Resources

Olds, S., London, M. Ladewig, P., Davison, M. Magdrand Newborn Nursing and Women

Health, 7" Ed. 2004. Pearson Prentice Hall
Novak, J. and Broom, B. Maternal and Child Healtirgihg, 1999. Mosby Inc.
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UNIT I
COUNSELING ADOLESCENTS ON REPRODUCTIVE HEALTH ISSUE S

1.0 Introduction

Counselling is a form of interpersonal communicatio which a counselor (service provider)
helps the client to identify, clarify and resolw®blems: make informed decision and act on that
decision. It is important to emphasize that colinges not advising.

2.0 Objective of Counseling

. To give correct information
. To help clients to make informed decision and ch®igbout available RH options.
. To help clients with special problems or questions.

3.0 Principles of Counseling
The principles of counseling as follows:

. Mastering the subject matter

. Providing correct and complete information

. Being honest and non-judgmental

. Supporting the expressed feelings of the client

. Realizing the limits of counseling

. Keeping culturally acceptable distance betweercthmselor and client

. Client’s right to decide high degree of confidelitya

3.1 Qualities of a good Counselor

. Possess knowledge of the subject matter

. Knowledgeable about cultural values and its infeeean individuals

. Being non-judgmental

. Aware of own attitudes, values, emotions and litiates (values’ clarification)
. Respectful and tolerant

. Honest and truthful

. Recognize the worth of each client

. Allow the client to feel more in charge
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. Possess good interpersonal communication skills

. Empathic and patient

3.2 Types of counseling
. Individual counseling — Often takes place in aiclisetting or during home visit. In
individual counseling, establishment of rapporpiesmpt and ensures confidentiality
and expression of deeper feelings.
. Group counseling — This is especially importantifatividuals with similar problems
or persons in similar profession. For example esldnts, antenatal clients, postnatal
clients, high-risk group, HIV positive individuadéd persons living with AIDS.

Couple — Counseling on sensitsgeies that affect both partners

3.3 Basic steps in the counseling process

The steps in the counseling process is describ&RIHER,

G — Greet client warmly and politely

A — Ask client about his or her sexual and repreidadealth information or service needs.

T — Tell the client the RH services available rethto his/her needs at the service delivery points
and elsewhere

H — Help client make decisions about health behavi@gncluding medical procedures or
methods) that he/she should follow.

E — Explain how to effectively keep to the chosehdviour.

R - Return or follow-up visit should be planneddrefclient leaves. (“R” also stands for Repeat,
Reflect and Refer).

3.4 Youth Friendly Services
Characteristics of Youth Friendly Service
(a)Provider Characteristics

Specially trained staff

Respect for young people

Privacy and confidentiality honoured

Adequate time for client and provider interaction
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Effective management of a youth friendly clinic

(b) Health Facility Characteristics

. Separate space and special times set aside
. Convenient hours

. Convenient location

. Adequate space and sufficient privacy

. Comfortable surroundings

(c) Programme Design Characteristics

. Youth involvement in design and continuing feedback
. Drop-in clients welcomed and appointments arramgpdily
. No overcrowding; short waiting time

. Affordable fee

. Publicity and recruitment that inform and reassureth
. Boys and young men welcomed and served

. Wide range of services available

. Necessary referrals available

Services available are grouped into 3 types namely:

. School based services
. Facility based services
. Others

Component s of youth friendly services

. Sexual and reproductive education and counseling
. Physical examination

. STI screening, counseling and treatment

. Contraceptive method clinic

Career counseling and others
3.5 Barriers to the provision and utilization of RH services by adolescents
. Barriers that prevent health services from beimyioied for adolescents

. Barriers preventing adolescents from seeking hedg heed from the health services
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Barriers preventing adolescent who want help fraaching organizations which
provide the health services, even when they knowelwbrganizations provide them
and can reach them

3.5.1 Strategies to overcome these barriers include

Parental involvement
Peer education
Advocacy

Provision of RH services by skilled providers

3.6 Effective management of a youth friendly clinic

A youth friendly clinic should be managed with fo#owing points:

Ensure that there is a functional strategic plah vérget

Indicators for measuring achievement

Ensure that youth are actively involved in the gesimplementation and evaluation
of programmes

Be responsive to youth needs

Ensure that the needed resources are availablacaedsible to youth

Ensure that youth are served and their rights mege

Ensure all staff are carried along in the managéraéMRH and mechanisms for
referral/ networking and follow up of youth is itape and operational.

