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INTRODUCTION

The course Reproductive and Adolescent Health (PRB® a 3 Units
course.

The rapid changes in health, technological advanée®wledge
explosion, demographic changes and advance mesticaice demands
that health workers be educationally prepared tovide effective
maternity and reproductive health care acrossdinérmuum of setting —
from hospital or clinic to home or community. Thaucse you are about
to study is reproductive and adolescent health sndaught in 5
modules. Reproductive and adolescent health igmkes in such a way
that you will learn to care for clients/patientsttwreproductive health
issues. Manage patients before, during and aftewula Demonstrate
understanding of principles and techniques of famgdlanning.
Demonstrate ability to take delivery with the assise of a qualified
health care provider.

WHAT YOU WILL LEARN IN THIS COURSE

The course consists of five Modules andW#its and a Course Guide.
This Course Guide explains to you briefly what @aurse is all about,
what course materials you will be using and how gan work with the
materials for successful course completion. In tmdi the Guide
provides some general guidelines for the amoutinoé you are likely
to spend on each unit of the course to completsuitcessfully.
Furthermore, it gives you guidance in respect afirydutor-Marked
Assignments (TMAs) which will be made availabletire assignment
file. There will be regular tutorial classes thed eelated to the course. It
is advisable for you to attend these tutorial sassi The course will
prepare you for the challenges you will meet iniemmental health
and safety professional practices.

COURSE AIM

The goal of this courseRgproductive and Adolescent Health) is to

provide you with the necessary knowledge and thks skeeded for
effective management and care of pregnancy, lakend during
puerperium among other components of reproduciadti. Understand
the management of youth-friendly services.

COURSE OBJECTIVES

In addition to the aims above, this course is setathieve some
objectives. After going through this course, yoaudd be able to:
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i. Understand the basic concept and terminologiesateMity
Services

i Understand the anatomy and physiology of the rapre
systems

ii. Know certain health conditions that can threatpnegnancy.

iv. Understand the labour process and the care ofienpat labour.

V. Understand problems associated with sexually tréatesin
infections

Vi. Know the investigations and treatment of couple wifertility.

vii.  Understand patient care during pregnancy, labodparperium

vii.  Understand the Management of youth-friendly sesrice

WORKING THROUGH THE COURSE

This course involves that you would be requiredpgend a lot of time
reading. The contents of this material are verysdeand require you to
spend a great time studying it. This account ferdgheat effort puts into
its development in the attempt to make it very eaddel and
comprehensible. Nevertheless, the effort requirdd you is still
tremendous. | would advise that you avail yoursélthe opportunity of
attending the tutorial sessions where you wouldelthe opportunity of
comparing knowledge with your peers.

THE COURSE MATERIAL

The components of the Course are:

The Course Guide

Modules

Study Units
References/Further Reading
Assignments

Presentation Schedule

ghRwpNE

STUDY MODULES/UNITS

This course, reproductive and adolescent healtdivigled into five
modules.

Module | lay the foundation for reproductive and adolesderalth and
provides you with knowledge of basic concepts amninologies in
maternity nursing. A review of the anatomy and pblpgy of the
reproductive systems are done here. It also dedensvely on the
health and nutritional needs during pregnancy
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Module 2 deals with signs of pregnancy, the physiologicandes, the
minor discomfort of pregnancy and abortion and igsues. Health
conditions that can threaten pregnancy are alsusié®d. It also focuses
on high-risk women and infants.

Module 3 deals with the challenges of the labour procesdlamdare of
patients in labour.

Module 4 focuses on sex and sexuality. The unit on reprodect
infections deals extensively on sexually transrditiefections, with

special emphasis on HIV/AIDS. The final unit dealdh counselling

youth and youth-friendly services. It also addrestee need for the
importance of male involvement in reproductive kteand gender-
based violence.

Module 5 deals with the principle and techniques of famiamming.
ASSIGNMENT FILE

The two aspects of assessment ascribed to thiseaue as follows:
Tutor-Marked Assignments (30%), and
Final Examination (70%).

TUTOR-MARKED ASSIGNMENTS (TMAS)

The TMA is a continuous assignment component ofr yoourse. It

accounts for 30% of the total score. You will beregi 3 TMAS to

answer. These three TMAs must be answered befaran®allowed to
sit for the end of Course Examination. The TMAs| Wi given to you

by your Course Facilitator and returned after yoaveh done the
assignment. Assignment questions for the unitshis Course are
contained in the Assignment File. You will be alite complete the
assignments from the information and material doeth in your

reading, references and study units. However,desrable in all degree
levels of education to demonstrate that you haeel @nd researched
more into your references, which will give you ad@iviewpoint and

provide you with a deeper understanding of theesttbj

Ensure that each assignment reaches your Fadilibaamr before the
deadline given in the Presentation Schedule anigAsent File. You
must contact your Course Facilitator before thegassent due date of
submission should you be unable to complete yosigasient on time
to discuss the possibility of an extension. Theeesion will not be
granted after the due date unless there are ego@ptiircumstances.

vi



PHS 401 COURSE GUIDE

FINAL EXAMINATION AND GRADING

The end of the Course and Examination for this sewvill be for about
2 hours and it has a value of 70 per cent of ti& twurse work. The
examination will consist of questions, which weiflect the type of self-
testing, practice exercise and Tutor-Marked Assignirproblem you

have previously encountered. All areas of the ecowvdl be assessed.
You are advised to use the time between finishimg last unit and
sitting for the examination to revise the whole isau You might find it

useful to review your self-tests, TMAs and commemtsthem before
the examination. The end of Course examination eailer information

from all parts of the Course.

PRESENTATION SCHEDULE

Your course materials have important dates for éady and timely
completion and submission of your TMAs and attegdinorials. You
should remember that you are to submit all youigassents by the

stipulated time and date. You should guard agdmihg behind in
your work.

STUDY UNITS

The units covered in this course are;

Modulel Review of Anatomy and Physiology of the
Reproductive System

Unit | Review of Male/Female Reproductive System

Unit 2 Fertility

Unit 3 Health and Nutrition during Pregnancy

Module2  Pregnancy

Unit | Signs of Pregnancy and Physiological Change

Unit 2 Common Discomforts in Pregnancy

Unit 3 The Antenatal Visit

Unit 4 Abortion

Unit 5 High Risk Women and Infants

Unit 6 Fetal Health

Module3  The Process of L abour

Unit | Abdominal examination

Unit 2 Labour Process

Unit 3 Abnormal Labour

Unit 4 The Postpartum Visit and Examination

Vii
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Module4  Sex and Sexuality

Unit | Sexuality

Unit 2 Sexually transmitted Infections

Unit 3 Counselling Adolescents on Reproductiveess
Unit 4 Male Involvement in Reproductive Health
Unit 5 Gender-based Violence

Module5 Family Planning

Unit | Hormonal Contraception

Unit 2 Injectable Contraception

Unit 3 Intrauterine Devices

Unit 4 Condom and Sterilization
ASSESSMENT

There are two components of assessment for thisseoohe Tutor-
Marked Assignments (TMASs), and the end of coursareration.

COURSE MARKING SCHEME

Table 1. Course marking scheme

Assignment

Marks

Tutor-Marked Assignment
(TMAs) 1-3

Three assignments, three marks
10% each = 30% of Course Mark

End of Course Examination

70% of overall Courselkdar

Total Total 100% of Course Materials
Table 2: Course Organisation
Unit | Title of Work Weeks Assessment
Activity (End of
Unit)
Course Guide Week
1 Review of Male/Female,Week 1 Assignment
reproductive System Fertility 1
2 Health and Nutrition duringWeek 2 Assignment
Pregnancy 2
3 Signs of Pregnancy  andVeek 3 Assignment
Physiological Changes 3
And Common Discomforts in
Pregnancy
4 The Antenatal Visit and Abortion| Week 4 Assignine
4
5 HighRisk Women and Infani Week 5 Assignment

viii

S

at
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and Fetal Health 5

6 Abdominal  Examination  andWeek 6 Assignment
Labour Process 6

7 Abnormal Labour and ThewWNeek 7 Assignment
Postpartum Visit and Examination 7

8 Sexuality and Sexually transmitteWVeek 8 Assignment
Infections 8

9 Counselling  Adolescents  oWeek 9 Assignment
Reproductive Issues 9

10 Male Involvement in ReproductivéVeek 10 | Assignment
Health 7
and Gender-based Violence

11 Hormonal Contraception andVeek 11 | Assignment
Injectable Contraception 8

12 Intrauterine Devices and CondoMW/eek 12 | Assignment
and Sterilisation 9

HOW TO GET THE MOST FROM THIS COURSE

In distance learning, the study units replace thiearsity lecturer. This
is one of the huge advantages of distance leammiogde; you can read
and work through specially designed study mateaalgour own pace
and at a time and place that suit you best.

Think of it as reading from the teacher, the stgdige tells you what to
read, when to read and the relevant texts to congal are provided
exercises at appropriate points, just as a lectight give you an in-
class exercise.

Each of the study Units follows a common formate Thst item is an
Introduction to the subject matter of the unit &odv a particular Unit is
integrated with the other Units and the Course ah@e. Next to this is
a set of learning objectives. These learning olyestare meant to guide
your studies. The moment a unit is finished, yousimgo back and
check whether you have achieved the objectivetidfis made a habit,
then you will significantly improve your chancespassing the course.

The main body of the Units also guides you throulgh required
readings from other sources. This will usually ke from a textbook
or from other sources. Self-assessment exercises povided
throughout the unit, to aid personal studies arslvans are provided at
the end of the unit. Working through these selfstesill help you to
achieve the Objectives of the Unit and also prepare for the tutor-
marked assignments and examinations. You shoudnptteach self-
test as you encounter them

in the Units.
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The following are practical strategies for workitigough this course.

They include:
1. Read the Course Guide thoroughly;
2. Organize a study schedule. Note the time y®uexipected to

10.

spend on each Unit and how the assignment relatésetUnits.
Important details, e.g. details of your tutoriatgldhe date of the
first day of the semester are available. You nemdgdther
together all this information in one place suchaagiary, a wall
chart calendar or an organizer. Whatever methodchowse, you
should decide on and write in your dates for wagkan each
unit;

Once you have created your study schedule,vdoyiling you
can to stick to it. The major reason that studémtss that they
get behind with their course works. If you get imifficulties
with your schedule, please let your tutor know beibis too late
for help;

Turn to Unit 1 and read the Introduction and @bjectives for
the unit;

Assemble the study materials. Information abwliat you need
for a Unit is given in the table of contents at theginning of
each Unit. You will almost always need both thedgtwnit you
are working on and one of the materials recommeifoletlirther
readings, on your desk at the same time;

Work through the Unit, the content of the Unself has been
arranged to provide a sequence for you to follow.yAu work
through the Unit, you will be encouraged to readmnir your
textbooks;

Keep in mind that you will learn a lot by doirgl your
assignments carefully. They have been designedlpyou meet
the objectives of the course and will help you pdbks
examination;

Review the Objectives of each study Unit to ficon that you
have achieved them. If you are not certain abowt @inthe
Objectives, review the study material and consolirytutor;
When you are confident that you have achievedJrat's
Objectives, you can start on the next Unit. Prodgad by Unit
through the course and try to pace your study sb ybu can
keep yourself on schedule;

When you have submitted an assignment to yator for
marking, do not wait for its return before startmgthe next unit.
Keep to your schedule. When the assignment ismetlirpay
particular attention to your tutor’'s comments, boththe tutor-
marked assignment form and also that written oradsiggnment.
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Consult your tutor as soon as possible if you hewequestion/s
or problem/s;

11.  After completing the last Unit, review the cte® and prepare
yourself for the final examination. Check that yiwave achieved
the unit Objectives (listed at the beginning ofteaait) and the
course Objectives (listed in this course guide).

FACILITATOR/TUTORSAND TUTORIALS

Information about the hours of tutorials, datesiets and location of the
tutorials as well as the name and contact of ycagilfator will be
communicated to you as soon as you are allocatedaitutorial group.
All assignments are expected to be mailed to yaailifator. You can
contact your facilitator for any assistance or iitation. You should
endeavour to read well, ruminate over what you haael, go through
the Self-Assessment Exercise and TMA provided iohe8tudy Unit.
You will appreciate this course.

TEXTBOOKS

The course comes with a list of recommended teXxboahich though
are not compulsory for you to acquire or indeedyeae necessary as
supplements to the course material.

1. Reproductive Health and Cancer in Adolescents amdinyg
Adults. Kenny A. Rodriguez-Wallberg MD, PhD (auth.)
Gwendolyn P. Quinn, Susan T. Vadaparampil (edsBd. 2012.
13: 9789400724914

2. Promoting Adolescent Sexual and Reproductive HeialtEast
and Southern Africa Knut-Inge Klepp® Ed. 2008. ISBN 13:
9780796922106.

3. Brunner & Siddhartha’s (2004) Medical-Surgical Nogs (10th
ed.) Lippincott Wilkins

4. Ajayi, V. A textbook of midwifery. London, Macmiltg 1980.
(Macmillan Tropical Nursing and Health Sciences&xr

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

6. Novak, J. and Broom, B. Maternal and Child Healtardihg,
1999. Mosby Inc.

Xi
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SUMMARY

This course intends to provide you with the neagskaowledge and
skills needed for effective understanding, commurdtagnosis and
interventions for reproductive issues. We do hopa will enjoy the
course.

Good Luck!

Xii
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MODULE 1 ANATOMY AND PHYSIOLOGY OF THE
REPRODUCTIVE SYSTEM

Unit 1 Review of Male / Female Reproductive Organs

Unit 2 Fertility

Unit 3 Health and Nutrition Education during Pragay

UNIT 1 REVIEW OF MALE/FEMALE
REPRODUCTIVE ORGANS

CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Obstetrical Terms
3.2  The Male Reproductive System
3.2.1 Characteristics and Functions of the Male
Reproductive System
3.3 The Female Reproductive System
3.3.1 Characteristics and Functions effemale
Reproductive System
3.4  The Menstrual Cycle
3.5 Foetal Development
3.6  Birth Defects
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment (TMA)
7.0  References/Further Reading

1.0 INTRODUCTION

Providers of maternity and family planning serviaasist know the
anatomy and physiology of the reproductive orgainthe human male
and female. An understanding of human male anat@mlyasic to
understanding the process of conception. It is assential for
understanding the principles of family planning ath@é reasons for
infertility. This unit focuses on the review of thanatomy and
physiology of the male and female reproductive nsga
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2.0 OBJECTIVES

By the end of this unityou will be able to:

. Learn the various terminologies used by those waalin
maternity care.
. Label the following on a diagram of the externah#de genitalia:

Mons pubis Clitoris, Labia majora, and minora, brat opening,
vaginal opening, Bartholin glands Perineum.

. Label the following on a diagram of the internalmide
reproductive organs: Vagina Uterus Cervix: interrmedl and
external os Fallopian tubes: isthmus, ampulla, ndibulum

ovaries.

. Describe the characteristics and/or functions oé thrgans
identified above.

. Label and state the characteristics and functidrieeofollowing

on a diagram of the male reproductive system: Pdunisthra,
Scrotum, Testes, Epididymis,

. The Prostate Gland, Bladder

. Name two Female Sex Hormones.

. Define Menstrual Cycle.

3.0 MAIN CONTENT
3.1  Obstetric Terms
All professions have certain words that help peaplthe profession to
communicate with each other. The following worde ased by those

involved in maternity care. They should be mematize

Table 1: Meaning of selected obstetric terms

Term Meaning

Amenorrhoea Absence of menstruation

Antenatal/AntepartumnBefore the birth of the fetus / during pregnancy

Antepartum Bleeding during pregnancy or before the birth of

Haemorrhage (APH)| fetus

Embryo The developing baby from the time of fertilizatitm
11 weeks gestational age (Some authors sa
weeks.)

Estimated Day ofThe approximate date the baby is due. The dg

Delivery (EDD) calculated from the first day of the last nort

menstrualperiod. EDD marks the beginning of {
40th week of pregnancy.

Fetus The developing baby from the 11th or ]
week of pregnancy until birth




PHS 401 MODULE 1
Fertilization A process where sperm unites with arum ang
pregnancy begir
Gestation Pregnancy
Gravida A woman who is pregnant or who has beegrant
Nulligravida A woman who has never been pregnant and ig
pregnant now
Multigravida A woman who has been pregnant ntisa@ once.
Primigravida A woman who is pregnant for thetfiime
Intrapartum During labor or at the time of birth
Labor/Parturition The process of giving birth

Maternal ~ Mortality
Rate

The number of maternal deaths that occur as thst
of being pregnant or givindirth during the timg
100,000 babies are born alive. In some counttiés
rate is calculated per 1,000 live births, or 10,000
births, instead of 100,000 live birthBhere are direq
and indirect maternal deaths: direct wherused b
obstetric comlications such as bleeding to death fi
PPH and indirect when iesults from a disease tf
worsened when the mother became pregnant, su
diabetes mellitus.

Para- A woman who has given birth to a baby beyond
stage of viability (usually 20 weeks’ gestation)

Nullipara A woman who has never given birth to a baby
reached the stage of viability

Primipara A woman who has delivered one baby who rea
the stage of viability

Multipara A woman who has delivered two or more bal
beyond the stage of viability

Parturient A woman in labor

Postnatal/postpartum  After birth

Postpartum Excessive bleeding after the birth of a baby

Haemorrhage (PPH)

3.2 The Male Reproductive Organs

The male reproductive organs are divided into edlerand internal
genitalia. The external genitalia consists of tleaip and the scrotum.

The internal male
diagram:

reproductive organs are showntten following
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Lateral view
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Epididymis ‘
Scrotum

Extemal urethral opening

Figure 1. Male Reproductive Organ

3.2.1 Characteristics and Functions of the Male Reoductive
Organs

Penis: This is the male organ of orgasm, reproduction, andation.
Part of the urethra goes through the center ofptlras. The tip of the
penis (the glans) contains a small opening, théhtakopening, through
which urine and semen are expelled.

Scrotum: This is a wrinkled, sac-like pouch behind the penisch
contains the testes (testicles). It is located idatshe body because
sperm production requires a temperature lower thaninside the body.

Testes-These structures lie within the scrotum produce smerm and
male hormones. The left testis is usually lowenttiee right and the left
scrotal sac is lower and larger than the right one.

Epididymis —They are small, twisted tubes leading from thedrotbf
each testis. Sperm mature in these tiny tubes.

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

Seminal Vesicles-They lie at the bottom of the bladder secreteickth
milky substance which aids in transporting sperm.
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Cowper’s Glands (bulbourethral) -They are two small glands below th
prostate that secrete an alkaline substance tegirsperm from vaginal
and urethral acidity.

Prostate Gland-A structure about 3.5 cm in diameter that surrcuite
neck of the bladder aOnd the urethra and producefuid that
accompanies sperm during ejaculation.

Semen -it is a thick, milky substance consisting of sperpiss

secretions from the epididymis, seminal vesicle®siate gland, and
Cowper’s glands. When a man ejaculates, 2 to 5frsemen is left in
the vagina. Each ml of semen contains an averagé.of

3.3  The Female Reproductive Organs
The female reproductive organs consist of the aategenitalia (also
known as the vulva) and the internal organs. Thermal female

reproductive organs are shown below:

3.3.1 Characteristics and Functions of Selected
Organs/Structures

The External Genitalia

Sacral
promontory

Ovary
and tube

Peritoneum Uterus

Bladder
Rectum

Symphysis
pubis

Vagina

Urethra

Figure 2: Female Reproductive Organ
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Table 2: Meaning of terms that describe the femaleeproductive

organs
Term Meaning
Mons Pubis A pad of fatty tissue isovered with hair directl

(Mons veneris)

over and above th&mphysis pubis. The articulati
between the pubis bones.

Clitoris

A small, elongated, sensitive bodysituated abov
the labia minora. It becomes erectile during sé
excitement.

Labia Majora

Two long folds of skin (lips) extending from t
mons pubis to the perineum. The outer part of
lips is covered with hair. Their size and appeag
depend on the amount of fat within them. Both
labia majora and the labia minora help Kk
pathological organisms out of the vagina.

Labia Minora

Two thin folds of tissue between the labia maj
The bottom edges of the labia minoranfrdhe tog
edge of the perineum. Labia minovary greatly ir
size and shape. It is common for one to be |atgan
the other.

Urethral Opening

JA small opening below the clitoris through wh

urine passes. The opening is often invisible to
eye.

Vaginal Opening

The entrance to the vagina. It is located betwée,
labia minora and below the urethra. It varies e
and shape.

Bartholin’s The small glands arcated about 4 o’clock and

Glands o'clock on either side of the vagina. Their mu
secretion during sexual excitatibrelps lubricate th
vagina. Gonococci species and other bacteriag
gland can cause an abscess.

Perineum The area between the vagina and rectum. It stre
as the baby's head appears at the vaginal opening.

Vagina A canal about 105 cms in length that has th
functions:

Ovaries The ovaries are two organs up to 5 cm in ler

They are usually found below each Fallopian t
The ovaries are responsible for the developmen
expulsion of the ova and the production and rel
of ovarian hormones. Each ovary is close to e
edge of the tube making it easy for the ovum t
picked up after ovulation.

At puberty, there are between 200,000 and 400
egg cells in the ovary. Most of the time the o
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releases only one egg each month. About 400
are ovulated during the life of a healthy woman.

Table 2: Meaning of terms that describe the femaleeproductive
organs (Continued)

Term

Meaning

Uterus

The uterus is a hollow, muscular organ that ha®e
functions:

It prepares itself monthly for the reception of tleetilized
ovum. If the ovum is not fertilized, menstruatioccars.

It holds the fetus during pregnancy.

Its muscles contract to push the fetus througtbitté cana
during labor.

The upper 2/3 of the uterus is known as the coguusody
and the lower 1/3 is known as the cervix. The mdrthe
corpus above the Fallopian tubes is the fundus.ceneix is
about 2.5 cm long. The top part of the cervix carsben o
speculum examin®mn. The external os can b irregular
shape.

The wall of the uterus has two layers:

Endometrium

An inner lining is lost each month during menstiaat Once
pregnancy occurs, the endometrium is called the&ldac
Myometrium

The thick, smooth musellayer of the uterus. In labor ﬂ
contractions of the myometrium open the cervix angel
the fetus and placenta. They also control bleedtiogn the
placental site. The cervix contains only about Hicpni
muscle.

The blood supply of the uterus comfesm the uterine an
ovarian arteries.

The body of the uterus may tilt forward (anteed)t
backward

(retroverted), or it may not tilt at all.

The position and height of the uterus depend onutkene
ligaments

The main ones are the broad, rourmhd uterosacr
ligaments.

Fallopian
tubes

The Fallopian tubes are two hollow, muscular cark
either side of the uterus. They serve as a passagfw the
ova to the uterine cavity. Each tube is dividea idt parts
the interstitial portion (witm the uterine wall), the isthm
(the narrow portion next to the uterus), the angythe
widest part), and the infundibulum (the funsélpec
opening at the end).

Within the tube are cilia (small hdike projections) whicl
direct the ova into the uterus. The muscles in tiee
contract rhythmically to move the ovum along thieetu
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Fertilization of the ovum by the sperm usually wldace ir
the ampulla portion.Rhythmic contractions of the tube
strongest and most frequent during transport ofiehidized
ovum. The tubes are richly supplied with blood e¢ss

3.4 Menstrual Cycle

The onset of menstruation is also called menarahe ia of great
importance to the health worker because it sigtiedsbeginning of the
fertile period in a woman’s life. It is not knownhy the young girl’s
body begins to change. However, it is known thaséhchanges are
caused by chemicals produced in the brain, whidude the release of
sex hormones. The two most important sex hormorefstrogen and
progesterone. Oestrogen and progesterone produaegeh in the
following parts of the body: the breasts, the Sld@ppearance of pubic
and axillary hairs), the uterus, the ovaries.

The breasts are stimulated by estrogen and pragastéo grow in size
and become capable of producing milk. The skintimidated to grow
hair in certain areas. The ovaries are stimulategroduce the eggs.
Approximately once a month, the lining of the utersi shed producing
a “period” of bleeding which usually lasts 2 — 6yglaThis is called a
menstrual period. It is caused by the complete dvéttval of
progesterone and estrogen from the blood. Shoftgr she monthly
bleeding period, the lining of the uterus begingdplace itself. At the
same time, at about 12 — 16 days after the firgtaddhe period, an egg
is released into the uterus. The release of thasgglled ovulation. If
sexual intercourse takes place close to the timenwtwvulation has
occurred the egg can become fertilized by the maperm. This
fertilized egg forms a new baby. The fertilized eggempts to bury
itself within the lining of the uterus. If the edg not fertilized by a
man’s sperm, the endometrium is shed again, foligWdy a menstrual
period. Occasionally more than one egg is releasédfertilized. In this
case, twins or triplets may be produced.

Most women experience irregularity in their cycéesthey approach the
age of 50. Some women begin to experience charsggearly as 35 — 40
and others as 55 — 60. The time during which tlilerolwoman is
experiencing these longer cycles is called the adi@ric. Menopause
occurs when a woman has had her last bleedingdmiso
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3.5 Foetal Development

After puberty one egg (ovum) each month grows aratumes. At
ovulation, it is released from the ovary and failiso the abdominal
cavity. Pregnancy begins when the egg travelintpénFallopian tube is
met by sperm. The male sperm and the female ovurtrilsote equally
to the development of the fetus. The sperm is dexim whether the
baby will be a girl or a boy.

The growth and development of the fetus in theusterre divided into

two stages; thembryonic stage and the fetal stagelhe embryonic

stage starts at the moment of fertilization (whkea sperm meets the
ovum) and continues until all the body's systemgehbeen developed
(about 11 weeks after fertilization). The fetalggtas from the end of the
embryonic stage to the birth of the baby.

Upon fertilization, the embryo is so small that@n barely be seen by
the human eye. It begins to grow immediately. Oek lmecomes two,
two become four, four become eight, eight becom#esn, sixteen
become thirty-two, and so on. This early growth toares as the
embryo moves through the tube and into the utefiise embryo
attaches to the new placenta by a small stalk wiiebomes the
umbilical cord. Within the umbilical cord are threéod vessels that
bring oxygen and nutrients from the mother’s boayhte embryo, and
waste products are eliminated. During these fest fveeks, groups of
cells in the embryo begin to specialize. Each &f blody’'s systems is
formed by the specialization of certain cells.slduring this period that
many birth defects begin to happen as a resulimfibnormal growth of
some of the specialized cells. If the birth defemts severe, many of
these embryos die and are spontaneously aborteslisTalso the period
when some drugs can cause congenital defects ietine

3.5.1 The Foetal Stage

The fetal stage of growth and development is a gge®f increase in
size and weight. The organs that began developinthe embryonic
stage continue to grow and mature, and there ssrigam in the uterus
and the fetus is no longer able to stretch outehds the fetus pulls its
knees in toward the abdomen.

At the age of three months, the embryo is compleliethe organs and
the arms, legs, feet, hands, and ears have fortme@&mbryo looks very
much like a human baby. The fetal brain beginstionang early. At the
beginning of the second trimester, the arms off¢iws reach their full
length, and the sex of the baby is easily seenraathers feel their
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babies move inside them. This is because the mavesnud the fetus
become stronger and the wall of the uterus thinner.

3.6 Birth Defects

Birth defects affect approximately six percent dfreewborns. Drugs,
hormones, radiation, environmental pollution, anfié¢tious agents are
among the factors that cause congenital anomakes. example,
German measles during the first trimester of praggamay cause birth
defects. Drugs that may damage the developing yamémd fetus are
known as teratogens. Hence, drugs in the first esier should be
avoided unless indicated. Research on smoking &grmancy has
consistently shown that infants of smoking mothessgh less than
infants of non-smoking mothers. The differencemeight is in direct
proportion to the number of cigarettes smoked edaly. Alcohol
quickly enters the bloodstream and passes thrdugplacenta. Chronic
alcoholism can result in developmental delays aatfarmations of the
heart, head, face, and extremities. Infants borrmtihers who are
alcoholics go through withdrawal symptoms once t@yborn.

SELF-ASSESSMENT EXERCISE

I. Describe some birth defects
. List and write the meanings of four terms tdascribe the female
reproductive organs.

4.0 CONCLUSION

The menstrual cycle is the period between the diests of one period of
bleeding to the first day of the next period ofdalmg. Usually, this is
between 4 — 6 days. Menstrual cycles are usuadlginar initially at the
onset of menstruation. Information about fetal gioawnd development
is important so that the midwife can understandathgn of some birth
defects and can be able to describe for the mathbe what her baby
looks like at various times during pregnancy.

5.0 SUMMARY

The consequences of the menstrual cycle on a wambie are
extremely important. Fertility is based on the niered cycle and the
woman’s sexual activity. The hormones that inflleertbe menstrual
cycle are the same hormone produced by the plademiag pregnancy
and the same hormones used in birth control pills.

10
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6.0 TUTOR-MARKED ASSIGNMENT

1. With the aid of a diagram describe the anatamg physiology
of the uterus.

2. Explain the Menstrual Cycle.

3. Describe some birth defects.

4. List and write the meanings of four terms tedcribe the female
reproductive organs.

7.0 REFERENCES /FURTHER READING
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1.0 INTRODUCTION

Infertility is the condition in which matured masnd female partners
could not achieve pregnancy after regular unpretesexual intercourse
for at least one year. This problem may come feitner the male or
the female or both partners.

2.0 OBJECTIVE
By the end of this Unit, you will be able to:

J define infertility
. identify causes of infertility in the male and fdm®escribe the
treatment for both the male and female

3.0 MAIN CONTENT

3.1 Factors Associated with Infertility

These include; Cigarette smoking, alcohol consupmpti sexual
promiscuity, drug abuse, and sexually transmittéseakes. Central
Nervous System (CNS) depressants and narcoleptysdire capable of

causing erectile dysfunctions. Other diseases asdfiabetes mellitus,
renal failure, multiple sclerosis, spinal cord myjuand cardiopulmonary

12
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disorders could be seen as causes capable of daythgi reproductive

organs.

3.1  Causes of Male Infertility

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

1. Pre-testicular Causes:
These are primarily genetic, pituitary, and systemmetabolic
disorders.

Genetic disorders include Klinefelter's syndrome
(chromosomal pattern XXY, gynecomastia, small &ste
and eunuchoidism) or reinfenstein’s  syndrome
(chromosomal pattern 46 XY; reduced testosterone;
gynecomastia; eunuchoidism; azoospermia; hypospadia
Pituitary disorders; Such disorders include
hypothyroidism, pan-hypopituitarism, and congenital
adrenal hyperplasia.

