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Concepts of family 

A family as individuals who are joined together by marriage, blood, adoption, or residence in the 

same household. More broadly, however, families are generally characterized by bonds of 

emotional closeness, sharing, and support. 

 

Family is now commonly defined as members of an individual’s identified group, both related and 

unrelated, who comprise the individual’s social network, often assisting with family duties, such as  

childrearing. 

Within families, members are guided by a common set of values that bind them together. 

  

These family values are greatly influenced by external factors including cultural background, social 

norms, education, environmental influences, socioeconomic status, and beliefs held by peers, 

coworkers, political and community leaders, and other individuals outside the family unit. Because 

of the influence of these external factors, a family’s values may change considerably over the years. 

Types of Family  

1. Family of Orientation  

a) Consist of one’s parents and elders  

b) Provides orientation towards  

 Social: Religion, Politics, Economics  

 Emotional: Self Worth, Ambition, Love and Care  

2. Family of Procreation  

a) Consist of one’s spouse and children  

b) Most important buying unit in a market 

 

3. Traditional Family Types 

a) Married Couple 

 Simplest type of family consisting of husband and wife 

b) Nuclear Family 

  Consist of Husband Wife and at least one child 

c) Extended Family 

  Consist of a nuclear family with at least one grand parent 

d) Joint Family 

  Blood relatives and their spouses with kids staying together 

OBJECTIVES 

1. Identify the concepts of family. 

2. Recognize the types and functions of families. 

3. Describe the family’s life cycle. 

 



4. New Modes of Family 

a) Blended Family 

 A family in which either or both partner were previously married 

b) Single Parent Family 

 A family in which only one of the parents is present 

c) Unmarried Family 

 Parents, unmarried, but living together 

d) Communal Family 

 A group of families living together and sharing responsibility 

 

Functions of a Family  

1. Provides Economic Well Being.  

2. Provides Emotional Support.  

3. Provides Suitable Life Style.  

4. Provides Social Relationships.  

5. Provides Morals and Ethical Values. 

6. Provides Religious Values.  

7. Provides Interpersonal Skills. 

 

Family Development Frameworks (family life cycle) 
Family development refers to the dynamics or changes that a family experiences over time, 

including changes in relationships, communication patterns, roles, and interactions. Although each 

family is unique, the members go through a set of fairly predictable changes.  

For example, Duvall (1977) developed an eight-stage family life cycle that describes the 

developmental process that each family encounters. This model is based on the nuclear family. 
(Table 2–1). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



“Reproductive Anatomy, Physiology, and 

the Menstrual Cycle” 

OBJECTIVES 

1. Identify and locate the female and male organs of reproduction. 

2. Describe the physiologic functioning of the female reproductive system. 
3. Identify the parameters of sexual maturation and menstruation, including cycle interval, duration 

of       menstrual flow, and perimenopause. 

4. Describe the physiologic changes in the ovaries, uterus, and cervix that occur during the 

menstrual cycle. 

5. Explain the physiologic pathways of the hypothalamic-pituitary-ovarian axis and their 

relationship to the normal menstrual cycle. 

 

INTRODUCTION 

Female Organs of Reproduction 

A. External genitalia: Vulva (Figure 1-1) 

1. Mons pubis (or mons veneris) 

    a. A rounded pad of subcutaneous fatty tissue over the symphysis pubis; covered with 

pubic  

        hair 

    b. Function is the protection of the symphysis pubis during intercourse. 

2. Labia majora 

    a. Two rounded folds of fatty and connective tissues, covered with pubic hair, that extend  

        from the mons pubis to the perineum 

    b. Function is the protection of the vaginal introitus. 

3. Labia minora 

    a. Narrow folds of hairless skin located within the labia majora; begin beneath the clitoris 

and  

       extend to the fourchette. 

    b. Highly vascular and rich in nerve supply; glands lubricate the vulva 

    c. Function is erotic; swell in response to stimulation and are highly sensitive. 

4. Prepuce of clitoris is a hoodlike covering over the clitoris. 

5. Clitoris 

   a. An erectile organ located beneath the pubic arch that consists of shaft and glans 

   b. Secretes smegma, a pheromone (olfactory erotic stimulant) 

   c. Extremely sensitive to touch, pressure, and temperature 

   d. Function is sexual stimulation. 

 

 

 

 

 

 



6. Vestibule 

a. An oval-shaped area whose boundaries are the clitoris, fourchette, and labia minora;  

   contains the following: 

  (1)   Urethral meatus 

  (a)   The terminal portion of the urethra, with puckered or slit appearance 

  (b)   Located 2.5 cm (1 inch) below the clitoris 

  (2)   Skene’s glands 

  (a)   Located inside the urethral meatus 

  (b)   Produce mucus for lubrication 

  (3)   Hymen 

  (a)   Tough, elastic, perforated, mucosa-covered tissue that forms a rim around the  

            internal perimeter of the vaginal introitus 

  (b)   Hymenal opening might be absent or small, impeding menstrual flow and  

             intercourse. 

  (c)   Characteristics of the hymen vary widely among women; the presence or absence  

             of the hymen can neither confirm nor rule out sexual experience. 

  (4)   Bartholin’s glands 

  (a)   Located at the base of each of the labia minora, just inside the vaginal orifice 

  (b)   During coitus, secrete mucus that creates a favorable environment for sperm 

7. Fourchette is a point located midline below the vaginal opening where the labia majora 

and  

                         labia minora merge. 

8. Perineum 

    a. Skin-covered muscular tissue located between the vaginal opening and the anus 

    b. The area of a midline episiotomy 

    c. Might be lacerated during childbirth. 

 

 

 

 

 

 

 

 

 

 

B. Internal organs (Figure 1-2) 

1. Vagina 

   a. A hollow tubular structure located behind the bladder and in front of the rectum; 

extends  

     from the introitus to the cervix 

   b. Thin-walled; composed of smooth muscle; capable of great distention as well as 



collapse 

   c. Lined with a glandular mucous membrane that is arranged in folds called rugae 

  d. Highly vascular and relatively insensitive; adds little sensation for the female during 

coitus 

  e. Functions as the outflow track for menstrual fluid and for vaginal and cervical 

secretions,  

      the birth canal, and the organ for coitus 

 

2. Uterus 

   a. Located behind the symphysis pubis between the bladder and the rectum 

   b. Muscular, hollow, smooth, mobile, nontender, firm, and symmetric 

   c. In a woman who has not been pregnant, uterine size ranges from 5.5 to 8 cm (2.2 to 

3.2  

       inches) long, 3.5 to 4 cm (1.4 to 1.6 inches) wide, and 2 to 2.5 cm (0.8 to 1 inch) 

deep; size  

       increases after childbirth. 

   d. Is similar in shape to a light bulb or pear 

   e. Is a single organ composed of four distinct areas: 

  (1)   Fundus 

  (a)   The upper, rounded portion above the insertion of the fallopian tubes 

  (b)   Beginning at the 20th week of pregnancy, uterine size is measured in centimeters  

            from the height of the fundus to the top of the symphysis pubis. 

  (2)   Corpus (or body) is the main portion of the uterus, located between the cervix and 

the  

                                            fundus. 

  (3)   Isthmus 

  (a)   Also called the lower uterine segment during pregnancy 

  (b)   Joins the corpus to the cervix 

  (4)   Cervix (or opening of the uterus) 

  (a)   Divided into two portions: the portion above the site of attachment of the cervix  

            to the vaginal vault is called the supravaginal portion; the portion below the  

            attachment site that protrudes into the vagina is called the vaginal portion. 

  (b)   Composed of fibrous connective tissue 

  (c)   Diameter varies from 2 to 5 cm (0.8 to 2 inches), depending on childbearing 

history. 

  (d)   Length is usually 2.5 to 3 cm (1 to 1.2 inches) in a nonpregnant woman. 

  (e)   Vaginal portion is smooth, firm, and doughnut shaped, with visible central opening  

             called the external os. 

   (f)   Internal os is the opening of the cervix inside the uterine cavity. 

  (g)   Cervical canal forms the passageway between the external os of the cervix and the  

             uterine cavity; major feature is the ability to stretch to a diameter large enough to  

             allow passage of an infant’s head and then to return to a closed position. 

  (h)   Produces mucus in response to cyclic hormones; thickened cervical mucus can  

             impede the passage of sperm and bacteria; thin cervical mucus facilitates the  

             movement of sperm and prolongs sperm life; observation of changes in cervical  

             mucus is important in fertility awareness methods of family planning. 

  (i)   At maturity the cervical vaginal surface is covered with squamous epithelium;  

            cervical canal is lined with columnar epithelium. 

 



f. Uterine position 

  (1)   Five positions are possible 

  (a)   Anteflexed 

  (b)   Anterior (anteverted) 

  (c)   Midposition 

  (d)   Posterior (retroverted) 

  (e)   Retroflexed 

 

 

 

 

 

 

 

 

h. Uterine wall 

Composed of three layers 

  (a)   Endometrium is a highly vascular mucous membrane that responds to hormone  

             stimulation first by hypertrophy and then by secretion to prepare to receive the  

             developing ovum; sloughs if pregnancy does not occur, resulting in menstruation;  

             if pregnancy occurs, sloughs after delivery. 

  (b)   Myometrium is composed of smooth muscle in layers. 

  (c)   Parietal peritoneum covers most of the uterus, except for the cervix and a portion  

            of the anterior corpus. 

3. Fallopian tubes or oviducts (see Figure 1-2) 

   a. Attached to the uterine fundus and curve around each ovary 

   b. Provide a passageway for the ovum into the uterus 

   c. 10 cm (4 inches) in length and 0.6 cm (0.25 inch) in diameter 

   d. Composed of four parts 

     (1)  Infundibulum: the most distal portion; funnel-shaped; covered with fimbriae that  

            guide the ovum into the tube by creating a wavelike motion 

     (2)  Ampulla: next most distal portion of the fallopian tube and site of fertilization 

     (3)  Isthmus: narrowed part of the fallopian tube; closest to the uterus 

     (4)  Interstitial: narrowest portion, which passes through the uterine myometrium and  

             opens into the uterine cavity 

e. Functions 

  (1)   Capture of the ovum 

  (2)   Transport of the ovum into the uterus via peristaltic activity and wavelike motion  

            of the cilia that line the fallopian tube 

  (3)   Secretion of nutrients to support the ovum during transport 

4. Ovaries (female gonads) (see Figure 1-2) 

    a. Comparable with the testes in the male 

    b. Located on either side of the uterus, below and behind the fimbriated ends of the  

        oviducts. 



    c. Supported by the ovarian ligaments and the mesovarian portion of the broad ligament 

    d. Similar to shelled almonds in size and shape; smooth, mobile, slightly tender, and firm 

    e. Functions include ovulation and production of hormones (estrogen, progesterone, and  

        androgens). 

 

Pelvic Types 

The four basic types are gynecoid, android, anthropoid, and platypelloid. 

 

 

 

 

 

 

 

 

 

Male Organs of Reproduction 

The organs of the male reproductive system are specialized for three primary functions: 

1. To produce, maintain, transport, and nourish sperm (the male reproductive cells), and 

protective fluid (semen). 

2. To discharge sperm within the female reproductive tract. 

3. To produce and secrete male sex hormones. 

 

External Male Reproductive Organs 

The penis and the scrotum form the external genitalia in the male 

Penis 

A. The penis is the organ for copulation and serves as the outlet for both sperm and urine. 

B. The penis is composed mostly of erectile tissue. 

C. The two larger ones, the corpora cavernosa, are side by side. The third sinus, the corpus 

spongiosum, surrounds the urethra. 

D. Erection results when nerve impulses from the autonomic nervous system dilate the arteries 

of the penis, allowing arterial blood to flow into the erectile tissues of the organ. 

Scrotum 

A. The scrotum is the thin-skinned sac that surrounds and protects the testes. 

B. A medial septum divides the scrotum into two chambers, each of which encloses a testis. 

Functions of Scrotum 



1. Acts as a climate control system for the testes, because they need to be slightly cooler than 

body temperature to allow normal sperm development.  

2. The cremaster muscles in the scrotal wall relax or contract to allow the testes to hang farther 

from the body to cool or to be pulled closer to the body for warmth or protection 

Internal Male Reproductive Organs 

The internal structures include the testes, the ductal system, and accessory glands 

Testes 

A. The testes are oval bodies in the size of large olives that lie in the scrotum; usually the left 

testis hangs a little lower than the right one. 

B. The epididymis, which lies against the testes, is a coiled tube almost 20 feet long. It collects 

sperm from the testes and provides the space and environment for sperm to mature 

C. The testes have two functions: producing sperm and synthesizing testosterone (the primary 

male sex hormone). Sperm is produced in the seminiferous tubules of the testes. 

Accessory Sex Organs 

The internal organs of the male reproductive system are called accessory organs. They include the 

vas deferens, seminal vesicles, prostate gland, and bulbourethral (Cowper’s) glands. 

 Vas deferens: Transports mature sperm to the urethra in preparation for ejaculation. 

 Seminal vesicles: Sac-like pouches that attach to the vas deferens near the base of the 

bladder. The vesicles produce molecules such as fructose that serve as energy sources for 

sperm. The seminal vesicle fluid makes up most of the volume of a man’s ejaculate. 

 Prostate gland: A walnut-sized structure located below the urinary bladder in front of the 

rectum. It contributes additional fluid to the ejaculate that serves as nourishment for sperm. 

 

 Bulbourethral (Cowper’s) glands: Pea-sized structures located on the sides of the urethra 

just below the prostate gland. These glands produce a clear, slippery fluid that empties 

directly into the urethra. Fluid produced by these glands lubricates the urethra and neutralizes 

acidity associated with residual urine. 

 

 

 

 

 

 

 

 

 

 

 



Summary of functions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Menstrual Cycle 

Purpose of the Menstrual Cycle: is to release an egg for potential fertilization (from the ovary) so 

it can implant into the endometrium…hence help develop a baby. If this doesn’t happen, the 28 day 

cycle starts all over (note cycle days vary among women). 

Two structures that play a vital role in the woman’s reproductive cycle: 

 Ovary & Uterus (they work together) 

 Each structure has three cycles (and these cycles correspond with each other) 

Ovarian Cycles: Follicular (occurs during the menstrual and proliferative phase), Ovulation, Luteal 

Phase 

Uterine Cycles: Menstrual & Proliferative (both occur during the follicular phase), Secretory Phase 

Easy Recap of these Phases: 

1. Follicular Phase (cycle day 1-13…ovarian changes) happens during Menstrual (cycle days 1-

6…uterine changes) & Proliferative Phase (cycle days 7-14….uterin changes) 

2.  Ovulation (day 14…the mid-point of the 28 day cycle) 

3. Luteal Phase (cycle days 15-28….ovarian changes)  happens during Secretory Phase (cycle days 

15-28….uterine changes) 

*Typical menstrual cycle is 28 days 

 

Cycle Day: 1-13: First Part of the Menstrual Cycle 

 Menstrual (Cycle days 1-6) 

 Follicular Phase (Cycle days 7-13) 

 Proliferative Phase (Cycle days 7-14) 

MENSTRUAL Phase: (uterine changes…cycle days 1-6) 

Goal: shed the stratum functionalis layer of the endometrium 

Woman has bleeding (consists of 1-6 days) where she is shedding the stratum 

functionalis(functional layer) of the endometrium. If pregnancy did not occur during the last cycle, 

the progesterone and estrogen levels drop which causes the layer to shed. 

During this same time, there are OVARY CHANGES known as the: 

 

FOLLICULAR PHASE: (ovarian changes…..cycle days 1-13) 



Goal: prepare a follicle to release a mature egg (ovum) 

How does it do this? When hormone levels from the previous cycle drop (specifically progesterone 

and estrogen) the hypothalamus releases Gonadotropin-Releasing Hormone (GnRH) and this 

causes the anterior pituitary gland to release FSH (follicle stimulating hormone) and LH 

(luteinizing hormone). 

The FSH released from the anterior pituitary gland stimulates the follicles in the ovary to grow. A 

woman has two ovaries (right and left) and each contains MANY follicles. 

Follicles are fluid-filled sacs in the ovary that contain an immature egg known as an oocyte. NOTE: 

FSH will cause several follicles to develop but only ONE turns into a Graafian follicle (mature 

follicle) that will release a mature egg (ovum). The other follicles that didn’t release an egg will die. 

As the follicle matures, it will produce hormones such as ESTROGEN. The estrogen will steadily 

increase as the egg reaches maturity. There will be a small dip in the production of FSH and 

LHbecause the body senses the extra estrogen which represents that the egg must be mature and the 

follicle doen’t need to be stimulated to grow. This is the negative feedback loop where the estrogen 

will signal to the hypothalamus to decrease production of GnRH so the anterior pituitary gland will 

quit releasing so much FSH and LH. 

However, the mature follicle is producing massive amounts of estrogen and the estrogen secretion 

from the follicle will peak to a VERY HIGH POINT. This will actually cause the anterior pituitary 

gland to release a surge of LH (luteinizing hormone)…hence positive feedback loop and this is 

what is called an LH surge (cycle day 11-13). 

LH plays a huge role in causing the egg to be released from the follicle (which causes ovulation to 

happen). LH causes the egg to mature and breaks down the wall of the Graafian follicle allowing 

the follicle to release the egg which is now called an ovum. 24-36 hours after the LH surge the 

ovary will release the ovum (usually happens mid-cycle…hence day 14). 

In addition, LH helps the Graaifan follicle that released the egg turn into the CORPUS LUTEUM. 

The corpus luteum will be responsible for releasing progesterone and estrogen to maintain a 

potential pregnancy until the placenta can take over. NOTE: the development of the corpus luteum 

occurs in the LUTEAL Phase…note why it is called LUTEAL…the LUTE of luteal corresponds 

with the word corpus LUTEum). 

*The last 5 days of the follicular phase and during ovulation is the most fertile time for a woman to 

get pregnant…sperm live approximately 5 days and the egg lives for 24 hours (so fertile cycle days 

would be days 9 -16). 

 

 

 

 

PROLIFERATIVE Phase (uterine changes…cycle days 7-14) 

Goal: to rebuild the stratum functionalis layer that was just shed during the menstrual phase (in case 

the ovum is fertilized) so it can implant into the uterus. 



What causes the layer to rebuild? Remember how during the follicular phase the maturing follicles 

are secreting estrogen? The estrogen from the secretion of the maturing follicles is ALSO causing 

the stratum functionalis layer to rebuild. In addition, it causes cervical mucous to thin which allows 

sperm to migrate easier to the egg. 

OVULATION: Cycle day 14 

The egg is released from the ovary. The ovum enters into the PERITONEAL CAVITY . It makes 

it journey to the fallopian tube with the help of the fimbria which have cilia to help sweep the ovum 

into the fallopian tube. If sperm are present to fertilize the egg, fertilization will occur in the 

fallopian tube most likely in the AMPULLA. 

The egg will only live for 24 hours and disintegrate, if not fertilized. The woman will have a low 

basal body temperature before ovulation and then increase 0.4-1’F around ovulation. 