Proper documentation of all activities and managenméormation system.

4.0Conclusion

Youth friendly services are meant to help the adolescent to ifgerarify and resolve

problems: make informed decision and act on thaisam.

5.0

Summary

Youth friendlyservices are mainly School based services anditiydzdised services
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6.0  Tutor Marks Assignment
Discuss the concept of a youth friendly clinic

7.0 References and Other Resources
Brunner & Suddarth’s (2004) Medical Surgical Nogsi(10th ed) Lippincott Wilkins
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MODULE 5 FAMILY PLANNING

UNIT |
HORMONAL CONTRACEPTION

1.0 Introduction

Hormonal contraceptives are basically two typeal and injectibles.

2.0 Objectives

At the end of this unit the learner will be able to:

State the three ways that oral conptees prevent pregnancy.

List four advantages of the birth control pill.

» List three disadvantages of the birth control pill.

* Give the reason that pregnant women should notttekbirth control pill.

» List four medical reasons for not giving a womae kirth control pill.

» List the points that should be discussed with a aomvho is starting to take the birth
control pill.

3.0 Oral contraceptives (the pill)
It contains the hormones oestrogen and progesteaodeprevent pregnancy in three ways by:

a. Preventing ovulation
b. Changing the cervical mucus so that it act laarrier to sperm
C. Making the endometrium thin and unable to supibe fertilized egg

The pill is theoretically over 99 percent effectifidis means that when one hundred women
take the pill for a year, not even one of them &tht@come pregnant.

3.1 Uses of Oral Contraceptives
» To preventing unwanted pregnancies,
» Decrease painful menstruation,
» Preventiron deficiency anaemia, and
* Provide some protection against ectopic pregnandypalvic inflammatory disease.

3.2 Side Effects

These side effects include nausea/vomiting, chamgglen colour, weight loss, weight gain,
swelling, headache, fatigue, depression, enlargeofehe breasts, decrease in desire for sex,
increase in desire for sex, breast tendernesspfdsar, skin rashes, itching, dizziness, feelings
of faintness, spotting/bleeding between periodd,rarmbness/tingling in the arms and legs.
These side effects are usually called “minor” beeathey do not threaten the life of the women.
Most disappear when the oral contraceptive is gdp@ther include increase in birth defects
and death from a disease of the circulatory system.
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3.3 Advantages and Disadvantages
The birth control pill has several advantages:

a It is easy to use
b. It is self-administered

C It does not interfere with the sexual act
d It can be stopped at any time

The disadvantages are

a. It is easy to forget to take the pill regujarl
b. It requires a regular supply of pills
C. Many side effects, both major and minor, catuoc

3.4 Contraindications
Oral contraceptive is contraindicated in women with

* astroke or a heart attack since these are likebctur again

* b cancer since the cancer may grow because ofisedeoestrogen

* in pregnant women as birth defects may occur

» kidney or liver disease since the birth contral igilexcreted by the kidney
» thrombophlebitis

The pill should be given cautiously to women witle following:

a. Diabetes or thyroid disease as the birth cbptlanay worsen the disease

b. High blood pressure, particularly if the womadnigh blood pressure during pregnancy
or has kidney disease

C. Depression. Women who are severely depressedinththis condition worsens if they
take the birth control pill.

d. Women with varicose veins are predisposed tdlged clots.

e. Epilepsy as convulsions may increase while erbttth control pill

f. Irregular menstrual cycles.

3.5 Taking the Pill
The pill should be started on any of the first fda@ys of the menstrual cycle. (The first day of
spotting or bleeding is considered day 1.) If oilleigpmissed, the pill should be taken as soon as
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the woman remembers that she has not taken vwolpills are missed on 2 consecutive days, the
woman should take 2 pills on each of the next Zd&pe should also use contraceptive foam or
cream and her partner use condoms each time sexsogntil the next menstruation because
ovulation can occur when 2 pills are missed.

