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PREFACE

About OpenStax

OpenStax is part of Rice University, which is a 501(c)(3) nonprofit charitable corporation. As an educational
initiative, it's our mission to improve educational access and learning for everyone. Through our partnerships with
philanthropic organizations and our alliance with other educational resource companies, we're breaking down the
most common barriers to learning. Because we believe that everyone should and can have access to knowledge.

About OpenStax Resources

Customization

Maternal-Newborn Nursing is licensed under a Creative Commons Attribution 4.0 International (CC BY) license,
which means that you can distribute, remix, and build upon the content, as long as you provide attribution to
OpenStax and its content contributors.

Because our books are openly licensed, you are free to use the entire book or select only the sections that are most
relevant to the needs of your course. Feel free to remix the content by assigning your students certain chapters and
sections in your syllabus, in the order that you prefer. You can even provide a direct link in your syllabus to the
sections in the web view of your book.

Instructors also have the option of creating a customized version of their OpenStax book. Visit the Instructor
Resources section of your book page on OpenStax.org for more information.

Art Attribution

In Maternal-Newborn Nursing, art contains attribution to its title, creator or rights holder, host platform, and license
within the caption. Because the art is openly licensed, anyone may reuse the art as long as they provide the same
attribution to its original source.

Errata

All OpenStax textbooks undergo a rigorous review process. However, like any professional-grade textbook, errors
sometimes occur. In addition, the wide range of evidence, standards, practices, data, and legal circumstances in
nursing change frequently, and portions of the text may become out of date. Since our books are web-based, we can
make updates periodically when deemed pedagogically necessary. If you have a correction to suggest, submit it
through the link on your book page on OpenStax.org. Subject matter experts review all errata suggestions. OpenStax
is committed to remaining transparent about all updates, so you will also find a list of past and pending errata
changes on your book page on OpenStax.org.

Format

You can access this textbook for free in web view or PDF through OpenStax.org, and for a low cost in print. The web
view is the recommended format because it is the most accessible—including being WCAG 2.1 AA compliant—and
most current. Print versions are available for individual purchase, or they may be ordered through your campus
bookstore.

About Maternal-Newborn Nursing

Summary

Nurses in every area of specialty will care for persons assigned female at birth (AFAB). Therefore, nurses should be
aware of the nuances of care across the life stages, including adolescence, pregnancy, postpartum, perimenopause,
and menopause. People are unique, and nurses are in unique positions to promote health, detect vulnerability,
intimate partner violence, homelessness, depression, and impacts of social determinates of health. This text
introduces these concepts and encourages students to consider individual patient-centered care.

Maternal-Newborn Nursing is written with a focus on pregnancy, birth, postpartum, breastfeeding, and newborn
care. This text presents normal physiology and abnormal conditions specific to maternal/newborn care. The student



will be able to implement the Clinical Judgement Measurement Model to recognize, analyze, prioritize, create, act
on, and evaluate outcomes throughout the many normal and abnormal conditions presented. After reading
Maternal-Newborn Nursing, students will be able to provide patient education regarding contraception, pregnancy,
labor, or chronic pelvic pain; screen for mental health issues such as postpartum depression and anxiety, grief, or
fear; determine a patient’s access to care questioning transportation, insurance, employment; and integrate
inclusive care by addressing patients by their preferred name, recognizing populations at higher risk for health
disparities or complications, and providing a safe place for care.

Pedagogical Foundation

Maternal-Newborn Nursing uses cognitivism and connectivism as the learning framework. The text provides visual
tools such as pictures, charts, and graphs that allow students to internalize information and create long-term
knowledge. The text also builds on the students’ knowledge and skills likely obtained in previous courses, and
expands their learning of new concepts of maternal/newborn nursing. The technology and formats of the offering
allows for teachers to build and expand on the existing information, rearrange chapters to fit the needs of the class,
and connect students to resources through suggested websites and links. These unique abilities increase active
learning, leading to increased cognitive development.

Organizational Framework
The table of contents for Maternal-Newborn Nursing presents content in 27 chapters, organized into 6 thematic
units.

« Unit 1 introduces the foundations of maternal-newborn and women’s health nursing. It covers trends and
standards across all areas, alongside current ethical and legal concerns. The focus on culturally competent
care highlights issues affecting families and introduces foundational knowledge.

« Unit 2 explores health promotion and prevention strategies, addressing fertility, family planning, and common
reproductive system disorders, including both malignant and benign neoplasms. It explores sexually
transmitted infections, vaginal and urinary tract infections, and breast disorders. Additionally, it tackles
violence against women, including sexual abuse, human trafficking, and the resultant psychological trauma
and its effects on families.

« Unit 3 focuses on the physiological and psychological changes during pregnancy, detailed through prenatal
care, screening, and education segmented by trimesters. The unit also presents abnormal pregnancy
conditions and reviews various childbirth education models.

« Unit 4 breaks down the birthing process into stages of labor, discussing physiological and psychological
adaptations, maternal and fetal monitoring options, and detailed nursing care for each stage. Pain
management techniques and interventions for labor complications, such as labor dystocia, cesarean births,
and obstetrical emergencies, are thoroughly explored.

« Unit 5 presents normal and abnormal postpartum adaptations, breastfeeding techniques, and the
management of postpartum mood and psychiatric disorders. It also introduces postpartum nursing care and
screening tools.

 Unit 6 covers immediate post-birth recovery and ongoing care for the newborn. It presents newborn
assessments, gestational age estimation, typical newborn care, and parent education for newborn care. The
importance of discharge planning is emphasized, alongside discussions on complications like congenital
malformations, newborn resuscitation, and various aspects of newborn loss. The final chapter brings all the
information together in an unfolding case study. The case study uses the CJMM model and encompasses care
from preconception to the newborn stage.

Nursing Features
To further enhance learning, Maternal-Newborn Nursing includes the following features:

 Clinical Judgment Measurement Model boxes guide students through the application of the Clinical
Judgment Measurement Model in maternal-newborn nursing. The content explores the critical thinking and
decision-making processes necessary to navigate patient care at different points in the process, from
recognizing cues to evaluating outcomes.

 Clinical Safety and Procedures (QSEN) align with the Quality and Safety Education for Nursing competencies
by providing detailed explanations of safety protocols and procedures specific to maternal-newborn nursing.
This feature emphasizes the importance of patient safety and quality care and offers checklists, step-by-step,



or tips on various safety practices.

Cultural Context boxes explore the impact of cultural factors on maternal-newborn nursing. Some features
describe care provided in other countries, while other features discuss cultural considerations for patients in
the United States. Cultural Context boxes encourage students to approach each patient individually,
respecting their culture and values.

Ethical/Legal Issues features explore topics concerning ethical or legal issues related to maternal-newborn
care. One feature might provide information on legality of prescribing birth control to adolescents, while
another feature discusses ethical concerns of genetic testing.

Life-Stage Context features describe topics that are affected by a patient’s age. Age-related topics, such as
advanced maternal age, allow the students to critically think about what influences certain conditions.

Link to Learning features provide a very brief introduction to online resources—videos, interactives,
collections, maps, and other engaging resources that are pertinent to students’ exploration of the topic at
hand.

Pharmacology Connections features introduce students to specific medications utilized in maternal-newborn
nursing. Each feature includes instructions on administration, mechanism of action, dosing, safety for
pregnancy or breastfeeding, and patient education.

Real RN Stories feature firsthand accounts from registered nurses in the field of maternal-newborn nursing.
These stories help students make connections to topics on a deeper level.

Unfolding Case Studies present a hypothetical client scenario that unfolds in three parts across chapters,
with each subsequent part presenting new information on the same client, to help foster clinical judgment. In
each part of an unfolding case feature, the scenario is followed by two questions that require students to
apply their knowledge of evidence-based care and allow them to practice with questions that mimic the style
of Next-Gen NCLEX. The answers to these questions, with explanations, are included in the Answer Key for
students at the end of the book.

Pedagogical Features
To support student learning, Maternal-Newborn Nursing includes the following standard elements:

Learning Outcomes: Every chapter section begins with a set of clear and concise student learning outcomes.
These outcomes are designed to help the instructor decide what content to include or assign and can guide
students on what they can expect to learn and be assessed on.

Assessments: A variety of assessments allow instructors to confirm core conceptual learning, elicit brief
explanations that demonstrate student understanding, and offer more in-depth assignments that enable
learners to dive more deeply into a topic or history-study skill.

o Review Questions test for conceptual apprehension of key concepts.

o Check Your Understanding Questions require students to explain concepts in their own words.

o Reflection Questions and Competency-Based Assessment Questions dive deeply into the material to
support longer reflection, group discussion, or written assignments.

o What Should the Nurse Do? and Critical Thinking About Case Study Questions assess students’ clinical
judgment skills using case-based scenarios. Students review either a single case or an unfolding case that
reveals information gradually. In response to their observations of the patient, students must decide how
to navigate the Clinical Judgment Measurement Model process. This approach challenges them to apply
theoretical knowledge to practical situations, determining the most appropriate interventions based on
the patient’s specific circumstances.

Answers to Questions in the Book: The assessments are intended for homework assignments or classroom
discussion; thus, student-facing answers are not provided in the book. Answers and sample answers are
provided in the Instructor Answer Guide for instructors to share with students at their discretion, as is
standard for such resources.

Chapter Summary: Chapter summaries assist both students and instructors by outlining the primary
subtopics addressed within the chapter.

Key Terms: Key terms are presented in bold text and are followed by an explanation in context. Definitions of
key terms are also listed in the end-of-chapter glossary.

References: References are listed at the end of each chapter.
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Additional Resources

Student and Instructor Resources

We have compiled additional resources for both students and instructors, including Getting Started Guides, an
instructor’s answer guide, test bank, and image slides. Instructor resources require a verified instructor account,
which you can apply for when you log in or create your account on OpenStax.org. Take advantage of these resources
to supplement your OpenStax book.

Instructor’s answer guide. Each component of the instructor’s guide is designed to provide maximum guidance for
delivering the content in an interesting and dynamic manner.

Test bank. With more than 1,100 assessments, instructors can customize tests to support a variety of course
objectives. The test bank includes review questions (multiple-choice, identification, fill-in-the-blank, true/false),
short answer questions, and long answer questions to assess students on a variety of levels. The test bank is
available in Word format.

PowerPoint lecture slides. The PowerPoint slides provide learning objectives, images and descriptions, feature
focuses, and discussion questions as a starting place for instructors to build their lectures.

Academic Integrity

Academic integrity builds trust, understanding, equity, and genuine learning. While students may encounter
significant challenges in their courses and their lives, doing their own work and maintaining a high degree of
authenticity will result in meaningful outcomes that will extend far beyond their college career. Faculty,
administrators, resource providers, and students should work together to maintain a fair and positive experience.

We realize that students benefit when academic integrity ground rules are established early in the course. To that
end, OpenStax has created an interactive to aid with academic integrity discussions in your course.
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Visit our academic integrity slider (https://view.genial.ly/61e08a7af6db870d591078c1/interactive-image-defining-academic-integrity-
interactive-slider). Click and drag icons along the continuum to align these practices with your institution and course policies. You may then
include the graphic on your syllabus, present it in your first course meeting, or create a handout for students. (attribution: Copyright Rice
University, OpenStax, under CC BY 4.0 license)

At OpenStax we are also developing resources supporting authentic learning experiences and assessment. Please
visit this book’s page for updates. For an in-depth review of academic integrity strategies, we highly recommend
visiting the International Center of Academic Integrity (ICAI) website at https://academicintegrity.org/
(https://academicintegrity.org/).
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Community Hubs

OpenStax partners with the Institute for the Study of Knowledge Management in Education (ISKME) to offer
Community Hubs on OER Commons—a platform for instructors to share community-created resources that support
OpenStax books, free of charge. Through our Community Hubs, instructors can upload their own materials or
download resources to use in their own courses, including additional ancillaries, teaching material, multimedia, and
relevant course content. We encourage instructors to join the hubs for the subjects most relevant to your teaching
and research as an opportunity both to enrich your courses and to engage with other faculty. To reach the
Community Hubs, visit www.oercommons.org/hubs/openstax.

Technology partners

As allies in making high-quality learning materials accessible, our technology partners offer optional low-cost tools
that are integrated with OpenStax books. To access the technology options for your text, visit your book page on
OpenStax.org.
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CHAPTER 1
Foundations in Maternal-Newborn and

Women’s Health Nursing

FIGURE 1.1 Perinatal Nurses The birthing parent and newborn make a couplet. Perinatal nurses care for the pregnant person, the fetus,
and then the newborn. (credit: "Cesarean Birth" by Robyn Alvarez/Flickr, CC BY 4.0)

CHAPTER OUTLINE

1.1 Current Trends in Women’s Health Care

1.2 Standards of Maternal, Newborn, and Gynecologic Nursing Care
1.3 Perinatal Care: Regional and Levels of Care and Transport

1.4 Ethical and Legal Concerns

INTRODUCTION Maternal-newborn and women’s health nursing encompasses the lifespan of those assigned
female at birth (AFAB). This care can focus on contraception and preconception care as well as preventive health
care. The nurse can provide education on health promotion and disease prevention during an annual exam. For
those persons who become pregnant, perinatal nurses provide education, support, referrals, and care in the office,
the hospital, and the community. After the newborn arrives, the perinatal nurse cares for the parent-newborn
couplet, providing breast-feeding education and support, parenting education, postpartum depression screening,
and anticipatory guidance of the postpartum period.

Nurses learn the fundamentals of maternal-newborn and women’s health care to provide quality, safe care. Many
nurses will care for a parent-baby couplet and ensure the antepartum, intrapartum, and postpartum person and
newborn are transitioning well. Other nurses care for persons assigned female at birth (AFAB) throughout the
lifespan in a gynecologic office.

Maternal-newborn and women'’s health nurses are advocates for their patients. These nurses screen for intimate
partner violence, human trafficking, substance use disorders, depression, and discrimination. The nurse advocates
for persons of color, LGBTQIA+ (lesbian, gay, bisexual, transgender, queer, intersex, and asexual) persons,
marginalized families, and people experiencing homelessness. Through patient circumstances involving ethical



dilemmas, the nurse provides supportive, nonjudgmental care. Nurses also serve on hospital committees and work
with organizations to influence policies and laws regarding health issues affecting persons AFAB.

Special populations require individualized care. The nurse tailors care to the individual needs of the person. The
care plan is created with the person’s physical, mental, social, and emotional needs along with cultural and religious
considerations. The care of persons AFAB is enhanced by the care provided by maternal-newborn and women’s
health nurses.

1.1 Current Trends in Women’s Health Care

LEARNING OBJECTIVES
By the end of this section, you will be able to:
» Discuss the goals of Healthy People 2030 for improvement of the health of persons AFAB
» Explain morbidity and mortality of persons AFAB and children and quality improvements to address their
health status
= Recognize taboos in the health care of persons AFAB
- Describe how persons AFAB advocate for themselves

Health care evolves as new information is provided by research and new treatments become available.
Organizations focused on health promotion and disease prevention can provide goals and objectives to guide the
public in improving self-care and well-being. U.S. statistics on morbidity and mortality are published yearly and
scrutinized by researchers and health-care providers to make improvements. Many quality improvement initiatives
are implemented to address these poor outcomes. Recognizing taboos and stigma related to reproductive health
can improve outcomes for persons AFAB. As taboos are addressed and education is provided to the public, persons
AFAB continue to advocate for positive changes to create positive outcomes.

Healthy People 2030

The U.S. Office of Disease Prevention and Health Promotion reviews data regarding the health of the nation to
identify conditions negatively affecting the population and creating objectives to address these conditions. Healthy
People 2030 (n.d.) is a set of evidence-based objectives aimed at improving health and wellness. Evidence-based
care refers to utilizing research to guide decisions and interventions to provide the safest, most effective care.
Nurses and health-care providers use these guidelines to provide the most up-to-date care.

Healthy People 2030 (n.d.) objectives address health conditions such as addiction, heart disease, obesity,
pregnancy, and sexually transmitted infections (STIs). Objectives also address health behaviors such as child
development, family planning, preventive care, vaccinations, and violence prevention. Populations addressed in the
objectives range from children to adolescents to older adults, as well as LGBTQIA+ persons and people with
disabilities. Many settings such as global health, schools, hospital services, and the workplace are covered. The
objectives also address social determinants of health that affect economics, education, health-care access,
neighborhoods, and communities.

Many objectives are dedicated to the health and wellness of persons AFAB, including pregnancy, childbirth, violence
protection, and gender inequity. The nurse uses these objectives to help educate people regarding health promotion
and disease prevention. Patient education based on these objectives can help prevent cervical cancer, heart
disease, and adolescent pregnancies, as well as elevate the health and wellness of persons assigned female at birth
(Healthy People 2030, n.d.). Refer to Chapter 3 Health Promotion, Disease and Injury Prevention, and Well-Person
Care for further discussion of Healthy People 2030.

LINK TO LEARNING

The nurse can explore objectives addressing many different diseases and health conditions (https://openstax.org/r/
77/healthypeople) as well as different populations of people and groups by reviewing Healthy People 2030.

Health Status of Women and Children

In 2021, the top three leading causes of death in the United States for persons AFAB were heart disease, cancer,
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and stroke; 10 percent of persons AFAB smoked cigarettes; and 42.1 percent were obese (Centers for Disease
Control and Prevention [CDC], 2023b). Persons AFAB have unique health issues involving pregnancy, childbirth,
menopause, osteoporosis, and physical violence. The nurse must be aware of social disparities and differing access
to health care when educating and caring for these patients.

Morbidity and Mortality

Morbidity and mortality are terms used in epidemiology. Morbidity is a term used to describe a specific condition or
disease affecting people. Mortality is a term used to describe the number of deaths due to a specific condition or
disease. These terms are usually reported as a ratio or rate. The results are used to evaluate the health of a
population to investigate the cause of the death orillness.

Maternal Mortality

The death of a person while pregnant or within 42 days of birth or termination of pregnancy that was not accidental
is called maternal mortality (Hoyert, 2023). The maternal mortality rate in the United States for 2021 was 32.9
deaths per 100,000 births (Hoyert, 2023). The World Health Organization (WHO; 2023) reported more maternal
mortality in low-income countries; causes for those deaths include severe bleeding, infections, hypertension
(preeclampsia and eclampsia), complications from delivery, and unsafe abortions. In the United States, maternal
mortality occurred 2.6 times more often in non-Hispanic Black persons than in non-Hispanic White persons (Hoyert,
2023), and overall the United States has the highest maternal mortality rate of any developed country. Figure 1.2
summarizes maternal death by ethnicity. Research from 2017 to 2019 from 36 states has also shown that more
than 80 percent of pregnancy-related deaths were preventable (CDC, 2022a). Table 1.1 lists causes of preventable
maternal deaths. Nurses caring for pregnant patients should be aware of the causes of preventable maternal deaths
and help develop guidelines to mitigate those risks.
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FIGURE 1.2 Maternal Death Rate by Ethnicity The maternal mortality rate (number of deaths per 100,000 births) is strikingly increased
for Black non-Hispanic persons in the United States (Buchholz, 2022). (attribution: Copyright Rice University, OpenStax, under CC BY 4.0
license)

Cause of Preventable Death Persons Who
Died from
This Cause
(%)

Mental health conditions (e.g., suicide, overdose/poisoning related to substance use disorder) 22.7

Hemorrhage (excludes aneurysms or stroke) 13.7

Cardiac and coronary conditions (e.g., coronary artery disease, pulmonary hypertension [HTN], | 12.8
congenital valve and heart disease, HTN/cardiovascular disease, and Marfan syndrome;
excludes cardiomyopathy and HTN disorders of pregnancy)

Infection 9.2

TABLE 1.1 Preventable Pregnancy-Related Deaths (Trost et al., 2022)



Cause of Preventable Death Persons Who

Died from

This Cause

(%)
Embolism-thrombotic 8.7
Cardiomyopathy 8.5
Hypertensive disorders of pregnancy 6.5
Anaphylactoid syndrome of pregnancy (previously known as amniotic fluid embolism) 3.8
Injury (homicide, poisoning, unknown cause of intent of injury) 3.6
Cerebrovascular accident 2.5
Cancer 1.9
Metabolic/endocrine conditions 1.2
Pulmonary conditions 1.2

TABLE 1.1 Preventable Pregnancy-Related Deaths (Trost et al., 2022)

Fetal Mortality

The intrauterine demise of the fetus at any gestational age is called fetal mortality; however, most states in the
United States require reporting those deaths occurring only at and after 20 weeks’ gestation (Gregory et al., 2022).
The U.S. fetal mortality rate for 2020 was 5.74 deaths per 100,000 for the population overall and 10.34 deaths per
100,000 Black people (Gregory et al., 2022). The top reasons for fetal death included death of unknown cause;
complications with the placenta, cord, or membranes; maternal complications of pregnancy; maternal conditions
unrelated to pregnancy; and congenital malformations (Gregory et al., 2022).

Infant Mortality

The death of an infant before their first birthday is called infant mortality. In 2020, the U.S. infant mortality rate
was 5.4 deaths per 1,000 births, and the most common causes of infant mortality included birth defects, preterm/
low birth weight birth, sudden unexplained infant death syndrome (SUIDS), injuries, and maternal pregnancy
complications (CDC, 2022b). Infant mortality also skews higher in non-Hispanic Black people, with 10.6 deaths per
1,000 births in 2020 (CDC, 2022b).

Childhood Mortality and Morbidity

The death of a child under 5 years of age is called childhood mortality. In 2021, the childhood mortality rate was
25 deaths per 100,000 people in the United States, with the most common causes being accidents, congenital
malformations and chromosomal abnormalities, and homicide (CDC, 2023a). The WHO (n.d.-b) revealed a
worldwide reduction in childhood mortality from 12.8 million in 2990 to 5 million in 2021. The most common
causes of childhood morbidity (illness) worldwide are congenital anomalies, injuries, and noncommunicable
diseases (WHO, n.d.-a).

@ CULTURAL CONTEXT

Maternal Mortality in Pakistan
Omer et al. (2021) published a paper on the social and cultural practices in Pakistan that affect maternal mortality.
Pakistan, the fifth most populated country in the world, has a maternal mortality rate of 140 deaths per 100,000



births. Culture and religion play a role in this high mortality rate. Muslim women many times use “faith-based”
health-care providers instead of medically trained providers. Also, Pakistan is a patriarchal society, and women are
treated as subordinates with little or no say in their reproductive health. They lack autonomy to seek health care and
often lack transportation to areas with medical facilities. The Three Delays Model explains that complications of
pregnancy could be avoided if the following were not delayed:

« delay in making the decision to seek care
- delay in reaching a health-care facility
« delay in receiving the required maternal health care

It is important for nurses to consider the cultural background of their pregnant patients.

Quality Improvement Measures
In 2020, the Surgeon General’s Call to Action to Improve Maternal Health suggested that everyone could contribute
to lowering the maternal mortality rate by following these suggestions:

» Recognize the need to address mental and physical health across the life course—starting with young girls and
adolescents and extending through childbearing age.

» Support healthy behaviors that improve women’s health, such as breast-feeding, smoking cessation, and
physical activity.

» Recognize and address factors that are associated with overall health and well-being, including those related
to social determinants of health.

« Understand that maternal health disparities exist in the United States, including geographic, racial, and ethnic
disparities, and work to address them.

« Acknowledge that maternal age and chronic conditions such as hypertension, obesity, and diabetes are risk
factors for poor maternal health.

« Learn about early “warning signs” of potential health issues that can occur at any time during pregnancy or in
the year after delivery.

» Work collaboratively to recognize the unique needs of women with disabilities and include this population of
women in existing efforts to reduce maternal health disparities.

Nurses can help decrease maternal mortality by providing their patients with education on these suggestions.

Destigmatizing Topics in Women'’s Health Care

Many sensitive topics exist in women’s health care, such as abortion and birth control. These sensitivities are related
to religious affiliation, infertility related to cultural norms and expectations, and menstrual problems related to
concepts of modesty. Not only does the public shy away from discussing these issues, but persons AFAB may be
afraid to seek help for these issues when necessary. In response to this problem, many organizations and groups are
advocating for policy changes and improved public education. For example, the Kenyan Policy on Menstrual Hygiene
Management attempts to debunk taboos and stigmas by providing education to destigmatize menstruation (Olson et
al., 2022). In the United States, access to reliable contraceptives is a vital tool to reduce unintended pregnancies
and to plan for safe, healthy pregnancies. The American Care Act requires that insurance plans make contraceptives
available to women at no out-of-pocket cost (Planned Parenthood, 2018).The rate of teen pregnancy has decreased
with the accessibility of birth control. Sexual dysfunction is rarely discussed but impacts people’s lives and
relationships. Some providers are using the 5 A’s model of Ask, Advise, Assess, Assist, Arrange Follow-up to ensure
that the topic of sexual dysfunction is always discussed at a health-care visit, removing the burden of initiating this
conversation from the patient (Arthur et al., 2022). Teen Health Mississippi, an educational website for teens,
addresses several taboos surrounding birth control, including “If you get on birth control, it means you get around,”
and “A woman should not carry condoms because it’s not ladylike” (Travis, 2020). Nurses can help destigmatize
these taboos and educate their patients on the normality of these situations. Nurses can also provide support and
resources to help their patients.



@ LINK TO LEARNING

The teen website Teen Health Mississippi (https://openstax.org/r/77/teenhealth) addresses taboos surrounding
birth control.

Women Advocating for Themselves

Some conditions such as heart disease and cancer are diagnosed later in persons AFAB than in persons assigned
male at birth (AMAB), and persons AFAB are being educated to advocate for themselves. Self-advocacy is the ability
to overcome challenges in health care in which a person’s preferences, needs, and values are met (Thomas et al.,
2021). An article discussing cardiovascular health suggested for persons AFAB to:

- pay attention to what their body is telling them;

« make sure their health-care provider listens to them;

« ask questions about treatment; and

« gather support from friends, families, and health groups (Doner, 2022).

Persons who self-advocate can improve their quality of life and possibly reduce health-care disparities (Thomas et
al., 2021). The nurse can assist the patient to advocate for themselves by encouraging questions and discussing
expectations of health treatment plans.

New Generations, New Expectations

The new generation of persons AFAB who are seeking health care have expectations of being treated fairly, being
presented information for informed consent, having their health-care information remain private and confidential,
and being a part of the decision-making process (American Hospital Association, n.d.). A survey of persons born
between 1981 and 1996 found that 93 percent want a relationship with their provider; however, 85 percent of those
surveyed felt health-care providers cared about them only when they were ill (American Hospital Association, n.d.).
The survey also found that this population wanted holistic health to be supported, for providers to support their total
well-being, and for providers to produce a relevant, personalized experience. Nurses are taught to listen to patients,
support their decisions, and provide information for health promotion and disease prevention and can meet the
needs of this new generation.

1.2 Standards of Maternal, Newborn, and Gynecologic Nursing Care

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Define the patients seeking gynecologic and obstetric care
- Discuss the history of gynecologic and obstetric care in the United States
= Contrast the history of childbirth to contemporary childbirth in the United States

Women’s health care was defined in 1997 by the Expert Panel on Women’s Health of the American Academy of
Nursing as health promotion, maintenance, and restoration of physical, psychologic, and social well-being of women
throughout the lifespan (Nichols, 2000). Maternal, newborn, and gynecologic nursing has evolved over the last
century. Reproductive care became more accessible and persons AFAB fought for equity in health-care research,
treatment, and shared decision making. Nurses and nursing organizations supported this evolution in standards for
women’s health care.

Who Are the Patients Seeking Gynecologic and Obstetric Care?

People seeking gynecologic and obstetric care can be of any age, race, education level, or marital status. The
American College of Obstetricians and Gynecologists (ACOG) suggests persons AFAB see a gynecologic health-care
provider between the ages of 13 and 15 to discuss normal hormonal changes and menstrual cycle issues
(Cummings, 2022). The American Academy of Pediatrics and ACOG (2017) also suggest that people should see an
obstetric health-care provider at or before the 12th week of pregnancy. Older persons AFAB will seek care for
menopause and screening exams.
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Most OB-GYN patients are cisgender (that is, their gender identity aligns with their sex assigned at birth) and
heterosexual. But LGBTQIA+, including transgender, and nonbinary persons can seek care with an OB-GYN provider.
In practice, only about 50 percent of transgender men routinely see a gynecologic provider (Aliabadi, 2022). A
transgender man is a man who was assigned female at birth. Gynecologic providers can provide testosterone, birth
control, STI testing and treatment, Pap smears, breast exams, and health promotion education (Aliabadi, 2022).
Obstetric providers can care for transgender men if they choose to become pregnant and start a family. Nurses can
provide education on health-care screening, hormones, support groups, and birth control options, along with the
interactions those medications can have when taken with other medications (Hanson & Haddad, 2023). For more
information on caring for transgender patients, see Chapter 2 Culturally Competent Nursing Care.

History of Women’s Reproductive Rights in the United States

The history of women’s reproductive rights in the United States began in the 1900s when Margaret Sanger fought for
women to have the right to access contraception (Nichols, 2020). This fight for reproductive rights continued in the
1960s and 1970s as The Women’s Health Movement and other activist groups supported the Supreme Court
decision of Roe v. Wade, allowing the legalization of abortion (Nichols, 2000), though that ruling was later
overturned in June 2022. The common goal of those activists in the 1970s was the demand for improved, nonsexist
health care for all women (Nichols, 2000). Activists also advocated for inclusion of persons AFAB in research to
provide new treatments, medications, and vaccinations. Consequently, in 2006, the human papillomavirus (HPV)
vaccination was produced (National Institutes of Health [NIH], n.d.-a).

History of Childbirth in the United States

Birth among pioneer women in the 1700s took place in homes and was attended by a woman’s lay female friends
and relatives and a midwife or nurse (McCool & Simeone, 2002). Childbirth for the Mohawk and Mohican Indians
was more solitary. People of these tribes would go to a secluded place near a stream and prepare a shelter with
provisions as they waited for the birth alone (Roy Rosenzweig Center for History and New Media, 2018).

Birth was noninterventional, and maternal deaths during childbirth declined in the 1800s and 1900s; however,
when birth moved into hospitals, postpartum infection occurred more often and was traced back to contamination
from physicians’ unwashed hands (McCool & Simeone, 2002). In the 1900s, birthing persons who wanted labor pain
relief gave birth in hospitals and had an increased risk of dying from infection. Many of the infectious risks were
mitigated with the utilization of evidence-based practice and emphasizing hand washing. The transition of birth from
home to the hospital changed the focus of supporting the birthing person during unmedicated labor to pain control
and disease care (McCool & Simeone, 2002). This medical model is the same model used in most U.S. hospitals
today.

Evolution of Maternal Health Care

The Women'’s Health Movement helped change childbirth practices in the 1960s and 1970s; it focused on less
medical intervention and encouraged husbands or partners to be present during childbirth (Nichols, 2020). This
movement was part of the larger women’s movement in the United States (Figure 1.3). During this time, Lamaze
International and the International Childbirth Education Association were formed with the goals of advocating for
choice during childbirth and preparing parents for birth through education (Nichols, 2000). In the 1980s, many
hospitals changed from traditional maternity care to a more family-centered care and began to offer childbirth
education classes (Nichols, 2000).



FIGURE 1.3 The U.S. Women’s Movement Women in the 1960s fought for equal rights and liberation from discrimination. (credit:
"Women's Lib" March, Washington, D.C., by Warren K. Leffler, 1970/Library of Congress, Public Domain)

Evolution of Maternal-Newborn Nursing

The Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN) has been a leader in the evolution of
maternal-newborn nursing practices. The organization focuses on promoting diversity in the profession and
advocates regarding issues that impact nurses that care for women and newborns while maintaining a commitment
to research and education in the field. The mission is to “Empower and support nurses caring for women, newborns,
and their families through research, education, and advocacy” (AWHONN, 2021a, para 2). Nichols (2000) described
the core concepts in women’s health nursing as:

« recognizing the diversity of women’s health needs

« emphasizing empowerment through informed participation in one’s health care

« acknowledging the importance of research in gender differences in disease and response to drugs
« recognizing the need for a multidisciplinary team approach

« striving for symmetry in provider-patient relationships

« providing access to information

» engaging in shared decision making

« striving for change

Providers caring for women increased in number and demand. Nurses were able to become certified in their
respective specialties.

Contemporary Childbirth

When birth moved from home to the hospital setting, those giving birth were no longer supported by grandmothers,
sisters, friends, or partners. Instead, they were alone without their partner in an unfamiliar medical space and
possibly under the influence of a powerful medication (a mixture of morphine and scopolamine that caused memory
loss in the birthing parent and neonatal respiratory depression in the newborn) referred to as “twilight sleep.” The
combination of these factors caused birthing patients to feel vulnerable and afraid. Therefore, in the 1960s,
childbirth education became a way to empower pregnant persons and prepare them for what to expect in childbirth
(Walker et al, 2009).

@ LIFE-STAGE CONTEXT

The Age of First Pregnancy

In the 1970s, the average age of a person’s first pregnancy was 21.4 years, whereas the average age of first
pregnancy in 2021 was 27.3 years (CDC, 2002; Schaeffer & Aragao, 2023). Speculation is that people delay
pregnancy to stay in the workforce or to attend college. In the 1970s, people had more than three children, while in
2020, the average was two children (Schaeffer & Aragao, 2023).




Moving from the rigidity of the 1950s and 1960s, gender roles have given way to more flexible approaches to
parenting. Fathers are more involved in childrearing and household chores, while many mothers hold leadership
positions and are the primary breadwinners for their families (Jensen, 2023). Birthing families have become more
educated and desire more supportive, family-centered care during labor and birth.

Contemporary childbirth has become more medicalized, as seen in increased labor inductions, planned cesarean
births, and routine use of medical interventions (Jansen et al., 2013). Some pregnant persons became dissatisfied
with this type of pregnancy care, and up to 50 percent of pregnant persons seek adjunct care from complementary
medicine practitioners (Steel et al., 2019). Reasons for patients using complementary medicine practitioners
include lack of continuity in care provider, lack of empowerment, lack of personal autonomy and decision making,
and increased use of medications and interventions in childbirth (Steel et al., 2019). The American College of
Obstetricians and Gynecologists (2019a) released a committee opinion regarding approaches to limit interventions
during labor and birth. The committee opinion acknowledged that laboring patients who have continuous one-to-
one emotional care have improved labor outcomes; routine interventions such as amniotomy, continuous electronic
fetal monitoring, and continuous intravenous fluid administration are not necessary for low-risk patients; and
birthing facilities should have family-centric interventions, such as clear drapes during a cesarean birth.
Contemporary childbirth educators, nurses, and health-care providers are working to improve autonomy and
individualized care for the laboring person. For further information on childbirth education, see Chapter 14
Childbirth Education Options.