Cycle Days 15-28: Second Part of the Menstrual Cycle 

 Luteal (cycle days 15-28) 

 Secretory (cycle days 15-28) 

LUTEAL PHASE (ovary changes….cycle day 15-28) 

Goal: prepare the endometrium for a potential fertilized egg 

Begins when the egg is releases from the ovary. 

The corpus luteum forms which developed from the Graaifan follicle that released the ovum. 

The corpus luteum acts as a temporary endocrine structure that secretes progesterone and 

estrogen. Progesterone prepares the endometrium for implantation of the embryo, if the ovum is 

fertilized. 

Role of Progesterone: 

 stimulates estrogen production 

 allows the endometrium to receive the fertilized ovum for implantation 

 stops production of LH and FSH (so possible pregnancy can be maintained) and estrogen 

inhibits the hypothalamus from releasing GnRH (hence new reproductive cycle….if the ovum 

is fertilize you want to prevent another menstrual cycle from occuring so pregnancy can 

occur). 

 This will help prevent the hypothalamus from releasing GnRH which will prevent LH 

and FSH from being secreted in case fertilization has occurred. 

Corpus luteum stays in place for about 14 days and if fertilization hasn’t occurred it disintegrates. It 

will turn into the corpus albicans. When the corpus luteum dies, estrogen and progesterone will 

decrease and this leads to a new reproductive cycle….the hypothalamus will release GnRH which 

will cause the anterior pituitary gland to release FSH and LH and the woman will shed the uterine 

lining and new follicle will be stimulated to produce a new egg etc. 

However, if fertilization occurs the fetus will start to produce HcG Human chorionic 

gonadotropin (hence what a pregnancy test picks up) and this will prevent the corpus luteum from 

dying. So, until the placenta becomes fully functional, the corpus luteum will help maintain steady 



levels of progesterone and estrogen to maintain the endometrium for the fetus. The placenta will 

take over will progesterone and estrogen production at approximately 8 weeks. 

SECRETORY Phase: (uterine changes….cycle days 15-28) 

Goal: endometrium is receptive to the implantation of a fertilized ovum 

The progesterone being released from the corpus luteum is allowing the endometrium to be 

receptive for implantation of the fertilized ovum 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



“Fertilization and Fetal Development” 

OBJECTIVES 

1. Explain human fertilization and implantation.  

2. Describe embryonic development.  

3. Describe fetal development and the maturation of body systems.  

4. Describe the development and functions of the amniotic fluid, placenta, and umbilical cord.  

5. Describe fetal circulation 

 

 

The human body contains many millions of cells at birth, but life begins with a single 

cell created by the fusion of a sperm with an ovum. 

The genes and chromosomes contained within the DNA determine the uniqueness of 

the traits and features of the developing person.  

Normal human chromosomes begin in pairs, one supplied by the mother and the other 

by the  

father. Each body cell contains 46 chromosomes, made up of 22 pairs of autosomes 

(body  

chromosomes) and 1 pair of sex chromosomes that determine the sex of the fetus. 

Each  

chromosome contains genes that involve heredity. 

 

Fertilization  

Fertilization occurs when a sperm penetrates an ovum and unites with it, restoring the 

total number of chromosomes to 46. It normally occurs in the outer third of the 

fallopian tube, near the ovary. The sperm pass through the cervix and the uterus and 

into the fallopian tubes by means of the flagellar (whiplike) activity of their tails and 

can reach the fallopian tubes within 5 minutes after coitus.  

The time during which fertilization can occur is brief because of the short life span of 

mature  

gametes. The ovum is estimated to survive for up to 24 hours after ovulation. The 

sperm remains capable of fertilizing the ovum for up to 5 days after being ejaculated 

into the area of the cervix. 

 

Sex determination  
The sex of human offspring is determined at fertilization. The ovum always 

contributes an X  

chromosome (gamete), whereas the sperm can carry an X or a Y chromosome 

(gamete). When a sperm carrying the X chromosome fertilizes the X-bearing ovum, a 

female offspring (XX) results. 

 

Tubal transport of the zygote  
The zygote is the cell formed by the union of the sperm and the ovum, and it is 

transported through the fallopian tube and into the uterus. Fertilization normally 



occurs in the outer third of the fallopian tube. During transport through the fallopian 

tube, the zygote undergoes rapid mitotic division, or cleavage. Cleavage begins with 

two cells, which subdivide into four and then eight cells to form the blastomere. The 

size of the zygote does not increase; rather, the individual cells become smaller as 

they divide and eventually form a solid ball called the morula.  

The morula enters the uterus on the third day and floats there for another 2 to 4 days. 

The cells form a cavity, and two distinct layers evolve. The inner layer is a solid mass 

of cells called the blastocyst, which develops into the embryo and the embryonic 

membranes. The outer layer of cells, called the trophoblast, develops into an 

embryonic membrane, the chorion. 

 

Implantation of the zygote  
The zygote usually implants in the upper section of the posterior uterine wall. The 

cells burrow into the prepared lining of the uterus, called the endometrium. The 

endometrium is now called the decidua; the area under the blastocyst is called the 

decidua basalis and gives rise to the maternal part of the placenta. 
 

 

 

 

 



 

 

 

Development and Cell differentiation  
After implantation the cells begin to differentiate and develop special functions. The 

chorion, amnion, yolk sac, and primary germ layers appear.  

 

Chorion  

The chorion develops from the trophoblast (outer layer of embryonic cells) and 

envelops the amnion, embryo, and yolk sac. It is a thick membrane with fingerlike 

projections called villi on its outermost surface.  

Amnion  
The amnion is the second membrane; it is a thin structure that envelops and protects 

the embryo. 

The chorion and the amnion together form an amniotic sac filled with fluid (bag of 

waters) that permits the embryo to float freely. Amniotic fluid is clear, has a mild 

odor. The volume of fluid is about 1000 mL at 37 weeks. 
 

The following are functions of amniotic fluid:  
• Maintains an even temperature  



• Prevents the amniotic sac from adhering to the fetal skin  

• Allows symmetrical growth  

• Allows buoyancy and fetal movement  

• Acts as a cushion to protect the fetus and the umbilical cord from injury 
 

 

 

Yolk Sac  
On the ninth day after fertilization, a cavity called the yolk sac forms in the 

blastocyst. It functions only during embryonic life and initiates the production of red 

blood cells. This function continues for about 6 weeks until the embryonic liver takes 

over.  

 

Germ Layers  
After implantation, the zygote in the blastocyst stage transforms its embryonic disc 

into three  

primary germ layers known as ectoderm, mesoderm, and endoderm. Each germ layer 

develops into a different part of the growing embryo.  

 

Accessory structures of pregnancy  
The placenta, umbilical cord, and fetal circulation support the fetus as it completes 

prenatal life and prepares for birth.  

The placenta is a temporary organ for fetal respiration, nutrition, and excretion. It 

also functions as an endocrine gland.  

 



Umbilical cord  
The umbilical cord develops with the placenta and fetal blood vessels and is the 

lifeline between the mother and fetus. Two arteries carry blood away from the fetus, 

and one vein returns blood to the fetus. Wharton jelly covers and cushions the cord 

vessels and keeps the three vessels separated.  

The vessels are coiled within the cord to allow movement and stretching without 

restricting  

circulation. The normal length of the cord is about 55 cm (22 inches). The umbilical 

cord usually protrudes from the center of the placenta. 

 

Fetal circulation  
After the fourth week of gestation, circulation of blood through the placenta to the 

fetus is well established. Because the fetus does not breathe and the liver does not 

have to process most waste products.  

There are three fetal circulatory shunts:  

1. Ductus venosus: diverts some blood away from the liver as it returns from the 

placenta.  

2. Foramen ovale: diverts most blood from the right atrium directly to the left 

atrium, rather than circulating it to the lungs.   

                                 

3. Ductus arteriosus: diverts most blood from the pulmonary artery into the aorta. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



“NORMAL PREGNANCY” 
OBJECTIVES 

1- Describe the process of confriming pregnancy and estimating the date of birth 

2- describe the physiogic changes that occur during pregnancy  

3- differentiate  presumptive , ptobable  and positive signs of pregnancy . 

 

This includes : 
1. Physiological changes of pregnancy  

2. Changes in the various systems 

3. Presumptive signs of pregnancy  

4. Probable signs of pregnancy 

5. Positive signs of pregnancy 

  

Gestation: 

Time from fertilization of the ovum until the estimated date of delivery  About 280 

days 

 

Physiological changes of pregnancy : 

Changes involve both genital organs & other systems due to the effect of hormones 

of pregnancy . 

A-Reproductive system 

1. Uterus 

a. Uterus enlarges, increasing in mass from approximately 60 to 1000 g as a result of 

hyperplasia (influence of estrogen) and  hypertrophy. 

b. Size and number of blood vessels and lymphatics increase. 

c. Irregular contractions occur, typically beginning after 16 weeks of gestation. 

 

 



2. Cervix 
a. Cervix becomes shorter, more elastic, and larger in diameter. 

b. Endocervical glands secrete a thick mucous plug, which is expelled from the canal when  dilation 

begins. 

c. Increased vascularization and an increase in  estrogen cause softening and a violet discoloration 

known as Chadwick’s sign, which occurs at about 6 weeks of gestation 

 

 

 

 

3- Ovaries 

a. A major function of the ovaries is to secrete progesterone for the first 6 to 7 weeks of  pregnancy. 

b. The maturation of new follicles is blocked. 

c. The ovaries cease ovum production. 

4. Vagina: 

a. Hypertrophy and thickening of the muscle occur. 

b. An increase in vaginal secretions is experienced; secretions are usually thick, white, and acidic. 

5. Breasts: Breast changes occur because of the  increasing effects of estrogen and progesterone. 

a. Breast size increases, and breasts may be tender. 

b. Nipples become more erectile . 

c. The areolae become darker in color. 

d. Superficial veins become prominent. 

e. Hypertrophy of Montgomery’s follicles occurs. 

f. Colostrum may leak from the breast. 

 

 

 

 

 

 

 



 

 

 

B. Cardiovascular system 

1. Circulating blood volume increases, plasma increases, and total red blood cell volume increases 

(total volume increases by approximately 40% to 50%). 

2. Physiological anemia occurs as the plasma increase exceeds the increase in production of  red 

blood cells. 

3. Iron requirements are increased. 

4. Heart size increases, and the heart is elevated  slightly upward and to the left because of 

displacement of the diaphragm as the uterus enlarges  

5. Retention of sodium and water may occur. 

 

 

 

 

 

 

 

 

 

 

C. Respiratory system 

1. Oxygen consumption increases by approximately 15% to 20%. 

2. Diaphragm is elevated because of the enlarged  uterus. 

3. Shortness of breath may be experienced 

D. Gastrointestinal system 

1. Nausea and vomiting may occur as a result of the  secretion of human chorionic gonadotropin; it 

typically subsides by the third month. 

2. Poor appetite may occur because of decreased  gastric motility. 

3. Constipation may occur because of an increase  in progesterone production or pressure of the  

uterus resulting in decreased gastrointestinal motility 

4. Flatulence and heartburn may occur because of  decreased gastrointestinal motility and slowed  

emptying of the stomach caused by an increase in progesterone production. 

5. Hemorrhoids may occur because of increased  venous pressure. 

E. Renal system 

1. Frequency of urination increases in the first and 

third trimesters because of increased bladder sensitivity and pressure of the enlarging uterus on  the 



bladder. 

2. Decreased bladder tone may occur and is caused  by an increase in progesterone and estrogen 

levels; bladder capacity increases in response to increasing levels of progesterone. 

3. Renal threshold for glucose may be reduced. 

F. Skin 

Some changes occur because the levels of melanocyte-stimulating hormone increase as a  result of 

an increase in estrogen and progesterone  levels; these changes include the following: 

a. Increased pigmentation 

b. Dark streak down the midline of the abdomen (linea nigra) 

c. Chloasma (mask of pregnancy)—a blotchy 

brownish hyperpigmentation, over the forehead, cheeks, and nose 

d. Reddish purple stretch marks (striae gravidarum) on the abdomen, breasts, thighs, 

and upper arms 

G.Musculoskeletal system 
1. Changes in the center of gravity begin in the second trimester and are caused by the hormones  

relaxin and progesterone. 

 

2. Relaxation and increased mobility of pelvic joints occur, which permit enlargement of pelvic  

dimensions. 

3. Abdominal wall stretches with loss of tone  throughout pregnancy, regained postpartum. 

4. Umbilicus flattens or protrudes. 

H. Endocrine system 
1. Basal metabolic rate increases and metabolic function increases. 

2. The anterior lobe of the pituitary gland enlarges and produces serum prolactin needed for the 

lactation process. 

3. The posterior lobe of the pituitary gland produces oxytocin, which stimulates uterine 

contractions. 

4. The thyroid enlarges slightly, and thyroid activity increases. 

5. The parathyroid increases in size. 

6. Body weight increases. 

7. Water retention is increased, which can contribute to weight gain. 

I. Emotional changes : 

 changes in mood , irritated , anxiety, psychosis, depression Could occur 
     

 Symptoms of pregnancy : 
Presumptive symptoms :  

1. Amenorrhea ( missed period )  

2. Morning sickness ( nausea, vomiting ), hyperemesis gravid arum 

3. Frequent micturition  

4. Breast changes : large , painful , tingling sensation with fullness , presence of                                                                                                                                       

    secondary areola with colostrum 

5.Quickening : primi → 18-20 weeks, multi → 16 – 18 weeks  

     6. Vaginal signs : blue color of mucus membrane of vagina due to ↑ vascularity 

     7. Skin changes : stria gravidarum , linea nigra, chloasma, secondary areola of breast 

 

Propable signs : 

1. Abdominal changes : distended 



2. Uterine changes : ↑ size & vascularity 

3. Fetal outline 

4. Cervical changes → sign 

5. Braxton Hick contraction → sign 

6. Pregnancy test ( positive ) → sign 

Positive signs : 

1. Fetal heart ( positive ) : rate 120-150 beats/minute 

2. Fetal movement 

3. U/S exam. 

“Prenatal care“ 

OBJECTIVES 

1- Evaluate the benefits of prenatal  care and  problem  of accessibility for some women  

2- Describe nutritional  needs of pregnant  women 

Explain cause and nursing intervention for common discomfort of pregnancy    

Prenatal care 

This includes : 

1. Medical & nursing care 

2. Taking history 

3. Physical exam. 

4. Obstetrical exam. 

5. Nutrition during pregnancy  

6. General hygiene during pregnancy 

7. Minor discomforts during pregnancy 

8. Preparation for labor & delivery 

       

Antenatal care: is important for: 

1. Maintaining mother in best possible health condition  

2. Detecting complications earlier 

3. Maternal education : for diet , general health , vaccination , psychological support 

 

      1st visit called booking . This include the followings : 

1.  History taking 

2. General exam.  

3. obstetric exam. → scheduled visits 

4. Investigations → GUE , Hb%, Blood group & Rh 

 

       Maintaining general health of pregnant lady : 

1. rest, sleep ( 10 hrs.) 

2. exercise 

3. employment activity 

4. traveling 

5. breast care 

6. cloths (wide ,clean) 

7. shoes (low healed) 



8. teeth care  

9. bowel habit 

10. hemorrhoids 

11. douches& vaginal hygiene 

12. smoking 

13. alcohol 

14. drug abuse 

15. diet intake (adequate, frequent, carbohydrates) 

16. psychological support for labor 

    

History taking : 

The nurse should receive mother in pleasant manner, good relationship , able to answer all 

questions 

It includes : 

1. Identifying data : name , age, race, occupation, religion 

2. Chief complaint : what makes the patient come to the clinic & duration 

3. History of present illness : details of chief complaints  

4-Medical and Surgical History: Chronic conditions can affect the outcome of the pregnancy and 

should be investigated. Infections, surgical procedures, and trauma may complicate the pregnancy 

or childbirth and should be documented. The history includes the following: 

 A-Childhood diseases and immunizations 

 B-Chronic illnesses (onset and treatment) such as asthma,  eart disease, hypertension, diabetes, 

renal disease, and  lupus 

 C- Previous illnesses, surgical procedures, and injuries (particularly of the pelvis and back) 

D- Previous infections such as hepatitis, STDs, tuberculosis, and presence of group B Streptococcus 

E-History of and treatment for anemia, including any previous blood transfusions 

F-Bladder and bowel function (problems or changes) 

G-Amount of caffeine and alcohol consumed each day 

H- Tobacco use in any form (number of years and daily  amount) 

I- Complementary or alternative therapies used 

J-Appetite, general nutrition, history of eating disorders 

K-Contact with pets, particularly cats (increased risk for  infections such as toxoplasmosis) 

L-Allergies and drug sensitivities 

M-Occupation and related risk factors 

5- Family history : D.M , HT, respiratory or renal, thyroid disorders, bleeding disorders, hepatitis , 

epilepsy tuberculosis In addition, it  may reveal information about patterns of genetic or congenital  

anomalies 

6- Social history : habits , living accommodations 

7- Review of systems : respiratory, cardiac, GIT, genitourinary , neurological 

8-Obstetric History: The obstetric history provides essential information about previous 

pregnancies and may alert the health care provider to possible problems in the present pregnancy. 

Components of this history include the following: . Gravida, para, abortions (spontaneous or 

elective termination of pregnancies before the 20th week of gestation;  spontaneous abortion is 

frequently called miscarriage),  and living children 

. Length of previous gestations 

. Weight of infants at birth 

. Labor experiences, type of deliveries, locations of births,  and names of providers 

. Types of anesthesia and any difficulties with anesthesia  during childbirths or previous surgeries 

. Maternal complications such as hypertension, diabetes, infection, bleeding, or psychologic 



complications 

. Infant complications 

. Methods of infant feeding used in the past and currently  planned 

9- Gynecological history : gynecological infection , operations , contraceptive use, 

A detailed history of contraceptive method is important. 