3.6 Complication of oral contraceptive

Elevated Blood pressure

Blood pressure should be checked whenever the woakamg oral contraceptives comes to the
clinic. Women who have systolic blood pressure eetw 140 and 160 or diastolic pressure
between 90 and 105 should be advised to returhe@linic once a month to have their blood
pressure checked. A systolic level of 160 mm H@ diastolic level of 105 mm HG means that
the pill should be stopped. The blood pressurellystgurns to normal within 30 days.

Headache

Headache can mean high blood pressure. The pmlildhbe stopped when a woman has
headaches that are getting worse, are associatkeatuer symptoms or do not stop after having
taken medication.

Blurred vision or temporary loss of vision

Visual problems can also mean high blood presdre. pill is stoped if a woman has visual
problems, especially when a headache or weaknessanm or leg is present.

Chest pain

Chest pain can be a sign of lung or heart problems.

Abdominal pain
Abdominal pain can be a sign of liver tumours dt giadder problems.

Leg pain

Leg pain may be a sign of thrombophlebitis (blotat)c Pain, swelling, warmth and redness on
the legs are symptoms of thrombophlebitis. An imiaiedreferral to a physician is necessary. If
a woman has frequent leg pain without other symptashthrombophlebitis she is advised to
stop the pill.

4.0 Conclusion

Oral contraceptives are used by women througheuwibrld. Guidelines for their use, including
medical history that could contraindicate their @s® the schedule for “check-up”, this is
because of the risk to woman who takes the birtitrobpill.
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5.0 Summary

Oral contraceptives contain the hormones oestragdrprogesterone, and prevent pregnancy in
three ways by: preventing ovulation, changing tarical mucus so that it acts as a barrier to
sperm, making the endometrium thin and unable ppai the fertilized egg

6.0Tutor Marks Assignment

Whatadvice would you give a woman that forgot to take pill?

7.0References and Other Resources
Ajayi, V. A textbook of midwifery. London, Madftan, 1980. (Macmillan Tropical Nursing
and Health Sciences Series).
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UNIT
INJECTABLE CONTRACEPTDN

1.0 Introduction

The injectable contraceptive is effective, longtifegs and not related to sexual intercourse.
Injectable contraceptives are more than 99 peredfgctive. They prevent pregnancy by
preventing ovulation. They also change the cernviwatus, which becomes thick and sticky, and
thus prevents sperm from entering the uterine gavit

2.0 Objectives
At the end of this unit the learner will be able to

List three ways in which injectable contraceptipesvent pregnancy.

List two advantages injectable contraceptives ltaaex oral contraceptives.
List four advantages injectable contraceptives ez IUDS.

List three disadvantages of injectable contraceptiv

O O O O

3.0 Types of Injectable Contraceptive

Two injectable contraceptives are available. Theylzepo-Provera and Noristerat. They prevent
pregnancy by preventing ovulation, change the catvinucus, which becomes thick and sticky,
and thus prevents sperm from entering the uteanéyc Depo-Provera is usually given one 150
mg dose every three months. Noristerat should \enghn five 200 mg doses every 8 weeks. All
of the drug must be withdrawn from the containgheowise the dose may be insufficient.
Because Noristerat comes in a thick, oily solutite, container may need to be warmed so that
the solution is easier to take into and expel feosyringe. The medication must be injected deep
into the muscle and the injection site should netrbassaged. If these instructions are not
followed, the medication may be absorbed more tafigl the body and the length of time the
woman is protected from pregnancy will be shortened

3.1 Advantages

Compared with oral contraceptives the advantages a¢

a. More convenient if the woman has easy accetbetdrug.

b. Not associated with the risks associated wighutbe of oestrogen.

Compared with the IUD, the advantages are:

a. Greater effectiveness
b. No pelvic examination is necessary
C. No concern over uterine perforation or pelvieation
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Disadvantages
The disadvantages of the injectable contraceptiwepared with the oral contraceptive are:

» Disturbances to the menstrual cycle. Many womeree&pce changes in their cycles
after receiving the injectable contraceptive. Cyaleay be longer or shorter. Flow may
be increased or decreased. Bleeding between paagdccur..

» Delay in return of fertility. It may take a womaup to 24 months to become pregnant
after discontinuing use.