Systematic disorders such as neoplasm, diabetdgusel
hepatic and renal diseases. Other causes incks, f
malnutrition, x-rays, tight pants, etc.

2. Testicular Causes:
These are the conditions in which the testes sdifect damage.
They include the following -

Disorders of the testes such as cryptorchidismcwoeele,
obstruction of the ducts

(due to infection).

Genital infections e.g. Gonorrhea, Syphilis, warts

Immunologic disorders such as allergic orchitis,
autoimmune infertility.

V. Semen disorders such as volume / motility distucban

Vi. Formation of abnormal or immature sperm with véoia
in the size and shape of the head.

vii.  Chemicals and drugs that inhibit gonadotropin @tuib
normal spermatogenesis  include Nitrofurantoin,
Methotrexate, Monoamine oxidase (MAO) inhibitors.

3. Post—testicular causes:

These include:

Congenital and therapeutic destruction of the eyidis

or vas deferens.

Sexual problems such as ejaculatory incompetence,
erectile dysfunction, decreased libido, penile dafy,

and extreme obesity.

13
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3.2 Causes of Female Infertility

1. Functional Causes: these include any defects or malfunctions
of the hypothalamic-pituitary-ovarian axis thatealthe complex
hormonal interactions which determine the normailcfions of
the reproductive tract. They are:

i. Gonadotropin insufficiency is caused by infections,
neurological diseases, or tumors of the hypothatamu
pituitary gland.

i Hypothyroidism

ii. Endometrial adhesions

iv. Chronic cervicitis with abnormal mucus secretion.

2. Anatomical Causes: These include

I. Ovarian Factor: Ovarian failure may be caused by
premature menopause or ovarian dysgenesis.

il. Uterine Factors: These include congenital absence of
uterus, bi-cornuate, or double uterus.

iii. Tubal Factors: such as are abnormal tubal transport
mechanism as seen in cases of the uterus- tubal
obstruction, uterine fibroids, etc.

iv. Cervical Factors: Abnormal or excessive production of
thick cervical mucus, which is impenetrable to spethus
making it difficult for the sperm to enter into th&erus.

V. Psychological Factors as a result of stress and emotional
instability.

3.3 Investigations

They include;
i. Patient’s history,
i Physical examination,
ii. Laboratory investigation, and
iv. Radiological studies

3.3.1 History and Physical Examination

1. If male patient, the following are assessed:

i. Inquiry about psycho-sexual problems such as premat
ejaculation, impotence, fear and anxiety during
intercourse, etc.

i Previous operations, such as herniorrhaphy,
orchidopexy, orchidectomy, prostatectomy, vasegiom

14
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etc.

ii. Past illnesses, such as varicocele, mumps, sexually
transmitted diseases like gonorrhea, syphilis, reale
warts. Genital herpes, etc.

iv. Use of drugs like Nitrofurantoin, Cyclophosphamide,
Monoamine oxidase (MAO)

2. Inhibitors

- If he indulges in smoking, alcohol intake, obesiy,work in a
hot environment.

Also, find out if the patient wears tight pants archas hot baths very

frequently.

3. If female patient, assess

iv.

Is menses regular, irregular, painful, painless,?et

Views and reactions to sex?

Had she undergone surgeries in the past such as
hysterectomy, uterine evacuation, tubal ligation?

Past medical history; Is there any history of sdéyua
transmitted diseases (STD),

HIV/AIDS, urinary tract infection (UTI), salpingii
pelvic inflammatory diseases, etc.

Is he taking any family planning pills? Which okth? When did she
start using such contraceptives? How often is sitgguthem, etc?

3.3.2 Laboratory Investigations:

Semen analysisThis is the major investigation in the male. Semen
analysis includes measurement of sperm concentratitility, and
morphology. It also tells us about the measurenoérgeminal plasma
and the presence of anti-sperm antibodies. It astermines the
guantification and identification of non-spermatizoells. The problem
here is that of oligospermia (lower sperm conceioin or azoospermia.

3.3.3 Radiological Studies:

This include; Hysterosalpingography (HSG), Rubbinrfsufflations

Test, and Endoscopy

I. Rubin’s Insufflations Test: This of blowing airrban (V) oxide
into the tube to establish patency. It irritates prenic nerve,
causing referred pain to the shoulder if one ohltobes are
patents. If the patient feels no pain, it indicates the tubes are
blocked.

. Hysterosalpingography: This shows any obstruction o

15
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abnormality of the fallopian tubes and uterine tauie cannot
pass through the tubes; the diagnosis of tubakbige is
confirmed.

iii. Endoscopy: This is a visualization of the intermi@ans using
special instruments called endoscopes.

3.34 Male — Female Interaction Studies:

These include post-coital tests (Sim’s Hohner Tast) immunologic or
antibody testing.

Post-coital (Sim’s Hohner) Test: Helps to examtine cervical mucus
concerning sperm motility and penetration. It isialy done 2-4 hours
after coitus.

Immunologic or antibody testing helps to identipesmicidal antibodies
in the sera of the female

3.3.5 Basal Body Temperature:

The Basal Body Temperature (BBT) is a graphicatesgntation of the
body temperature, usually in the mornings, to dagerthe time of
ovulation. A sustained elevation in body tempemtysost-ovulation
until immediately before the onset of menses sigsithe appropriate
time of ovulation.

SELF-ASSESSMENT EXERCISE

Discuss the classification of infertility.

4.0 CONCLUSION

Infertility is the condition in which matured madend female partners
could not achieve pregnancy after regular unpretesexual intercourse
for at least one year. This problem may come fraheethe male or the

female or both partners, therefore both must besstigated before
treatment is commenced.

5.0 SUMMARY

Infertility can be caused by a wide range of causééch can be
classified as functional, anatomical, and psychickigauses.

6.0 TUTOR-MARKED ASSIGNMENT

1. Explain the causes of infertility.
2. Discuss the classification of infertility.
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1.0 INTRODUCTION

The midwife has a great opportunity for helping veamprepare
physically and emotionally for the birth of theiallies. The following
information on health and nutrition should be gideming pregnancy.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

o identify appropriate physical activities

. describe personal hygienic measures that shoudshbeuraged

. describe the care of the breasts during pregnandyetp the
promotion and establishment of lactation breastfegd

o list six foods rich in proteins, two in caloriesdfive in iron

. give the reason why drugs of all kinds should Isealiraged

. list five danger signs that pregnant women shoel@ware of.
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3.0 MAIN CONTENT
3.1 Exercise and Activity

Most sporting activities can be continued to somregrde. Some may
need to be discontinued after the 20th week becéalieg on the

abdomen could cause the placenta to separate fremall of the uterus
(abruption placenta). Pregnant women are often timldet 8 hours of
sleep each night and minutes in the afternoon. Wewesleep needs
vary from person to person. Some women will nedubérs of sleep
while others will need nine. Pregnant women shdaddencouraged to
sleep and rest as much as they need.

The fatigue felt in the first trimester of pregngnis normal. It is

probably caused by a change in the metabolic Tte.second trimester
of pregnancy is often the one in which a womarnulsdf energy, but

fatigue frequently returns in the last trimesteroén should be
encouraged to rest in the side-lying position. Theeps the weight of
the baby and the amniotic fluid off the inferiormeecava, the main
blood vessel returning blood from the legs to tkearh The side-lying
position also helps to prevent edema (swellinghie kegs). Heavy
physical work in pregnancy increases the requirémeh energy and
proteins.

3.2 Personal Hygiene

All women can be encouraged to take a daily batlenwpregnant.

However, water is scarce in many developing coastand this practice
may not be possible. When a bath is taken soapearsed on all parts
of the body including the genitalia. There is nas@n for a woman to
avoid washing her hair during pregnancy or in tiret ffew weeks

following the birth of the baby.

Washing one’s hair does not give the mother cafdections, or other
sicknesses. Underwear should be changed daily. e.oostton
underwear should be encouraged since nylon keepar#a around the
genitalia wet. This moisture encourages the gradthacteria.

3.3 Care of the Breasts

During pregnancy, the breasts and nipples shoulexbenined to detect
retracted nipples. This is important in all prinaigida and women who
have had difficulty in establishing breastfeedimg the past. If the
nipples are retracted the woman should be taugpuifoout the nipples
from the base of the areola with oil on her fingers
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3.4 Drugs

Some pregnant women take drugs while they are pregrsuch as,
antenatal vitamins, iron pills, laxatives, pills prevent nausea and
vomiting, medicine for heartburn, analgesics foradeches, and
medicine for colds or other illnesses. Drugs of kihds should be
discouraged during pregnancy, particularly durihg first trimester

when the organs of the baby are developing, androhétfy may result.

However, it sometimes is necessary to take meditatdr anemia,

infections and to treat some diseases.

3.5 Family Planning

Towards the end of the pregnancy, it is almost gbaappropriate for
the midwife to talk about family planning. The dahie methods should
be discussed with women who wish either to spademir the number

of children in their families. The midwife shouldxplain the

effectiveness of each method; how each is usedmmmside effects
and dangerous complications.

3.6 Danger Signs

At the first antenatal visit, the midwife shouldsdiss the signs that can
mean something serious may be happening with thregnancy.
Pregnant women should contact the midwife immetjiateany of the
following occur:

Bleeding

Severe headaches

Sports before the eyes or blurred vision

Swelling of the hands and face

Fever or chills

Severe abdominal pain

Frequent vomiting or vomiting beyond the first tester

In the first trimester, bleeding may be a sign bérdion (miscarriage),
ectopic pregnancy, or vaginitis. Fever and chifsally mean infection.
Any infection or fever should be investigated anelated unless it is
thought to be caused by a virus. Viral infectioms aot helped by
antibiotics. Vomiting that lasts beyond the firstmester of pregnancy
may be a symptom of hyperemesis gravidarum or fdiftatm mole.

20



PHS 401 MODULE 1

3.7 Preparation for Labour and Birth

The process of labor should be explained in woin@s$ the woman can
understand. The use of diagrams or models may kgfuhe Each

woman should be helped to choose the place of thehis safest for
her. When any of the following conditions are prgséhe mother
should be encouraged to deliver in an adequatakyppgd hospital or
maternity unit:

Adolescent or elderly primigravida.

Weight of less than 38 kg.

Complications such as heart disease, diabetes, ativea
tuberculosis.

° Past obstetrical complications including, Caesarsaation or
serious postpartum hemorrhage.

° Present obstetrical complications, such as pregriamticed
hypertension, antepartum hemorrhage, hydramnios,
malpresentation, or premature labor.

. Past fetal complications, including stillbirth c#anatal death.

3.8 Preparation for Home Delivery

The pregnant woman should keep the room clean dbvety. Where
there is no electricity, a lamp should be kept yei@d night delivery. In
the absence of piped water, water should be st@redvashing the
hands, boiling the instruments, and cleaning theyl@ad mother. Clean
utensils for boiling the water and instruments dtidae handy. Clothes
for the baby and mother and some washed piecetotbfscshould be
ready. The TBA, relative, friend, or the person wha@oing to conduct
the delivery should keep a delivery pack ready. [&kter should contain
a sterilized blade, tincture of iodine, sterilizgting, cotton swabs, and
gauze pieces.

3.9 Breast-Feeding

Breast-feeding should be encouraged in all womepaluse it is
important to the health and survival of the babyscDssions about
breastfeeding should begin in the antenatal pefbe. midwife should
discuss any popular beliefs that would keep a wonfeom
breastfeeding. Continued breastfeeding may lengthertime between
births. This benefits both mother and child.
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3.10 Beliefs and Practices

All women hear stories about what may be harmfuthtem or their
developing babies during pregnancy. For instarmmesmothers believe
that if they raise their arms above their headdenthiey are pregnant, a
knot will form in the umbilical cord. This is nobsFortunately, most of
these beliefs are not harmful. However, some prestimay be
dangerous. There are also beliefs, practices, aabs on certain foods
considered to be harmful to the mother and fetalebgpment. The
midwife must be aware of these local beliefs aratfices so that they
may discourage mothers from participating in thdeat may be
harmful.

3.11 Nutrition

Dietary habits and practices in families are tinlt-and based on
beliefs, customs, taboos, and availability and pasing capacity.

However, better nutrition knowledge may changduatés and practices
if the family understands the benefits. The midwsfeould know the

local food beliefs and practices before advising armiet. In some

societies, foods are considered “hot” and “coldhile others view

foods as good or bad for the baby or the estabbshirand continuation
of lactation. Economically disadvantaged familié®wdd be told about
local foods that are nutritious but cheap. All pslsbeans, legumes,
milk, meat, and fish are good sources of protedils and butter oil are
the best sources of calories. Green leafy vegedphlearse sugar,
cereals, and pulses provide iron, and yellow friilse mango and

papaya), green leafy vegetables, carrots, livelii,rand butter supply
vitamin A. The midwife should arrange nutrition damstrations and

arrange mothers’ classes where locally availabteldorich in protein,

calories, vitamin A and iron are identified, dissed, and nutritive

values vis-a-vis costs are explained.

SELF-ASSESSMENT EXERCISE

Explain the role of nutrition in pregnancy.

4.0 CONCLUSION
Pregnancy is a time when women are eager to thradeabout their

bodies and their developing babies. Giving infotioratn a concerted
manner can influence the health of both the madherthe baby.
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5.0 SUMMARY

There are divers beliefs and practices that mayaseful to the mother
and fetal development. The midwives must be awdr¢hese local
beliefs and practices so that they may discourageghens from
participating in those that may be harmful. Thepwtd not discuss
customs that are not harmful.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the importance of hygiene in pregnancy.
2. List the danger signs in pregnancy.
3 Explain the role of nutrition in pregnancy.
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1.0 INTRODUCTION

When a woman becomes pregnant, changes occur ibdust These
changes lead to signs and symptoms that help tdevifei suspect or
diagnose a pregnancy.

2.0 OBJECTIVES

By the end of this Unit, yowill be able to:

. give reason the following is only a possible sighpoegnancy

amenorrhea, breast changes, discolouration oféhex¢ nausea
and vomiting, frequent urination, fatigue

. list three probable signs of pregnancy
. list three positive signs of pregnancy
. list two effects of pregnancy on the body.
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3.0 MAIN CONTENT

3.1  Signs of Pregnancy

The signs and symptoms are classified as possipms,grobable signs,
and positive signs.

3.2 Possible Signs

The following signs and symptoms are called possikigns of
pregnancy because they are usually associatedpngtinancy but are
also signs and symptoms of other conditions. These

Amenorrhea

Enlargement of the breasts, breast tendernesderppm
Discolouration of the cervix

Nausea with or without vomiting Fatigue

A WN P

Amenorrhea, for example, is not a certain sign rejgpancy because it
may occur during lactation. When a woman stopsntakihe birth
control pill amenorrhea may occur, as well as irmea under unusual
stress, women who are obese, women who move tfiesetht climate,
or in women with chronic diseases such as severeraia. Also, certain
women menstruate only three or four times per yea@herefore, the
absence of menstruation is not a reliable sign regpancy in these
women.

Early in pregnancy women often have tender breasts pain in the
nipples. Breasts frequently increase in size apd/éins just beneath the
skin are often visible. The nipples become larg@remerect and
colostrums can often be expressed by gentle masshgegglands in the
nipples become larger and can be felt on the ar@blase changes can
also be found in women with certain kinds of pawt tumours, in
women taking certain tranquillisers and in womerthwimaginary
pregnancies (pseudocyesis).

During pregnancy, the vaginal mucosa and cervigroftave a blue or
purple appearance. This is because of venous domge3he vagina
and cervix also appear this way when women takéittie control pill,
and in the premenstrual period. (Women with irragulycles can have
amenorrhoea in addition to these changes).

Nausea and vomiting may occur in early pregnaridyey are not
definite signs of pregnancy because they are symgtof conditions,
such as gastrointestinal disturbances, urinaryt irdections, infective
hepatitis, drug toxicity and imaginary pregnancy.
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Frequent urination occurs in the first trimestepoggnancy because the
enlarging uterus puts pressure on the urinary leaderequent urination
is also a symptom of urinary tract infection, nerswess or
psychological disturbances. Fatigue is frequentynfl in pregnant
women but is not a reliable sign since anaemianutation and other
diseases are also associated with fatigue.

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

I. Enlargement of the abdomen
il. Changes in the size, shape and consistency ofténesu
iii. Outlining the foetus

These signs, too, can mean a condition other thagnancy and,
therefore, are not called positive signs of pregganFor example, an
enlarged abdomen can be due to abdominal tumacscies, obesity and
pseudocyesis. A large tumour of the uterus can iséaken for a baby.
However, the probable signs usually mean pregnengpsesent. For this
reason, they are called probable signs.

3.3 Positive Signs

The positive signs of pregnancy are those thatndisg pregnancy with
certainty. These are:

I The presence of foetal heart sounds
il. Foetal movement felt by the health care practitione
iii. Presence of a foetus shown on X-ray or ultrasound

Foetal heart sounds can usually be heard with todoepe at 18-20
weeks of pregnancy. Foetal movement is a posiiiye snly when felt

by the health practitioner because women have @ral identified

intestinal activity as the movement of a baby.

3.4 Physiological Changes

I. The Hormones of Pregnancy
Hormones are chemicals produced by the body thatseca
changes in certain body tissues. The specific disthat is
changed by a hormone is called a target tissuegnBrey
produces several hormones that cause the bodyapt &40 the
pregnancy. Two of these are the same hormones piagt
important roles in the menstrual cycle: Oestrogend a
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progesterone. Other hormones are involved in pregnabut
oestrogen and progesterone are especially imporfanting
pregnancy, oestrogen and progesterone are prodogethe
placenta and the

ovaries.

The Uterus

As the foetus grows, the uterus enlarges. Durireg dburse of
pregnancy, it increases in length from about 10otw@r 40

centimetres. The volume of the uterus increasem feo few

millilitres to several litres. As this enlargemerdcurs, the uterus
moves from the pelvis into the abdomen.

Skin

Changes in the skin during pregnancy are due tcetfeets of
hormones and the enlarged uterus. Increased bloadtb the
skin is due to the effect of oestrogen on the silalbd vessels.
This may cause the skin to feel warm to the todgkas of the
skin (especially the palms of the hands) may appeddened.
Small red marks resembling spiders may appeariirskaned
women on the upper parts of the body. These maksalled
spider angiomas. A hormone called MSH causes kire te
become darker in some areas. The effect of thisnboe is
noticed more in women with light complexions. MStinailates
certain cells to produce a dark pigment. This oftenurs in the
area around the eyes and cheeks (called chloasmdapaa line
between the umbilicus and the symphysis pubisddathe linea
Negra or “black line”). The nipples and the arealsually
become darker. The genital area may also darkereserh
darkened areas of skin will lighten after pregnabay may not
go away completely.

Digestive System

Of all the systems in the body, it is the digestsystem that
accounts for most of the common discomforts of peaegy.
Throughout the digestive tract, smooth muscle spaasible for
moving food along. Progesterone is thought to caelsexation of
smooth muscle. The placenta produces large amoohts
progesterone during pregnancy. Thus, the smootltlmas the
digestive system becomes considerably relaxed glurin
pregnancy. This causes food to remain longer indifferent
parts of the digestive system. Constipation is comnin
pregnancy and may result from the decreased mnyotitool
remains in the large intestine longer. This allonsre water to
be reabsorbed, making the stool harder to excrete.
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Progesterone also affects smooth muscle in thepbegois and
may cause the food in the stomach to move back he t
oesophagus. Since food in the stomach is mixed sibimach

acid, the pregnant woman may experience a burneémgagion,

“heartburn”, when this occurs. On the other hahd, relaxation

of smooth muscle may have a beneficial effect owdfo
absorption throughout the digestive system. Sfnod moves at
a slower rate, the pregnant woman may absorb motgents

from the same amount of food. This allows the badolytake

greater advantage of all the food consumed.

Stomach secretions may be reduced during pregndincy.may
explain why peptic ulcers are rare in pregnancyisalready
present, may improve. Production of saliva in theuth is
usually unaffected by pregnancy. Occasionally, hamse
increased production of saliva is noticed. Somegirtine amount
of saliva is so great (ptyalism) that the pregnaniman must
carry a container with her. Ptyalism usually im@® as
pregnancy progresses. In general, both appetite tiamst are
increased during pregnancy. Many women find thevesel
craving certain foods in particular. “Pica” is tierm used to
describe a craving to eat non-food items such ag coal, ice,
soap and others.

Renal System

Pregnancy also affects many kidney functions. Tlhedflow to
the kidneys is increased, as is the glomerulaafitin rate (the
time it takes to filter a substance out of the diod he kidneys
seem to save some sodium, calcium and water foptbgnant
body. The pregnant woman tends to have a decreasiity to
excrete water. This is particularly true for the naam with
pregnancy-induced hypertension. Glucose is moredilyea
excreted by the kidneys, even in the absence bketks mellitus.
For this reason, a trace of glucose in the urimelm&a a normal
finding during pregnancy. During pregnancy, theifms of the
baby has a significant effect on urine flow, whiish greatly
reduced when a woman is lying on her back. Thgadably due
to compression of the renal blood vessels by tha&rged uterus.
Women with oedema should be encouraged to sleephen
sides.

Blood system

Pregnancy has a significant effect on the volumebtafod
circulating in the body, a woman’s haematocrit (leecentage of
red blood cells to plasma) may fall without anaersigpresent.
This is a normal occurrence at about the 30th vedégltegnancy.
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Vii.

viii.

The haematocrit usually rises again after the 3#¢lek. The
number of white blood cells is also increased. Wiaemon-

pregnant woman has a significant increase of wilded cells, it

may be a sign of an infection somewhere in the bétbwever,

during pregnancy, such an increase may be nornhma.plasma
contains several substances that enable the btwaibt in the

event of injury. Some of these are present in \sed amounts
during normal pregnancy. This may be a safety nreaso

assure minimal blood loss after the delivery ofplecenta.

Cardiovascular System

Changes in the blood vessels, this is, the vein®ri@es and
capillaries, are the result of the hormones of paegy, the
increase in blood volume and the enlarging utelPusgesterone
probably relaxes the walls of the blood vesselsthrdncrease in
blood volume “stretches” them even more. Thergirig uterus
is known to have significant effects on the veie®olr the mid-
abdomen. Some women develop varicosities or buigethe
veins of the legs and vulva. These varicosities egome large
and twisted. When a pregnant woman lies on her batte last
trimester, the baby, amniotic fluid and uterus pres the large
vein (vena cava) that carries blood from the leghé heart. This
prevents blood in the lower body from flowing teetheart at its
usual rate. When this happens, the heart canhgirdperly, and
the brain receives less blood. This may cause rBssi, nausea,
and even fainting unless the woman rolls on hee.slfl she
stands up suddenly from a sitting or back-lying ipos, the
effect may be even greater.

The baby, amniotic fluid and uterus also press ems/in the
lower abdomen. This additional pressure furtherreleses the
flow of blood in the legs. This allows a portion thie blood to
leak into other tissues. Thus, the feet and lovegs of a
pregnant woman are often swollen, especially ifwilognan must
stand or sit for long periods. Oedema in the lolwgs and feet is
usually a normal variation of a healthy pregnar@gdema may
also occur in the hands and face. The midwife ndestérmine
whether oedema in the hands and face is normahethar it is
the result of high blood pressure.

Respiratory System

Though the rate of respiration does not changenduyregnancy,
the total amount of oxygen consumed by the pregnaman is

increased, as is the oxygen-carrying capacity eflitood. This

should not be surprising because new tissue needs oxygen.

It is not unusual for a pregnant woman to expeeestwortness of
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breath. This may be due to the growing uterus desang the
space in the abdominal cavity. However, some prgnamen
experience shortness of breath long before theusitbecomes
large. The cause may be anaemia, associated hisagsd or
respiratory tract infection.

Breasts

The breasts change early in pregnancy. Both oesircand
progesterone prepare the breasts for the nutrltioeeds of the
baby. Some of the first signs of pregnancy mayahngling
sensation in the breasts along with an increaseize and
fullness. Some women have breast tenderness or ipathe
nipples. The veins in the skin of the breasts mayrore easily
seen. The nipple and the areola increase in sidaray darken
in colour. Small raised glands, called Montgomernyibercles,
may appear around the nipple. These glands seareteily
substance that keeps bacteria away. The milk-segreells and
the ducts that carry milk become fully developedriry
pregnancy. The breasts may secrete milk long befmdaby is
born.

Weight Gain in Pregnancy

Normal weight gain in pregnancy, vary from 5-17 depending
upon the size of the mother, her diet and her hedfeight gain
in pregnancy is due to the growth of the foetus platenta as
well as increases in amniotic fluid, blood volurpegtein storage,
breasts, uterus, and tissue fluids.

Maternal Posture

As the foetus and uterus grow and the joints ofpleis soften,
the woman may naturally assume a lordotic postarehich the
shoulders are pulled back, the head lifted higher tae pelvis is
further forward. Discomfort in the pelvic joints mma&ause or
increase the walk with a side-to-side swing. Ty cause or
increase the lower back pain that many pregnant ewmom
experiences.

Emotional Changes

The emotional changes of pregnancy are not asyaasiiced as
the physical changes, but they are just as impbrt@hese
emotional changes are probably caused by a conmyinaf
factors.

Some of the factors which might influence a womaerisotions
are:

I. Body changes due to pregnancy

il. Social and personal circumstances of the pregnantam
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iii. Acceptance of the pregnancy by the family and &g&n
iv.  Whether the pregnancy was planned or unplanned
V. The hormones of pregnancy

Emotional changes in pregnancy vary from womandman and
may they depend on social and cultural customs.

SELF-ASSESSMENT EXERCISE

Discuss the probable, possible and positive sifipsegnancy.

4.0 CONCLUSION

Knowing the signs of pregnancy, the midwife canvide the women
with appropriate health care. They will also beeabl suspect conditions
other than pregnancy when the available informatioas not seem to
“fit” the possible signs and symptoms of pregnancy.

5.0 SUMMARY

The probable, possible and positive signs of pregnaelp the midwife
suspect or diagnose a pregnancy. The physiologotenges in

pregnancy are due to the hormones of pregnancy tla@dgrowing

foetus. It also affects social relationships, ficial conditions, and the
health of the family as a whole.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the probable, possible and positivesstd pregnancy.
2. Explain the emotional changes associated wegmancy.
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INTRODUCTION

Certain minor discomforts often disturb women dgripregnancy.
These discomforts are “minor” because they do ndaeger either the
mother or the fetus. Some discomforts that occumstnaften are
discussed. Measures to prevent, minimize or releaeh discomfort are
suggested.

2.0

OBJECTIVES

By the end of this Unit, you will be able to:

Explain why each of the following may occur durimgegnancy:

Backache
Constipation

Dizziness and Fainting
Oedema
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3.0

3.1

3.2

34

Frequent urination

Heartburn

Nausea and vomiting

Ptyalism

Varicosities

Identify measures that may give relief from each tbése
discomforts.

MAIN CONTENT

Backache (2nd And 3rd Trimesters)

Possible causes

Excessive lordosis (forward curving of the spinalumn) to
balance the weight of the foetus Relaxation of thedvic
ligaments due to the effect of the pregnancy hoeson
Treatment

i. Low shoes

i. Periodic rest in the side-lying position

i Decrease amount of walking

iv. Avoiding strain particularly from bending and lifg

Constipation

Possible causesf constipation include:

i. Decreased muscular contraction by the smooth muscle
the bowel due to progesterone

i. The pressure of the growing uterus on the lower |

i Tension or anxiety

iv. Insufficient foods high in roughage
V. Lack of physical activity
Vi. Poor intake of fluids

Treatment

i. Increase intake of foods high in roughage, anchffasts
and vegetables

i. Increase fluid intake

i Avoiding tension, anxiety

iv. Good bowel elimination habits

Difficulty in Breathing (Dyspnoea; 3rd Trimester)
Possible causes

i. Pressure on the diaphragm by the enlarged uterus
i Anaemia
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3.4

3.7

Treatment

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

ii. Treatment of anaemia with iron and folic acid

Dizziness and faintness

Possible causes

i. Anaemia

i. Malnutrition

i Fatigue

iv. The pressure of the enlarged uterus on the inferma
cava when lying flat on the back (hypotensive sgnug)

V. The inability of the blood vessel walls to respandckly
to position changes due to relaxation of the walissause
of the increased progesterone

Treatment

Nutrition Supplements

Avoiding prolonged standing/walking and physicdigae
Keeping head low when dizzy or feeling faint

Avoiding lying flat on the back in the last trimest

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

Oedema of The Ankles (Not associated with pre-
eclampsia; 3rd trimester)

Possible causes

Fluid in tissue due to poor return of blood fronwér extremities

caused by the pressure of the uterus on the abdbwmail

Treatment

i. Avoiding prolonged standing/walking

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

i Side-lying position for rest or sleep

Flatulence (“Gases” throughout pregnancy)
Possible causes
i. Undesirable bacterial action in the intestines

i Anxiety or tension
ii. Gas-forming foods
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3.9

2.

3.10

3.11
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Treatment

Small but frequent meals

Unhurried meals

Avoiding foods that are gas-forming, such as beems) and
dairy products.

Frequent Urination (1st and 3rd trimester)

Possible causes
Pressure on the bladder from the uterus

Treatment
Decrease fluid intake before going to sleep (Fintdke should
not be severely restricted as this practice cad leabladder
infections)

Heartburn (3rd trimester)

Possible causes
Relaxation of the cardiac sphincter (the musclewvben the
stomach and the oesophagus) that allows gastgeguio enter
the oesophagus

Treatment

i. Eating balanced meals
i Eating small meals frequently
ii. Sleeping in a semi-sitting position

Haemorrhoids (“piles”; 3rd trimester)

Possible causes
Constipation

Treatment

i. Prevention or relief of the constipation

i Gently push the haemorrhoids back into the rectum

ii. Cold or warm compresses or analgesic ointment egdi
the haemorrhoids

Itching Skin (3rd trimester)
Possible causes

i. Hormones present during pregnancy
i Stretching of abdominal skin
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3.12

3.13

3.14

Relief and prevention measures

i. Daily bath

i Local application of talcum powder
ii. Increases fluid intake

iv. Soft, cool clothes

LEG CRAMPS (2nd and 3rd trimesters)

Possible causes

I The pressure of the enlarged uterus on a nenresitotver
extremities

. Prolonged standing/walking

iii. Insufficient calcium intake

iv. High level of serum phosphorus, usually from preees
milk.