Family-Centered Care

The set of principles that guide health-care delivery according to the strengths and needs of the person, family, and
community, promoting involvement of family in informed decision making is considered family-centered care
(Franck & O’Brien, 2019). This model views the birthing parent and infant as a couplet cared for as one unit. Family-
centered care can be seen in multiple areas of maternal-child nursing. For example, neonatal intensive care units
(NICUs) adopted family-centered care and found that by focusing on parent-NICU team communication and
education, parents’ stress, anxiety, and depressive symptoms decreased (Franck & O’Brien, 2019). Family-centered
cesarean births were introduced to increase maternal satisfaction, breast-feeding initiation, and maternal physical
well-being (Schorn et al., 2015). Family-centered cesarean birth includes preparing the laboring person and partner
prior to the cesarean, encouraging the birthing parent to bring music of their choice, making sure the support person
is present, allowing the birthing person and support person to view the birth, placing the newborn skin-to-skin on
the birthing parent, and initiating breastfeeding if possible (Schorn et al., 2015).

Culturally Competent Care

In the United States, maternal, fetal, and infant mortality rates differ greatly among races, with Black people having
the highest mortality rates (Hoyert, 2023). Transgender men and nonbinary persons have poorer outcomes than
cisgender persons and higher rates of discrimination in the health care system. To address these issues, health-care
providers, nurses, and hospitals have adopted standards to improve cultural competence, such as using gender-
affirming language, nurse/health-care provider training, and use of the four major components of cultural
competence. Cultural sensitivity components consist of awareness of personal bias, attitude of openness to
differing views or opinions, knowledge of different cultures, and skills to manage differences effectively (BCT
Partners, 2021). You can read more about cultural competence in Chapter 2 Culturally Competent Nursing Care.

LINK TO LEARNING

The Centers for Disease Control and Prevention (CDC) uses a monitoring system to share and better understand the
risk factors for pregnancy-related deaths. Visit the CDC website to review its data on pregnancy-related deaths
(https://openstax.org/r/77/mortality) from 1987 through 2019 and mortality ratio by race/ethnicity from 2017
through 2019.
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1.3 Perinatal Care: Regional and Levels of Care and Transport

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Recognize reasons for regionalization of perinatal health-care services
» Discuss community-based care
- Distinguish between community health nursing and community-based nursing

Perinatal care is provided in many different settings. Some settings, such as a regional care facility, are safest for a
high-risk pregnancy. Community settings are designed for low-risk pregnancies. By identifying the level of care
available and required, health-care providers can collaborate with their patients to make informed decisions on
where a person’s perinatal care should take place. Not all states have adopted this model.

Community health nurses and community-based nursing both support people in the community and neighborhoods.
Community health nurses become aware of issues in the community and develop education to address those issues.
Community-based nurses provide hands-on nursing care to different populations for specific disorders. The nurse is
an integral part of the care of low- and high-risk pregnant persons and people in the community.

Regionalization of Perinatal Health Care Services

Regionalization of health care refers to matching the patient’s needs with the hospital capable of providing the
appropriate level of care. According to Kunz et al. (2020), regionalization began in the United States in the 1970s
after the March of Dimes published “Improving the Outcomes of Pregnancy,” which focused on preterm infants
being born in facilities with high-level neonatal intensive care units (NICUs). In turn, regionalization has decreased
neonatal complications, increased survival, and reduced morbidity and mortality.

Regionalization of maternal care services began in 2015 with ACOG’s “Levels of Maternal Care Obstetric Care
Consensus” (reaffirmed in 2019), which showed that higher-risk patients who gave birth in low-acuity facilities had
higher rates of severe maternal morbidity than those who birthed at higher-acuity facilities (Kilpatrick et al., 2019).
Therefore, hospitals were labeled by the level of acuity they could safely treat, and higher-risk persons were
transferred to the appropriate facilities for the continuation of their care. The levels of maternal care include level 1
through 4, with the higher levels of care treating the greater risks of acuity (Kilpatrick et al., 2019). All facilities,
regardless of level, should be able to stabilize a perinatal person prior to transfer to a higher level of care. Table 1.2
summarizes further information on levels of maternal care.

Level of Definitions Capabilities Health-Care Providers
Care

Birth center Care for low-risk | Capable of providing low-risk Nurse-midwives, midwives, doctor of
pregnant care medicine (MD), doctor of osteopathic
persons with medicine (DO)

uncomplicated
singleton term
vertex
pregnancies

Level 1: Care of low to Capable of beginning an Nurse-midwife, family physician, or OB-
Basic Care moderate risk emergency cesarean birth, GYN; trained RNs; certified registered
pregnancies, limited ultrasound, support nurse anesthetists (CRNAs) or
able to stabilize services readily available, anesthesiologists available at all times
unanticipated ability to initiate massive
problems until transfusion protocol

the patient can
be transferred

TABLE 1.2 Levels of Maternal Care (Kilpatrick et al., 2019)



Level of Definitions Capabilities Health-Care Providers
Care
Level 2: Level 1 PLUS Level 1 PLUS ability for Level 1 PLUS
Specialty care of computed tomography (CT) board-certified OB-GYN available at all
Care moderate to scans, magnetic resonance times; maternal-fetal medicine (MFM)
high risk imaging (MRI) scans, non-OB available via phone, telemedicine, or on-
antepartum, ultrasounds, echocardiogram site; anesthesiologist, internal medicine
intrapartum, and specialist, and general surgeon readily
postpartum available at all times
conditions
Level 3: Level 2 PLUS Level 2 PLUS in-house Level 2 PLUS nursing leaders and adequate
Subspecialty | more complex availability of all blood number of RNs who are specially trained
Care maternal components; ability to for complex OB complications; board-
medical perform CTs, MRIs, Doppler certified OB physically present at all times;
conditions, OB studies, specialized OB MFM readily available; anesthesiologist
complications, ultrasounds, interventional physically present at all times; and full
and fetal radiology; on-site ventilation; complement of subspecialties
conditions on-site ICU; accept maternal
transfers
Level 4: Level 3 PLUS on- | Level 3 PLUS on-site medical Level 3 PLUS MFM team and MFM provider
Regional site medicaland | and surgical care of complex readily available; nursing service line
Perinatal surgical care of conditions including ICU; co- leadership with advanced degrees and
Health Care the most management with MFM and national certifications; continuous
Center complex ICU specialists; perinatal availability of adequate RNs;
maternal system leadership and anesthesiologist physically present at all
conditions; collaboration with other times; at least one available: neurosurgery,
critically ill facilities in the region cardiac surgery, or transplant
pregnant person
and fetus

TABLE 1.2 Levels of Maternal Care (Kilpatrick et al., 2019)

Community-Based Care

Low- to moderate-risk pregnant persons are provided perinatal care in their communities. Most U.S. pregnant
persons fit into this category (Kunz et al., 2020). Community hospitals offer basic care for those in rural and
underserved communities and defer to higher-acuity facilities to care for high-risk patients. Research has shown
that community-based care can reduce health inequities and improve maternal and neonatal clinical outcomes
(Rayment-Jones et al., 2021).

Community-based care has been shown to reduce the cost of maternity care and improve patient experiences,
especially for people of color and those with low income (Zephyrin et al., 2021). Because community-based care is
tailored to low-risk pregnancies, care can include the use of nurse-midwives, family practice providers, nurse
practitioners, and birth centers (Figure 1.4).



FIGURE 1.4 Patient and Provider at a Birth Center Having a postpartum visit at a birth center allows new parents to ask questions in a
relaxed atmosphere. (reproduced with permission from Amy Giles)

Community Health Nursing
A nurse who provides education and health promotion outside the hospital setting, directly to the public, is called a
community health nurse (Galan, 2022). Responsibilities of a community health nurse may include

» being a community advocate;

« providing referrals;

» encouraging health promotion through nutrition, wellness, and disease prevention;
- providing health screenings; and

« providing family planning education (Galan, 2022).

Community health nurses develop trusting relationships and become aware of social factors that influence the
health of people in the community. Strategies for care can be developed around social determinants of health
related to health inequities in that community (Heath, 2020). Education and dissemination of information to the
community at large and to specific at-risk populations are the ways a community health nurse cares for their
patients and community. Their responsibilities include advocacy, referrals, health promotion, screenings, and family
planning education.

Community-Based Nursing

The delivery of care in the community is called community-based nursing. Mobile health clinics are an example of
community-based nursing. By walking to a mobile health clinic parked at a church or community center, people in
the community can access care without traveling. Many times these citizens will trust the care providers because
the community allows them in the neighborhood (Heath, 2020). Community-based care can reach people who
cannot afford care, do not have transportation, and may feel marginalized by previous health-care experiences
(Heath, 2020). The visit is done in the home or at a local site where patients can be seen.

Community-based nursing delivers care to the community. The focus of community health is broad, while the focus
of community-based nursing care is more specific (e.g., diabetes, hypertension). Both types of care help the people
in the community by providing low-cost, local, individualized care.

@ LINK TO LEARNING

Watch this video explaining the difference between community health nursing and community-based nursing
(https://openstax.org/r/77/healthnursing) from Level Up RN.



https://openstax.org/r/77/healthnursing
https://openstax.org/r/77/healthnursing

1.4 Ethical and Legal Concerns

LEARNING OBJECTIVES
By the end of this section, you will be able to:
» Discuss the standards of practice for nurses
- Explain risk management and QSEN
- Describe legal issues in maternal-newborn nursing
- Review ethical issues in maternal-newborn nursing

Nurses are guided by standards of practice to ensure safe and high-quality care. Risk management helps hospital
systems, nurses, and health-care providers anticipate areas of risk and address interventions to decrease those
risks. Nurses are taught the Quality and Safety Education for Nurses (QSEN), a system to encourage quality of care
by focusing on implementing quality and safety competencies. Nurses in maternal-newborn nursing are faced with
many legal and ethical issues, such as maternal-fetal conflict, autonomy, informed consent, research, and abortion.
The responsibility of the nurse is to support the patient and to not allow personal feeling to interfere with care.

Standards of Practice

The American Nurses Association (ANA, 2021) publishes standards of care for nurses to ensure the safety of the
public. These standards are descriptions of duties all registered nurses must follow regardless of specialty
population. A competency is linked to the standard. When the nurse maintains these standards and competencies,
safe nursing care is ensured. The ANA Standards of Practice consist of:

1. Assessment
2. Diagnosis
3. Outcomes Identification
4. Planning
5. Implementation
6. Evaluation
7. Ethics
8. Advocacy
9. Respect and Equitable Practice
10. Communication
11. Collaboration
12. Leadership
13. Education
14. Scholarly Inquiry
15. Quality of Practice
16. Professional Practice Evaluation
17. Resource Stewardship

18. Environmental Health (ANA, 2021)

Every state also has a nurse practice act that describe the laws governing the practice of nursing. Every state board
of nursing is responsible for enforcing these laws. A registered nurse uses knowledge, critical thinking, and skills to
interpret these laws and follow standards of care.

In 2015, WHO developed a framework to improve quality in maternity care. The framework addresses quality
hospital care using quality provision of care and experience of care (Lazzerini et al., 2019). Provision of care includes
“evidence-based practice, efficient information, and referral systems” and experience of care includes “effective
communication, respect, dignity, and emotional support” (Lazzerini et al., 2019, p.1). It is hypothesized that the
following issues continue to be barriers to quality maternity care:

= nonimplementation of evidence-based care

- fear of litigation resulting in overmedicalization of maternity care

- lack of systems to evaluate and monitor quality of maternity care using quantitative indicators
« lack of inclusion of maternal perceptions of care (Lazzerini et al., 2019)

The Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN) also sets standards of care. Staffing



in maternal-newborn care units, like the one shown in Figure 1.5, affects the safety and quality of care. AWHONN
(2021b) has published evidence showing that inadequate staffing leads to negative patient outcomes. To determine
staffing needs, the clinical situation and patient acuity must be assessed. AWHONN'’s (2022) Standards for
Professional Registered Nurse Staffing for Perinatal Units are listed in Table 1.3.

—

FIGURE 1.5 Perinatal Nurse The newborn should have one-to-one nursing care during the initial recovery period. (credit: "Newborn DA" by
Robyn Alvarez/Flickr, CC BY 4.0)

Risk Management

According to a health-care risk management company, risk is defined as “anything that can result in an unexpected
outcome or loss,” and risk management involves identifying risk factors by analyzing processes and procedures and
implementing programs to address risk and prevent patient harm (Performance Health Partners, 2023, p.1). Some
risk management projects are born from negative patient outcomes. Risk management nurses work with
administration and health-care providers to determine potential risks for patients while also working alongside the
legal team to identify breeches in standards of care (Legal/Risk Management, n.d.). Risk management involves
disclosing errors or unanticipated outcomes to the patient in language a layperson can understand along with an
apology and plan for correction (Russell, 2018). Disclosing this information allows the patient and family to ask
questions, the nurse and hospital to express their apologies, and the patient to have closure (Russell, 2018).

In perinatal care, a treatment or an assessment by a nurse that is not performed is called an error of omission.
Haftu et al. (2019) studied perinatal care in Ethiopia and found that in both developed and developing countries,
labor and delivery nurses omitted the following care elements most:

=

physical exam

ongoing and timely monitoring of patient status

intake and output measures

response to rapidly changing conditions or deterioration
reassuring the mother

documentation

timely nurse-to-patient communication

completing review of the history

general comfort care based on patient need
repositioning when patient needs it
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According to this study, 74.6 percent of nurses studied missed at least one nursing element of care. The reason for
the omissions was primarily lack of labor resources (inadequate staffing and inexperienced staff), teamwork,
material resources (medications or equipment not available in a timely manner), and communication. Teamwork
and communication are extremely important for patient safety and risk management.

Risk management programs investigate why errors occur. The most common errors in medicine occur in relation to
communication issues. Xuejiao and Xuejiao (2022) found that obstetric nurses who were interrupted during



preparation, management, and documentation made more medication errors. Nursing interruption in this study
referred to “external behavior that occurs suddenly, interrupts or delays things, and distracts the nurse when the
nurse provides standard nursing functions in a prescribed time, role, and environment ... interruption of care leads to
interruption of work and the result is unpredictable” (Xuejiao & Xuejiao, 2022 p. 3). Another cause of nurse error is
communication issues. Communication errors cause 72 percent of perinatal deaths (Lippke et al., 2021).
Communication must improve between patient, nurse, and health-care provider to decrease errors and increase
safety.

Unfortunately, Zabari and Southern (2018) discovered that obstetric nurses and health-care providers report errors
less frequently than other specialties. The study hypothesizes that birth is not perceived as a medical procedure;
therefore, families’ expectations are for perfect births. Because of this expectation, obstetric nurses feel shame and
guilt upon making errors and in turn do not report them (Zabari and Southern, 2018). This lack of reporting does not
allow for risk management opportunities and interventions to overcome these errors. The nurse plays a very
important role in the identification of risk and the implementation of changes to reduce these risks.

QSEN
The Quality and Safety Education for Nurses (QSEN) project started in 2005 to address the need for improvement in
quality of health care (Dolansky et al., 2024). Six quality and safety competencies and knowledge, skill, and attitude
statements (KSA) were developed and consisted of the following;:

1. patient-centered care

teamwork and collaboration
evidence-based practice

quality improvement

safety

informatics (Dolansky et al., 2024)
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The QSEN competencies were designed to change nursing from focusing on tasks to focusing on the KSA concepts
for quality and safety (Altmiller & Hopkins-Pepe, 2019). These competencies were developed for nursing education
but have been used by nursing organizations, in the development of continuing education, and by hospital
administration to provide continual quality and safety of care (Altmiller & Hopkins-Pepe, 2019). Nurses are integral
in utilizing evidence-based care to ensure effective, safe, and quality nursing care.

Legal Issues in Maternal Newborn Nursing

Obstetrics and gynecology are specialties with high rates of litigation. Baird et al. (2019) list the following as
possible reasons for the high rate of malpractice suits filed by intrapartum patients:

- Childbirth is an intense, emotional experience, which is subject to each family’s expectations.

« Parents may be well-informed consumers of health care.

« Obstetric care is high pressure and rapidly changing, where accidents, errors in judgment and negligence
occur.

= Nurses are being given more accountability and autonomy.

Nurses are held to the standard of care for OB patients and expected to use judgment, as any “ordinary, prudent”
nurse would when caring for patients in the same situation (Baird et al., 2019). If the health-care team does not
meet the standard of care and a negative outcome occurs, some patients and families will turn to the law and
medical malpractice.

The most common errors for which OB health care team members are sued include the following;:

« improper administration of magnesium sulfate, oxytocin, insulin, and/or heparin
- failure to assess and monitor for side effects of medication or intervention

» improper use of equipment or availability of equipment

« poor/inadequate communication and/or collaboration

- failure to act as a patient advocate and initiate the chain of command

- failure to follow provider orders

« failure to verify informed consent



Nurse-midwife and obstetrician practices have closed in many areas of the United States. due to financial
constraints, low delivery numbers, and the issues surrounding professional liability, such as extremely high
malpractice premiums and fear of litigation (Harvard Law Review, 2021). This creates an environment of fewer
providers and higher expectations for OB nurses, along with areas of the United States described as “birthing
deserts,” areas with no delivery hospitals. Nurses must follow their nurse practice acts and standards of care and
hospital policies. Nurses should also be proactive in reporting unsafe working conditions, such as too few nursing
staff, higher complexity of patients, and equipment failures. This diligence increases quality and safety.

Ethical Issues in Maternal Newborn Nursing

Several ethical issues surround maternal newborn nursing, one issue being surrogacy. Surrogates are persons who
carry and birth a baby with the intent of giving the child to another person or couple (Dickens, 2020). Some
surrogates carry DNA from one parent, both parents, or neither parent. Surrogacy has some people questioning the
ethics of “selling their reproductive abilities,” while other people support this option of family building (Hanson,
2021). Some countries do not allow surrogacy, and in the United States, states are responsible for laws surrounding
surrogacy. The price of surrogacy in the United States is approximately $100,000 and includes the health-care fees,
legal fees, and sometimes travel fees (Hanson, 2021). Most insurance companies do not cover these fees, bringing
up the ethical issue of only financially secure persons being able to utilize surrogacy.

Another ethical issue nurses may encounter is female genital mutilation and cutting (FGM/C), which is the
removal of all or part of the external female genitalia for nonmedical reasons (Nabaneh & Muula, 2019). According
to Nabaneh and Muula (2019), more than 200,000 girls and women in Africa, the Middle East, and Asia have been
cut. Some people argue that FGM/C is a cultural or religious practice, but others consider this practice a violation of
human rights. The nurse should provide support and education to the patient and family.

Another ethical issue is informed consent and autonomy in maternity care. Kingma (2020) notes that if a health-care
provider touches a patient’s ear or knee without consent, there are few consequences. When a health-care provider
touches a patient’s vulva or vagina without consent, devastating emotional trauma can occur. Health-care providers
and nurses must remember that 30 percent of persons AFAB in the United States have experienced sexual assault
(Kingma, 2020). Nurses can be the gatekeepers of informed consent, especially during physical exams of laboring
persons.

LINK TO LEARNING

The McMaster Demystifying Medicine Program has put together a video that explains obstetric violence
(https://openstax.org/r/77/violence) and how nurses can prevent it.

Ethical Guidelines in Perinatal Nursing Research

Prior to beginning research, investigators must apply for approval from an institutional review board (IRB). The
board must consider pregnant persons as “scientifically complex” and consider both the pregnant person and fetus
when recruiting participants (ACOG, 2015). Historically, persons AFAB have been excluded from medical research,
but the National Institutes of Health (NIH) now requires researchers to include women in NIH-funded research
unless inappropriate (ACOG, 2015). Without perinatal research, medications and treatment cannot be determined
as harmful or safe for pregnant persons and fetuses. ACOG (2015) notes that if thalidomide had been widely
researched, many birth defects could have been prevented.

Informed consent, including benefits and risks, must be thoroughly explained. Research causing benefit or harm to
the fetus could require paternal consent as well. Requirements of maternal and paternal consent are described in
Table 1.3.
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Required Regulation
Consent

Maternal | Consent from the pregnant person is provided when the information explained shows a potential
consent direct benefit to the pregnant person and the fetus, or no prospect of benefit for the pregnant
person or the fetus when risk to the fetus is minimal and the purpose of the research is the
development of important biomedical knowledge that cannot be obtained any other way.

Paternal Consent from both the pregnant person and their partner. The partner does not have to give consent
consent if they are unavailable, incompetent, or incapacitated or if the pregnancy resulted from rape or
incest. Information about the choice needs to show that the research has a chance of direct benefit
solely to the fetus.

TABLE 1.3 Requirements for Informed Consent (ACOG, 2015)

Embryonic Tissue and Stem Cell Research

Undifferentiated cells that can renew themselves and develop into different types of cells are called stem cells
(NIH, n.d.-b). Embryonic stem cells are able to differentiate into any cells except placental cells (Pathak & Banerjee,
2021). Stem cells have been used for cardiac repair, breast cancer treatment, repair of skeletal muscle, and many
more conditions (Pennisi et al, 2017).The history of research using embryonic tissue began in 1954 with the growth
of polio in fetal brain tissue that led to the development of polio, varicella, and measles vaccines (Gelber et al,
2015). Fetal tissue has also been used in investigating treatments for human immunodeficiency virus (HIV)
infection, immune disorders, diabetes, transplantation rejection, and cancer (MacDuffie et al., 2021). Use of human
fetal tissue has been controversial because of the donation of tissue from terminated pregnancies. In 2019, the
government put restrictions on the use of NIH funding for research using fetal tissue, while in 2021 some
restrictions were lifted (MacDuffie et al., 2021). The use of stem cells in research will continue to be a controversial
issue due to differing ethical and moral opinions.

Maternal-Fetal Conflict

Two patients must be considered while making medical decisions during maternity care, and at times maternal
interests and fetal interests are incompatible, called maternal-fetal conflict (Aburas & Devereaux, 2017). Health-
care providers must consider both the pregnant person’s rights and the fetus’s rights. Many times, the pregnant
person is treated as the secondary patient, and the fetus is the main priority. The idea of “maternal self-sacrifice” is
common, but it does not describe everyone's ideals (Kingma, 2020).

Maternal-fetal conflict can occur when the pregnant person chooses to terminate the pregnancy or uses harmful
substances during pregnancy. Other examples can be a cesarean birth for fetal distress, which can cause increased
risk for the pregnant person, or maternal treatment for cancer during pregnancy, which can cause harm to the fetus
(Aburas & Devereaux, 2017). A difficult conflict occurs when a pregnant person declines medical treatment that
could increase fetal well-being. A health-care provider deciding to perform treatment, even for fetal distress,
without the pregnant person’s consent (e.g., emergency cesarean) can be prosecuted for assault. The American
Academy of Pediatrics Committee on Bioethics suggested the following are the only three reasons a health-care
provider should question a maternal decision:

1. The fetus is susceptible to irrevocable harm if treatment is not administered.
2. The treatment is indicated properly and is likely to work.
3. There is minimal risk to the pregnant person (Aburas & Devereaux, 2017).

Autonomy and informed consent are extremely important in maternity care, and obstetric nurses are charged with
protecting the autonomy of laboring persons and the health of the fetus. This ethical dilemma can be challenging for
everyone involved.

Abortion

Any pregnancy loss before 20 weeks' gestation is considered an abortion. It is a complex, controversial issue in
women’s health care. The laws governing legality and access to abortion care have changed multiple times over the
past two centuries. McSpedon (2022) reviews the history of abortion in the United States, stating that in the 1800s



abortions were legal until the time of quickening (when the pregnant person feels fetal movement at approximately
20 weeks’ gestation). The use of herbs to induce abortion was widely practiced. McSpedon (2022) points out that
early abortion laws in the 1820s were designed to protect women from poisons sold at apothecaries, not to limit
abortions. In the 1900s, physicians influenced states to create laws to limit abortions so that the procedure could
be “professionalized and controlled by medical practice,” and abortion became illegal in 1910 (McSpedon, 2022, p.
43). In the 1960s, abortion was being discussed more openly, and in 1973, Roe v. Wade made abortion legal again.
According to O’Donnell and Rogers (2023), political and antiabortion groups put pressure on lawmakers, and laws
were created to ban the use of Medicaid funds for abortion care in 1977. In 2022, Roe v. Wade was overturned by
the Dobbs v. Jackson Women’s Health Organization decision.

Abortion is both a personal issue and a global issue. Almost half of all pregnancies worldwide in 2022 were
unplanned, nearly 121 million (United Nations Population Fund, 2022). Reproductive care is very limited for most of
these patients.

The subject of abortion is polarizing. The discussion of abortion centers on when life begins. The job of the OB/GYN
nurse is to support the patient, not allowing the nurse’s personal feelings or moral judgements to influence the
quality of care. ACOG (2022) states that the best health care is free from political interference.



Summary

1.1 Current Trends in Women’s Health Care

Recent changes in women’s health are focused on promoting health, decreasing mortality, decreasing stigma, and
supporting persons AFAB in advocating for themselves to receive quality health care. Organizations such as the CDC
and WHO have published recommendations and practice suggestions to guide health-care policy and address social
determinants of health. Nurses play an important role in decreasing the stigma of taboo topics by providing
education and support. Nurses also encourage self-advocacy in health care by practicing shared decision making
and informed consent. The nurse can be a strong change agent.

1.2 Standards of Maternal, Newborn, and Gynecologic Nursing Care

Persons AFAB of all ages, races, gender identities, and stages of life seek OB-GYN care. OB-GYN care has evolved
over the past century to become more inclusive, self-motivated, and focused on the desires of the patient. Childbirth
care and education evolved from home care to hospital care. And hospital care evolved so that partners were able to
attend the births of their babies and birthing persons were able to have support necessary to progress through labor
to birth. These evolutions in care have led to and evolved into a group effort, a team-based approach in which all
parties work together with best outcomes as the goal.

1.3 Perinatal Care: Regional and Levels of Care and Transport

Regionalizing health care directs high-risk pregnant persons to a high-acuity facility to decrease maternal and
neonatal morbidity and mortality. It also promotes the use of birth centers and community hospitals for low-risk
pregnancies. Community health services focus on the persons in a specific area to increase health promotion and
disease prevention. Community health nursing is focused on assessing the health of the community, developing
plans to address inequities, and providing education for those in the community. Community-based nursing provides
care to people in the community, such as diabetes treatment, COVID-19 testing, and blood pressure assessments.
Nurses play an important role in the health and well-being of the community.

1.4 Ethical and Legal Concerns

The maternal-newborn nurse is engaged in situations featuring ethical and legal issues. At times, these issues can
cause distress when the nurse does not agree with their patient’s decisions. The nurse can use the standards of
practice to guide safe, nonjudgmental care. Risk management and QSEN are utilized to prevent or address errors,
such as medication administration errors or errors of omission. Nurses are committed to providing the best care
with quality outcomes.

Key Terms

abortion any pregnancy loss before 20 weeks' gestation.

childhood mortality death of a child under 5 years of age

community health nurse provide education and health promotion outside the hospital setting, directly to the
public

community-based nursing delivery of nursing care in the community

error of omission treatment or an assessment by a nurse that is not performed

family-centered care set of principles that guide health-care delivery according to the strengths and needs of the
person, family, and community, promoting involvement of the family in informed decision making

female genital mutilation and cutting (FGM/C) removal of all or part of the external female genitalia for
nonmedical reasons

fetal mortality intrauterine demise of the fetus at any gestational age

infant mortality death of an infant before their first birthday

maternal mortality death of a person while pregnant or within 42 days of birth or termination of pregnancy that
was not accidental

maternal-fetal conflict when maternal interests and fetal interests are incompatible

risk management identifying risk factors by analyzing processes and procedures and implementing programs to
address risk and prevent patient harm

stem cells undifferentiated cells that can renew themselves and develop into different types of cells




Assessments
Review Questions

1. What is one purpose of the Healthy People 2030 objectives?
a. Stop world hunger.
b. Prevent conflict and war in other countries.
c. Address issues in health care to solve cancer.
d. Recommend changes to increase health promotion and disease prevention.

2. The nurse is caring for a pregnant person who is living in an underserved area of town with a history of
childhood abuse, opioid use disorder, and asthma. What can the nurse do to decrease the risk of maternal
mortality?

a. Connect the patient to a counselor.

b. Educate the patient on the risk factors for maternal mortality.
c. Give prn albuterol for asthma.

d. Discuss how they need to move out of the poor area of town.

3. The nurse is doing a review of systems on a person in the clinic. The nurse asks if the patient has any
problems with sexual dysfunction. Why is it important for the nurse to ask all patients this question?
a. Some people may not bring up the topic of sex due to taboos and stigma.
b. All patients will eventually have sexual problems.
c. Nurses should ask because other health-care providers are not trained to ask those questions.
d. Sexual dysfunction is a taboo only for persons AFAB.

4. The nurse is answering the phone in the OB-GYN clinic. The person asks, “I am a lesbian. Can an OB-GYN
provider care for me?” What is the nurse’s best response?
a. “AllLGBTQIA+ persons are welcome and can be treated by an OB-GYN provider.”
b. “We can see you if you will be the person in the relationship that will get pregnant.”
c. “We suggest you see a provider that specializes in LGBTQIA+ persons.”
d. “Our OB-GYN provider can give you gynecologic care but not pregnancy care.”

5. The nurse is caring for a person AFAB who is 15 years old. Why would a gynecologic provider see a person at
this age?
a. The person’s partner desires permanent sterilization.
b. Their family told the person they had to get a Pap smear.
c. The person was late starting care because the first visit should be before the age of 13.
d. The person may want to discuss their menstrual cycle and hormonal changes.

6. What is the best description of the history of gynecologic care in the United States over the past century?
a. Reproductive health care has been under control of persons AFAB since the 1900s.
b. The health-care system has always been fair to persons AFAB with regard to shared decision making.
c. Activist groups are fighting sexism in health care.
d. Researchers had to stop including persons AFAB in pharmacologic research trials.

7. What occurred after childbirth migrated from the home to the hospital?
a. Infection rates dropped in the hospital.
b. Laboring persons were given greater support in labor.
c. The childbirth model became a medical model.
d. Pain relief allowed laboring persons to spend more time with their partners in labor.

8. Anurseis working in a Level 4 hospital. What type of patient would the nurse expect to see?
a. afirst-time pregnant person with good fetal movement
b. apregnant person who needs neurosurgery




10.

11.

12.

13.

14.

15.

16.

c.
d.

A community health nurse recognizes an increase in maternal mortality in the neighborhood. What could the

a postpartum person with asthma
a pregnant person who plans to birth in a birth center

community health nurse do?

a.

e oo

Conduct weekly prenatal appointments in their home.

Draw blood on all pregnant persons to look for anemia.

Assess the health of a baby using an ultrasound.

Develop an educational pamphlet discussing signs of preeclampsia.

The nurse is describing the difference between community-based nursing and community health nursing.
What response best describes the difference?

a.

b.
c.
d

A community-based nurse would provide care in a mobile unit in the neighborhood.
A community-based nurse only provides education.

A community health nurse performs cardiac assessments.

A community health nurse only provides hands-on care.

What is the purpose of the standards of care for nurses?

a.

b.
c.
d

to guide hospital administration to promote nurses
to ensure nurses are assessing patients

to protect the public’s safety

to protect the health-care providers

What statement best describes risk management?

a.
b.
c.
d.

identifying risk factors by analyzing processes and procedures
creating disciplinary actions for nursing errors

identifying health-care providers who are derogatory to patients
implementing programs to keep errors secret

The nurse makes an error of omission. What is an example of an error of omission?

a.

b.
c.
d.

placing the fetal monitor incorrectly

not recording input/output amounts

not covering the computer screen when documenting
removing an IV

The nurse is discussing legal issues surrounding OB nursing. What statement might that nurse make?

a.

b.
c.
d.

“Legal issues are the concern of the OB.”

“I’'m glad that people understand that all childbirth carries risk.”

“Medical malpractice insurance is cheap.”

“OB nurses are held to a standard of care and can be sued if proper care is not provided.”

What is a good example of informed consent?

a.

b.
c.
d

The nurse hands the patient the stack of consents and asks them to sign them.
The nurse tells the patient not to worry about reading the consents.

The nurse alerts the OB that the patient has questions about the cesarean consent.
The nurse explains that it is not their job to answer questions.

What statement by the nurse demonstrates an understanding of an ethical maternal-newborn dilemma?

a.

oo

“Female genital mutilation/cutting is a violation of human rights in the United States, but I can
understand it is part of their culture.”

“I can’t understand why the patient got mad when I checked her cervix. I just forgot to ask first.”
“Surrogacy should not happen because the surrogate is just in it for the money.”

“Every country should have abortion rights.”




17. What is an example of maternal-fetal conflict?
a. The pregnant person agrees to treatment no matter what happens to them.
b. The pregnant person has cancer but cannot start treatment until the fetus is delivered.
c. The fetusis in distress, and the pregnant person agrees to a cesarean birth.
d. The parents of a fetus agree to a labor induction.

Check Your Understanding Questions
4. How can nurses use the Healthy People 2030 objectives to advance the health of their patients?
. List four ways persons AFAB can advocate for themselves for their cardiac health.

. Name three core concepts of women’s health nursing.

2
3
4. Discuss the benefits of regionalization of prenatal care.
5. Explain how surrogacy can be an ethical dilemma.

6

. List the three reasons the American Academy of Pediatrics (AAP) suggests that health-care providers should
question a maternal decision.

Reflection Questions

1. Explain why addressing taboos in women'’s health is so crucial.

2. Describe family-centered care.

3. Discuss community perinatal-care locations, benefits, and providers.
What Should the Nurse Do?

The patient, Jocelyn, a 35-year-old person AFAB, presents at a local community health clinic. Jocelyn comes
seeking medical attention due to persistent abdominal pain and irregular menstrual cycles. She reports
experiencing discomfort during menstruation, along with bloating and fatigue. Jocelyn has a medical history of
polycystic ovary syndrome (PCOS) and is currently not taking any medications. Vital signs reveal a slightly elevated
blood pressure of 130/85 mm Hg, a heart rate within normal limits at 78 bpm, and a body mass index (BMI)
indicating overweight. As the nurse begins the assessment, Jocelyn expresses concerns about the impact of PCOS
on her overall health.

1. How can the goals outlined in Healthy People 2030 contribute to addressing the health concerns that
Jocelyn, as a person AFAB, is experiencing, such as abdominal pain, irregular menstrual cycles, and concerns
related to PCOS?