» Side effects cannot be stopped until the drugtalyoexcreted.
* More expensive than oral contraceptives or IUDs.
* Not usually available in a number of countries.

» Side effects include weight gain, nausea, dizzineslkin pigmentation, acne,
dysmenorrheal, discharge from the nipples and dsera the desire for sex.

4.0 Conclusion
Oral contraceptives are safe and effective and affeantages over other methods.
5.0 Summary

Oral contraceptives are Depo-Provera and Noristdila¢y prevent pregnancy by preventing
ovulation, change the cervical mucus, which becothie& and sticky, and thus prevents sperm
from entering the uterine cavity.

6.0Tutor Marks Assignment

Enumerate the advantages of Oral contraceptives

7.0 References and Other Resources

1. Ajayi, V. A textbook of The midwifery. LondprMacmillan, 1980. (Macmillan
Tropical Nursing and Health Sciences Series).
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UNIT 1l
INTRAUTERINE DEVICES (IUDs)

1.0 Introduction
Intrauterine devices (IUDs) are devices placedhédervix and uterus to prevent pregnancy
2.0 Objectives
At the end of this unit the learner will be able to

» List five advantages of the IUD as a method oftbaontrol.

» List six disadvantages of the IUD as a method ghlgontrol.

List three contraindications to insemtof an IUD.

3.0 Advantages

The 1UD is effective, convenient, and relativelyesdt does not require repeated insertion nor
does it interfere with sexual activity. Fertilityeturns soon after the device is removed.
Pregnancy rates are reported to be one to sixvinyeone hundred women who use the device
for a year.

Disadvantages
The disadvantages of the IUD are:

» Pain, ranging from mild to severe, on insertion

» Occasional fainting during or immediately afterartgon

* Anincrease in painful menstruation

* Anincrease in menstrual flow if the device doesaumtain copper or progesterone

» Bleeding/spotting between periods

» Fairly high expulsion rates. Although expulsion ¢eppen at any time, it is most likely
to occur in the first month after the device iseiried

* Anincrease in the incidence of severe pelvic itiéec

* The possibility of perforation of the uterus whée tlevice is inserted.

3.1 Technique of Insertion and removal

The device should be placed high in the fundus. TH2 and instruments inserted into the
cervix and uterus should be sterile. Perforatiorpuésion, and other medical problems are
decreased when proper insertion technique is obdernWUDs are removed without difficulty.
The threads of the device is grasped with forcapwith two fingers and pull steadily, if the
device does not come out readily, the patient negdno be referred,

3.2 Time of Insertion
IUDs can be inserted at any time during the menktycle, immediately after delivery or an
abortion. The advantage of insertion post-delivarpost-abortion is that the patient motivation
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is high and a return visit for insertion is elimied. Others prefer to insert them during
menstruation. At such time the cervical os is didlaso that insertion is usually easy and any
bleeding that occurs is assumed to be normal meaigtow.

3.3 Contraindications
* Any infection of the genital tract
» Pregnancy is known or suspected
* A history of previous ectopic pregnancy
* Unexplained vaginal bleeding
* heavy periods (menorrhagia)

3.4 Complications

1. Bleeding

The most frequent problems are pain, and spottifigeeding. These often go away after two to
three months when the body becomes accustomece tdetvice. If the problems continue, the
IUD may be removed.

2. Infection

Severe pelvic infections lead to abscesses. loiedt often caused by bacteria from the vagina
that has attached themselves to the thread of éhieal The treatment of pelvic infections in
women using IUDs varies. In some places the dagicemoved immediately and the woman is
given antibiotics. In others the device is leftglace and removed only if symptoms do not
disappear after antibiotic therapy. Signs of peinfection are

a. Fever

b Pelvic pain or tenderness

c Severe cramping

d. Unusual bleeding

e Unusual vaginal discharge

3. Perforation may occur at the time of insertig¥hen perforation occurs, pain and bleeding
may or may not be present. Immediate treatment mdipen the symptoms. the device be
removed surgicaly.

4. Pregnancy with an IUD in situ is common and @ernlikely to be an ectopic pregnancy when
the pregnant woman is an IUD user. The symptonmenaéctopic pregnancy; pain and bleeding
may be missed because these symptoms are simgatet@ffects of the 1UD itself.