Measures for prevention or relief

i. Increase milk intake if the diet is low in calcium

i Decrease in intake of processed milk if the motlser
drinking 3 to 4 glasses of each day

Nausea and Vomiting (“morning sickness”; 1st trimeter)

Possible causes

i. Emotional factors (in a majority of women)
i Hormonal changes due to the pregnancy
ii. Pyridoxine deficiency (Vitamin 8

Treatment

i. Avoiding tea or coffee in the morning

i Avoiding odour and sight of foods that cause naluseh
vomiting

ii. Eating small, frequent, light meals

iv. Helping in the resolution of emotional problems

Pelvic Joint Pain (3rd trimester)

Possible causes

Relaxation of the pelvic joints and ligaments do¢hie hormones
of pregnancy Separation of the symphysis pubis

Treatment

Avoiding lifting heavy objects
Avoiding prolonged standing or walking Maternitydje
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3.15 Ptyalism (“excessive salivation”; 1st and 2nd trimsters)

1. Possible causes: unknown
2. Treatment: unknown

3.16 Varicosities (legs and/or vulva; 2nd and 3rtrimesters)

1. Possible Causes
Relaxed blood vessel walls due to progesterone.widiks of the
veins dilate so that blood return from the lowetre&xities is
slowed Pressure of the uterus on abdominal veins.

2. Treatment (Leg varicosities)
i. Avoiding long periods of standing
i, Wearing flat shoes
i Wearing supportive stockings or bandages
iv. Elevating the legs when sitting

3. Treatment (vulva): Put a menstrual pad inside panties to provide
pressure and support

SELF-ASSIGNMENT EXERCISE
Explain the following in your own words:

i. Frequent urination
i Heartburn
ii. Ptyalism

4.0 CONCLUSION

Most of the common discomforts of pregnancy occumbre than one
trimester. Some occur throughout the pregnancy.e fiiming of the
discomforts can be often related to what is happeim the mother’s
body.

5.0 SUMMARY

While the discomforts do not endanger the life foé imother or the
baby, they should not be ignored. They can affeetrhother’s attitude
toward the pregnancy and her ability to cope withThe midwife
should be able to anticipate the occurrence of disgomforts and
provide guidance on preventing or minimizing thedfect.
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6.0 TUTOR-MARKED ASSIGNMENT (TMA)

Discuss briefly the causes and treatment for theviitng discomforts in
pregnancy

iv. Backache

V. Constipation
Vi. Oedema
vii.  Frequent urination

vii.  Heartburn
iX. Ptyalism
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1.0 INTRODUCTION

The goal of antenatal care is the safe deliverytrd baby. The
components of a first antenatal visit are outlibetbw.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

. give one reason why pregnant women should avoidiicagons
smoking, alcoholic drinks

o give three reasons why nutritional assessment ispartant part
of the first antenatal examination.

o State the value of eliciting each of the followingprevious

obstetric history, height, weight, anaemia, oed@nafeet, the
height of uterus, foetal heart sounds if heard.

. give 2 reasons why each of the following should checked:
blood pressure, weight, urine at each antenatatcli
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3.0 MAIN CONTENT

3.1 Booking/Registration

On the first visit, a mother’s record for the vistfilled in and general
data is gathered. Basic information, such as thiemts full name, birth
date, and address are obtained.

History Taking

The purpose of history taking is to identify anynddion that puts the
mother or baby “at-risk”, that is, makes them midtely to become sick
or die because of pregnancy or childbirth. The etque mother should
be helped to feel relaxed and welcome especiatigdlthat are shy or
have difficulty in expressing themselves. When fdes information
should be obtained in private. Technical terms Wwhilte woman does
not understand should be avoided.

The following information should be obtained at finst visit;

Personal information

This information is obtained so that the midwifen dzetter understand
the patient and her family. Enquire about her msiichl address so that
you can trace her home on your visit. If the patiess a telephone, ask
for the phone number. Ask for the woman’'s age/damte to know
whether or not age puts her in a high-risk groupk Aor the highest
grade she has completed in school. This will helpdentify the best
way to communicate with her.

Ask for the name of her husband or the father eftihby. Identify the
age of this person and whether or not the persoavalable for
emotional and financial support.

Ask her about her occupation, and that of the lmbgther. This

information can identify possible social and fin@h@roblems as well

as environmental factors that can be harmful togiteeving foetus. For
example, women who have a heavy physical worklaathd pregnancy
are known to deliver lower birth weight babies thewmen who do not.
Sometimes it is helpful to know for how long a ctaupas been married.
This information may help to identify the stabiliby the father or how
many children by other marriages.
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Personal medical and surgical history

This is to identify previous illnesses and operaidthat may influence
the present pregnancy. A history of serious illn@sg/ require referral
to a physician.

Nutritional assessment

Malnutrition before and during pregnancy adversafgcts the baby’s
birth weight and subsequently the infant’s, as aslthe mother’s own,
nutritional status. While enquiring about the dteis important to find

out about the food beliefs, practices, customshm family In some

places, food taboos for cultural and religious o@aswill cause women
to avoid foods that might be helpful to them. Othaestions that may
be asked are; What food do you eat every day?

How many times do you eat each day?

Family medical history

This history identifies diseases or conditions tiead to run in families
such as certain anaemias and bleeding disordefamily history of
twins should also be noted. Family history is aisgportant for
identifying areas for health counselling. For epdena woman whose
family members have had much heart disease shaldlth about the
importance of exercise, good nutrition, and not lémp to lessen her
chances of having a heart problem.

Obstetrical history

Information obtained should include the numberimoes the woman has
been pregnant, the number of full-term and preneababies, abortions,
living children, the birth weight of each baby, tleagth of the labour
and any problems that happened during the pregnabcth or
puerperium. Babies with congenital abnormalitiesrantal retardation
should be noted as well as the place of delivetyis Tnformation is
important because many conditions in pregnancyileely to recur each
time a woman is pregnant.

The length of the first labour rarely predicts teegth of later labours.
Almost always, subsequent labours are faster astgbrethan the first
one. A woman who has had a Caesarean section lagi@telivery must
have hospital confinement as there may be a dafgeerine rupture.

Drug history

This should include information about medicatiorssnoking and

alcohol intake. Medicines taken during the fir8tvieeks of pregnancy
can cause congenital anomalies. Women who smoke itihan 10

cigarettes per day while pregnant have babies whate weights are
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about 200 grams less than women who do not smoke. rore
cigarettes smoked each day, the smaller the baby.

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

Recent use of birth control

Ask about the birth control method used recentlyhe EDC can be
difficult to identify if a woman does not have aogpaneous menstrual
period after she stops taking the birth control. @lareful examination
should be made to check for the presence of an IlJ& woman

becomes pregnant with an IUD in place, the IUD #&hdae removed.

Pregnant women with an IUD in place should be tolde watchful for

bad-smelling discharge, low abdominal pain andreVhese symptoms
are associated with severe pelvic infection andafodeath and require
immediate medical attention. The pregnancy may isaat normally

with an 1UD in place, and it will be expelled witlhe placenta at
delivery.

3.2  Other Problems During the Present Pregnancy

The midwife also needs to know what physical symmsdhe patient
has had.

Headaches

These occur often in the first trimester. They Ullgudo not mean
anything serious, but a referral to a physician ib@yeeded. Headaches
that are not serious are often caused by sinusijis,sight problems, or
everyday stress and strain. The midwife should k thg following
guestions to determine if a referral is needed:

i. How long does the headache last?

i Are they getting worse?

ii. What medicine is being taken for relief

iv. Are dizziness, nausea, sports in front of the eyesblurred
vision present when the headaches occur

V. Do they go away with bed rest?

Most headaches get better with mild, pain-relieviaiglets. Whenever
headaches are becoming worse, are not relievedsmitple medicine,
or are combined with other symptoms, the pregnashan should be
seen by a physician.

Nausea and vomiting
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Many women have nausea and occasional vomitinghgir tfirst

trimester of pregnhancy. When it lasts beyond 20 kweié should be
considered abnormal. Severe nausea and vomitingomaysymptom of
hyperemesis gravidarum, hydatidiform mole, infetsio of the
gastrointestinal tract, hepatitis, and, rarelyestinal obstruction.

Vaginal bleeding

Bleeding in the first trimester may occur in 10 pemt of normal

pregnancies and is usually not significant whenatmeunt is small, and
no abdominal pain is present. Heavy bleeding, @aerly associated
with cramps in the abdomen or pain in the backften a symptom of
abortion. If a woman is bleeding heavily but doeshmve any pain, she
is said to be experiencing a threatened abortidoartdon is inevitable

when pain and dilation of the cervix are preseahglwith the bleeding.

Bleeding in the first trimester may also be a si§ectopic pregnancy or
hydatidiform mole. Bleeding in the last trimesisrusually due to

placenta praevia or abruption placenta.

Anaemia

Anaemia during pregnancy is often due to inadeqdadel supplies.

Diseases like malaria, tuberculosis, hookworm asdsgosomiasis also
cause anaemia. Severe anaemia contributes to aatiptis and deaths
in both mothers and newborns. Stillbirths and lanthbweight babies

also occur more frequently with women that are amnee

Malaria

Malaria during pregnancy can endanger the lifehefrhother as well as
cause intrauterine growth retardation, abortionepature labour and
intrauterine death. It is also a major cause oeama during pregnancy.
In areas where malaria is always present (endermsugpressive drugs
may be given to prevent repeat attacks.

Rubella and other viral infections

Rubella Infection (German measles) during earlygpamcy causes
congenital anomalies. Enquire whether the womanahesh, fever and
painful small swellings at the back of the heade Thidwife should
record any episode of symptoms include fever, €hdiarrhoea, limb
and joint pain and the like.

High blood pressure
Women with high blood pressure before pregnancynaoee likely to
deliver small babies and experience worsening®tlisease process.

Heart disease
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Certain kinds of heart disease worsen during pregynand may even
threaten the mother’s life. However, women with esevheart disease
are likely to have low birth weight babies and pagune labour.

Kidney disease

Kidney disease such as nephritis or pyelonephntislves poor kidney
function. Babies born to mothers with kidney digease usually small.
Pregnancy is not known to worsen kidney disease.

Venereal disease

The more serious diseases during pregnancy arelisygonorrhoea

and herpes simplex type Il. Syphilis can causébsthh and congenital

syphilis in the infant. Gonorrhoea can cause sewengunctivitis in the

newborn (ophthalmia neonatorum) which may result bimdness.

Herpes can cause death or mental retardation. r@wea is harmful to
the baby when the baby comes in contact with Nesg@norrhoea as it
passes through the birth canal. Silver nitratéhes drug most often
recommended to prevent newborn blindness from gboea

(ophthalmia neonatorum) because it remains effector a time and

remains stable even in extreme temperatures asaletige ampule is not
opened. Data is now available to show that erytly@m(0.5 per cent)
and tetracycline (1 per cent) drops or eye ointneatso effective.

Phlebitis

Women who have a history of phlebitis and cord-Nens have a 12
per cent chance of having them reappear while tey pregnant.
Sometimes blood clots can dislodge and cause ith dé the mother.

Convulsions

Most convulsive disorders are caused by epileppilefsy can worsen
in pregnancy. Phenytoin, the drug most commonlyduse treat
epilepsy, has been known to cause mental retardatid developmental
problems in babies who were in utero when theirras took the drug.

Tuberculosis

While this disease has no bad effects on pregnahey recognized and
treated early, the active disease must be treateédgdpregnancy with
drugs not known to be harmful to the foetus. If thether is an active
case the newborn should be put on Isoniazid prepis/till the time the
mother is non-infective. Then the baby should becweated with BCG.

Diabetes mellitus

Diabetes mellitus is dangerous for both the mo#mel her baby. Babies
of diabetic mothers are likely to be large, somesnweighing more
than 4500 grams. These babies are likely to nekdedgby Caesarean
section. When vaginal delivery occurs, damage ti lnotother or baby
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can result. After birth, these babies may have glypaemia (low blood
sugar) which if severe, can lead to brain damagkpaasent incidence
of congenital anomalies, particularly cardiac peohs.

Immunisation with tetanus toxoid

Tetanus in newborns is common in many developinginttes.

Sometimes the woman also develops tetanus aftevedgel The

mortality rate in neonatal tetanus is very highev@ntion is possible
with two injections of tetanus toxoid at an intdrgatwo months during
the second half of pregnancy.

Radiation

Exposure to X-rays or other radiation during e@rggnancy may cause
birth defects. Ask whether she visited the hos$pttaring early
pregnancy for an X-ray.

Drug addiction

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

3.3  Physical Examination

A complete physical examination at the first antahsisit is desirable
but not always possible. The following elementstheemost important.

Height

Short stature may be associated with a small pdivis most important
when chronic disease or malnutrition is also presenthe height is
significantly different from that of the generalgoation. Women with
shorter height might produce low birth weight babie

Weight

The pre-pregnant weight, when known, should berdsmb at the first
antenatal visit. Women who are underweight at cpti@e should gain.
Those with very low weight (chronically malnourishe before
pregnancy, deliver low birth weight babies. In somwmuntries, the
figures are 38-40 kgs. Those whose weight gaingafficient to deliver
low birth weight babies.

3.4  Pelvic Examination

The size of the uterus can also be estimated hacpexamination. A
pelvic examination in the first trimester is a \aldle guide for

identifying the age of the baby. The size is reedrth weeks as 8-week
size or 10 to 12-week size. Later in pregnancy #&intieight
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measurement increase every week between tHean8 36 week of
gestation. The rate of growth depends on the weaghtfull-term baby.
Examination of the pelvis after 32 weeks of pregyashould be
performed at the antenatal visit to identify thenwam who may need a
Caesarean section. The cephalo-pelvic dispropotisoa problem in
many countries. Women who have cephalo-pelvic dizprition should
have well-supervised labour in a hospital or matgroentre with a
midwife in attendance.

3.5 Abdominal Examination

This examination is performed at each visit during last trimester of
pregnancy to identify the presenting part. Theoahidal examination
can also be used to identify the lie, position, amdether or not
engagement has occurred. When the expectant mdtes not know
her last menstrual period, abdominal examinatiaty @ pregnancy can
help identify the approximate age of the foetuslaikeg the height of
the fundus to finger breadths above the symphysidinger breadths
above or below the umbilicus can help the midwiezide when the
baby might be born.

3.6 Foetal Heart Sounds

The baby’s heartbeat can usually be heard witretbszope between 18
and 20 weeks of gestation. Normal foetal heart deuange from 120-
160 beats per minute. They increase when the balvesn The presence
of foetal heart sounds in the normal range reassheemidwife that the
baby is alive.

3.7 Laboratory Tests

Urine examination for albumin
More than a trace of albumin in the urine suggestgnancy-induced
hypertension (pre-eclampsia), kidney disease, inaty tract infection.

Blood examination

Haemoglobin should be estimated when there ardcalirsigns of
anaemia. When possible, tests for syphilis ardRH factor should be
done. The blood should be examined for sugar bets is suspected.

Pregnancy tests

Confirmation of pregnancy is possible through batine and blood
tests.
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3.8  Health and Nutrition Education During Pregnang

Health education can be done individually or inup® Topics for
discussion include diet, personal hygiene, discoimforeparation for
delivery, breastfeeding, care of newborn care anuly planning.

Frequency of Antenatal Visits

The recommended frequency of return visits is 4s\is:

I. Every 4 weeks until the 28th week of pregnancy

il. Every 2 weeks from the 28th to the 36th week ofgpamcy
Weekly after the 36th week

3.10 Subsequent Antenatal Visits

Return visits for antenatal care are scheduledviduate the health of
both the mother and the baby. These visits allewnidwife to identify
problems, provide health education, and make @&ewhen necessary.
Each expectant mother should come to the cliniteast once every
trimester.

Maternal Assessment

Once the record has been carefully reviewed, atowate assessment
of the mother and foetus should be done. The assstf the mother
consists of four parts:

Evaluation of Blood Pressure

Compare all blood pressure readings with the m&thdood pressure at
her first antenatal visit or recent non-pregnanbobl pressure.
Remember the criteria for identifying mild and sevpre-eclampsia as
well as chronic and gestational hypertension. If dlood pressure
evaluation occurs before the 20th week, think bdatidiform mole as
well as chronic hypertension. Always recheck a 8lpoessure that is
significantly elevated.

Evaluation of Weight Gain

Compare the weight today with the pre-pregnant lteig identify the
total weight gain weight at the last antenatal tvid that sudden,
excessive weight gain or poor weight gain can kdedo

Evaluation of Urine for Sugar and Protein

Glucosuria can be normal in pregnancy. It can bisa sign of diabetes.
When glucosuria is present, blood sugar tests dhimeiperformed when
possible. Proteinuria can also be normal or a sigmathology. A trace
of protein in the urine usually means that the eirsymixed with vaginal
discharge and is not significant. When a trace rotgin is present in
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urine, but no symptoms of pregnancy-induced hypsrbe are present,
the urine should be carefully examined again atd voiding. If the
amount of protein at the second testing is 1+ eaigr, a diagnosis of
pregnancy-induced hypertension is made. Proteimaraalso mean a
urinary tract infection (bladder or kidney infectjo kidney disease, or
heart disease. A microscopic urinalysis can diagnasnary tract
infection.

SELF-ASSESSMENT EXERCISE
Explain the physical examination at the first aatahvisit.
4.0 CONCLUSION

The first visit is important for identifying womeneeding special
antenatal care or referral for delivery. This vadgo gives the midwife a
chance to become acquainted with the expectantenathd convince
her of the value of antenatal care. Good anterced can make the
difference between life and death for both motimef laaby.

5.0 SUMMARY

Return antenatal visits are important for contiguthe evaluation of
both mother and baby. The midwife must be alethéodevelopment of
new problems and a worsening of old problems. @aust be given in
an atmosphere of kindness, concern and support.

6.0 TUTOR-MARKED ASSIGNMENT

1. Give two reasons why each of the following dtidee checked:
blood pressure, weight, urine at each antenatatcli
2. Explain the physical examination at the finstematal visit.
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1.0 INTRODUCTION

Abortion has a long history and has been induceddripous methods
including herbal abortifacients, the use of shaegemools, physical
trauma, and other traditional methods. Contemponaggdicine utilizes
medications and surgical procedures to induce miboriThe legality,
prevalence, and cultural views on abortion varyssarttially around the
world. In many parts of the world, there is pronmhand divisive public
controversy over the ethical and legal issues oftaim. Abortion and
abortion-related issues feature prominently in tiaional politics in
many nations, often involving the opposing "pre‘liand "pro-choice”
worldwide social movements. The incidence of abarthas declined
worldwide, as access to family planning educatiod aontraceptive
services has increased.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

. define abortion
. enumerate the types of abortion
. discuss the methods of abortion.
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3.0 MAIN CONTENT
3.1 Definition of Abortion

Abortion is the termination of a pregnancy by teeoval or expulsion
from the uterus of a foetus or embryo, resultingricaused by its death.
An abortion can occur spontaneously due to comipdica during
pregnancy or can be induced, in humans and otheciegp In the
context of human pregnancies, an abortion inducegreserve the
health of the gravida (pregnant female) is termddesapeutic abortion,
while an abortion induced for any other reasonersned an elective
abortion. The term abortion most commonly referstlie induced
abortion of a human pregnancy, while spontaneoasgiahs are usually
termed miscarriages.

3.2 Types of Abortion

Spontaneous abortion

Spontaneous abortion (also known as miscarriagéeigxpulsion of an
embryo or foetus due to accidental trauma or nhtoaases before
approximately the 22nd week of gestation; the d@im by gestational
age varies by country. Premature births and stitibiare generally not
considered to be miscarriages. The most commorecafuspontaneous
abortion during the first trimester is chromosorabhormalities of the
embryo/foetus, accounting for at least 50% of saah@arly pregnancy
losses. Other causes include vascular disease @uttpus), diabetes,
other hormonal problems, infection, and abnorneditof the uterus.
Advancing maternal age and a patient history oViptes spontaneous
abortions are the two leading factors associatetl wigreater risk of
spontaneous abortion. A spontaneous abortion csm lz¢ caused by
accidental trauma; intentional trauma or stressaose miscarriage is
considered induced abortion or feticide.

Induced abortion

Reasons for procuring induced abortions are tylyicglaracterized as
either therapeutic or elective. Abortion is medically referred to as
therapeutiovhen it is performed to:

save the life of the pregnant woman preserve thmaws physical or
mental health terminate pregnancy that would rasudt child born with
a congenital disorder that would be fatal or asged with significant
morbidity.

An abortion is referred to as adlectivewhen it is performed at the
request of the woman “for reasons other than maltdr@alth or foetal
disease."
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3.3 Incidence of Induced Abortion

The incidence and reasons for induced abortion wagionally. It has
been estimated that in 1995 approximately 46 nmilladbortions were
performed worldwide. Of these, 26 million are stdchave occurred in
places where abortion is legal; the other 20 mmlli@ppened where the
procedure is illegal. Abortion rates also vary depeg on the stage of
pregnancy and the method practised.

3.4 Abortion Methods

Historically, pregnancies were terminated througtvesal methods,
including the administration of abortifacient herbise use of sharpened

implements, the application of abdominal

pressuesd other

techniques. Gestational age often determines waimirtion methods

are practised.

Practice of Induced Abortion Methods

MVA Dilution and Evacuation
EVA Hysterotomy
Dilation & Curettage Intact D & X
Mdepristone Induced Miscarriage

15t Trimester 0-24
weeks

2" Trimester 12-28
weeks

Figure 3: Abortion Methods

Medical abortions

39 Trimester 28-
40 week:

They are non-surgical abortions that use pharmeegutrugs and are
only effective in the first trimester of pregnandyledical abortions
comprise 10% of all abortions. Combined regimensluohe

methotrexate or mifepristone, followed by a proktadin (either
Misoprostol can be udedeabut has a
lower efficacy rate than combined regimens. In saoé failure of

medical abortion, vacuum or manual aspiration sdu® complete the

misoprostol or gemepros.

abortion surgically.
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Manual Vacuum aspiration (MVA) / electric vacuum agpiration
(EVA)

Manual Vacuum aspiratioifiMVA) abortion consists of removing the
foetus or embryo, placenta and membranes by suosorg a manual
syringe, while electric vacuum aspiratior(EVA) abortion uses an
electric pump. These techniques are comparable diffier in the
mechanism used to apply suction. In the first 12ekge suction-
aspiration or vacuum abortion is the most commothotk of Dilation
and evacuation (D&E).

Dilation and evacuation (D&E) are used from the 15th week until
approximately the 26th, and it consists of openihg cervix of the
uterus and emptying it using surgical instrumenits suction.

Dilation and curettage (D&C)

The termD and G or sometimesuction curetteis used as a euphemism
for the first-trimester abortion procedure, whiceemethod is used It is
the second most common method of abortion and ialso standard
gynaecological procedure performed for a varietyeafsons, including
examination of the uterine lining for possible rgakncy, investigation
of abnormal bleeding, and abortioGurettagerefers to cleaning the
walls of the uterus with a curette. The World Hearganization
recommends this procedure, also cal&thrp curettageonly when
MVA is unavailable.

3.5 Other Techniques

These are:

I. The use of prostaglandin to induce abortion in $seeond
trimester.

. Injecting the amniotic fluid with hypertonic solatis
containing saline or urea Abortions can be indubgdthis
method after the 16th week of gestation,

iii. Intact dilation and extraction (IDX) (also calledtriauterine
cranial  decompression), which  requires  surgical
decompression of the foetus’s head before evacudX is
sometimes called "partial-birth abortion.

iv. Hysterectomy abortion is a procedure similar toaasarean
section and is performed under general anaesthesgguires
a smaller incision than a caesarean section anded during
later stages of pregnancy

V. Use of herbs with abortifacient properties has besed in
folk medicine: tansy, pennyroyal, black cohosh, #relnow-
extinct silphium. The use of herbs in such a mamwaercause
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serious side effects.

Vi. Trauma to the abdomen. The degree of force canecaus
serious internal injuries without necessarily sedieg in
inducing miscarriage. Both accidental and delibe=eddortions
of this kind can be subject to criminal liability.

Vil. Forceful abdominal massage

viii. Misuse of misoprostol,

iX. Insertion of non-surgical implements such astikg needles and
clothes hangers into the uterus. These methodsaeely seen in
developed countries where surgical abortion isllagd available

3.6 Sex-Selective Abortion

Sonography and amniocentesis allow parents to rdetersex before

birth. The development of this technology has ledsex-selective

abortion, or the targeted termination of femalaides. It is suggested
that sex-selective abortion might be partially wspble for the

noticeable disparities between the birth rates aflemand female

children in some places. The preference for mailelrem is reported in

many areas of Asia, and abortion used to limit fientarths has been
reported in Mainland China, Taiwan, South Korea budia.

In India, the economic role of men, the costs aassed with dowries,

and a common Indian tradition that dictates thatefal rites must be
performed by a male relative have led to a cultpraference for sons.
The Indian government passed an official ban ormjattal sex screening
in 1994 and moved to pass a complete ban on segtse& abortion in

2002.

3.7 Unsafe Abortion

The World Health Organization (WHO) defines an desabortion as
being "a procedure ... carried out by persons tagkine necessary skills
or in an environment that does not conform to malinmedical

standards or both." Unsafe abortions are sometkmewn colloquially

as "back-alley" abortions. This can include a persothout medical

training, a professional health provider operatimg sub-standard
conditions, or the woman herself. Unsafe abortiemains a public
health concern today due to the higher incidena® severity of its

associated complications, such as incomplete @bortisepsis,
haemorrhage, and damage to internal organs.

WHO estimates that 19 million unsafe abortions o@ound the world
annually and that 68,000 of these result in a wdsnateath.
Complications of unsafe abortion are said to actogiobally, for
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approximately 13 % of all maternal mortalities, twiegional estimates
including 12 % in Asia, 25 % in Latin America, ad@ % in Sub-
Saharan Africa. A 2007 study published in Thancetfound that,
although the global rate of abortion declined frém6 million in 1995
to 41.6 million in 2003, unsafe procedures stit@mted for 48% of all
abortions performed in 2003. Health education, s&cto family
planning and improvements in health care duringaftet abortion have
been proposed to address this phenomenon.

The abortion debate - Abortion debates, especially about abortion
laws, are often spearheaded by groups advocatiegodrthese two
positions. In the United States, those in favour goéater legal
restrictions on, or even complete prohibition obrion, most often
describe themselves as pro-life while those agaaustl restrictions on
abortion describe themselves as pro-choice. Gdnertlle pro-life
position argues that a human foetus is a humargbeith the right to
live making abortion tantamount to murder. The phoice position
argues that a woman has certain reproductive rigkdpecially the
choice of whether or not to carry a pregnancy tmte

SELF-ASSESSMENT EXERCISE

Explain the conditions under which abortion is techunsafe.

4.0 CONCLUSION

An abortion can occur spontaneously due to comfmica during
pregnancy or can be induced, in humans and otleeiesp

5.0 SUMMARY

In both public and private debates, arguments ptedein favour of or
against abortion focus on either the moral perilsi of induced
abortion or justification of laws permitting or tasting abortion. The
debate also focuses on whether the pregnant wormnamlds have to
notify and/or have the consent of others in disticeeses: a minor, her
parents; a legally married or common-law wife, Hersband; or a
pregnant woman, the biological father.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss methods of abortion.
2. Describe are the complications of abortions.
3. Explain the conditions under which abortion is techunsafe.
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1.0 INTRODUCTION

In pregnancy, certain women are more likely thaheot to develop
complications. These women are said to be “at-riskhe first
pregnancy, multiple or frequent pregnancies, pregnaarly or late at
the reproductive age, and malnutrition in women ameong the risk
factors which increase the chances of poor pregnamgtcome,
(sickness or death for either mother or baby).udet! in the “high risk”
group are women with chronic disease, women whoe havpoor
obstetrical history, and women who develop a sericomplication in
the present pregnancy. When more than one riskrféefpresent in the
same individual, the chances of poor outcomes rceeased. Babies
born to women in this group are more likely to berbprematurely,
sick, deformed, or retarded. The babies are alsoenfikely to be
stillborn or die in the neonatal period.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

. define high-risk women and infants

. list eight conditions that identify pregnant worredrhigh risk

. enumerate three conditions that identify women igh hrisk
during labour

. discuss five factors that put the mother at higfk during the
post-partum period

. explain five conditions in the newborn which arehagh risk and

how to manage them.
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3.0 MAIN CONTENT

3.1 High-Risk Pregnant Women

A pregnant woman should be considered at highifiske or more of
the following conditions are present;

I Age - 17 years or under, or above 35 years of age.

. Elderly primipara — above 30 years of age and mard — more
than four pregnancies.

iii. Previous history of:

i. Abortion or stillbirth

i Loss of child within one month of delivery

i Caesarean section

iv. Prolonged labour lasting more than 24 hours

V. Baby weighs less than 2.5 kg

Vi. Height 145 centimetres or less.

vii.  Weight of less than 38 kg before pregnancyess than 42 kg at
34 weeks of pregnancy.

viii. Severe anaemia.

o Toxaemia of pregnancy — signs such as oedema, igid
pressure and albumin in the urine

o Unusually large uterus

o Vaginal bleeding during pregnancy

o Abnormal presentation during the last month of peey
. Diabetes, hepatitis or heart disease.

Age

Adolescent pregnancy before 17 years of age haseffadts on the
health of the mother and baby. This is becausgdhdc bones of girls
below 17 years of age are neither still in the psscof development,
more importantly, they are not mature physically pbysiologically to

undergo the stress and strain of pregnancy andutabd@bour may
become prolonged or obstructed resulting in ruptfréhe uterus or
vesicovaginal fistulae. These young mothers areero deliver low

birth weight babies. When a woman is pregnanttierfirst time after

the age of 30 years, she may experience diffi@lfiolir because of
stiffness of the pelvic ligaments and rigid perimetAfter 35 years of
age, women are more prone to pregnancy-induced rieyisgon,

postpartum haemorrhage and abnormal presentation.

Parity

The woman who already has had 4 deliveries (grauldipara) is more
likely to get anaemia and malnutrition due to dapieof her nutritional
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stores. The incidence of postpartum haemorrhageisin multiparous
women.