2. Considering Jocelyn's symptoms and medical history, how might health-care providers apply quality
improvement initiatives to enhance the management of PCOS and address the potential morbidity associated
with reproductive health issues?

3. How might the existence of taboos surrounding reproductive health, as discussed in the chapter, impact
Jocelyn's willingness to seek medical attention for issues like irregular menstrual cycles and pelvic
discomfort?

4. In what ways can Jocelyn, as a person AFAB with PCOS, engage in self-advocacy based on the
recommendations mentioned in the chapter, and how can health-care professionals support her in this
process?

Saara, a 28-year-old female, presents at the women's health clinic for her routine gynecologic check-up with chief
complaints of irregular menstrual cycles and occasional pelvic pain. Disclosing a medical history of polycystic ovary
syndrome (PCOS), a common endocrine disorder affecting reproductive-aged individuals, Saara's symptoms align
with the characteristic hormonal imbalances and ovarian cysts associated with PCOS. The irregularities in her
menstrual cycles, suggestive of anovulation, may contribute to her reported pelvic pain, potentially linked to ovarian
cysts or menstrual cramps. The diagnosis of PCOS raises considerations for hormonal imbalances affecting her
menstrual cycles and fertility, often associated with insulin resistance, obesity, and metabolic syndrome. Despite
not currently taking prescribed medications, exploring the absence of pharmacologic management is essential in
the context of her symptoms and overall health. Saara's vital signs, including a blood pressure of 120/70 mm Hg, a



heart rate of 72 bpm, and a healthy BMI, provide baseline assessments of her cardiovascular health and overall
well-being.

5. Considering Saara’s visit to the women's health clinic at the age of 28, how does her demographic fit into the
range of people seeking gynecologic and obstetric care, and what age-related considerations might health-
care providers need to address during her routine checkup?

6. Considering Saara’s routine gynecologic checkup, how does her access to reproductive health care today
reflect the historical struggles outlined in the chapter, such as fights for reproductive rights and the evolution
of standards? In what ways has the history of women's health movements influenced Saara's ability to seek
routine care?

7. In Saara’s case, how do her experiences and expectations align with or differ from historical practices
discussed in the chapter, such as the shift from home to hospital births and the influence of movements like
The Women's Health Movement? Consider factors like medicalization, patient autonomy, and family-centered
care in your response.

Emily is a 32-year-old female who arrives at a local community health clinic for her prenatal care. Emily is in the
22nd week of her first pregnancy. She expresses excitement and a bit of anxiety about the upcoming changes in her
life. During the intake assessment, Emily shares additional details about her medical history, revealing that she was
diagnosed with hypertension 3 years ago. She mentions that her blood pressure has been well controlled with the
antihypertensive medication prescribed by her primary care physician. In exploring her medical history further, it is
discovered that Emily has a family history of gestational diabetes, prompting additional monitoring and counseling
on nutrition and blood sugar management during her pregnancy. As Emily discusses her current medical problems,
she mentions experiencing occasional headaches, which she attributes to stress related to her job. The community
health nurse takes note of this and explores potential stress management strategies to ensure the overall well-being
of both Emily and her developing fetus. Emily reports having no significant complications or concerns related to her
pregnancy, but she expresses curiosity about childbirth education classes and breast-feeding support available
within the community.

8. Considering Emily’s situation, how might regionalization of perinatal care benefit pregnant persons with
preexisting conditions, such as hypertension or a family history of gestational diabetes? How can
regionalization contribute to better outcomes for high-risk pregnancies?

9. In Emily’s case, how does community-based care, such as education on nutrition and stress management,
contribute to her overall well-being during pregnancy? How does community-based care align with the
principles of personalized, low-risk perinatal care?

10. In Emily’s scenario, how might community health nursing and community-based nursing collaborate to
support her throughout her pregnancy? What distinct roles might community health nurses and community-
based nurses play in addressing Emily’s needs?

Jessica is a 28-year-old female eagerly anticipating the arrival of her first child. She is currently being admitted to
the maternity ward of a local hospital. Jessica, at full term, is navigating a range of emotions, from excitement to
nervousness, as the delivery approaches. Delving into Jessica's detailed medical history, it's noteworthy that she
has experienced a generally uncomplicated pregnancy with routine prenatal care. However, it's essential to
recognize that Jessica has a history of gestational diabetes, which required careful management throughout her
pregnancy. During admission, Jessica's vital signs are meticulously assessed to ensure a comprehensive
understanding of her health status. The recorded values indicate a blood pressure of 120/70 mm Hg, a heart rate of
80 bpm, and a temperature of 98.6°F. These vital signs serve as baseline data for the health-care team as they
closely monitor Jessica's well-being throughout the labor process.
11. How do the American Nurses Association (ANA) Standards of Practice apply to Jessica's maternity care?
Identify specific standards that are relevant to assessing, planning, implementing, and evaluating her care.
12. Considering Jessica’s history of gestational diabetes, how might risk management principles be applied to
anticipate and address potential risks during her labor and delivery? How can the Quality and Safety
Education for Nurses (QSEN) competencies contribute to enhancing the safety and quality of Jessica's care?
13. How do legal considerations come into play in Jessica’s maternity care, especially with her history of
gestational diabetes? What legal responsibilities do nurses have in addressing potential complications related
to gestational diabetes during labor and delivery?
14. Explore the ethical considerations surrounding Jessica's care, given her history of gestational diabetes. How




can health-care providers balance maternal autonomy and fetal well-being in situations where there might be
maternal-fetal conflict, such as in cases of gestational diabetes?

Competency-Based Assessments

1.

10.

11.

12.

13.

Explain the goals of Healthy People 2030 related to improving the health of persons assigned female at birth
(AFAB). How can evidence-based care contribute to achieving these goals, and how do nurses apply these
objectives in patient education?

Discuss the morbidity and mortality rates affecting persons AFAB and children, citing specific examples. How
can quality improvement initiatives contribute to addressing and improving the health status of these
populations, and what role do nurses play in implementing such initiatives?

Identify and discuss specific taboos related to women's health care, such as abortion, birth control, and
menstrual problems. How can health-care providers, including nurses, contribute to destigmatizing these
taboos and ensuring that persons AFAB seek necessary help?

Explain the concept of self-advocacy for persons AFAB. Provide examples of how persons can advocate for
their preferences, needs, and values in health care. How can nurses support and encourage self-advocacy
among their patients?

Define the persons seeking gynecologic and obstetric care. Discuss the diverse characteristics, including age,
race, education level, and marital status, of persons accessing such care. How do health-care organizations,
such as the American College of Obstetricians and Gynecologists (ACOG), provide guidelines for the timing of
gynecologic and obstetric care?

Provide a historical overview of gynecologic and obstetric care in the United States. Include key events and
movements, such as Margaret Sanger's advocacy for reproductive rights and the Women’s Health Movement.
How has the evolution of women’s reproductive rights influenced health-care practices and access?

Contrast the historical practices of childbirth, including home births and the Women’s Health Movement’s
influence in the 1960s and 1970s, with contemporary childbirth in the United States. How has childbirth
evolved from a focus on unmedicated labor to a more medicalized approach? What are the factors
contributing to dissatisfaction with contemporary pregnancy care, and how are health-care providers
addressing these concerns?

Explain the concept of regionalization in perinatal care. What were the origins of regionalization in the United
States, and how has it contributed to improved outcomes for neonates and pregnant persons? Identify the
levels of maternal care as outlined by ACOG and the significance of matching the patient's needs with the
appropriate level of care.

Define community-based care in the context of perinatal services. How does community-based care differ
from regionalized care, and what populations benefit from community-based care? Discuss specific care
providers and settings involved in community-based perinatal care.

Differentiate between community health nursing and community-based nursing. What are the primary
responsibilities of community health nurses, and how do they contribute to promoting health in the
community? Contrast this with the focus and activities of community-based nursing.

Explain the significance of the American Nurses Association (ANA) Standards of Practice for nurses. Identify
and discuss at least three specific standards from the ANA related to maternal-newborn nursing. How do
these standards contribute to safe and high-quality care?

Define risk management in health care, specifically in the context of perinatal care. Discuss how risk
management programs identify and address potential risks for maternal-newborn patients. Explain how the
Quality and Safety Education for Nurses (QSEN) project contributes to improving the quality of maternity care.

Discuss legal issues in maternal-newborn nursing. Provide examples of legal concerns, such as informed
consent, obstetric malpractice, and implications of maternal-fetal conflict. Explain the role of nurses in
adhering to state nurse practice acts and ensuring patient safety.



14. Explore ethical issues in maternal-newborn nursing, covering topics such as surrogacy, female genital
mutilation, autonomy, and abortion. Discuss the nurse's role in addressing these ethical dilemmas and
maintaining patient-centered care.
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CHAPTER 2
Culturally Competent Nursing Care

FIGURE 2.1 Appreciating Cultural Differences Each person and family is unique, with their own needs and preferences. (credit:
modification of work “School diversity many hands held together” by Wonder woman0731/Flickr, CC BY 2.0).

CHAPTER OUTLINE

2.1 Person- and Family-Centered Care

2.2 Family Health and Cultural Factors

2.3 Culturally Competent Care

2.4 Families at Higher Risk for Poor Health Outcomes

INTRODUCTION The patients and families who come from our communities represent unlimited diversity that can
be both visible and invisible. But even seemingly visible factors like a person’s race and age may not be what they
appear. Nurses must not make assumptions about their patients. Only by being culturally competent and
systematically asking culturally sensitive questions are nurses able to provide the best care.

To be inclusive of all patients who require obstetric and gynecologic care, this textbook uses the terms person
assigned female at birth (AFAB) and pregnant person as well as others. In addition to caring for people of all races,
ages, abilities, ethnicities, and religions, nurses care for people of all gender identities and sexual orientations. All
are members of the community served by nurses, and all deserve culturally competent nursing care.



2.1 Person- and Family-Centered Care

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Describe nursing interventions to care for all persons assigned female at birth and their families during
family-centered care
- Identify challenges to delivering the best care for all families and persons assigned female at birth across
a range of cultures, religious backgrounds, and family structures
» Discuss barriers to care for LGBTQIA+, disabled, and culturally diverse persons and families that the
nurse can help mitigate

In 1970, the sociologists Firth and Firth (2014) defined family and kinship as “a set of ties socially recognized to
exist between persons because of their genealogical connection ... relationships thought to be created between
them by marriage and/or procreation of children” (p. 1). In 2023, family continues to be seen as a group of people
related by kinship; however, kinship is now made of many different types of connections, such as adoption,
surrogacy, friendship, cohabitation, and fostering. Other types of families are single-parent, dual-career, single
adult, extended, and blended or binuclear families. The nurse cares for a person while considering their family’s role
or influence on the person.

Communities and cultures include, but are not limited to, LGBTQIA+ persons, persons speaking other languages,
religious communities, and persons with disabilities; these differences in social and ethnic backgrounds, gender,
and sexual orientation represent a community’s diversity (Servaes et al., 2022). The nurse uses inclusive language
and advocates for policies that allow all persons to feel included in the health-care process. The nurse should also
find individual ways to care for those with disabilities to respect their autonomy yet provide needed assistance.

Care of Families

Nurses encounter people from a variety of backgrounds; therefore, it is essential that nurses provide culturally
competent care. The lifelong process of applying evidence-based nursing in agreement with the cultural values,
beliefs, worldview, and practices of patients to produce improved patient outcomes is called cultural competence.
The process of determining proper care and providing the best treatment for a person by understanding, respecting,
and integrating a person’s cultural beliefs into their health care is called culturally responsive care. When people
are valued for all aspects of their identity, background, and experiences, they feel safe, understood, and, most
importantly, valued. Culturally responsive care is required for a trusting, effective nurse-patient relationship. Nurses
must be intentional in learning about other cultures and belief systems.

Influence of Family Structure

Family structure includes the people considered family members, where the person falls in the birth/sibling order,
how many parents are in the household, whether a parent is single by choice or by circumstances, nuclear or
extended families, and the origin of the family. Family structure helps people determine their roles in society.
Dysfunctional families lead to persons with mental health issues, trauma or abuse, abandonment, and neglect.
Functional families lead to accomplishing tasks that lead to individual well-being, the ability to adapt to changes,
and the ability to balance individual needs with family needs (Booysen et al., 2021).

@ LEGAL AND ETHICAL ISSUES

Stepparents’ Rights and Responsibilities

In the United States, stepparents have limited legal rights and responsibilities. The legal authority for decision
making belongs to the two biological parents. The stepparent can help their spouse, the biological parent of the
child, but cannot make decisions regarding school, medical care, religion, or other important matters related to the
child. If the stepparent and the biological parent divorce, some states will allow visitation rights to the stepparent.

Paperwork allowing the stepparent to seek care for patients may exist, for example, a signed consent-to-treat letter
that is notarized and signed by both biological parents or legal guardian(s).

A stepparent can adopt the child if the other biological person agrees to terminate their parental rights. The courts



state that a stepparent must be married to the biological parent for a year and live with the child for at least 6
months to be eligible to adopt the child (Law Offices of Hector A. Montoya, 2021).

Dual-Career Family

A dual-career family is defined as a household in which both parents work. In a survey of families from 2015 to
2017 (U.S. Bureau of Labor Statistics, 2020), dual-career families with children under 6 years of age brought in an
income $53,873 higher than single-career families (not single-family households). In dual-career families, health
insurance is usually available and affordable compared to households without employment. The issues or concerns
of these families are related to time management, such as not having enough time to deal with family
responsibilities. The increased stress of meeting all family members' needs plus career needs may create role
conflict both professionally and in relation to the family. Women may experience more stress than men in a dual-
career couple due to women still taking on most household tasks and childcare (Center for Equity, Gender, &
Leadership [EGAL], 2020). When interviewing families, the nurse should focus on gathering information on how the
family roles are assumed by each partner.

Single-Career Family

A single-career family is defined as a household in which one parent works and the other stays home. In the past,
this pattern meant that the stay-at-home parent was the woman. Currently, 1 in 5 stay-at-home parents in the
United States are fathers (Fry, 2023). When a parent is available for childcare, finances are not required for outside
childcare, and significantly more family income is kept within the home. Future employment options for the stay-at-
home parent may be limited when they return to the workforce because employers can view a significant gap in
work history negatively.

Single-Parent Family

Single-parent families are defined as children living with one parent. Nearly 24 million children in the United States
live in a single-parent home, and 14.5 million of those children live in a mother-only household (The Annie E. Casey
Foundation, 2023). According to The Annie E. Casey Foundation (2023), nearly 30 percent of single parents live in
poverty compared to only 6 percent of married couples; the children of these parents experience more physical,
mental, and behavioral problems due to growing up poor. This foundation emphasizes that single-parent families
also have strengths and benefits, such as the parent being able to focus on the children rather than dividing their
attention between children and a significant other. In the case of divorce from a violent partner, violence or anger is
resolved, and the stress of violence is greatly reduced (Ratini, 2023). In the health-care setting, the nurse should
make sure that the parent who is present with the child is the legal guardian prior to discussing health-care
information, and documentation should include this information.

Extended Family

An extended family consists of grandparents, aunts, uncles, and cousins. In some cultures, the nuclear family lives
in the same house as their extended family. Many families struggling financially will live in one house to save money.
Other families move grandparents into their home due to their failing health. Nurses caring for a person with
extended family in the room should ask the person if they desire their extended family to be included in their plan of
care prior to discussing private health-care information.

Blended or Binuclear Family

A blended family, also known as a binuclear or stepfamily, consists of parents and children who are not biologically
related to the other parent. A blended family is usually created after a death or divorce but can also include those
who have never married. According to the Step Family Foundation (n.d.), more than 50 percent of U.S. families are
remarried or recoupled. Children of blended families may have trouble adjusting to their new parent and siblings.
They may feel their new stepparent is trying to replace their other parent. Stepparents may feel the stepchild is not
giving them a chance to be a family. Blended families can cause stress for the parents and children. Nurses should
be aware of family stress as they are caring for a person.
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Foster Care: Children’s Aid

Foster care is a service provided by states that provides temporary homes to children who cannot live with their
families. Different states offer different foster care programs. New York has a program called Children’s Aid foster
care. This program is unique because it places children with families in their neighborhood to maintain relationships
and familiar surroundings, such as school, church families, friends, and support systems. Children’s Aid currently
has 500 to 600 children and young people in stable homes in their own neighborhoods across New York. If the birth
family is unable to reunite with the child, Children’s Aid will help in the adoption process with a new family.

For more information, visit the Children’s Aid (https://openstax.org/r/77ChildrensAid) website.

Care of LGBTQIA+ Persons and Families

The biggest barrier to accessing culturally competent health care for LGBTQIA+ families is the lack of knowledge on
the part of health-care providers. Providers and nurses may find themselves confused about pronouns, terminology,
how to provide gender-affirming care, and what professional guidelines are specific to transgender and gender-
nonconforming persons. Table 2.1 lists some current LGBTQIA+ terminology.

Terminology Definition

Transgender An umbrella term for a person whose gender identity and gender expression may differ from
the gender they were assigned at birth

LGBTQIA+ Lesbian, gay, bisexual, transgender, queer or questioning, intersex, asexual, and any other
identity

Bisexual A person who is attracted to people with male and female gender identities

Cisgender A person whose gender identity matches the sex they were assigned at birth

Gender The process of aligning gender expression, social perception, and physical appearance with

affirmation gender identity

Gender The way a person communicates gender identity through behavior and/or appearance

expression

Gender identity

A person’s internal sense of their gender; being male, female, or both male and female,
neither male nor female, or something else

Gender
nonconforming

People whose gender does not fit within traditional expectations of masculinity and
femininity; this can include identities such as gender fluid, gender expansive, and gender
queer

Queer Any sexual orientation that is not straight or any gender identity that is not cisgender
Sexual A person’s emotional, romantic, or sexual attraction to other people
orientation

Transfeminine

A person assigned male at birth identifying as trans/nonbinary

TABLE 2.1 Gender Identity and Sexual Orientation Terminology (ACOG, 2022)


https://openstax.org/r/77ChildrensAid

Terminology Definition

Transgender A person with a male gender identity who was assigned female at birth
man

Transgender A person with a female gender identity who was assigned male at birth
woman

Transmasculine | A person assigned female at birth identifying as trans/nonbinary

TABLE 2.1 Gender Identity and Sexual Orientation Terminology (ACOG, 2022)

Historical Trauma

The cumulative trauma associated with a specific cultural, racial, marginalized, or ethnic group is called historical
trauma. It provides a useful theory for the nurse to examine the experiences of LGBTQIA+ persons within the U.S.
health-care system currently and in previous generations. When people who identify as LGBTQIA+ arrive for care,
they carry the weight of discrimination that their family and friends have experienced, along with cumulative pain,
bias, and mistreatment (Mirza & Roney, 2018). This leads to persons expecting to be treated with those same
biases. In a 2018 survey, 8 percent of LGBTQIA+ respondents reported that a clinician refused to see them at an
office visit due to their perceived sexual orientation, 7 percent reported that a clinician refused to recognize a child
of a same-sex partner, 9 percent reported that a health-care provider used harsh or abusive language while treating
them, and 7 percent reported experiencing unwanted physical contact from a health-care provider (such as
fondling, sexual assault, or rape) (Mirza & Roney, 2018). For many LGBTQIA+ people, the health-care system
continues to be perceived as an unsafe space. Using evidence-based resources, the nurse has the responsibility and
power to provide culturally competent, supportive nursing care.

Using Affirming and Inclusive Language

There are many evidence-based gender-affirming interventions the nurse can implement in the clinic to improve
patient outcomes and create safer spaces for the LGBTQIA+ community. Language that accurately describes a
person’s gender identity, called gender-affirming language, is imperative in the health-care setting. Using
inappropriate or inaccurate language to describe a person’s gender can be detrimental to the patient’s mental
health, causing them to be distrustful of the nurse, health-care providers, and the health-care system as a whole
(Dawson & Leong, 2020). Health-care offices and hospitals can add gender-affirming language to intake forms, ask
which pronouns the patient prefers, ask the patient’s gender identity, or ask how they identify. Nurses can introduce
themselves and provide the pronouns they prefer, then ask the patient their preferred pronouns. Nurses should
remember that words can heal. By using appropriate gender-affirming language, the nurse can establish trust and
provide supportive care.

Safe Health-Care Spaces

Health-care offices and hospitals must consider if the environment they provide is inclusive of all persons. Language
used in electronic health records or office paperwork should also be gender affirming or gender neutral. Check-in
logs should provide choices beyond male or female for gender identity. Relationship status should also be inclusive.
Nurses can advocate for safe spaces for all patients, including having a private physical space to allow private
disclosure of a person’s gender identity, sexual orientation, sex assigned at birth, and preferred pronouns. The nurse
can also advocate for independent electronic health record tablets to be used independently by the patient to
disclose this information (Deutsch & Buchholz, 2015). The nurse can play an important role in advocating for and
integrating diverse, equitable, and inclusive care throughout the office and hospital.

LGBTQIA+ Images in Offices and Hospitals

Another way to ensure diverse, equitable, and inclusive care for all patients is by including images of people and
families that look like them. The nurse can advocate for updated illustrations and educational materials reflecting
gender-affirming language and LGBTQIA+-friendly materials. In 2014, the Gay & Lesbian Medical Association
released a guideline for clinicians to create safer spaces for LGBTQIA+ persons. The guidelines stated that
LGBTQIA+ persons often “scan” the office for cues that they are welcome; those cues include rainbow flags, unisex
bathrooms, and even small LGBTQIA+ stickers or symbols. The guidelines also recommended exhibiting posters of



racially and ethnically diverse same-sex couples or transgender people, along with posters from nonprofit
LGBTQIA+ and HIV/AIDS organizations. Brochures about LGBTQIA+ health related to breast cancer, safe sex,
hormone therapy and treatment, mental health, sexually transmitted infection (STI) testing and treatment, and a
posted nondiscrimination statement are recommended.

Affirmative Language in Charting Systems

The electronic health record (EHR) is one of the biggest areas of discrimination for LGBTQIA+ patients. Most EHRs
contribute to microaggressions long before the person even meets the clinician. EHRs are not programmed to
accommodate diverse options for a person’s gender identity, chosen name, or preferred pronouns. Imagine a
transgender man giving birth in a labor and delivery unit, repeatedly asking that the gender on his wristband be
changed to male and being told that the EHR could not accommodate that. Deficits like this cause people to feel
invisible to clinicians and deny them access to the care they desire and deserve. Additionally, being misidentified
can cause a patient posttraumatic stress, depression, and anxiety.

The EHR should also be updated to allow patients to choose or enter the descriptors that apply to them. Recently,
the Human Rights Campaign (2018) found that less than 50 percent of health-care facilities in the United States
have specific policies ensuring appropriate, welcoming interactions with transgender persons. Nurses can advocate
for their hospital to provide LGBTQIA+ persons appropriate care in a safe, protected environment such as maternal
health units.

Family Planning for the LGBTQIA+ Family

All people who have a uterus should be offered full reproductive care including preconception, pregnancy,
contraceptive, and abortion care (Dawson & Leong, 2020). One issue faced by LGBTQIA+ persons is that few
facilities provide care specific to their community, including fertility preservation services (Dawson & Leong, 2020).
Fertility preservation is the process of freezing embryos, eggs, ovarian tissue, sperm, or testicular tissue for future
reproduction. According to a study conducted by Jones et al. (2020) on nonhospital facilities providing abortion
care, estimates suggest 462 to 530 transgender people obtained abortions primarily at facilities that did not provide
transgender-specific health care. Additionally, recent surveys suggest that in most states, 20 to 30 percent of
LGBTQIA+ persons are raising children (Movement Advancement Project, 2024). Nurses may care for LGBTQIA+
persons who are making a family via adoption, use of a surrogate, or pregnancy through artificial insemination.

In addition to planned pregnancies, LGBTQIA+ patients can experience unplanned pregnancies as a result of
consensual sex and sexual assaults. Data suggest that LGBTQIA+ people experience sexual assault at higher rates
than cisgender and heterosexual people (Human Rights Campaign, 2022.). Therefore, sexual assault nurse
examiners (SANE) and emergency department staff must be culturally competent to care for survivors who are
LGBTOIA+.

LINK TO LEARNING

The National LGBT Health Education Center, a part of the Program of the Fenway Institute, is an interdisciplinary
center for research, education, training, and policy development for LGBTQIA+ people. They have created best
practices that nurses can use to update guidelines in clinics and hospitals for transgender and gender-
nonconforming patients (https://openstax.org/r/77LGBTHealthCtr) in a free downloadable document.

Challenges in Caring for Families

Clear and effective communication between the patient and the nursing professional is essential. Communication
can be hindered by a language barrier. Quality nursing care can be negatively affected by not supplying language-
appropriate resources in the form of medical interpreters and printed health information in a patient’s native
language.

Different Languages

Culturally and linguistically appropriate services (CLAS) are “respectful of and responsive to the health beliefs,
practices and needs of diverse patients” (Culturally and Linguistically Appropriate Services, 2023, p. 1). Language-
appropriate health care provides care in the person’s native language. The Agency for Healthcare Research and
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Quality defines linguistic competence as “providing readily available, culturally appropriate oral and written
language services to limited English proficiency (LEP) members through such means as bilingual/bicultural staff,
trained medical interpreters, and qualified translators” (“What Is Cultural and Linguistic Competence?” 2019, p. 1).

All educational materials, instructions, and consent forms should be offered in the patient’s preferred language.
When caring for a person whose primary language is not English and who has a limited ability to speak, read, write,
or understand the English language, the nurse should seek the services of a trained medical interpreter. The Joint
Commission (2021) requires that interpretative services be provided by trained bilingual staff, contracted
interpreting services, or employed language interpreters. The requirement states that if the health-care provider is
bilingual and communicates with the patient in their preferred language, an interpreter is not needed.

Nurses should refrain from asking a patient’s family member to act as an interpreter. The patient may withhold
sensitive information from them, or family members may possibly edit or change the information provided.
Unfamiliarity with medical terminology can also cause misunderstanding and errors.

Medical interpreters may be on-site or available by videoconferencing or telephone. The nurse should also consider
coordinating patient and family member conversations with other health-care team members to streamline
communication, while being aware of cultural implications such as who can discuss what health-care topics and
who makes the decisions. When possible, the nurse should obtain a medical interpreter of the same gender as the
patient to prevent potential embarrassment if a sensitive matter is being discussed.

@ CULTURAL CONTEXT

Guidelines for Working with a Medical Interpreter

« Allow extra time for the interview or conversation with the patient.

« Whenever possible, meet with the interpreter beforehand to provide background.

« Document the name of the medical interpreter in the progress note.

« Always face and address the patient directly, using a normal tone of voice. Do not direct questions or
conversation to the interpreter.

« Speak in the first person (using “I”).

« Avoid using idioms, such as, “Are you feeling under the weather today?” Also avoid abbreviations, slang, jokes,
and jargon.

« Speak in short paragraphs or sentences. Ask only one question at a time. Allow sufficient time for the
interpreter to finish interpreting before beginning another statement or topic.

- Ask the patient to repeat any instructions and explanations given to verify that they understood.

Disability

Culturally competent care also applies to those with physical and intellectual disabilities. For pregnant or laboring
persons with disabilities, the nurse must work with the person to determine a plan of care that meets their needs
and respects their uniqueness (Schnaith et al., 2021). For example, among U.S. women aged 18 to 39,
approximately 4.7 percent experience hearing loss; pregnant persons who are hard-of-hearing can experience
adverse health outcomes due to inadequate communication (Mitra et al., 2020). Nurses should be aware that this
population has higher rates of chronic conditions and pregnancy complications (preterm birth and low birth weight)
(Mitra et al., 2020). The nurse needs to determine if the patient is verbal and, if not, determine how the patient best
communicates. If the patient is deaf, the nurse should use an American Sign Language interpreter to discuss health
history and expectations for labor and birth.

For people who are visually impaired, pregnancy brings different challenges. To assist the person, the nurse can
provide a tour of the labor and birth unit, allowing the person to become familiar with the surroundings. Health-care
providers and nurses should always introduce themselves due to the patient’s inability to read their name tag. Other
actions to consider are to warn the patient you are about to touch them, announce yourself when entering the room,
and announce that you are leaving the room (Jillings, 2017). Written information should be available in Braille or by
audio. To assist with care of the newborn, the nurse can describe the newborn’s facial expressions or behaviors in
response to certain interventions.



Nursing care for persons with physical disabilities is tailored for their specific needs. Hospitals, offices, and clinics
should have wheelchair access to the facility, bathrooms with bars and wheelchair access, wide doors, and exam
tables that are easily accessible for those with physical disabilities (Figure 2.2). The nurse should ask the person
which activities require assistance and which do not, respecting the person’s independence but providing help when
needed. The nurse can also order special equipment such as a bedside commode or shower chair to make daily
activities easier for the person. During birth, the nurse can assist the person into a position that is easiest and most
comfortable to the birthing person.

FIGURE 2.2 Wheelchair Access Hospitals and health-care offices should be wheelchair accessible and address the needs of persons with
physical disabilities. (credit: “Access to the ramp in a wheelchair” by www.gov39.ru/Wikimedia Commons, CC BY 4.0)

@ LINK TO LEARNING

Mayo Clinic provides information regarding care of the pregnant person with disabilities (https://openstax.org/r/
77Pregdisab) for patients. The website provides information on navigating the health-care system, finding support
before and after birth, getting financial help, and understanding the rights of parents with disabilities.

Culture

The set of norms, attitudes, and beliefs that a group of people accept and pass along to the next generation is called
culture. Many cultures have beliefs that explain what causes illness, how illnesses can be treated or cured, and who
should be involved in the process. Culture also affects how people communicate with providers in terms of language
or eye contact or what can be discussed in terms of the person’s body, health, or illness. A person’s culture affects
everything from how they think and feel about health and illness, to how receptive they are to treatment
recommendations, to how, when, and from whom they receive care.

Spirituality and Religion

Throughout history, spirituality, religion, and health have often gone together. Spirituality and religion are not the
same, however. Spirituality is what a person feels and believes that brings that person peace and understanding of
the meaning of life. It is important to ask the patient how they nurture their spirit. Religion is a belief system that is
practiced as a group or community. In many healing traditions, healers also serve as religious leaders. Many people
rely on their religious and spiritual beliefs when making medical decisions. For instance, Jehovah’s Witnesses
believe that it is against God’s will to accept blood products and will therefore not allow blood transfusions. A
person’s religious beliefs can affect their dietary intake. For example, many people following the religions of
Hinduism, Jainism, and Buddhism are vegetarian (Tesfamariam, 2020). Health-care providers must be prepared to
take patients’ religious and spiritual preferences into account as an important part of the treatment plan (Swihart et
al., 2022). A thorough cultural assessment should include information on a patient’s religious and spiritual beliefs
that might affect their care.
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Adolescent Parenthood in Western Cultures versus Other Cultures

According to the National Vital Statistics Reports (Centers for Disease Control and Prevention [CDC], 2022), the U.S.
teen birth rate was 15.4 per 1,000 females ages 15 to 19 in 2020, which was down 8 percent from 2019 and 75
percent from 1991. Factors associated with teen pregnancy and birth in the United States are having a mother who
gave birth as a teen and had lower levels of education; not feeling connected with family; living in communities with
higher rates of substance misuse, violence, and hunger; and being Black or Hispanic and having less access to family
planning services and information and more distrust due to mistreatment by the medical community (U.S.
Department of Health & Human Services, n.d.-a).

In other countries, such as Ghana, where 20 percent of girls become pregnant before the age of 18, adolescent
pregnancy is associated with health risks and social and economic hardships for adolescents, families, the
community, and society (Amoadu et al., 2022). An estimated 21 million adolescent girls become pregnant annually
in developing countries, and 12 million below the age of 16 give birth (Amoadu et al., 2022). In Ghana, confounding
factors include lack of knowledge about or accessibility of contraception. Sexuality is a taboo subject, sex education
in schools is restricted to abstinence messages, and child marriage is prevalent (Amoadu et al., 2022). Adolescent
pregnancies in the United States are associated with higher incidences of violence in marriage, decreased education
and employment opportunities, social stigma, and rejection from parents and communities.

2.2 Family Health and Cultural Factors

LEARNING OBJECTIVES

By the end of this section, you will be able to:
» Describe family development and roles and how culture impacts the family as a unit
- Describe the components of a family assessment
- Describe health beliefs, approaches, and norms of families

Family development refers to the life cycle of a family and how it adapts to change. Culture plays a large part in
defining a family and family roles. When discussing a person’s health history, the nurse also takes a thorough family
history to look for possible genetic issues but also to understand traditions and roles that are important to the
person.

Ideas of health and health care differ in certain cultures and families. Many cultures and religions have spiritual
healers and traditions that nurses must respect. Childbirth and childbearing are especially steeped in tradition;
religious rituals are carried out by families or religious leaders. The nurse can inquire about these traditions prior to
the birth to help facilitate the customs.

Family Development

Family development has been studied for many years. Family development was defined in the 1950s as “the
systematic and patterned changes experienced by families as they move through their life course” (International
Encyclopedia of Marriage and Family, 2023, p.1). The family development theory was developed after World War II,
with family stages defined as early marriage, families with young children, the launching of children out of the home,
and the empty nest (International Encyclopedia of Marriage and Family, 2023). Family development has adapted
throughout the years to include many different positions, norms, roles, stages, and variations.

Family Assessment

The family assessment is an important part of a person’s health assessment. The nurse understands that the family
plays an important role in a person’s personal, emotional, mental, and physical health. Table 2.2 lists the
components of a family assessment.



Family Assessment by Questions
Nurse

Describe the family » Who is considered part of the family?

= What is the patient’s position and role in the family?

= What are the ages and sexual orientations of the family members?

» What are their occupations?

= Are there any issues that would affect a family member’s ability to help with
care needs?

Determine family = Can the family meet the needs of the patient?

resources « Isthe home safe?

« Does the patient foresee any financial limitations to their treatment plan?

» What are the patient’s health insurance resources?

= What connections does the family have with friends, neighbors, church, and
community?

= Are there any transportation limitations? Does the patient own a car? Do all the
adults in the family drive? Does the patient rely on public transportation?

Assess family » What is the level of education of the family members?

education, lifestyle, = What is the primary language spoken in the home?

and beliefs « What is the cultural background?

- Does the patient or their family have any cultural or family preferences
surrounding life events, e.g., birth or death?

» Does the family use traditional practices of healing?

» Are there any conflicts between cultural practices and recommended practices
by health-care professionals?