10- Menstrual history : menarche, regular , amount of blood loss, dysmenorrhea , LMP, Duration 

of period , Length of the cycle 

 

General examination / physical exam.   
1. Vital signs : Blood pressure , Temp. , PR, Respiratory rate, height , wt. lymph nodes , goiter , 

teeth , throat, breast , skin, signs of infection or disorders  

2. Abdomen exam. : fundal height, fundal grips , lateral grip, pelvic grip  

3. Pelvic exam. : bimanual exam. for comfirming pregnancy , any infection , adequacy of pelvic 

cavity 

4. Diagnose high risk pregnancy  

5. Investigations : Hb% , Bd. group & Rh , GUE 

6. Subsequent visits → scheduled as follows : 

a- Conception to 28 weeks → every 4 week 

b- 29 to 36 weeks → every 2 week 

c- 37 weeks to birth → weekly  

 

Nutrition during pregnancy : 

Studies show direct relationship between maternal diet & pregnancy outcome . Bad nutrition leads 

to difficulties in pregnancy , labor & delivery : ↑ perinatal mortality , LBW, ↑ infant morbidity 

Possible effects of poor nutrition on reproductive cycle : 

1. infertility 

2. abortion , stillbirth, neonatal death 

3. PET, eclampsia 

4. placental abnormalities  

5. LBW babies 

6. slow postpartum recovery 

      7.difficulties in lactation 

   Nutritional assessment : 

1.  Assess dietary intake : nurse ask for amount of food intake , type , method of preparation 

2. Assess nutritional status : by : 

a- measuring height & wt. ( BMI ) to identify under wt. mother 

b-  doing investigations Hb%, S. level of folic acid used as indicator  

c- Sometime, do total S. protein, Albumin, S. vit. B12 

 

 

 

 

 

 

 

 

Nutritional risk factors : 

1. < 17 years old : need ↑ nutrition for her body & her fetus  



Adolescent woman had LBW, ↑ perinatal mortality , prematurity  

Older woman may also need additional nutrition  

2. Obstetric history : high parity , PET, gestational diabetes , anemia, APH, prematurity, 

neonatal    

Death 

3. Pregnancy complications : anemia, D.M, PET 

4. Medical history  

5. Maternal wt.  

a- low pre pregnant wt. → 10% under standard wt. for height have LBW, premature, ↑ 

morbidity & mortality 

b-  obesity   →  20%  over standard wt. for height have HT, DM & thrombophlebitis 

       

      Insufficient wt. gain related to LBW babies  

      ↑ iron , folic acid , calcium  0.5  →  1.5 gm  

 

Minor Discomforts of Pregnancy: 

 

A. Nausea and vomiting 
1. Occurs in the first trimester and usually subsides  by the third month 

2. Caused by elevated levels of human chorionic  gonadotropin and other pregnancy hormones 

as well as changes in carbohydrate metabolism 

3. Interventions 
a. Eating dry crackers before arising 

b. Avoiding brushing teeth immediately after arising   

c.Eating small, frequent, low-fat meals during the day 

d. Drinking liquids between meals rather than  at meals 

e. Avoiding fried foods and spicy foods 

f. Taking antiemetic medications as prescribed (Meclezine 25 mg , Cyclizine 50 mg or 

Promethazine 25 mg  TDS ) , I.V fluid with sedative & sometime vit. B12 ( 10 mg ) supplement 
. 

 

B. Urinary urgency and frequency 
1. Usually occurs in the first and third trimesters 

2. Caused by pressure of the uterus on the bladder 

3. Interventions 
a. Drinking no less than 2000 mL of fluid during the day 

b. Limiting fluid intake in the evening 

c. Voiding at regular intervals 

d. Sleeping side-lying at night 

e. Wearing perineal pads, if necessary 

f. Performing Kegel exercises 

C. Heartburn 
1. Occurs in the second and third trimesters 

2. Results from increased progesterone levels, decreased gastrointestinal motility, esophageal 

reflux, and displacement of the stomach by the  enlarging uterus 

3. Interventions 
a. Eating small, frequent meals 

b. Sitting upright for 30 minutes after a meal 



c. Drinking milk between meals 

d. Avoiding fatty and spicy foods 

e. Performing tailor-sitting exercises 

f. Consulting with the HCP about the use of  antacids 

D. Ankle edema 
1. Usually occurs in the second and third trimesters 

2. Results from vasodilation, venous stasis, and  increased venous pressure below the uterus 

3. Interventions 
a. Elevating the legs at least twice a day and when resting 

b. Sleeping in a side-lying position 

c. Wearing supportive stockings or support hose 

d. Avoiding sitting or standing in 1 position for  long periods 

 

E. Varicose veins 

1. Usually occur in the second and third trimesters 

2. Result from weakening walls of the veins or valves and venous congestion 

3. Interventions 

a. Wearing supportive stockings or support hose 

b. Elevating the feet when sitting 

c. Avoiding long periods of standing or sitting 

d. Moving about while standing to improve circulation 

e. Avoiding leg crossing 

f. Avoiding constricting articles of clothing suchas knee-high stockings 

4. Thrombophlebitis is rare, but it may occur. 

a. Teaching leg exercises 

b. Avoiding airline travel 

 

F. Increased vaginal discharge 
1. Can occur in the first through the third trimesters 

2. Caused by hypertrophy and thickening of the vaginal mucosa and increased mucus 

production 

3. Interventions 
a. Using proper cleansing and hygiene techniques 

b. Wearing cotton underwear 

c. Avoiding douching 

d. Consulting the HCP if infection is suspected 

 

G. Hemorrhoids 
1. Usually occur in the second and third trimesters 

2. Result from increased venous pressure and 

constipation 

 

3. Interventions 

a. Soaking in a warm sitz bath 

b. Sitting on a soft pillow 

c. Eating high-fiber foods and drinking sufficient fluids to avoid constipation 

d. Increasing exercise, such as walking 

e. Applying ointments, suppositories, or compresses as prescribed by the HCP 

 

H. Constipation 
1. Usually occurs in the second and third trimesters 

2. Results from an increase in progesterone production, decreased intestinal motility, 



displacement of the intestines, pressure of the uterus, and taking iron supplements 

3. Interventions 

a. Eating high-fiber foods such as whole grains, fruits, and vegetables 

b. Drinking no less than 2000 mL per day 

c. Exercising regularly, such as a daily 20- minute walk 

d. Consulting with the HCP about interventions such as the use of stool softeners, laxatives, or 

enemas 

 

I. Backache 

1. Usually occurs in the second and third trimesters 

2. Caused by an exaggerated lumbosacral curve resulting from an enlarged uterus 

3. Risk for falls; teach to move about slowly 

4. Interventions 

a. Obtaining rest 

b. Using correct posture and body mechanics 

c. Wearing low-heeled, comfortable, and supportive shoes 

d. Performing pelvic tilt (rock) exercises and conscious relaxation exercises 

e. Sleeping on a firm mattress 

 

 

J-Leg cramps 
1. Usually occur in the second and third trimesters 

2. Result from an altered calcium-phosphorus balance and pressure of the uterus on nerves or 

from fatigue 

3. Interventions 
a. Getting regular exercise, especially walking 

b. Dorsiflexing the foot of the affected leg 

c. Increasing calcium intake 

 

K. Shortness of breath 
1. Can occur in the second and third trimesters 

2. Results from pressure on the diaphragm from the enlarged uterus 

3. Interventions 

a. Taking frequent rest periods 

b. Sitting and sleeping with the head elevated or on the side 

c. Avoiding overexertion 

 

 

Preparation of pregnant lady for labor & delivery : 

1. Education during antenatal care . Explain what will happen  

2. Psychological support  

3. Advise to have bath, clean cloths  

4. Evacuate the bowel , catheterization for urination 

5. Clean vagina by shaving hair 

6. Measuring vital signs frequently  

7. Checking her investigations 

8. Thorough exam. ( general & obstetrical exam.) 

9. Position in the theatre , isolation of the patient 

Detect signs & symptoms of maternal & fetal distress      

 



 

“PREGNANCY COMPLICATIONS”  

HEMORRHAGIC CONDITIONS OF EARLY  PREGNANCY 

OBJECTIVES 

1.Describe potential complications of pregnancy and its management of hemorrhagic 

condition of early pregnancy , including  spontaneous  abortion,  ectopic  pregnancy and 

gestational trophoblastic  disease  . 

2- Describe potential complications of pregnancy and its management of hemorrhagic 

condition of late pregnancy placenta previa  and placenta abruption 

3- Explain physiology and management of placenta previa  and placenta abruption. 

4- describe the development and management of hypertensive disorders of pregnancy 

5- Discuss the effects and management of preexisting  diabetes mellitus during pregnancy .  

6- Explain the physiology and management of gestational diabetes mellitus . 

 

 

The three most common causes of hemorrhage during the  first half of pregnancy are abortion, 

ectopic pregnancy, and gestational trophoblastic disease . 

Abortion: 

Abortion is the loss ofpregnancy before the fetus is viable, or  capable of living outside the uterus. 

The medical consensus  today is that a fetus of less than 20 weeks of gestation or one weighing less 

than 500 grams (g) is not viable. 

Spontaneous Abortion: 

Spontaneous abortion is a termination of pregnancy without action taken by the woman or another 

person. 

Incidence andEtiology. Determining the exact incidence of spontaneous abortion is difficult because 

many unrecognized losses occur in early pregnancy, but it averages approximately 18% to 31% 

with any pregnancy. Most pregnancies (50% to 70%) are lost during the first trimester;  many of 

these may occur before implantation or during the first month after the last menstrual period. 

Causes: 

First trimester ( 12 weeks ) 

1- Chromosomal a abnormalities ( 50 %-60%) Anembryonic (no embryo) causing a 

spontaneous  abortion 

2-  maternal infections such as syphilis, listeriosis, toxoplasmosis, brucellosis, rubella, 

cytomegalic virus,  

3- maternal endocrine disorders such as hypothyroidism, diabetes, and decreased progesterone. 

4- Anatomic defects of the uterus,uterine septum, or cervical incompetence may contribute to 

pregnancy loss at any gestational age 

5- Finally, heavy alcohol consumption and heavy smoking may play a role in spontaneous 

abortion 

6- Teratogen drugs and radiation ( cancer chemotherapy)  



 

 

 

 

Pathophysiology: 

the pathophysiology  of spontaneous a abortion differs according to the cause  in most cases   

embryonic death occurs , which results in loss human chorionic gonadotropin  ( HCG)  and 

decreased  progesterone and estrogen levels . the uterine deciduas is then sloughed off ( vaginal 

bleeding ) and usually expels the embryo / fetus . 

  Classification : 

 Spontaneous abortions are subdivided in to the following categories so that they can be 

differentiated  clinically  

1-Threatened abortion :  

Unexplained bleeding ,cramping , or backache indicate that the fetus may be in jeopardy , bleeding 

persist for days the cervix is closed it may be followed by partial or complete  expulsion of 

pregnancy , or it may resolve with out threatening the fetus these will continue to term other will 

end by missed abortion. 

2- Inevitable Abortion   Clinical Manifestations. Abortion is usually inevitable 

(i.e., it cannot be stopped) when membranes rupture and the  cervix dilates. Rupture of membranes 

generally is experienced  as a loss of fluid from the vagina and subsequent uterine  contractions and 

active bleeding. Incomplete evacuation of the products of conception can result in excessive 

bleeding  or infection. 

3- Incomplete Abortion  Clinical Manifestations. Incomplete abortion occurs when some but not 

all of the products of conception are expelled from the uterus. The major manifestations are active 

uterine bleeding and severe abdominal cramping. The  cervix is open, and some fetal and/or 

placental tissues are passed 

 

 

 



4- Complete Abortion   Clinical Manifestations. Complete abortion occurs when all products of 

conception are expelled from the uterus. After passage of all products of conception, uterine  

contractions and bleeding subside and the cervix closes.  The uterus feels smaller than the length of 

gestation would  suggest. The symptoms of pregnancy are no longer present, and the pregnancy test 

becomes negative as hormone levels fall. 

5-Missed abortion :  

The fetus dies in utero but is not expelled uterine growth ceases , breast changes regress and the 

women  may report brownish vaginal  discharge . the cervix is closed on history , pelvic 

examination , and drop in      ( HCG ) levels or  a negative pregnancy test and may be confirmed by 

ultrasound if necessary . 

If  the fetus is retained beyond 4 weeks , fetal autolysis ( break down of cells or tissue ) results in 

the release of thromboplastin  , and disseminated intravascular  coagulation ( DIC ) may develop  

6- Recurrent or habitual abortion: 

Abortion occurs consecutively in three or more pregnancies . 

Causes : 

the primary causes of recurrent abortion  are believed to be  

1- Genetic  or chromosomal abnormalities and anomalies of the reproductive tract , such as 

uterus   with to horns or incompetent cervix   

2- Additional causes include an  inadequate luteal phase with insufficient secretion of 

progesterone Additional causes include an inadequate luteal phase with insufficient 

secretion of progesterone 

3- Systemic diseases such  as systemic lupus erythematosus and diabetes mellitus have been 

implicated in recurrent abortions. 

4- Reproductive  infections and some sexually transmitted diseases (STDs)  are also associated 

with recurrent abortions 

 

7- Septic abortion : 

Presence of infection septic abortion is less common since the availability of legal abortion . 

may occur with prolonged , unrecognized rupture of the membranes , pregnancy with 

intrauterine device (IUD ) in utero , or  pregnancy attempts by in adequately  prepared 

individuals to terminate a pregnancy . 

 

Management of abortion: 

1-bed rest . 

2-sedation. 

3- For incomplete abortion curettage before 14 wks of gestation but after 14 wks of pregnancy 

we do induction of abortion by giving pit    ( oxytocine ) drips. 

4- Anti biotic to prevent infection.  

5-RH-ve women give immunoglobulin after abortion. 



 

Nursig care : 

1-Monitor blood pressure and pulse frequently. 

2- Observe women for indication of shock , such as pallor , chammy skin , perspiration ,dyspnea , 

or restlessness . 

3-Count and weight pads to assess amount of bleeding over a given time period , save any tissue or 

clost expelled . 

4- If pregnancy is of 12 weeks gestation or beyond , assess fetal heart tones with a Doppler .  

5- Prepare for intravenous  ( IV ) therapy . there may be standing orders to start IV therapy on  

bleeding clients . 

6- Prepare equipment for examination  have oxygen therapy available . 

7-Collect and organize all data , onset of bleeding episode , laboratory studies ( Hb ,Rh ,hormonal 

assays ) . 

8 -Obtain  an order to type and cross – match  for  blood if there is evidence of significant blood 

loss .  

9- Asses coping mechanisms and support system of women in crisis  

Give emotional support to enhance her coping abilities by continuous , sustained presence , by clear 

explanation of procedures , and by communicating her status to her family , most important , 

prepare the women for possible  fetal loss Assess her expressions of anger , denial , guilt 

,depression , or self – blame 

10- Assess the family's response to the situation  

Ectopic Pregnancy: 
Ectopic pregnancy is an implantation of a fertilized ovum in an area outside the uterine cavity. 

Although implantation can  occur in the abdomen or cervix, 97% of ectopic pregnancies  occur in 

the fallopian tube.   shows the common sites of ectopic implantation. 

 



 

 

Causes: 

1-   Additional causes of ectopic pregnancy are delayed or premature ovulation, with the 

tendency of the fertilized ovum to implant before arrival in the uterus, and altered tubal 

motility in response to changes in estrogen and progesterone levels that occur with 

conception. 

2- Previous pelvic or tubal surgery  

3- Endometriosis   

4- Previous ectopic pregnancy  

5- Presence of an intrauterine device ( IUD )  

6- Congenital anomalies of the tube  

7- Use of ovulation –inducing drugs   

8- infertility  

 9-Smoking  

      10-Advanced maternal age(25-34) 

    
 

Clinical Manifestations: 

The classic signs of ectopic pregnancy include the following: 

1-Missed menstrual period 

2-Positive pregnancy test 

3- lower Abdominal pain 

4-Vaginal ―spotting‖(6-8 weeks) 

5- dark red or brown  

6- shock 

7- blood in peritoneal cavity  

8- dizziness and faintness  

9- blueness around the umbilicus  hemato peritoneum ( indicated intra abdominal ruptured   ) 

  

     Diagnosis : 



1- A careful assessment of menstrual history , particularly the last menstrual period  ( LMP )  

2- Careful pelvic exam to identify any abnormal pelvic masses and tenderness  

3- Labrotory testing ( pregnancy test )   

4- Physical examination  

5- Ultrasonography . 

6- Labroscopy ( examination of the  peritoneal  cavity ) 

 

Management:  

1- surgical for rupture either by laparoscopy or laparotmy to remove the affected tube or to 

perform a salpingostom( incision in to the tube to terminate the pregnancy )  

2- medical by metho trexate in case of early diagnosis when un ruptured mass is lass then 4 cm  

 

  Nursing care: 

1- checking vital signs and  labrotory test, take sample of blood send for Hb , blood group and 

Rh and cross match  she must inform the doctor who will be  responsible  

2-Nursing care focuses on prevention or early identification of  hypovolemic shock, pain control, 

and psychological support for the woman who experiences ectopic pregnancy. 

3-for the woman who experiences ectopic pregnancy. 

4-Nurses administer ordered analgesics and evaluate their effectiveness  so pain can be adequately 

controlled. 

5-Nurse administers Rh immune globulin to Rho(D)-negative women 

6-psychological support  

7-After operation , nurse must be alert for the sign  of infection and intra abdominal bleeding 

follow – up  .Hcg  levels are essential to confirm that all trophoblastic tissue was removed  

  

 Complication of ectopic  pregnancy: 

1- sever blood loss  

2- residual trophoblastic tissues which cause infection and adhesion  future infertility 

 

   Gestational Trophoblastic Disease 

   (Hydatidiform Mole) 

Hydatidiform mole is one form of gestational trophoblastic disease, which occurs when trophoblasts 

(peripheral cells that attach the fertilized ovum to the uterine wall) develop abnormally. The 

placenta does not develop normally and, if a fetus is present, there will be a fatal chromosome 

defect. Gestational trophoblastic disease is characterized by proliferation and edema of the 

chorionic villi. The  fluid-filled villi form grapelike clusters of tissue that can rapidly grow large 

enough to fill the uterus to the size of an advanced pregnancy. The mole may be complete, with no 

fetus present, or  partial, in which fetal tissue or membranes are present 

Type of hydatid formal  

Hydatid formal subdivide in to  



1-complete hydatid formal. is thought to occur when the ovum is fertilized by a sperm that 

duplicates its own chromosomes and the maternal chromosomes in the ovum are inactivated , a 

complete mole that is composed only of enlarged villi but contains no fetal tissue or membranes.  

2-partial mole, the maternal contribution is usually present, but  the paternal contribution is 

doubled, and therefore the karyotype is triploid (69,XXY or 69,XYY). If a fetus is identified  with 

the partial mole, it is grossly abnormal because of the  abnormal chromosomal composition.  a 
partial mole that includes some fetal tissue and membranes 

 

clinical manifestations  

1- Vaginal bleeding is almost universal with molar pregnancies and may occur as early as the fourth 

week or as late  as the second trimester  

It is often brownish  like prune juice due to liquefaction of the uterine clot but it may be bright red . 

2- Anemia occurs frequently due to the loss of blood  

3- hydropic vesicles may be passed and if so , are  diagnostic with a partial mole the vesicles are 

often smaller and may not be noticed by the women  

4- Uterine enragement greater then expected for gestational age is a classic sign . enlargement is 

due to the proliferating trophoblasic tissue and to a large amount of clotted blood  

5- Absence of fetal heart sounds in the presence of other signs of pregnancy is a classic sign of 

molar pregnancy  

6- Markedly elevated serum HCG may be present due to continued secretion by the proliferation 

trophololastic tissue . 

7- Very low levels of mafernal serum  fetoprotein are found . 

8- Hyper emesis gravid arum may occur , probably as are sult of the high levels of HCG . 

9-  pre eclampsia may be seen , especially in the molar pregnancy continues in to the second 

trimester .  

10 – Rarely , hyperthyroidism results from production thyrotropin by molar tissue It produced 

thyrotoxicosis 

 

 

 

 

   Diagnosis: 

    1- Ultrasound . 

   2- High level of HCG. 

3- Chest X- ray will done to exclude metastatic to the lung . 

 



 Management:  

Management of mal pregnancy is based on three principles 

1- diagnosis of the mole . 