Past History

The previous obstetrical history should be cargfasessed critically,
noting any conditions which can put her at riskingrthe present

pregnancy. If a woman had a stillbirth in the inta¢e past pregnancy,
perhaps due to foetal-pelvic disproportion or tigiord around the

baby's neck, she may deliver a stillborn baby aegédha Caesarean
section. Such women are high risk and they shoaléamined often

during the current pregnancy and advised to delivérospital. If three

or more of the last pregnancies ended in abortitwes, the causes of the
abortions should be investigated and treated.

The death of an infant within one month of birthgenerally due to
feeding problems, birth trauma, infection, low birtweight or
prematurity. Such conditions may occur again inrtegt infant; hence,
such women who lost their babies within one moritdedivery should
be watched carefully during the present pregnanchi. the previous
labour was prolonged for more than 24 hours, thusedor this should
be determined.

Severe malnutrition

women. Measurements like the height and weightahen are utilized
in screening high-risk mothers. Those women whostmated, whose
weight is very low before pregnancy, or whose peggry weight gain is
poor are prone to delivering low birth weight babieNutrition
supplementation during pregnancy can reduce théance of low birth
weight babies of severely malnourished

Severe anaemia

Severe pallor can be detected at antenatal ex#iorisa Anaemia in
pregnant women causes growth retardation in thiadoend the baby is
born with low birth weight. Severe anaemia in mathdeads to
premature labour.

Toxaemia

Toxaemia is harmful to the foetus as well as torttegher. The foetus
may be aborted or born with low birth weight. Oedeom the face and
fingers may be associated with raised blood presand albumin in the
urine. The mother can have developed convulsiodmaemia and
toxaemia must be being detected and treated toepteadverse
consequences to the mother and the baby.
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Large abdomen

A large foetus, multiple pregnancies (twins) or fadnios should be
suspected when abdominal examination reveals amrr-disiended
uterus.

Vaginal bleeding

Women with a history of antepartum haemorrhagenaoee prone to
postpartum haemorrhage, hence these women mustbaged in the
hospital. First trimester bleeding may end in éibar Bleeding after 20
weeks can be due to abruption placenta or plageatvia.

Abnormal presentation

Abnormal presentation, such as brow, face or peslayf the cord or a
hand breech or transverse lie, predispose a pregrmaman to high risk,
such woman should be advised to deliver in a halspgd avoid
prolonged labour, rupture of the uterus or stitthiPremature rupture of
membranes and prolapse of the cord can occur inoraia
presentations such as breech or shoulder.

Diseases

Heart disease and diabetes during pregnancy agrdoars to pregnant
women and the growing foetus. A diabetic woman @ranprone to

pregnancy-induced hypertension. Her big-size bamyaause prolonged
labour. An infant of a diabetic mother often suffdfrom metabolic

problems after birth.

Labour

A woman with any of the following in labour; proisyaginal bleeding,
premature rupture of the membrane, prolonged laljouare than 24
hours) is in the high-risk group. Premature ruptafghe membranes
should be watched carefully as this can lead teciign of the amniotic
fluid and thus infection to the baby and the mathBremature rupture
of membranes can occur in abnormal presentationls as breech or
shoulder, and there are chances of prolapse aifotfte

3.2  High-Risk Women in The Postpartum Period

Any woman with any of the under-listed conditioasat high risk during
the early postpartum period. Complications may odeu high-risk
women immediately or sometime within a week of dedivery. These
are:

i. Premature rupture of membranes
i Prolonged labour

ii. Multiparity

iv. Twin delivery
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V. Delivery of a large baby

vi. Hydramnios

vii.  Postpartum haemorrhage in the previous delivery
vii.  Antepartum haemorrhage in the present pregnancy

3.3 High-Risk Infants

A new-born is at risk if he/she has any one or mafr¢he following
conditions:

i. Pre-term birth
i Low birth weight
ii. Premature rupture of membranes

iv. Asphyxia

V. Intense jaundice

Vi. Hypothermia

vii.  Delivery conducted by an untrained attendant

Infants are at high risk when they are born beferen or born at term
but have a low birth weight. Their resistance teations is low at such
times. The newborn is prone to diarrhoea, pneumaoijunctivitis, or
skin infections if the membranes ruptured early #ved liquor amnii is
infected. Prolonged labour, a cord around the raexka heavy dose of
sedatives given to the mother before delivery essdbmmonest cause of
asphyxia. The foetal respiratory centres in theutiacire depressed due
to the sedatives or lack of oxygen. Asphyxiatedidmlthave a poor
Apgar score and may develop cerebral palsy, memtalrdation or

epilepsy.

Jaundice by the third day of life is physiologigalhormal in the

newborn. It is mild and lasts for a week. Howe\érthere is blood

group incompatibility such as Rh and ABO, or enzyaeéciency in red

cells jaundice may occur on the first or second. dabies who have
jaundice from the first or second day are at rike newborn develops
hypothermia when the room temperature is low arel iaby is not

sufficiently covered up. Rectal temperature belo@& dgrees C is
considered hypothermia. These babies should be aggkred as they
may die because of the very low body temperature.

SELF-ASSESSMENT EXERCISE

Explain the implications of postpartum haemorrhagea previous
delivery.
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4.0 CONCLUSION

The midwife can reduce maternal and infant mostalitd morbidity to
a large extent by detecting high-risk women anarité and providing
special care and referring them to the hospitéihie.

5.0 SUMMARY

The first pregnancy, multiple or frequent pregnasgcipregnancy early
or late at the reproductive age, and malnutritowomen are among the
risk factors which increase the chances of poagmaecy outcomes.

6.0 TUTOR-MARKED ASSIGNMENT

1. Enumerate four conditions each that might makesaby or the
mother be at risk.

2. Discuss the factors that can make a new-bole @t high risk.

3. Explain the implications of postpartum haemagd in a
previous delivery.
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INTRODUCTION

At each antenatal visit, the baby must be evaluttetiealth as well as
for growth. The growth is measured using fundagheiFoetal health is
evaluated by examining the abdomen to determinegotisition of the
foetus before listening for the foetal heartbeBhe foetoscopeis
designed to be placed on or against the examire& so that the
bones or his/her skull can help conduct the folké&art soundFoetal
movement;is the activity of the foetus in the uterus.

2.0

OBJECTIVES

By the end of this Unit, you will be able to:

describe the procedure for measuring fundal heigihg a
centimetre measuring tape

know the usual time of quickening

give the range of normal foetal heart sounds.

state the gestational age when foetal heart sostmuldd be heard
with a foetoscope. On a drawing of the maternabafeh, mark
the area where foetal heart sounds are most likelye found
early in pregnancy.
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3.0 MAIN CONTENT

3.1  Fundal Height

The height of the uterine fundus is used for assgs®etal growth.

However, the fundal height varies according to ttip period of

pregnancy (ii) the growth of the baby. The uterinedus is known to
grow approximately 1 cm per week between the 18ith 36th week.

For example, at 28 week’s gestation, the fundagitteshould measure
between 26 and 30 cm (28 plus or minus 2 cm) frowa pubic

symphysis, if the baby is growing well. Abdominahtimarks can also
be used to assess the period of gestation. A tfvehe centimetre or a
finger above the pubic symphysis represents 3 nsowoitipregnancy and
every month after that its position increases byualthe width of four

reaching the level of the navel by the 5th monthpoggnancy and
xiphisternum on the 9th month.

The uterus is palpable after three months of pmegya Before
measuring the height of the fundus ask the womamipty her bladder.
To measure the fundal height with a centimetre nv@ag tape, place
one end of the tape directly over the symphysisl| tiné top of the
fundus is reached. The border of the symphysis imeidelt each time a
measurement is made because its location varigs fnman to
woman. It is important to be exact when locating uipper border of the
symphysis and the top of the uterus.

3.2 Unusual Growth Patterns

If the height of the fundus is unusually large ora#l the midwife must
first be sure of the gestational age of the balhe Tollowing may be
helpful:

Review the menstrual history, Is the mother sure of the date of her last
normal menstrual period, Was the last menstruabgerormal, When
was the EDC (Expected Date of Confinement) Catmn of the EDC

is as follows: (i) To the date of the last menstmperiod (LMP) add 7
days and count forward 9 calendar months, e.¢heiflast menstruation
was on 3 March, add 7, which comes to 10 March anat 9 months
ahead from 10 April: that will come to 10 Decembdrich will be the
approximate date of delivery, or (i) add seven sddy the last
menstruation date and count back three calendath®on

Review the birth control method history Has either partner used a

birth control method since the last normal menstpesiod? When was
this method stopped? Was it used correctly andistmmsly?
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Identify the date of quickening,when did the mother first feel the baby
move? Movement is most likely to occur at 16-18 kgégestation.

3.2.1 Low Fundal Height

When the fundal height is consistently less thapeeted for a given
period of gestation, or when it remains the samefmonth (excluding
the time after 8 months of pregnancy), the examsheuld consider the
possibility of the following:

Wrong dates- Intrauterine growth retardation (n@wgh or slow growth
of the baby in the uterus). This is the most commaunse of low fundal
height.

Transverse lie -Transverse lie can often be foupexamination and
palpation of the abdomen. In many cases, the bppgas to be below
the umbilicus (See Fig. 4.)

§

Figure 4: Palpation in transverse lie.

Oligohydramnios (decreased amniotic fluid) Decrdaa@niotic fluid is
associated with urinary and gastrointestinal abmaditras in the foetus.
When oligohydramnios is present, the midwife may lm® able to feel
amniotic fluid when palpating the abdomen.

Foetal death -The absence of foetal movement ysumlkes the
expectant mother suspicious that something hasemagopto her baby.
The midwife should listen carefully to foetal heagunds. If they are
not heard, the foetus is probably dead. Howewergetis a possibility of
error when the patient is obese or when polyhydiasis present.
Foetal heart sounds should be confirmed by twedfit examiners.
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The accuracy of the fundal height measurementdse@sed when the
same person measures each time. Each midwife parfirm the

procedure using the same technique. There can me@mect recording
if the bladder was full at the previous examination

3.2.2 High Fundal Height

When the fundal height is consistently much higten expected, the
examiner must consider the possibility of the failog:

Wrong dates

Polyhydramnios (too much amniotic fluid) Polyhydrmaos is more
likely to occur in pregnancies involving more thane foetus, major
malformations, diabetes mellitus. The diagnosisissally based on
finding a large abdomen and a feeling of a largantusual quantity of
fluid around the foetus. It may not be possibléetl the foetus. Most of
the time the cause of polyhydramnios is unknowi, e baby is born
without problems. However, polyhydramnios is asatat with:
Diabetes in the mother Foetal anomalies such ascapbaly, spina
bifida, tracheo-oesophageal fistula Intrauterindeaghons such as
syphilis

Severe and chronic anaemia in utero, such as ebJtstosis fetalis

Multiple pregnancies

Twins can be identified by finding two heartbedthe examiner must
listen for 60 seconds and should find at least lteats’ difference
between the heartbeats. If two different foetalrtiests are heard, two
examiners should listen at the same time with tokmpe on different
parts of the mother's abdomen. As the foetal heattlis heard, each
examiner moves a finger in rhythm with the heartb#athe fingers
move together, one baby is present. If the fingamse at different
intervals and if the foetal heart rate differengeWwo examiners is more
than 10, more than one baby is present.

Maternal diabetes mellitus
This disease is frequently associated with largel&l heights because
babies of diabetic mothers can be very large.

Large baby
Some babies are healthy yet much larger than aeerag

3.2.3 Management of abnormal Growth Patterns

The midwife must always be concerned when the dr@ithe foetus is
not within the norm and refer the expectant motioea centre where
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special antenatal testing can be done. Expectarthars should be
encouraged to deliver in a hospital or clinic whepecial support for
small or sick babies is available. Women with babiaving growth
problems should be seen more frequently. Spectehtain must be
given to good nutrition. The plan of care shouldaviten clearly on the
mother’s chart so that everyone involved is awdrthe problems and
the steps that are to be taken

3.3 Foetal Heart Sounds

Foetal health is evaluated by counting foetal hesinds with a

foetoscope. The normal foetal heartbeats from XD-fimes each

minute. Bradycardia (slow heartbeat less than @@gieach minute) or
tachycardia (fast heartbeat more than 160-170 tieaet minute) may

mean that the baby is in distress. When the fdedak is found, the

foetoscope is placed over it so that the heartd®wan be heard easily
and clearly. It may be difficult to determine tleefal position when the
pregnant woman is obese or has polyhydramnios.

3.3.1 Locating /Listening to Foetal Heart Sounds

(a) At 18™ 20" week of pregnancy
Foetal heart sounds can usually be heard by fompesbetween
the 18" 20" week of pregnancy. To listen, place the foetoscope
directly above the upper border of the symphyslksguListen for
the foetal heartbeat. If nothing is heard, move aalvthe
umbilicus slowly to the left side of the midlinecamove down
toward the symphysis. If the heartbeat is still Ineard, move one
centimetre to the right of the midline and movetaward the
umbilicus. Finally, listen in the middle of eaciwler quadrant. At
this stage of pregnancy, the foetal heart sounegaely found
far from the midline. (See Fig. 5.)

Figure 5: Foetal heart sounds at 18th- 20th wegk&gnancy
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(b)  After the 24th week of pregnancy

Foetal heart sounds can be found on either therloigat or
lower left side of the mother’'s abdomen. Placeftetoscope in
the middle of one of the lower quadrants. (Positicor 2). If no
heartbeat is heard, place the foetoscope in thdlehaf the other
qguadrant. If no foetal heart sounds are heardeplae foetoscope
in the middle halfway between the umbilicus and thgper
border of the symphysis pubis (Position 3). If floetal heart
tones are still not heard, place the foetoscopectyr over the
umbilicus (Position 4). Then try the left and rigtanks at the
level of the umbilicus (Position 5 and 6). Finallglace the
foetoscope in the midline of each upper quadraosi{ns 7 and
8). See Fig. 6.)

Figure 6: Foetoscope examination of the pregnamhavoafter the 24th
week of pregnancy

Once the foetal heart sounds are located, counbehes for at least 15
seconds. Multiply this number by 4 to get the numbg beats per

minute. Record your findings. Listen for a fullmate if you find an

irregular heartbeat, bradycardia or tachycardiae Tbetal heart rate
should increase with foetal movement. Thereforewslg of the foetal

heart after the foetal activity is normal.

3.4 Foetal Movement

It is used to assess the viability of the baby.rBased foetal movement
is thought to be most important in women with higgk pregnancies.

3.5 Diagnosing Foetal Death
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When the baby dies, the mother is usually the fosknow. She will

often feel that “something is wrong”. If the babjesl early in the
pregnancy, the symptoms of pregnancy disappeaerGilgns are; the
breasts go back to their normal size, the mothéersunausea and
vomiting, there will be no foetus movement. The neotloses weight or
stops gaining weight. The midwife is unable to heatal heart sounds.
When a foetal death occurs, most women will go labmur within one

month of the death of the baby.

SELF-ASSESSMENT EXERCISE
Define Abdominal landmarks.
4.0 CONCLUSION

Assessment of the growth and health of the foefusnie of the main
responsibilities of those who care for pregnant womAccurate and
continuous evaluation of the baby in utero provittes midwife with

information that should lead to the best possitdes dor women and
their infants.

5.0 SUMMARY

Abdominal landmarks can also be used to assegsetitd of gestation.
A level of one centimetre or a finger above the ipubymphysis
represents 3 months of pregnancy and every motghtaft its position
increases by about the width of four reaching thell of the navel by
the 5th month of pregnancy and xiphisternum orBthemonth.

6.0 TUTOR-MARKED ASSIGNMENT

On a drawing of the maternal abdomen, mark the whesae foetal heart
sounds are most likely to be found early in pregyan
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1.0 INTRODUCTION

The examination is the key to making the corre@gdosis of any
problem in general. This is more important in peawey during labour.
The abdominal examination is the examination tiaggya direct idea of
what is happening to the baby and the mother tdee process of
examination still follows the IPPA (Inspect, PapatPacurse and
Auscultate) mnemonic.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

define and explain the following:

iii.
iv.

V.

Vi.

Transverse lie

Longitudinal lie

Presenting part

Identify two ways to diagnose a transverse lie.

Give two reasons for palpating the abdomen at each
examination after the 32nd week of pregnancy.

Describe the technique for palpating the abdomen
(Leopold’s Manoeuvre) in late pregnancy.
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3.0 MAIN CONTENT

3.1 Palpation of the Abdomen

Before examining the abdomen, the woman is askeeéntpty her
bladder to avoid discomfort and allow a better sssent of foetal
parts. The examination of the abdomen of the pmfgmeoman to
determine lie and presentation is called LeopoManoeuvres. This is
done to identify

(i)  The Lie
(ii.)  Presentation

3.1.1 The Lie

Lie refers to the relationship between the spinthefbaby and the spine
of the mother. The lie of the baby is either loadihal or transverse.
When the lie is longitudinal, the spine of the babyparallel (in the
same direction) to the spine of the mother. Whenlith is transverse,
the spine of the baby is perpendicular (at riglgi@s) to the spine of the
mother. The lie is longitudinal in both cephalicddreech presentation.
In a transverse lie, the baby's shoulder is usualgr the pelvic inlet.
This condition is also referred to as a shouldesgntation. However, a
baby in a transverse lie can also be resting va&ttback in the fundus.
See Fig.4.

A transverse lie can result from any of the foliogy

a. An unusual relaxation of the abdominal wall allothie uterus to
fall forward and prevents the baby from entering hiirth canal

b. Prematurity

C. Placenta praevia

d. A contracted pelvis

Full-term babies cannot be delivered vaginally wibey are in a
transverse lie. Without intervention, both motlaed baby will be at
risk

3.1.2 The Presentation

This refers to the part of the baby that lies n&tatiee cervix during a
vaginal examination. If the lie is longitudinal,etlpresenting part is
either the head or the breach. Head presentatiomearertex, brow, or
face. In the transverse lie, the presenting patttesshoulder. When the
presenting part is the brow, the forehead appeddatseanternal cervical
0s. When the face comes first, the head is hypemeetd so that the
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back part of the baby's head (occiput) is in conwth the foetal back.
The mouth, nose, cheekbones and ridges of the ecayede felt. This
presentation may resemble a breach since the asambles the mouth
and the ischial spine resembles the cheekbones.

3.2 Activities Involved in the Examination of the Abdonmen

Four activities are involved in the examinationtbé abdomen of the
pregnant woman. These are; to determine lie andeptation. Each
answers a different question. The activities maypbdormed in any
sequence.

Identifying the presenting part

This is done by extending the thumb and middledmaf one hand and
place them on the lower abdomen immediately abbeesymphysis

pubis. Gently but firmly press into the abdomen #&el for shape, size,
and consistency. This is to differentiate betwelea breach and the
head. (See Fig.7.)

Figure 7: ldentifying the presenting part

If the foetal part feels round and hard, the head the pelvis. When the
head is found in the pelvis, the conclusion is thatlie is longitudinal,
and the presentation is cephalic.

Identify the part of the baby’s body that is in thefundus

This is done by placing the palms of both handsitiner side of the
fundus and palpate for shape, size, consistencyrarfulity. See Fig. 4.
If the foetal part feels irregular and soft anch@t readily moved from
side to side between the two hands, the breeah tilsel fundus. If the
foetal part feels round and hard and is easily rddvem side to side,
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the head is in the fundus. If neither is felt, theby is probably in a
transverse lie.

Figure 8: Identify the part of the baby's bodyttlsin the fundus

Identify the back

This is done by placing the hands on either sidthefabdomen at the
level of the umbilicus. Support the uterus with draad, gently palpate
the other side with the other hand looking for finetal back. The foetal
back is smooth whereas the small parts are smailyable, and

irregular. See Fig. 9.

Figure 9: Where is-the back?
Has engagement occurred?

Facing the patient’s feet, See Fig. 10) gently engaur hands down the
sides of the baby toward the symphysis pubis. Faelhe cephalic
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prominence. The cephalic prominence is the forelvelaen the baby's
head is flexed and the occiput when the head enebetd.

Figure 10: Has engagement occurred?

SELF-ASSESSMENT EXERCISE

Draw a diagram showing the types of abortion.

4.0 CONCLUSION

The midwife must be able to identify both the liredahe presenting part
so that babies can be delivered under the safssilijpje conditions.

5.0 SUMMARY

The examination of the abdomen of the pregnant wotoadetermine
lie and presentation is called Leopold’s Manoeuvihis is done to
identify

(@) The Lie

(b)  Presentation

6.0 TUTOR-MARKED ASSIGNMENT

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

2. With a relevant diagram, discuss the signsshatv that the baby
has engaged.

3. Draw a diagram showing the types of abortion.
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1.0 INTRODUCTION

Labour is the process by which the baby and theepia are pushed out
of the uterus and brought into the world. Labosiran emotional
experience as well as a physical one. Each culha&® ruled that
pregnant women are expected to follow during lakena birth. These
rules include who can be present, what positionntlo¢gher will deliver
in, what sounds are acceptable, who will delives thaby and what
happens to the baby when it is born.

Definitions of terms

i. Effacement is the process by which the cervicalbté®mecomes
short and thin.

i Dilatation is the process by which the cervix opsnosthat the
baby's head can pass through.

ii. Braxton-Hicks contractions are usually irregulard gpainless
uterus contractions
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2.0 OBJECTIVES

By the end of this Unit, you will be able to:

describe the assessment of a new patient in labour.

list five factors to be considered before givingnpaedication to
women in labour.

describe the mechanism of labour.

explain the four signs of placental separation.

Before Labour Begins

Two to three weeks before labour begins, the cestaxts to efface and
dilate. Effacement is the process by which the icalvcanal becomes
short and thin. Dilatation is the process by whilsk cervix opens so
that the baby's head can pass through. The cetsix moves from a
posterior position to an anterior position in tregwa. It can dilate as
much as 5 cm before true labour begins. In mosts;asowever, the
cervix will dilate true labour begins. In most caskowever, the cervix
will dilate only one to 2 cm. Effacement before dab usually varies
from 50-80 per cent.

Some mothers having their first baby will experenghtening, the

dropping of the fetus into the true pelvis, about tveeks before labour
begins. When this happens, the uterine fundus §igssing against the
diaphragm. Breathing becomes easier, but somerdiscbmay now be

felt in the lower abdomen, groin and thighs. Theany frequency may
occur due to pressure of the baby's head on timaryrbladder.

Some mothers feel the uterus contracting during l#s weeks of
pregnancy. These contractions are called BraxtakdHdcontractions.
They are usually irregular and painless, but may,oocasion, come
every three to four minutes and can cause discamiftowever, the
cervix does not dilate or efface with Braxton-Hicésntractions. For
this reason, they are called “false labour” cortioas.

“Bloody show”, blood-tinged mucus coming from the vagina, often
appears 24-48 hours before labour begins. Bloodgwshs a
combination of mucus and blood from the cervix.tAs cervix effaces
and dilates, the mucus that “plugged” the cervikédp protect the baby
from infection is torn away from the sides of therwix, causing tiny
blood vessels to rupture and bleed giving the mucysnk or dark
brown colour.
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3.1 The Course of Labour

Several theories are explaining why and how lalstants. Investigators
feel that when the baby reaches a certain poimattrity, it somehow
signals the uterus to begin contracting. The sigadahought to be a
chemical reaction that begins in the membranes. cdrgractions of
labour push the baby toward the birth canal. Thesgtractions are
rhythmic and involuntary. At the beginning of lalbpthey often cause
pain or discomfort in the lower part of the backeTmidwife can feel
the contractions by placing a hand on the abdonfethe labouring
woman. When a contraction begins, the abdomen besdmard. It
softens when the contraction relaxes. Because ofaste muscles of
the uterus are in the fundus, the contractionseassest to feel in the
fundal area.

Contractions decrease the flow of blood of the @téi&. Muscle fibres in
the uterus are arranged around blood vessels inutkeis like the
number “8”. The blood vessels are in Between eactiraction there is
a period of relaxation that allows the blood towflagain through the
blood vessels so that oxygen and nutrients carnriscbaby.

As labour progresses, the contractions increadeeguency, duration
(length) and intensity. The frequency of contracsighow often they
occur) is determined by timing the beginning of @oatraction to the
beginning of the next one. The duration is measin@d the beginning
of the contraction. It is Intensity refers to thieesgth of the contraction.
It is measured by touching the fundus of the utésusel how hard it is.
A common practice for determining the intensitytloé contraction is to
compare by touch the firmness of the fundus with fitrmness of your
lips, nose, chin and forehead in that order. Thenisity is labelled:

1+ firmness (comparable to the feel of your lipgi&d contraction)
2+ firmness (comparable to the nose)

3+ firmness (comparable to the chin)

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

Most labours begin with contractions occurring gv&é0-15 minutes,
lasting approximately 30 seconds and of mild intgnsAs labour

progresses, the contractions become more frequeniaat longer until,
in the last part of the first stage of labour, tmntractions may occur
every two minutes and last as long as 90 secondsst, Mbut not all

women, experience labour in this manner. Some willthe very
beginning have strong, three minutes contractidmst fast for 60
seconds. Others will begin with mild contractionery two or three
minutes. Many variations exist and are considerednal. Progress
toward birth is usually made when the contractians frequent and
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strong. Other signs of progress include an increasebloody show and
spontaneous rupture of the membranes. When natragbiartificially,
the membranes are most likely to break at the drntieofirst stage of
labour or early in the second stage. Sometimesgekhery the membranes
will rupture before labour begins or early in labou

Many birth attendants feel that the bag of watesugh be left intact
(membranes not ruptured) if possible, to proteetghesenting part and
the umbilical cord. Others believe that rupture tbE membranes
stimulates uterine contractions and, therefore| adtificially rupture

membranes early in labour. However, contractions ndd always

increase after the procedure, nor is it alwaysrdbg to make the
contractions stronger. Intact membranes also pratee fetus from

infection.

3.2 Signs of True Labour

A vaginal or rectal examination to evaluate thatdiion of the cervix is
the only way to know if a woman is in labour. Falgleour produces no
changes in the cervix. True labour causes thexcéouvililate and efface.
Below are some differences between true and falsaulr.

Table 2: Differences between True and False labour

False Labour True Labour

Pain decreases or goes away WiBain is not relieved with walkin
walking or after an enema is given| and increases after an enema is

[(®@]

given
Contractions are irregular or do ndfontractions become stronger
get close together. and longer, and more frequent
No bloody show. Bloody show

3.3 Mechanisms of Labour

Before birth can occur, the fetus must fit throulgh bony pelvis. This
involves seven changes of position:

Engagement

This occurs when the presenting part is almostatdchial spines. In a
primigravida, engagement may occur before the startabour. A
multipara engagement usually occurs during labBagagement occurs
with the mechanisms of flexion and descent.

Flexion

As the baby pushes against the cervix and the @dleor, its chin

touches its chest making its head as small aslgessi the baby does
not put its chin on its chest, a wider part of ttead must try to fit
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through the pelvis.

Descent-
This occurs throughout labour. The baby moves ddnough the
mother’s pelvis. This is possible because of

(1) fundal pressure on the presenting part and
(2)  contractions of the abdominal muscles whemitbéher pushes,
descent occurs.

Internal Rotation
Internal rotation occurs when the baby's head readhe level of the
ischial spines.

Extension

The baby’s head passes under the pubic arch agrlabatinues. When
the baby's head reaches the perineum, it “extenidsd.occipital is born
first; then the anterior fontanelle, forehead, ey®se, mouth and chin.

Restitution and External Rotation

After the baby’s head is born, it turns 45 degi(gestitution) to the right
or the left and then 90 degrees (external rotati®hg shoulders turn to
an anterior-posterior position so they can comeeuride public arch.
Lateral flexion is the term that describes the wag baby's body is
born. After the shoulders are born, the baby betsdkead, chest and
trunk upwards to fit through the birth canal.

34 Assessment of Labour

a) The assessment of the patient should include:
I. Information about the progress of labour
il. When did the contractions begin
iii. Have the membranes ruptured
iv.  Was bloody show present
V. History of bright red bleeding since labour began.

b) Evaluation of the contractions now:
i Frequency
i Strength
il Duration.

c) Fetal heart sounds
d) Blood pressure, pulse, respiration, temperature
e) Abdominal examination to identify:

i. presentation

i Position

i Engagement
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iv. Fundal height measurement

V. Fetal size and estimating fetal weight
f) Vaginal or rectal examination to identify:

I. Dilation

il. Effacement

iii. Station

iv. Presentation
0) Urine examination for:
i. Protein
i Glucose
ii. Ketone bodies (in cases with prolonged labour)r{&Jri
the examination is not carried out routinely: omien

indicated)
h) Haematocrit or haemoglobin
i) Evaluation of the mother's emotional state:

i. The reaction to pain
i Her response to the people presents to give h@osup
ii. Her feelings about the progress of labour

3.5 The Stages of Labour

Labour is divided into three stages:
a. The first stage lasts from the first true cont@ctuntil the cervix
is 10 cm (completely) dilated.

This stage is divided into three phases:
i. Early phase (latent phase)
i Active phase

ii. Transition

b. The second stage lasts from complete dilation ¢obiinth of the
baby.

C. The third stage lasts from the birth of the babgetivery of the
placenta.

The first stage of labour

a) Early phase

The early phase of the first stage begins withfifs¢ true contraction

and ends when the cervix is about 4cm dilated. &nlyelabour

contractions are usually mild to moderate in iniignA\s time passes,
they increase in both frequency and duration. Qutinis period the
midwife should listen to fetal heart sound everyt8060 minutes. In

normal labor the blood pressure, respiration arldepshould be checked
every two hours. The temperature should be cheekedy four hours.

Vaginal examinations should be performed to be shet labour is

progressing normally. This is done on admissionthi® hospital or

whenever the membranes rupture during labour toensake that the
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umbilical cord has not prolapsed. The vaginal exation provides
information about cervical dilatation and effaceméhalso allows the
midwife to identify the station of the presentingrip Station refers to
how far down the birth canal the baby has moveds lneasured by
relating the presenting part to the ischial spirieshe presenting part
has reached the spines, it is at a minus one fatips and so on. If the
presenting part is one centimetre below the spiitas, at a plus one
(+1) station. Whenever the presenting part is alibedschial spines, it
is at a minus station. When below the ischial spirieis at a plus
station. Crowning occurs at a +5 station.
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Figure 11: Stages of Labour

Active Labour

The active phase of labour begins when the cesvabbut 4 cm dilated.
At this time the contraction s occurs every thieéour minutes, last 60
seconds and has increased in strength. Fetal keands during the
active phase should be checked every 15 minuteshanplulse is taken
every hour. Physical and emotional support shoafticue.