«  What are the family’s dietary patterns?

= What, if any, religion does the family practice?

« Are there any religious beliefs or practices that the care team should be aware
of?

Determine teaching »  What is most important to the patient and family?
needs = Do the patient and family agree with the treatment plan?
= Are there any physical or cognitive limitations to learning?

TABLE 2.2 Family Assessment

Cultural Influences on Families

Families respond to their environment through learned cultural experiences. Culture influences how families
communicate, love, deal with stress, and even feel pain. Each family member is a combination of their individualism
and their culture.

Physiologic Differences

Certain ethnocultural groups are at higher risk for specific diseases. (See Chapter 3 Health Promotion, Disease and
Injury Prevention, and Well-Person Care for a discussion of social determinants of health.) Certain ethnicities are
prone to ancestry-based genetic diseases, and people with these ethnicities are more likely to carry the recessive
genes that cause these diseases. (See Chapter 4 Influences on Fertility for a discussion of genetic diseases that may
impact people of certain ethnicities.)

Psychologic Differences
One main psychologic distinction between cultures that affects how people think and make decisions is



individualism versus collectivism. In individualism, people respect independence and view themselves as separate
from others, with personal ideals and goals (Hampton & Varnum, 2020). People from individualistic cultures are
encouraged to make choices for their own benefit and to emphasize independence and self-reliance. Health care
tends to be viewed as a personal responsibility. Most Western countries, such as the United States, the United
Kingdom, and other parts of Western Europe, have individualistic cultures (Fatehi et al., 2020). Knowledge that the
patient and their family are from these regions assists the nurse in developing a plan of care with specific self-
efficacy tasks.

In contrast, in collectivism, people believe in interconnectedness with others and respect relationships (Hampton &
Varnum, 2020). Collectivist cultures place an emphasis on community and cooperation. Decisions are made for the
benefit of the collective. These cultures believe that it is best for society when everyone works together as a group,
and the needs of the individual come secondary to the needs of the greater good. Some countries that practice
cultural collectivism include China, Japan, India, Brazil, and Guatemala (Collectivist Countries 2024, 2024). The
nurse can use this information to include other family members and community resources in the planning of care.

Cultural Influences on Pain

Different cultures have varying views on pain, including how to express it, how to treat it, and what it means. Pain is
a universal physical experience, but it involves emotions and behaviors that are influenced by the patient’s cultural
viewpoint (Givler & Bhatt, 2022). Pain is a subjective experience. In many cultures, childbirth is seen as an event
that is challenging, but the intense sensations are not the same as “pain.” Ideally, the nurse should discuss pain
management for labor prior to the person experiencing pain; however, the nurse should not assume the person’s
pain level strictly by their outward appearance. Misunderstandings about pain due to cultural differences can result
in overtreatment or undertreatment of the patient’s pain and should be avoided.

CLINICAL JUDGMENT MEASUREMENT MODEL

Take Action—Culturally Sensitive Nursing Interventions for Pain

Even though the ways in which people experience and express pain are influenced by their cultural background,
pain is an individual experience. As a nurse, it is important to be aware of cultural differences so that you can
treat a person in a way that best suits their pain. Culturally sensitive nursing interventions for pain may include
the following:

« Ensure translation services are available as needed.

« Ask the person about their expectations of pain during labor. Their beliefs may be representative of their
cultural background, or they may not—do not make assumptions without listening to the person.

« Provide thorough education on pain assessment to the patient; this is necessary. Do not rely on nonverbal
cues.

= Use a pain scale tool to determine the patient’s individual response to pain and thereby establish the
patient’s pain level (Dydyk and Grandhe, 2023).

« Allow the person to incorporate traditional remedies whenever possible. Make sure to gather a thorough
history of all medicines, herbs, plants, and foods the patient ingests to avoid any possible interactions.

- Assure the patient that you are there to help treat their pain in a way that is the most appropriate and
suitable for them.

- Adjust the patient’s care plan to reflect their cultural needs.

(Givler & Bhatt, 2022)

Family Roles

Family roles are individual to each family. The nurse should never assume what role each member plays without
asking. Family roles do not include just mother, father, and child. Family roles could include the nurturer (a person
who is empathetic and nurturing to their partner and/or children), the cheerleader (a person who is supportive and
encouraging to their other family members), and the truth teller (a person who is able to critically share their
thoughts, hopefully in an appropriate way) (Applebury, 2020). Other family roles might include the troublemaker,
peacemaker, caretaker, doer, or martyr. In most families, the parents are expected to be the leaders, and the



children are expected to follow that leadership. However, parents and children can play many roles. According to the
role and personality of the person, the nurse may need to change their approach to education and care.

Health Beliefs and Practices in the Family

Health beliefs and health practices can differ because of cultural, familial, and socioeconomic influences. Religion
and spirituality also determine health-care decisions. Beliefs may be due to negative past experiences or
discrimination. Some families are unfamiliar with the health-care system and how to navigate it. Families coming
from a country with universal health care will lack an understanding of the U.S. health-care system. Nurses should
assist families in understanding the role of the health-care system.

Religion and Spirituality’s Influence on Maternal-Child and Women'’s Health

Religion and spirituality are prominent cultural elements that influence values and beliefs and can influence
pregnancy, birth, and women’s health. Spirituality is the individual beliefs and practices in which a person finds
meaning and value; it is separate from religion. The nurse can inquire what spiritual beliefs are important
surrounding pregnancy, birth, contraception, and preventive health care, and ask what accommodations would help
support those beliefs.

Many topics in maternal-child and women’s health are influenced by religious or cultural norms. Circumcision
decisions are often made based on religious beliefs. Taboos regarding menstruation can be influenced by religion,
and some religious ceremonies are prohibited while a person is menstruating. Fasting during pregnancy is a decision
based on religious beliefs. Other reproductive health topics related to religion include abortion, sex, baby care,
pregnancy, and postpartum traditions. Some patients prefer traditional healers to modern health-care providers or
refuse recommended treatment because it goes against their religious beliefs. The American College of
Obstetricians and Gynecologists (2019) released a committee opinion stating that pregnancy does not give a health-
care provider reason to coerce, manipulate, or threaten a person to “save” a fetus if a patient refuses treatment.
Nurses should ask what religious beliefs are important to the patient and how they can tailor their care to respect
those beliefs.

Practitioners and Traditions outside Mainstream Medicine

Every culture develops its own ways of dealing with health and illness. The various medicines and healing practices
around the world that differ from the modern, Western health-care system is called traditional healing (World
Health Organization, 2023). Traditional healing encompasses a vast range of traditions and practices that differ
across regions and cultures. During pregnancy and breast-feeding, asking about traditional healing regimens is
important to assess for safety to the fetus and newborn. Table 2.3 reviews different healing traditions and their
characteristics.

Healing Chief Characteristics
Tradition

Traditional | Belief in the idea of balance as the root of health; based in concepts of giand yin and yang;
Chinese practices include acupuncture, cupping, herbs, tai chi

medicine
(TCM)

Ayurveda Hindu form of medicine from India, based on the idea that disease is caused by imbalance; seeks
to cure imbalances using Ayurvedic medicine, including diet, herbal medicines, yoga, and

meditation
African Extremely diverse and varies by tribe; some believe that ancestral spirits are closely involved in the
traditional | lives of the living; healers offer spiritual education and care and function as counselors and social
healing workers

TABLE 2.3 Major Healing Traditions



Healing Chief Characteristics
Tradition

American Believe that spiritual and physical health are intertwined; the healer’s role is to help the person as

Indian they help themselves; ritual and ceremony have key roles in healing
traditions
Hispanic Curanderismo is a holistic practice rooted in beliefs that health is achieved through the right

traditions balance of mind, body, and spirit; healers focus not only on the person’s physical health but also on
their mental health, diet, personal relationships, and more; use various healing methods including
prayer, oils, herbs, special diets, and other spiritual rituals

Western Role of patient at the center of the patient-healer relationship is crucial; has a strong foundation in
European using medicines created from natural elements, including herbs, plants, minerals, and animals
traditions

TABLE 2.3 Major Healing Traditions

Childbearing and Childrearing Practices

The American Psychological Association (n.d.) defines child-rearing as “a pattern of raising children that is specific
to a particular society, subculture, family, or period in cultural history. Child-rearing practices vary in such areas as
methods of discipline, expression of affection, and degree of permissiveness” (para 1). Health beliefs regarding
childbearing and child-rearing are dependent on cultural and family practices. Many cultures see birth as a natural,
nonmedical event and tend to use midwives. After a birth in Iran, mothers, sisters, and aunts traditionally “shower”
the birthing person with special oils, give them a facial, and paint them with henna as a reward for their hard work
(Boggan, 2015). Andean communities in Argentina place importance on care of the placenta, which is revered as a
younger sibling. Parents must care for and bury the placenta properly (Colangelo, 2020). Many Hispanic people
celebrate cuarentena, 40 days of recuperation and rest after the birth. In the Muslim culture, parents celebrate the
birth by performing tahnik and aqigah rituals in which a small amount of date or honey is placed on the baby’s
palate and the duais recited (Gatrad & Sheikh, 2001).

Some parents place a heavy emphasis on achievement in childhood. Chinese American and Taiwanese Chinese
parents rate persistence, politeness, concentration, and precision as important parenting goals (He et al., 2021).
Indian parenting styles focus on interdependence of all family members, where shared goals and the focus on the
family is a priority (Sahithya et al., 2019). In Hinduism, couples without children are stigmatized as barren, but
having a son is celebrated for allowing the family line to continue (V, n.d.).

@ LEGAL AND ETHICAL ISSUES

Jehovah's Witnesses and Blood Products
Jehovah’s Witnesses belong to a Christian sect that prohibits the use of blood transfusions or blood products. Their
beliefs are based on verses of the Bible, including the following:

Genesis 9:4: “But flesh meat with blood shall ye not eat.”

Leviticus 17:12-14: “No soul of you shall eat blood, whosoever eateth it shall be cut off.”
Acts 15:29: “That you abstain from blood ...”

Acts 21:25: “Gentiles keep themselves from things offered to idols and from blood.”

Some Witnesses will accept minor blood products such as cryoprecipitate and immunoglobulins. Elders of the
church can be useful consultants for members deciding which products they agree to accept. Health-care providers
can use iron replacement, erythropoiesis-stimulating agents, tranexamic acid, recombinant factor VIIa, prothrombin
complex concentrate, and other agents to help prevent the need for blood products during planned surgeries. The
nurse should take a detailed history of any previous complications from surgery, bleeding complications, or genetic
predisposition for clotting or bleeding. The nurse will also document what measures the person agrees to if bleeding



does occur. Health-care providers and nurses must be nonjudgmental in their discussions of blood products and
hemorrhage.

(DeLoughery, 2020)

2.3 Culturally Competent Care

LEARNING OBJECTIVES

By the end of this section, you will be able to:
» Discuss transcultural nursing and culturally competent care
» Describe a cultural assessment

Nurses are aware of cultural differences and are interested in making patients feel supported and safe. Culturally
competent health-care providers take time to assess the person’s spiritual, emotional, and cultural needs and
integrate them into the plan of care. The Cultural Care Theory, the Transcultural Assessment Model, and the Four Cs
of Cultural Assessment guide nurses in determining interventions that value traditions and allow the person to trust
the health-care system.

Transcultural Nursing

As you have learned, cultural competence is a lifelong process of applying evidence-based nursing while respecting
the cultural values, beliefs, worldview, and practices of patients to produce improved patient outcomes. Culturally
competent care requires nurses to combine their knowledge and skills with awareness, curiosity, and sensitivity
about their patients’ cultural beliefs. Cultural competence takes motivation, time, and practice to develop and
evolves throughout the nursing career. Culturally competent nurses have the power to improve the quality of care,
leading to better health outcomes for culturally diverse patients.

The theoretical roots of culturally competent care are found in the original transcultural nursing concept developed
by Dr. Madeleine Leininger, a nurse and anthropologist (Leininger, 1988). The concept of transcultural nursing
incorporates cultural beliefs and practices of people to help them maintain and regain health or to face death in a
meaningful way. This theory forms the basis of all culturally competent care.

Dr. Leininger developed the Culture Care Theory, which states that health care cannot be effectively provided
without considering the person's cultural background (Leininger, 1988). The theory emphasizes the importance of
understanding the people's cultural values, beliefs, and practices to provide appropriate care. According to
Leininger, culture is a fundamental component of human life and influences a person’s perception of health, illness,
and health care. Therefore, health-care providers must approach each person with cultural sensitivity and strive to
deliver care that is respectful and tailored to the person's cultural needs. Culture Care Theory is an important
framework for promoting culturally competent care and achieving health equity for all people.

The Transcultural Assessment Model

Giger and Davidhizar (2002) developed the Transcultural Assessment Model as a way for nurses to assess and
provide care for culturally diverse people. According to this model, each person is unique. Assessment should
consider the following six cultural phenomena: communication, personal space, social organization, time
orientation, environmental control, and biological variations.

- Communication. This includes the language, tone, and nonverbal cues used by the person and the health-care
provider. Communication styles vary across cultures and can impact the effectiveness of health-care
interactions.

= Personal space. All communication occurs in the context of space. There are four distinct zones of
interpersonal space: intimate, personal, social and consultative, and public (Hall, 1966) (Figure 2.3.) This
includes the physical and emotional distance between the person and the health-care provider. Cultural
norms around personal space and touch vary across cultures.

« Social organization. This includes the person's cultural values and beliefs related to family, community, and
social roles. Cultural expectations around family involvement in health-care decisions, for example, vary
across cultures.

- Time orientation. Time is an important aspect of interpersonal communication. This includes the person's



cultural beliefs and practices related to time, such as punctuality and the perception of time as linear or
cyclical.

« Environmental control. This includes the person's cultural beliefs and practices related to controlling their
environment, such as beliefs about the causes of illness and the use of traditional healing practices.

» Biological variations. These include the person's cultural beliefs and practices related to biology, such as
beliefs about the causes of illness and the use of alternative therapies. Cultural beliefs regarding pain
management and the use of medication can also vary across cultures.

Intimate Personal Social Public

Partners Friends Acquaintances Passers-by
Core family Extended family Colleagues Strangers

1.5 feet 4 feet 10 feet more than 10 feet

S

FIGURE 2.3 Our Zones of Personal Space Nurses and health-care providers should be aware of and respect a patient’s personal space.
(attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

@ CULTURAL CONTEXT

Patients and Personal Space

The amount of space that a person surrounds themselves with to feel comfortable is influenced by culture. For
example, for some people, it would feel awkward to stand 4 inches away from another person while holding a social
conversation, but for others, a small personal space is expected. There are times when a nurse must enter a
person’s personal space, which can cause emotional distress for some people. The nurse should always ask for
permission before entering a personal space and explain why and what is about to happen.

Patients may also be concerned about their modesty or being exposed. A person may deal with the violation of their
space by removing themselves from the situation, pulling away, or closing their eyes. The nurse should recognize
these cues as an expression of cultural preference and allow the person to assume a position or distance that is
comfortable for them.

Like cultural influences on personal space, touch is also culturally determined. This has implications for nurses
because it may be culturally inappropriate for a male nurse to provide care for a female patient and vice versa. In
some cultures, it is also considered rude to touch a person’s head without permission.

Cultural Traditions Surrounding Nutrition

In some cultures, certain food is classified as taboo. For example, in Indonesia, persons who are pregnant and
breast-feeding are prohibited from eating certain fruits, meat, and fish; soda, coconut water, and cold beverages are
also considered taboo (Tobing et al., 2019). People in rural Zulu communities also consider certain fruits taboo, and
consuming sweets, ice, and alcohol may be prohibited; for postpartum recovery, their culture recommends soft
porridge, all fruits and vegetables, beetroot, and tea (Ramulondi et al., 2021). In areas of Asia, after birth, people
can eat rice, but meat is taboo until after 2 months postpartum; however, persons in areas of food insecurity are
allowed to eat some taboo foods earlier than 2 months postpartum (Smith et al., 2021). Many cultures recommend
postpartum foods that consist of easy-to-digest, high in protein and fats, warm cooked, brothy foods (soups and
stews) that are nourishing and hydrating.



During menopause, many people in South Asia eat mostly plant-based diets and experience fewer hot flashes, night
sweats, and changes due to lack of estrogen (Vohra, 2021). Some Spanish women eat a Mediterranean diet
featuring olive oil, fruits, fish, white meats, and alcohol. Their low consumption of sugars and processed meats is
associated with less menstrual pain, shorter cycles, and less bleeding (Onieva-Zafra et al., 2020). A Malaysian belief
is that only rice and cassava root should be eaten during menstruation due to fear of bad health or bad luck. In some
areas of India, menstruating persons cannot eat sour foods like curds, tamarind, or pickles in fear they will disturb
or stop their menstrual flow (Syed Abdullah, 2022).

Cultural Nursing Assessment

Nurses providing culturally competent care integrate the patient’s cultural beliefs into their health care by showing
respect and creating an environment that is culturally sensitive. The following interventions support culturally
sensitive care:

» Introduce yourself by name and role when entering the room and initially meeting the person and their family.
Acknowledge any family members or visitors. Address the person using their title and last name. Ask how they
wish to be addressed and what their preferred pronouns are and document those preferences in the record.

« Stand at least an arm’s length from the patient.

« Observe how the person and family members communicate nonverbally, such as by eye contact, spacing,
touch, and other behaviors, to determine the level of nonverbal communication to follow.

« If English is not the patient’s primary language, document their preferred language in the record and note if a
medical interpreter is needed.

» Politely ask questions about their culture and beliefs to minimize or avoid misunderstandings.

« Ask if any limitations exist on who can care for a patient. For example, many patients who are Muslim will
prefer a same-gender care provider (Attum et al., 2023).

« Show respect for the patient’s cultural beliefs and values. Integrate their cultural beliefs into nursing care as
much as possible.

» Reassure the patient that providing culturally competent care is a priority for all health-care workers.

After establishing a culturally sensitive environment, nurses should incorporate a cultural assessment when caring
for all patients. Many assessment guides used for patient interviews are adaptable to a variety of health-care
settings and are designed to facilitate understanding and communication.

The Four Cs of Culture model is an example of a quick cultural assessment tool that asks questions about what the
patient Considers to be a problem, the Cause of the problem, how they are Coping with the problem, and how
Concerned they are about the problem.

1. What do you think is wrong? What is worrying you? (In other words, discover what the patient Considers to be the
problem and what they call it.)

2. What do you think Caused this problem? How did this happen?
3. What are you doing to Cope with this problem? How are you taking care of yourself?

4. How serious is this problem for you? How Concerned are you?
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@ CULTURAL CONTEXT

Using “The Four Cs of Culture” to Perform a Cultural Assessment

Scenario: The nurse enters the person’s room to perform a cultural assessment. The person is from China but just
moved to the area to live with family. Their preferred language is Mandarin. The nurse sets up the video translator to
begin the conversation and allows the translator to introduce themselves to the patient.

Dialogue:
Nurse: Hi, I'm Travis, and I'm going to be your nurse today. Can you please tell me your name and date of birth?

Patient: Mei Wang, January 2, 1947.



Nurse: What would you like me to call you?
Patient: Mrs. Wang is fine.

Nurse: Mrs. Wang, I'm here to do a cultural assessment, which involves asking you a few questions. It should take
less than 15 minutes. Is that okay?

Patient: Yes, that is fine.
Nurse: What do you think is wrong? What is worrying you?

Patient: The doctors are telling me that I need a hysterectomy because of fibroids. I know this happened because
my body is not in balance.

Nurse: What do you think caused this problem? How did this happen?

Patient: My husband died 4 months ago, and I left China to live with my son and his family here in the United States.
I miss my husband, and everything here is so different compared to what I'm used to.

Nurse: Have you been trying things at home to make yourself feel better? How have you been coping?

Patient: I've been making some special food. A lot of soup and other foods with ginger, onion, garlic to help with the
abdominal pain.

Nurse: How serious is this problem for you? How concerned are you?

Patient: I've never been in the hospital before, so I'm worried, but I think the doctors are good and will get me
home. I want to make sure that my family can bring me food from home, though. I don’t like the hospital food. My
food from home is much better for me.

Nurse: I'll check with your doctor to see if your family can bring your food from home; I’ll tell them how much better
you like it, okay? My assessment is done for now. Do you have any other questions for me?

Patient: Not right now. Thank you for talking to me.

2.4 Families at Higher Risk for Poor Health Outcomes

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Identify families in the community at higher risk for poor health outcomes and their experiences with the
health-care system
- List health risk factors affecting families who are at increased risk during pregnancy and birth
 Identify and discuss social determinants of health in the childbearing population

Families can be at higher risk due to discrimination, poverty, injustice, or psychosocial issues. The nurse encounters
these families in health-care settings as well as in the community. The nurse should use culturally sensitive
approaches with these families and join community or professional groups to address health disparities in the
community. The United States used nonmedical factors that influence health outcomes to develop Healthy People
2030 objectives in an attempt to address these disparities.

Characteristics of Families at Higher Risk for Poor Health Outcomes

Racial, sexual, or gender minorities; children; older adults; and people who are underinsured, socioeconomically
disadvantaged, incarcerated, or disabled are at higher risk for poor health outcomes. Many low-income jobs do not
provide health insurance, which reduces access to health care. These families can be stigmatized and may refrain
from seeking health care due to fear of being marginalized. The nurse must be aware of different types of families at
higher risk and how to provide them with fair and safe care.

Black Families

Black Americans in the United States have experienced a long history of racism, and inequity has become part of the
infrastructure causing structural racism (Lloyd et al., 2021). Culturally, many Black Americans value marriage and
children; however, barriers such as low income have often prevented these family structures from occurring. A study



by Lloyd et al. (2021) found that having a low income led to increased issues with the criminal justice system,
another influence on children and parents living together. They note that Black children lived in several different
family structures. such as single-parent homes (some single persons live with an unmarried partner) and with
extended families, grandparents, or kin. For pregnant Black people, prolonged stress has led to epigenetic changes
causing higher incidences of preeclampsia, gestational diabetes, and maternal mortality in their population (Riggan
et al., 2021). The nurse must recognize examples of racism and discrimination in the health-care system and
become a change agent to overcome health inequities.

Immigrant and Migrant Families

Health-care access is limited for immigrant and migrant families. HealthCare.gov (n.d.) states that “lawfully present
immigrants” can apply for the Health Insurance Marketplace, but undocumented immigrants are not eligible.
Further eligibilities include living in the United States and not being incarcerated. Undocumented immigrants can be
eligible for “emergency Medicaid” for prenatal care, depending on state regulations (Alarcon, 2022). Federally
qualified health centers (FQHC) have bridged the gap for some immigrant families; FQHC’s mission is to serve those
with limited access to health care and to improve the quality of life for millions, including immigrants (Alarcon,
2022).

Migrant families, like immigrant families, have limited access to health care. Many migrant families move from place
to place for work. The frequent movement does not allow pregnant persons to receive consistent prenatal care,
which can lead to poor outcomes for the person and their fetus. It is important for the nurse to determine all the
previous providers for this pregnancy and request records to review all prenatal care.

LGBTQIA+ Families

LGBTQIA+ families are also at increased risk for domestic violence, discrimination, marginalization, and social
exclusion. A study by Medina-Martinez et al. (2021) reveals that the LGBTQIA+ population has poorer physical and
mental health and more depression, substance misuse, and suicide than the straight population. They also found
higher incidences of colon, liver, breast, ovarian, and cervical cancers in lesbian and bisexual women. The study
showed that many LGBTQIA+ people feel uncomfortable and unsafe in the health-care system because of
discriminatory attitudes and practices. The health inequities/minority stress model proposes that adults from
underrepresented groups who are socially stigmatized experience more stress and use maladaptive coping
strategies, leading to rumination, substance misuse, and risky sexual behaviors (Medina-Martinez et al., 2021).
Nurses can establish relationships with these patients by incorporating transcultural nursing interventions to help
LGBTQIA+ families feel more included in and trusting of the health-care system.

People Who Are Incarcerated

In the United States, the rate of women who are incarcerated has dramatically increased to the second highest rate
internationally, second only to Thailand (Friedman et al., 2023). The Friedman et al. (2023) study found that 75
percent of women who are incarcerated had children under 18 years old, and less than 33 percent of these children
lived with their father during the mothers’ incarceration. They report that pregnant persons who are incarcerated
have a higher risk of complications due to lack of prenatal care, trauma, poor nutrition, substance use, mental
illness, chronic medical conditions, low socioeconomic status, and limited social support. Over the years,
organizations such as ACOG, the Federal Bureau of Prisons, and the National Commission on Correctional Health
Care have created standards for pregnant persons who are incarcerated, including the recommendation to allow
patients to labor without restraints or shackles. Nurses caring for a laboring person who are incarcerated can
provide nonjudgmental care and avoid discussing “taking the baby home.” Nurses can help the person work through
feelings of sadness and grief over being separated from their baby.

@ LIFE-STAGE CONTEXT

Grandparents as Caretakers

A grandparent can become the primary caregiver to a grandchild for different reasons, such as premature death of
the child’s parent or the parent’s incarceration, mental health issues, or substance use disorder. According to the
2017-2021 U.S. census, 7.1 million grandparents are living with and caring for grandchildren under the age of 18
(U.S. Census Bureau, n.d.). Of these grandparents rearing grandchildren, approximately 2.5 million of them may



need to return to the workforce to provide for the grandchild (Saxena, 2021). Other challenges grandparents face
include changes in family dynamics because the grandparent is now the disciplinarian; psychosocial impact because
the grandparents and children are in different social groups with peers; lack of resources due to low income related
to retirement or disability; and challenges of parenting later in life, such as not having the energy to raise small
children or discipline teens (Martin et al., 2020). Grandparents and grandchildren should receive resources for
counseling for potential depression and financial resources.

Families with Lower Incomes

According to the National Health Council (Witting, 2023), 37.2 million Americans were living in poverty in 2020.
Poverty causes poor health outcomes due to lack of available and quality health care for those who cannot afford
reliable care. The National Health Council also noted that people living in poverty have more chronic diseases, such
as heart, liver, and kidney disease. When people living in poverty could schedule health-care appointments, many
times they did not have reliable transportation to get to the office (Witting, 2023). Pregnant persons living in poverty
also have higher risk for poor outcomes owing to lack of prenatal care, poor nutrition, and stress (Witting, 2023).
Nurses can provide supportive care while suggesting resources for the family to help with financial assistance.

Families Living in Rural Areas

Families living in rural areas in the United States face more health disparities than families living in urban areas. The
CDC (2023) states that 46 million people in the United States live in a rural area. Areas without obstetric hospitals,
birth centers, or obstetric providers are called maternity deserts (Treisman, 2022). These areas are mostly rural and
have higher rates of maternal and newborn mortality than urban areas (Treisman, 2022). Statistics show that
members of families living in rural areas have a higher risk of dying from heart disease, cancer, unintentional injury,
chronic respiratory disease, and stroke than members of families living in urban areas (CDC, 2023). Children in rural
areas are at risk for mental, behavioral, and developmental disorders. Some reasons for rural families’ increased
risk of death from these diseases include long travel distance and time, higher rates of cigarette smoking, high blood
pressure, obesity, higher rates of poverty, less access to health care, and more uninsured people (CDC, 2023).
Nurses can address some of these issues when families who live in rural areas are present in the office or hospital.
The nurse can educate the family on smoking cessation, weight loss, and increased physical activity, and can
conduct recommended screenings for cancer. Some community-based mobile clinics can provide nursing care to
these rural areas as well.

Social Determinants of Health of the Birthing Person and Newborn

The nonmedical factors that influence health outcomes, including conditions in which people are born, grow, work,
live, and age, and the wider sets of forces and systems shaping the conditions of daily life are called the social
determinants of health. Health outcomes impacted by social determinants of health are referred to as health
disparities or health inequalities.

Various factors contribute to health inequalities among different cultural groups. Socioeconomic status, race,
educational level, and physical proximity to health-care facilities are all causes of health inequalities. For example,
Black and Native American populations have higher rates of obesity, diabetes, hypertension, and heart disease
when compared to White populations (National Academies of Sciences, Engineering, and Medicine, 2017). The
history of racism and discrimination in the medical system has resulted in widespread distrust, especially for Black,
Indigenous, and Latinx populations. This distrust manifests in less seeking of care and a general skepticism of the
care rendered. Nurses can perpetuate this distrust, or they can begin to heal these relationships by considering the
patient’s background. If they practice trauma-informed care, they acknowledge all past and present parts of a
person’s life situation, including any trauma they have endured (Center for Health Care Strategies, 2021) in an effort
to provide treatment that supports the patient’s autonomy, strength, and control over making health-care decisions.

Several social determinants of health causing disparities in the care of the birthing person include financial barriers
to health care, shortage of obstetric providers, prevalence of unhealthy behaviors (illicit drug and alcohol use;
consumption of cheap, less nutritious foods), lack of equal education causing financial inequality, and racially
segregated communities (Crear-Perry et al., 2021).

The Five Domains
The five domains of the social determinants of health include economic stability, education access and quality,



health-care access and quality, neighborhood and built environment, and social and community context (Figure 2.4).
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FIGURE 2.4 Social Determinants of Health’s Five Domains Healthy People 2030 uses the five domains to create objectives for improving
health. (credit: “Healthy People 2030 SDOH” by U.S. Department of Health and Human Services, Office of Disease Prevention and Health
Promotion, Public Domain)

These five domains are the foundation of addressing inequities in education, economics, health care, communities,
and neighborhoods.

Healthy People 2030

Healthy People 2030 is an initiative of the Office of Disease Prevention and Health Promotion of the U.S.
Department of Health and Human Services. From its initial report in 1979 and its subsequent new iterations, it
consists of national objectives aimed at improving health and well-being over the preceding decade. Social
determinates of health are keys to creating the Healthy People objectives. Several objectives for pregnancy and
childbirth include reducing preterm births, increasing the proportion of people who receive early and adequate
prenatal care, increasing abstinence from alcohol during pregnancy, reducing pregnancy in adolescents, and
reducing maternal deaths (U.S. Department of Health and Human Services, n.d.-b). (See Chapter 3 Health
Promotion, Disease and Injury Prevention, and Well-Person Care for more discussion of Healthy People 2030.) The
nurse can become active in professional organizations to help fulfill these objectives.

@ LEGAL AND ETHICAL ISSUES

Caring for Patients Who Cannot Afford Their Necessary Health-Care/Prescriptions

The nurse is giving discharge instructions to a pregnant woman, describing how to take the prescribed medication.
The woman quietly asks if it will hurt her baby if she does not take the medication. The nurse realizes the woman
cannot afford the necessary medication. What can the nurse do?

When this situation occurs, the nurse can feel helpless and hopeless. The following suggestions can sometimes help
in this situation.



Ask the health-care provider if there is a less expensive medication that can be prescribed.

Discuss drug assistance programs provided by many pharmaceutical companies, state programs, and
nonprofit organizations.

Contact the social services department to determine if the person qualifies for pregnancy Medicaid or other
state and financial assistance.

Recommend prescription assistance programs or websites such as GoodRx to find the lowest price for the
medication.




Summary

2.1 Person- and Family-Centered Care

A family consists of people who share a kinship and is defined by the people who make up that kinship. The nurse
cares for the family by using inclusive language and respecting all cultures and disabilities. Knowing how people
would like to be addressed, knowing when to ask questions at a time family is present, using a professional
interpreter, and ordering special equipment for people with disabilities allow patients to feel included in their health
care. The nurse can advocate for updated educational brochures, inclusive photos of different types of families,
updated EHRs, and general acknowledgement that not all families look the same. Nurses play an important role in
caring for families and ensuring all people are respected and heard.

2.2 Family Health and Cultural Factors

Family, religion, and culture make up a person’s belief system. Family roles are often defined by these influences. To
help care for a person physically, mentally, and emotionally, the nurse takes a thorough family history, noting risk
factors for disease and identifying traditions and roles that are important to the person.

The importance of community health and health care in certain cultures and families determines how the nurse
approaches education and explanations of procedures and treatments. Many cultures or religions rely on traditional
medicine healers. Traditions and ceremonies surround childbirth and childbearing. The nurse asks about any
traditions or ceremonies during pregnancy to ensure they are safe for pregnancy and during labor or postpartum and
to help the patient prepare items to bring to the birthing facility. The nurse is aware that respecting the culture and
tradition of people helps them feel cared for and empowered.

2.3 Culturally Competent Care

People bring their cultural expectations and beliefs into all health-care encounters. The nurse must determine what
interventions can be altered to respect those beliefs. Performing a cultural assessment is a way for the nurse to
determine the person’s expectations. Health-care workers should not assume the person’s values or beliefs without
asking the person. Using culturally sensitive techniques to enter the room and interact with the person and family
shows respect and a desire to understand the person.

2.4 Families at Higher Risk for Poor Health Outcomes

Families at risk for health issues caused by health inequities are at even higher risk during the childbearing years.
The nurse does not only provide health care for these families but also connects them with resources for the social,
financial, and mental issues that are more common in these families. The nurse needs to be aware of social
programs and free medical services available to these families and may need to engage the hospital case manager,
social worker, or health department in offering assistance to these families. Social determinants of health guide the
Healthy People 2030 objectives in hopes of addressing these health inequalities.

Key Terms

blended family parents and children who are not biologically related to the other parent, usually created after a
death or divorce but also include those who have never married; also called a binuclear or stepfamily

collectivism culture in which people believe in interconnectedness with others and respect relationships

cultural competence lifelong process of applying evidence-based nursing in agreement with the cultural values,
beliefs, worldview, and practices of patients to produce improved patient outcomes

culturally responsive care occurs when a person’s cultural beliefs are integrated into their health care; culturally
responsive care is required for a trusting, effective relationship with the patient and their family

culture set of beliefs, attitudes, and practices shared by a group of people or community that is accepted,
followed, and passed down to other members of the group

Culture Care Theory states that health care cannot be effectively provided without considering the person's
cultural background

diversity differences in social and ethnic backgrounds, gender, and sexual orientation within a community

dual-career family household in which both parents work

extended family grandparents, aunts, uncles, and cousins



Four Cs of Culture model example of a quick cultural assessment tool that asks questions about what the patient
Considers to be a problem, the Cause of the problem, how they are Coping with the problem, and how Concerned
they are about the problem

gender-affirming language language that describes one’s gender identity

Healthy People 2030 national objectives aimed at improving health and well-being over the next 10 years

historical trauma cumulative trauma associated with a specific cultural, racial, marginalized, or ethnic group

individualism culture in which people respect independence and view themselves as separate from others, with
personal ideals and goals

single-career family household in which one parent works and the other stays home

social determinants of health nonmedical factors that influence health outcomes, including conditions in which
people are born, grow, work, live, and age, and the wider sets of forces and systems shaping the conditions of
daily life

traditional healing various medicines and healing practices around the world that differ from the modern, Western
health-care system

transcultural nursing incorporates cultural beliefs and practices of people to help them maintain and regain
health or to face death in a meaningful way

trauma-informed care care that acknowledges all past and present parts of a person’s life situation, including any
trauma they have endured (Center for Health Care Strategies, 2021) in an effort to provide treatment that
supports the patient’s autonomy, strength, and control over making health-care decisions

Assessments
Review Questions

1. Anurse is caring for a person who is blind. What intervention could the nurse implement to deliver culturally
responsive care?
a. Ask family members to leave the room for the discussion of care.
b. Be aware of how the person is addressed.
c. Introduce herself with her name and credentials upon entering the room.
d. Leave education material in Braille on the table across the room from the bed.