2- evacuation of the uterus . 

3 –monitoring of HCG levels . 

 Evacuation : 

Done by suction of uterus and tissue will send for histopathology if patient has complete her family 

we do immediate hysterectomy it is will decrease the chance of malignancy 

Follow – up of serum HCG level : 

Women will have spontaneous regression of HCG levels by 15 weeks after evacuation during this 

time  

Do pregnancy test every week but if become we do HCG maintain every month tell another 12 

weeks  

Pelvic examination every two weeks and then every 3 month where HCG level is be negative Avoid 

pregnancy for one year after pregnancy test is be negative 

Chest –X- Ray : 

To exclude lung metastesis if level of HCG is increasing by detection it is level in blood or 

pregnancy test remain +Ve  and by result of tissue from pregnancy is mean  

Choriocarcinoma we started chemotherapy gestational trophoblast is 100% curable in women with 

out metastasis or this with metastasis whose initial HCG level are less than 40.000 m /u/ml  

Nursing care:  

1-Assess sign and symptom . 

2- In from the women about probable procedure and the need for follow up of HCG . 

3- Discuss of pregnancy at the time of follow up might  ask the ability to detect atrophoblastic 

tumour . 

4- Psychological management a bout feeling related to loss her pregnancy and fear of developing 

cancer  

  

 

 

Complication of hydatid for mole:  

1-Anemia 

2- Hyperthyroidism  

3- Infection .usually seen with late diagnosis and spontaneous abortion of the mole  



4- Disseminated intravenous coagulation ( DIC ) 

5- Trophoblastic embolization of the lung , usually  seen after molar evacuation of a significantly 

enlarged uterus ( this creates a cardio respiratory  emergency  )  

6-Ovarian cysts , which may be small or large enough to displace the uterus  

 

 

Incompetent Cervix: 
A. Description  

1. Incompetent cervix refers to premature dilation of the cervix, which occurs most often in the 

fourth or fifth month of pregnancy and is associated with structural or functional defects of the 

cervix. 

2. Treatment involves surgical placement of a cervical cerclage. 

B. clinical manifestations 
1. Vaginal bleeding 

2. Fetal membranes visible through the cervix 

C. nursing care: 

1. Provide bed rest, hydration, and tocolysis, as prescribed, to inhibit uterine contractions. 

2. Prepare for cervical cerclage (at 10 to 14 weeks of gestation), in which a band of fascia or 

nonabsorbable ribbon is placed around the cervix  beneath the mucosa to constrict the internal os. 

3. After cervical cerclage, the client is told to refrain  from intercourse and to avoid prolonged 

standing and heavy lifting. 

4. The cervical cerclage is removed at 37 weeks of  gestation or left in place and a cesarean birth is  

performed; if removed, cerclage must be repeated  with each successive pregnancy. 

5. After placement of the cervical cerclage, monitor  for contractions, rupture of the membranes, 

and signs of infection. 

6. Instruct the client to report to the HCP immediately any postprocedure vaginal bleeding or 

increased uterine contractions. 

 

HEMORRHAGIC CONDITIONS OF LATE  PREGNANCY 

After 20 weeks of pregnancy, the two major causes of hemorrhage are the disorders of the placenta 

called placenta previa  and placental abruption. Placental abruption may be further complicated by 

disseminated intravascular coagulation  (DIC) 

Placenta Previa: 

Placenta previa is an implantation of the placenta in the lower  uterus. As a result, the placenta is 

closer to the internal cervical 03 than to the presenting part (usually the head) of the fetus. The three 

classifications of placenta previa (total, partial, and marginal) depend on how much of the internal 

cervical os is covered by the placenta 

 

Classification 



Placenta previa is classified in three degrees: 

Marginal (sometimes called low-lying)—The placenta is implanted in the lower uterus, but its lower 

border is more  than 3 cm from the internal cervical os. 

. Partial—The lower border of the placenta is within 3 cm of the internal cervical os but does not 

completely cover the os. 

. Total—The placenta completely covers the internal cervical 03. 

 

 

 

Incidence and Causes: 

The average incidence of placenta previa is 1 in 200 births 

The causes of placenta previa is unknown but factors associated with placenta previa are 

1- Multi parity(because large placenta area associated with these pregnancies) . 

2- Increase age( older women more than 35 -40 years of age  ) . 

3- Previous  caesarean birth (myometreal scar). 

4-  Current use of cocaine and cigarette Smoking. 

5- Recent spontaneous or induced abortion. 

6- large placenta( genetic predisposition )area associated with uterine scarring and endometrial 



damage . 

7- previous C.S and curettage in the past for miscarriage or induced abortion are risk factors for 

placenta previa because  both result in endometrial damage and uterine scarring . 

 
singe and symptoms : 

1. Sudden onset of painless, bright red vaginal bleeding occurs in the last half of pregnancy. 

2. Uterus is soft, relaxed, and nontender. 

3. Fundal height may be more than expected for  gestational age 

 

       Diagnosis: 

1- signs and symptoms. 

2- Ultrasound: placenta is located over or very near internal os. 

 

 

   Dependent on: 

a- gestational age. 

b- Amount of hemorrhage. 

  If bleeding occur at early gestation we can prolong pregnancy by recent until the fetus is be viable 

we admit the pt. 

1- a- bed rest with bathroom privileges only as long as the b- woman is not bleeding. 

2- No vaginal examinations. 

3- Monitoring blood loss, pain, and uterine contraction . 

4- Evaluation of FHR with external monitor. 

5- Monitoring of maternal vital signs. 

6- Complete laboratory evaluation hemoglobin, hematocrit, Rh factor, and urinalysis. 

7- Administration of intravenous fluid lactated Ringers solution with drip rate monitored. 

8- Availability of two units of cross- matched blood for possible transfusion. 

9- Administration of betamethasone to facilitate lung maturity. 

   If frequency, recurrent, or profuse bleeding persists or if fetal well- being appears threatened, a 

caesarian     birth needs to be performed 

 Fetal Complications: 

1- prematurity. 



2- Asphyxia. 

Material complication: 

1- severe haemorrahge. 

2- Embolism. 

3- Endomatrities. 

 

  T.P.P = Cls 

P.P.P = normal vaginal delivery. 

Abruptio placenta: 

Premature separation of the placenta from the uterine wall after the twentieth week of gestation and 

before the fetus is delivered 

The incidence of abruptio placenta is 1 in 226  birth but accounts for 15% of perinatal deaths  . 

 

 

Causes of abruptio placenta. 

Maternal causes: 

1- hypertension 44% . 

2- maternal trauma 2-10 %( abdominal trauma) . 

3- Cigarette smoking( cause vascular disruption in the placenta bed ). 

4- Alcohol consumption. 

5- Short umbilical cord. 

6- Multi gravid status . 

7- Increases maternal age. 

8- Presence of fibroids. 

9- Over distension of the uterus. e.g. twins, poly hydromanious. 

10- Pre term labor  

11- Pre mature rupture membranes and history of previous premature  separation of placenta . 

 



 Classification (Type) 

Classification of abruption placent is based on the extent of separation. 

Premature separation of the placenta may be divided into three types: 

1- marginal: 

the blood passes between the fetal membrane and the uterine wall and escapes vaginally. 

Separation beings at the periphery of the placenta, this marginal Sinus rupture may or may not 

become more severe. 

2- central: 

   the placenta separation centrally , and the blood is trapped between the placenta and the uterine 

wall in concealed bleeding. 

3- complete: 

massive vaginal bleeding is seen in the presence of almost fatal separation. 

 

 

Signs and Symptoms: 

Dark red vaginal bleeding. If the bleeding is high in the uterus or is minimal, there can be an absence 

of visible blood. 

2. Uterine pain or tenderness or both 

3. Uterine rigidity 



4. Severe abdominal pain 

5. Signs of fetal distress 

6. Signs of maternal shock if bleeding is excessive 

 

 

 

 

 

 

Management: 

1- diagnosis is confirmed by ultrasound. 

2- Put intravenous fluid (lacted Ringe's) and blood replacement. 

3- Delivered the fetus as soon as possible. 

4- Coagulation test is performed to rule or the DIC (Disseminated Intravascular Coagulate). 

5- Cesarean birth is necessary in the face of severe hemorrhage to allow an immediate 

hysterectomy to save both woman and fetus. 

6-central venous pressure (CVP) monitoring may be needed to evaluate intravenous fluid 

replacement. 

      7-(CVP) should be used to assess for hypovolemia. 

     8-Elevated (CVP) may indicate fluids over load and pulmonary edema. 

Nursing Care: 

       The nursing care of bleeding in 3
rd

 trimester: 

1- take good history amount of bleeding , nature of vaginal bleeding. 

2- Associated pain. 

3- Maternal vital signs. 

4- Fetal heart rate. 

5- Uterine tone. 

6- Send sample of blood for Hb, platelets, means corpas luteum volume, blood group and 

RH. 



7- Put foly's catheter (check urine out put). 

8- Put fetal heart monitor (Doppler). 

9- Electronic monitoring of the uterine contractions and resting tone between 

contractions provides information regarding labor pattern and effectiveness of 

oxytocine induction. 

10- Psychological supports. 

Complication: 

Maternal Risk Fetal- New natal Risk 

a- shock a- preterm birth 

b- cardiac or renal failure b- perinatal mortality 20-30 % 

c- post partum hemorrhage c- Intrauterine asphyxia 

d- DIC (Disseminated Intravascular Coagulation d- Anemia 

 e- Neurology defects 1
st
 years cerebral palsy 

 f- irreversible brain damage 50 % fetal death 

 

Hypertension: 

Blood pressure is the force of your blood pushing against the walls of your arteries as your 

heart pumps blood. High blood pressure, or hypertension, is when this force against your 

artery walls is too high. 

There are different types of high blood pressure in pregnancy: 

Gestational hypertension is high blood pressure that you develop while you are pregnant. It 

starts after you are 20 weeks pregnant. You usually don't have any other symptoms. In many 

cases, it does not harm you or your baby, and it goes away within 12 weeks after childbirth. 

But it does raise your risk of high blood pressure in the future. It sometimes can be severe, 

which may lead to low birth weight or preterm birth. Some women with gestational 

hypertension do go on to develop preeclampsia 

Chronic hypertension is high blood pressure that started before the 20th week of pregnancy 

or before you became pregnant. Some women may have had it long before becoming 

https://medlineplus.gov/highbloodpressure.html


pregnant, but didn't know it until they got their blood pressure checked at their prenatal visit. 

Sometimes chronic hypertension can also lead to preeclampsia 

Pree-clampsia is a sudden increase in blood pressure after the 20th week of pregnancy. It 

usually happens in the last trimester. In rare cases, symptoms may not start until after 

delivery. This is called postpartum preeclampsia. Preeclampsia also includes signs of damage 

to some of your organs, such as your liver or kidney. The signs may include protein in the 

urine and very high blood pressure. Preeclampsia can be serious or even life-threatening for 

both you and your baby. 

 

Causes hypertension during pregnancy: 

 being overweight or obese 

 not getting enough physical activity 

 smoking 

 drinking alcohol 

 first-time pregnancy 

 a family history of pregnancy-related hypertension 

 carrying more than one child 

 age (over 35) 

 assistive reproductive technology (such as in vitro fertilization, or IVF) 

 having diabetes or certain autoimmune diseases 

laboratory test:                                                                                                                                       

1.HB% 

2.clotting factors& platelet concentration 

3.plasma fibrinogen 

 4.liver function test: SGOT,SGPT ,serum  bilirubin 

5.blood urea, serum creatinine, uric acid ,protein in urea 

Preeclampsia –characterized by hypertension with proteinuria or edema. 

 Facial edema. 

 Blood pressure > 160/110. 

 Decreased urine output. 

 Increased proteinuria. 

 Headaches. 

  Epigastric pain. 

 Nausea and vomiting 

https://medlineplus.gov/prenatalcare.html
https://www.healthline.com/health/obesity
https://www.healthline.com/health/smoking/effects-on-body
https://www.healthline.com/health/alcohol/effects-on-body
https://www.healthline.com/health/in-vitro-fertilization-ivf


 

Eclampsia –a progression of preeclampsia 

 Epigastric pain. 

 Grand mal seizures. 

  Coma 

Nursing care of preeclampsia: 

1. Bed rest at home if BP increased& encourage rat as possible in lateral position 

2. Reduce her blood pressure &promote dieresis & diagnostic test in antenatal visits 

3. Monitoring blood pressure daily(every 4_6 hr)&daily weighting to check edema 

4. Measure amount of protein in urine 

5. Assess women with pulmonary disorder 

6. Monitoring intake _ output and give fluid and electrolyte 

7. Monitor respiratory depression ,hypocalcaemia 

8. Stabilize the mother &fetus dyad and prepare for birth 

eclampsia: occur when central nervous system involvement lead to seizure  and chronic 

hypertension with superimposed eclampsia. 

Complication of eclampsia 

1. Maternal death due to intracranial bleeding and central function 

2. Fetal death due to premature labor ,fetal asphyxia 

3. Accidental hemorrhage. 

HELLP syndrome:A syndrome featuring a combination of: 

 "H" for hemolysis (breakage of red blood cells). 

 "EL" for elevated liver enzymes, and , 

 "LP" for low platelet count (an essential blood clotting element). 

The HELLP syndrome is a recognized complication of preeclampsia and eclampsia (toxemia) 

of pregnancy, occurring in 25% of these pregnancies 

Common symptoms in women with the HELLP syndrome inclu 

1-A general feeling of feeling unwell (malaise). 

1.  Nausea and/or vomiting, and 

2.  Pain in the upper abdomen.  

3. Increased fluid in the tissues (edema) is also frequent.  

http://www.medicinenet.com/script/main/art.asp?articlekey=12699


4. Protein is measurable in the urine of most women with the HELLP syndrome. 

5. Blood pressure may be elevated.  

6. Occasionally, coma can result from seriously low blood sugar sacral area ,lower extremities or 

abdomen. 

 

Nursing intervention: 

1. Encourage client and family to verbalize feelings about situation 

2. Encourage family to visit client 

3. Assist family in discussion regarding how they will manage 

4. Help client and family identify sources of support 

5. Assess BP and FHT every 1 to 4 hours &assess for edema 

6. Weigh daily &test urine for protein as ordered 

7. Monitor laboratory test. 

 

Chronic hypertension 

Exist when the blood pressure is 140\90 or higher before pregnancy or before 20 weeks of 

gestation or persist 42 days following child birth. 

Etiology of chronic hypertension 

1. Essential hypertension 

2. Secondary hypertension associated with 

A . Neurogic increased intracranial pressure 

b. Endocrine  disease crushing syndrome 

3. Systolic hypertension :thyrotoxicosis. 

 

Complication of chronic hypertension 

1. Maternal complication. 

 a .preeclampsia 30% 

b. accidental hemorrhage(abruption placenta) 

2. Fetal complication. 

A . Intrauterine growth. 

B . Preterm labor. 

c. Fetal hypoxia &fetal acidosis. 

Nursing intervention 

1. Teach client the possible placental changes related to hypertension. 

2. Assist client to plan for rest period throughout the day. 

3. Administer anti-hypertensive medications as ordered. 



4. Allow opportunity for client to ask questions. 

  Diabetes mellitus 

. Diabetes is a serious disease in which your body cannot properly control the amount of 

sugar in your blood because it does not have enough insulin. Diabetes is the most common 

medical complication during pregnancy, representing 3.3% of all live births. 
 

Classified based on disease etiology: 

There are two primary types of diabetes. Type 1 diabetes is an autoimmune disease that 

requires daily use of insulin. Symptoms of Type 1 may include increased thirst and 

urination, constant hunger, weight loss, blurred vision, and extreme fatigue. Often diagnosed 

in childhood and in young adults, this type of diabetes accounts for about 5 to 10% of 

diagnosed cases in the United States.. 

Type 2 diabetes is the most common form of diabetes, accounting for about 90-95% of 

diabetes cases in the United States. Symptoms of Type 2 include bladder or kidney 

infections that heal slowly, increased thirst and urination, constant hunger and fatigue. This 

form of diabetes is often associated with older age, obesity, family history, previous history 

of gestational diabetes, physical inactivity, and it can be more prevalent in certain ethnic 

groups. 

 

         Gestational diabetes mellitus 

Glucose intolerance with its onset during pregnancy normal range(70-110) 

Diabetes during pregnancy divided into two groups: 

1. Pre-gestational(before conception) 

Alteration in carbohydrate metabolism 

2. Gestational(during pregnancy) 

3. Gestational diabetes 

 

Gestational diabetes occurs in pregnant women who have never had diabetes before but who 

have high blood sugar levels during pregnancy. Gestational diabetes affects about 4% of all 

pregnant women.  

Risk factors of diabetes mellitus: 

In the mother: 

1. Family history of diabetes. 

2. Age 35 or older. 

3. Maternal obesity. 

4. Hypertension 

In the fetal: 

https://americanpregnancy.org/your-pregnancy/fatigue-during-pregnancy/
https://americanpregnancy.org/pregnancycomplications/gestationaldiabetes.html
http://www.news-medical.net/health/Gestational-Diabetes-What-is-Gestational-Diabetes.aspx
http://www.news-medical.net/health/What-is-Hyperglycemia.aspx


1.previous infant with congenital abnormalities(skeletal  ,renal,CNS,cardiac). 

2. previous infant weight more than 4 kg(macrocosmic baby) 

3. neonatal death 

4.spontaneous abortion 25_45% 

5.small for prematurity&predisposition to diabetes 

Medical surgical management 

Medical 

1. Maintain normal blood glucose level between 70mg\dl and 105 mg\dl and to have healthy 

mother and baby. 

2. Monitor blood glucose level and give themselves insulin according to sliding scale. 

3.Fetal status is evaluate throughout the pregnancy 

4.gestational age is established by ultrasound at about 18 week gestation and repeated every 

4-6 week to monitor fetal growth and assess for congenital abnormalities. 

Surgical 

If fetal wellbeing is deteriorating, a cesarean birth is often performed. 

Nursing care of DM 

 Assess the woman techniques for monitoring blood glucose level. an 

 ensure food intake and avoid weight loss. 

 assess any changes needed if glucose level are not controlled. 

 sending urine specium for laboratory for checking glucose-protein. 

 discuss dietary measure related to blood glucose control. 

Nursing care in pre or gestational diabetes: 

 intravenous flow regular insulin. 

 monitor blood glucose every 1-2 hours. 

 monitor FHR. 

 monitor intake and output. 

 assess maternal vital signs every hour. 

 during C\S monitor woman's blood glucose hourly and give short acting insulin. 