Transition

Transition is the last part of the first stageaifdur. It usually begins at
7 to 8 cm dilatation. At this time the contracticar® very strong, may
occur every two minutes and can last as long assé&fbnds. The
transitional phase of labour is often easy to idgfecause of changes
in the mother’s behaviour. She may become restless, talkative, or
more irritable. An increase in bloody show, aslves spontaneous
rupture of the membrane, is likely to occur.
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Second Stage of Labour

The second stage of labour begins when the cesvbOicm dilated. At
his time the mother often feels rectal pressure \aadts to push with
each contraction. In the second stage, the midwitsst continue to
evaluate the progress of labour and well-beingadh mother and baby.
Emotional and physical care must continue. Fetaftreounds should be
checked every five to ten minutes. Slowing of tearh rate is common
at this time due to pressure of the baby’s heaal larot in the umbilical
cord around the baby's neck that tightens as tihg blascends through
the birth canal. If the baby has had no probleims,heart rate does not
go below 90 beats per minute during a contractimh r&turns to normal
soon after the contraction ends, there is no neéditry the birth. If the
heart rate is very slow and/ or does not returmdomal between
contractions or returns to normal slowly, it isesftadvisable to deliver
the baby as quickly as possible. The second staggbour should last
no more than two hours. Progress toward birth esvshif the presenting
part continues to descend. The appearance of geepiing part at the
vaginal opening indicates that delivery is aboutcour.

The Delivery Room

This is a room in the maternity clinic or hospithht is used for actual
delivery purposes. Generally, primigravidas cannbeved into this

room when approximately 4 cm of the baby's headsdile. It is more

difficult to know when to move multigravidas becausf fast labours
and should be moved at 8cm.

The Birth

The people allowed to be present at the birth shbalchosen according
to cultural norms and the wishes of the mother.tlhes baby's head
appears at the vaginal opening, the midwife sheeilldkhe mother how
much to push. The baby’'s head and shoulders stmmitielivered very
slowly to decrease the risk of brain damage tobthiey and to prevent
lacerations to the mother. The midwife can encoairige mother to
push, then to pant, alternating these activitigd tire head is delivered.
The head can be supported as it turns to the fiigleitais born. The face
can be wiped gently, and mucus can be aspirated fh@ mouth and
nose with a soft rubber tube or bulb syringe, othwgauze wrapped
around the little finger. As soon as the baby'schmaborn, feel at the
neck for the umbilical cord. If the cord is aroutite baby's neck
loosely, it can be left alone or slipped over tlead If it is tight around
the neck, the cord should be clamped twice, cwwden the clamps and
unwound.

The shoulders are ready to deliver when the heatstto one side

(external rotation). The mother can be asked tdmmswvn. First, one
shoulder and then the other is born. Slow deliva@ryhe shoulders is
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important to avoid maternal tears. Great force khaot be used on the
baby since damage can be caused to nerves in the Hiee force that
pushes out the shoulders should come from the madtharing down
and/ or from uterine contractions. Once the heatislioulders are born,
the rest of the body slips out easily unless tle@ major deformity of
the baby's back or abdomen. Episiotomy is not peréal routinely; it is
most helpful when the fetal heart sounds are séod, the baby needs to
be delivered quickly. As soon as the baby is dedigiet can be given to
the mother, dried, and placed against her skin itanmize the loss of
heat.

The Third Stage of Labour
This occurs when the placenta separates from @rénatwall. Signs of
placental separation include:

A “gush” of blood from the vagina Lengthening oétbmbilical cord. A
rise of the uterine fundus in the abdomen Firmioése uterus

Many techniques have been suggested to encourdyergeof the
placenta. These include massaging the fundus antdygeaction the
umbilical cord. While the mother pushes, the miévaan pull lightly on
the umbilical cord. If the placenta does not delwéhin thirty minutes,
the mother can be asked to get into a squattingigogo push, or the
placenta can be removed manually. If the baby istpuhe mother’s
breast immediate | y, this helps placental sepamafis the uterus
contracts. Placental separation usually occursinvign minutes of the
end of the second stage. Occasionally, the placaatanot be expelled
as expected in this case the placenta should beattgmemoved after a
certain period because a large but invisible blolmd can form behind
the placenta, leading to symptoms of shock.

Once the placenta has been delivered, oxytocic sdarg given to
prevent haemorrhage. Two kinds of drugs are usegbtelrugs and
oxytocin. Ergot drugs cause the uterus to contactinually. Oxytocin
causes the uterus to contract and relax alternaBsth drugs can be
given intramuscularly. Ergot drugs should not beegi before the
placenta is delivered because they have been kimwause the cervix
to contract and “trap” the placenta. If the plaeedbes not deliver,
oxytocin given intramuscularly will usually expéle placenta without
the danger of “trapping”.

The Fourth Stage of Labour

The fourth stage of labour is a name given to the thours following
the delivery of the placenta. Close observatiothefnew mother at this
time is important. Care of the mother should inetud
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a. Measurement of blood pressure, pulse and respirawery 15
minutes.
b. Palpation of the uterus every 15 minutes to be thaeit is firm

and at the proper location. Immediately after hitkie uterus can
be found halfway between the symphysis and the licubi
However, shortly afterwards it rises to about teeel of the
fundus and usually descends one finger below thkilioms in
each of the first four postpartum days).

C. Observation of the flow of blood from the vaginartmalarly
during massage of the uterus to be sure that halkege is not
occurring

d. Keeping the bladder empty so that the uterus catract

Offer nourishing liquids and/ or food

Encouraging rest and sleep except for the nroth® is excited

about the birth and needs to relive her labour delivery by

talking about it.

g. Keeping mother and baby together when cultyegipropriate.

- o

3.6 Cares During Labour
The care given to women during labour should inelud

Monitoring the condition of the mother

Monitoring the condition of the baby

Providing the mother with praise, encouragement and
formation

Preventing infection

Avoiding accidents/ complications

Providing physical comfort

Meeting physiological needs

Recording information

Ensuring adequate intake of fluids by mouth

O oW

—SQ "o as

The beginning of labour is often a time of bothiexwent and fear. This
is particularly true for the mother who will delivaway from her home.
A different environment, separation from her famitysome instances,
and the maternity centre’s focus on technical aspetccare can be an
extra source of stress. The midwife must do evergththey can to

decrease the labouring woman'’s anxiety and increasability to relax.

A warm greeting, acceptance of the woman’s feeliagd behaviour,

and concern for the kind of births she wants afgoirtant.

Throughout labour, the patient should be encoursamednpty her
bladder at least every two hours. Adequate amafrrisurishment,
particularly fluids, are important because the labtg woman is
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working hard. Solid food is not digested well andyine vomited as
labour progresses.

3.7 The Use of Enema in Labour

In some palaces, it is common to give an enemadonvoman early in
labour.

The reasons for given enema:

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

Enemas have never been proven to speed labourednea baby held
back by a rectum full of faeces unless a faecalaictipn from severe
constipation is present. Studies show that labguiomen are more
likely to have more faecal material expelled at tinge of birth if they

have had an enema than if they have not had oneudt also be noted
that:

a. An enema is a very uncomfortable procedure roost
labouring women
b. Many women have diarrhoea or a bowel movement i

early labour and do not need an enema becauserdotiims
are already empty of faeces.

In some areas, it is also common to shave all or gfathe mother’s
public hair before the baby is born. This praciEsupposed to lessen
the chance of infection and make it easier rathan tdecreased when
the public hair is shaved because the superfieigdrl of skin that is
removed with shaving is more susceptible to beatdran intact skin.
When the pubic hair grows back, it often itches @dncomfortable.
Pubic hair needs to be shaved only in unusualtgings

Throughout labour, the midwife should be a contiraoairce of comfort
and support to the expectant mother. All procedaheaild be explained
and performed with gentleness. Information abowd frogress of
labour, praise, reassurance and encouragementdsheubffered. Fear
can cause both mental and muscular tension. Thisesapain which
causes fear and a circle repeats itself. The femsion, pain cycle
should be avoided.
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Women in labour have been shown to appreciateoil®ning:

Physical care

The presence of a caring person

Acceptance of their behaviour

Information and reassurance of a safe outcomehfemselves
and their babies.

coow

3.6 Support Measures That May Help Relieve the Pain
of
Labour
The support measures that may help relieve thegidabour include:
Position change
Relaxation and breathing exercises
Fanning
Back rubs
Heat or cold to the lower back
Abdominal rubs
Leg massage
Hand holding
Change of soiled linen and clothing
Cool clothes to the face
Cleaning of the mouth
Oral fluids

AT T TQ@Tmeo0 o

3.9.1 Pain Medication

Pain medication may be given to women. Most drogghin can cause
respiratory depression. Therefore, drugs must led garefully. Before
giving pain medication to a woman in labour the wifd should think

about the following:

i. When delivery of the baby is expected

i The effectiveness of the presence of support pergtamily,
friends, The midwife)

ii. How much pain the mother has

iv. The mother’s wishes

V. How much other medication has been given

Vi. The gestational age of the baby (Premature babiay be
particularly depressed when pain medication isrgive

No one knows for sure at what point in labour is&fest to give pain
medication. Some people say that these drugs simaalde given if the
birth is expected within an hour. Most pain medaratcan be given
intravenous or intramuscular. Some birth attendfegkit is best to give
small, frequent doses of medicine intravenous bexamedicine given
by this route is excreted faster.
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3.7 Positions for Labour

The position that women assume in labour is oft@sgribed by culture.
Some women lie down; others sit, squat or walklokg as the patient
is healthy, the pregnancy is at term, and the ptesg part fits tightly

against the cervix, there is no medical reason thkeywoman in labour
should not use the position she finds the most ocatble.

3.8 Examination of the Placenta

Once the placenta is delivered it should be exadninesee that no parts
are missing. To examine the placenta, place it bat surface. Separate
the membranes so that the maternal side of theeplaccan be seen.
Look for areas that seem to be missing a pieceallysthe cordis in the

centre, but it is sometimes found at the side. nkima the cord for

knots. Look at the end of the cord and count tbelmer of blood

vessels. There should be two arteries and one Vgmen only one

artery and one vein are present, the baby may Isamee internal

abnormalities.

After the placenta is delivered the midwife sholddk for lacerations
that may need to be repaired. Careful inspectidmoth labia, the area
around the clitoris, the vagina and the perineumdsessary to avoid
missing a bleeding laceration. Usually, lacerati@ms repaired only
when they are bleeding.

3.9 The Immediate Care of the New-Born

Suction

As soon as the baby’s head is born the nose andhnare clear of

mucus. Healthy newborns can clear both to mouth toed nasal

passages by themselves and suction are done ordp Wie baby is

depressed, or the amniotic fluid is meconium sthifgreen in colour).

Amniotic fluid is green when the rectal sphinctétle baby relaxes and
faeces pass into the fluid. This happens when #igy Is asphyxiated
due to a lack of oxygen. If the newborn inhalestthg pieces of faeces
present in the meconium-stained fluid, severe proguancan occur.

The Apgar Score

The most frequently used system to assess the abwdt birth is the
Apgar score. The scoring system was developed bgnasthesiologist
who wanted all babies to be given attention as sthey were born.
Her scoring system puts babies into one of thrdegoaies: healthy,
mildly or moderately depressed, or severely depaes3he baby is
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given a score after its heart rate, respiration,scteu tone, reflex
irritability, and colour are evaluated at one mewof age and again at
five minutes of age.

Table 4: Scoring of baby health immediately after bth using Apgar
Scoring System

Sign 0 point 1 point 2 points
Heart rate Absent 100/minute 100/minute
Respirator effort | Absent Slow or Good; crying
irregular
Muscle tone Flaccid Some flexion of Good flexion,
extremities active
motion
Reflex irritability | Absent Grimace Cough,  sneege,
cry
Baby colour Blue or| Pink Completely pink
pale

Heart rate is the most important of the five signs. It shobé&levaluated
first. The rate can easily be counted by feeling flulsations in the
umbilical cord, by placing the fingers under thé¥a left breast, or by
auscultating the heart. A heart rate of more tha Heats per minute is
reassuring. The baby receives 2 points when itstlest is more than
100. A heartbeat of below 100 beats per minute méhaat the baby
needs stimulation and closes supervision. This lvainyld receive one
point. When no heartbeat is present immediate cgrdimonary

resuscitation should be given without any otherlieatgon. No points

are given.

Respiratory effort is evaluated by watching the baby's chest for
breathing movements. Respirator y effort is alwgged, 2 points, no
points are given when respiration is absent.

Muscle tone is good, 2 points, when the baby resists, attenpts
straighten its arms or legs. If muscle tone is weale point is given. No
points are given when the baby is limp.

Reflex irritability can be tested by ticking the baby's nose. A grimace
slight movement of the muscles of the face, gets paint, while a
cough, sneeze or cry gets 2 points.
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Baby’s body Colour is the least important item evaluated. Most
babies are born with some cyanosis of the handsfegtd Therefore,
even healthy babies are usually given only onetgdoincolour. A baby
that is blue or pale is given no points.

A baby with a score of 0 to 3 is severely depresaad needs
resuscitation and constant supervision. If the Amgare is 4 to 6, the
infant is in fair condition and usually will do wekith stimulation and
constant supervision. The infant with a score ofo710 is in good
condition. A baby with a good heart rate and goespirations will
almost always have good muscle tone, reflexes atalic But a baby
with a heart rate of less than 100 often has bmegtproblems and
therefore will be limp, hyporeflexia, and pale ganotic. Stimulation is
usually not necessary for babies with Apgar scoffeg to 10. Babies
with lower scores can be stimulated by vigorousnugy of the baby's
back or by flicking the soles of the baby's feeewborns with low
Apgar scores at one and five minutes should beafeated at 10 and 20
minutes of life.

Warmth

After birth, the baby’s body should be immediatdtied with amniotic
fluid. This is because a low body temperature iwbn babies can
lead to death. It can also cause low blood sugaide The baby can
then be handed over to the mother, placed in a w@aror given to a
relative to hold. Other techniques to keep the badyn include:

a. Covering the baby's head with a cap

b. Avoiding drafts

C. Waiting until the baby’s temperature is stable @llsuabout four
hours) to give the first bath.

Care of the Cord

Plastic clamps, rubber bands, and string are afteed for tying the
baby's cord. The cord should be tied or clampedua2ocm from the
umbilicus and cut about one centimetre beyond itheit clamp. The
material used to tie and cut the cord should bgeleteThe umbilical
cord need not be covered with a dressing or a bisihee this delays
drying of the cord and predisposes the baby tocie of the
umbilicus. Warmth and moisture encourage the growfthbacteria.
Good handwashing technique is particularly impdrtan

Care of the Eyes

The baby’s eyes should be cleaned with swabs dippelgan water and
then treated with an approved medication to prevephthalmia
neonatorum. Silver nitrate is used for treating eyections caused by
gonococcus and other organisms.
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Identification
Babies not born at home should be properly idedifio prevent
confusion.

SELF-ASSESSMENT EXERCISE
Explain the Apgar Score.

4.0 CONCLUSION

All infants need time to adjust to the physiologichanges experienced
in the move from the uterus into the world. As loag the baby is
healthy, the mother can be encouraged to keepdigr Wwith her unless
other practices are required by the culture.

5.0 SUMMARY

Progress toward birth is usually made when theraotibns are frequent
and strong. Other signs of progress include areas® in a bloody show
and spontaneous rupture of the membranes. The Agae Is the most
frequently used system to assess the new babytlat bi

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss how you would examine the placenta.
2. Discuss the stages of delivery.
3. Explain the Apgar Score.
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1.0 INTRODUCTION

A vaginal birth usually depends on the ability bétuterus to contract
often enough and strong enough to dilate the cemdkthe ability of the

mother to push down in the second stage, the sideshape of the

mother’s pelvis and the amount of resistance ofstbife tissue (cervix,

vagina and the muscles of the pelvic floor) anddilze, presentation and
position of the baby.

These three factors are often calledpbeers, passage and passenger
the three Ps. Abnormal labour would arise becadiggablems in the
three.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

. define prolong labour

. list five causes of prolonged labour after therahase.

. describe the role of the midwife in the managenoémtrolonged
labour.

3.0 MAIN CONTENT
3.1 Types of Abnormal Labour

. Precipitate Labour
o Prolonged Labour
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Precipitate delivery also refers to an uncontrolled birth. Precipitate
labour is defined as one that lasts less than 4shemd is usually due to
unusually strong contractions, a large pelvis amaoh-resisting soft
tissue. They are dangerous because the mother avayserious tears of
the cervix, vagina and perineum, or even a ruptwtedus. The baby
may suffer brain damage because of the traumaetdélad, or lack of
oxygen. The lack of oxygen is due to the strongguent contractions
that interfere with the blood supply in the uterus.

Prolonged Labour; this occurs when the latent phase is prolonged and
there is little or no progress in cervical dilatatiand effacement. It is
characterized by contractions that are five or nmireutes apart, and of
mild-moderate intensity and the cervix is less tdanm dilated. The
most serious cause is foetal-pelvic disproportitre inability of the
fetus to pass safely through the birth canal bexaafs mechanical
problems.

3.2 Causes of a Prolonged Labour

1. Too much sedation
2. An unprepared cervix (no dilatation or effacemetiew labour

begins)

3. An abnormal fetal position

4. Foeto-pelvic disproportion - The fetus is too latggass through
the pelvis

3.3 Management of Prolonged Labour

Management of prolonged labour must include evalnabf the fetus

and the mother in addition to the continued evanadf the progress of
labour. Active management of a prolonged latent sphinvolves

stopping the contractions, to allow the motherdst or augmenting the
contractions with oxytocin. Often morphine sulfaie pethidine are

given. Physical and emotional supports are givére mother will wake

up either in good labour or the contractions wal/d stopped altogether.
The choice of rest or the use of oxytocin is basadthe mother’s

physical and emotional condition, her wishes arehlloesources. The
woman with a prolonged latent phase is usuallyalisgged and tired,
when many hours of labour result in little progreBeth physical and

emotional supports are needed. Nourishing fluidsukh be given.

Sometimes intravenous fluids are needed. Artifiaiapture of the

membranes does not help a prolonged latent phasasagparticularly

dangerous if the mother is having false labour.
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3.4  Evaluation of Prolonged Labour

Multiparas with prolonged labour must be evaluatesfjuently to
prevent uterine rupture. The evaluation of the rapthcludes:

a. Checking frequently the following
i. Blood pressure

i Pulse

ii. Respiration

iv. Temperature

b. Evaluating her emotional condition

c. Observe her urine output: a decrease in urine output often means
dehydration. Urine should be tested for ketondidm Ketonuria
is a sign of dehydration.
Evaluation of labour includes:

. Monitoring contractions (frequency, strength andation)
. Vaginal examinations to determine changes in ditataand
descent

Prolonged labour may also begin in the active phasiest often the
cause of delay is a large baby, a malpresentadomalposition or
foetal-pelvic disproportion. Too much sedation ghaistion can also
slow labour.

SELF-ASSESSMENT EXERCISE

Explain how to evaluate prolonged labour.

4.0 CONCLUSION

Abnormal labours threaten two lives-the mothers #rel baby. Early

diagnosis and evaluation for foetal-pelvic dispmdjom can avoid
unnecessary long labours.

5.0 SUMMARY
Management of prolonged labour must include evalnadf the foetus

and the mother in addition to the continued evanadf the progress of
labour.

6.0 TUTOR-MARKED ASSIGNMENT

1. Enumerate and discuss the causes of proloaged.

96



PHS 401 MODULE 3

2. Explain how to evaluate prolonged labour.
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1.0 INTRODUCTION

The postpartum period begins with the deliveryhsf placenta and lasts
for six weeks. During this time the reproductiveams return to their
pre-pregnant state and the family begins adjustntgs new member. A
lot of physically and emotionally changes occuridgrthis period.
Women are frequently encouraged to return to thm@ccfour to six
weeks after delivery.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

o list five purposes of the postpartum visit.

. give the reasons why information about the follogvis needed
at the postpartum visit:

o problems of mother and baby since delivery

o mother’s and baby's weight

. list the six childhood diseases that can be predenwith
immunisation.

o define postpartum infection.

o list six factors that predispose to puerperal itibec
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3.0 MAIN CONTENT

3.1  Purposes of the Postpartum Visit

To observe the newborn’s growth and development

To observe the physical and the emotional stateeomother

To encourage continued breast-feeding

To advise on a birth control method for those womeshing to
participate in family planning

To provide emotional support to the new mother fferchealth
education information

PP

o

3.1 Postpartum Examination

The mother and the persons she brings with her rbastwarmly
welcomed. Health information about delivery and tine weeks
following the birth are reviewed. This informatiadan have obtained
from the home-based mother’s card which is kepthleymothers. In the
absence of such a record, the following form mapéleful.

1. History

i. The mother’s weight

i pre-pregnant weight

ii. Weight before the delivery
iv. Present weight

2. Birth Information

Date of birth

Place of birth: Home or Hospital

I. Type of delivery; Spontaneous vaginal or Forcep£aesarean
section Weight of baby:

. Episiotomy/Laceration

iii. Condition of the baby at birth:

iv. Delivery conducted by: Doctor or midwife

3. Antepartum problemsAnaemia
Malaria
High blooc
pressure
Tuberculosis
Other (specify)

4. Intrapartum problems: Prolonged labour
Fever
Haemorrhage
Other (specify)
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5. Postpartum problems: Fever
Excessive
bleeding Foul-
smelling  lochi
Pain: Head
Abdomen
Back
Legs
Depression
Other (specify)

6. Problems with baby Fever
Diarrhoes
Cough
Poor eating
Other (specify)
7. Breast-feeding Yes/No Reason

This information will help the skilled birth atteadt (health care
provider trained to take a delivery) provide appiaje health education.

1. Blood pressure
Blood pressure was checked at the postpartum Msist women
who have high blood pressure only during pregnamitlyhave
normal blood pressure at the postpartum examinaiidomen
with high blood pressure should see a physiciatréatment.

2. Urinalysis
Urine is examined for the presence of protein alidage. This
can help detect urinary tract infections, kidnepedise and
diabetes.

3. The baby’s weight
The weight of the baby at the postpartum visit #thobe
compared with its birth weight. When no weight hagn gained
or the amount is small, the midwife should ask ftaiye about
feeding practices. Babies with poor weight gain ustiobe
followed closely with frequent home visits. Motheo$ these
babies need practical nutritional advice and emaficsupport.
Growth charts should be used for monitoring theytsagrowth
and development.

3.2  Postpartum Infection

The usual cause of fever in the postpartum pesabacterial infection
of the genital tract. However, an infection canoabe present in the
urinary tract, the lungs, the breasts and in satgimounds. To make a
diagnosis of postpartum infection, two temperatteadings above 38
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degrees must be recorded on any two of the firspd€ipartum days
exclusive of the first 24 hours. A complete physegamination of the
patient is done to determine the source of thectide. This includes a
review of the mother’'s antepartum and intrapartuistony, physical
examination, and the review of any laboratory tabiat have been
performed.

3.3 Causes of Postpartum Infection

i. Prolonged rupture of the membranes
i Prolonged labour
ii. Difficult delivery

iv. Multiple vaginal examinations

V. Retained placenta

vi. Postpartum haemorrhage

vii.  Anaemia and surgical intervention such as caesarean
vii.  Predispose to infection

Uterine Infection

Uterine infection is characterized by pelvic paind atenderness, an
offensive vaginal discharge, a soft large uterieadache and general
malaise. Other symptoms include an increased pudsegradual
temperature rise. The fever usually appears froto 20 days after
delivery. Antibiotic therapy is often prescribed.h@h the infection
becomes more severe, the patient may present ythgtension, low
blood pressure, cold, moist skin and mental coofudif the patient fails
to respond after 2-4 days to antibiotic therapyexamination and
further investigation are required. Uterine infen8 can be prevented by
observing the rules of hygiene, particularly wherermbranes are
ruptured.

Urinary Tract Infection

The patient with a urinary tract infection will wdly have urinary

frequency and burning or pain on urination. Thegd@sis is best made
by a microscopic examination of the urine for wibteod cells. When

white blood cells are present in numbers greatan t8-10 per high

power field, infection is present. Urinary tractfaations should be
treated with sulphur drugs for 5 days or antib®fier 5-7 days.

Mastitis

The causative organism is staphylococcus aureissjgtpresent in the
baby’'s mouth. So breast infections are rarely fouimdvomen who
bottle feed. Mastitis often presents with rednpa#, and warmth in the
affected breast, fever and general malaise. The driu choice is
antibiotic therapy. A nursing mother with mastibould continue to
breastfeed.

101



PHS 401 REPRODUCTIVE AND ADOLESCEMRAHTH

Malaria

In areas where malaria is endemic, the newborns bmarinfected.

Infection can occur with any of the four specietiofan malaria. The
symptoms of malaria in infants are poor feedingstlessness,
sleepiness, pallor, vomiting, and diarrhoea. Faseusually present.
These symptoms are similar to any other infectioouaring during the
first weeks of life. The midwife should teach newetirers about good
health practices. Family planning services shoeldffered at this time.

Diarrhoea infections

This can cause mortality in children due to thedaloss of fluid and
electrolytes. When large amounts are lost, deathoc&ur. Diarrhoea
can occur from infected feeding utensil pacifiemd #oys that babies put
in the mouth. A simple and inexpensive treatmemtnfmst cases of
diarrhoea is Oral Rehydration Salts (ORS), a povadataining sugar
and salt. When mixed with water and given to cleifdrit replaces the
lost of fluid and electrolytes. ORS contain wagergar, and salt, and are
necessary for life. ORS can also be made at homéllimg a 5 ml
teaspoon with salt. Level of the amount with a &rmsb the salt is not
piled above the edges. Pour the salt into one bfrelean drinking
water. Add eight level teaspoons of sugar to theewaSmall amounts
of fluid should be given frequently. Babies withadhoea should
continue to be breastfed and given the preparedicol

35 Other Problems

Poor attachment to the baby

Occasionally, mothers will not develop good feetintpward their
babies. These women need extra attention and lovarg from the
midwife. It may be appropriate to discuss adoptmnsome other
culturally acceptable alternative with these women.

Problems with the Eyes

Mothers can be taught to protect the eyes of thehildren.
Conjunctivitis, painful red eyes with swelling aadsticky discharge, is
common in children. The spread of this illness d¢Bn limited by
washing the baby's hands and face with soap andrwatachoma is a
serious disease of the eyes. It is spread by cohttween one person
and another, and by flies. Regular washing of fand hands, and
keeping flies away from children’s eyes, can prévhe disease. Some
blindness is caused by a lack of Vitamin A. An gaign of the disease
is night-blindness, the inability to see in theldaWhen children eat
orange coloured fruits, leafy green vegetablesraddalm oil, the body
can usually produce all the Vitamin A they need.
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3.6 Health Education

Good nutrition makes a child healthy and able gstesome infections.
Mothers should be encouraged to breastfeed. Thansayes of breast
milk should be highlighted, such include; it meetd the baby's
nutritional needs, gives protection against infattand contributes to
birth-spacing. From 4-5 months old, the infantsuticbe started on
solid food as they need a variety of foods in addito the mother's
milk. Mothers should be told the importance of mmgkthe feeding of
infants and small children a priority within thenfdy. Health education
can also include important information about thé&itional needs of the
mother, baby and the other members, and the impoetaof
immunizations and the use of oral rehydration iseszof diarrhoea.

3.7 Immunisation

Mothers must be encouraged to immunise their aildigainst the six
killers’ diseases such as measles, whooping cougberculosis,
diphtheria, tetanus and polio. Immunisations prouldren against
these dangerous diseases. Mother must be toldst¢hedule of
immunisation Table 1 shows the recommended immtioisachedule
for children in Nigeria. This service is providedy Bocal health
authorities and is accessible to most individuateaut cost. Records of
immunisation received, and the date given shouldkégt by each
individual for reference. Schedule for routine inmmsations
(www.nphcda.gov.ng

Table 5: Schedule for Routine Immunisations

Vaccine Age

BCG, Oral polio vaccine & Hepatitis | at birth

vaccine

Pentavalent 1, pneumococcal conju 6 weeks 1st dose
vaccine (PCV 1), Oral polio vaccine 1

Pentavalent 2, pneumococcal conjul0 weeks 2nd dos
vaccine (PCV 2), Oral polio vaccine 2

Pentavalent 3, pneumococcal conjul4 weeks 3rd dosg
vaccine (PCV 3), Oral polio vaccine 3

Vitamin A* 6 months

Measles, Yellow fever 9 months

Diphtheria, tetanus, polio, MMR 3-5 years Booster
Tetanus, diphtheria, polio 13-18 years  Booster

Key: * = Supplement
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SELF-ASSESSMENT EXERCISE

Enumerate the postpartum examination.
4.0 CONCLUSION

A careful observation at the postpartum visit widad to early
identification of problems. The lungs should besaitated to make
sure that normal breathing sounds are present;stisrezdbserved for
redness, tenderness, and warmth; the abdomen galfmattenderness;
surgical wounds examined for drainage. Good comaoation and
emotional support will encourage patients to listerthe advice given.
When puerperal infection occurs, the midwife mushember all the
possible causes.

5.0 SUMMARY

Many puerperal infections could be avoided merely dbserving
fundamental hygiene practices.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the schedule for routine immunisati@n<hildren.
2. Explain the causes of postpartum.
3 Enumerate the postpartum examination.
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1.0 INTRODUCTION

All humans are sexual beings. Sexuality is exmeda a variety of
ways regardless of gender, age, race, socio-ecanstaius, religious
beliefs, physical and mental health, or other demolgic factors.
Sexuality is a complex aspect of our personality self. Our sexuality
is defined by sexual thoughts, desires, and lorggiagptic fantasies, and
experiences. In many ways, sexuality is the faheg empowers us to
express and display strong emotional feelings otlzer person and is a
natural stimulus for the procreation of our speci8sxuality is an
individually expressed and highly personal phenamnenhose meaning
evolves from life experience, influenced by phys@t, psychological,
and cultural factors leading to a range of attitudad behaviours seen
in humans.
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2.0 OBJECTIVES
By the end of this Unit, you will be able to:

explain the varieties of sexuality and sexualigulss
describe erotic preference

discuss the factors influencing sexuality

discuss the sexual response cycle

explain what sexual disorders and sexual dysfunstare.
enumerate factors that influence sexual stimulation

3.0 MAIN CONTENT
3.1 Varieties of Sexuality

There is a tremendous range of variations in howplgeexperience and
express their sexuality. Sexual varieties inclugxual orientation,
gender identity, erotic preferences, and sexusdtiyles.