2. People in extended families can live together for many reasons. What can the nurse do to provide the best
care for a person living with an extended family?
a. Assume the family is poor and needs information on financial assistance.
b. Ask the person if they would like the family members to remain in the room during the exam.
c. Setalimit on who is allowed in the room with the person regardless of the circumstances.
d. Address the family first then the patient.

3. Afamily member stands at the nurse station and requests help for their partner. What response should the
nurse give to the family member?
a. “Areyou the husband?”
b. “Whois your wife?”
c. “What canIdo to help you and your partner?”
d. “Areyou part of the trans couple in room 214?”

4. What does the nurse know about the definition of a family?
a. Families are made up of couples with biological children.
b. Families are created through marriage or birth.
c. Families can be blended but are not called families.
d. Families are made of kinships defined by the family.

5. A couple who has stated that they are LGBTQIA+ during prior visits arrives at the clinic for prenatal care. What
can the nurse say in the waiting area to help them feel welcome and safe?
a. “You can take this tablet to an area in the waiting room and check in. Then bring the tablet back to me




6.

7.

10.

11.

12.

when you are done.”
b. “Are you pregnant? Your paperwork says your name is Tom.”
“You can have a seat, and a person from the LGBTQIA+ office will come to assist you.”
d. “Hereis our paperwork. It doesn’t have a box for your sex, but you can write it next to the gender box.”

o

Family roles are often defined by culture and religion. What does the nurse know about collectivism?
a. Collectivist cultures place an emphasis on individuality.
b. Decisions are made for the benefit of the individual person, then the family.
c. A person from a collectivist culture might leave treatment decisions to their family.
d. These cultures believe that it is best for society when everyone decides on their own health care.

What question during a family assessment could the nurse ask to determine if the family has necessary
resources?

a. “Doyou enjoy spending time with your family?”

b. “Do you have a group of friends, neighbors, or a church that helps you when you are ill?”

c. “How often do you go to the store by yourself?”

d. “Do your family members get along well?”

A person is admitted to the antepartum floor for hypertension. The person is Hispanic and speaks fluent
English. They tell the nurse they have been seeing a curandero, or traditional healer, for the past several
years. What is the best initial response from the nurse?

a. Ask the patient for a list of all herbs, plants, and special diets they are currently taking.

b. Educate the person on why adherence to a Western medical treatment plan is better for their health.

c. Inform the person that the treatment they have been receiving from the curandero is not evidence

based.
d. Tell the person that they are not considering the health of their baby by using these traditions.

What is the term for integrating a person’s cultural beliefs into their health care?
a. culturalintegrity
b. culturally responsive care
c. holistic care
d. integrative care

The nurse enters the person’s room for the first time. What can the nurse do to show cultural sensitivity?
a. Come in and sit on the bed with the person.
b. Address the person by their first name.
c. Make and hold eye contact.
d. Document their preferred language in their chart.

What is an example of a nurse’s question that is part of the Four Cs?
a. What did you do to cause your injury?
b. What are you concerned about today?
c. What kind of problems will your traditions cause for other patients?
d. When will your family move you in to stay with them?

What is the term for nonmedical factors that influence health outcomes, including conditions in which people
are born, grow, work, live, and age, and the wider sets of forces and systems shaping the conditions of daily
life?

a. environmental influences

b. life circumstances

c. situational occurrences

d. social determinants of health



13. Pregnant Black people have more complications resulting from epigenetic changes caused by prolonged
stress due to racism and discrimination. What complication could arise because of this history?

postterm pregnancy

b. preeclampsia

c. liver disease

d. cholestasis of pregnancy

o

14. LGBTQIA+ families are at higher risk for certain issues more than straight, cisgender parents. What is an
example of a vulnerability experienced by LGBTQIA+ families?
a. increased cases of social exclusion
b. fewer cases of intimate partner violence
c. fewerincidents of family trauma
d. increased cases of social acceptance

Check Your Understanding Questions
4. What characteristics make up a blended family?

2. The nurse uses a medical interpreter to speak to a person whose first language is Spanish. What guidelines
should the nurse and medical interpreter follow?

. What can the nurse do to decrease barriers for people with physical disabilities?

3

4. Describe the steps in performing a family assessment.

5. List at least three different types of alternative and complementary therapies.
6

. Describe some steps to begin a culturally sensitive nursing assessment.
7. List the five domains of the social determinants of health.
Reflection Questions
1. Describe the strengths and challenges of a dual-career family and a single-parent family.

2. Describe how the nurse can create a welcoming environment in the office or hospital where LGBTQIA+
persons feel safe and included.

3. Describe how spirituality and religion affect reproductive health decisions.

4. Discuss the components of the Transcultural Assessment Model.

5. Explain the issues surrounding access to health care pertaining to immigrant and migrant families.
What Should the Nurse Do?

Gabriela, a 32-year-old female, presents to the community health clinic with her partner for a routine prenatal
checkup. Gabriela, who identifies as a lesbian, is in her 24th week of pregnancy and is excited about expanding her
family. She reports mild nausea and occasional headaches but otherwise feels well. Her partner, Caitlin, actively
participates in the visit, expressing their joint commitment to a healthy pregnancy. Gabriela has a history of
hypothyroidism, controlled with medication, and has undergone fertility treatments to achieve this pregnancy. She is
eager to discuss any potential challenges that may arise due to her Hispanic background and is curious about how
the health-care team will address the specific needs of their LGBTQIA+ family.
1. How can the nurse involve both Gabriela and Caitlin in prenatal care to ensure a family-centered approach?
2. What potential challenges might arise in delivering culturally competent care to Gabriela's family, and how
can these challenges be mitigated?
3. How might historical trauma impact the health-care-seeking behavior of LGBTQIA+ persons, and what steps
can nurses take to mitigate the effects of such trauma?

Anh, a 28-year-old female, arrives at the urgent care clinic, seeking assistance for recurring abdominal pain. Anh, of
Vietnamese descent, recently immigrated to the United States. She reports symptoms of bloating, discomfort, and




occasional diarrhea. Her medical history indicates a previously undiagnosed lactose intolerance. While her physical
symptoms are addressed through dietary adjustments, it becomes apparent during the conversation that Anh is
experiencing cultural challenges in navigating the U.S. health-care system. She expresses hesitancy in sharing
personal information and discussing her health openly due to cultural differences in communication norms. Vital
signs are stable, and the psychiatric history is unremarkable.
4. How can the nurse apply the Cultural Care Theory in providing care for Anh, considering her Vietnamese
background and the challenges she faces in navigating the U.S. health-care system?
5. Using the Transcultural Assessment Model, identify two aspects (other than communication) that the nurse
should consider when assessing Anh's cultural needs to ensure culturally competent care.
6. How might the nurse address Anh's hesitancy in sharing personal information and discussing her health
openly, considering the principles of transcultural nursing and culturally competent care?
7. How can the Four Cs of Culture model be applied in assessing Anh's health concerns. Why is it important for
the nurse to explore what Anh considers to be the problem and how she is coping with it?

Camila, a 22-year-old pregnant female, seeks care at the community health clinic for her first prenatal visit. Camila,
of Guatemalan descent, is facing various challenges as a person who is under served within the community. She
reports symptoms of fatigue, inadequate nutrition, and concerns about the impact of her unstable living situation on
her pregnancy. Camila has a limited support system because her husband is frequently absent due to work
commitments. She also lacks familial assistance. Her medical history reveals a lack of consistent health-care access
and limited prenatal care during previous pregnancies. Vital signs are within normal limits, and the psychiatric
history indicates heightened stress and anxiety related to her living circumstances.

8. In Camila's case, how might her limited support system and unstable living situation contribute to her
vulnerability as a person seeking prenatal care, and what steps can the nurse take to address these
challenges?

9. Considering Camila's situation, identify two specific health risk factors that may impact her pregnancy and
discuss potential interventions to mitigate these risks.

10. How do social determinants of health such as economic stability and health-care access contribute to health
disparities in certain populations like Camila’s, and how can nurses address these determinants in their care?

11. Discuss how racial disparities, as highlighted in the example of Black Americans, can impact the experiences
of families who are under served within the health-care system and describe what actions nurses can take to
address these disparities.

12. Inthe case of LGBTQIA+ families, what unique health risk factors during pregnancy and birth might be
present, and how can nurses provide supportive care that addresses these factors?

Competency-Based Assessments

1. Asanurse providing family-centered care to a cisgender woman, how would you integrate an understanding
of different family structures, such as single-parent, dual-career, and extended families, into your nursing
interventions?

2. Discuss two challenges nurses might face in delivering optimal care for patients and families from diverse
cultural backgrounds and religious beliefs and propose strategies to address these challenges.

3. Identify two barriers to care for LGBTQIA+ persons and families and discuss nursing strategies to mitigate
these barriers and provide culturally competent care.

How can cultural factors influence family development stages?

What are three essential components of a family assessment?

How do cultural influences and individualism/collectivism shape health beliefs?
What is transcultural nursing, and why is it essential for culturally competent care?

What is the Four Cs of Culture model, and why is it valuable for nursing practice?

v ® N o0 0 A

Who are considered populations at increased risk for poor health outcomes, and how might their experiences
with the health-care system be influenced by discrimination, poverty, or other factors?



10. What health risk factors affect families at increased risk for poor health outcomes, such as Black Americans
or immigrant families, during pregnancy and childbirth?

11. What are social determinants of health (SDOH), and how do they contribute to health disparities in the
childbearing population?
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CHAPTER 3
Health Promotion, Disease and Injury

Prevention, and Well-Person Care

FIGURE 3.1 Exercise in the Community Exercise is a very important part of health promotion. (credit: “Zumba classes add spice to aerobic
workouts” by Kemberly Groue, U.S. Air Force/Keesler Air Force Base, Public Domain)
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3.5 Preconceptual Care

INTRODUCTION Health promotion, disease and injury prevention, and well-person care are essential components
of comprehensive health care for persons assigned female at birth (AFAB) and those identifying as female. These
persons experience unique and specific physical and mental health issues at various stages and events in their lives,
and promoting their well-being requires a comprehensive approach that includes health education, the promotion of
good nutrition and healthy self-care practices, annual checkups, preventive screenings and immunizations,
contraception counseling, preconception care, perinatal care, and menopause management. By prioritizing these
goals, health-care professionals and policymakers can improve overall health outcomes, reduce health disparities,
and empower these persons to take control of their health. This chapter aims to provide insights and strategies for
obstetric and gynecologic nurses in their critical role in promoting their patients’ health and well-being throughout
the lifespan.



3.1 Factors Influencing the Health of Persons Assigned Female at Birth

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Explain factors affecting the health of persons assigned female at birth
- Discuss social determinants of health affecting persons assigned female at birth

The health and well-being of persons assigned female at birth (AFAB) is of immense importance in health care, as it
encompasses not only their physical health but also their mental, emotional, and social well-being. Recognizing the
unique factors that influence and shape the health outcomes of these persons is crucial for the nurse in developing
comprehensive strategies that promote their overall wellness.

Medical and Social Influences on Health

Various factors influence the health of persons AFAB across different stages of life. By examining the intersections
of biological, social, cultural, and environmental determinants, nurses can better understand the complexities of
female health and develop targeted interventions that address their unique needs.

Reproductive System

In 2022 in the United States, approximately 35 million babies born were assigned female, and three out of every
four persons of reproductive age received reproductive health (RH) services from a health-care provider that include
contraceptive care and physical examinations (Annie E. Casey Foundation, 2023; Frost et al., 2021). The complete
physical, mental, and social well-being in all matters related to the reproductive system and its functions is
considered a person’s reproductive health. It encompasses the ability to enjoy a satisfying and safe sex life, the
capability to reproduce, and the freedom to make informed decisions regarding reproductive health. Reproductive
health is influenced by factors such as age at first menstruation, age at menopause, nulliparity, multiple
pregnancies, and breast-feeding. These reproductive factors can affect the risk of developing conditions like breast
cancer, ovarian cancer, and osteoporosis. Nurses contribute significantly to patients’ reproductive health by
providing education, counseling, preventive care, and support throughout various stages of their lifespan.

Healthy People 2030 for Persons AFAB

Healthy People 2030 provides goals for Americans to increase the health of the population. Goals for persons AFAB
focus on prevention of complications throughout the lifespan. These goals include providing therapy for those
experiencing intimate partner violence (IPV); prevention of chronic conditions through postmenopausal hormone
therapy; use of vitamin D, calcium, and weight-bearing exercise to prevent fractures due to osteoporosis; folic acid
use to prevent neural tube defects; screening for ovarian cancer; and medication use to reduce the risk of breast
cancer (Healthy People 2030, n.d.-b). Nurses can help provide information to patients on how these interventions
can improve their health and prevent chronic diseases.

Hormone Changes

Hormonal fluctuations throughout a person’s lifespan can contribute to various health risks. For example, the female
reproductive hormones, including estrogen and progesterone, can impact mood changes throughout the menstrual
cycle. These hormonal fluctuations affect neurotransmitters in the brain, contributing to shifts in mood and
emotions. Individual factors such as genetics, self-care practices, and overall health can influence the impact of
hormonal changes.

Estrogen has been associated with positive mood effects. It can increase the production of serotonin, a
neurotransmitter that plays a role in regulating mood. Estrogen also interacts with endorphins, chemicals in the
brain that help relieve pain and induce feelings of well-being. On the other hand, progesterone can have more
complex effects on mood. Progesterone can have calming and sedating properties. Fluctuations in these hormones
contribute to symptoms like irritability, mood swings, and anxiety.

During the childbearing years when hormone levels typically change cyclically, some people may experience
monthly premenstrual syndrome (PMS) or premenstrual dysphoric disorder (PMDD). These conditions involve a
range of physical and emotional symptoms, including uterine cramping, nausea, mood swings, irritability, sadness,
anxiety, and fatigue. The exact causes of PMS and PMDD are not fully understood, but hormonal fluctuations are
thought to play a role.



Perimenopause is the time prior to cessation of menses when hormonal fluctuations are erratic and unpredictable.
Perimenopause can last between 2 and 10 years prior to menopause and can be a very challenging time as estrogen
levels fall. This hormonal transition can lead to symptoms such as hot flashes, vaginal dryness, and mood changes,
and it includes increased risk of osteoporosis and heart disease. During this time, estrogen and progesterone
production significantly decline.

A person who has not had a menstrual cycle for 12 months is then considered menopausal. According to the Mayo
Clinic (2023), the average age of menopause in the United States is 51 years of age. Patients who have had total
hysterectomies with oophorectomies can expect to enter menopause shortly after surgery. Postmenopause is the
time following menopause.

Age

Different age groups face unique health risks. Adolescents may be at an increased risk for unintended pregnancies.
In 2021, persons aged 15 to 19 accounted for 13.9 births per 1,000 in the United States, representing a 78 percent
decline in teen birth rates since 1991; however, the United States still ranks highest in teen births among developed
countries (Martin et al., 2023). Sexually transmitted infections (STIs) are also a significant concern among young
people, particularly those aged 15 to 24. This age group is at a higher risk for acquiring STIs due to limited sexual
experience, multiple sexual partners, inconsistent condom use, fear of seeking contraception or inability to obtain
contraception, and lack of comprehensive sexual education (Centers for Disease Control and Prevention [CDC],
2023f). This age group also participates in more risky behaviors. The Centers for Disease Control and Prevention
(CDC) (2021c) estimates that half of new sexually transmitted infections in the United States occurred in people
between the ages of 15 and 24, representing 26 percent of the $16 billion of total health-care costs in 2018.

Middle-aged and older persons face increased risk of developing chronic conditions such as diabetes, hypertension,
arthritis, Alzheimer’s disease, osteoporosis, and genitourinary syndrome of menopause (Peacock & Ketvertis, 2022).
In addition, the risk of some cancers, specifically breast, ovarian, uterine, and cervical cancers, increases with age,
particularly after menopause.

After menopause, an increased risk of cardiovascular disease is noted. The decline in estrogen levels is thought to
play a role in this increased risk (Peacock & Ketvertis, 2022). Maintaining healthy self-care practices, including
regular exercise and a balanced diet, and managing other risk factors such as high blood pressure, high cholesterol,
and diabetes is crucial for cardiovascular health. Decreased estrogen levels during menopause lead to bone loss and
an increased risk of osteoporosis (Peacock & Ketvertis, 2022). This condition makes bones more prone to fractures.
Adequate calcium and vitamin D intake and regular weight-bearing exercise can help reduce the risk of
osteoporosis, and measures to prevent falls can reduce the risk for fractures.

Menopausal hormone therapy, small doses of estrogen, progesterone, and testosterone, is controversial. The North
American Menopause Society released a position statement in 2022 noting that hormone replacement therapy for
persons under the age of 60 or less than 10 years from menopause onset is beneficial for prevention of osteoporosis
and treatment for vasomotor and genitourinary symptoms of menopause; however, they noted a less favorable
benefit-risk ratio after the age of 60 or greater than 10 years after menopause onset. The position statement notes
an increased risk of heart disease, dementia, thromboembolism, and stroke in this population. However, other
studies have shown that low doses of estradiol and micronized progesterone, different from the estrogen and
progesterone used in birth control preparations and routine hormone replacement therapy in the United States,
actually decreased mortality and stroke with no increase in thromboembolic events, cancer, or stroke (Akter &
Shirin, 2018; Genazzani et al., 2021). All research surrounding hormone replacement favors the individualization of
treatment.

Nurses are essential in providing education on self-care practices and education on prescribed treatments. Nurses
should encourage persons to discuss their sexual and reproductive health. Sexual and reproductive health includes
practicing safe sex, using contraception effectively, receiving regular sexual health checkups, seeking
comprehensive sexual education, and addressing concerns with health-care providers.

Mental Health

Approximately one in five Americans experienced a mental health condition in 2020, and persons AFAB experienced
specific mental health conditions, such as depression, anxiety disorders, eating disorders, and postpartum
depression (Substance Abuse and Mental Health Services Administration, 2022). Mental health risks can vary



across different stages of life due to various factors, including hormonal changes, societal expectations,
reproductive experiences, and life transitions.

Mental health risks related to hormonal changes can occur. During the reproductive years, persons can experience
perinatal depression and anxiety. Hormonal fluctuations, sleep deprivation, and adjustment to their new role can
contribute to these mental health challenges during menarche, pregnancy, the postpartum period, perimenopause,
menopause, and the postmenopause period. These hormonal changes and physical symptoms contribute to the
vulnerability of these chapters of life. Mood swings, irritability, anxiety, and depression are common during these
transitional periods. Persons in midlife may face feelings of loss, identity changes, and increased stress related to
empty-nest syndrome when their children leave home. Additionally, midlife can be a time of career transitions,
relationship changes, or caring for aging parents, possibly causing symptoms of depression or anxiety. In older
persons, mental health concerns can occur as a result of chronic health conditions, loss of loved ones, social
isolation, and changes in physical functioning.

Mental health risks can vary among people, and not all persons AFAB will experience these challenges. Social
support, access to healthy nutrition, access to health care, coping skills, and resilience can influence mental health
outcomes. Nurses are crucial for addressing mental health concerns at any stage of life. Early intervention, self-care
practices, and destigmatizing conversations about mental health can promote mental well-being across the
lifespan.

Violence

Violence against women includes cisgender women (persons AFAB who identify as women) and transgender women
(persons AMAB who identify as women) and refers to violence that results in physical, sexual, or psychologic harm
or suffering. It is a violation of human rights and encompasses various forms. Violence or abuse within an intimate
relationship, such as physical assault, sexual violence, emotional or psychologic abuse, controlling behaviors, and
economic abuse, is considered intimate partner violence. Any nonconsensual sexual act or behavior, including
rape, sexual assault, sexual harassment, and coerced or forced sexual acts is considered sexual violence. It can
occur within intimate relationships and in other contexts such as workplaces, educational institutions, or public
spaces. Recruiting, transporting, transferring, harboring, or receipt of persons through force, fraud, or coercion for
exploitation is called human trafficking. Persons AFAB and young persons are disproportionately affected, with
trafficking for sexual exploitation being a significant concern. Nurses are often the first health-care professionals to
encounter persons who have experienced violence and should be vigilant in recognizing signs of abuse or violence,
including physical injuries, emotional distress, or inconsistent explanations for injuries. It is important for nurses to
screen every patient and never assume by a person’s appearance who is or is not experiencing violence. See
Chapter 9 Violence Against Women for further discussion.

Social Determinants of Health Affecting Persons Assigned Female at Birth

The conditions in which people are born, live, learn, work, play, worship, and age that affect a wide range of health,
functioning, and quality-of-life outcomes and risks are social determinants of health (SDOH) (Healthy People 2030,
n.d.-a). These factors can affect nutrition, housing conditions, environmental risks, and overall well-being,
increasing the risk of chronic diseases, poor mental health, and limited health-care access (Healthy People 2030,
n.d.-a). Nurses can help improve outcomes and reduce health disparities by identifying and addressing SDOH.
Resources should be identified to provide help to those who need assistance. Table 3.1 lists ways nurses contribute
to identifying social determinants of health, and Table 3.2 lists SDOH screening tools.

Steps to Identifying Social Necessary Screening Characteristics
Determinants of Health

Assessing history Social and economic circumstances, housing stability, employment status,
income level, education, and access to social support systems

Conducting health screenings | Assess food insecurity, substance misuse, domestic violence, or housing
conditions

TABLE 3.1 Identifying Social Determinants of Health



Steps to Identifying Social Necessary Screening Characteristics
Determinants of Health

Engaging in patient interviews | Open and nonjudgmental conversations, establishing rapport and trust

Collaborating with Social workers, case managers, community health workers, and other health-

interdisciplinary teams care professionals

Conducting home visits Gain firsthand knowledge of living environment

Using screening tools Validated screening tools designed to assess specific social determinants of
health

Providing health education Resources and programs available in the community to address social needs

Advocating for policy change Join professional organizations, participate in community initiatives, and
engage in policy discussions

TABLE 3.1 Identifying Social Determinants of Health

Tool Description

National Association of Community Health Centers’ Protocol for 15 core and 5 supplemental questions
Responding to and Assessing Patients' Assets, Risks, and Experiences
tool (PRAPARE) (https://openstax.org/r/77PRAPARE)

The EveryONE Project (https://openstax.org/r/77EveryONEProj) From the American Academy of Family
Physicians and available in short and
long form in English and Spanish

Accountable Health Communities’ 10-question Health-Related Social From the Centers for Medicare and
Needs Screening Tool (AHC-HRSN) (https://openstax.org/r/ Medicaid Services
77AHCHRSNtool

TABLE 3.2 Screening Tools for Identifying Social Determinants of Health

Access to Care

Sexual and reproductive health care is necessary, and access to these services is often limited by lack of health-care
insurance and affordability. National and state policies may limit access to care and availability of health-care
providers. The Affordable Care Act (ACA) improved access to sexual and reproductive health care by expanding
Medicaid eligibility and offering private insurance to more people (Rapfogel et al, 2020). The ACA also required
private health insurance to cover preventive services, such as screening for sexually transmitted infections and
providing affordable contraception.

Limited access to contraception and family planning services can have social and economic consequences for
individuals and families, as unplanned pregnancies may disrupt educational and career aspirations, strain financial
resources, and contribute to poverty. Furthermore, access to reproductive health care often includes preventive
measures such as STI testing, counseling, and treatment. Preventive measures can be as simple as offering
education. When individuals lack access to these services, STIs can increase, leading to long-term health
complications and a higher risk of transmission within communities.

Access to legal abortion services is controlled by national and state laws. These services can be restricted or
inaccessible to some persons. Lack of access to reproductive health care can undermine individuals' ability to make
informed decisions about their reproductive health and to exercise reproductive autonomy. Access to
comprehensive sexual education counseling services allows persons to make choices that align with their
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circumstances and preferences.

Limited access disproportionately affects marginalized populations, including people with lower incomes, people of
color, rural communities, and those with limited education or health-care resources. These disparities can
exacerbate existing social and health inequalities and contribute to disparities in maternal and child health
outcomes.

Efforts to ensure comprehensive and accessible reproductive health care can help mitigate these consequences,
promote public health, and empower persons to make informed decisions about their reproductive and sexual
health. Nurses often serve as the first point of contact when people seek care in various health-care settings. They
are crucial in assessing needs and initiating appropriate care.

@ LEGAL AND ETHICAL ISSUES

Title X and Access to Care

Title X is a program funded by the government that provides access to family planning care to women who cannot
afford care. Title X clinics provide birth control and STI testing. Title X clinics also provide preventive health care,
such as HPV vaccines, HIV prophylaxis (PrEP), Papanicolaou (Pap) smears, breast cancer screening, substance use
counseling, mental health services, and services for survivors of intimate partner violence. The U.S. Department of
Health and Human Services provides a resource for finding the closest clinic (https://openstax.org/r/77cliniclist) to
the person.

Access to Nutritious Foods

Inability to pay for nutritious food due to its increased cost is a recognized social determinant of health that can
significantly impact individuals and communities. In 2021, the United States Department of Agriculture (USDA)
reported that 13.5 million households were food insecure, and 5.1 million households had deficient food security.
Limited access to healthy food options, such as fresh fruits, vegetables, whole grains, and lean proteins, can lead to
poor nutrition; increase the risk of diet-related diseases such as obesity, diabetes, cardiovascular diseases, and
certain types of cancer; and negatively impact overall growth, development, and immune function.

Limited access to healthy food is often associated with food insecurity, the lack of consistent access to enough
nutritious food for an active and healthy life. Food insecurity can lead to hunger and malnutrition, compromising
physical and mental well-being. It can also increase the risk of chronic diseases and exacerbate existing health
conditions. Individuals in disadvantaged communities may face barriers, as these communities have food deserts
where grocery stores are not available. Access to grocery stores can also be limited due to lack of transportation.

Inadequate nutrition can negatively impact cognitive development, particularly in children and adolescents.
Malnutrition and deficiencies in essential nutrients can impair learning abilities, concentration, and academic
performance and have long-term consequences for educational attainment and future opportunities.

Limited access to healthy food can also affect mental health through nutritional deficiencies and inadequate diets,
which have been linked to depression, anxiety, and mood disorders (Selhub, 2022). Additionally, the stress and
anxiety associated with the inability to provide nutritious meals for oneself or one's family can further contribute to
mental health challenges.

By addressing the issue of limited access to healthy food and providing resources such as food assistance programs,
community food banks, or local social services, nurses can contribute to improving the overall health and well-being
of people facing food insecurity. Nurses can also collaborate with interdisciplinary teams, social workers, and
community organizations to connect people with resources that address food insecurity. Nurses can provide
individualized nutritional counseling, considering patients' dietary needs, cultural preferences, and budgetary
constraints. Most importantly, nurses can help patients develop self-care management strategies that prioritize
nutrition.

Opportunities for Physical Activity
Not everyone has equal access to exercise opportunities, despite the numerous health benefits it provides. Several
factors contribute to this disparity, including socioeconomic status, neighborhood characteristics, systemic
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inequities, and personal circumstances. Persons with lower incomes may face financial constraints that limit their
ability to access exercise facilities, fitness programs, or equipment. Gym memberships, fitness classes, or personal
trainers can be costly, making them less accessible for those with limited financial resources.

Neighborhoods with limited access to safe parks, sidewalks, bike lanes, or recreational facilities can impede
opportunities for exercise. Limited public transportation options or a lack of personal vehicles can hinder access to
recreational areas outside of a person's neighborhood. Safety concerns related to crime, violence, or poorly lit areas
may discourage people from exercising outdoors, particularly in specific neighborhoods or communities.

Cultural differences in perceptions of exercise, gender norms, and societal pressures can impact engagement in
physical activity, particularly for specific populations. Addressing the disparities in access to exercise opportunities
requires a multifaceted team approach.

Housing, Transportation, and Neighborhoods
Housing, transportation, and neighborhoods are significant social determinants of health that profoundly impact
individuals and communities (Healthy People 2030, n.d.-a).

Access to safe, affordable, and stable housing is crucial for overall health and well-being. Inadequate housing
conditions, such as overcrowding, poor sanitation, mold, or inadequate heating/cooling, can contribute to physical
health issues and increase the risk of respiratory diseases, allergies, injuries, and mental health problems (Healthy
People 2030, n.d.-a).

Frequent moves, eviction, or homelessness can disrupt continuity of care, create stress, and impact mental health.
Stable housing is associated with better health outcomes, improved access to health-care services, and higher
educational achievement.

Reliable and affordable transportation options are essential for accessing health-care services, employment
opportunities, healthy food options, and recreational activities. Lack of transportation can limit people’s ability to
reach necessary resources, leading to barriers to receiving timely and appropriate health care (Healthy People 2030,
n.d.-a).

The physical design of neighborhoods, including access to parks, green spaces, sidewalks, and recreational
facilities, can influence physical activity levels, social interactions, and mental well-being. Walkable neighborhoods
with amenities that promote active living are associated with better health outcomes. Neighborhood characteristics,
including social cohesion, crime rates, violence, and access to community resources, can influence social support
networks, mental health, and overall well-being. Strong social connections and community engagement can
enhance resilience and promote health.

Addressing housing, transportation, and neighborhood-related disparities requires comprehensive approaches
involving collaboration among health-care systems, urban planners, policymakers, community organizations, and
residents. Strategies may include affordable housing initiatives, improved public transportation systems, equitable
urban planning, neighborhood revitalization efforts, and community engagement to create healthier and more
equitable environments that promote positive health outcomes for all people (Healthy People 2030, n.d.-a).

Polluted Air and Water

Access to clean and safe drinking water is essential for good health. Polluted water sources can spread waterborne
diseases such as cholera, typhoid, and hepatitis. Contaminants like bacteria, viruses, parasites, and chemicals in
water can cause gastrointestinal illnesses, infections, and long-term health issues, particularly in communities
without adequate water treatment and sanitation systems (Lee et al., 2023).

Poor air quality due to pollution can result in respiratory problems such as asthma, bronchitis, and other chronic
respiratory conditions. Inhalation of particulate matter, nitrogen dioxide, sulfur dioxide, and ozone can irritate the
respiratory system, trigger inflammation, and worsen existing respiratory conditions (Healthy People 2030, n.d.-a).
Long-term exposure to air pollution is also associated with an increased risk of lung cancer and cardiovascular
diseases. Particulate matter and other pollutants can enter the bloodstream, leading to systemic inflammation,
oxidative stress, and damage to blood vessels.

Exposure to polluted air and water can have detrimental effects on child development. Children are particularly
affected by the impacts of pollution, which can affect their cognitive development, respiratory health, and overall



growth (Shah et al., 2020). Pollutants can also cross the placenta, potentially causing infant prenatal complications
and developmental issues.

Certain pollutants in water and air, such as heavy metals, volatile organic compounds, and carcinogenic substances,
are associated with an increased risk of cancer (Lee et al., 2023). Long-term exposure to these contaminants can
lead to the development of various cancers, including lung, bladder, liver, and kidney cancer.

Polluted water and air often disproportionately affect marginalized communities and low-income populations
(Ferguson et al., 2020). These communities may face higher pollution exposure due to proximity to industrial areas,
lack of environmental regulations, and limited access to clean water sources. This exacerbates existing health
disparities and contributes to inequalities in health outcomes.

Racism and Discrimination

Racism, discrimination, and violence significantly impact health-care outcomes, contributing to health disparities
and inequities among different racial and ethnic groups. Racism can affect physical well-being, leading to higher
incidence of diabetes, poor sleep, obesity, hypertension, and heart disease and resulting in a lower life expectancy
(CDC, 2023b; Nong et al., 2020). Racism and discrimination also affect mental health. Research shows that Black
and Hispanic populations receive less mental health care than other ethnicities due to problems with lack of
culturally sensitive care, stigma, and lack of health insurance (Feldman et al., 2022). In 2021, approximately 31
percent of Hispanic adults and 15 percent of Black adults under 65 years of age were without health insurance,
while only 9 percent of White adults were uninsured (Feldman et al., 2022). Also, most mental health care providers
are White and may not understand the effect structural racism has on them and their communities (Feldmanet al.,
2022).

In a 2022 study, 70 percent of Hispanic and Black respondents felt they had received care that was unequal due to
their race (Feldman et al., 2022). Discrimination can impact the quality of care received by racial and ethnic
minorities. This study noted that 33 percent of Black patients surveyed felt they received a lower quality of care
(Feldman et al., 2022). These disparities can result in higher rates of complications, extended hospital stays, and
increased mortality among people from underrepresented groups (Tong & Artiga, 2021). See Chapter 2 Culturally
Competent Nursing Care for a discussion of this topic.

People discriminated against in the health-care system have decreased trust, health-seeking behaviors, and
communication with health-care providers (Nong et al., 2020). Discrimination can deter people from seeking health
care, resulting in delayed diagnoses and poorer health outcomes. Research shows that the five most common types
of discrimination in the health-care system are race and ethnicity, weight, education and income, age, and sex (Nong
et al., 2020).

Addressing racism and discrimination in health care requires a comprehensive approach that includes integrating
equity in gender, cultures, and human rights into public policies, and supporting measures that decrease
discrimination and allow for comprehensive, quality health care (World Health Organization [WHOQ], n.d.-a). Efforts to
eliminate racism and discrimination are essential for improving health-care outcomes and achieving health equity
for everyone.

Crime

Violent crime is a significant social determinant of health, as it plays a crucial role in shaping individual and
community well-being. Violence is caused by many factors. Violence, considered an adverse childhood experience,
leads to depression, posttraumatic stress disorder, cardiovascular disease, anxiety, substance misuse, aggression,
risky behavior, and premature death (Rivara et al., 2019). Suicide, homicide, and unintentional injury are the top
three causes of death in Americans 15 to 34 years of age (Freire-Vargas, 2018). Communities experiencing high
levels of crime hold families hostage, making them live in fear, and interrupting their feelings of security
(Understanding community violence, n.d.). Violence in the community prevents people from using parks, walking,
riding bikes, and using recreational areas (CDC, 2022a). This contributes to chronic diseases and poorer health
outcomes.