 EncourageBrest feeding after birth tom maintain good glucose 

 

Nursing intervention 

1. Present to or review with the client the pathophysiology of diabetes and clarify client 

misconception  

2. Teach how to monitor blood glucose level 

3. Teach self-administration of insulin 

4. Review effects of diabetes on client and fetus 

5. Teach danger signs and home to notify 



          Anemia  :                                                                                                     

 
 is a decrease in the total red blood cells (RBCs) or hemoglobin in the blood during pregnancy or in 

the period following pregnancy. It involves a reduction in the oxygen carrying capacity of the 

blood. Anemia is an extremely common condition in pregnancy and postpartum world-wide, 

conferring a number of health risks to mother and child 

Signs and symptoms 

Symptoms may be mild such as fatigue and pallor or more severe, such as fainting or 

difficulty breathing 

Types of anemia 

1. Anemia during pregnancy  

 Nutritional anemia 

 Iron deficiency anemia 

 Folic acid anemia 

2. genetic anemia 

 Sickle cell anemia 

 Thalassemia 

Nutritional anemia 

Most woman with anemia have  symptoms the woman may be: 

 Fatigue easily  

 Have little energy 

 Her skin  is  pale 

 Shortness of breath 

Iron deficiency anemia 

Pregnant woman need additional iron for their own increase blood volume for transfer to the 

fetus and for cushion against the blood loss expected at birth  Pregnant woman needs 

approximately 1000 mg more iron intake during pregnancy                                                                                                                

Maternal risks of deficiency anemia: 

1. post-partum complication (infection)  

2. Poor wound healing 

https://en.wikipedia.org/wiki/Pregnancy


3. HB lower than 6 gm\dl will cause cardiac failure 

Fetal new-natal risk of iron deficiency anemia 

1. low birth weight  

2. still birth 

3. neonatal death  

4. Premature delivery 

Prevention 

 Iron supplements are commonly used to meet the need of pregnancy and maintain iron stores 

 Vitamin C may be enhance absorption of iron 

 Iron deficiency anemia can be prevented by taking 15–60 mg of iron orally daily 

Treatment 

Woman with iron deficiency anemia need extra iron for correct anemia and replenish her 

stores. She is treated with oral doses of elemental iron and continuous this therapy for about 3 

months after the anemia has been corrected  

 

 

Folic acid deficiency: 

Folic acid deficiency is characterized by large immature RBCs (megaloblastic anemia) iron 

deficiency anemia is often present at the same time ( sulfa drugs, and alcohol) can decrease 

absorption of the folic acid from food  .                       

 

Prevention 

Folic acid is essential for normal growth and development of fetus A dailysupplement of folic 

acid   (0.4 g) ensures adequate folic acidic now recommended for all women of child bearing 

age. 

Treatment 



Treatment of folic acid deficiency is with folic acid supplementation 1gm/day the preventive 

dosage supplementary folic acid may be higher for woman who have had previous child with 

natural tub defect 

Genetic anemia 

1.Sickle cell disease: people with sickle cell disease have abnormal hemoglobin that causes 

their erythrocytes to become distorted into sickle shape during episodes of hypoxia or acidosis 

(it is autosomal recessive disorder).  

Maternal risk 

 Urinary tract infection 

 Pulmonary infection 

 Congestive heart failure & renal failure 

 Preeclampsia  

Fetal- neonatal risk 

 Fetal death 

 Prenatal mortality 

 Prematurity labor 

 Low birth weight 

 

 

Treatment 

 The woman should be frequent treatment and evaluation for anemia during prenatal care. 

 Fluids are given continuously during labor to prevent sickle cell crisis 

 Genetic counseling should be effort 

2.Thalassemia 

Thalassemia  is genetic trait that causes an abnormality in one of tow chains of hemoglobin 

the( alpha) or( beta) chains. .  

Symptoms are causal by the shortened life span of the red blood cell which result in active 

erythropoiesis in the liver, spleen, &bones  this produces hepatosplenomegaly and sometime 

bony malformation  

 

Maternal and neonatal risks: 



 Preeclampsia 

 Intrauterine growth retardation 

 Fetal distress 

 Low birth weight baby 

 Patient may die from chronic infection 

 cardiac failure 

 hepatic failure  

Nursing care for anemia during pregnancy 

1. the woman is taught which foods are high in iron and folic acid to help her  Prevent or treat 

anemia 

2.   the nurse explains for pregnant how to take the supplements e.g. Milk is good during pregnancy 

. 

3.the nurse treat all woman's appropriate foods sources of those nutrients 

4. foods contain high vitamin C may enhance absorption. 

5. the woman with sickle cell disease require close medical and nursing care. she should be teach to 

prevent dehydrations and activities cause hypoxia                                                                                                                                                    
 

Nursing intervention:                                                                          

 Assess patient ability perform normal task or activities of daily living 

 Note changes in balance/gait disturbance, muscle weakness 

 Elevate the head of the bed as tolerated 

 Recommend quite atmosphere and bed rest 

 

 

Labor 

OBJECTIVES 

1.Describe fetal  response to labor  

2. Explain how each component of the birth process affects the course of labor  and birth and the 

interrelation  of these components 

 3.relate the mechanisms of labor to the process of vaginal birth  

4. explain early signs of labor 

5.differentiate true and false labor 

6. compare the labors of nulliparous and parous women  

7. compare  each stage of labor and the phases with in the first stage 

Labor usually begins between the 38 week  and the 42 week of gestation , when the fetus is mature 

and ready for birth . 

Concepts of family 

Physiology of labor  



1- Possible causes of labor onset  

 progesterone is produced by the placenta relaxes uterine smooth muscle by interfering with 

conduction of   impulses from one cell to the next . for this reason the uterus is usually with out 

coordinated contractions during pregnancy biochemical changes to ward the end of gestation result 

in decreased availability of progesterone to myometrial  cells . 

2-prostaglandin hypothesis  

the amnion and decidua are the focus of research on the source of prostaglandin  once 

prostaglandin  is produced , stimuli for its synthesis may include rising levels of estrogen 

decreased availability of progesterone , increased levels of oxytocine or response to oxytocine  

3- corticotropin – releasing hormone hypothesis  

corticotropin releasing hormone (CRH)   is also afocus for researchers its possible onset of labor 

is suggested by the fact that CRH concentration increases through out pregnancy with a sharp 

increase at team Also , there is an increase in plasma CRH prior to preterm labor , and CRH 

levels are elevated in multiple pregnancy 

 

Premonitory signs of labor  

1. Lightening or dropping: Is also known as engagement and occurs when the fetus descends into 

the  pelvis about 2 weeks before birth; lightening or dropping is most noticeable in first pregnancies  

2. The vaginal mucosa is congested, and vaginal  discharge increases. 

3. Brownish or blood-tinged cervical mucus is passed 

4. Cervix ripens, becomes soft and partly effaced and may begin to dilate. 

5. Braxton – Hicks contrations : - contractions that occur irregularly and intermittently through  out 

pregnancy ; they may be come uncomfortable and produce false labor  

6. Rupture of membranes :- occurs before onset of labor in approximately 12 % of clients ; labor 

begins with in 24 hrs  for a bout     80 % of these clients 

7. Burst of energy . the client may experience a sudden  burst of energy before the onset of labor ; 

commonly  manifested by house cleaning activities   

Factors that affecting the process of labour:  

Four major factors (4 P’s) interact during normal  childbirth; the 4 P’s are interrelated and depend 

on  each other for a safe birth and are Powers, Passageway, Passenger, and Psyche. 

A. Powers: Uterine contractions 

1. Forces acting to expel the fetus 



2. Effacement: Shortening and thinning of the cervix during the first stage of labor 

3. Dilation: Enlargement of cervical os and cervical  canal during the first stage of labor 

4. Pushing efforts of mother during the second stage 

B. Passageway: The mother’s rigid bony pelvis and the  soft tissues of the cervix, pelvic floor, 

vagina, and  introitus (external opening to the vagina) 

C. Passenger: The fetus, membranes, and placenta 

D. Psyche: A woman’s emotional structure that can  determine her entire response to labor and 

influence  physiological and psychological functioning; the mother may experience anxiety or fear. 

 

 

 

 

Mechanical influence 

1- fetal presentation : Portion of the fetus that enters the pelvic  inlet firs 

2- fetal position : Relationship of assigned area of the presenting part or landmark to the maternal 

pelvis 

3- fetal lie: Relationship of the spine of the fetus to the spine  of the mother 

4- fetal attitude : ttitude is the relationship of the fetal body parts  to one another 
 

Stages of labour and birth  

The first stage begins with the beginning of true labor and end s when the cervix is completely 

dilated at 10 cm . the second stage begins with complete dilatation and ends with the birth of the 

infant the third stage begin with the birth of the infant and ends with the expulsion of the placenta . 

First stage  

*Latent phase  

The latent phase begins with the on set of regular contractions as the cervix begins to dilate 0-3 cm  

it also effaces 40% although little or on fetal descent is evident . for awoman in her first labor ( 

nullipara ) the latent phase averages 8 hrs but should not exceed 20 hr . the latent phase in 

multiparas  averages 5 hrs but should not exceed 14 hrs uterine contractions become established 

during the latent phase and increase infrequency , duration and intensity . 

The may start as mild contractions lasting 30 to 40 seconds  with a frequency of 5- 10 minutes in 

the  early or latent phase   

 

  



 

*Active phase  

When the women enters the early active phase her anxiety tends to increases as she senses the 

intensification of contractions and pain she begins to fear aloss of control and may use avariety of 

coping mechanisme , some women exhibit adecreased  ability to cope and asense of  helplessness 

women who have support persons family  and available may experience greater satisfaction and 

less anxiety then those with out 4 to 7 cm , cervical dilate fetal descent is progressive  the cervical 

dilatation  should beat lest  1.2 cm per hour in nulliparas and 1.5 cm per hour in multiparas .the 

may start as moderate contractions lasting 40-60seconds  with frequency  every 2-3 min and 

effacement 80% 

in the  early or latent phase of the first stage of labor  contractions are usually mild the women 

feels able to cope with the discomfort  although she may be anxious , she is able to recognize and 

express those feelings of anxiety  

Transition phase  

The transition phase is the last part of the first stage when the women enters the transition phase 

she may demonstrate significant anxiety , she become acutely aware of the in creasing force and 

intensity of the contractions ,she may become rest –less frequently changing position . cervical 

dilatation  slows as it progresses from 8 to 10 cm and  the rate of fetal descent increases  

The average rate of descent is at least 1 cm per hour in  nulliparas and 2 cm per hour in multiparas 

. the may start as moderate contractions lasting 60-90 seconds  with frequency  every 1-2 min and 

effacement 80- 100%. 

 
 

Differences between true and false labor 

                              True labor                                                      false labor  

Contraction are regular intervals  Contractions are irregular  

Intervals between contractions gradually shorten  Usually no change  

Contractions increase in duration and intensity  Usually no change  

Discomfort begins in back and radiates a round to abdomen  Discomfort is usually in abdomen  

Intensity usually increase with walking  Walking has no effect on or lessens 

contractions  

Cervical dilatation and effacement are progressive  No change  

Contractions do not decrease with rest or warm tub bath  Rest and warm tub baths lessen contractions  

There is show ( mucous or blood ) No show  

Uterin palpation ( firm uterin )  Soft uterin  



 

 

Nursing  care in first stage of labor  

1- make the women  and her family feel welcome and comfortable  

2- women antenatal records is reviewed to discover any a abnormalities 

3- take good history  

4- check vital signs  

5- abdominal examination : check presentation , position of the fetus , frequency and length of 

contraction  

6- check fetal heart rate every 1/2 hr in  1st stage normal rate is between 120 -160 beat / minute 

by fetal stethoscope or Doppler monitor .  

7- rehydration by intravenous root is better  

8-  encourage patient to pass urine and sample send for examination and for presence of sugar , 

protein  

9- Full bladder should by emptied by catheter  

10- Encourage to take warm both  

11- Use partogram  

12- Vaginal examination every 3- 4 hrs  

13- Breath control during contraction and relax between contraction  

14- Sedative or analgesia are give to encourage rest between contraction 

 

  Second stage : 

The second stage of labor beings when the cervix is completely dilated ( 10 cm ) and ends with 

birth of the infant  

The second stage is typically completed with in 2 hr after the cervix becomes fully dilated for 

primigravidas (multiparas) average 15 minutes  

Assessment : 

a.Cervical dilation is complete. 

b. Progress of labor is measured by descent of fetal head through the birth canal (change in fetal 

station). 

c. Uterine contractions occur every 2 to  3 minutes, lasting 60 to 75 seconds, and are of strong 

intensity. 

d. Increase in bloody show occurs. 

e. Mother feels urge to bear down; assist mother  in pushing efforts 

 

     Mechanisms of labor 

1-     Descent : 

       Descent is thought to occur because of the four forces  

A- pressure of the amniotic fluid  

B- direct pressure of the fundus of the uterus on the breech of the fetus  

C- contraction of the abdominal muscles  

D- extension and straightening of the fetal body  
 

the head enters the inlet in the occiput transverse or oblique position because the pelvic  inlet is 

widest from side to side  the sagittal suture is an equal distance from the maternal symphysis 

pubis and sacral promontory  



 

2- flexion : 

flexion occurs as the fetal head descends and meets resistance from the soft tissues of the pelvis , 

the musculature of the pelvic floor , and the cervix , as a result of the resistance , the fetal chin 

flexes downward on to the chest  
 

3-Internal rotation :  

The fetal head must rotate to fit the diameter of the pelvic cavity , which is  widest in the antero 

posterior diameter As the occiput of the fetal head meets resistance from the levator ani muscles 

and their fascia, the occiput rotates from left to right , and the sagittal suture aligns the antero 

posterior pelvic diameter . 

4-Extension :  

The resistances of the pelvic floor and the mechanical movement of the vulva opening anteriorly 

and for ward assist with extension of the fetal head as it passes under the symphysis pubis with 

this positional change the occiput then brow and face emerge from the vagina. 

 

 

5-Restitution:  

he Shoulders of the infant enters  the pelvis obliquely and remain oblique when The head 

rotates to the anteroposterion diameter through internal rotation – because of this rotation the 

neck becomes  twisted once the head emerges and is free of pelvic resistance the neek untwists , 

turning the head to one side (restitution ) and aligns with the position of the back in the birth 

canal . 

  6 –External rotation : 

As the shoulders rotate to the anteroposterior position in the pelvis the head is turned father to one 

side external  rotation  

7-Expulsion : 

After the external rotation and through expulsive efforts of the laboring women , the anterior 

shoulder meets the under surface of the symphysis pubis and slips under it  As lateral flexion of 

the shoulder and head occurs  the anterior shoulder is born before  the posterior shoulder the body 

follows quickly   

nursing care in second stage of labor 

1- mother will be on her back  

2- the second stage of labor is recognize by a change in the character of the contraction be come 

more powerful expulsive and will be adesine to bear down and secondary forus now  come to 

action , the diaphragm is fixed , the patient hold her breath and abdominal muscle contract was 

ask patient to push down . 

3- Record and report as before monitor fetal heart rate every five minute  

4- Monitor maternal blood pressure  

5- Instruct support person in delivery room as head is descend deep to pelvic floor it will bulging 

of the perineum  



6- After ruptured of the membrane we must do to exclude and prolaps  

7- If head is descent  ask patient not to push but to take deep breath to prevent perinal tear  

8- Delivery in a sterile and antiseptic procedure  

9- Episiotomy is done is necessary  

10- After delivery of the head a finger is inserted to felt weather a loop of cord is around neck  

11-The mouth and pharynx are sucked clean with mucous extractor in neonate the cord should not 

clamped until the child has cried vigoosuly  and pulsation in the cord has creased if it is clamped 

immediately the baby is deprived  a bout 50 ml of  blood which would be drawn out of placenta 

by expansion of lung it is best to keep the baby at the same level as the placenta or a little below 

it clamp of the umbilical and will be 1-2 cm from the umbilical and the end is cut end of 

umbilical is examined for two arteries and one vein .    

 

 

 

 

 

 

 

 

 

 

“Third  stage of labor” 

This includes : 

placental separation & expulsion:  

1. Nursing care during the immediate postpartum period ( 4
th

 stage )  

2. Lacerations of the birth canal  

3. Episiotomy & repair 

4. Bleeding during the 3
rd

 stage of labor 

 
Placental separation & expulsion: 

At the end of 2
nd

 stage of delivery ( delivery of fetus ) , the woman should be monitored for 

signs & symptoms of placental separation . The woman feels abdominal pain ( uterine 

contraction ) & fullness of vagina . The signs of placental separation include :  

1. change in the shape of the uterus  

2. vaginal bleeding  

3. lengthening of umbilical cord  

4. on PV exam. : fullness of vagina by the separated placenta 

 

 



Two methods are used in separation of placenta : 

1. Active method 

2. Passive method 

 

Active method : 

In this method , immediately after delivery of anterior shoulder of baby , one ampoule of 

Methergin ( Ergometrine) given I.V & immediately after delivery of the fetus , the placenta 

should be delivered . This method used in patient with previous history of postpartum 

hemorrhage. 

 

Passive method : 

In this method , the placenta let to be separated spontaneously & signs & symptoms of placental 

separation should be monitored . By Brandt-Androw's method, the placenta should be expelled 

from the uterus . This is by putting the left hand on the uterus at suprapubic area & catching the 

umbilical cord       ( by clamp) by Rt. Hand , then gentle traction on the cord is done by Rt. 

Hand & pushing the uterus upward & backward by Lt. hand . This method prevents uterine 

inversion . 

 

 

Retained placenta should be taken – out in the theatre under G.A with preparation of pint blood . 

If placenta is percreta , hysterectomy may be indicated .  

Passive method last 15-30 minutes to be completed. 

Nursing care during the immediate postpartum period :(fourth stage )  

4th stage of labor refers to the 1-4 hours  immediately after delivery . This critical period is very 

important because risky complications can occur in this time e.g. postpartum hemorrhage , 

pulmonary embolism , myocardial infarction, shock due to hematoma in the broad ligament or 

in vulva , or shock due to severe bleeding from lacerated birth canal ( cervical tear ) . The role 

of the nurse in the immediate postpartal period include the following : 

1. checking regularly the vital signs to detect early the signs of shock  

2. checking the general condition of the patient  

3. checking uterine contraction to role-out uterine atony which considered the main cause of 

postpartum hemorrhage  

4. sending the patient for Hb% & GUE after labor to detect anemic state of woman & if she 

had UTI to be treated earlier  

5. checking any vulval hematoma especially in patient with vulval varicosity or patient having 

episiotomy  

6. encourage the patient to pass urine , because urine retention can occur especially in patient 

with episiotomy & this may precipitate postpartum hemorrhage  

7. encourage the woman to take soft diet rich in carbohydrates to compensate the lost energy 

during labor , except in patient with C/S when she is on I.V fluid  

8. encourage the mother to breast-fed her baby as early as possible . This is enhancing the 

uterus to contract & prevent postpartum bleeding 

9. pay attention to any vaginal pack to be removed within 24 hours. If this pack left for more 

than 24-48 hours infection can occur & septicemia with death can take place 



 

  Lacerations of the birth canal : 

1. laceration of cervix :  

minor lacerations occurs frequently but not cause symptoms . Extensive laceration   occur in 

forceps delivery with incomplete cervical dilatation , or in rapid delivery of   head in breech 

presentation . Scar of cervix from previous injury may tear. 