Sexual Orientation

This is an attraction to people of the same selzadih sexes. Sexual
orientation lies along a continuum with a widage between the two
extreme exclusively heterosexual attraction anduskely homosexual
attraction. Individuals who are attracted to geay both genders are
referred to as bisexual.

Gender identity
Western culture is deeply committed to the ided there are only two
sexes.

Intersex: This has to do with gender ambiguity having some parts
usually associated with males and some parts ysasfociated with
females. Intersex anatomy may not be apparenttat bSometimes, it
is detected until puberty, until the person is iffesd as an infertile
adult, or until the person dies and autopsied.

Transsexuals: For the transsexual person, sexwailormy is not
consistent with gender identity. Those who are hatrysically male but
are emotionally and psychologically female are ethlimale-female
(MTF) transsexuals. Those who are born female tiemotionally and
psychologically male are called female—-to—male (FTik&nssexuals.
Their sexual orientation may be heterosexual, hexaal, or bisexual.
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Cross Dressers

These are typically males who cross-dress to egpfres feminine side
of their personality. Cross-dressing is a conscithwice and may occur
at home or in public settings.

The frequency of the activity ranges from rarelptten.

3.2 Erotic Preference

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

Masturbation: This is the process of giving oneself pleasureutping
your sexual organs.

Oral-genital Sex (cunnilingus): this involves kissing, licking, or
sucking of the female genitals including the pubigdya, clitoris, labia,
and vagina sucking.

Anal stimulation: This has to do with the stimulation of the anughwi
finger, mouth, or sex toys such as vibrators toehagxual pleasures.
This is possible because the anus has a rich sepay.

Genital Intercourse: This can be described as penile-vaginal actions
involving the introduction of the penis into theguaa for both physical
and sexual pleasures.

3.3 Sexuality Issues

i Sex change
i Gay issues
i Lesbianism

I. Gay and Lesbian Family

Homosexual adults from gay and lesbian families ksed on
the same goals of caring and commitment seen etexrdsexual
relationship. Legal issues for same-sex couplessagnificant

and constantly changing. Domestic partner poli@gtend the
same rights and privileges to the partner of a mamried

employee of the same or opposite gender as woutaffered to

spouses. It can be a challenge for the nurse ép karrent on
how such legislation affects health care issues sscinsurance
coverage and the right to consent for health care.
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3.4 Factors Influencing Sexuality

Many factors influence a person’s sexuality. Sarhéhese factors are
family, culture, religion and personal expectaticansd ethics.

Family

Families are the fabric of our day-to-day lives ahépe the quality of
our lives by influencing our outlooks of life, oumotivations, our
strategies for achievement, and our styles forrappiith adversity. Itis
within our families that we develop our gender idlgn body image,
sexual self-concept, and capacity for intimacy. dligh family
interactions, we learn about relationships and gerrdles, and our
expectations of others and ourselves. Childrenrgbstheir parents and
model themselves after these role models. If amaran share affection
and other family members children will most likddgcome adults who
can give and receive affection. The following anene common sexual
messages children get from their families.

I Sex is dirty

o Premarital sex is sinful

. Masturbation is disgusting

o Sex is mainly for procreating

There is great variety in sexual behaviour

Culture

Sexuality is also regulated by the individual's taté. For example,
culture influences the sexual nature of the drades about marriage
expectations of role behaviour and social respditsl, and specific
sex practices, societal attitude vary widely. Ganle behaviour also
varies from culture to culture. Culture differsncerning which body
parts they find to be erotic. In some culturegslare erotic, and breasts
are not, body weights may also be a determinaséxdial attractiveness.

Female Circumcision, also known as female genital cutting, is a
dangerous practice in parts of Africa. Some ofahkural beliefs behind
the practice include the following:

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

The labia get in the way of intercourse.

The cutting enhances fertility and prepares the amoffor childbirth.

Removal of the clitoris may or may not be accomedrily removal of
the labia and closure of the vagina/entrance exioed small opening.
The complications include; Vesico-Vaginal Fistulaprinary

incompetence, vaginal scaring, and sexual dysfonstfietc.
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Religion

Religion influences sexual expression. It providaegielines for sexual
behaviour and acceptable circumstances for thevibmlra as well as
prohibited sexual behaviour and the consequenckrseaking the sexual
rules. The guidelines or rules may be detailed @gid or broad and
flexible. Many religious values conflict with theome flexible values of
the society that have developed during the last tkegades (often
labelled the “sexual revolution”) such as the ataepe of premarital
sex, unwed parenthood, homosexuality, and aborfltrese conflicts
create marked, anxiety and potential sexual dysimmcin some
individuals.

Personal Expectations and Ethics

Ethics is the body of moral practice; it enables plublic to distinguish
between good and bad or right and wrong. It baraer the signs or
moral which deals with human character or condéttat one person or
culture views as bizarre, perverted, or wrong maydmpletely natural
and right to another. Examples include values kdiggrmasturbation

and or oral intercourse and cross-dressing. Maoplpeaccept a variety
of sexual expressions if they are performed by eotisg adults.

Couples need to explore and communicate clearlytamarious types of
acceptable sexual expression to prevent dominaticsexual decision-
making.

3.5  Sexual Response Cycle

The human sexual response follows a similar sequenboth females
and males regardless of sexual orientation. Thegshare;

o Desire Phase
o The Excitement Phase is the Orgasmic Phase.
o The Resolution Phase.

Desire PhaseThe response cycle starts in the brain, with cansci
sexual desire called the desire phase. Sightjrfggamell, touch, and
imagination (sexual fantasy) can all invoke sexamjusal. Sexual
desire fluctuates within each person and varies) fp@rson to person.
Although psychological issues are the more comnarses of lack of
sexual desire, medications, drugs, and hormone lanbes can also
interfere.

The Excitement Phasdnvolves physiologic effects of vasocongestion
increasing the blood flow to various body partsisTiesults in erection
of the penis and clitoris, and swelling of the &htiestes, and breasts.
Vasocongestion stimulates sensory receptors witienbody parts that
in turn transmit messages to the conscious braerevthey are usually
interpreted as pleasurable sensations. When stiiolégs continued,
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vasocongestion increases until it either is relg@dsg orgasm or fades

away. Simultaneously there is an increase in theidge in the muscle,

orgasm occurs.

I. The Orgasmic Phaseis an involuntary climax of sexual
tension, accompanied by physiologic and psycho&gelease.
This phase is considered the measurable peak ofdkeal
experience. Although the entire body is involvéte major
focus of the orgasm is felt in the pelvic regionMale orgasms
usually last 10-30 seconds while female orgasms 18s50
seconds. Men usually have ejaculation and expetses part
of their orgasm.

il. The Resolution PhaseThis is the period of return to the
unaroused state and may last 10-15 minutes aftgsor, or
longer if there is no orgasm. This phase in femadeguite
varied as some women experience multiple successgasms
followed by a long period of resolution.

3.6  Sexual Disorders/Sexual Dysfunctions

Sexual dysfunction can be defined as a persistepairment of sexual
interest or response. In males, the most frequexuad dysfunction is
the inability to achieve an erection (impotence) tbe delay of

ejaculation until both partners achieve a sensatéfaction (premature
ejaculation). This erectile dysfunction affects 50%men between 40
and 70 years of age. Women may have problems dlbiiatl sexual

excitement that result in an inability to maintairswelling lubrication

response. For women, a problem that often bringmtto clinics is

anorgasmia — the frequent inability to achieve smgaMany individuals
experience problems with their ability to respoondséxual stimulation
or to maintain the response.

3.7  Factors Influencing Sexual Stimulation

Socio-cultural factors include a very restrictiyebunging accompanied
by inadequate sex education. Some people belieatestx is only for

procreation. Also, parental punishment for normadkploring one’s

genital is a contributing factor. Psychological ttas may include

negative feelings, such as guilt, anxiety, or féeat interfere with the
ability to experience pleasure and joy. Adults wiave been sexually
abused at any time of their lives may experienaarwhkielming anxiety
when faced with the decision to engage in sex. Offsgchological

factors include fears of pregnancy, sexually trattech infections, or

pain. Cognitive factors include the internalizatioof negative

expectations and beliefs. Those with low self-asteenay not

understand how another person could value andtlov@ and also find
them sexually attractive.
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Loss of intimacy and feeling like a sex object niayibit the feeling of
communion and connection that is an important parove-making.
Another factor is expecting one’s partner to reack’'s mind about
sexual needs. Failure to communicate may resaheor both partners
not knowing how to please the other. Health factas interfere with
people’s expression of sexuality. Physical chartgesight by illness,
injury, or surgery may inhibit full sexual expressi Some diseases such
as heart disease, diabetes mellitus, joint diseemecer can interfere
with sexuality. Surgeries such as hysterectomy,statectomy, and
radical surgeries that alter a person’s body imalge interfere with
sexuality. The presence of STI in one’s partneruces fear of
transmission in the other, often resulting in atestce of sexual contact.

3.8 Management

The threat posed by disease or loss of those bady gepends on:
i. Their meaning to the individual

i The stage of development of body image and self.

ii. The reactions of the social group, including theuse

The ability to reproduce is seen by many as araviteof usefulness and
sexuality. The loss of function may be followed Iselings of
uselessness or of being only half a person, tipsuiscularly distressing
to the man with erectile dysfunction. The inailid obtain an erection
may make him feel less of a man and he may fedrhisgpartner sees
him as less a man.

Most people have been culturally conditioned toitiea that some areas
of the body should not be discussed, much lesssexpto examination.
Such experience may disturb the individual and pcedshame that may
be enhanced by a lack of privacy and exposure ef libdy in
examinations or during care. Sexually transmiitdelctions and cancer
arouse the guilt feeling of being punished for hestds.

Interventions

Assess the degree of threat posed by loss of amoti body parts to the
individual and plan, give and evaluate nursing darethat individual
based on the assessment.

Other interventions may include;

i. Resolving dysfunctional sexual problems

i Helping the individual to achieve a sense of seiftv

i Helping the individuals to verbalise fears and ati

iv. Showing an understanding of health problems

V. Helping the individual to adapt to changes in tlegusl role
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and/or function

vi. Helping the individual to be aware of and avoidirgk factors in
sexual activity.

vii.  Give physical nursing care that promotes feelinigdignity and
self-worth by attention to personal hygiene andgrimg.

vii. ~ Promotes the return of health, control over bodycfions, and
independence

Reduce fear and guilt by

i. Acknowledging and discussing feeling

i Anticipating the need for explanations and intetgiens.

i Clarifying and correcting misinformation about casi®f illness,
physiology, and the consequences, if any, of treatron present

function.

iv. Maintaining a confident, non-judgemental approach the
patient.

V. Obtaining appropriate additional sources of spalitor emotional
help for the patient. Offering information and sapp for
relatives

3.9 Youth Sexual Issues

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

i. Premature sexual intercourse

i Sexually transmitted infections

ii. Unwanted and unsafe pregnancies and abortions
iv. Sexual diversity,

V. HIV/AIDS and cybersex.

3.10 Factors That Lead to Risky Sexual and Reprodtige
Health Behaviour

These are:

Lack of sexual and reproductive health informatiand skills in
negotiating sexual relationships and the inacc#égibf youth-friendly
sexual and reproductive health services, growingy peessure of pre-
marital sex plays a major role in sexual and repctide health-related
decision-making among youths.

Another factor is the issue of sexuality educatihich is still
considered a sensitive topic. Some cultural andioeis constraints are
impinging on its implementation Misunderstandingdaa lack of
information on sexual diversity have caused conéerrmany, as there
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is a tendency for judgments, stereotypes, discations, and prejudices
towards homosexuality in society.

SELF-ASSESSMENT EXERCISE

Describe the sexuality issues we have.

40 CONCLUSION

Sexuality is an individually expressed and highdygonal phenomenon
whose meaning evolves from life experience, infaezhby physiologic,
psychological, and cultural factors. Sexual va&getinclude sexual
orientation, gender identity, erotic preferencesl sexual lifestyles.
Health workers have a significant role to play mogportantly in the
area of creating awareness.

5.0 SUMMARY

Misunderstanding and a lack of information on séxigersity have
caused concern for many, as there is a tendencyjuidgments,
stereotypes, discriminations, and prejudices towdrdmosexuality in
society. Healthy youths are fundamental to thegméon initiatives.
Sexual and reproductive needs and the rights ofthgounust be
promoted.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the factors that can influence a pésexuality.

2. Explain the factors that lead to risky sexuatl aeproductive
health behaviour.

3. Describe the sexuality issues we have.
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1.0 INTRODUCTION

Sexually transmitted infection is the most commomT of reproductive
tract infection. Some Sexually transmitted infetiis easily treatable
and can be cured, some are more difficult, and sameenon-curable
such as AIDS and herpes. The WHO estimates that y=ar, there are
over 333 million new cases of curable STIs. Initold, UNAIDS
calculates that in 2000 alone, 5.3 million peopdedme infected with
HIV. Nearly a million people acquire a sexuallynsaitted infection
(STI) including human Immunodeficiency Virus (HIVEevery day
(WHO, 2010).

20 OBJECTIVES
By the end of this Unit, you will be able to:

. discuss reproductive tract infections (RTISs)
. explain sexually transmitted diseases (STDs)
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o discuss the management of Trichomoniasis
o explain the effects of sexually transmitted infens.

3.0 MAIN CONTENT

3.1 Reproductive Tract Infections (RTIS)

These are an infection that affects the reprodedtiact. The three types
of reproductive tract infections are endogenou®dtidn, iatrogenic
infections. Endogenous Infection results from anergwowth of
organisms normally present in the vagina. They uidel bacterial
vaginosis and candidiasis. latrogenic Infectionussavhen the cause of
infection (bacterium or another micro-organismjngoduced into the
reproductive tract through a medical procedure sashmenstrual
regulation, induced abortion, the insertion of 1D during childbirth.

3.2 Sexually Transmitted Infections (STIg

STIs are caused by viruses, bacteria, or parasitco-organisms that
are transmitted through sexual activity with arectéd partner. About
30 different sexually transmitted infections haeeib identified some of
which are easily treatable, many of which are not.

3.1.1 Common Bacterial Infections

I. Neisseria gonorrhoea (causes gonorrhoea or gonalcocc
infection)

il. Chlamydia

iii. Treponema pallidum (causes syphilis)

iv. Haemophilus ducreyi (causes chancroid)

V. Klebsiella granulomatis

3.1.2 Common Viral Infections

I. Human immune deficiency virus (causes AIDS)

il. Herpes simplex virus type 2 (causes genitapes).

iii. Human papilloma virus (causes genital wartad acertain
subtypes lead to cervical cancer in women)

iv. Hepatitis B virus (causes hepatitis and cleardises may lead to
cancer of the liver Cytomegalovirus (causes inflatiom in
several organs including the brain, the eye, amdeho

V. Molluscum contagiosum virus (MCV) caused mstum
contagiosum).
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3.

1.3

Parasitic Organisms

Trichomonas vaginalis (causes vaginal trichorasis)

Candida albicans (causes vulvovaginitis in veominflammation
of the glans penis and foreskin (balanoposthitishen.

Crab louse, colloquially known as “crabs” thmus pubis)
Scabies (scarcotes scabiei)

3.3 Gonorrhea

Gonorrhea is a common STD that affects men and wonaising
cervicitis in women and arthritis in men. In woméncan easily ascend
to the uterus and fallopian tubes if untreated. [@pgms appear 2-10
days after the initial contact.

cooE

Clinical manifestations

Asymptomatic in women

Mucopurulent vaginal discharge

Cervical tenderness on bimanual examination

In the Male

iii.
iv.
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Suppurative urethritis

Itching and burning about the meatus

The urethral meatus is red and edematous

Rectal infection in gay men, infection of the phratymay occur
due to unprotected oral-genital sex

Diagnosis

Smears and culture were taken from the site otiite (s)
Treatment

Uncomplicated gonococcal infections can be treati#d a single
dose of antibiotics such as Cefixime (Suprax) 400madjy.
Ceftriaxone (Rochepin) 124mg intramuscularly

Ciprofloxacin (Cipro) 500 mg orally

Complications

PID

Ectopic pregnancy

Infertility

Disseminated infection

Ophthalmia neonatorum in new-born delivered througle
infected birth canal.

Management

Administer antibiotics as prescribed, explaining #ide effects to
patients.

Monitor for relief of pains, discharge, dischargand other
symptoms.
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i Explain the importance of sexual abstinence unytihstoms are
resolved and until therapy is complete in the patéend partner.

iv. Encourage follow-up for routine women’s care andquic STD
screening.

3.4  Chlamydia Infections

Chlamydia Infections are a common STD that occar®ath women
and men, particularly adolescents and young aduNemen are
symptomatic.

1. Clinical Manifestations

i. May be asymptomatic

i Or have vaginal discharge (clear, mucoid, or crgamy
ii. Dysuria

iv. Mild pelvic discomfort

2. Diagnosis

. Antigen detection, test on cervical smear

o Chlamydia culture for cervical exudates.

o Screening urinalysis in males for leucocytes;

o if screening is the positive result; confirmed Infigen detection
test.

. Management

i. Obtain a history of sexual activity and symptomsnddction in a

partner.

i Patient education

i The antibiotic regimen includes:

iv. Zithromax 1g orally and a single dose of

V. Doxycyclin 100mg orally twice for seven days
vi. Erythromycin 500mg twice daily for five days
vii.  Floxacin 400mg twice daily for five days

The current most recent sexual partner should btedeand treated
despite the results. Because Chlamydia infectiod gonorrhoea
frequently co-exit especially in teens and youngltad Treatment of
both

4. Complications

i. PID

i Ectopic pregnancy or infertility secondary to uatesl or
recurrent
PID

ii. Transmission to neonate born through the infectedd banal
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3.5 Syphilis

1. Causative organism
Treponema pallidum bacterium:
The treponema pallidum bacterium enters the bodyutih the mucous
membrane, such as that of the vagina, or mouththerskin. Within
hours the bacterium reaches the lymph nodes, therad throughout
the body via the blood. Syphilis may also infectfedus during
pregnancy, causing birth defects and other prohlems
2. Symptoms
Symptoms of syphilis usually begin 1 to 13 weeksrahfection;
the average is 3-4  weeks.

3. Incubation varies between 10-90 days.
Three stages of syphilis:
The stage may overlap or be widely separated.

The Primary lesion: Is a small, painless chancre or ulcer. It is
deep and has indurated edges. Usually, this chaheals
spontaneously, giving a false impression that ieeaske is cured.
The primary lesion appears most commonly on thaspehthe
male. In the female, it may appear on the labigina or cervix.

The secondary stagels characterized by a rash appearing flat,
grey, or called vulva warts. The rash is usuallgomspanied by
malaise and fever. The rash regresses later anplatient enters
the latent phase. Latency refers to an absencgngdtems in the
infected individual. Pregnant women can still irtffdeeir fetuses
in-utero.

The Tertiary stage: The patient proceeds immediately or after a
delay of 10-30 years to the third stage. The bameart and
central nervous system including the brain can Hected,

personality disorders arise, and the typical ategédt of the

tertiary syphilitic stage appears. A large, udtielg necrotic
lesson known as gummer now occurs. This is sedhneirgenital
tract, but it may occur on the vulva or in theeest At this stage,
the disease may be arrested but not reversed.

4, Diagnosis
I. Careful history
. Culture or biopsies from the lesion
iii. Blood serology
iv. Early diagnosis is made from scrapings from thefes
Scraping is made before antibiotic therapy is abéil so
that the diagnosis can be confirmed.
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S. Treatment
Antibiotic therapy -penicillin is the drug of cheic

3.6  Human Papilloma Virus (HPV)

HPV is the causative organism in condylomata acateiror genital
warts. The incubation period is up to 8 months. rt¢/aan be confused
with those of syphilis but are different. They dess flat and more
cauliflower-like. Some attain a large size.

1. Clinical Manifestations
I. Single or multiple soft, fleshy, painless growths the
vulva, vagina, cervix, urethra, or anal area.
il. Vaginal bleeding or discharge,
iii. Odour
iv.  Dyspareunia

2. Individual Risk of Infections

i. Sex at an early age less than 17 years’ old
i Multiple sex partners
ii. History of STDs
iv. Poor personal and sexual hygiene
V. A sexual partner with a similar history
vi. A history of anal intercourse

3. Diagnosis
i. Pap smear
i Colposcopy examination
ii. Anoscopy or urethroscopy to identify anal and uath
lesions.
4. Treatment
i. The partners of infected patients should also @néxed
and treated if necessary.
i External warts are treated with podophyllin 10-2%9%6
tincture of benzoin.
ii. This caustic agent is applied with a cotton appdicand
washed off in 4 hours.
iv. The surrounding skin is coated with petroleum jekfore
application of the podophyllin.

V. Cervical and vaginal warts may be a bath in
vi. 85% solution of trichloroacetic acid.
5. Complications

i. Cervical neoplasia
i Neonatal laryngeal infection if an infant born thgh the
infected birth canal
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ii. Obstruction of anal canal or vagina by enlargirgides
iv. Scaring and pigment changes if treatment not enegloy

properly
3.7  Acquired Immune Deficiency Syndrome (AIDS)

HIV/AIDS pandemic is the greatest health problemedltening the
human race as of now. The disease affects the devery Nigerian

family directly or indirectly. It affects the commity, family, children,

pregnant women and hence reduces life expectahapcieases the
burden on medical facilities, and drastically irasieg the number of
orphaned children.

1. Aetiology

HIV/AIDS is a pandemic disease occurring virtually all
countries. Acquired immune deficiency syndrome (8)Dis
caused by human immunodeficiency virus types | & I
Pneumocystis Carinii Pneumonia is one of the oppadstic
infections in HIV/AIDS. HIV- Human immunodeficiegovirus

is the causative agent of AIDS. It is a virus af tlntivirus group
(those that caused the lifelong infection) and lod tetrovirus
family (stores genetic materials as RNA and not DNIAs an
RNA dinner (2 single standard DNA genome) and is
characterized by reverse transcriptase enzymen@haral RNA
to be transcribed into DNA).

2. Definition
AIDS-Acquired Immunodeficiency Syndrome is a symdeo
diagnosed when at least two major signs and onemsign are
present in the absence of known causes of immupossgion
such as malnutrition.

4. Major Signs:
i. Fever for more than one month
i Weight loss of more than 10% body weight
ii. Diarrhoea for more than one month

5. Minor Signs:
i. Cough for more than one month
i Generalized pruritic dermatitis
i Recurrent herpes zoster or shingles
iv. Oropharyngeal candidiasis or thrush

V. Chronic or aggressive ulcerative herpes simplex
Vi. Persistent generalized lymphadenopathy

vii.  Skin changes

vii.  Kaposi sarcoma
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In 1993, the centre for Disease control in the ethibtates extended the
definition of AIDS to include all people who are vseally
immunosuppressed i.e. (CD4 count <20(PMI)0irrespective of
presence or absence of an indicator disease. Butsdoveillance
purposes, the definition has not been acceptedirwiimie UK and
Europe where AIDS continues to be a clinical diagsaefined by one
or more of the indicator diseases.

6. Routes of Transmission
i. Through Sex — Occurs in both heterosexuals and
homosexuals
i. Blood Transfusion - Transfusion of infected and

unscreened blood poses a great danger to our heatth
Delivery System.  Both National and State blood
transfusion policies are needed to curtail quacks.

ii. Exposure to Infected Fluids — Common in un-sterile
needles and re-usage of needles and other shasp cut
abrasions, and different types of wounds.

iv. Vertical Transmission — Infected mother to her unbo
baby and through breast milk.

7. W.H.O Staging System for HIV Infection and Diseases-
Clinical Classification
Stage 1
a. Asymptomatic i.e. when a person has HIV Infectiod &
quite healthy.
b. Signs of persistent generalised lymphadenopathy PG

Stage 2
a. Weight loss < 10% body weight
b. Minor mucocutaneous lesions, seborrhoeic dermatitis

prurigo, fungal nail infections, recurrent oral edations,
angular stomatitis, or cheilitis.

C. Herpes zoster within the last 5 years

d. Recurrent upper respiratory tracts infections.

Stages 3

a. Weight loss> 10% body weight

b. Unexplained chronic diarrhoea for > 1 month

C. Unexplained prolonged fever intermittent/constantl>
month

d. Oral Candidiasis (thrust)

e. Oral hairy leucoplakia

f. Pulmonary tuberculosis within the past year

g. Severe bacterial infections (pneumonia & Pyomyskiti
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Stage 4

"0 Q0T

TosS 3T ATTT

HIV wasting syndrome

Pneumocystis carina pneumonia (PCP)
Toxoplasmosis of the brain

Cryptosporidiosis with diarrhoea > 1 month
Cryptococcus’s extra pulmonary

Cytomegalovirus disease of an organ other tharlike
spleen, or lymph nodes

Herpes virus infection > 1 month (Mucocutaneous or
visceral)

Progressive multifocal leukoencephalopathy
Disseminated endemic myosis

Candidiasis of the oesophagus, trachea, bronchings
A typical mycobacteriosis

Non-typhoid salmonella septicemia

Extra pulmonary tuberculosis

Kaposi Sarcoma

HIV encephalopathy

Invasive cervical cancer

Diagnoses

a.

b.

N FE

V.

Clinical - HIV/AIDS is diagnosed with the observation of
at least two major signs and one minor sign.

Laboratory Diagnosis of HIV

Elisa: The second generation of ELISA's uses
recombinant

DNA proteins of synthetic peptides of the virus as
antigens.

Confirmatory

Western Blot identifies antibodies specific to Vipeoteins
immunofluorescence assay

Radioimmuno — precipitation assay

Viral Demonstration

Assay for circulating viral protein (p24 core astig

Infected patient’'s cells are cultured with, nitroge
activated peripheral blood blast cells from normal
subjects.

Viral Load

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

CD4 Cell Count

Measurement of CD4 cell count is used as a meaduldesease
progression and classification. It was also usediétermine
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when anti-retroviral therapy should be institutedy( CD4 count
<500 cells X 18/.). However, the current strategy is to treat any
person diagnosed with HIV despite the viral load.

C. Incubation Period:
Unlike other sexually transmitted diseases, AIDsl lza
long incubation q period of 6-10 years before the
disease become manifest as opportunistic infectidh
Pneumocystis  carinii pneumonia, Tuberculosis,
Neurological disease, Bone narrow depression, and
Cancers e.g. Kaposi's sarcoma death usually oceiting
2 years of the manifestation of full-blown AIDs.

The cells that are most susceptible to HIV infettitave CD4 surface
proteins (helper T-cell, macrophages, dendriticl aauroglia cells). A
glycoprotein on the virus called gp120 binds to Cirdtein on host
cells and this complex enters the cells by end®iyto

d.
i.
i.

iii.
iv.

Treatment

Current approaches to the treatment of AIDs include
Drug treatment of opportunities infections and gnadincies
Inhibition of replication of the HIV

Immune reconstitution or immune potentiation

Drugs used in the treatment of AIDS

These drugs are expensive and well beyond the rebamany
AIDs patients in tropical countries of the worlchéfre is no cure
for infection caused by the human immunodeficienayus
(HIV), but several drugs have been found to slowhalt the
progression of the disease. Anti-retroviral driage aimed at
reducing the plasma viral load as much as posaifdefor a long
as this can be achieved. There are;

Nucleoside Analogues e.g. Zidovudine (AZT), DidaangDDI)
Zalcitabine (DDCDA4T), Lamivudine (3TC). This interés with
HIV viral RNA-dependent DNA polymerase resulting in
inhibition of viral replication.

Protease inhibitor decreases the viral load. Examphre
Saquinavir, Ritonavir, Indinavir, and Nelfinavir.
Non-Nucleoside Reverse transcriptase inhibitorankples are
Nevirapine, Delaviridine, Loviride.

3.8 Effects of Sexually Transmitted Infections

Pregnancy-related complications congenital infergio
Pelvic inflammatory disease resulting in inferyilientropic pregnancy,
and chronic pain Certain RTIs can increase the ahaof HIV
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transmission. Unfortunately, symptoms and signgnainy infections
may not appear until it is too late to avoid su@dnsequences and
damage to the reproductive organs.

3.9 Universal Blood and Blood Fluid Precautions

There are three routes by which healthcare wonkexg acquire blood-

borne viruses occupationally:

I. inoculation of infected blood through the skin oocataminated
needle or other sharp instrument contamination afcous
membranes with infected body fluid contamination coft or
abraded skin with infected body fluid.

The concept of universal precautions has causec smmtroversy. It
has been suggested that where the prevalence ad-blorne viruses is
low the precautions are unnecessary and shouldskd only with
individuals known or suspected to be infected @Gtfwave argued that it
is often difficult to identify infected individualsand healthcare workers
frequently do not detect those who practice higk-rbehaviours.
Universal precautions can confer other advantagés.applied
consistently they also protect the patient fromeotpathogens since
these are most likely to be found in body fluid arahsmitted between
patients on the hands of staff. The use of the dered of precaution
with every patient helps to maintain patient coeffitality, which could
otherwise be compromised with the use of precastairected only at
those suspected to be infected.

Universal precautions are aimed at avoiding dicsttact with body
fluids from all patients at all times. Universabbd or body fluid are
geared to prevent the transmission of blood-bormreises. They
incorporate routine infection control measures. phecautions are as
listed

i. Wash hands before and after patient contact anbeifskin is
contaminated with body fluid.

i Cover cuts and abrasions with a waterproof dressing

i Wear gloves for direct contact with body fluid amsucous
membranes

iv. Wear eye protection and a mask where there iskaofidody
fluid splashing into the face

V. Wear a plastic apron to protect clothing from camtaation with
body fluid

Vi. Use sharps safely: place directly into a sharpgaioer, never
sheathe, do not overfill container, and close sdgubefore
disposal

vii. Discard contaminated waste safely, either direcgtljo the
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viii.

3.10

Vi,
Vil.

viii.

drainage system or into a clinical waste bag.