Communities of color experience more crime than White communities (CDC, 2022a). Crime has economic
implications that can impact health outcomes. It can disrupt local economies, limit job opportunities, strain
education systems, and increase poverty rates in affected communities (CDC, 2022a). Economic hardship, in turn,



affects access to health care, housing, education, and other determinants of health, perpetuating health disparities.
Research suggests that violence can be preventable, noting that education at an early age on conflict resolution and
life skills along with supportive relationships can stop the cycle of violence in communities (Freire-Vargas, 2018).

Language and Literacy Skills

Language is considered a social determinant of health because it influences people’s access to health care, health
information, and health-care outcomes. Limited English proficiency or lack of proficiency in the dominant language
spoken in a particular health-care setting can hinder effective communication with health-care providers, making it
challenging to express symptoms, understand medical instructions, or provide informed consent. Language barriers
can also limit people’s ability to navigate health-care systems, schedule appointments, and understand health
insurance options. Health education materials, websites, and public health campaigns are often produced in a
specific region or country's dominant language leading to lack of understanding of vital health information.
Culturally and linguistically competent care involves providing interpreter services, ensuring translated materials,
and training health-care providers to navigate diverse linguistic and cultural contexts.

Literacy significantly impacts health-care outcomes. Personal health literacy refers to an individual's ability to
understand, seek, and use health information to make decisions about their health and health care (Health
Resources & Services Administration, 2022). Organizational health literacy refers to organizations’ ability to
equitably understand, seek and use health information and services to allow for making informed decision and
actions; it is the responsibility of the organization to improve health literacy (Health Resources & Services
Administration, 2022). Health literacy increases preventive care use, improves management of chronic diseases,
and increases patient satisfaction (Health Resources & Services Administration, 2022). People with low health
literacy are more likely to have difficulty navigating the health-care system, understanding medical terminology, and
adhering to treatment plans, which can result in poorer health outcomes.

Nurses can help by using supplemental education tools that are visual or translated into the patient’s native
language. Nurses can also encourage questions or teach-backs, making sure the patient understands and can
repeat the instruction back to them (Health Resources & Services Administration, 2022). Utilizing medical
interpreters is a legal requirement that provides great benefit to the patient and nurse when discussing important
health-care education (Health Resources & Services Administration, 2022).

Education, Job Opportunities, and Income

Education significantly impacts health-care outcomes and is said to be “the most important modifiable social
determinant of health” (The Lancet Public Health, 2020, para 6). Education plays a crucial role in life expectancy,
health behaviors, morbidity, employment, and income (The Lancet Public Health, 2020). Education has been
credited for reducing poverty and socioeconomic and political inequities. Those with higher levels of education tend
to have better reading comprehension, critical thinking abilities, and information-seeking behaviors. Education
enables people to understand health information, make informed decisions about their health, and effectively
navigate the health-care system.

Education is linked to increased health-care utilization. People with higher education levels are more likely to seek
preventive care, have regular checkups, and access timely medical interventions (The Lancet Public Health, 2020).
They are also more likely to understand the importance of early detection, screenings, and vaccinations, leading to
earlier diagnoses and better management of health conditions.

Employment is not always equitable. Employment can influence people’s access to health-care services; exposure
to toxic substances and adverse working conditions; and housing, social status, and economic security (Steege et
al., 2023). Stable employment and adequate income can enable persons to afford health insurance coverage. They
also provide financial resources to access necessary medical treatments, medications, and preventive care services
(Steege et al., 2023). In contrast, persons without job opportunities or with low income may face challenges in
obtaining health insurance coverage, leading to delayed or limited access to care (Steege et al., 2023).

Job opportunities and higher income levels can enable access to safe housing, nutritious food, and a supportive
social environment, all of which contribute to better overall health and well-being. Certain jobs impact occupational
health and safety conditions. Work environments that prioritize safety and provide adequate resources for injury
prevention and occupational health can reduce the risk of work-related illnesses and injuries. Access to job
opportunities that offer fair working conditions, including reasonable hours, paid leave, and work-life balance, also



contribute to overall well-being (Steege et al., 2023).

3.2 Leading Causes of Death and Health Screenings

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Discuss the leading causes of death of persons assigned female at birth worldwide
- Discuss the leading causes of death of persons assigned female at birth in the United States
- Explain the importance of health screenings and describe the screening tools used to assess for specific
health concerns

Understanding the leading causes of death among persons AFAB is crucial for addressing public health concerns
and implementing effective health-care strategies. This discussion will explore the leading causes of death globally
and nationally. Additionally, this section will delve into the significance of health screenings and examine the
screening tools used to assess specific health concerns.

Leading Causes of Morbidity and Mortality Worldwide

Being ill from a particular condition is called morbidity; death from a particular condition is mortality (Hernandez &
Kim, 2022). On a global level, the leading causes of morbidity and mortality for persons AFAB vary across regions
and countries due to variations in health-care systems, socioeconomic factors, and cultural practices. However,
several common causes of morbidity and mortality can be observed globally, such as maternal complications,
noncommunicable diseases, infectious diseases, and Alzheimer’s and other dementias, among others.

Maternal Complications

According to the World Health Organization (2023a), the high number of maternal deaths in some areas reflects
inequalities in access to quality health services and highlights the gap between rich and underserved. Maternal
morbidity and mortality are caused by complications occurring during pregnancy and/or postpartum. In 2020, rates
in low-income countries were 430 deaths per 100,000 live births versus 12 per 100,000 live births in high-income
countries (WHO, 2023a). Most of these pregnancy complications are preventable or treatable. Preexisting conditions
can worsen during pregnancy. The WHO (2023a) reports that the major complications that account for nearly 75
percent of all maternal deaths are severe bleeding (mostly bleeding after childbirth), infections (usually after
childbirth), high blood pressure during pregnancy (pre-eclampsia and eclampsia), complications from delivery, and
unsafe abortion. The WHO (2023a) states that to reduce maternal deaths unintended pregnancies must be
prevented. All people need access to contraception, safe abortion services, qualified health-care professionals, and
quality care during pregnancy and after childbirth.

Noncommunicable Diseases

Noncommunicable diseases (NCDs) pose a substantial and growing health challenge worldwide, with persons AFAB
being particularly affected. These diseases, including cardiovascular diseases, cancer, diabetes, and chronic
respiratory conditions, are responsible for significant morbidity and mortality among persons across different age
groups and regions.

The CDC (2022c) reports the top three causes of death for persons AFAB are heart disease, cancer, and stroke. In
this population, heart disease accounts for 21 percent of deaths, with 80 percent of persons AFAB between the ages
of 40 and 60 having one or more risk factors (CDC, 2022c; National Heart, Lung, and Blood Institute [NHLBI], 2023).
Diseases affecting the heart and blood vessels include coronary artery disease, heart attacks, heart failure, and
strokes (WHO, 2023a). Risk factors for CVD include smoking, which increases the risk of atherosclerosis, and limited
physical activity, which contributes to poor cardiovascular health and obesity (NHLBI, 2023). Additionally, a diet
high in saturated and trans fats, salt, and sugar can lead to high blood pressure and dyslipidemia, both risk factors
for cardiovascular diseases. Risk factors for heart disease specific for persons AFAB include anemia, early
menopause, history of preeclampsia/eclampsia, hormonal birth control, endometriosis, and autoimmune disease
(NHLBI, 2023).

Cancer is the second leading cause of death among persons AFAB worldwide, and 20 percent of persons AFAB in
the United States die from cancer (CDC, 2022c; WHO, 2023a). Various types of cancer, such as breast, cervical,
ovarian, skin, colorectal, lung, and endometrial cancer, significantly impact persons AFAB (American Cancer Society,



2023a). Smoking remains a significant risk factor for multiple cancers, including lung and cervical cancer. Physical
inactivity and obesity are linked to an increased likelihood of developing breast, uterine, and colorectal cancer
(American Cancer Society, 2023a).

Diabetes affects millions of people globally and has a significant impact on their health and well-being (WHO,
2023a). Risk factors for diabetes include history of gestational diabetes, hypertension, hyperlipidemia, polycystic
ovarian syndrome, being overweight, and having a family member with diabetes (ACOG, 2021b). Consuming
excessive sugary and high-calorie foods can lead to weight gain and insulin resistance, increasing the risk of
diabetes. However, engaging in regular physical activity helps maintain a healthy weight and improves insulin
sensitivity.

The two most common respiratory diseases worldwide are chronic obstructive pulmonary disease (COPD) and
asthma (WHO, 2023a). Smoking is a significant risk factor for COPD, and those AFAB are twice as likely to develop
chronic bronchitis than persons AMAB (WHO, 2023a). Exposure to indoor and outdoor air pollution can also
exacerbate respiratory conditions. Additionally, physical inactivity can negatively impact respiratory health, as
regular exercise helps strengthen respiratory muscles and improves lung function.

To decrease the incidence of morbidity and mortality due to NCDs, public health policies should promote healthy
self-care, such as smoking cessation, regular physical activity, and balanced and nutritious diets. Providing
accessible and affordable health-care services that include preventive screenings and early detection can aid in
identifying NCDs early and improving health outcomes.

Infectious Diseases

Communicable diseases can disproportionately affect persons AFAB due to the biological vulnerability of having
vaginal or anal mucosal exposure to semen (National Institute of Allergy and Infectious Diseases, n.d.). Research
shows that more than 9 million individuals AFAB contract an STI in the United States annually (Office on Women’s
Health, 2022). Untreated STIs can cause long-term problems in those AFAB, especially chlamydia and gonorrhea,
which can lead to ectopic pregnancy, chronic pelvic pain, and infertility (Office on Women’s Health, 2022).

Persons having receptive intercourse are at higher risk of contracting human immunodeficiency virus (HIV)
infection; therefore, persons AFAB can contract HIV by having intercourse (anal and/or vaginal) with a partner who
is HIV positive (HIV and specific populations, 2021). HIV can also be contracted through blood, such as those
sharing needles. If not treated during pregnancy, HIV can be passed to the fetus via the placenta or at birth;
however, pregnant persons taking antiretroviral medications greatly decrease the chance of perinatal transmission
(HIV and specific populations, 2021).

COVID-19, caused by the coronavirus SARS-CoV-2, has significantly impacted populations worldwide and was the
third leading causes of death in 2021 (Xu et al., 2022). While the virus does not discriminate based on gender,
various social, economic, and health-related factors have led to a unique burden on persons AFAB during the
pandemic. Due to closures of reproductive clinics during the pandemic and people being restricted to their homes,
many e went without birth control and unintended pregnancies greatly increased (Cousins, 2020). Those pregnant
during the pandemic had higher incidences of preterm birth and stillbirth, and increased rates of ventilatory support;
neonatal infection was uncommon (Mullins et al., 2022). Higher incidences of hypertension were also noted in
pregnant women with COVID-19 infection (Sertel & Demir, 2023).

CLINICAL SAFETY AND PROCEDURES (QSEN)

Safety and Infection
Sinks, drains, toilets, and hoppers have been found to be contaminated with multidrug-resistant organisms. Nurses
should follow the following steps to reduce risk of infection for patients and health-care workers:

1. Clean drains, faucet handles, and surrounding counters.
2. Do not place personal or patient’s items close to sinks.
3. Do not prepare medications near the sink.

4. Avoid splashing water from the sink.



5. Use a hopper and toilet covers.
6. Toilet covers are used and closed prior to flushing.
7. Do not pour patient waste in sinks.

(CDC, 2019b)

Alzheimer’s and Other Dementias

The WHO (2023) reports that more than 55 million people have dementia worldwide. Sixty percent of these people
live in low- and middle-income countries. Dementia results from diseases and injuries that affect the brain.
Alzheimer’s disease, the most common type of dementia, is the cause of 60 percent to 70 percent of dementia
cases (WHO, 2023b). Dementia, the seventh leading cause of death, is a major cause of disability among older
people, causing dependency on family or the health-care community (Taudorf et al., 2021). Persons AFAB are
affected by dementia more than persons AMAB, with 66 percent of persons with Alzheimer’s disease AFAB
(Mosconi et al, 2021).

Accidents and Injuries

The leading causes of accidents and injuries in persons AFAB vary depending on age, with teens being the highest
risk group; geographic location; and self-care practices (WHO, 2021b). The WHO (2021b) reports that falls are a
leading cause of injuries, especially among older persons AFAB globally. In people older than 65, mortality is three
to four times higher at 1 year after hip fracture with a mortality rate of 15 percent to 36 percent (Morri et al., 2019).
Falls can occur due to various factors, including tripping hazards, balance issues, and environmental conditions.
People may be exposed to workplace hazards that can lead to injuries such as accidents, repetitive strain, and
exposure to harmful substances, with 5,190 work-related fatalities in 2021 (U.S. Bureau of Labor Statistics, 2022).
Domestic and intimate partner violence can lead to severe injuries and death. One in seven persons AFAB have been
injured by a partner, and intimate partner violence accounts for 15 percent of violent crimes in the United States
(National Coalition Against Domestic Violence [NCADV], 2020). Intimate partner violence is responsible for 50
percent of murders of persons AFAB (NCADV, 2020).

Prevention of accidents and injuries requires education, awareness, and policy interventions. Promoting safe driving
practices, providing workplace safety training, implementing measures to prevent intimate partner violence, and
promoting home safety are essential steps in reducing the incidence of accidents and injuries. Factors to decrease
teen violence include consistent presence of parents, teens involved in social activities, religious beliefs, and youths’
commitment to school (CDC, 2020a). Research suggests the following interventions to prevent intimate partner
violence: teach healthy relationship skills, encourage protective environments, provide support to survivors, and
provide treatment for at-risk families (CDC, 2017).

Mental Health Conditions

The global mental health burden in individuals AFAB is a significant public health issue. Mental health disorders are
more prevalent in individuals AFAB than in individuals AMAB. Persons AFAB are twice as likely to be diagnosed with
anxiety as persons AMAB, and one in five AFAB persons has a mental disorder compared to one in eight persons
AMAB (Health Assured, 2023). Approximately one in three persons AFAB will experience a mental health problem in
their lifetime (Lan et al., 2022). Approximately 53 percent of persons AFAB who suffer from a mental health issue
have also been abused, increasing their risk for suicide and self-harm (Health Assured, 2023).

Suicide

Suicide rates among adolescents AFAB have been on the rise in recent years. Suicide is most frequent during the
ages of 45 to 64 and lowest during the ages of 10 to 14 and over 70; and in 2019, 6 deaths per 100,000 persons
AFAB were due to suicide (Statista, 2023). According to the WHO (2023c), 75 percent of suicides occurring
nationally were committed in low- to middle-income countries, and suicide is the fourth leading cause of mortality in
persons aged 15 to 29 years. Risk factors for suicide include violence, abuse, isolation, disaster, conflict, and
discrimination (WHO, 2023c). Hormonal changes and social pressures of adolescence can exacerbate these issues.
Adolescents may experience bullying or cyberbullying, which can significantly impact their mental well-being and
increase suicide risk. In addition, issues with friends or romantic partners can be emotionally challenging and
contribute to feelings of hopelessness. Academic stress and the desire to fit in with peer groups can create immense
pressure, leading to emotional distress. Adolescents who are exposed to self-harm or suicide behaviors in their



social circle may be at higher risk themselves.

Members of the LGBTQIA+ community are also at an elevated risk of suicidal thoughts and attempts due to
persistent societal discrimination, stigma, and prejudice. Many LGBTQIA+ persons face rejection from family,
friends, or religious communities, leading to feelings of isolation and lack of support. LGBTQIA+ youth may
experience bullying and harassment at school or in their communities, contributing to mental health struggles.

Nurses play a crucial role in suicide risk identification and prevention within the health-care system. As frontline
health-care providers, they often have frequent and direct contact with patients, making them well positioned to
assess and intervene in cases of suicide risk and mental illness. Here are some key aspects of nursing roles in
suicide identification and prevention:

« Screening and Assessment: Nurses are responsible for conducting initial screenings and comprehensive
assessments of patients' mental health status, including assessing for suicide risk factors and warning signs.
Using validated tools, they can identify at-risk patients and initiate appropriate interventions.

- Communication and Observation: Nurses must establish effective communication with patients to understand
their emotional state and any suicidal ideation. They also play a critical role in observing changes in behavior,
mood, and signs of distress that could indicate heightened suicide risk.

- Creating a Safe Environment: Nurses contribute to creating a safe and supportive health-care environment
that promotes open discussions about mental health. By reducing stigma and fostering trust, patients may
feel more comfortable disclosing suicidal thoughts.

- Risk Management and Safety Planning: When a patient is identified as being at risk for suicide, nurses
collaborate with the health-care team to develop safety plans that outline strategies to keep the patient safe
during crisis periods.

« Education and Support: Nurses educate patients, families, and caregivers about suicide risk factors, warning
signs, and available resources. They also offer emotional support and coping strategies to patients in distress.

« Postdischarge Follow-up: Following discharge from a health-care facility, nurses may conduct postdischarge
follow-up calls or visits to assess patients' ongoing well-being and ensure continuity of care.

« Documentation and Reporting: Accurate and thorough documentation of suicide risk assessments,
interventions, and care plans is essential for maintaining patient safety and coordinating care.

« Self-Care and Support: Caring for patients at risk of suicide can be emotionally demanding for nurses.
Practicing self-care and seeking support from colleagues and mental health professionals is crucial to
maintaining their well-being.

The nurse’s role in suicide identification and prevention is integral to a comprehensive health-care approach to
address this serious public health issue. By working collaboratively with other health-care professionals and
organizations, nurses can help reduce suicide rates and support those in need.

Leading Causes of Death in the United States

In the United States, the morbidity and mortality of persons AFAB are similar to the global statistics. Table 3.3
provides insights into the primary causes of mortality among persons AFAB across different age brackets. Overall,
the table highlights the various health challenges and external factors that impact the mortality of people in
different age groups.



Age Causes of Death

Adults Diseases of the heart

Malignant neoplasm

Cerebrovascular disease

Alzheimer’s disease

Chronic lower respiratory disease

Accidents (Unintentional injuries)

Diabetes mellitus

Influenza and pneumonia

Nephritis, nephrotic syndrome, and nephrosis
Essential hypertension and hypertensive renal disease

15-24 years | Accidents (unintentional injuries)
Intentional self-harm (suicide)
Assault (homicide)

10-14 years | Accidents (unintentional injuries)
Intentional self-harm (suicide)
Malignant neoplasms

Congenital abnormalities
Assault (homicide)

TABLE 3.3 Leading Causes of Death in Persons Assigned Female at Birth in the
United States by Age (Heron, 2021)

Screening for Cardiovascular Risk Factors or Disease

The American College of Cardiology (ACC) and the American Heart Association (AHA) jointly released guidelines in
2019 on the primary prevention of cardiovascular disease (CVD). These guidelines recommend various aspects of
CVD risk assessment, self-care practices, and medication use for those without known cardiovascular disease but at
risk of developing it. Key screening recommendations are as follows (Arnett et al., 2019):

« Assessment of Cardiovascular Risk. The ACC/AHA guidelines recommend using a risk calculator, such as the
ASCVD (Atherosclerotic Cardiovascular Disease) Risk Estimator Plus, to assess a person’s 10-year risk of
developing a first cardiovascular event (e.g., heart attack or stroke).

« Self-care Practices. Self-care practices include promoting a heart-healthy diet, regular physical activity,
smoking cessation, and weight management.

» Blood Pressure Screening. Blood pressure should be measured at least once every 2 years in adults with
normal blood pressure (systolic <120 mm Hg and diastolic <80 mm Hg) and more frequently for persons with
higher blood pressure.

« Cholesterol Screening. A lipid profile should be obtained in adults aged 20 years and older at least once every
five years.

» Diabetes Screening. Screening for diabetes is recommended in adults with risk factors, such as overweight or
obesity, sedentary lifestyle, family history of diabetes, or other risk factors for diabetes.

= Aspirin Use for Primary Prevention. Aspirin therapy is generally not recommended in persons at low risk of
CVD.

The ACC/AHA guidelines on the primary prevention of cardiovascular disease are comprehensive and cover
additional topics beyond screening recommendations, including treatment thresholds for cholesterol-lowering
medications and blood pressure—lowering medications (Arnett et al., 2019).

Cancer is the second leading cause of mortality. Everyone is at risk of developing cancer, although the likelihood
increases greatly with age; 80 percent of people diagnosed with cancer in the United States are 55 years of age or
older, and 57 percent are 65 or older (American Cancer Society, 2022). The most commonly occurring cancer in
persons AFAB is breast cancer; however, lung cancer is the leading cause of death by cancer in this population



(American Cancer Society, 2022). A further breakdown of cancer prevalence is shown in Table 3.4. Modifiable risk
factors include smoking, having excess body weight, drinking alcohol, and eating an unhealthy diet.

Rank Most Common Cancers Leading Causes of Cancer Deaths

1 Breast Lung

2 Colorectal Breast

3 Endometrial Colorectal
4 Lung Pancreatic
5 Cervical Ovarian

6 Skin Leukemia

7 Ovarian Endometrial

TABLE 3.4 Leading Causes of Cancer Deaths in Persons Assigned Female at Birth

(American Cancer Society, 2022)
Mental health is also a major health concern in the United States. The CDC (2023c) estimates that 1 in 10 persons
AFAB in the United States reported symptoms that suggest they experienced an episode of major depression in the
past year. Suicide is a leading cause of death, especially among young persons AFAB. The National Institute of
Mental Health (n.d.) recommends health-care providers use the Ask Suicide-Screening Toolkit, a four-question
screening tool that can be completed in 20 seconds, for all people; the tool has adult and youth versions. Early
detection for suicidal thoughts is crucial for preventing suicide. Links to this source and other screening tools
include the following:

« Ask Suicide-Screening Questions (ASQ) (https://openstax.org/r/77suicidescreen)

« Suicide Behavior Questionnaire-Revised (SBQ-R) (https://openstax.org/r/77suicidebehav)

« Columbia Suicide Severity Rating Scale (C-SSRS)-Triage Version (https://openstax.org/r/77columbiascale)
» Patient Health Questionnaire—9 Adolescent Version (PHQ-9A) (https://openstax.org/r/77adolescscreen)

« Patient Health Questionnaire 9 (PHQ-9) (https://openstax.org/r/77healthquestin)

 Patient Safety Screener—3 (PSS-3) (https://openstax.org/r/77patientsafety)

Screenings for Specific Health Concerns for Persons Assigned Female at Birth

Wellness screenings are essential preventive health-care measures that aim to detect potential health issues early,
allowing for timely intervention and treatment. These screening tools are tailored specifically to the unique health
needs of persons AFAB and are used in health-care settings to identify potential health issues, risk factors, or early
symptoms, before a formal diagnosis. The screenings recommended vary based on age, risk factors, and individual
health history.

Screening for Breast Cancer—Persons of Average Risk

Breast cancer is the most diagnosed cancer in individuals AFAB in the United States and the second leading cause of
cancer death (American Cancer Society, 2023b). The American College of Obstetricians and Gynecologists (ACOG,
2017) recommends that mammography screening between the ages of 40 and 49 should be a shared decision-
making discussion between the person and the health-care provider to consider the potential benefits and harms of
screening at this age. ACOG recommends that persons between ages 50 and 74 of average risk (see Table 3.5) have
a screening mammogram every 1 to 2 years. ACOG does not recommend routine clinical breast exams for breast
cancer screening in the average-risk individual. In addition, ACOG does not recommend breast self-exam (BSE) for
breast cancer screening, as there is insufficient evidence to support its effectiveness in reducing mortality from
breast cancer.
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LINK TO LEARNING

The Breast Cancer Risk Assessment Tool (BCRAT), or The Gail Model, allows health professionals to estimate a
person’s risk of developing invasive breast cancer (https://openstax.org/r/77BCRAT) over the next 5 years and up to
age 90 (lifetime risk).

Ages 40-49 Ages 50-74
Mammography Individualized with shared decision making Every 1 to 2 years
Clinical breast Not recommended for breast cancer screening in average-risk persons
exams
Breast self-exam Not recommended; insufficient evidence to support its effectiveness in reducing
mortality

TABLE 3.5 ACOG Recommendations for Breast Cancer Screening in Average-Risk Persons (ACOG, 2017)

It is important to note that the ACOG recommendations are specifically for average-risk persons AFAB. Breast
cancer is a complex disease influenced by genetic, environmental, and self-care practices. Having one or more risk
factors can increase the likelihood of developing the disease. Some common risk factors for breast cancer include
the following:

1. Being a person AFAB is the most significant risk factor for breast cancer. Although breast cancer can occur in
persons AMAB, it is much more common in those assigned female.
2. Therisk of breast cancer increases with age. Most breast cancers occur in persons over the age of 50.
Having a first-degree relative (parent, sibling, or child) with breast cancer increases the risk.
4. Carrying mutations in specific genes, such as BRCA1 and BRCA2, is associated with a higher risk of breast
cancer.
5. Those with breast cancer in one breast are at an increased risk of developing it in the other breast.
6. Some noncancerous breast conditions, such as atypical hyperplasia, also raise the risk.
7. Inaddition to BRCA1 and BRCA2, other gene mutations, such as TP53, PTEN, and PALB2, can increase the
risk of breast cancer.
8. Previous radiation therapy to the chest, especially during adolescence or early adulthood, increases the risk of
developing breast cancer later in life.
9. Early onset of menstruation (before age 12) and late menopause (after age 55) are associated with an
increased risk.
10. Having the first child after age 30 or never having children can increase the risk.
11. Persons AFAB with dense breasts on mammograms have a higher risk of breast cancer.
12. Self-care factors that increase or may increase the risk of developing breast cancer are
a. excessive alcohol consumption;
b. obesity, especially after menopause; and
c. lack of physical activity.
13. White people have a slightly higher risk of breast cancer than Black, Hispanic, and Asian people. However,
African American persons are more likely to be diagnosed at a younger age and have more aggressive breast
cancer types.

w

(CDC, 2023c)

Breast Cancer in Transgender Persons

Breast cancer screening is a vital component of preventive health care for all individuals, including transgender
people. However, transgender persons may face unique challenges and considerations related to breast cancer
screening. For nurses, completing a thorough history of the person’s transition is extremely important. Referring the
patient to a health-care provider who is sensitive to the needs of transgender persons is essential.
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The American College of Radiology (ACR) has breast cancer screening guidelines tailored for a person’s sex assigned
at birth, age, personal risk of breast cancer, breast development, breast surgery for transgender men, and whether a
person has used gender-affirming hormone treatment (and for how long) for transgender women (Brown et al.,

2021).

The ACR breast cancer considerations for transgender people at average risk of breast cancer are as follows:

« Transgender Men

1. If transgender persons have had a bilateral mastectomy, the risk of breast cancer is low. Although
bilateral mastectomy does not entirely protect against breast cancer, even in people at high risk of breast
cancer, it lowers the risk of breast cancer by at least 90 percent.

2. Iftransgender persons have not had a bilateral mastectomy, their breast cancer risk is similar to that of

cisgender persons AFAB.

3. Fortransgender persons at average risk of breast cancer, it is recommended to follow screening
recommendations for cisgender persons AFAB at average risk of breast cancer (Table 3.6).

Age, Surgery, and Breast Cancer Risk Mammography Breast MRI or
Breast Ultrasound

Any age with bilateral mastectomy and any level of breast Not Not recommended

cancer risk recommended

Ages 40 and older with breast reduction or no chest surgery Usually, Not recommended

and at average risk of breast cancer®

appropriate

Ages 30 and older with breast reduction or no chest surgery
and a personal history of breast cancer, lobular carcinoma in
situ (LCIS), atypical hyperplasia, or a 15%—-20% lifetime risk of
breast cancer

Usually,
appropriate

Breast MRI may be
appropriate.Breast
ultrasound may be
appropriate.

Ages 25-30 with breast reduction or no chest surgery and a
BRCA1 or BRCAZ inherited gene mutation

Usually,
appropriate

Breast MRI may be
appropriate.Breast
ultrasound may be
appropriate.

*Less than a 15% lifetime risk of breast cancer.

TABLE 3.6 ACR Breast Cancer Screening Recommendations for Transgender Men (Lockhart & Kamaya, 2022)

« Transgender Women

1. Iftransgender women are at average risk of breast cancer, breast cancer screening recommendations

depend on hormone replacement treatments (Table 3.7).

Age, Use of Gender-Affirming Hormone Treatment and
Breast Cancer Risk

Mammography Breast MRI or

Breast Ultrasound

Ages 40 and older, with past or current hormone use for 5 years
or more and at average risk of breast cancer

May be
appropriate

Not recommended

Any age, with no hormone use or less than 5 years of hormone
use and at average risk of breast cancer

Not
recommended

Not recommended

TABLE 3.7 ACR Breast Cancer Screening Recommendations for Transgender Women (Lockhart & Kamaya, 2022)
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Age, Use of Gender-Affirming Hormone Treatment and Mammography Breast MRI or
Breast Cancer Risk Breast Ultrasound
Ages 25-30, with past or current hormone use for 5 years or Usually, Not recommended
more and at higher risk of breast cancer appropriate

Ages 25-30 with no hormone use or less than 5 years of May be Not recommended
hormone use and at higher risk of breast cancer appropriate

TABLE 3.7 ACR Breast Cancer Screening Recommendations for Transgender Women (Lockhart & Kamaya, 2022)

Nurses should receive training on providing culturally competent care to transgender patients. Culturally competent
care includes understanding gender identity, respecting chosen names and pronouns, and creating a safe and
nonjudgmental environment for open communication. Nurses should recognize that breast cancer risk can vary
among transgender persons based on their assigned sex at birth, hormone use, and surgical history.

Screening for Cervical Cancer

Cervical cancer screening is an important health-care practice aimed at the early detection of cervical cancer and its
precursors. Cervical cancer is a significant global health concern. The CDC reports that each year in the United
States approximately 11,500 new cases of cervical cancer are diagnosed, and about 4,000 people AFAB die
annually (Cervical Cancer Statistics, 2019). Cervical cancer screening has been proven to reduce the incidence of
cervical cancer and related deaths significantly (Cervical Cancer Statistics, 2019).

The most common screening methods for cervical cancer include the Pap smear (Figure 3.2) and human
papillomavirus (HPV) testing. The Pap smear involves collecting cells from the cervix and having a pathologist
examine them under a microscope to identify abnormal cell changes. The HPV test identifies the presence of high-
risk HPV strains responsible for causing most cases of cervical cancer (ACOG, 2021a).

FIGURE 3.2 Pap Smear Cervical cells are obtained using a broom or brush that is placed in a liquid medium for testing. (attribution:
Copyright Rice University, OpenStax, under CC BY 4.0 license)

Early detection is crucial because cervical cancer found in the early stages is easier to treat (National Cancer
Institute, 2023a). By detecting abnormal changes or HPV infections early, health-care providers can offer
appropriate treatments, including procedures to remove precancerous lesions, reducing the risk of developing
invasive cancer. Furthermore, HPV vaccination, often administered to young people before they become sexually
active, complements screening efforts by preventing HPV infections and reducing the risk of developing cervical
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cancer later in life (ACOG, 2021a).

American College of Obstetricians and Gynecologists (2021a) and other leading gynecologic organizations endorse
the U.S. Preventive Services Task Force (USPSTF) cervical cancer screening recommendations for people with
average-risk. These recommendations apply to people with a cervix who do not have any signs or symptoms of
cervical cancer, regardless of their sexual history or HPV vaccination status (Table 3.8).

Population Recommendations

Age less than 21 years No screening

Age 21-29 years Cytology alone every 3 years
Age 30-65 years Any one of the following:

« cytology alone every 3 years
« FDA-approved primary high-risk HPV testing alone every 5 years
« co-testing (high-risk HPV testing and cytology) every 5 years

Age greater than 65 years No screening after adequate negative prior screening results*

Hysterectomy with removal | No screening in individuals who do not have a history of high-grade cervical
of the cervix precancerous lesions or cervical cancer

*Adequate negative prior screening test results are defined as three consecutive negative cytology results, two
consecutive negative contesting results, or two consecutive negative high-risk HPV test results within 10 years
before stopping screening, with the most recent test occurring within the recommended screening interval for the
test used.

TABLE 3.8 Pap and HPV Screening Recommendations (USPSTF, 2018a)

Screening for HPV and Cervical Cancer in Transgender Persons

Transgender men with an intact cervix and uterus should continue to have cervical cancer screenings. Timing of
cervical cancer screening and cervical cancer risk is the same as for cisgender persons AFAB (Dhillon et al., 2020).
However, pelvic exams can cause distress to a transgender man and can trigger gender dysphoria (Dhillon et al.,
2020). Due to this emotional and psychologic distress, many transgender men avoid cervical cancer screening.
Nurses can play an important role in supporting the person through the exam by giving anticipatory guidance and
being aware of culturally competent care (Dhillon et al., 2020).

Most anal cancers, 89 percent to 100 percent, are caused by HPV with approximately 8,300 new cases annually in
the United States (Wieland & Kreuter, 2019). Risk factors for anal cancer include persons AMAB having intercourse
with other persons AMAB, persons who are HIV positive, persons with a history of cervical cancer, and transplant
recipients (Wieland & Kreuter, 2019). Research has shown that cervical cancer caused by HPV16 is strongly related
to anal cancer caused by HPV16 (Wieland & Kreuter, 2019). Anal screening for HPV is only recommended in high-
risk persons; however, it is suggested that anal screening should occur if any abnormal cervical cells are identified
(Wieland & Kreuter, 2019).

Screening for Other Reproductive Cancers
Additional screenings should be offered for persons AFAB. Screenings should include ovarian, colon, endometrial,
and skin cancer. In persons who smoke, lung cancer screening should also be offered.

Ovarian Cancer

Ovarian cancer screening is a challenging topic, as there is currently no reliable and widely accepted screening test
proven to reduce ovarian cancer mortality. Ovarian cancer tends to present with vague symptoms in its early stages,
making early detection challenging; only approximately 20 percent of ovarian cancers are detected in the early
stages (American Cancer Society, 2020a). Additionally, the symptoms of ovarian cancer, such as bloating, abdominal
discomfort, changes in bowel habits, and frequent urination, are often nonspecific and can be attributed to other



less serious conditions (American Cancer Society, 2020a).