Clinically : vaginal bleeding during & after 3rd stage 

Management :  

1. anesthetize the patient  

2. insert wide speculum 

3. hold the anterior & posterior lips by sponge forceps 

4. suture the tear by catgut 

       antibiotic is given to prevent infection 

2.  Laceration of perineum & vagina : 

 Laceration of 3 stages :  

1st degree : tear involve the anterior part of perineum & related posterior wall of  vagina 

2nd degree: tear involve perineum up to external anal sphincter , with corresponding   tear 

in vagina 

3rd degree: tear involve anal sphincter & extend about 2 cm up the anal canal If this tear 

not repaired, it will end with incontinence ,therefore careful   Examination of vagina & 

perineum after delivery is necessary.  

    Management :  

    For 1st & 2nd degree : 

    Repair of the tear urgently is done Prevent any infection by complete repair under aseptic 

condition            with giving  antibiotics   Repair is done under pudendal block or G.A or local 

anesthesia by 1% lignocaine 

For 3rd  degree :  

Repair should be done immediately after delivery. If repair not done , rectal incontinence 

will be the complication 

- Wash the perineum with soap & water & then dried . 

- Patient may have urine retention therefore catheterization is needed 

- If the bowel not acted by 4th day , glycerine suppository may be used  

- If wound infected , remove perineal stitches to permit drainage & giving antibiotics 

Episiotomy : 

It is an incision in the perineum to enlarge the introitus. 

Indications : 

1. when perineum threaten to tear : indicated in primigravida . 



2. when there is delay in delivery  

3. forceps delivery  

4. breech delivery : to reduce risk of intracranial hemorrhage  

5. fetal distress : when fetal distress at 2nd stage  of delivery  

6. prolapsed cord  

7. premature labor : episiotomy routinely done to prevent intracranial injury 
 

      Procedure :  

- do episiotomy under pudendal block or G.A or local anesthesia by infiltration with 10 ml of 

lignocaine 1% . 

- incision done when head distending the perineum  

- avoid cutting anal sphincter  

 

 

       Management : 

- suture episiotomy in layers 

- don't leave any space between layers to prevent hematoma  

- remove stitches after 5 days  

- daily bathing is advised 

- keep the wound dry  

- antibiotic is given when there is a risk of infection  

- analgesia is given when there is discomfort 
 

    Bleeding during the 3rd stage of labor : 

      3rd stage of labor lasts from birth of baby till expulsion of placenta . Placental separation 

is indicated by the following signs : 

- firmly contracted fundus  

- change of uterus from discoid to globular ovoid shape  

- sudden gush of dark blood from introitus  

- apparent lengthening of umbilical cord as placenta descend  

- there is vaginal fullness ( the placenta) on vaginal or rectal exam. 

skin to skin contact between mother & newborn with nipple stimulation & gravity help in 

spontaneous separation of placenta .  

The major risk for woman during 3rd stage of labor is PPH . After delivery of placenta , the 

nurse should observe woman for signs of excessive blood loss including altered vital signs , 

pallor, restlessness, decrease urine output & altered level of consciousness . 

The risk of amniotic fluid emboli or pulmonary embolism should be noticed. 

After delivery of placenta , the nurse should assess the uterine contraction & exclude uterine 

atony . Also check for perineal or vulval laceration & any bleeding from these areas . Also 

early detection of cervical tear should be done. Vulval hematoma can be managed 

conservatively if the size of hematoma < 5 cm. 

Retained placenta may happen in 3rd stage & this is managed under G.A by manual removal 

of placenta & if bleeding still profuse , hysterectomy may indicated .  



Management of uterine atony is urgent & need uterine massage , emptying bladder , giving 

oxytocic drugs by I.V drip , replace fluid & blood lost , packing of uterus under G.A . 

Methergin is given when there is no contraindication for it . Prophylactic antibiotics should be 

given to prevent endometritis . 

 

“Nursing care during obstetrical 

operation 

OBJECTIVES 

1.Identify possible  medical – surgical interventions labor : cesarean  birth , induction  and 

augmentation  of labor , amniotomy , episiotomy . forceps & vacuum  extractor  

2. provide care for a client during  labor and delivery .   

 

5. Lacerations of the birth canal. 

6. Episiotomy & repair. 

7. Forceps delivery. 

8. Caesarian section. 

9. Induction of labor &augmentation of labor. 

 

    Lacerations of the birth canal: 

1. laceration of cervix 

 A minor laceration occurs frequently but not causes symptoms. Extensive laceration 

occurs in forceps delivery with incomplete cervical dilatation, or in rapid delivery of 

head in breech presentation.  

 Scar of cervix from previous injury may tear. 

Management  

5. Anesthetize the patient. 

6. Insert wide speculum. 

7. Hold the anterior & posterior lips by sponge forceps. 

8. Suture the tear by catgut. 

9. Antibiotic is given to prevent infection. 

10. Laceration of perineum & vagina  

Laceration of 3 stages: 



a. First degree: tear involve the anterior part of perineum & related posterior wall of 

vagina. 

b. Second degree: tear involve perineum up to external anal sphincter , with corresponding 

tear in vagina. 

c. Third  degree: tear involve anal sphincter & extend about 2 cm up the anal canal If this 

tear not repaired, it will end with incontinence ,therefore careful examination of vagina 

& perineum after delivery is necessary.  

Management: 

 For 1
st
& 2

nd
 degree : 

1. Repair of the tear urgently should be done. 

2. Prevent any infection by complete repair under aseptic condition with giving antibiotics. 

3. Repair is done under pudendal block or G.A or local anesthesia by 1% lignocaine 

For 3
rd

 degree: 

1. Repair should be done immediately after delivery.  

2. If repair not done, rectal incontinence will be the complication. 

3. Wash the perineum with soap & water & then dried. 

4. Patient may have urine retention therefore catheterization is needed. 

5. If the bowel not acted by 4
th

day,glycerin suppository may be used . 

6. If wound infected , remove perineal stitches to permit drainage & giving antibiotic 

Episiotomy                                                                                

   is a surgical incision of the perineum and the posterior vaginal wall generally done by 

a midwife or obstetrician. Episiotomy is usually performed during second stage of labor 

to quickly enlarge the opening for the baby to pass through        

 

Indications of episiotomy 

8. When perineum threaten to tear: indicated in primigravida . 

9. When there is delay in delivery. 

10. Forceps delivery. 

11. Breechdelivery: to reduce risk of intracranial hemorrhage. 

12. Fetaldistress: when fetal distress at 2ndstage of delivery. 

13. Prolapsedcord. 

https://en.wikipedia.org/wiki/Perineum
https://en.wikipedia.org/wiki/Midwife
https://en.wikipedia.org/wiki/Obstetrician


         Prematurelabor: episiotomy routinely done to prevent intracranial injury 

There are four main types of episiotomy 

 Medio-lateral: The incision is made downward and outward from the midpoint of 

the fourchette either to the right or left. It is directed diagonally in a straight line which runs 

about 2.5 cm (1 in) away from the anus (midpoint between the anus and the ischial tuberosity). 

 Median: The incision commences from the centre of the fourchette and extends on the posterior 

side along the midline for 2.5 cm (1 in). 

 Lateral: The incision starts from about 1 cm (0.4 in) away from the centre of the fourchette and 

extends laterally. Drawbacks include the chance of injury to the Bartholin's duct, therefore some 

practitioners have strongly discouraged lateral incisions. 

 J-shaped: The incision begins in the centre of the fourchette and is directed posteriorly along 

the midline for about 1.5 centimetres (0.59 in) and then directed downwards and ouexternal anal 

sphincter.  

Procedure  

 Do episiotomy under pudenda block or G.A or local anesthesia by infiltration with 10 

ml of lignocaine 1%. 

 Incision done when head distending the perineum . 

 Avoid cutting anal sphincter  

Management  

- suture episiotomy in layers 

- don't leave any space between layers to prevent hematoma  

- remove stitches after 5 days  

- daily bathing is advised 

- keep the wound dry  

- antibiotic is given when there is a risk of infection  

- analgesia is given when there is discomfort 

 

Forceps delivery 

Forceps births, like all assisted births, should only be undertaken to help promote the health of 

the mother or baby. In general, a forceps birth is likely to be safer for both the mother and 

baby than the alternatives — either a ventouse birth or a caesarean section— although caveats 

such as operator skill apply 
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 Maternal factors for use of forceps: 

1-Maternal exhaustion. 

1. Prolonged second stage of labour. 

2. Maternal illness such as heart disease, hypertension, glaucoma, aneurysm, or other 

conditions that make pushing difficult or dangerous. 

3. Hemorrhaging. 

4. Analgesic drug-related inhibition of maternal effort (especially with epidural/spinal 

anaesthesia 

 Fetal factors for use of forceps: 

1. Non-reassuring fetal heart tracing. 

2. Fetal distress. 

3. After-coming head in breech delivery 
 

Complications 

Baby 

 Cuts and bruises. 

 Increased risk of facial nerve injury (usually temporary). 

 Increased risk of clavicle fracture (rare). 

 Increased risk of intracranial hemorrhage - sometimes leading to death: 4/10,000 

 Increased risk of damage to cranial nerve ,  

https://en.wikipedia.org/wiki/Fetal_distress
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Mother  

Increased risk of perineal lacerations, pelvic organ prolapse, and incontinence. 

 

atal recovery time and pain. 

 

Conditions to be fulfilled before applying forceps: 

1. The presentation must be suitable. 

2. The head must be engaged. 

3. Adequate pelvic outlet. 

4. Full dilatation of cervix. 

5. Rupture fore water bag. (If it is not ruptured). 

6. The bladder should be empty. 

7. The uterus should be contracting to help pushing the fetus. 

 

 

Vacuum extraction 

. known as ventouse, is a method to assist delivery of a baby using a vacuum device. It is used in 

the second stage of labor if it has not progressed adequately. It may be an alternative to a forceps 

delivery and caesarean section. It cannot be used when the baby is in the breech position or 

for premature births. The use of VE is generally safe, but it can occasionally have negative effects 

on either the mother or the child.
[1]

 The term comes from the French word for "suction cup". 

 

Indications of Vacuum extraction 

1. Same as for forceps. 

2.  Vacuum used to accelerate cervical dilatation when the 1
st
 stage is prolonged. 

3. If there is weak uterine contraction, oxytocin is given. 

4. If there is disproportion, C/S is indicated. 

 

 

 

Caesarian Section 
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 Is defined as operation by which the fetus is delivered through an incision in the uterus after 

28
th

 week of pregnancy. . 

Indications of Caesarian section 

1. Faults in birth canal e.g.  

a. Cephalopelvic disproportion. 

b. Pelvic tumor. e.g. ovarian cyst or fibromyoma. 

c. Cervical or vaginal stenosis. 

d. Double uterus. 

2. Fetal malpresentation : ( brow, locked twin ). 

3. Abnormal uterine action. 

4. APH: in placenta previa except 1
st
 degree 

5. Other maternal indications: in cardiac or respiratory diseases, fulminating PET. 

6. fetal indications : as in diabetes mellitus due to premature delivery of the baby in placental 

insufficiency as in PET  

Types of Caesarian section 

1. Upper uterine segment operation: rarely done (due to risk of rupture scar ). 

2. Trans peritoneal lower uterine segment operation: commonly done both types could be 

elective or emergency. 

 

Pre-operative nursing care  

1. Checking maternal vital signs. 

2. Checking fetal heart. 

3. Shaving abdomen with taking a bath the day before operation. 

4. Emptying urinary bladder by catheter. 

5. I.V glucose –saline drip is inserted. 

6. Prepare cross matched liter of blood. 

 

 

During operation  

1. Re-rusticator equipped theater,heat,suction, oxygen, open mask. 

2. Checking maternal vital signs regularly. 



3. giving oxytocin if uterus is not contracted 

Postoperative  

1. Giving I.V fluid for 1
st
 24 hrs is given. 

2. Giving analgesic drug to let the mother comfortable & in rest. 

3. Daily breast care is carried out & breast feeding is encouraged earlier. 

4. Checking urine output. 

5. Check for any PPH. 

6. Check for bowel motion early movement of patient will decrease the risk of DVT. 

7. Prophylactic antibiotic is given pre &post-operative. 

8. Remove stitches at day 5-7 after operation. 

9. Checking for any wound infection. 

 

Caesarian hysterectomy  

Removal of uterus at the time of C/S. it is rarely indicated  

Indications  

1. Rupture uterus with severe vascular damage or uterine infection. 

2. Fibromyoma. 

3. Cancer of cervix. 

4. Concealed accidental APH: when persistent bleeding occurs& risk of hypofibrinogenaemia is 

present. 

 

 

Induction of labor 

 is the process or treatment that stimulates childbirth and delivery. Inducing labor can be 

accomplished with pharmaceutical or non-pharmaceutical methods. In Western countries, it is 

estimated that one-quarter of pregnant women have their labor medically induced with drug 

treatment  

Indication 

1-PET & essential hypertension. 

2-Post maturity. 

3-APH. 

https://en.wikipedia.org/wiki/Childbirth


4-Hydramnios. 

5-Unstable lie  

.6-Diabetes mellitus. 

7-Hemolytic disease. 

8-Fetalabnormality. 

9-Fetaldeath. 

Methods  

1. Administration of oxytocin or prostaglandin. 

2. Artificial rupture of membranes ( amniotomy ). 

3. A combined method is often used.  

 Syntocinon in drip can be used .( 2 units/ 500 c.c glucose water ) . 

 prostaglandins : E2 & F2α  may be given I.V infusion , it has nausea & vomiting as side effect 

, & not super than syntocinon .( PGE2 , 3mg ) pessaries inserted in vagina , if cervix is ripe 

.this has no side effects . 

      Risks of induction labor 

1. Combinedamniotomy with oxytocin drip may fail, but rarely occur. 

2. Risk of infection if there is delay of labor after induction, therefore antibiotic is given. 

3. Iflabor fails to occur, C/S is indicated. 

 

Nursing care for patient with induction of labor  

1. observe & check the rate of flow of infusion 

2. observe the duration of uterine contraction  

3. observe fetal heart rate  

4-any abnormality of uterine contraction stop the infusion. 

 

 

puerperium 

OBJECTIVES 

1-discuss the  mothers physiologic changes after the birth of her baby . 

2- describe the expected  and unexpected  emotional / behavioral  changes in the new mother. 

3-discuss the possible   post- partum complications of hemorrhage and  puerperal infection , mastitis 

,UTI and pulmonary embolism.  



Post-partum care (puerperium ) 

Postpartum period: the period of adjustment after childbirth during which the mother’s 

reproductive system returns to its normal pre pregnant state. It generally lasts six to eight 

weeks and ends with the first ovulation and the return of normal menstruation 

       Physiological changes 

    General changes 

 Temperature: normal but, 

o A reactionary rise may occur after difficult labor. It does not exceed 38oC and drops 

within 24 hours. 

o A slight rise may occur at the 3rd day due to engorgement of the breasts. 

 Pulse: normal but may rise if there is haemorrhage or infection. 

 After pains: Painful uterine contractions occur in early puerperium increasing with suckling 

due to oxytocin release. If intolerable use analgesics. 

 Breasts: 

o Colostrum is secreted in the first 3 days. 

o With the establishment of milk secretion at the 3rd to 4th day, the breasts become 

engorged, larger, painful, tender while suckling relieves the discomfort. 

o Suckling stimulates prolactin secretion, which causes milk production and oxytocin 

release, which stimulates milk ejection. 

 Urine: Diuresis by the 2nd - 4th day, lasting for 3-4 days. 

o Retention of urine may occur due to: 

 Atony of the bladder. 

 Laxity of the abdomen. 

 Recumbancy. 

 Reflex inhibition if the perineum is sutured. 

 Compression of the urethra by vulval oedema or haematoma 

 Bowel: Tendency to constipation due to; 

o Atony of the intestine. 

o Laxity of abdomen and perineum. 

o Anorexia. 

o Loss of fluids. 

 Loss of weight: due to 

o Evacuation of the uterine contents. 

o More fluid loss in urine and sweat. 

 Blood: 

o Increased coagulability of the blood continues during the first two weeks in spite of 

significant decrease in a number of coagulation factors. 

o Haemoglobin concentration: tends to fall in the first 2-3 days. 

 Menstruation: is regained by the 6th - 8th weeks after delivery but in lactating women a 

variable period of amenorrhoea may be present. 

Local changes 

 The uterus is involuted as follow: 

o Structure: i) Autolysis of the excess muscle fibres. ii) The blood vessels are 

obliterated by thrombosis and become degenerated while its remnants are 

transformed into elastic tissues iii) The decidua, except the basal layer, is separated. 

https://www.britannica.com/science/birth
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o Weight: After delivery the uterine weight is 1000 gm . By the end of 6 weeks it is 50 

gm. 

o Size: After delivery the length of the uterus is 20 cm and felt at the level of 

umbilicus. After one week it is midway between umbilicus and symphysis pubis. 

After 2 weeks it is at the level of symphysis. By the end of the 6th week it is 7.5 cm 

long. 

o Uterine ligaments: are involuted and subinvolution predisposes to prolapse and 

retroversion 

 

Lochia: it is post childbirth uterine discharge. It includes: 

1. Lochiarubra:  consists mainly of blood,decidua& trophoblastic debris. After 3-4days. 

2. Lochiaserosa:which consists of old blood, serum, leukocytes & tissue debris? 

3. lochia alba: About 10 days after childbirth the drainage becomes yellow to white which 

consists of leukocytes , decidua, epithelial cells , mucus , serum & bacteria . 

 The amount of lochia decreases by using of Pitocin.  

 Retained placental pieces & membranes cause persistence of lochia rubra . 

 The odor of lochia is important, if offensive it indicates infection & if it is associated with 

fever, pain & abdominal tenderness it indicates endometritis . Pay attention to cervical 

laceration or unrepaired vaginal lacerations.. 

Nursing diagnosis  

1. Risk for infection related to childbirth trauma to tissues. 

2. Risk for constipation related to post childbirth discomfort, decrease intakeof solid food &/ or 

fluids. 

3. Disturbed sleep pattern related to discomfort of postpartum period , long labor process , infant 

care. 

4. Acute pain related to involution of uterus , hemorrhoids , engorged breasts. 

5. Risk for injury related to effects of anesthesia. 

6. Ineffective breastfeeding related to maternal discomfort, infant positioning. 

 

Nursing care during puerperium 

1. Assist woman & their partners during their initial transition to parenting. 

2. Prevent infection & excessive bleeding & to promote normal bowel & bladder patterns & care 

for breasts of women who are breastfeeding or bottle-feeding. 



3. During 4
th

 stage of labor ( 1
st
 1-2 hrs after birth ), the nurse should check vital signs ( B.p, 

pulse, temp.) , then examine fundus of uterus ( exclude uterine atony ) , examine bladder ( 

exclude full bladder) . 

4. Determine amount & color of lochia; examine perineum for episiotomy & for laceration 

&hematoma. Examine for hemorrhoids.  

Instructions related to the mother include: 

1. General body hygiene, good nutrition, rest & sleep, early ambulation,bathing after delivery 

is necessary & it should be daily in hot weather . 

2. Care for bladder: the nurse should help the woman to pass urine after delivery to prevent 

having full bladder which will cause uterine atony& precipitate postpartum hemorrhage. 

 

3. Care for bowel: to prevent constipation. This is done by taking excessive fluid,vegetables, 

sometime by having enema or laxative. 