Decontaminate equipment safely between patients

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

Safer Sex Guideline

Responsible sexual conduct, based on a healthyrstadding of
human sexuality, should be taught at every oppdstun

Reduce the number of sexual partner's abstinenceafs.
Adolescents and adults should be encouraged tod asasual
sexual encounters.

Avoid the exchange of fluid by

Using a condom during vaginal and oral intercourskse each
condom only once

Never using saliva as a lubricant use spermicidaater-soluble
jelly

Not following or preceding anal intercourse with gl

penetration without a change of condom

Using gentle sexual practice which avoids traumamtacous
membrane or skin

Avoiding other sexual practices such as oral-amal-gentle sex.
Gonorrhoea hepatitis and other viruses can bertrittiesl in these
ways.

Avoiding prolonged wet (French) kissing unless wéttpartner
you consider to be safe.

3.11 The Global Strategy for the Prevention and Camol of

STls

The control of STIs remains a priority for WHO. é'World Health
Assembly endorsed the global strategy for the préme and control of
STls in May 2006 (WHO, 2006). The strategy urgdscalntries to
control the transmission of STIs by implementingesal interventions,
including the following.

Promoting safer sexual behaviour

General access to quality condoms at affordabtepri
Promotion of early recourse to health servicesdnpte suffering
from STls and by their partners.

Inclusion of STI treatment in basic health services

Special services for populations with frequent oplanned high-
risk sexual behaviours such as sex workers, adaiésclong-
distance truck drivers, military personnel, substamsers, and
prisoners;

Proper treatment of STIs i.e. use of correct anfbcgve
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medicines, treatment of sexual partners, educadiot advice.

o Screening of clinically asymptomatic patients, vehdeasible
(e.g. syphilis, Chlamydia)

o Provision for counselling and voluntary testing iV infection

o Prevention and care of congenital syphilis and a&n
conjunctivitis and

o Involvement of all relevant stakeholders, includitige private

sector and the community, in the prevention and o&STIs.

SELF-ASSESSMENT EXERCISE
Explain the universal blood and blood fluid predars.
4.0 SUMMARY

Most cases of sexually transmitted diseases aatetteon an outpatient
basis, and the person should be taught how to gréitemselves and
others. The patient may experience guilt feelings marital difficulties
may arise when one partner infects the other.

5.0 CONCLUSION
The disease carries a social stigma. For thiorea®nfidentiality must

be maintained by the nurse at all times. Contactstrne identified and
discretely followed by the contract tracer.

6.0 TUTOR-MARKED ASSIGNMENTS

1. Discuss the concept of universal precautions.
2. The global strategy for the prevention and rdf STIs.
3 Explain the universal blood and blood fluidqaetions
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3.1 Principles Of Counselling
3.2  Qualities Of A Good Counselor
3.3 Types Of Counselling
3.4 Basic Steps In The Counselling Process
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1.0 INTRODUCTION
Counselling is a form of interpersonal communicatim which a
counsellor (service provider) helps the client dentify, clarify and

resolve problems: make an informed decision andmd¢hose decisions.
It is important to emphasize that counselling isamvising.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

J define counselling

o give an informed counselling

. help clients to make informed decisions and choatesit
available RH options.

. help clients with special problems or questions.

. discuss barriers to the provision and utilizatiéiRél services by
adolescents

. vi. explain strategies to overcome barriers topttevision and
utilisation of RH services by adolescents

. list steps to effective management of youth-frigradinics.
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3.0 MAIN CONTENT

3.1  Principles of Counselling
The principles of counselling are as follows:

I Mastering the subject matter

. Providing correct and complete information

iii. Being honest and non-judgmental

iv. Supporting the expressed feelings of the client

2 Realizing the limits of counselling
vi.  Keeping culturally acceptable distance between dbensellor
and client

vii.  Client’s right to decide the high degree of confitiaity.

3.2 Qualities of A Good Counsellor

1. Possess knowledge of the subject matter.

2. Knowledgeable about cultural values and their ®rice on
individuals.

3. Being non-judgmental.

4. Aware of own attitudes, values, emotions, and hmoins
(values’ clarification).

5. Respectful and tolerant.

6. Honest and truthful

7. Recognise the worth of each client.

8. Allow the client to feel more in charge.

9. Possess good interpersonal communication skills.

10. Empathic and patient.

3.3  Types of Counselling

Individual counselling — Often takes place in a clinic setting or during
home visits. In individual counselling, the esislioment of rapport is
prompt and ensures confidentiality and the expoessof deeper
feelings.

Group counselling — This is especially important for individuals kit
similar problems or persons in a similar professiofor example,
adolescents, antenatal clients, postnatal clidngd)-risk groups, HIV-
positive individuals, and persons living with AIDS.

The couple —Counselling on sensitive issues that affect baitiners
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3.4 Basic Steps in The Counselling Process

The steps in the counselling process are descaBeGATHER, G —
Greet client warmly and politely.

A — Ask the client about his or her sexual and reprodaectiealth
information or service needs.
T — Tell the client the RH services available redate his/her needs at
the  service delivery points and elsewhere

H — Help the client makes decisions about health behaviogtuding
medical procedures or methods) that he/she sholithf.

E — Explain how to effectively keep to the chosen behaviour.

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

3.5 Youth Friendly Services
Characteristics of Youth Friendly Service

(@) Provider Characteristics
I Specially trained staff
il. Respect for young people
iii. Privacy and confidentiality honoured
iv.  Adequate time for the client and provider interaati
V. Effective management of a youth-friendly clinic.

(b)  Health Facility Characteristics
I. Separate space and special times set aside
il. Convenient hours
iii. Convenient location
iv.  Adequate space and enough privacy
V. Comfortable surroundings

(c)  Program Design Characteristics
I. Youth involvement in the design and continuing tesck
il. Drop-in clients were welcomed and appointments were
arranged rapidly
iii. No overcrowding; short waiting time
iv.  Affordable fee

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

vii.  Wide range of services available

viii. Necessary referrals available

(d) Services available are grouped into 3 typegmmely:
i. School-based services
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i Facility-based services
ii. Others

(e) Components of youth-friendly services
I Sexual and reproductive education and counselling
. Physical examination
iii. STI screening, counselling, and treatment
iv. Contraceptive method clinic
V. Career counselling and others

3.6 Barriers to the Provision and Utilisation ® Rh Services
by Adolescents

I. Barriers that prevent health services from beingvigled for
adolescents

il. Barriers preventing adolescents from seeking the they need
from the health services

iii. Barriers preventing adolescents who want help fr@aching
organizations that provide the health servicesnewben they
know which organizations provide them and can rehem

3.6.1 Strategies to overcome these barriers inde:

I. Parental involvement

il. Peer education

iii. Advocacy

iv. Provision of RH services by skilled providers

3.7 Effective Management of a Youth Friendly Chic
A youth-friendly clinic should be managed with flolowing points:

I. Ensure that there is a functional strategic plaih &itarget

il. Indicators for measuring achievement

iii. Ensure that youth are actively involved in the desi
implementation, and evaluation of programs

iv.  Be responsive to youth needs

V. Ensure that the needed resources are availablea@essible to
youth

Vi. Ensure that youth are served, and their rightsecsg

vii.  Ensure all staff is carried along in the managenoémRH and

mechanisms for referral/ networking and follow-upyouth is in
place and operational.

viii. Proper documentation of all activites and manageme
information system.
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SELF-ASSESSMENT EXERCISE

Enumerate the barriers to the provision and utibsaof RH services by
adolescents and the strategies to overcome them.

4.0 CONCLUSION

Youth-friendly services are meant to help the asitdat to identify,
clarify and resolve problems: make an informed sleni and act on
those decisions.

5.0 SUMMARY

Youth-friendly services are mainly School-based/ises and Facility-
based services.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the concept of a youth-friendly clinic.
2. Enumerate the barriers to the provision arbization of RH
services by adolescents and the strategies toawerthem.
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1.0 INTRODUCTION

Male involvement, an all-encompassing term thag¢reeto the various
ways in which men relate to reproductive healthbpms and programs,
reproductive rights and behaviour. Involvement @&nnmn reproductive
and health has been described as a process ot sodigbehavioural
change that is needed for men to play a more radplenrole in

reproductive and maternal health to ensure womed emildren

wellbeing. It also refers to the need to change 'swettitude and
behaviour towards women’s health to make them nsoggoortive of

women using health care services and sharing calaihg activities.

Interventions to promote the involvement of menimyirpregnancy,
childbirth, and after birth are recommended to lf@ated and support
improved home care practice for the women and tbeborn, and
improved use of skilled care during pregnancy,dtfiith, and the post-
natal period.

According to the recent global estimates by the [WoHealth
Organization (WHO), more than half a million womlese their lives
from pregnancy-related complications worldwide gvgear, ninety-
nine per cent (99%) of which occur in the less dgyed world. In Sub-
Saharan Africa, one out of every thirteen womers &€ pregnancy-
related causes compared with one in 4,085 womemduastrialized
countries. For every maternal death, many more woswfer short-
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term injuries, infections, and disabilities duripgegnancy or childbirth
each year.

The tendency to view reproductive health as a wodsn@sue has

contributed to a narrow focus of targeting mostlymen, particularly

mothers in intervention efforts. Most reproducthesalth programs seek
to address the health needs of women and childyeanigaging and

educating pregnant women and mothers in care-sggkiactices for

themselves and their children. This has contributedhen being side-
lined as far as reproductive health and materndictiid health matters
are concerned.

The developing world accounts for 99% of global ena&l death, men
in developing countries are the chief decision-mskkad determine to a
great extent women access to maternal health ssnand influencing
the health outcome and other aspects of their.liVéss is due to the
patricidal nature of the societies. Male involvemers stated refers to
the various way in which men relate to all reprdtuechealth issues,
directly and indirectly. This includes reproductivg@rograms.

Reproductive rights and reproductive behaviour eoasidered and
important interventions for improving maternal hieal

Nevertheless, very few men participate in mateheallth,especially in
developing countries. A health campaign is onehef tbols for health
promotion and behavioural change; such as increasedple
communication and equitable decision —making whaoitribute to
improved health and care-seeking outcomes. Men paovide
substantial, practical, financial, and emotionapEart to women and
children to overcome demand-side barriers to acog$ealth services.

The need for male involvement in maternal care lmariraced back to
the 1994 international conference on population Bredelopmenin
Cairo that emphasized the inclusion of men as pestand role players
in maternal health care. The International Confeeemn Population and
Development advocated for the active inclusion asHared
responsibility of men in reproductive heaBxisting systematic reviews
of the effect of male involvement on maternal Healhd related topics
have identified male involvement as a promisingnnention, but with
evidence of effectiveness for mortality and mornyidiutcomes.
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2.0 OBJECTIVES

By the end of this Unit, you will be able to:

o explain the importance and benefits of male involeat in
Sexual and Reproductive Health

o list the factors that affect male involvement impnaductive
health.

. Explain male’s sexual and reproductive health needs

. describe the strategies that improve Male involvame

Reproductive Health.
3.0 MAIN CONTENT

3.1 Importance of Male Involvement in Reproductive
Health

In the 1980s, there was a gradual recognition witiealth promotion,
that men were an important factor in the healtvofmen and children.
In 1994, the International Conference on Populatdod Development
(ICPD) Program of Action in Cairo highlighted thenportance of
encouraging and enabling men to take responsilfdityheir sexual and
reproductive health behaviour. This was followed lyther

intergovernmental declarations, particularly theijiBg Platform for

Action in 1995 and the 48th session of the Commrssn the Status of
Women in 2004. Together, these provided a cleardaianfor work on

men’s SRH, within a human rights framework. Thesyedbpments
took place alongside an increasing recognitiorepfaductive rights and
more recently sexual rights for women and girldlofeing the work of

many activists and organizations calling for wontenhave greater
agency over their bodies and choice over reprogdeictecisions. Many
of these feminist activists and organizations chlfer greater male
involvement in SRH.

Despite this international mandate for work on mer8RH, the
programmatic response has been limited, exceptafdocus on the
involvement of men to support the SRH outcomes oimen and

children. Initially, the way to deal with what ireasingly had come to
be regarded as ‘the problem of men’ was thoughbéoto foster
women’s empowerment through working directly witlomen. Men,

often identified as uncaring and unconcerned altoetwell-being of

their partners, were ignored, and as a result, nteeglth promoters
began working directly with women in the commursti® empower
them and protect them from the impact of men’s beha on their

lives. This strategy was focused mostly on sexual eeproductive
health.
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By the end of the 1980s, the women’s empowermeptogeh became
an important driving force within health promotioand, more
particularly, within sexual health promotion. Hoveeythis strategy of
women’s empowerment without the active involvemehtmen was
described as a partial solution which could aliemaen further. These
fears, together with an understanding of the gepderer relationships
in the society brought about a firm belief aboutlenparticipation in
health promotion. Although most would now agreetthmen’s
involvement is important, the introduction of pragrs that aim to
involve men pose some serious questions aboutfbeteof involving
men in areas that have traditionally been consitiéhe domain of
women, such as childcare, pregnancy, and ferttdgtrol. Moreover,
there is a fundamental question, as far as thtegiras concerned, about
whether men’s involvement increases men’s power olveir female
partners or whether it will help empower women.

Notwithstanding, research suggests that effortsetigage men can
positively influence birth spacing and use of caoéptives, maternal
workload during pregnancy, birth preparedness, rnaaat care
attendance, and couple communication and emoticupport for

women during pregnancy. In addition, research i@ influence of
husbands and fathers on health-related behaviaggests that building
men’s knowledge regarding maternal and child heally be beneficial
in terms of care-seeking for pregnancy and birthfant feeding
practices, childhood immunization, and care-seekiog childhood

illness. This review reflects the need to involvemmin SRH programs.

3.2 Factors That Affect Male Involvement In Repoductive
Health Services

1. Lack of knowledge about maternal health posesigaificant
challenge to positive male partners’ involvement.
2. This is because women themselves considerddbuoth as a

preserve for women only, then rarely do male pastne
accompany their partners to reproductive clinidac attributed
to low awareness.

3. Lack of male reproductive health education.

4. Misconception as a majority of men regardedivdgy as a
natural phenomenon (low-risk event) and hence saweed of
being involved.

5. Poor knowledge of male partners in choice divdey site and
negative perception of male partners involved ipraductive
health services.
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Socio-cultural factors

Cultural belief: men do not seek information and services due to
traditional notions of masculinity. The culturallieé by men, especially

in the rural areas that pregnancy and childbeasige responsibility of
women alone also leads to low involvement of mematernal health. It

is not common in most African societies for merdaxide as to when
and how a woman should seek care.

Poverty: men's involvement in maternal health services haen
influencing by poverty and leading to an increaseniaternal mortality
and morbidity. When men cannot afford the antenetasis for their
spouses, they allow them to stay at home and athgptraditional
methods.

Health system:the structure of the health system where men ate n
encouraged and allowed into the antenatal clidesivery rooms, and
health services which are mainly targeted at wonmélmences male
participation in maternal health outcomes negagiveThe male
unfriendly environments of hospitals and matersgyvices, which are
designed principally for women alone lead to lowlenavolvement in
maternal health.

Inadequate Knowledge: inadequate knowledge and awareness of
maternal health services exclude men from particigain maternal
health services. Inadequate Knowledge: inadequat@wvledge and
awareness of maternal health services exclude roangarticipating in
maternal health services. A study was done in M@alZounty; Kenya
shows a lack of adequate knowledge on male pairimelvement in the
choice of delivery site.

Socio-Economic:some men feel they have to facilitate their wives
terms of transport and if they do not have meansaofsport, they see
no point in escorting them while both of them amdking. In a situation
where a man is economically in a position to previde necessities of
life, he tends to have more than one wife, whickoaaffects his
willingness and ability to escort the wife to seake.

3.3 Men’s Own Sexual and Reproductive Health Nels

Although policymakers are beginning to focus on imeales as fathers
and husbands, little attention is being paid to 'wmesexual and
reproductive health needs. All service providerssimhave a good
understanding of the SRH issues of different mema all men are the
same. For instance, younger men, older men, merglivith HIV, men
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who have sex with men, married men, and otherdaalé additional or
slightly different SRH needs.

Conceptually, men’s needs are simple. Men need/aad ahe potential
negative consequences and achieve the desiredivposutcomes of
their sexual and reproductive behaviour. Men need ptevent
unintended pregnancies, within or outside of mggiaThey need to
protect themselves and their partners against aegusTDs, including
HIV, and they need to be screened and, if necest@&ated for such
diseases. Furthermore, men need to be able ta fetildren when they
and their partners choose, overcome fertility peoid and help ensure
that their partners’ pregnancies are healthy. Myeerally, men need
the self-esteem, self-awareness, and skills todaviolent and coercive
relationships, to engage sexually in ways that esepectful of
themselves and their partners, and to be part gt fulfilling
relationships that can help them meet their otlbgzatives.

During teen and young adult years, men’s sexual i@pfoductive
health needs require less medical interventionegixtor STD screening
and treatment. Instead, younger men primarily négdrmation,
counselling, and skills-building services that teatp them to resist peer
pressure, make informed, positive decisions, takpansibility for their
actions and communicate effectively with their pars about personal
and sexual matters. As men grow older, they areentikely to need
medical reproductive health care, such as infertlervices, vasectomy,
and diagnosis and treatment for cancers of thedetive tract.

However, it is essential to involve men throughpragram design and
implementation to ensure that services and infdonatmaterials
address their concerns and needs. Many progranos usks men to
implement programs as part of its staff membera]theeducators, and
peer motivators. While a few programs have estadtissuccessful
clinics that serve men only, integrating men’s E®¥ into existing
services is likely to be easier and more cost-&ffe¢dor most programs.

Reasons Sexual and Reproductive Health needs for mare often

unmet

i. Low utilization of SRH services due to servicest thi® not seen
as “male-friendly” and due to poor health-seekinghdviour
among men

i Available policies, access, and availability ofwsees as well as
addressing structural stigma so that men regardiéssexual
orientation can be successfully reached.

ii. Lack of focus on men and adolescent boys’ sexual an
reproductive health including a limited articulatiof what these
services are, to whom they should be delivered,havdto do so
in a way that is inclusive of men in a meaningfalyw
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iv. Insufficient evidence about large-scale and impleiage
approaches to address SRH needs of men, both asrsup
partners as well as clients.

V. Lack of training of reproductive health care prars about
men’s reproductive health needs on male genitalmexa
vasectomy, counselling, and interpersonal commtinitakills.

3.3 Benefits of Male Involvement in Reproductie Health
Services

Evidence suggests that increased men's involveineMaternal and
child health care (MCH) is important and would glietonsiderable
health and other benefits for families. Men haveuiural role in
decision making regarding access to MCH care whighlighted the
benefits of giving men reproductive health informatto inform their
decision-making about family matters in their roles providing
finances and transportation to increase the uselioifc services by
women and children. These benefits include —

A potential benefit of male involvement in childibir and men’s
understanding of the physical toll that pregnaneg ahildbirth take on
a woman leads to increase understanding of the riaapee of longer
birth intervals and smaller family size.

Male participation serves as an important avenuesugpport healthy
behaviours and seeking health care for childrerth sas exclusive
breastfeeding and childhood immunization and th@odpnity for
health services to engage with men to provide betith education and
services related to men’s health.

Men also need screening and clinical care, coungedind education
about sexual health, safer sex behaviours, shasdomsibility for
contraception and parenting, and the rights of boém and women to
have volitional and pleasurable sexual experienthsse services are
more accessible to males if they accompany or mvelied in their
spouses' SRH.

Women tend to have higher knowledge of SRH Careiceraccess
points than men and men with a regular source aftthhecare had a
higher knowledge of SRHC service access than mem dehnot have
access to SRHC. Thus, men benefit when they paatiei in their
spouses' SRH.

Male involvement was significantly associated wigtduced odds of
postpartum depression in women and with improvedtzation of

maternal health services. In addition, male involeat during
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pregnancy and at post-partum appeared to haveegrbahefits than
male involvement during delivery.

Male participation in sexual and reproductive Heddtads to improved
Home-Based Life Saving Skills with a net interventieffect of up to
41%. There is also usually an improvement in thewkedge of danger
signs during pregnancy, childbirth, and postpartyariods the
proportion of men who accompany their wives to aatel and delivery
also improved.

Male involvement in decision-making with their pegts for the place of
delivery improved when there is male involvemenparticipation.

When men partner with women to encourage and sujppenatal and
postnatal visits, as well as healthy pregnancy, em@smaternal health
outcomes, improve greatly.

Men’s active involvement has significant benefitg their newborn
health and throughout the child’s development artd adolescence, in
addition to promoting gender-equitable views.

When men participate in prenatal visits and receivaternal health

education, they can provide life-saving supporthir partners, such as
noticing the danger signs during pregnancy or e@ejiand getting their

partners the necessary emergency care.

Men’s involvement during and after pregnancy presigpsychological
and emotional support and is associated with reduttie likelihood of
developing post-partum depression.

Fathers can improve child health by encouraging umization, seeking
care for childhood illnesses, and supporting infauttition.

Positive father involvement is associated with di@h’s emotional and
social development, such as empathy, lower ratedepfession and
behavioural and psychological problems, cognitived alanguage
development, better academic performance and pimteérom risky
behaviours.

3.5 Barriers to Male Involvement in the Use of
Reproductive Health Services

Benefits of male involvement are documented, howete lack of time
and overall limited awareness regarding the specdie of men in
reproductive health was also thought to deter m@adicipation in
issues related to fertility regulations well aseefive development and
implementation of male involvement in family plangi initiatives
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which should address barriers to men’s supportiagtigpation in
reproductive health that includes perceived sidecefof female
contraceptive methods which disrupts sexual agtiVimited choices of
available male contraceptive, including fear andicsons relating to
vasectomy, perceptions that reproductive healthava®man’s domain
due to gender norms and traditional family plannocammunication
geared towards women, preference for large famigsswhich are
uninhibited by prolonged birth spacing and concehad women'’s use
of contraceptives will lead to extramarital sexxetions.

a. Socio-demographic factors

Age and marital status Increased male involvement was
reported to be associated with older age and partimat live
together. Male involvement is 1.2 times higher agianen
whose female partners were 25 years or older. Mamogs
partners and cohabiting men were twice and 1.6 stime
respectively more likely to be involved in their rimers’
reproductive health.

Education: men who are educated were twice more involved in
reproductive health services compared with thoséh viess
educated.

Profession those that spend more time outside the home are
more likely not to have taxi drivers and motorbitexi riders
were less likely to participate than men with otlpeofessions
such as farmers or construction workers also refgais from
rural villages have to struggle to look for moneyprovide for
their family which hindered from patrticipating. Als persons
with an occasional job were less likely to partatgin Maternal
and child health (MCH) services unlike persons wttvell-paid

job who were more likely to participate in Preventiof mother

to child transmission (PMTCT) interventions.

b. Sociological factors
Cultural factors: In numerous studies, cultural ideals were
identified as barriers to male involvement. Seveesearchers
have reported negative perceptions towards mennchiig
antenatal care services. In a report, men who agaoied their
wives to ANC services were perceived as being dated by
their wives or weaklings by their peers. Regulanmhen perceive
that ANC services are designed and reserved foremonhus are
embarrassed to find themselves in such female pléddereover,
certain women do not like to be seen with theirenphrtners
when attending ANC service.
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Male attitudes and beliefs Fear of receiving an HIV positive
result and confidentiality concerns and fear ofgrsa and
discrimination prevent some men from coming for F\Ds
voluntary counselling and testing. Several, redeaeports that
men were mentioned as being concerned about Hlvcaded
stigma and disclosure. In another study, women <amt
engaging their partners in the Prevention of meotbeshild
transmission (PMTCT) would be particularly challergif men
were unaware of their status, refused to be tesiedyere in
denial about their HIV status. There also seembet@a gap in
knowledge related to discordancy. Some men questitite need
for testing if their partners had already beenetdsbelieving that
they would have the same test results as theim@at In
societies where sexual matters are not discussaulygpnen may
feel uncomfortable talking about their family plamgp needs and
sexual concerns with their partner and with heeditinsellors.

Female attitudes and considerations Women victims of
gender-based violence may be afraid to ask thein@ato test
for HIV, this results in low male involvement. las been shown
that women at ANC clinics fear violence from theartners who
attend ANC clinics with them. These women are comee that
the discovery of a positive HIV test result may de#o
abandonment, rejection or being perceived by thasband as
being responsible for contacting HIV into theiratgdnship. Male
partners of women with higher income were more lyike®
participate in HIV testing and counselling. Alsopmwen with
higher education were more likely to have discusséd and
reproductive health issues with their male partners

C. Communication: Partners with poor communication was found
to be associated with poor male involvement. Onatther hand,
good couple communication was associated with high
seropositive status disclosure and support betviieesband and
wife. It is reported that concerning men involvemenantenatal
care, readiness to provide support to their ferpakeners which
include counselling, testing, use of prophylaxistiratroviral
drugs and choice of baby's feeding options is dor&MTCT
intervention. Male participation increases spoasahmunication
about sexual risk and behaviour change, especraltiiscordant
couples. When men are involved in testing it eesidouples to
address condom use, decrease sex with outsideepaend thus
help to prevent HIV and other STI transmissionh® tininfected
partner. Studies also have shown an associatiomelbat men’s
involvement and better contraceptive use.
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Health services factors:

The attitude of health care providers Harsh and precarious
language directed at women from skilled health gssibnals
serves as a barrier to male involvement. Harslinrerat of men
by health care providers discouraged them fromrmétg or
participating in PMTCT activities. Moreover, somealth care
providers did not allow men access to ANC settimggshe study,
men mentioned the negative attitudes of staff membad lack
of common courtesy, the way they care for pregmarhen and
healthcare workers not allowing men to enter theraatal clinic
with their partners. However, healthcare workersowlere
reluctant to encourage male attendance in antecatal make
men feel unwelcome and disrespected due to heafthservices
were designed without considering their needs.

Financial constraints Financial constraints of male clients have
been identified as a barrier to men participatimghie uptake of
reproductive health services. Health providers wharged extra
beyond the official ANC fees and low salaries asiting factors
for male involvement.

Facility and space constraints These results suggest that more
friendly and convenient venues for men are needkd.lack of
space to accommodate male partners in ANC clinias aiso
reported to adversely impact male involvement. iCirare often
unable to concurrently accommodate pregnant wonmenttzeir
partners because of a lack of space. Gender-speeifvices to
address uniquely male issues do not exist. Targetedventions
for men, such as tailored messages, specific healtication
sessions, and innovative strategies to identify enfiadéndly
venues would be valuable for increasing male ineolent.

Waiting time: Regularly, women must wait for long before
receiving ANC services because of burdensome adtrative
procedures which result in prolonged waiting timyettoe patient
throughout the health facilities. Men, who are ime tpaid
workforce, are often not able to spend virtuallg tbntire day
participating in ANC and other SRH services.

Quality of care: Health care service providers are often
overworked, stressed and must work in a facilitthwseverely
limited resources. In such context, the quality sefvices is
compromised and taking care of participating madetrers is
considered an additional burden.
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Time of day for providing prevention of mother-to-child
transmission servicesMost health facilities offer these services
only on weekday mornings when most the men areoak.wy et
several studies have identified ANC opening hosrs dimiting
factor for male involvement. Geographical constiaiimpact
health services uptake and male participation. Laak
decentralized services is a reason for low heathices uptake
and limited male involvement. The distance that tnale
partners have to travel to the clinics to partitgpan
comprehensive sexuality education, HIV tests andnselling,
the costs of transportation and the amount of tiper
appointment at the clinic were identified as basri¢o male
involvement. Most of the male partners and mengémeral,
wanted the health services to be implemented anehded to
their villages or close to their homes to save thie costs of
time and travel fees.

3.6 Strategies to Improve Male Involvement in &wual and
Reproductive Health

SRH Services that are reported to be of partiantarest to men should
be used as the entry point for any interventionetourage male
involvement from the male point of view.

Sexual and Reproductive Health Services of pagrculterest to men
include:

i. Family planning information and services,

i Diagnosis and treatment of STDs

ii. Information on male and female anatomy and phygilo
iv. General medical care,

V. Physical exams needed for employment,

Vi. Treatment of urological problems,

vii.  Counselling about sexuality,

vii.  Sexual dysfunction, and

iX. Discussing sexual needs with partners,

X. Screening for prostate and testicular cancer,
Xi. Evaluation of male infertility

The four strategies health care workers could emplp to invite

husbands to participate in maternal health include

i. Asking pregnant women to bring their husbands thet ime
they come to the health facility

i Sending invitation cards to men

ii. Male peer education initiative

iv. Use of incentives to encourage communities
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Other interventions include distribution of infortiva, education and
communication materials; community meetings outneactivities and
workshops or Seminars are some of the interventomsomote men’s
engagement in maternal healttespite all these men are still largely
missing

Interventions effective in encouraging male involveent in SRH
include -

Targeted women and men in reproductive health egunchave shown
to increase their knowledge about maternal andl dingalth outcomes,
increase health-seeking behaviour among pregnanhewp raise
awareness and use of family planning in the pottpamperiod and
increase awareness of dual protection for STlIs.

Effective strategies to reach men and involve tivei®RH programs are
provided by health facilities, couples and commagitThese strategies
encourage men to attend antenatal and postnataiultation where
information on maternal health care provided topdes.

The community mobilisation used methods like magerpinitiative,
incentives and community sensitisation.

The coupling strategy was the most appropriatenast mostly used by
educated and city residents, the male peer strategy effective and
sustainable at the community level. However, thet fthat few
interventions have targeted heterosexual men awne been the subject
for detailed evaluation suggests that there is @&dnér more
interventions and better evaluations, which wowdmeine not only the
process of men’s involvement but also their impacthe lives of both
the men themselves and their families.

SELF-ASSESSMENT EXERCISE

Enumerate the factors associated with male invoarégrnm reproductive
health services.

4.0 CONCLUSION

There is a need to develop and apply strategiegnitance male
involvement in reproductive health, which is fundartal to improving
sexual and reproductive health.

5.0 SUMMARY

Despite the acknowledged importance of male involet in
reproductive health in improving access to servieesl improving
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maternal and child health indices, the level is lespecially in the
developing world. This is associated with a loso€iocultural factors.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the barriers to male involvement irrgdpctive health
issues.

2. Explain the strategies that encourage male Iwewoent in
maternal health.

3. Enumerate the factors associated with male hiewoent in

reproductive health services.
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1.0 INTRODUCTION

Gender-based violence is any harm or suffering thaperpetrated
against a woman or girl, man or boy and that hatmaghysical, sexual
or psychological health, development or identity tbé person. The
cause of the violence is founded in gender-baseepmequalities and
gender-based discrimination.