Given the limitations of current screening methods, most major health organizations, including the American Cancer
Society and the U.S. Preventive Services Task Force, do not recommend routine ovarian cancer screening for
average-risk individuals AFAB. Instead, they emphasize the importance of recognizing and promptly reporting any
persistent and unexplained symptoms, which may lead to early detection and diagnosis.

Personalized screening and preventive strategies may be considered for persons AFAB at high risk of ovarian cancer
due to strong family history or genetic predisposition (e.g., BRCA gene mutations) (American Cancer Society,
2020a). A transvaginal ultrasound, an ultrasound probe inserted into the vagina to examine the ovaries, may be
performed but may not reliably distinguish between benign and malignant tumors. The CA-125 test, a test to detect
a protein that can be elevated in the blood of some people with ovarian cancer, may be performed but is not
considered a reliable stand-alone screening tool for ovarian cancer (American Cancer Society, 2020a). In some
cases, treatment might involve more frequent monitoring, genetic counseling, and discussions about risk-reducing
surgeries (e.g., prophylactic oophorectomy) to remove the ovaries and fallopian tubes.

Endometrial Cancer

Endometrial cancer screening is not recommended for persons AFAB with no symptoms or risk factors. Routine
screening in asymptomatic individuals has not been shown to be effective in reducing the mortality associated with
endometrial cancer. Screening for endometrial cancer is typically recommended for persons who are experiencing
abnormal uterine bleeding, particularly postmenopausal bleeding, or irregular bleeding in premenopausal persons
(National Cancer Institute, 2023b). Persons AFAB with obesity, polycystic ovary syndrome (PCOS), or a history of
unopposed estrogen therapy may have an increased risk of endometrial cancer (National Cancer Institute, 2023b).
Unexplained bleeding or bleeding that occurs after menopause can be a warning sign of endometrial cancer, and an
endometrial biopsy should be performed.

Prostate and Testicular Cancer in Transgender Women

Reproductive cancer screening for transgender women is an important aspect of health care that should be
addressed with sensitivity and consideration for the person’s gender identity and medical history. Transgender
women are persons AMAB but who identify and live as women. While they do not have a cervix, they may have other
reproductive organs that require appropriate reproductive cancer screening. Transgender women who have not
undergone gender-affirming surgery to their reproductive organs may still have a prostate. The risk of prostate
cancer is generally lower in transgender women than in cisgender men, but it is still appropriate to discuss prostate
cancer screening (Bertoncelli et al., 2021). In addition, transgender women with intact testes should be aware of
the signs and symptoms of testicular cancer and perform regular testicular self-exams. The United States Preventive
Services Task Force (USPSTF, 2018c) recommends that for persons with a prostate who are aged 55 to 69 years, the
decision to undergo periodic prostate-specific antigen (PSA)-based screening for prostate cancer should be an
individual one based on the benefits and harms of screening based on family history, race/ethnicity, comorbid
medical conditions, patient values about the benefits and harms of screening and treatment-specific outcomes, and
other health needs.

Nurses play a vital role in identifying signs and symptoms of gynecologic cancers in their patients. Early detection of
gynecologic cancers is crucial for timely diagnosis and treatment, leading to better outcomes and improved patient
survival rates. Table 3.9 lists common gynecologic cancers and the signs and symptoms nurses can discuss with
patients.



Cancer Symptoms

Cervical - abnormal vaginal bleeding, especially between periods, after intercourse, or after
menopause

- unusual vaginal discharge that may be watery, bloody, or foul-smelling

= pelvic pain or pain during sexual intercourse

« changes in bowel or bladder habits

Endometrial = abnormal or postmenopausal bleeding, including heavy or prolonged menstrual bleeding
« pelvic pain or discomfort

« painful urination

« unexplained weight loss

Ovarian « abdominal bloating or swelling
« pelvic pain or pressure

« feeling full quickly while eating
- frequent or urgent urination

« changes in bowel habits

= unexplained weight loss or gain

Vulvar  itching, burning, or tenderness in the vulvar area
« changes in the color or texture of the vulvar skin
= pain, bleeding, or ulceration on the vulva

Vaginal - abnormal vaginal bleeding, such as postmenopausal bleeding or bleeding after intercourse
- watery vaginal discharge

« pelvic pain or discomfort

« alumpor massin the vagina

TABLE 3.9 Common Gynecologic Cancers (CDC, 2020b)

As part of their role, nurses should conduct comprehensive assessments and communicate effectively with patients
to elicit any symptoms related to gynecologic cancers. They should also maintain a high index of suspicion,
especially for patients with risk factors, family history, or a history of certain gynecologic conditions (e.g., HPV
infection).

In addition to identifying symptoms, nurses should educate their patients about the importance of routine
gynecologic checkups and cancer screenings, such as Pap smears and HPV tests. Early detection can significantly
improve treatment outcomes and quality of life for persons with gynecologic cancers. Nurses can also provide
emotional support and patient education about the disease, treatment options, and coping mechanisms.
Collaborating with other health-care professionals, nurses are crucial in facilitating timely diagnosis, treatment, and
ongoing care for patients with gynecologic cancers.

Colorectal Cancer Screening

The US Preventive Services Task Force (USPSTF) concludes that screening for colorectal cancer in average-risk
adults aged 50 to 75 years has a substantial net benefit, while screening for colorectal cancer in adults aged 45 to
49 years has a moderate net benefit. In addition, screening for colorectal cancer in adults aged 76 to 85 years who
have been previously screened has small net benefit (USPSTF, 2021a).

Colorectal cancer screening recommendations are listed in Table 3.10.



Type of Screening Recommendations

Stool-based tests « high-sensitivity fecal occult blood test (FOBT) or fecal immunochemical test (FIT)
annually
« multitarget stool DNA test (MT-sDNA) every 3 years

Visual « flexible sigmoidoscopy every 10 years
examinations « colonoscopy every 10 years
« CT colonography (virtual colonoscopy) every 5 years

Combination « FIT-DNA every 1to 3 years
testing

TABLE 3.10 Colorectal Cancer Screening Recommendations (American Cancer Society, 2020b)

Skin Cancer Screening

Currently, there are no specific guidelines for routine skin cancer screening. The USPSTF does not find sufficient
evidence to support routine population-wide skin cancer screening for asymptomatic people (United States
Preventive Services Taskforce, 2023b). Instead, the USPSTF focuses on other preventive measures, such as
promoting sun protection behaviors and educating the public about the warning signs of skin cancer. These
preventive measures aim to reduce the risk of developing skin cancer and encourage people to seek medical
evaluation for suspicious skin lesions.

Lung Cancer Screening

The USPSTF recommends annual lung cancer screening with low-dose computed tomography (LDCT) for adults
aged 50 to 80 years who have a 20-pack-year smoking history and currently smoke or have quit within the past 15
years (United States Preventive Services Taskforce, 2021b). To determine the pack-years, multiply number of
cigarettes smoked per day with the number of years smoked, then divide by 20 (United States Preventive Services
Taskforce, 2021b).

Screening for Intimate Partner Violence

Nurses are crucial in addressing violence against persons AFAB and supporting survivors. Nurses can conduct
assessments using standardized protocols to identify violence and assess safety and well-being. Nurses can
collaborate with patients to develop safety plans that address their immediate safety needs.

LINK TO LEARNING

The U.S. Preventive Services Task Force publishes recommendations for screening in a variety of factors that
influence health. Their recommendations and evidence for screening for intimate partner violence, elder abuse, and
abuse of vulnerable adults (https://openstax.org/r/77AFPabusetool) are available from American Family Physician.

Screening for Depression and Anxiety

Patients 18 years or older should be screened for depression at all primary care visits (Siniscalchi et al., 2020).
Untreated depression can cause lost wages, emotional suffering, impaired relationships, and increased morbidity
and mortality (Siniscalchi et al., 2020). Nurses can help recognize signs of depression in patients and possibly
provide early intervention. Screening for anxiety should also be performed at each primary care visit. Primary care
providers can determine if the anxiety is from a situation or indicative of psychiatric disorder (Centre for Addiction
and Mental Health [CAMH], n.d.).

Several screening tools can be used for both depression and anxiety. The Patient Health Questionaire-9 (PHQ-9) is a
nine-question tool in which the patient ranks how they have been feeling for the past 2 weeks and screens for both
anxiety and depression (Siniscalchi et al., 2020). The PHQ-2 is a tool asking two questions regarding frequency of
depressed mood; if positive, the PHQ-9 is then performed (Siniscalchi et al., 2020). The General Anxiety Disorder-7
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is a tool specifically to screen for anxiety with seven questions determining how often the patient has felt anxious for
the past 2 weeks (CAMH, n.d.). The Edinburgh Postnatal Depression Scale is the most commonly used screen during
the peripartum period.

3.3 Health Promotion

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Discuss the reproductive system structures and functions of those assigned female at birth across the
lifespan
- Describe patient education on the various self-care measures important to promote expected growth and
development from puberty onward in those assigned female at birth

Understanding the reproductive system is crucial to a person’s health promotion and disease prevention. By
comprehending the intricate structures and functions of the reproductive system, nurses and health-care providers
can develop effective strategies for promoting overall well-being, preventing diseases, and addressing specific
reproductive health concerns. The nurse can explore the complexities of fertility, menstrual health, contraception,
pregnancy, and menopause and provide the necessary information to support and empower persons AFAB.

Structures of the Reproductive System

The reproductive system plays a central role in reproduction and the production of sex hormones. Learning the
anatomy is essential for understanding the physiologic processes involved in the reproductive health of persons
assigned female at birth.

External Genitalia
The external genitalia, known as the vulva, of the person AFAB includes several structures that play a crucial role in
sexual function, reproduction, and protection (Figure 3.3).
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FIGURE 3.3 External Female Genitalia The external genitalia protect the urethra and vaginal opening. (modification of work from Anatomy
and Physiology 2e. attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

The mons pubis is a rounded mound of fatty tissue located above the pubic bone. It becomes covered with pubic
hair during puberty. The labia majora are the outer, more prominent skin folds and fatty tissue surrounding and
protecting the vaginal opening. The labia majora are often covered with pubic hair. The labia minora are the inner,
smaller folds of skin located within the labia majora. They lie closer to the vaginal opening and do not have pubic
hair. The labia minora can vary in size, shape, and color among people. They contain numerous sweat and oil glands.

The clitoris is responsible for most sexual arousal and orgasm and is composed of erectile tissue containing many
nerves. The glans of the clitoris is positioned where the labia minora meet at the hood. The clitoris has an internal



and external body. The glans lies under the hood, external to the vulva, while the corpus, suspensory ligament, root,
and vestibular bulbs are on the interior of the vulva. The clitoris makes an upside-down V-shape and is attached to

the pubic symphysis (Figure 3.4).

Prepuce

Glans clitoris

Labia minora

Corpus cavernosum

Bulb of vestibule

Urethral opening

Vaginal opening /

Opening of right
Bartholin’s gland \ y

Bartholin’s glands

FIGURE 3.4 Anatomy of the Clitoris The clitoris is an internal and external organ. (modification of work from Anatomy and Physiology 2e.
attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

The urethral opening is located just below the clitoral hood and above the vaginal opening. The vaginal opening is
also known as the introitus.

Internal Genitalia
The internal genitalia consist of the vagina, cervix, body of the uterus, fallopian tubes, and ovaries. These structures
each have specific functions pertaining to sexual function and childbirth. Figure 3.5 illustrates the internal genitalia.
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FIGURE 3.5 Internal Genitalia The internal genitalia play a role in sexual and reproductive function. (modification of work from Anatomy
and Physiology 2e. attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)
Vagina
The vagina is a muscular, flexible tube-like structure that varies in length and width among people. It extends from
the external opening, known as the vaginal orifice, to the cervix of the uterus. Its walls comprise layers of smooth
muscle, connective tissue, and stratified squamous epithelium lining. The inner lining of the vagina contains folds or
ridges called rugae. Hormonal fluctuations, particularly fluctuations in estrogen, progesterone, and testosterone,
influence the physiology of the vagina. Estrogen promotes the development and maintenance of the vaginal lining
and the production of vaginal lubrication.



The vagina has a unique microbial environment, known as the vaginal flora, consisting of a diverse population of
microorganisms, primarily Lactobacillus species, which help maintain a healthy vaginal pH and protect against
infections. The vaginal pH is normally acidic, ranging between 3.8 and 4.5.

Cervix

The cervix is the lower, narrow portion of the uterus that connects the uterus to the vagina. It is a gateway between
these two structures and plays a crucial role in reproductive physiology. The cervix is the mouth to the uterus.
During labor, the cervix thins and opens, becoming an extension of the lower uterine segment. In the nonpregnant
person, the cervix is firm and closed and prevents infections from bacteria ascending into the uterus. During
nonfertile times, cervical mucus is thick and inhibits the transit of sperm into the uterus. During fertile times,
cervical mucus is thin and slippery, facilitating the passage of sperm.

Uterus

The uterus is a hollow, muscular organ that plays a crucial role in supporting pregnancy and menstruation. The
innermost layer of the uterus is called the endometrium. The endometrium is the layer that thickens and prepares
for embryo implantation. The middle layer of the uterus is the myometrium, composed of smooth muscle tissue. The
myometrium is responsible for strong contractions during labor and childbirth. It undergoes significant changes
during pregnancy to accommodate the growing fetus and facilitate labor. The outer layer of the uterus is the
perimetrium, consisting of a serous membrane that covers the uterus.

Ovaries

The ovaries are the organs that produce and release the egg and the hormones estrogen and progesterone. They are
almond-shaped reproductive organs, each measuring approximately 3 to 5 centimeters (cm) in length and 1.5 to 3
centimeters (cm) in width. They are situated on either side of the uterus, near the lateral pelvic wall, within the
ovarian fossa (a depression in the posterior pelvic wall). They have a smooth, shiny, and slightly uneven outer
surface of epithelial cells; an inner, softer tissue called the ovarian medulla; and a denser region called the ovarian
cortex.

Fallopian Tubes
The fallopian tubes, also called the uterine tube or oviducts, are a pair of slender, hollow tubes that extend from the
uterus out toward the ovaries. The fallopian tubes play a vital role in fertilization and early embryonic development.

The infundibulum is the funnel-shaped fallopian tube opening that surrounds the ovary. At the outer end of each
fallopian tube are finger-like projections called fimbriae. The fimbriae create a sweeping motion that helps capture
the released egg from the ovary and guide it into the tube. The ampulla is the widest and longest part of the
Fallopian tube. The isthmus is the narrowest and shortest fallopian tube segment, connecting the ampulla to the
uterine cavity. It contains fewer cilia compared to the ampulla (Figure 3.6).

Uterine tube (oviduct)

[ 1
Infundibulum  Ampulla Isthmus

Fimbriae
FIGURE 3.6 Fallopian Tube The fallopian tubes play a large role in fertilization. (modification of work from Anatomy and Physiology 2e.
attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)
Pelvic Floor Muscles
The muscles of the pelvic floor support the pelvic and abdominal organs; control urinary and bowel continence,
urination, and defecation; and assist in the expulsion of the fetus during childbirth (Eigure 3.7). Pelvic floor muscles
can be damaged by pregnancy, birth, constipation, obesity, and prolonged strain or stretching. When these muscles
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are damaged, the pelvic organs are no longer supported, and urinary incontinence can occur. In persons with pelvic
floor damage, nurses can encourage exercise of the pelvic muscles by performing Kegels (the contraction and
release of the pelvic muscles). The nurse can also explain that there are health-care providers who specialize in
pelvic floor physical therapy.
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FIGURE 3.7 Pelvic Floor The pelvic floor muscles support the abdominal and pelvic organs. (modification of work from Anatomy and
Physiology 2e. attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

Functions of the Reproductive System

The reproductive system includes internal and external structures. The reproductive system controls sexual function
and reproduction. The nurse performs an assessment and gets a thorough history to identify reproductive needs or
variances in function.

External Genitalia

The external genitalia are involved in sexual arousal, lubrication, protection of internal structures, the passage of
urine and menstrual flow, and childbirth. Each structure within the vulva has unique functions and contributes to
overall reproductive health and sexual well-being.

The mons pubis and labia majora provide cushioning and protection. The urethra allows the passage of urine, while
the vaginal opening allows passage of menstrual flow and a fetus in childbirth. The clitoris contains a high
concentration of nerve endings and is central to sexual arousal and orgasm. Bartholin's glands located on either side
of the vaginal opening secrete mucus-like fluid that helps lubricate the vagina during sexual arousal.

Internal Genitalia

The vagina essentially connects the uterus to the external environment. The rugae lining the vagina allow it to
stretch to accommodate various activities, such as sexual intercourse and childbirth. The vagina also produces
natural lubrication to reduce friction during sexual intercourse. The lubrication is primarily the result of increased
blood flow to the vaginal walls and mucus secretion from the cervix and vaginal walls. Lubrication can also vary
depending on arousal level and hormonal changes.

The cervix undergoes dynamic changes during different menstrual cycle phases, sexual arousal, pregnancy, and
labor and is influenced by hormones such as estrogen, progesterone, and oxytocin. Estrogen plays a vital role in
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cervical mucus changes and softening, while progesterone maintains the cervix's integrity during pregnancy.
Oxytocin stimulates uterine contractions during labor, leading to cervical dilation.

The cervix contains numerous glands that produce mucus, which, under the influence of hormones, changes in
consistency throughout the menstrual cycle. As estrogen levels rise in the cycle, the cervix becomes softer and
opens slightly. The cervical mucus becomes abundant, slippery, and stretchy, resembling raw egg whites, to
facilitate the passage of sperm through the cervix and into the uterus during ovulation. During sexual arousal, the
cervix becomes engorged with blood, and the external os may dilate slightly, allowing easier penetration during
intercourse.

The physiology of the uterus is tightly regulated by hormones, including estrogen, progesterone, follicle-stimulating
hormone (FSH), luteinizing hormone (LH), and oxytocin. These hormones orchestrate the cyclical changes that
prepare the uterus for pregnancy and regulate uterine contractions during labor.

The ovaries undergo cyclical changes during the menstrual cycle with the goal of oogenesis. The egg cell
development and maturation process within the reproductive system that occurs during the follicular phase of the
menstrual cycle is called oogenesis (Figure 3.8). Oogenesis is initiated by follicle-stimulating hormone (FSH)
released by the anterior pituitary gland. FSH prompts the development of an ovarian follicle, and as it grows, it
produces estrogen.
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FIGURE 3.8 Human Oogenesis The ovarian cycle is responsible for maturing and releasing an egg for potential fertilization. (modification
of work from Anatomy and Physiology 2e. attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

Typically, only one follicle becomes dominant while the others regress. The dominant follicle continues to mature,
releasing increasing amounts of estrogen as it approaches ovulation. The surge in estrogen triggers the release of
luteinizing hormone (LH) from the anterior pituitary gland. This LH surge causes the dominant follicle to rupture,
releasing a mature egg from the ovary, a process known as ovulation.

The physiology of the fallopian tubes is regulated by hormonal and neural control. Hormones such as estrogen and
progesterone influence the motility and secretory activity of the tubal epithelium, while neural signals help



coordinate muscular contractions for egg and embryo transport.

The ampulla of the fallopian tube is the usual site of fertilization, where the sperm and egg meet. The walls of the
ampulla are lined with ciliated epithelial cells that help propel the egg and sperm through the tube toward the body
of the uterus. After fertilization, the newly formed embryo begins to divide and undergoes early development. Ciliary
movements, muscular contractions, and fluid currents in the fallopian tube help transport the developing embryo
toward the uterus for implantation.

Stages of Sexual Development

The stages of sexual development in persons AFAB typically follow a predictable path from puberty to reproductive
age to menopause to postmenopause. Each individual progresses through these stages at slightly different times.
The stages of sexual development can be influenced by multiple factors, both modifiable and non-modifiable.

Menarche

The onset of menstruation, marking the beginning of reproductive capacity, is menarche. It is a significant milestone
in physiologic and psychologic development. Menarche typically occurs during adolescence, between the ages of 10
and 16 with the average age being 12.4, although the exact timing can vary widely among people (Lacroix et al.,
2023). Young persons AFAB may experience emotional and psychologic changes as they adapt to the physical
changes associated with menarche.

Hormonal changes leading to the development of secondary sexual characteristics, such as the growth of breasts
and the widening of hips, occur prior to the first menstrual cycle. The Tanner Scale (Figure 3.9) is often used to
assess a person’s development of these characteristics.
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FIGURE 3.9 The Tanner Stages in a Person Assigned Female at Birth Tanner stages can be used to identify the process of puberty a
person is experiencing. (attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

During menarche, hormonal changes occur in the body, primarily involving the hypothalamic-pituitary-gonadal axis.
The hypothalamus releases gonadotropin-releasing hormone (GnRH), which stimulates the pituitary gland to
release follicle-stimulating hormone (FSH) and luteinizing hormone (LH). FSH and LH then act on the ovaries to
initiate the maturation of ovarian follicles and the release of an egg (ovulation).

The first menstrual period typically consists of relatively small amounts of blood, referred to as menarcheal
bleeding. A regular menstrual cycle may take several months or even years to establish as hormonal regulation
becomes more consistent. Menstrual cycles typically range from 21 to 45 days with the average being 32.2 days,
with menstrual bleeding lasting around 3 to 7 days (Lacroix et al., 2023). Menarche is considered a rite of passage in
many societies, and individuals may receive education and support regarding menstrual hygiene, reproductive
health, and sexual education. However, cultural norms and practices can also contribute to stigma, taboos, and
limited access to menstrual hygiene products and health-care services, negatively impacting individuals' well-being
and empowerment. Transgender men can be traumatized by menarche and may experience significant dysphoria.
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Transgender Men and Menstrual Cycles

Menstruation is a rite of passage for girls, a sign of womanhood; however, for transgender men, it is an indication
that their body is not functioning correctly. This can cause gender dysphoria, depression, anxiety, and suicidal
ideation. These persons should be seen by health-care providers who are sensitive to these feelings and who can
offer solutions to menstruation, such as menstrual suppression and psychologic help (Weiselberg, 2022).

Menstrual Cycle

The menstrual cycle is characterized by a series of hormonal and physical changes that prepare the body for the
possibility of pregnancy. The menstrual cycle typically lasts an average of 28 to 31 days but can vary from person to
person. The cycle is counted from the first day of menstrual bleeding to the first day of the next period. The cycle is
controlled by the interaction between the hypothalamus, pituitary gland, and ovaries, collectively known as the
hypothalamic-pituitary-ovarian (HPO) axis.

The menstrual cycle actually encompasses two cycles, the ovarian cycle and the uterine cycle. They occur
simultaneously. The ovarian cycle involves the changes that occur in the ovaries during the cycle, including the
follicular phase (days 1 to 14) and luteal phase (days 15 to 28). The follicular phase begins with menstruation as day
1. During this phase, the pituitary gland releases follicle-stimulating hormone (FSH), which stimulates oogenesis.
Ovulation occurs approximately midway through the menstrual cycle, usually around day 14, when one mature
follicle releases an egg from the ovary, triggered by a luteinizing hormone (LH) surge from the pituitary gland. After
ovulation, the ruptured follicle in the ovary forms the corpus luteum. This begins the luteal phase of the ovarian
cycle. The corpus luteum produces progesterone, which prepares the uterus for implantation of a fertilized egg. If
fertilization does not occur, the corpus luteum regresses, decreasing estrogen and progesterone levels and initiating
menstruation.

The uterine proliferative phase also begins at menstruation, day 1, and ends at ovulation. During the proliferative
phase, the endometrium prepares for implantation by thickening. After ovulation, the secretory phase begins, and
the endometrium becomes a favorable surface for implantation. If fertilization does not occur, the uterus sheds its
endometrium, blood, and tissue. This results in menstrual bleeding, typically lasting 3 to 7 days. The average blood
loss during menstruation is approximately 30 to 40 milliliters (mL) over a menstrual period. This information is
summarized in Figure 3.10.
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FIGURE 3.10 The Menstrual Cycle The menstrual cycle includes both the ovarian and the uterine cycles. (attribution: Copyright Rice
University, OpenStax, under CC BY 4.0 license)

Various factors influence the menstrual cycle, including a person’s age, overall health, stress levels, and hormonal
imbalances. The cycle can vary in length and regularity, and changes in the menstrual cycle can indicate underlying
health issues or pregnancy.

Nurses are critical in educating patients about the menstrual cycle and promoting menstrual health. Nurses can
educate about what is considered a regular menstrual cycle, including the typical duration, frequency, and amount
of menstrual flow. They also discuss what might be considered abnormal, such as irregular cycles or unusually
heavy or painful periods. Nurses can offer guidance on proper menstrual hygiene practices, including how to use and
dispose of menstrual products (such as pads, tampons, or menstrual cups) safely and hygienically. Nurses can
introduce the concept of fertility awareness, which involves tracking and understanding the menstrual cycle,
observing cervical mucus, and identifying fertile days to conceive or to prevent pregnancy.

Perimenopause and Menopause

Perimenopause and menopause are two distinct but interconnected stages of reproductive aging. The transitional
period leading up to menopause, during which a person's body undergoes hormonal fluctuations and reproductive
changes, is perimenopause. It is characterized by irregular menstrual cycles and a decline in ovarian function
leading to decreased estrogen, progesterone, and testosterone. Perimenopause usually begins 4 to 9 years prior to
menopause and affects most persons AFAB in their mid-40s (Leistikow & Smith, 2022).

During perimenopause, hormones fluctuate significantly. These hormonal shifts can lead to various symptoms,
including irregular periods, hot flashes, night sweats, mood swings, fatigue, sleep disturbances, vaginal dryness,
changes in libido, and cognitive changes. Perimenopause has been compared to the peripartum period, in which risk



of depression and mental illness is greatly increased; health-care providers and nurses must screen for
perimenopausal depression as they do during the postpartum period (Leistikow & Smith, 2022). In one study,
perimenopausal people had a 9 percent to 15 percent increase in dysmorphic mood and were two to four times
more prone to major depressive episodes than premenopausal people (Leistikow & Smith, 2022).

The permanent cessation of ovarian function, signaling the end of reproductive capability, is menopause. It is a
natural physiologic process that occurs due to the depletion of ovarian follicles and the subsequent decline in
estrogen and progesterone production.

Following menopause, people may continue to experience a range of physical and emotional changes. Common
symptoms include hot flashes, night sweats, vaginal dryness, mood swings, sleep disturbances, urinary changes,
changes in sexual function, and changes in bone density (Leistikow & Smith, 2022).

LINK TO LEARNING

Nurses can encourage patients to explore resources on hot flashes, hormone therapy, vaginal dryness, and sleep
problems (https://openstax.org/r/77menopausehelp) from menopause.org.

Individual experiences through perimenopause and menopause differ, with some experiencing minimal symptoms
and others requiring medical interventions to manage symptoms and prevent or treat adverse health conditions.
Managing perimenopause and menopause involves a multidimensional approach, including self-care practices,
menopausal hormone therapy (MHT), nonhormonal medications, and complementary therapies. MHT can begin
during perimenopause and is the gold standard for treatment, reducing morbidity and mortality in women. Nurses
and health-care providers play a crucial role in assessing symptoms, addressing concerns, providing guidance, and
tailoring treatment plans to support overall health and well-being during this transitional phase. Nurses can
encourage patients to see a Menopause Society Certified Practitioner for specialized menopausal care.

Sexual Response

The sexual response is a complex physiologic and psychologic process encompassing several stages. The most
recognized model of sexual response is the four-stage model proposed by Masters and Johnson in the 1960s. This
model consists of four phases: excitement, plateau, orgasm, and resolution (Masters & Johnson, 1966). However, it
is important to note that individual experiences of sexual response can vary.

In the excitement phase, sexual desire and arousal begin in response to sexual stimuli, such as physical touch,
erotic thoughts, or visual cues. Physiologic changes occur, including increased blood flow to the genital area, vaginal
lubrication, and swelling of the clitoris and labia. Breathing and heart rate may increase, and nipples can become
erect.

During the plateau phase, a heightened state of arousal and sexual tension continues to build. The body prepares
for a potential orgasm, with increased muscle tension and blood flow to the genital area. Vaginal lubrication
increases further, and the clitoris becomes more sensitive.

The peak of sexual pleasure and release of accumulated sexual tension is the orgasmic phase. Rhythmic
contractions occur in the pelvic muscles, including the uterus, vagina, and anal sphincter. Intense pleasure and
release of endorphins are experienced. The resolution phase refers to the return to baseline where muscles are
relaxed and pulse, blood pressure, and respirations return to normal.

It is essential to recognize that sexual response is a diverse and individual experience. Some individuals may
experience variations in the stages or have different patterns of sexual response. In addition to providing
information about the sexual response, nurses are prepared to discuss the importance of open communication,
consent, and the person's desires and boundaries in sexual experiences. Nurses should also encourage patients to
discuss problems with sexual response, such as difficulty in achieving orgasm. When nurses ask questions about
difficulty with the sexual response, patients are more at ease and open to discuss sexual issues.

Persons AFAB may experience sexual dysfunction, such as low libido (hypoactive sexual desire disorder), difficulty
in reaching orgasm (anorgasmia), or arousal difficulties. Conditions such as dyspareunia (pain during sexual
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intercourse) and vaginismus (involuntary muscle contractions that make penetration difficult or impossible) can
significantly impact a person’s sexual health and relationships. Assessing the underlying causes, providing
education, and referring to appropriate specialists, such as gynecologists or sex therapists, may be necessary.

Self-Care Practices and Supportive Nursing Actions

Self-care is an essential aspect of maintaining optimal health and well-being throughout life. It involves deliberate
practices and behaviors supporting physical, mental, and emotional well-being. By prioritizing self-care, people can
promote expected growth and development and prevent or delay the onset of various diseases and health
complications. They can empower themselves with the tools to prevent diseases and maintain their overall well-
being proactively.

Nurses play an important role in self-care counseling and education, as they are often at the forefront of patient care
and frequently interact with people across various health-care settings. Nurses assess patients' self-care behaviors,
such as diet, physical activity, sleep patterns, stress levels, and substance use. This information helps identify areas
where self-care modifications may be beneficial and form the basis for personalized counseling and education.

Nutrition

Throughout the lifespan, good nutrition is crucial to health, vitality, and overall well-being. From childhood to the
later stages of life, adequate and balanced nutrition is essential for optimal growth, development, disease
prevention, and maintaining a healthy body.

As persons AFAB enter their reproductive years, nutrition plays a critical role. For those planning to conceive, proper
nutrition supports fertility and reproductive health. A well-balanced diet, including various nutrients, vitamins, and
minerals, ensures optimal hormone regulation and menstrual regularity. Reproductive persons AFAB should be
encouraged to take a folic acid supplement because of its importance in preventing neural tube defects. During
pregnancy, adequate nutrition becomes paramount to support the growing fetus. It provides the essential nutrients
needed for fetal development, reduces the risk of birth complications, and promotes the health of the pregnant
person and fetus. Proper nutrition also plays a crucial role during lactation, providing the necessary nutrients for
breast-feeding and supporting the birthing person’s and infant’s health.

As individuals transition into perimenopause and menopause, nutrition remains of utmost importance. The risk of
osteoporosis increases during this stage, making adequate calcium and vitamin D intake crucial for maintaining
bone health and reducing fractures. A heart-healthy diet low in saturated fats and high in fruits, vegetables, whole
grains, fiber, and healthy fats helps reduce the risk of cardiovascular diseases that can become more prevalent
during this time. Adequate nutrient intake is essential for maintaining energy levels, cognitive function, and a strong
immune system. Nutrient-dense foods provide the necessary vitamins, minerals, and antioxidants to support
cellular health and combat age-related oxidative stress.

PHARMACOLOGY CONNECTIONS

Calcium

Calcium is an essential mineral that is vital in maintaining strong bones and teeth and supporting various bodily
functions. It is advisable to obtain calcium from a variety of food sources rather than relying solely on supplements.
Good dietary sources of calcium include dairy products (milk, yogurt, cheese), fortified plant-based milk alternatives
(soy, almond), green leafy vegetables (broccoli, kale, spinach), canned fish with bones (such as salmon or sardines),
tofu, and calcium-fortified foods (cereals, bread, orange juice).

« Generic Name: calcium carbonate, calcium gluconate, calcium citrate, calcium acetate
« Trade Name: TUMS, Eliphos, PhosLo

« Class/Action: mineral, antacid

» Route/Dosage: oral

The recommended daily calcium intake varies based on age, sex, and life stage. The following are general guidelines
for calcium intake:



Adolescents (9 to 18 years): 1,300 mg per day
Adults (19 to 50 years): 1,000 mg per day

Persons AFAB (51 to 70 years): 1,200 mg per day
Older adults (71 years and older): 1,200 mg per day

It is important to note that during pregnancy and breast-feeding, calcium requirements increase to support the
growing fetus's development. The recommended daily intake for pregnant and breast-feeding people is
1,000-1,300 mg per day, depending on age.

- High Alert/Black Box Warning: none

« Indications: dyspepsia, osteoporosis prevention, hypocalcemia

« Mechanism of Action: neutralizes esophageal or gastric acidity; essential component in physiologic systems
and reactions

- Contraindications: hypersensitivity to calcium, hypercalcemia, dehydration, renal impairment,
gastrointestinal (GI) bleeding, hyperparathyroidism

« Adverse Reactions/Side Effects: hypercalcemia, nephrolithiasis, milk-alkali syndrome, constipation, nausea,
hypomagnesemia

» Nursing Implications: Encourage dose for age and stage of reproductive life.

- Parent/Family Education: The nurse will provide education to avoid foods high in iron when taking calcium;
avoid taking calcium when taking a multivitamin; coffee and cigarettes should be avoided, as they impede
absorption; take calcium in the morning 1 hour after breakfast with plenty of water.

(Mayo Clinic, 2022)

The most recent dietary guidelines available are the Dietary Guidelines for Americans 2020-2025, published jointly
by the U.S. Department of Agriculture (USDA) and the U.S. Department of Health and Human Services (HHS) (2020).
These guidelines provide evidence-based recommendations for healthy eating patterns to promote overall health
and prevent chronic diseases.

LINK TO LEARNING

The full Dietary Guidelines for Americans 2020-2025 (https://openstax.org/r/77dietaryguides) provide detailed
recommendations and specific guidance for different age groups, including children, adolescents, adults, and older
adults.

In addition to educating patients about good nutrition habits, it is important to understand common unhealthy
nutrition practices. Unhealthy nutrition practices refer to behaviors and dietary habits that negatively affect a
person's health and well-being. Unhealthy nutrition practices can have both immediate and long-term
consequences for health. They can contribute to obesity, diabetes, heart disease, hypertension, certain cancers, and
other chronic health conditions. Additionally, poor nutrition can lead to fatigue, weakened immune function, and
impaired cognitive abilities.