 

4. Analgesia is needed for woman having episiotomy or vaginal laceration. 

 

5. Care for perineum: especially in woman having episiotomy or perinealtear. Cleaning the 

perineum frequently at day, with diluted antiseptic solution with direction from anterior to 

posterior to prevent contamination of perineum with feces, then drying the area with clean 

pads.  

 

6. Care for after pain: which is colicky pain occurs after delivery & after breastfeeding. 

Reassurance of the mother with use of simple analgesia can relieve pain.  

 

7. Care for breasts: the woman wear well fitted brassiere, the nipple cleaned by water or drops 

of milk. if breast engorgement occurs, cold sponges used with analgesia . 

 

8. Postpartum exercise : should be encouraged for strengthening pelvic floor & abdominal 

muscles  

9. Encourage breast feeding with explanation of family planning methods by using 

contraceptives to lengthen the child spacing time, for at least 2 years birth interval.  

10. Teaching woman to notice the temperature, lochia & detecting signs of postpartum 

hemorrhage or infection. 

 



    11-Instructions for caring for fetus : 

 

 Encourage woman for frequent breast feeding. 

 Explain the importance of general hygiene of the fetus. 

 Care for umbilical stump. 

 Notice any fetal risks like jaundice, fever, repeated vomiting, infection of umbilical stump, no 

passage of meconium. 

 

Nursing assessment and management of neonate: 

Assessment and management of newborn is directed towered promoting the physical 

wellbeing of the baby and supporting the family unit: 

 

1. Providing umbilical cord care, to assist the cord in drying and falling off 

a. Check umbilical cord clamp placement to prevent bleeding from cord. 

b. Keep cord dray and exposed to air. 

c. Asses the cord for presence of vessels. 

d. Observe cord and abdominal area for redness ,discharge ,or bad odor. 

e. Teaching parents to solution used for clean. 

 

2. weighing and measuring the newborn: 

 To obtain abstained weight and measurement of the newborn infant 

Weight: 

 document on the newborns medical record after returning the newborn to the bassinet and 

compare the weight with previous weight .and normal range (2500 - 4000 g). 

 

3. Length 

Their head to heel length is (48 to 53 cm) 

 

4. Head 

 The head circumference measured over the most prominent part of the occiput and just above 

the eyebrows is between 33cm and 35 cm. 

 The anterior fontanels largest and closed by 18 months. 

 Posterior fontanels closed about 2 months. 

 



5. Eyes 

 eye color varies being either slat grey, blue or brown the eyelids are usually edematous and 

there are no tears. 

 

6. Ears 

 the ears are soft,pliable and recoil swiftly when bent and released. 

 

7. Neck 

 the neck is short ,thick and usually has several skin folds. 

 

8. Chest 

 circumference is 30.5cm to 35cm. 

 

9. Abdomen 

Theabdomen is cylindrical in shape the bluish white umbilical cord protrudes from the center. 

 

10. Genitalia 

 the labia are usually edematous with vernixcseosabetween the labia 

11. backs 

 the spine is intact with no openings ,masses or prominent curve. 

12.  Extremities 

 Usually flexed. 

 Full range of motion. 

 Ten finger and ten toes are present with creases visible on the anterior two- thirds  of the sole 

of the foots. 

General care of baby 

1. Check for abnormalities before give the baby to her mother to suckle the colostrum . 

2. Protect him from cold/warp baby with warm towels 

3. Baby laid in head turn to one side in its cot 

4. Check the temperature: rectally or axillary. 

5. identification: by plastic wrist band (blue for♂ pink for♀). 

6. bathing the baby: to remove vernixcaseosa&blood best to clean face of baby moistened swab  

7. daily inspection of baby skin, eye, mouth, umbilical, cord stamp  



Nursing care for puerperium complications: 

 
1-puerperal infections 

2- sub involution of the uterus 

3- vulvar hematoma 

4- disorders of breasts 

5- disorders of bladder 

6-pulmonary embolism 

1- puerperal infections 

It is any clinical infection of the genital canal that occurs within 28 days after miscarriage , induced 

abortion & labor. It occurs 5-10 times higher after c/s than after vaginal birth . 

 Common postpartum infections include endometritis , wound infection, mastitis, UTI & respiratory 

tract infections. 

 The most common infecting micro-organisms are streptococci & anaerobic organisms. The less 

common , but serious pathogenic organisms include staphylococcus aureus, gonococci, coliform 

bacteria & clostridia . 

Predisposing factors for postpartum infections : 

A// Antepartal factors : 

1. History of previous venous thrombosis, UTI, mastitis, pneumonia . 

2. Diabetes mellitus 

3. Alcoholism & drug abuse 

4. Anemia & malnutrition 

 

B// Intrapartum factors : 

1. C/S births 

2. prolonged rupture of membranes 

3. chorioamionitis 

4. prolonged labor 

5. bladder catheterization 

6. internal fetal / uterine pressure monitoring 

7. multiple vaginal exam. After rupture of membranes 

8. epidural anesthesia  

9. retained pieces of placenta 

10. PPH 

11.  episiotomy or lacerations 

12. hematomas 

 

 

 

Endometritis: 



Is a most common cause of postpartum infections. It begins as localized infection at placental site , 

but can spread to involve entire endometrium. The incidence is higher after C/S births. 

 Signs of endometritis include : 

 fever >38 C  ْ  , tachycardia, chills, anorexia, nausea, fatigue, lethargy, pelvic pain, uterine 

tenderness, foul smell profuse lochia, leukocytosis & increase ESR . Anemia may be present. 

 Blood culture or intracervical or intrauterine bacterial culture reveal the offending pathogens within 

36-48 hrs . 

 

WOUND INFECTION:  

It is common postpartum infection . The site of infection include C/S incision , episiotomy , 

repaired laceration site . 

Signs of wound infection : 

Erythema, edema, warmth, tenderness, seropurulant discharge, wound separation, fever & pain. 

 

Urinary tract infection : 

It occur in 2-4% of postpartum women . 

 The risk factors include :  

catheterization , frequent pelvic exam. , epidural anesthesia, genital tract injury, history of UTI & 

C/S births . 

 

Signs & symptoms include : 

Dysuria, frequency, urgency, low-grade fever, urinary retention , hematuria & pyuria . 

Flank pain may indicate upper UTI. Urinalysis may reveal E.Coli . other gram negative aerobic 

bacilli can cause UTI . 

 

Mastitis : 

Affects 1% of women soon after birth. It is almost always unilateral & develops after flow of milk 

is established.  

The infecting organism is hemolytic strept. aureus.  

It starts as infected nipple fissure followed by ductal system involvement . Edema & engorgement 

of breast obstruct flow of milk & regional then generalized mastitis develop. 

 If mastitis not treated , breast abscess will occur. 

Mastitis more commonly seen in 2
nd

-4
th

 week postpartum .  

 

Treatment of wound infection : 



1. antibiotic therapy  

2. wound debridment : wound may be opened & drained 

3. nursing care include: frequent wound & vital signs assessment & wound care. 

4. comfort measures: warm compresses . sitz bath, perineal care. 

5. teaching include: good hygiene technique e.g. changing perineal pads front to back, hand 

washing before & after perineal care . self-care measures, signs of worsening conditions 

reported . 

6. woman discharged for self-care or home nursing care after treatment is initiated in inpatient 

setting. 

7. follow-up is needed to detect early complications. 

 

Management of UTI : 

1. antibiotic therapy according to C&S test. ( treatment not less than 10 days). 

2. analgesia, hydration 

3. postpartum woman with UTI treated on outpatient basis. 

4. teaching include: monitor temp. , bladder function, appearance of urine, signs of potential 

complications & taking antibiotics as prescribed. 

5. inform postpartum woman for proper perineal care, wiping from front to back after urinating 

or have bowel motion , with increase fluid intake to prevent UTI. 

 

Treatment of mastitis: 

1. teaching include warning signs of mastitis 

2. counseling about prevention of cracked nipple  

3. intensive antibiotic therapy (cephalosporin, vancomycin) which are useful for staph. 

Infection 

4. supports of breasts, local cold, adequate hydration 

5. giving analgesia 

6. proper breastfeeding technique is preventive measure for cracked nipple 

7. cleanliness by all having contact with new mother reduce incidence of mastitis 

   

2- Sub involution of the uterus : 

 

Is incomplete return of uterus to its prepregnant size & shape with sub involution . 

 At 4-6 wk postpartum visit, the uterus is still enlarged & soft. Local discharge is still present.  

Sub involution may result from small retained pieces of placenta , mild endometritis or 

accompanying problem e.g. myoma which interferes with complete contraction.     

 

Management: 

Oral administration of methylergonovine (0.2 mg 4 times daily) will improve uterine tone & 

complete involution. 

If uterus is tender on palpation , suggesting endometritis , so give oral antibiotic . 



 The nurse should teach the mother about normal process of involution & lochial discharge prior to 

discharge to home to prevent delay in seeking health care advice. Anemia can result from chronic 

blood loss from subinvoluted uterus& this can add more to woman complaints. 

3- Vulvar hematoma: 

Mainly perineal hematoma which is collection of blood in subcutaneous layer of tissue of perineum 

. the overlying skin is intact . this blood collection caused by injured blood vessels in perineum 

during birth. 

 Hematoma most likely to occur after rapid spontaneous delivery in woman having perineal 

varicosities . also, it can occur at episiotomy or laceration repair site . they may cause woman acute 

discomfort. 

Assessment: 

Perineal sutures almost give postpartum woman some discomfort .  

the woman complain of severe pain in perineal area or feeling of pressure between her legs. 

 Inspect perineal area for hematoma. Hematoma appear as area of bluish discolation &  swelling 

from  2-8 cm in diameter . the area is tender on palpation & feel fluctuant , but seepage into area 

continue & thus it may be felt as firm globe. 

Management: 

1. assess the size of hematoma & degree of woman discomfort  

2. administer mild analgesic for pain relief  

3. apply ice pack covered with towel to prevent further bleeding  

4. hematoma usually is absorbed over next 3-4 days  

5. if hematoma is large when discovered or increasing in size, then it should be incised, & 

bleeding vessel ligated 

6. if episiotomy incision line is opened to drain hematoma it may be left open & packed with 

gauze rather than be resutured  

7. packing usually removed within 24-48 hrs  

8. teach a woman for home care of suture line before discharge her  

9. give antibiotic with correction of anemia by tonics if needed 

 

4-pulmonary embolism: 

It is obstruction of pulmonary artery with blood clot . usually occur as complication of 

thrombophlebitis . the signs of pulmonary embolism are :  

Sudden sharp chest pain , tachypnea , tachycardia, orthopnea, & cyanosis. It is an emergency 

situation . the woman need oxygen immediately & is at high risk of cardiopulmonary arrest . 

woman with such condition urgently transferred to intensive care unit for continuing treatment. 

 

Disorders of bladder: 

1. urinary retention 

2. UTI 

 urinary retention & incontinence : 



It implies inadequate bladder emptying after childbirth , bladder sensation for voiding is decrease 

because of bladder edema from pressure of birth. 

Unable to empty bladder means over distention . 

Incomplete emptying bladder leads to retention with overflow . 

Continuous over distention will lead to bladder atony with permanent incontinence . 

 

Assessment : 

Retention of urine is associated with anesthesia & forceps . when postpartum woman not void for > 

8 hr. , palpate & percuss bladder to exclude retention .  

Always measure the 1
st
 urine output after birth . if it is < 50 ml, suspect retention . urinary retention 

is confirmed by catheterization immediately after voiding . 

 if residual urine in bladder after voiding is > 100 ml so the woman has retention of 

urine . in such condition leave Foley's catheter in bladder (Foley's catheter decrease risk 

of introducing pathogens ) . always use antiseptic technique to prevent infection . 

activity & ambulation help to prevent thrombophlebitis . after 24 hr, catheter clamped 

for short time & then removed , encourage woman to void by end of 6 hrs after removal 

of catheter by offering fluid & giving analgesia to be relaxed . take a mother to 

bathroom & let water running at sink or let her hold her hands under warm running 

water . in most women when edema of vulva & bladder decrease , she can void without 

difficulty . assess residual urine again . if a woman not void after 8 hrs of catheter 

removal , reinsert Foley's catheter for another 24 hrs . assure the mother that bladder 

complications are not uncommon . usually they are present for no longer than 48 hrs 

postpartum. They are problems that most likely will not recur. 

 

 

“Neonatal nursing care” 

OBJECTIVES 

1. Describe the cardiovascular, pulmonary, thermal, and gastrointestinal adaptation of the newborn. 

2. Identify indications for instituting neonatal resuscitation. 

3. Identify parameters used in the Apgar scoring of a newborn. 

4. Describe the importance of maintaining a neutral thermal environment for the newborn, and 

discuss interventions to achieve a neutral thermal environment. 

5. Interpret physical and neurologic findings for gestational age classification. 

 

 



Transition from fetus to neonate 

1. Respiratory adaptation 

a. Mechanical stimuli: Air fills the alveoli by replacing the lung fluids that have been 

expelled by chest compression during the vaginal delivery. Infant crying creates intrathoracic 

positive pressure, keeping the alveoli open. 

b. Chemical stimuli: With cessation of placental blood flow, the neonate’s lungs must 

initiate and maintain gas exchange. Surfactant, a phospholipid coating the alveolar epithelium, 

reduces the surface tension of the lung mucosa and allows exhalation without lung collapse. 

c. Thermal stimuli: Sudden chilling of the moist infant after delivery stimulates skin 

sensory receptors to transmit impulses to the respiratory center. 

d. Sensory stimuli: Normal handling after delivery (e.g., vigorous drying of the newborn) 

provides strong tactile stimulation to initiate breathing. 

2. Cardiovascular adaptation:  

a. The neonate’s circulatory system undergoes several physiologic changes after birth. The 

termination of fetal circulation and the transition to newborn circulation involve the 

closure of the three fetal shunts—the ductus venosus, the foramen ovale, and the 

ductus arteriosus. 

b. The ductus arteriosus functionally closes by 10 to 15 hours in the full-term infant due 

to decreasing pressure in the pulmonary vasculature and the increased pressure in the 

aorta. This stops the flow of blood through the ductus arteriosus. 

c. The foramen ovale, which acts like a flap valve, closes within minutes after birth with 

the decreased pulmonary vascular resistance and increased left heart pressure due to 

termination of placental blood flow. 

 

3. Thermoregulation 

Normal temperature range: Preferred temperatures for term infants are between 36° (96.8° 

F) and 36.5° C (97.7 F) (axillary) for the first few hours of life. Newborns are at an 

increased risk of thermoregulatory problems for several reasons: 

  (1)   The ratio of large body surface to body mass 

  (2)   Higher metabolic rate with limited stores of metabolic substrates 

  (3)   Limited subcutaneous fat with poorly developed shivering response 

 

4. Gastrointestinal transition:  

Feedings initiated as soon as possible after birth help maintain normal metabolism during 

the transition from fetal to extrauterine life. The goal of feeding is to provide adequate 

nutrition to meet the infant’s metabolic requirements and ensure growth. 

a. Infants born beyond 32 to 34 weeks’ gestation have adequate suck-and-swallow 

coordination for oral feedings unless neurologic damage has occurred or the infant is too ill 

to safely handle feedings. 

b. Feeding newborn infants: 

    Breastfeeding: 

 (a) The best source of nutrition in the first 6 months of life is human milk provides 20 

kcal/ounce (30 mL). 

(b) Should begin as soon as possible after birth, usually within the first hour and continue 

for at least 12 months. 



(c) Unless medically contraindicated, alert, healthy infants should have their first feeding in 

the delivery room.  

(d) Feed every 2 hours or when infant is awake, alert, Each session should last 10 to 15 

minutes  

on each breast. Burp infant between and after each breast. 

(e) Do not supplement the breastfed infant with feedings of water, glucose water, or 

formula, which might actually discourage breastfeeding. 

 

 

Nursing assessment 

A. Delivery room assessment 

    1. Identify the infant at risk. 

        a. Review maternal history and prenatal course. 

        b. Assess fetal well-being during labor and delivery. 

  (1) Apgar scoring 

  (a) This scoring system, initially developed by Virginia Apgar in 1952, provides 

practitioners with      a standardized approach for assessing the newborn infant immediately 

after birth to help identify those infants requiring resuscitation and predict survival in the 

neonatal period. 

  (b) Scoring is done at 1, 5, and sometimes 10 minutes of life; the newborn is given a 

score from 0 to 2 for each category, based on the elements described in table below. 

 

 

 

 

 

 

 

 

 

 

B. Complete newborn assessment 

1. After stabilization, a thorough and systematic assessment of the newborn is necessary to 

identify the state of health of the neonate and detect congenital anomalies that might cause 

problems with extrauterine adaptation. Physical examination of the term infant should be 

performed with one or both parents in attendance.  

A. Weight: 2500 to 4000 g. 

B. Length from head to heel: 48 to 53 cm (19 to 21 inches). 

C. Chest circumference: 30.5 to 33 cm (12 to 13 inches). 

D. Head circumference: 33 to 35.5 cm (13 to 14 inches). 

2. Vital signs: 



A. Temperatures should stabilize between 36.4° and 37° C (97.5° and 98.6° F). 

B. Respiratory patterns are irregular, with respiratory rates between 30 to 60 inspirations 

per minute. 

C. Heart rates are regular, with rates between 110 and 160 bpm depending on the 

infant’s state. 

D. Blood pressure measurements are usually not assessed as part of the newborn 

examination. 

3. Physical examination: General survey: periods of alertness, symmetric features and 

movements, easily consolable and all body systems from head to toys. 

4. Assess for newborn reflexes as table below: 

 

 

 

 

 

 

 

 

 

 

 

 

 

5. Gestational age assessment  

Classifications: infant’s weight and weeks of gestation are classified as follows: 

A. Appropriate for gestational age (AGA): characterizes approximately 80% of the 

neonatal population. 

B. Small for gestational age (SGA): less than 2500 g (5 pounds, 8 ounces) for term 

neonate due to less growth in utero than expected; associated risks include 

hypoglycemia, asphyxia, respiratory distress syndrome, meconium aspiration, intrauterine 

infection, and hyperbilirubinemia. 

C. Large for gestational age (LGA): more than 4000 g (8 pounds, 13 ounces) for term 

neonate due to accelerated growth for length of gestation; associated risks include birth 

trauma, hypoglycemia, hypocalcemia, hyperbilirubinemia, meconium aspiration, 

intrauterine infection, and polycythemia. 

 

Nursing management for immediate and daily neonate  

1. Temperature regulation 



Interventions 

A. Close door to delivery rooms and nursery and place radiant warmer away from traffic 

patterns and air drafts. 

B. Upon delivery, dry infant thoroughly and quickly; remove wet linens and place the 

infant prone on the mother’s bare chest. Cover infant across the back with a warm 

blanket. Skin-to-skin (STS) contact between the mother and baby at birth keeps the 

baby warmer.  

C. Check infant’s temperature every 15 to 20 minutes until stable, then every 4 to 8 

hours. 