3.5 Counseling
Any women using IUD must be counsel on the follayyin

1. The mechanism, how the device will be insertedlaow it may affect her.
2. Shown how to check for the thread attached tolthz |
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3. Advised to come back for care if she misses aodeor cannot feel the thread of the
device All available birth control methods shoule discussed with women wishing to
use any method of family planning.

4.0 Conclusion

IUDs are safe and effective and offer advantages other methods. Cultural beliefs about
vaginal bleeding and concerns over the how thé&dgwevent pregnancy must be respected.
5.0 Summary

The IUD is effective, convenient, and relativelyesdt does not require repeated insertion nor
does it interfere with sexual activity.

6.0 Tutor Marked Assignment

Enumerate the advantagesIofDs

7.0 References and Other Resources

Ajayi, V. A textbook of midwifery. London, Macnhén, 1980. (Macmillan Tropical Nursing
and Health Sciences Series).

Olds, S., London, M. Ladewig, P., Davison, M. Magdrand Newborn Nursing and Women

Health, 7" Ed. 2004. Pearson Prentice Hall
Novak, J. and Broom, B. Maternal and Child Healtirgihg, 1999. Mosby Inc.
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UNIT IV
CONDMDAND STERILIZATION

1.0 Introduction
Condoms are a safe and effective method of birtitrobwhen used regularly and correctly.
Condom is best used by couples that are motivatdagperienced. Condoms also provide some
protection against gonorrhoea, syphilis, herpes @hthmydia. Because condoms are often
linked to prostitution and venereal disease theyusmacceptable to some people.
2.0 Objectives
At the end of this unit the learner will be able to

o List five advantages of condoms as a birth contrethod.

o List six disadvantages of condoms as a birth conethod.

o Describe the procedure for correct use of the condo

3.0 The condom

All condoms are approximately the same length,uarierence, and thickness. They come in
lubricated and non-lubricated forms. They also cammolours, including pink, red, yellow, blue
and black. Heat is damaging to condoms, theretmmedoms should not be stored in hot places.

How to use a Condom

Proper use of the condom is needed for its effen®gs. It is rolled over the tip of the erect penis
and then unroll it all the way down the penissladvised that the condom be put on before the
erect penis touches the genital area so that spersent in the fluid that comes from the man’s
urethra before ejaculation will not get into thegwven .After ejaculation the penis withdrawn
immediately before it becomes soft and the condigms sff. The man should grasp the ring of
the condom firmly when he withdraws his penis frima vagina so that the sperm do not spill
out. Condoms should never be reused. Most condewes & reservoir or tip at the end to catch
the sperm and avoid bursting. When a condom doedawe that tip, one centimetre of space
can be left at the tip to create a reservoir befbeecondom is put on so that there will be room
for the semen. It is wise to check a condom imatety after use to make sure that it did not
break. A condom that breaks during intercourseéesthe same risk as unprotected intercourse.
The effectiveness of the condom is increased whembman uses contraceptive foam or cream
at the same time.

The advantages of condoms are:

a. Convenience
b. Ease of use
C. No side effects
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d. Prevention of some infections
e. No. medical examination necessary before use
f. Readily available

The disadvantages are that condoms:

Interrupt lovemaking

Can be difficult to put on

Don't always stay on

Can cause embarrassment to either partner

Can break

Reduce sensation for some men and women

May increase anxiety because of fear of slippiffig

May be associated with decreased pleasure emlaking since immediate withdrawal is
usually advised after ejaculation

S@ e o0 oy

3 .1 Sterilization

Sterilization is a procedure that gives permaneotegtion from pregnancy. This unit discusses
the advantages and disadvantages of sterilizasonedl as the complications of the procedure
and the kind of counseling should be given to ed&zd people.

Female Sterilisation

Two surgical procedures are used for female statibn. These are

(a) hysterectomy, a major operation that invokaaoval of the uterus.

(b.) bilateral tubal ligation (BTL), an operation which both Fallopian tubes are cut or tied
(ligated).