Because gender-based violence mostly affects woameh girls, the

terms gender-based violence and violence againsteno(VAW) are

often used interchangeably. However, men and bagsatso be subject
to gender-based violence, and women can be pei@straSida’s

definition is in line with the UN definition of vience against women
but has a wider scope to include men and boys tesnpal survivors.

Gender-based violence against women and girlsnisedi to gender
inequalities and gender norms according to whieh‘thmale’ and the
‘feminine is associated with weakness, inferiordgd victimisation.

Likewise, gender-based violence against men ang bdtgn builds on
different norms for masculinity and femininity. Forstance, men and
boys who are subject to gender-based violence egpuhished for not
being ‘real men, not complying with social expeicias on manhood
and masculinity norms, for example as gay, traisgexoal and/or being
identified as belonging to a low-status masculirdgntity.

While gender inequality, unequal power relationsl ahscrimination
based on gender are the overarching causes of igeased violence,
and this violence is not limited to specific reggoar socioeconomic,
religious, or ethnic groups but occur everywhehe, interplay between
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other causes and contributing factors influences pinevalence of
gender-based violence. These factors may includentéiimalisation of
violence in the wake of armed conflict, an ineffeetcriminal justice
system.

Violence against women and girls is a major healtd human rights
issue, as at least 1 in 3 of the world's femaleutadmn has been
physically or sexually abused at some time in ifer Many, including

pregnant women and young girls, are subject torsewstained, or
repeated attacks. Worldwide, violence against wornseas serious a
cause of death and incapacity amongst women obdetive age as
cancer, and a greater cause of ill-health tharfidraiccidents and
malaria combined. According to a WHO study in rudglanda, one in
three women is subject to verbal or physical tlerdaim their partners,
and 50 per cent of those who have been threatartsgguently receive
injuries. It also revealed that beating a femaletnest was viewed as
justifiable in certain circumstances by 70% of n3a8e90% of females
in Uganda. It is also revealed that domestic vicdermay be an
important factor in women’s susceptibility to acgug HIV.

2.0 OBJECTIVES

By the end of this Unit, you will be able to:

. explain the meaning and forms of gender-base@ned

. discuss the consequences of gender-based violence

. enumerate the barriers to effective control of gerzhsed
violence and

. describe the strategies, principles and requiresntemtcontrol of
covid-19.

3.0 MAIN CONTENT

3.1 Classification of Gender-Based Violence

Gender-based violence is classified into differfemins. However, the
forms are interrelated as victims suffer more tbaa form at a time and
one form could lead to another form. They are diasisas follows -
Sexual violence

Emotional violence

Physical violence

Economic violence

Harmful traditional practices

Others — forceful HIV transmission

oukwnE
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Examples of Sexual gender-based violence include —
I. Rape

il. Sexual assaults

iii. Sexual harassment

iv. Sexual exploitation

V. Sexual abuse

Sexual harassmentis defined as “Any unwelcome, usually repeated
and unreciprocated sexual advance, unsolicitedas@ttention, demand
for sexual access or favours, sexual innuendolmroterbal or physical
conduct of a sexual nature, display of pornographaterial, when it
interferes with work, is made a condition of empient or creates an
intimidating, hostile or offensive work environmént

Sexual exploitation is “Any abuse of a position of vulnerability,
differential power, or trust for sexual purposdss tincludes profiting
monetarily, socially or politically from the sexuaxploitation of

another; Sexual exploitation is one of the purposksrafficking in

persons (performing sexually, forced undressing/anchakedness,
coerced marriage, forced childbearing, engagenremornography or
prostitution, sexual extortion for the granting gbods, services,
assistance benefits, sexual slavery)”.

Sexual exploitation can also be defined as anyealmisa position of
vulnerability, differential power, or trust for seal purposes; this
includes profiting monetarily, socially or politiba from the sexual
exploitation of another. Sexual exploitation is amfethe purposes of
trafficking in persons (performing sexually, forceddressing and/or
nakedness, coerced marriage, forced childbearimgagement in
pornography or prostitution, sexual extortion fbe granting of goods,
services, assistance benefits, sexual slavery)”

Abuse/humiliation: the examples of these are a s®wal insult,
degrading, demeaning, compelling humiliating act€anfinement e.g.
isolate from friends, restrict movement, depriveeity.

3.3 Factors Associated with Gender-Based Violence

The power play between gender
Women empowerment

Cultural believes

Social status of women
Insecurity

a0

Ecological framework explanation: The so-called “ecological
framework” is based on evidence that no singleofacan explain why
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some people or groups are at higher risk of intsigreal violence, while
others are more protected from it. This framewodws interpersonal
violence as the outcome of the interaction betwaany factors at four
levels — individual, relationship, community, aratietal.

1.
I

.
iii.

iv.

V.

Vi.
Vii.

Societal

Conflict and crisis

Rapid social change

Gender, social and economic inequalities
Poverty

Weak economic safety nets

Poor rule of law

Cultural norms that support

Community

Poverty

High crime levels

High residential mobility
High unemployment

The local illicit drug trade
Situational factors

Relationship

Poor parenting practices

Marital discord

Violent parental conflict

Low socioeconomic household status
Friends that engage in violence

Individual

Victim of child maltreatment
Psychological/personality disorder
Alcohol/substance abuse

History of violence

Perpetrators of Gender-Based Violence

oohkwnhE

Anyone in the position of power, authority, control
Husband / Intimate partner

Some trusted by victim e.g. teacher, relations
Soldiers and paramilitary (IDP camp/war)
Employer

Family members including parents
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3.2 When and where gender-based violence inciderdascur

Informants reported common instances where the oSkGBV is
particularly severe:

I. At markets people not only trade goods but afmiher to
socialize and to drink. Many girls skip school oarket days to
sell alcohol in bars and discos, exposing themsetuerisks of
sexual abuse.

il. Around water sources or boreholes, low watetdg force girls
and women to wait late into the night to fetch waté not
accompanied by a security guard, they are vulnerdbirls who
spend long hours at the borehole are said to getvied in 'bad
company'.

iii.  When women go out to collect firewood or to dasual labour to
supplement family incomes they may be abused. Woheare
had to consent to sex before being paid by empoyer

iv. ~ When boys and girls gather together for chuattendance and
choir practice, many linger and do not immediatelyirn home.

V. At schools many teachers have sexual relationshisstudents,
luring girls into relationships by promises of gifand high
marks.

vi.  When girls are forced by poverty to work as maidslacal
houses male householders may sexually abuse thecoesce
them into marriage.

vii.  When a woman loses her husband, one of his maévesd may
demand sexual favours or steal her property.

viii.  In marriages where the age difference is greagl$eof domestic
violence also tend to be high

3.4 Consequences of Gender-Based Violence

While women are usually the immediate victims ofidger violence, the
consequences of gender violence extend beyondidtien\to society as
a whole. Gender violence threatens family strustuchildren suffer
emotional damage when they watch their mothers sistérs being
battered; two-parent homes may break up, leaviaghw female heads
of household to struggle against increased powamnty negative social
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repercussions. Psychological scars often impedeesitablishment of
healthy and rewarding relationships in the futwectims of gender
violence may vent their frustrations on their cheld and others, thereby
transmitting and intensifying the negative experesiof those around
them. Children, on the other hand, may come tomcegelence as an
alternative means of conflict resolution and comioation. It is in these
ways that violence is reproduced and perpetuated

All health components of the victim & beyond aréeafed

1. Physical
2. Psychological / mental
3. Economic

4. Social for example stigma and parenting role

These acts of violence can lead to serious consegsedo physical and
psychological health and social well-being. WHO wsorking to
strengthen the health sector's response to Serundleg-based violence
as part of a comprehensive approach to preventiand response to
this health and human rights concern?

3.5 Principles and Requirements for Control ofGender-
Based Violence

The social response to gender-based violence

Over the last few decades, gender-based violensé&en recognized
and discussed as a public, rather than a privatblgm. As a result, a
multitude of potential responses has been idedtifighin the state and
civil society. w There is a variety of approaches gender-based
violence (i.e. human rights, health, developmemi) ¢hey are being
integrated to address the problem. Through theggzation of multiple
sectors and entire communities in addressing gelmasrd violence, it is
possible to achieve effective prevention and creaigal networks to
ensure that victims of gender-based violence recehe care and
protection they need. w The Pan American Healtha@mation points
out that creating these networks involves integtatgender-based
violence prevention and care into existing systamd services, as well
as designing new responses. Social responses tiergleased violence
fall under several categories:

i. Health care services
i Victim assistance services
ii. Working with perpetrators

iv. Exploring masculinities

V. Media information and awareness
vi. Campaigns

vii.  Education

vii.  Legal responses
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iX. Community interventions

X. Faith-based programs

Xi. International conferences and conventions

Control Implies the following

1. Awareness-raising, training, and refresher coumsesgender-

based violence is a key strategy

Having a code of conduct for staff

Coordinated activities amongst stakeholders, wheaables
effective response and to reduce gender-basedemiacidence
Adopting Holistic strategies that extend to alltees

Having trained personnel and facilities

Have a legal framework (adapted)?

Availability of effective reporting channel

wn

No ok

SELF-ASSESSMENT EXERCISE

Explain the root causes of gender-based violence.

40 SUMMARY

Gender-based violence continues to be a huge olgalls Nigeria and
other parts of the world. The challenge is worsiNigeria and other
tropical countries where there is poor due to caltdactors and weak
systems for reporting and management. The rootecaftigender-based
violence lied in unequal power relations betweenmen and men.
However, a variety of factors on the individual dévthe family level,
and at the level of community and society, oftembme to raise the
likelihood of violence occurring. The effects ofngker-based violence
are far-reaching and extend beyond the individualigor, to the family
and society as a whole. Potential social and atbggonses to gender-
based violence are most effective when there is cannwon
understanding of the nature and causes of gendgexdbaolence and it
is addressed from all angles, through the partiipaf multiple sectors
and entire communities. There are barriers to #@¥feccontrol of
gender-based violence despite recognizing it dsmlenge.

5.0 CONCLUSION

Pending the removal of barriers to reporting ge#imbesed violence, such
as culture, poor system, lack and/or poor empowetmmewomen, very
little could be achieved in the control of gendaséd violence.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the barriers to control of gender-baseden@e in
Nigeria.
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2. Explain the root causes of gender-based violence.
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INTRODUCTION

Hormonal contraceptives are two types; oral aneciaple.

2.0

By the

158

OBJECTIVES
end of this Unit, you will be able to:

state the three ways that oral contraceptives ptguegnancy.
list four advantages of the birth control pill.

enumerate three disadvantages of the birth copiitol

Explain the reason why pregnant women should rkat tlae birth
control pill.

describe four medical reasons for not giving a worttee birth
control pill.

list the points that should be discussed with a aomwho is
starting to take the birth control pill.
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3.0 MAIN CONTENT
3.1 Oral Contraceptives (The Pills)

It contains the hormones oestrogen and progesteraneé prevent
pregnancy in three ways by:

a. Preventing ovulation

b. Changing the cervical mucus so that it acts agi@ebéo sperm

C. Making the endometrium thin and unable to supguwetfertilized
egg The pill is theoretically over 99 per cent efifee. This
means that when one hundred women take the pil fggar, not
even one of them should become pregnant.

d. Uses of Oral Contraceptives

i. To preventing unwanted pregnancies

i Decrease painful menstruation

ii. Prevent iron deficiency anaemia, and

iv. Provide some protection against ectopic pregnamcy @elvic
inflammatory disease.

e. Side Effects

These side effects include nausea/vomiting, changeskin

colour, weight loss, weight gain, swelling, headgchatigue,
depression, enlargement of the breasts, decreakesire for sex,
increase in desire for sex, breast tenderness,dbssir, skin

rashes, itching, dizziness, feelings of faintnegstting/bleeding
between periods, and numbness/tingling in the aamd legs.
These side effects are usually called “minor” beeainey do not
threaten the life of the women. Most disappear wtten oral

contraceptive is stopped. Others include an ineraasbirth

defects and death from a disease of the circulatgstem.

f. Advantages and Disadvantages

The advantages of birth control pill include:
It is easy to use

It is self-administered

It does not interfere with the sexual act

It can be stopped at any time

oo o

The disadvantages are:

a. It is easy to forget to take the pill regularly
b. It requires a regular supply of pills
C. Many side effects, both major and minor, can occur
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3.5 Contraindications

Oral contraceptiveis contraindicated in women with the following:
a. Stroke or a heart attack since these are likebctur again

b. Cancer cancer may grow because of increased oestrog
pregnant women as birth defects may occur
C. Kidney or liver disease since the birth control mlexcreted by

the kidney thrombophlebitis

The pill should be given cautiously to women with the following:

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

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

C. Depression. Women who are severely depressed mdyttiis
condition worsens if they take the birth contrdl. pi

d. Women with varicose veins are predisposed to geidtlots.

e. Epilepsy as convulsions may increase while on it lbontrol
pill

f. Irregular menstrual cycles.

3.6 Taking ThePill

The pill should be started on any of the first fol@ys of the menstrual
cycle. (The first day of spotting or bleeding iswswered day 1.) If one
pill is missed, the pill should be taken as soothasvoman remembers
that she has not taken it. If two pills are miseed2 consecutive days,
the woman should take 2 pills on each of the nesags. She should
also use contraceptive foam or cream and her pangseecondoms each
time sex occurs until the next menstruation becawsdation can occur
when 2 pills are missed.

3.7 Thecomplication of Oral Contraceptive

Elevated Blood pressure

Blood pressure should be checked whenever the waialeng oral

contraceptives comes to the clinic. Women who hsyatolic blood

pressure between 140 and 160 or diastolic presmiveecen 90 and 105
should be advised to return to the clinic once anttmdo have their
blood pressure checked. A systolic level of 160 mghor a diastolic

level of 105 mm HG means that the pill should b®pged. The blood
pressure usually returns to normal within 30 days.
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Headache

Headache can mean high blood pressure. The pillldhoe stopped
when a woman has headaches that are getting wasesassociated with
other symptoms or do not stop after having takedicagion.

Blurred vison or temporary loss of vision

Visual problems can also mean high blood presstire.pill is stopped
if a woman has visual problems, especially when eadache or
weakness in an arm or leg is present.

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

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

Leg pain

Leg pain may be a sign of thrombophlebitis (blotmt)c Pain, swelling,
warmth and redness on the legs are symptoms ahttophlebitis. An
immediate referral to a physician is necessarg. Woman has frequent
leg pain without other symptoms, of thrombophlabghe is advised to
stop the pill.

SELF-ASSESSMENT EXERCISE

A person suffering from depression should takespiliiscuss.

40 CONCLUSION

Oral contraceptives are used by women throughowt world.

Guidelines for their use, including medical histotiat could

contraindicate their use and the schedule for ‘khgx, this is because
of the risk to a woman who takes the birth congid

5.0 SUMMARY

Oral contraceptives contain the hormones oestr@geh progesterone
and prevent pregnancy in three ways: preventindgation, changing the
cervical mucus so that it acts as a barrier to mpanaking the
endometrium thin and unable to support the feedizgg.

6.0 TUTOR-MARKED ASSIGNMENT

1. What advice would you give a woman that fortgaiake her pill?
2. Discuss the complications of oral contracegtive
3 A person suffering from depression should taiks. Discuss.

161



PHS401 REPRODUCTIVE AND ADOLESCENT HEALTH

7.0 REFERENCESFURTHER READING
WHO Gender and Sexuality Health working group.

Ajayi, V. (1980). A Textbook of Midwifery. London, Macmillan,
(Macmillan Tropical Nursing and Health Sciences&r

Olds, S., London, M. Ladewig, P., Davison, M. (2pQ4aternal and
Newborn Nursing and Women Health, (7" ed.).. Pearson Prentice
Hall.

Ingalls, A. J. & Salerno, M. C. (1999Maternal And Child Health
Nursing.( 4th ed.). St Louis, Mosby.

Ojo O. A. & Briggs, E. B. (1996)A Textbook for Midwives in the
Tropics. London, Edward Arnold.

Knut-Inge Klepp. (1st ed.). (2008Rromoting Adolescent Sexual and
Reproductive Health in East and Southern Africa.

162



PHS 401 MODULE 5

UNIT 2 INJECTABLE CONTRACEPTION
CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Types of Injectable Contraception
3.2 Advantage of Injectable Contraception
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
7.0 References/Further Reading

1.0 INTRODUCTION

The injectable contraceptive is effective, longitag and not related to
sexual intercourse. Injectable contraceptives aveenthan 99 per cent
effective. They prevent pregnancy by preventinglaton. They also
change the cervical mucus, which becomes thick stiofty, and thus
prevents sperm from entering the uterine cavity.

20 OBJECTIVES

By the end of this Unit, you will be able to:

. list three ways in which injectable contraceptivpsevent
pregnancy.

. list two advantages injectable contraceptives haver oral
contraceptives.

. list four advantages injectable contraceptives luer IUDs.

. list three disadvantages of injectable contraceptiv

30 MAINCONTENT

3.1 Typesof Injectable Contraceptive

Two injectable contraceptives are available. ThreyRepo-Provera and
Noristerat. They prevent pregnancy by preventinglation, change the
cervical mucus, which becomes thick and sticky, dmas prevents
sperm from entering the uterine cavity. Depo-Pravs usually given
one 150 mg dose every three months. Noristeratldhmmigiven in five
200 mg doses every 8 weeks. All of the drugs maswithdrawn from
the container, otherwise, the dose may be insafiici Because
Noristerat comes in a thick, oily solution, the taoner may need to be
warmed so that the solution is easier to take amd expel from a
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syringe. The medication must be injected deep tiidomuscle and the
injection site should not be massaged. If theséruasons are not
followed, the medication may be absorbed more g the body and
the length of time the woman is protected from pesgy will be

shortened.

3.2 Advantages

Injectables Compared with oral contraceptives has the following

advantages:
a. More convenient if the woman has easy access tdrtige
b. Not associated with the risks associated with geeaf oestrogen.

I njectables Compared with IUD has the following Advantages:
a. Greater effectiveness

b. No pelvic examination is necessary

C. No concern over uterine perforation or pelvic irni@c

General Disadvantages are:

The disadvantages of the injectable contraceptaapared with the

oral contraceptive are:

1. Disturbances to the menstrual cycle. Many womeneg&pce
changes in their cycles after receiving the injelga
contraceptive. Cycles may be longer or shorterwHbay be
increased or decreased. Bleeding between periogootar.

2. Delay in return for fertility. It may take a womap to 24 months

to become pregnant after discontinuing use.

More expensive than oral contraceptives or IUDs.

Not usually available in several countries.

5. Side effects include weight gain, nausea, dizzines&n
pigmentation, acne, dysmenorrhea, discharge froennipples
and a decrease in the desire for sex.

6. Side effects cannot be stopped until the drug cset&d.

how

SELF-ASSESSMENT EXERCISE

Discuss the relationship between ovulation ancciajge
contraceptives.

4.0 CONCLUSION

Oral contraceptives are safe and effective andr aifbvantages over
other methods.
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5.0 SUMMARY

Oral contraceptives are Depo-Provera and Noristéfaey prevent
pregnancy by preventing ovulation, change the catvinucus, which
becomes thick and sticky, and thus prevents speosm £ntering the
uterine cavity.

6.0 TUTOR-MARKED ASSIGNMENT

1. Enumerate the advantages of Oral contraceptives
2. Discuss the relationship between ovulationiajettable
contraceptives.
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1.0 INTRODUCTION

Intrauterine devices (IUDs) are devices placedhm ¢ervix and uterus
to prevent pregnancy.

20 OBJECTIVES

By the end of this Unit, you will be able to:

. list five advantages of the IUD as a method ofbadntrol.
. list six disadvantages of the IUD as a method ghhzontrol.
. list three contraindications to insertion of an IUD

3.0 MAIN CONTENT
3.1 Advantagesand Disadvantages of The lUD

Advantages

The IUD is effective, convenient, and relativelyesdt does not require
repeated insertion, nor does it interfere with séxactivity. Fertility
returns soon after the device is removed. Pregnaaieyg are reported to
be one to six for every one hundred women who hesedevice for a
year.

Disadvantages

The disadvantages of the IUD are:

I Pain, ranging from mild to severe, on insertion

il. Occasional fainting during or immediately aftesertion
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iii.  Anincrease in painful menstruation
iv. An increase in menstrual flow if the deviceedonot contain

copper
or progesterone

V. Bleeding/spotting between periods

Vi. Fairly high expulsion rates. Although expulsican happen at

any time, it is most likely to occur in the firstomth after the
device is inserted

vii.  An increase in the incidence of severe peinfection
viii. ~ The possibility of perforation of the uterushen the device is
inserted.

3.2 Technique of Insertion and Removal

The device should be placed high in the fundus. TH® and
instruments inserted into the cervix and uterusukhdbe sterile.
Perforation, expulsion, and other medical probleresdecreased when
proper insertion technique is observed. IUDs ammoned without
difficulty. The threads of the device are graspeathviorceps or with
two fingers and pull steadily, if the device doe$ come out readily, the
patient may need to be referred,

3.3 Timeof Insertion

IUDs can be inserted at any time during the meastraycle,
immediately after delivery or after an abortion. eTladvantage of
insertion post-delivery or post-abortion is thag fhatient motivation is
high and a return visit for insertion is eliminat€thers prefer to insert
them during menstruation. At such time the cervasls dilated so that
insertion is usually easy and any bleeding thaumccs assumed to be
normal menstrual flow.

3.4 Contraindications

I Any infection of the genital tract

. Pregnancy is known or suspected

iii. A history of previous ectopic pregnancy
iv.  Unexplained vaginal bleeding

V. heavy periods (menorrhagia)

3.5 Complications
1. Bleeding

The most frequent problems are pain and spottingleeding.
These often go away after two to three months wthenbody
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becomes accustomed to the device. If the problemsrue, the
IUD may be removed.

Infection

Severe pelvic infections lead to abscesses. lofects often
caused by bacteria from the vagina that has atthtiemselves
to the thread of the device. The treatment of geiviections in
women using IUDs varies. In some places, the degicemoved
immediately, and the woman is given antibiotics.others, the
device is left in place and removed only if sympsoap not
disappear after antibiotic therapy. Signs of peinfection are

i. Fever

i Pelvic pain or tenderness

ii. Severe cramping

iv. Unusual bleeding

V. Unusual vaginal discharge

Perforation may occur at the time of insertion. Wiperforation
occurs, pain and bleeding may or may not be pretamediate
treatment depends on the symptoms. The device nwved
surgically.

Pregnancy with an IUD in situ is common and is mideely to
be an ectopic pregnancy when the pregnant womam iBJD
user. The symptoms of ectopic pregnancy; pain d&eding may
be missed because these symptoms are similar widbesffects
of the IUD itself.

Counslling

Any woman using IUD must be counsel on the follagyin

1.

2
3

The mechanism, how the device will be inserted laon it may
affect her.

Shown how to check for the thread attached tolthz |

Advised to come back for care if she misses a gesiocannot
feel the thread of the device All available biribntrol methods
should be discussed with women wishing to use aathaud of
family planning.

4.0 CONCLUSION

IUDs are safe and effective and offer advantages other methods.
Cultural beliefs about vaginal bleeding and conseaver how the
device prevents pregnancy must be respected.
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5.0 SUMMARY

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

6.0 TUTOR-MARKED ASSIGNMENT

1. Enumerate the advantages of IUDs.
2. Differentiate between contraindications anthpbcations in the
use of IUDs.
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1.0 INTRODUCTION

Condoms are a safe and effective method of birtitrcb when used

regularly and correctly. Condom is best used byptesi that are
motivated and experienced. Condoms also provideespnotection

against gonorrhoea, syphilis, herpes and ChlamyBiecause condoms
are often linked to prostitution and venereal disgathey are
unacceptable to some people.

20 OBJECTIVES

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

. list five advantages of condoms as a birth comtrethod.
. list six disadvantages of condoms as a birth comeghod.
. describe the procedure for correct use of the condo

30 MAINCONTENT

3.1 TheCondom

All condoms are approximately the same length,uarerence, and
thickness. They come in lubricated and non-lubeiddbrms. They also
come in colours, including pink, red, yellow, blaed black. Heat is
damaging to condoms; therefore, condoms shouldadattored in hot
places.

How to usea Condom
Proper use of the condom is needed for its effenggs. It is rolled over
the tip of the erect penis and then unroll down geais. It is advised
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that the condom being put on before the erect penishes the genital
area so that sperm present in the fluid that cdno@s the man’s urethra
before ejaculation will not get into the vagina.tekf ejaculation, the
penis is withdrawn immediately before it becomet and the condom
slips off. The man should grasp the ring of thedmn firmly when he
withdraws his penis from the vagina so that therapdoes not spill out.
Condoms should never be reused. Most condoms hesgeavoir or tip
at the end to catch the sperm and avoid burstingen\a condom does
not have that tip, one centimetre of space cartat the tip to create a
reservoir before the condom is put on so that tilleoe room for the
semen. It is wise to check a condom immediatésr aise to make
sure that it did not break. A condom that breaksinduintercourse
carries the same risk as unprotected intercoutse effectiveness of the
condom is increased when the woman uses contraedpam or cream
at the same time.

The advantages of condoms are:

Convenience

Ease of use

No side effects

Prevention of some infections

No. medical examination is necessary before use
Readily available

"0 Q0T

The disadvantages are that condoms:
Interrupt lovemaking
Can be difficult to put on
Don’t always stay on
Can cause embarrassment to either partner
Can break
Reduce sensation for some men and women
May increase anxiety because of fear of slippirfg of
It May be associated with decreased pleasure en@king since
the immediate withdrawal is usually advised affacelation

S@ ~Po0CTp

3.2 Sterilisation

Sterilization is a procedure that gives permanerdgtegtion from
pregnancy. This unit discusses the advantages @adlvdntages of
sterilization as well as the complications of thhegedure and the kind
of counselling that should be given to interestedpie.

Female Sterilisation

Two surgical procedures are used for female statibn. These are

(@) Hysterectomy, a major operation that involvemoval of the
uterus.
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(b.) Bilateral tubal ligation (BTL), an operatiom which both
Fallopian tubes are cut or tied (ligated).

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

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

Laparotomy is considered a major surgical procetlecause it involves
the use of general anaesthesia, a large incisiorage on the abdomen.
The equipment and skill required for performing miraparotomy are
fairly inexpensive and simple. Health care pramtiérs other than
physicians can be trained to perform this procedure

Mini laparotomy

Mini laparotomy is faster, safer and less expensiiee procedure is
about 99 per cent successful in preventing pregnaiic can be

performed under local or general anaesthesia. Tdeegdure takes 15-20
minutes or less to perform. A small incision (2#)ds made slightly
above the pubic bone. The tubes are located atetl libut of the

abdomen through the incision. The tubes are tiatfoarcut, and the
abdominal incision is closed with a few stitcheslldwing the

procedure, women should be told to keep the intidiy and clean for a
few days. Lifting heavy objects should be avoidedirdy this time if

possible. Sexual intercourse can be resumed as a®dhe physical
discomfort is gone. Protection from pregnancy isniediate. The most
common complications are:

a. Accidental cutting of the uterus, bladder, or bowel
b. Haemorrhage
C. Infection

Vasectomy (Male Sterilisation)

Sterilization of men is called vasectomy, and italves tying the vas
deferens, the tubes which transport sperm frontdbicles. Vasectomy
has a very low failure rate. The procedure is stifen mini-laparotomy
because the vas deferens are located outside dwenaiml cavity. is
performed under local anaesthesia. A small (1-2iogi$ion is made in
the skin on one side of the scrotum, and the vdsreles are pulled
through the opening. The vas is tied and /or cod the incision is
closed with two or three stitches. The procedurhes repeated on the
opposite side.

The patient should be told to keep the incisionsahd clean for 24
hours. Heavy work should be discouraged. Men shoavoid
ejaculation for seven to ten days to avoid presanckpossible rupture
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at the site of surgery. Unlike BTL in women, vasecy does not
immediately make a man sterile. Sperm may be ptesdghe next few
ejaculations. Condoms should be given to meneatithe of vasectomy
for use in the next four to six weeks. The most wmn complications
of vasectomy are infection and haematoma. Howeaenplications are
rare and are not usually serious.

3.3 Advantages & Disadvantages of Sterilisations

Advantages

a. Continual motivation on the part of the patienhad needed

b A regular source of contraceptive supplies is resded

C. Protection is forever

d. The procedure needs to be performed only once

e, “Check-ups” as encouraged with the use of ooaltraceptives
and IUDs are not necessary

f. Common side-effects associated withateg contraceptive and
the 1UD is not present

Disadvantages

One major disadvantage is that is its permanendpan it gives life-
long protection against pregnancy. But people daange their minds,
for example, a partner may die, or a disaster meguio in which
children are killed. In these situations, the permswy regret having had
the sterilization. Reversal of the procedure, “urdy the tubes, are
often unsuccessful.

3.4 Counslling for Sterilisation as a Method of Birth
Control

Counselling should emphasize that sterilisatiodesired only if people
do not want more children at any time in the futuBafficient time to
make a thoughtful decision should be allowed. Cellng should
include information about, benefits of the procedand risks of the
procedure.

That no change in sexual functioning will occur asresult of

sterilisation. Patients should be told what wilppan and how they are
likely to feel. Post-operative care is the samefasany operative

procedure. Vital signs should be checked to idgnitibemorrhage.
Analgesics may be needed for pain. Danger signspaigents should
look for after discharge are, in particular, bleediinfection, and severe
abdominal pain, and should be reviewed. Instrustitor keeping the
wound clean should be given to the patient.
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SELF-ASSESSMENT EXERCISE

Male sterilisation is rare in Nigeria. Discuss.
40 CONCLUSION

The midwife must know about sterilisation proceduréhey must give
appropriate information and counselling and supp®otple in their
decisions about birth control.

5.0 SUMMARY

Counselling for sterilisation as a method of birtontrol should
emphasize that sterilisation is desired only ifgdeado not want more
children at any time in the future. Sufficient tifreemake a thoughtful
decision should be allowed. Counselling should udel information
about, benefits of the procedure and risks of tloegrlure

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the method of sterilizations availdblehe male and
females.

2. Explain why condom is preferred by most yopegsons.

3. Male sterilisation is rare in Nigeria. Discuss
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