D. In the nursery, prewarm incubators and radiant warmers. 

E. Initial bath is recommended only after the newborn’s temperature and vital signs have 

stabilized (2 to 4 hours after birth). 

F. During the bath, wash one area at a time; dry it, keeping the infant covered at all 

times. Place hat on infant’s head to decrease heat loss. Dress infant in shirt, diaper, 

and hat or cap. 

G. Wrap in double blanket until infant can maintain temperature without second blanket 

(usually about 24 hours) until stable. 

H. To warm infant, set incubator temperature at 1.5° C (2.6° F) higher than infant’s 

temperature until infant’s temperature begins to stabilize. 

Use warming devices, such as heat lamps, sparingly and for only 15-minute intervals to 

prevent overwarming the infant. 

 

2. Respiratory distress/difficulty 

Interventions 

A. Upon delivery, position infant’s head in ―sniff‖ position or slight extension. 

Suction mouth, then the nose. 

B. Assess respiratory effort and heart rate (HR). 

C. Provide tactile stimulation (slap foot, flick heel with finger, or rub back). 

Provide positive-pressure ventilation using a bag and mask with 100% oxygen for apnea, HR 

absent or less than 100 bpm, or central cyanosis. 

 

 

 

 

 

 

 

 

3. Cardiopulmonary compromise 

Interventions 



A. Assess respiratory rate and HR. 

B. Begin positive-pressure ventilation using a bag and mask with 100% oxygen if HR 

absent or less than 100 bpm, or central cyanosis. 

C. Begin chest compressions if HR absent or remains less than 60 bpm despite adequate 

assisted ventilation for 30 seconds. The two-thumb technique is recommended in 

newborn infants 

D. Obtain IV access and administer epinephrine IV at a dose of 0.01 to 0.03 mg/kg if 

the heart rate remains lower than 60 bpm after a minimum of 30 seconds of adequate 

ventilation and chest compressions. There is a lack of evidence to support use of 

endotracheal epinephrine. 

4. Prevention of infection 

Interventions 

A. After temperature stabilization, bathe the infant with warm water to reduce the 

incidence of skin colonization with pathogenic bacteria. Removal of all vernix is not 

necessary because it may offer antibacterial protection. 

B. Clean injection sites with alcohol and friction before injections. 

C. Clean and observe any scalp monitoring sites for abscesses, redness, or drainage. 

D. Eye care: Regardless of route of delivery, universal prophylaxis of all newborns with 

1% silver nitrate drops, 0.5% erythromycin, or tetracycline is recommended. 

E. Umbilical cord care: applying sprays keeping the baby’s cord clean and dry at birth to 

aid by in cord separation, air-drying by tucking the diaper below the cord is 

recommended.  

F. Check circumcision site with every diaper change, and remove  covered gauze after 4 

hours. Clean site with water only for 3 to 4 days. 

5. Prevent hemorrhagic disease in the newborn or vitamin K–deficiency bleeding (VKDB). 

Vitamin K is administered intramuscularly within 1 hour of birth. 

“Contraception, sterilization and termination 

of pregnancy” 

 

OBJECTIVES 

1. Identify the family planning and contraception. 

2. Describe the Objective of family planning in Iraq. 

3. Identify the Contraception methods. 

4. Describe the mechanism of action of various methods of birth control. 

5. Describe the risks and benefits of each method of birth control. 

6. Teaching the clients for using contraceptive methods 

Family planning 

Family planning services are defined as "educational, comprehensive medical or social activities 

which enable individuals, including minors, to determine freely the number and spacing of their 

children and to select the means by which this may be achieved". That mean: 

1. Involves choosing when to have children. 

2. Includes contraception, prevention of pregnancy, and methods to achieve pregnancy. 



Contraception: the intentional prevention of conception by artificial or natural means. Artificial 

methods in common use include preventing the sperm from reaching the ovum (using condoms, 

diaphragms, etc), inhibiting ovulation (using oral contraceptive pills), preventing implantation 

(using intrauterine devices), killing the sperm (using spermicides), and preventing the sperm from 

entering the seminal fluid (by vasectomy). Natural methods include the rhythm method and coitus 

interruptus Compare birth control, family planning. 

Objective of family planning in Iraq 

1. Space pregnancy: increase child spacing. 

2. Reduce incidence of induced abortion. 

3. Keep woman healthy and fit. 

4. To control the frequent pregnancies which are burden on the mother. 

5. Make balance between economic resources and increasing population. 

Contraception methods 

1. Natural methods. 

2. Barrier methods and spermicides. 

3. Intrauterine devices. 

4. Hormonal contraceptive methods. 

5. Emergency contraception. 

6. Surgical sterilization. 

1. Natural methods 

The methods of contraception described in this section—periodic abstinence, coitus interruptus, 

and lactational amenorrhea—are physiology-based methods 

Periodic abstinence (the rhythm or calendar method) is a physiologic form of 

contraception that emphasizes fertility awareness and abstinence shortly before and after the 

estimated ovulation period. It also requires the woman to haven regular, predictable menstrual 

cycles. Ovulation assessment methods may include the use of ovulation prediction kits, basal 

body temperature measurements , menstrual cycle tracking, cervical mucus evaluation, and/or 

documentation of any premenstrual or ovulatory symptoms. 

Coitus interruptus, or withdrawal of the penis from the vagina before ejaculation, is one of 

the oldest methods of contraception. With this method, the majority of semen is deposited outside 

of the female reproductive tract.  

Lactational amenorrhea Continuation of nursing has long been a widespread method of 

contraception for many couples. After delivery, the restoration of ovulation is delayed because of a 

nursing-induced hypothalamic suppression of ovulation. Specifically, there is a prolactin-induced 

inhibition of pulsatile gonadotrophinreleasing hormone (GnRH) from the hypothalamus resulting in 

suppression of ovulation. 

2. Barrier methods and spermicides 

These contraceptive methods work by preventing sperm from entering the endometrial cavity, 

fallopian tubes, and peritoneal cavity. 

Male condoms are latex sheaths placed over the erect penis before ejaculation. They prevent the 

ejaculate from being released into the reproductive tract of the woman. 

https://www.dictionary.com/browse/birth-control
https://www.dictionary.com/browse/family-planning


The female condom is a pouch made of polyurethane that has a flexible ring at each end. One 

ring fit into the depth of the vagina, and the other stays outside the vagina near the introitus 

Diaphragm The vaginal diaphragm is a dome-shaped latex rubber sheet stretched over a thin 

coiled rim. Spermicidal jelly is placed on the rim and on either side of the diaphragm, and it is 

placed into the vagina so that it covers the cervix. The diaphragm and spermicide should be placed 

in the vagina before intercourse and left in place for 6 to 8 hours after intercourse. 

cervical cap is a small, soft, silicone cap that fits directly over the cervix. It is held in place by 

suction and acts as a barrier to sperm. The cap must be fitted by a clinician and must be used with a 

spermicidal jelly 

 

 

 

 

 

 

 

3. Intrauterine devices 

IUD the most widely used method of reversible contraception in the world The IUD is especially 

indicated for women in whom oral contraceptives are contraindicated, those who are at low risk for 

STIs. Currently, only two IUDs are available, the intrauterine Copper-T IUD and the levonorgestrel 

intrauterine system (Mirena). 

Intrauterine devices are introduced into the endometrial cavity using a cervical cannula. IUDs have 

two monofilament strings that extend through the cervix where they can be checked to detect 

expulsion or migration. The strings also facilitate removal of the device by the clinician.  

The mechanism of action for IUDs is not completely understood, but they are known to act mainly 

by killing sperm (spermicidal) and preventing fertilization. The IUD is also thought to reduce tubal 

motility that in turn inhibits sperm and blastocyst transport. IUDs do not affect ovulation, nor do 

they act as abortifacients. 

Progesterone in the Mirena thickens the cervical mucus and atrophies the endometrium  to prevent 

implantation. Copper in the Cooper-T IUD is thought to hamper sperm motility and capitation so 

sperm rarely reach the fallopian tube. 

 

 

 

 

 

 



Contraindications for Intrauterine Device (IUD) Use 
1. Absolute contraindications 

 Known or suspected pregnancy. 

 Undiagnosed abnormal vaginal bleeding. 

 Acute cervical, uterine, or salpingeal infection. 

 Copper allergy or Wilson disease (for ParaGard only). 

 Current breast cancer (for Mirena only). 

2. Relative contraindications 

 Prior ectopic pregnancy. 

 History of STIs in past 3 months. 

 Uterine anomaly or fibroid distorting the cavity. 

 Current menorrhagia or dysmenorrhea (for ParaGard only). 

STI, sexually transmitted infection 

 

Possible Risks and Complication for Intrauterine Device (IUD) 
1. Perforation. 

2. Infection.  

3. Expulsion.  

4. Pain when the IUD is put in. 

5. Cramping or backaches for a few days after the IUD is put in. 

6. Spotting between periods. 

7. Irregular periods. 

8. Heavier periods and worse menstrual cramps (Paragard). 

9. Ectopic pregnancy. 

 

 

4. Hormonal contraceptive methods 

Hormonal contraceptives are the most commonly used reversible means of preventing pregnancy, 

and consist of combined (estrogen and progesterone) and progesterone-only methods.  currently, 

combined hormonal methods are available in oral, transdermal, and vaginal forms, whereas 

progesterone-only methods are available in oral, injectable, implantable, and intrauterine forms. 

A. Combined estrogen and progestin 

Oral Contraceptive Pills 
Oral contraceptive pills (OCPs) are composed of progesterone alone or a combination of 

progesterone and estrogen. Oral contraceptives place the body in a pseudo-pregnancy state by 

interfering with the pulsatile release of follicle-stimulating hormone (FSH) and luteinizing hormone 

(LH) from the anterior pituitary. This pseudo-pregnancy state suppresses ovulation and prevents 

pregnancy from occurring. 

 

Secondary mechanisms of action for OCPs include thickening the cervical mucus to render it less 

penetrable by sperm and changing the endometrium to make it unsuitable for implantation. 

 

The combination pill containing both estrogen and progestin is taken for the first 21 days out of a 

28-day monthly cycle. During the last 7 days of the cycle, a placebo pill or no pill is taken. 



 

Complications Associated with Oral Contraceptives 
1. Cardiovascular (mainly in smoking) 

 Deep Vein Thrombosis (DVT) 

 Pulmonary Embolus (PE) 

 Cerebrovascular Accident (CVA) 

 Myocardial Infarction (MI) 

 Hypertension 

2. Other 

 Cholelithiasis 

 Cholecystitis 

 Benign liver adenomas (rare) 

 Cervical adenocarcinoma (rare) 

 Retinal thrombosis (rare) 

 

 

 

Transdermal Estrogen and Progestin Hormonal Contraception—Ortho Evra 
The contraceptive patch with the brand name Ortho Evra, Women apply one patch each week for 3 

weeks followed by 1-week patch-free period during which they will have a withdrawal bleed. 

 

Vaginal Estrogen and Progestin Hormonal Contraception—NuvaRing 
The hormone-releasing vaginal ring with the brand name of NuvaRing, the ring is placed in the 

vagina for 3 weeks, and is removed for 1 week to allow for a withdrawal bleed. 

 

B. Progesterone-only contraception 

Progesterone-only contraception consists of oral, injectable, implantable, and intrauterine options 

(the Mirena IUS is discussed in the IUD section). These all function primarily using the same 

mechanisms: thickening the cervical mucus, inhibiting sperm motility, and thinning the endometrial 

lining so that it is not suitable for implantation. 

Progestin-Only Oral Contraception Pills (The Minipill) 

Progestin-only pills deliver a small daily dose of progestin, POPs also differ from traditional pills in 

that they are taken every day of the cycle with no hormone-free days. This effect, however, 

decreases after 22 hours so the minipill must be taken at the same time each day. 

Injectable Progesterone-Only Contraception—Depo-Provera 

Depo-Provera (medroxyprogesterone acetate; DMPA) (150 mg/1 mL, intramuscular ―IM‖) is 

injected intramuscularly every 3 months in a vehicle that allows the slow release of progestin over a 

3-month period. 

 Depo-Provera acts by suppressing ovulation, thickening the cervical mucus, making the 

endometrium unsuitable for implantation, and reducing tubal motility. After an injection, ovulation 



does not occur for 14 weeks; therefore, patients have a 2-week grace period in their every 12-week 

dosing.    

Implantable Progesterone-Only Contraception—Nexplanon 

Nexplanon (the newest generation of the Implanon device) is a single-rod, subdermal progestin 

implant that provides 3 years of uninterrupted contraceptive coverage. The device is 4 cm*2 mm, 

contains 68 mg of etonogestrel, and provides a slow release of hormone over 3 years. It is 

radiopaque and the size of a matchstick.  

5. Emergency contraception 

Emergency contraception (EC) is a safe and effective means of preventing pregnancy after 

unprotected intercourse or in the case of contraceptive failure (condom break, diaphragm 

dislodgment, IUD expulsion, missed pill, and late Depo-Provera injection). 

 

 

 

 

6. Surgical sterilization 

The patient should understand the permanent and largely irreversible nature of the procedure, 

operative risks, chance of failure, and possible side effects. It is indicated in women in whom 

pregnancy would be life-threatening such as those with major cardiac issues. 

Tubal sterilization 

Tubal sterilization prevents pregnancy by surgically occluding both fallopian tubes to prevent the 

ovum and sperm from uniting. Tubal ligation can be performed in the  

a) immediate postpartum period (postpartum sterilization [PPS]) 

b) outside the postpartum period via a laparoscopic approach (laparoscopic tubal ligation 

[LTL]) 

c) via hysteroscopic tubal occlusion 

Over about 12 weeks, sterilization is accomplished as in-growth of tissue around the coils results in 

tissue barrier occlusion in the fallopian tubes. 

 

Vasectomy 

Vasectomy is a simple and safe option for permanent sterilization involving ligation of the vas 

deferens. This procedure may be performed in a provider’s office under local anesthesia through a 

small incision in the upper outer aspect of each scrotum Because sperm can remain viable in the 

proximal collecting system after vasectomy, patients should use another form of contraception until 

azoospermia is confirmed by semen analysis, usually in 6 to 8 weeks. 

 

 



Gynecological disorders 

OBJECTIVES 

1-describe the varoius  structural  disorders of the uterus and  vagina. 

2- discuss the pathophysiology  of selected  benign and malignant  neoplasms of the  female  

repoductive  tract  

 

 

Urinary tract infection (UT I):  is defined as an infection of the lining of the 

urinary bladder and urethra. A urinary tract infection occurs when an 

infectious organism enters your urinary tract – usually through the urethra 

and causes an infection it affect about 2 - 4 % of post partum woman. 

Signs & symptoms  

 Inflamed bladder and urethra 

 Pain in the pelvic region and abdomen 

 Strong urge to urinate (but may urinate only few drops) 

 Urinating more often 

 Burning sensation while urinating 

 Unpleasant smelling urine (foul odour) 

 generalized body pain, fever and fatigue 

 

The risk factor  

1. Catheterization. 

2. Frequent unsafe pelvic exam. 

3. Epidural anesthesia. 

4. Genital tract injury. 

5. history of  U T I & C/S births 

Management of U T I  

1. Antibiotic therapy according to c & s test. 

2. Analgesics hydration. 

3. Postpartum woman with U T I treated in outpatient basis. 

4. Teaching include: monitor temp, bladder function, appearance of urine. 



5. Inform postpartum woman for proper perinea care, wiping from front to back 

after urinating or bowel motion, increase fluid intake to prevent urinary tract 

infection. 

Nursing Implementation 

1. Give the woman information to help her recognize the signs of UTI. 

2. Discuss hygiene practices. 

3. Advantage of wearing cotton under wear & need to void frequent to prevent 

urinary stasis. 

4. Stress the importance of maintaining a good fluid intake. 

5. Drinking cranberry juice daily & taking 500 mg of vitamin C. 

 

Care of the woman with endometriosis.  

Endometriosis is a condition in which cells similar to those in the endometrium, the 

layer of tissue that normally covers the inside of the uterus, grow outside of it. Most 

often this is on the ovaries, fallopian tubes, and tissue around the uterus and ovaries; 

however, in rare cases it may also occur in other parts of the body. 

Endometriosis has been found almost everywhere in the body include:- 

 Vagina. 

 Lungs. 

 Cervix. 

 Central nervous system. 

 Gastrointestinal tract 

 

The main symptoms :                                       

 1-pelvic pain           

2-Infertility 

https://en.wikipedia.org/wiki/Cell_(biology)
https://en.wikipedia.org/wiki/Endometrium
https://en.wikipedia.org/wiki/Tissue_(biology)
https://en.wikipedia.org/wiki/Uterus
https://en.wikipedia.org/wiki/Ovaries
https://en.wikipedia.org/wiki/Fallopian_tube


3- while in 70% pain occurs during menstruation. 

4-  Pain during sexual intercourse is also common 

 

Nursing Implementation 

 Review the dosage, schedule possible side effect & any warning signs of 

prescribes medication.  

 A woman with endometriosis is often advised not to delay pregnancy because of 

the increase risk of infertility. 

 

Care of woman with polycystic ovarian syndrome  

Polycystic ovarian syndrome: is a complex endocrine disorder of ovarian 

dysfunction that is evidence by a menorrhea or oligomenorrhea& clinical signs 

of androgen excess (typically, hirsutism, acne). 

 

The 3 main features of PCOS are: 

 irregular periods – which means your ovaries do not regularly release eggs 

(ovulation) 

 excess androgen – high levels of "male" hormones in your body, which may 

cause physical signs such as excess facial or body hair 

 polycystic ovaries – your ovaries become enlarged and contain many fluid-

filled sacs (follicles) that surround the eggs (but despite the name, you do not 

actually have cysts if you have PCOS) 

Clinical manifestations 

1. Menstrual dysfunction. 

2. Irregular menses, ranging from total absence of periods (amenorrhea) to 

intermittent or infrequent period (oligomenorrhea) to heavy periods 

(menorrhagia). 

3. Obesity. 

https://en.wikipedia.org/wiki/Menstruation
https://en.wikipedia.org/wiki/Dyspareunia
https://www.nhs.uk/conditions/irregular-periods/


4. Hyperinsulinemia. 

5. Infertility. 

6. hyperandrogenism 

Clinical therapy  

1. Decrease the effect of hyperandrogenism (hirsutism, acne). 

2. Restoring reproductive function for woman desiring pregnancy. 

3. Protecting the endometrium (increased risk for uterine cancer). 

4. Reducing long term risk specifically type 2 diabetic & cardio vascular disease. 

Treating polycystic ovary syndrome (PCOS) 

There's no cure for PCOS, but the symptoms can be treated. Speak to a GP if you think you may 

have the condition. 

If you have PCOS and you're overweight, losing weight and eating a healthy, balanced diet can 

make some symptoms better. 

Medications are also available to treat symptoms such as excessive hair growth, irregular 

periods and fertility problems. 

If fertility medications are not effective, a simple surgical procedure called laparoscopic ovarian 

drilling (LOD) may be recommended. 

This involves using heat or a laser to destroy the tissue in the ovaries that's producing androgens, 

such as testosterone. 

With treatment, most women with PCOS are able to get pregnant. 
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