Bilateral tubal ligation (BTL),
BTL can be performed by:

a. Laparotomy (surgical incision through the abdome
b. Colpotomy (surgical incision through the vagina)
C. Mini-laparotomy (a tiny, surgical incision thigluthe abdomen)

Laparotomy is considered a major surgical procedgeause it involves the use of general
anaesthesia, a large incision is made on the ahdoffee equipment and skill required for
performing a mini-laparotomy are fairly inexpensaed simple. Health care practitioners other
than physicians can be trained to perform this guace.

Mini-laparotomy

Mini-laparotomy is faster, safer and less expensive procedure is about 99 percent successful
in preventing pregnancy. It can be performed unodeal or general anesthesia. The procedure
takes 15-20 minutes or less to perform. A smalisina (2-4 cm) is made slightly above the
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pubic bone. The tubes are located and lifted ouh@fabdomen through the incision. The tubes
are tied and/or cut, and the abdominal incisiortlgsed with a few stitches. Following the
procedure women should be told to keep the incidigrand clean for a few days. Lifting heavy
objects should be avoided during this time if polesiSexual intercourse can be resumed as soon
as the physical discomfort is gone. Protection ffmegnancy is immediate. The most common
complications are:

a. Accidental cutting of the uterus, bladder, ovbb
b. Haemorhage
C. Infection

Vasectomy (Male Sterilisation)

Sterilization of men is called vasectomy, and Walves tying the vas deferens, the tubes which
transport sperm from the testicles. Vasectomy hasralow failure rate. The procedure is safer

than mini-laparotomy because the vas deferenscamadd outside the abdominal cavity. is

performed under local anaesthesia. A small (1-2iogiyion is made in the skin on one side of

the scrotum, and the vas deferens pulled througloplening. The vas is tied and /or cut, and the
incision is closed with two or three stitches. Tinecedure is then repeated on the opposite side.

The patient should be told to keep the incisionsaird clean for 24 hours. Heavy work should
be discouraged. Men should avoid ejaculation foreseto ten days to avoid pressure and
possible rupture at the site of surgery. Unlike Biilwomen, vasectomy does not immediately
make a man sterile. Sperm may be present in the feex ejaculations. Condoms should be
given to men at the time of vasectomy for use arbxt four to six weeks. The most common
complications of vasectomy are infection and haemat However, complications are rare and
are not usually serious.

3.2 Advantages of Sterilizations:

a. Continual motivation on the part of the patiemot needed

A regular source of contraceptive supplies isne@ded

Protection is forever

The procedure needs to be performed only once

“Check-ups” as encouraged with the use of omltraceptives and IUDs are not

necessary

f. Common side-effects associated with the oratremeptive and the IUD are not present

®oo0oT

Disadvantages

One major disadvantage is that is its permanendpan it gives life-long protection against
pregnancy. But people can change their minds,¥ample a partner may die, or a disaster may
occur in which children are killed. In these sitoas the person may regret having had the
sterilization. Reversal of the procedure, “untyirigé tubes, is often unsuccessful.
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3.3 Counseling for sterilization as a method of bth control
* Counseling should emphasize that sterilizatioresiréd only if people do not want more
children at any time in the future.
» Sufficient time to make a thoughtful decision slibloé allowed.

* Counseling should include information about, beareadif the procedure and risks of the
procedure

* That no change in sexual functioning will occuea®sult of sterilization.

» Patients should be told what will happen and hoay thre likely to feel.

» Post-operative care is the same as for any operatiwcedure. Vital signs should be
checked to identify haemorrhage. Analgesics maydagled for pain.

» Danger signs that patients should look for aftescldarge are, in particular, bleeding,
infection, and severe abdominal pain, and shoulebiewed.

* Instructions for keeping the wound clean shouldjilven to the patient.

4.0 Conclusion

The midwife must know about sterilization proceduréhey must give appropriate information
and counseling and support people in their decssadiout birth control.

5.0Summary

Counseling for sterilization as a method of birtnirol should emphasize that sterilization is
desired only if people do not want more childreraay time in the future. Sufficient time to

make a thoughtful decision should be allowed. Celimg should include information about,

benefits of the procedure and risks of the procedur

6.0  Tutor Marks Assignment

Discuss the method of sterilizations availabletf@ male and female

7.0 References and Other Resources

Ajayi, V. A textbook of midwifery. London, Macnhén, 1980. (Macmillan Tropical Nursing
and Health Sciences Series).
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