Disordered Eating

The term disordered eating is commonly used to describe maladaptive nutritional practices that are not severe
enough to meet the diagnostic criteria for a specific eating disorder but still involve problematic attitudes and
behaviors toward food and eating. Disordered eating can encompass a range of unhealthy eating patterns, including
restrictive eating, binge eating, compulsive overeating, emotional overeating, yo-yo dieting, and chronic dieting.

Overeating and Obesity

Obesity in persons AFAB is a significant public health concern with far-reaching consequences for physical and
mental well-being. The Centers for Disease Control and Prevention (2019) defines an adult as obese if they have a
body mass index (BMI) of 30 or higher (Table 3.11). BMI can be a helpful tool but does not consider body
composition and is not always an accurate determination of overweight or obesity.
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BMI Weight Status

Below 18.5 Underweight
18.5-24.9 Healthy weight
25.0-29.9 Overweight

30.0 and above | Obese

TABLE 3.11 BMI Interpretation for Weight
Status (CDC, 2023a)

Obesity is a major risk factor for chronic conditions such as cardiovascular disease, type 2 diabetes, hypertension,
dyslipidemia, certain types of cancer (including breast and uterine), and respiratory disorders. These conditions can
profoundly affect the health and quality of life of persons and their offspring. Several factors contribute to obesity,
including genetics, hormonal factors, sedentary lifestyle, unhealthy dietary habits, socioeconomic status, and
psychosocial factors (CDC, 2022b). Nurses should be able to approach obesity from a holistic perspective, focusing
on a comprehensive approach to prevention and management.

Obesity can have significant impacts on reproductive health. It increases the risk of infertility, polycystic ovary
syndrome (PCOS), irregular menstrual cycles, and complications during pregnancy, including gestational diabetes,
preeclampsia, and cesarean delivery (Silvestris et al., 2018). Obesity can also affect fetal health and increase the
risk of birth defects. Nurses play a role in educating the patient on the potential consequences of obesity as well as
measures to prevent obesity or to return to a healthy weight.

Obesity can limit physical mobility and decrease overall quality of life due to reduced fitness levels, decreased
energy, joint pain, and limitations in activities of daily living. Obesity also places a significant burden on health-care
systems because of the increased risk of chronic diseases and related health-care utilization. This burden includes
costs associated with medical visits, hospitalizations, medications, and management of comorbid conditions.

Eating Disorders

An eating disorder, unlike disordered eating, is a serious mental health condition characterized by abnormal eating
patterns, attitudes, and behaviors toward food and weight. Eating disorders often involve a preoccupation with food,
weight, body shape, and a distorted perception of one's body image. They can have severe physical, psychologic,
and social consequences. There are several types of eating disorders, including:

1. Anorexia nervosa: Anorexia is characterized by extreme restriction of food intake, an intense fear of gaining
weight or becoming fat, and a distorted body image. Persons with anorexia may have significantly low body
weight and engage in behaviors to control their weight, such as excessive exercise, strict dieting, or purging.

2. Bulimia nervosa: Bulimia involves recurrent episodes of binge eating, followed by compensatory behaviors to
prevent weight gain, such as self-induced vomiting, excessive exercise, or the misuse of laxatives or diuretics.
People with bulimia may have normal body weight or fluctuating weight.

3. Binge eating disorder (BED): BED is characterized by recurrent episodes of uncontrollable binge eating, often
accompanied by feelings of guilt, shame, and distress. Unlike those with bulimia, persons with BED do not
engage in compensatory behaviors to counteract the binge episodes, which can lead to weight gain and
obesity.

4. Avoidant/restrictive food intake disorder (ARFID): ARFID is characterized by the avoidance or restriction of
food due to sensory sensitivity, fear of negative consequences (e.g., choking), or an apparent lack of interest in
eating. This disorder can lead to significant nutritional deficiencies and impaired growth and development.

5. Other specified feeding or eating disorders (OSFED): OSFED, previously known as Eating Disorder Not
Otherwise Specified (EDNOS), encompasses a range of eating disorders that do not meet the full diagnostic
criteria for anorexia, bulimia, or BED. These disorders include atypical anorexia, purging disorder, and night
eating syndrome.

(Mayo Clinic, 2023)



Eating disorders require professional diagnosis and treatment, often involving a multidisciplinary approach that
includes medical, nutritional, and psychologic interventions. Nurses should be prepared to screen for and recognize
eating disorders. In addition, the nurse provides intervention and support, which are crucial for persons struggling
with eating disorders.

Exercise

A sedentary lifestyle, characterized by little to no physical activity and prolonged periods of sitting or lying down, can
have numerous negative consequences on physical and mental health. Consequences of a sedentary lifestyle
include obesity and weight gain, increased risk of heart disease, reduced bone density, insulin resistance, increased
risk of some cancers, and reduced overall well-being. Physical activity plays a crucial role in promoting overall well-
being especially for persons AFAB. Regular aerobic exercise, such as brisk walking, jogging, cycling, or swimming,
helps strengthen the heart and improve cardiovascular health (Figure 3.11).
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FIGURE 3.11 Physical Activity Guidelines for Americans The Physical Activity Guidelines for Americans provide evidence-based
guidance to help Americans maintain or improve their health through physical activity. (credit: modification of “Physical Activity

Recommendations for Different Age Groups” by Centers for Disease Control and Prevention, Division of Nutrition, Physical Activity, and
Obesity/ Centers for Disease Control and Prevention, Public Domain)

Physical activity supports weight management and helps prevent weight gain. Regular exercise, combined with a
balanced diet, assists in maintaining healthy body weight and reducing the risk of obesity. Weight-bearing exercises
like walking, jogging, dancing, or weightlifting also help build and maintain bone density, reducing the risk of
osteoporosis and fractures.

Exercise improves mental health and well-being by stimulating the release of endorphins, neurotransmitters that
promote positive mood and reduce stress and anxiety. Exercise can positively impact hormonal balance to regulate
menstrual cycles, reduce premenstrual syndrome (PMS) symptoms, and improve symptoms associated with
menopause (Basile, 2020). Nurses are well trained to provide education, encouragement, and support of physical
activity for all ages.



Sleep and Rest

Rest is of utmost importance for overall health and well-being. It is an essential physiologic and psychologic process
that allows the body and mind to recover, rejuvenate, and perform optimally. Establishing healthy sleep patterns is
important for overall well-being and especially important during hormonal changes, pregnancy, menopause, and
certain health conditions.

Hormonal fluctuations during pregnancy, perimenopause, and menopause can disrupt sleep. Pregnant people often
experience sleep disruptions due to physical discomfort, frequent urination, hormonal changes, and fetal
movement. As pregnancy progresses, finding a comfortable sleep position can become challenging. Sleep
disturbances increase as people age, and 50 percent of persons over age 65 have issues with sleep (Haufe &
Leeners, 2023). Perimenopause and menopause can cause hot flashes and night sweats, leading to night
awakenings and difficulty in falling back to asleep. Hormonal changes can also contribute to insomnia, mood
changes, and sleep-disordered breathing.

Certain sleep disorders are more prevalent in persons AFAB, for example, insomnia, restless legs syndrome (RLS),
and sleep apnea. Chronic diseases such as diabetes, obesity, cardiovascular disease, and depression can be caused
or exacerbated by insufficient sleep (CDC, 2022b). Persons AFAB often juggle multiple roles and responsibilities,
contributing to sleep disturbances. Stress, caregiving duties, work-life balance challenges, and demands of family
life can affect sleep patterns.

Nurses are well trained to evaluate sleeping patterns and to intervene with sleep hygiene counseling. The following
is a key point to recommend for good sleep hygiene:

Establish a consistent sleep schedule by going to bed and waking up at the same time every day, including
weekends. An established sleep cycle helps regulate the body's internal clock and improves sleep quality.

Sexuality

Sexuality is a fundamental aspect of a person’s overall well-being, and it is essential that providers of health care
address the various issues that can arise. Due to time constraints and discomfort, discussions about sexual health
are often neglected, and health-care providers may shy away from initiating conversations about sexual concerns,
leaving patients to struggle in silence. Nurses must create a safe, nonjudgmental environment that encourages open
dialogue about sexual health.

Many people AFAB receive inadequate or limited sexual education, leaving them uninformed about contraception,
STIs, consent, and sexual pleasure. This knowledge gap can lead to misinformation, fear, and risky sexual behaviors.
Providers of health care and nurses play a key role in discussing contraception options, including hormonal methods
(e.g., oral contraceptives, contraceptive injections, patches, implant), intrauterine devices (IUDs), barrier methods
(e.g., condoms), and fertility awareness-based methods. Counseling should involve a discussion of effectiveness,
side effects, potential interactions with other medications, and considerations based on individual needs and
preferences.

Health-care providers can address issues related to menstruation, such as irregular periods, heavy bleeding
(menorrhagia), painful periods (dysmenorrhea), or premenstrual syndrome (PMS). Assessing and managing these
concerns can improve a person's quality of life and overall sexual well-being.

Providing a safe and inclusive environment for LGBTQIA+ persons is essential. Health-care providers should know
the unique health-care needs of lesbian, bisexual, and transgender persons and offer nonjudgmental support,
appropriate screenings, and referrals as needed. A more detailed discussion of this topic is found in Chapter 2
Culturally Competent Nursing Care.

Immunizations

Immunizations are essential tools in public health that play a crucial role in preventing and controlling infectious
diseases. Immunizations have significantly impacted global health and saved millions of lives. The timing of
immunizations throughout the lifespan varies depending on the person’s age, health status, and specific risk factors.
The CDC publishes a recommended immunization schedule (https://openstax.org/r/77immunization) on their
website.

The CDC (2023h) recommends that all adults receive the COVID-19 and influenza vaccine yearly. They
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recommended that adults ensure they are up to date on the Tdap or Td vaccines as well. Table 3.12 presents
recommendations for adult vaccines.

Age Recommended vaccine
(years)

19-26 Chickenpox, COVID-19, influenza, hepatitis B, HPV, measles-mumps-rubella (MMR), and tetanus-
diphtheria-whooping cough (Tdap), meningococcal

27-49 COVID-19, influenza, hepatitis B, MMR, Tdap, chickenpox, HPV

50-64 COVID-19, influenza, shingles, Tdap, hepatitis B, MMR, respiratory syncytial virus (RSV)

65and | COVID-19, influenza, pneumococcal, shingles, Tdap, RSV
older

TABLE 3.12 CDC Recommendations for Vaccinations (CDC, 2023h)

The CDC also recommends immunizations for patients with certain health conditions, such as diabetes,
cardiovascular disease, HIV, lung disease, renal disease, and weakened immune systems (2023h).

General Hygiene
General hygiene is an important aspect of education when caring for persons AFAB. Good hygiene practices can help
prevent infections, maintain overall health, and promote well-being.

1. Encourage people to maintain good personal hygiene habits, including regular bathing or showering, washing
hands thoroughly with soap and water, and brushing their teeth at least twice daily. Emphasize the importance
of proper hand hygiene to prevent spreading infections, especially before meals and after using the restroom.

2. Provide education on proper menstrual hygiene practices. Menstrual hygiene includes using clean and
appropriate menstrual hygiene products (such as sanitary pads, tampons, or menstrual cups) and changing
them regularly to prevent bacterial growth and reduce the risk of infections. Encourage persons to maintain
cleanliness during menstruation and properly dispose of used menstrual products.

3. Educate persons AFAB on maintaining good vulvar hygiene. Emphasize the importance of gentle cleaning with
warm water and mild, fragrance-free cleansers. Avoid harsh soaps or douches, as they can disrupt the natural
balance of vaginal flora and increase the risk of infections. Encourage wearing clean cotton underwear and
changing them regularly and as soon as possible after exercising.

4. Encourage the use of sunscreen to protect against harmful ultraviolet (UV) rays.

Discuss the importance of proper wound care and cleanliness to prevent infections.

6. Discuss hygiene practices related to sexual activity, such as washing before and after intercourse, using
condoms or other barrier methods to prevent STIs, and properly cleaning sex toys to avoid bacterial growth.
Voiding after sexual intercourse is commonly recommended to reduce the risk of urinary tract infections
(UTIs) in persons AFAB. While empirical evidence specific to this practice is limited, several mechanisms and
observations support its potential effectiveness.

o

Nurses should ask about the patient's access to showers, soap, and hygiene products prior to teaching about
hygiene. Some patients may lack running water, soap, or money. Nurses can help patients find resources for hygiene.

@ CULTURAL CONTEXT

Mikveh Bath

The Jewish faith requires a mikveh (a ritual bath) during the process of conversion to Judaism, before getting
married, and niddah (menstrual purity after the menstrual period or childbirth). The mikveh is a Jewish rite of
purification that must be performed after menstruation and childbirth in order to be made pure before sexual
activity can resume. Prior to going into the mikveh, Jewish law states that a person must thoroughly cleanse their



body, usually by taking a shower, brushing teeth, and clipping nails. A blessing is recited either before or during the
immersion (Wenger, 2021).

Self-Esteem and Empowerment

The subjective evaluation of one's worth and capabilities is one’s self-esteem. It is the degree to which a person
believes in their value, abilities, and self-worth. Various factors, including personal achievements, social
interactions, upbringing, and external validation, can influence self-esteem. There are key aspects of self-esteem
that are important to recognize (Table 3.13).

Key Element Meaning

Self-worth Feeling worthy of respect and love, irrespective of achievements or failures

Self-confidence | Having faith in one's abilities and feeling capable of handling life's challenges

Self-acceptance | Embracing oneself, including strengths and weaknesses, without harsh self-judgment

Self-respect Treating oneself with kindness and not tolerating self-destructive behaviors

TABLE 3.13 Key Elements of Self-Esteem

Having a healthy level of self-esteem is essential for several aspects of life. Self-esteem contributes to lower levels
of anxiety, depression, and stress. Healthy self-esteem enables more positive and fulfilling relationships with others.
Those with higher self-esteem are more likely to set and pursue ambitious goals. Healthy self-esteem fosters the
ability to bounce back from setbacks and learn from failures.

Having a healthy level of empowerment is essential for several aspects of life, and as with self-esteem, there are key
elements of empowerment (Table 3.14). Empowerment fosters personal development and self-awareness.
Empowered people can be catalysts for positive social change and collective empowerment. In addition,
empowering communities can lead to greater resilience and problem-solving abilities.

Key Element Meaning

Knowledge and Access to education and information empowers individuals to make informed

Information choices.

Autonomy and Agency Feeling in control of one's life and having the power to make decisions.

Advocacy and Support Encouraging and supporting individuals to stand up for their rights and interests.

Equality and Inclusivity Empowerment promotes equal opportunities for all, regardless of gender, race, or
background.

TABLE 3.14 Key Elements of Empowerment

People with low self-esteem have negative self-perceptions and may feel unworthy or inadequate. Having low self-
esteem can lead to behaviors that are problematic, such as violence, and progress to mental health issues (Auttama
et al., 2021). Those with low self-esteem can experience depression, stress, and anxiety that can eventually lead to
suicide (Auttama et al., 2021). They are more likely to become targets for bullies, as bullies often prey on those they
perceive as vulnerable. Nurses need to be vigilant in recognizing signs of bullying, such as unexplained injuries,
changes in behavior, or emotional distress. Nurses can make sure that health-care settings are safe and non-
threatening by providing a private space for the patient to talk and ensuring confidentiality.

Nurses can help teach self-care and positive mental health behaviors that can lead to increased self-esteem.
Research has shown that self-care behaviors for mental health allow patients to deal with stress and anxiety,
making them more resilient in dealing with life’s difficulties (Auttama et al., 2021). Empowered individuals can make



positive changes. Promoting empowerment includes teaching assertiveness, building resilience, and encouraging a
supportive network of friends and family.

Mental Health Hygiene

Addressing mental health hygiene when providing health care is crucial for promoting overall well-being. It is
essential to approach mental health hygiene holistically and individually, considering each person's unique
circumstances, cultural background, and specific mental health needs.

Nurses can provide education about mental health and common mental health conditions such as anxiety,
depression, and stress. Raising awareness reduces stigma and encourages people to seek support when needed.
Encourage them to prioritize self-care activities that promote mental well-being. Self-care practices include
engaging in regular physical exercise, practicing relaxation techniques (such as deep breathing, meditation, or
mindfulness), maintaining a balanced diet, getting adequate sleep, and pursuing activities that bring joy and
fulfillment.

Substance Use

Substance misuse in persons AFAB is a significant public health concern with unique considerations and
consequences. The problematic use of alcohol or drugs that leads to adverse physical, psychologic, social, and
functional outcomes is considered substance misuse. Substance misuse rates in persons AFAB have steadily risen
in recent years, with an increasing number of persons engaging in harmful alcohol and drug use. While persons
AMAB historically had higher rates of substance misuse, the gender gap has been narrowing (Fonseca et al., 2021).

Persons AFAB experience the effects of substances differently due to brain structure, metabolism, and endocrine
function (McHugh et al., 2019). Factors such as body size, composition, metabolism, and the menstrual cycle can
influence how substances are processed and their impact on the body. Persons AFAB may face unique risk factors
for substance misuse, including a history of trauma (such as physical or sexual abuse), co-occurring mental health
disorders (like depression or anxiety), and social or cultural influences contributing to substance use. They may use
substances to cope with stress, trauma, or mental health issues. Societal and cultural factors, including gender roles
and expectations, can influence substance use patterns in people.

Substance misuse can have specific health effects on persons AFAB. Persons AFAB metabolize alcohol differently
than persons AMAB leading to higher blood alcohol levels in those AFAB (McHugh et al., 2019). Persons AFAB also
have more side effects of chronic substance use as seen by changes in brain volume (McHugh et al., 2019). These
patients also have higher impairment in functioning such as medical, social, family, employment, and psychiatric
functions compared to those AMAB (McHugh et al., 2019). Substance misuse during pregnancy can lead to adverse
outcomes for the pregnant person and fetus.

Persons AFAB may also face unique barriers to seeking help for substance misuse, such as stigma, concerns about
child custody, fear of judgment, or limited access to gender-specific treatment programs and resources. In addition,
substance misuse often co-occurs with mental health disorders. Depression, anxiety, and posttraumatic stress
disorder (PTSD) can contribute to developing or exacerbating substance misuse issues (McHugh et al., 2019).

Addressing substance misuse in persons AFAB requires a comprehensive and gender-responsive approach. Nurses
play a vital role in screening, prevention, early intervention, and referral to specialized treatment services. It is
essential to provide tailored and culturally sensitive care that addresses the unique needs and experiences of those
struggling with substance misuse.

REAL RN STORIES

Nurse: Alexis, RN

Years in practice: 5+

Clinical setting: rehabilitation facility
Geographic location: Dallas, Texas

I really love working with patients in rehab. I am able to provide education, empathy, and kindness to my patients. I
am able to spend time with them and get to know them because they usually stay for 30 days. Depressed patients



are sometimes hard to get to know, but when they let me in, it is really special. I would not want to work in any other
area besides psych.

Injury Prevention

Nurses play a vital role in injury prevention across various health-care settings. They are uniquely positioned to
identify risk factors, educate patients and communities, and implement interventions to reduce the incidence of
injuries. Nurses assess patients for individual risk factors that may increase their vulnerability to injuries.
Assessment includes evaluating age, mobility, cognitive status, and underlying health conditions. Falls are a
common cause of injury, especially among older adults. Nurses implement fall prevention strategies, such as
conducting fall risk assessments, ensuring a safe environment, and assisting patients with mobility when needed.

Occupational health nurses promote workplace safety by conducting safety training, advocating for safe working
conditions, and supporting injury prevention initiatives. Furthermore, nurses monitor and report data on injuries and
accidents, contributing to injury surveillance systems that help identify trends and prioritize prevention efforts.

Nurses often engage in community outreach programs to raise awareness about injury prevention and collaborate
with local organizations to implement safety initiatives. Nurses are trained to recognize signs of domestic violence
and abuse. They can intervene by providing support, resources, and referrals to help break the cycle of violence.

By focusing on injury prevention, nurses can significantly reduce the burden of injuries on individuals, families, and
communities. Their expertise and advocacy contribute to creating safer environments and promoting overall well-
being for patients and the general population.

3.4 Well-Person Care

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Identify the information needed for a comprehensive health history for persons AFAB
« Discuss the components of a wellness exam for persons AFAB
» Perform nursing actions to promote well care in specific populations of persons assigned female at birth

A wellness exam, also known as a preventive care visit or annual gynecologic exam, is essential to a person’s health.
It involves comprehensively assessing a person’s overall health and reproductive system. The wellness exam is an
excellent opportunity to engage in preventive health care, identify health issues early, and receive guidance on
maintaining optimal health throughout life. It is important to tailor the exam to each person’s needs and to provide a
supportive and comfortable environment for discussing sensitive topics. This section will review a reproductive
wellness exam and address special populations. Trauma-informed care will also be discussed.

History and Physical Wellness Examination of Persons Assigned Female at Birth

A wellness exam for persons AFAB allows for health promotion and disease prevention. The exam, sometimes
called an annual exam or gynecologic exam, is performed by a health-care provider specialized in care of the person
AFAB or by a primary care provider. The components of the exam are dependent upon the person’s age, sexual
activity, and medical history. The wellness exam is a time for open communication between the health-care
provider, nurse, and patient. It is an excellent opportunity for nurses to educate patients and encourage a healthy
lifestyle.

Health History

A comprehensive health history is a critical component of a wellness exam. It helps health-care providers gain
insights into the patient's overall health, identify risk factors, and tailor health-care recommendations. The
components of a health history for a wellness exam are described in Table 3.15.



Component

Specifics

Personal information

name, age, date of birth, and contact information

Chief complaint/Reason
for visit

the specific reason for the person's visit, such as a routine checkup, a specific
concern, or follow-up on a previous health issue

Medical history

past and current medical conditions, including chronic diseases, allergies,
surgeries, and hospitalizations
history of any major illnesses or medical events in the family

Gynecologic history

menstrual history, including age of menarche, regularity of menstrual cycles,
and any menstrual irregularities

history of pregnancies, deliveries, miscarriages, or abortions

Menopausal status and any related symptoms.

Reproductive health

sexual history, including sexual activity, use of contraception, and any history
of sexually transmitted infections (STIs)

sexual orientation

plans for family planning, including desires for pregnancy or contraceptive
needs

Medications and
supplements

a list of all current medications, including prescription drugs, over-the-
counter medications, and dietary supplements

Allergies

any known allergies to medications, foods, or environmental factors

Immunization history

record of vaccinations, including human papillomavirus (HPV) vaccine and
other routine immunizations

Social history

self-care practices, such as diet, exercise habits, tobacco use, alcohol
consumption, and recreational drug use

employment and living situation

support system and relationships

Psychosocial history

information on stressors, mental health concerns, and coping mechanisms
history of any traumatic experiences or significant life events

Review of systems

comprehensive assessment of various body systems to identify any potential
health concerns
depression and anxiety screening

TABLE 3.15 Components of a Health History for a Wellness Exam



Component

Specifics

Preventive health « history of previous preventive screenings, such as Pap smears,

measures

mammograms, and other cancer screenings
« information on other preventive measures, such as blood pressure checks,
cholesterol testing, and vaccinations

Occupational and = any potential exposure to hazardous substances or environments in the
environmental exposures workplace or home

Special considerations « consideration of specific health needs or concerns based on the person's age,

cultural background, or specific health conditions
« financial concerns related to health care, housing, food, transportation
« health literacy

Safety considerations - personal safety-bullying, intimate partner violence, trafficking, sexual abuse,

mental abuse
« use of smoke detectors in the home
= wearing the seat belt when driving
« firearm safety in the home

TABLE 3.15 Components of a Health History for a Wellness Exam

The health history provides a foundation for a well-person exam, helping the health-care provider to tailor the
examination, screening tests, and counseling to the individual’s health needs and concerns. It is essential for
fostering a patient-provider partnership and ensuring a comprehensive approach to care.

Sexual History

The sexual history is an important part of a comprehensive health assessment, especially during discussions about
sexual health, reproductive health, and the risk of sexually transmitted infections (STIs). Nurses should approach
this topic sensitively, ensuring a nonjudgmental and confidential environment. The sexual history may include the
components outlined in Table 3.16.

Components  Specifics

Sexual Openly asking about a person's sexual orientation and gender identity helps create a supportive
orientation and inclusive environment.

and gender

identity

Current Inquire about the individual's current sexual activity, including vaginal, anal, and oral sex.
sexual

activity

Number of Asking about the number of sexual partners helps assess the risk of STI transmission.

sexual

partners

Type of Inquiring about the gender of sexual partners helps the nurse to understand the individual's risk
sexual of specific STIs and pregnancy.

partners

TABLE 3.16 Components of a Sexual History



Components

Specifics

Contraceptive
or
menopausal
hormone use

Discussing the use of contraception, including condoms, birth control pills, intrauterine devices
(IUDs), or other methods, will help in assessing the risk of unintended pregnancies. Discuss the
use of menopausal hormone therapy to determine the improvement in perimenopausal or
menopausal symptoms.

History of Inquire about past or current STIs to assess the individual's risk and need for testing and
STIs partner notification.

History of Ask about previous HIV testing and the frequency of testing.

HIV testing

Use of barrier
methods

Discuss the use of condoms or dental dams to prevent STI transmission.

Exposure to
risky sexual
behaviors

Discuss risky behaviors, such as unprotected sex, sharing needles, or sex under the influence of
drugs or alcohol.

History of
sexual
assault or
abuse

Inquire about any history of sexual assault or abuse to provide appropriate support and care.

Sexual
satisfaction
and concerns

Ask about sexual satisfaction, concerns, or any issues affecting sexual health.

Reproductive
plans

Inquire about plans for family planning, including desires for pregnancy or contraceptive needs.

Education Provide education on sexual health, STI prevention, and contraceptive options.

and

counseling

Practicing Encourage the practice of safer sex and discuss strategies to reduce the risk of STIs and

safer sex unintended pregnancies.

Offering STI Based on the individual's sexual history and risk factors, offer STI testing and vaccination, such
testing and as HPV vaccination.

vaccination

TABLE 3.16 Components of a Sexual History

Just as the health-care provider uses the results of the health history to help focus the general health screenings,
they will use the sexual history to determine the possibility of sexual health risks. Table 3.17 shows how
components of the patient’s sexual history suggest the possible need for screening or other tests.



History Potential Health Risks

Component
Unprotected Risk: Unprotected vaginal or anal intercourse without using condoms or other barrier methods
penetrative sex | can lead to the transmission of STIs, including HIV, chlamydia, gonorrhea, syphilis, and

herpes.
Prevention: Using condoms or dental dams can significantly reduce the risk of STI
transmission.

Multiple sexual | Risk: Having multiple sexual partners increases the likelihood of exposure to different STIs,
partners and it can also complicate partner notification and treatment in case of infection.
Prevention: Practicing mutual monogamy or using condoms with each sexual encounter can
reduce the risk.

Oral sex Risk: Engaging in oral sex without using barriers (e.g., condoms or dental dams) can lead to
the transmission of STIs, such as herpes, gonorrhea, syphilis, and HPV.

Prevention: Using condoms or dental dams during oral sex can reduce the risk of STI
transmission.

Anal sex Risk: Unprotected anal intercourse can result in the transmission of STIs, including HIV,
gonorrhea, chlamydia, and hepatitis.

Prevention: Using condoms with plenty of water-based lubricants can reduce the risk of STI
transmission during anal sex.

Sharing sex Risk: Sharing sex toys without proper cleaning or using condoms on them can lead to the
toys transmission of STIs.

Prevention: Cleaning sex toys thoroughly between uses or using condoms on sex toys can
reduce the risk.

Substance use | Risk: Substance use, particularly alcohol and drugs, can impair judgment and increase the
during sex likelihood of engaging in risky sexual behaviors, leading to unprotected sex and higher STI
transmission risk.

Prevention: Practicing safe sex and avoiding substance use during sexual encounters can
minimize risks.

Consent and Risk: Engaging in sexual activities without clear and enthusiastic consent from all parties
communication | involved can lead to emotional and psychologic harm.

Prevention: Open and honest communication about boundaries, desires, and consent is
crucial for healthy sexual experiences.

TABLE 3.17 Linking the Sexual History to Risk Factors

Physical Examination

The annual physical examination is essential to preventive health care and involves a comprehensive assessment of
overall health and well-being. The specific components of the annual physical exam may vary based on the person's
age, medical history, and risk factors. The exam allows health-care providers to identify health issues early, offer
counseling, and promote overall wellness.

Trauma-Informed Physical Exam

A trauma-informed examination is a compassionate and sensitive approach to providing health care for those who
may have experienced trauma. It acknowledges the potential impact of trauma on a person's physical and
emotional health and aims to create a safe and supportive environment for the patient during the examination
(Gorfinkel et al., 2021). The fundamental principles and considerations for conducting a trauma-informed
gynecologic examination are listed in Table 3.18.



Components
of Trauma-
Informed Care

Explanation of the Components

Establishing Prioritize creating a safe and comfortable environment for the patient. Begin the examination
safety and by explaining the process and obtaining informed consent. Ensure the patient knows they can
trust stop or pause the exam anytime if they feel uncomfortable or triggered.

Respecting Recognize that trauma survivors may have varying levels of comfort with medical procedures
autonomy and and intimate examinations. Always ask for permission before proceeding with any part of the
empowerment | examination and offer options for the patient to feel more in control of the process.

Trauma- Use trauma-sensitive language and avoid using medical jargon that might be intimidating or
sensitive confusing to the patient. Communicate clearly and compassionately, and actively listen to the

language and
communication

patient's concerns and preferences.

Providing Give the patient clear explanations of each step of the examination. Let them know what to
information expect and why each procedure is important for their health. Providing information and

and explanation helps reduce anxiety and empowers patients to participate in their health care
explanation actively.

Avoiding Be mindful of potential triggers during the examination. Trauma survivors may have specific
triggering triggers related to touch, invasive procedures, or certain body positions. Respect their
situations boundaries and be flexible in modifying the examination to avoid retraumatization.
Recognizing Be attentive to nonverbal cues and signs of distress during the examination. If the patient
signs of appears uncomfortable or anxious, check in with them and offer support or a break if needed.
distress

Offering Be prepared to provide information about trauma support resources, counseling services, or
support and support groups if the patient expresses a need for additional help in dealing with trauma-
resources related issues.

Cultural Be aware of cultural factors that may influence the patient's response to the examination.
sensitivity Cultural beliefs and practices may impact their comfort level and understanding of health-care

procedures.

Collaborative
decision
making

Involve the patient in decision making about their health care, including screening tests,
treatment options, and follow-up care. Collaborative decision making empowers patients to
make choices aligned with their values and preferences.

TABLE 3.18 Components of Conducting a Trauma-Informed Gynecologic Examination

A trauma-informed gynecologic examination recognizes the importance of sensitivity and empathy in providing
health care to people who have experienced trauma. By incorporating these principles into the examination, health-
care providers can create a supportive and respectful environment that promotes the well-being of trauma survivors
and enhances the overall patient experience (Gorfinkel et al., 2021).

Pelvic Exam

The gynecologic exam is a crucial part of preventive health care for persons AFAB and is performed to evaluate
gynecologic health, identify any abnormalities or conditions, and assess for signs of potential reproductive issues. A
gynecologic or pelvic exam (Table 3.19) is a comprehensive assessment of a person's reproductive and pelvic
health. A chaperone, such as a nurse or medical assistant, will be in the room during this part of the exam to help



the patient feel comfortable and nonthreatened.

Components Examination

External The provider visually inspects the external genitalia for any changes in appearance, such as
examination rashes, lumps, or lesions.

Speculum The provider inserts a speculum into the vagina to visualize the cervix and the walls of the
examination vagina. This allows them to check for any abnormalities, such as inflammation, infections, or
cervical abnormalities.

During the speculum examination, the provider may collect cells from the cervix using a small
brush or spatula. These cells are then sent to a laboratory for analysis to screen for cervical
cancer or detect precancerous changes, and the presence of high-risk HPV.

Bimanual The provider inserts one or two gloved fingers into the vagina while gently pressing on the lower
examination abdomen with the other hand. This bimanual examination allows them to assess the uterus and
the ovaries' size, shape, and position. They also check for any tenderness or masses. The
provider assesses the pelvic floor muscles by asking the patient to squeeze the muscles around
the inserted fingers.

Rectovaginal | Sometimes, the provider may perform a rectovaginal examination by inserting one gloved finger
examination into the vagina and another into the rectum. This examination allows them to assess the back of
(optional) the uterus and check for any abnormalities in the rectovaginal septum.

TABLE 3.19 The Pelvic Examination
Physiologic Changes in the Reproductive Stages

As a person AFAB ages, many changes occur to their body. A person AFAB will begin to see changes to their body
during puberty. Their body also changes during pregnancy and postpartum. As a person progresses through
menopause, even more changes occur. Nurses can educate their patients on what to expect during these different
life stages.

Puberty and Menarche

Puberty is defined as “the process of physical maturation where an adolescent reaches sexual maturity and
becomes capable of reproduction” (Breehl & Caban, 2023, p. 1). Puberty is associated with breast growth,
development of pubic hair, menarche, and increase in height. The growth of breasts is called thelarche. The growth
of pubic hair is called pubarche. The first menstrual period is menarche. Table 3.20 describes the development of
the person AFAB during puberty.

Development Description of Development

Thelarche (breast Breast growth is the first sign of puberty; occurs at approximately age 9 to 10.
growth)

Pubarche (pubic The growth of pubic hair occurs approximately 6 months after the start of thelarche;
hair growth) begins with light, straight hair, then grows into coarse, dark hair.

Menarche (first Menarche usually occurs 1-3 years after thelarche; average age is 12.8 years.
menstrual period) First ovulation is normally 6—9 months after the first period.

Ovarian growth Ovaries increase in size from 0.5 cm to 4.0 cm

TABLE 3.20 Development of Persons AFAB (Breehl & Caban, 2023)



Development Description of Development

Uterine growth Uterus grows in length and thickness.

Labial growth Both labia minora and majora increase in size.

TABLE 3.20 Development of Persons AFAB (Breehl & Caban, 2023)

Nurses provide anticipatory guidance to patients as they go through puberty. Nurses can help patients understand
the changes they see occurring in their body.

@ LINK TO LEARNING

HealthyWomen provides health information for “women in the middle” (ages 35 to 64). Their video called Breast
Changes across the Lifespan (https://openstax.org/r/77breastchanges) discusses and demonstrates the changes in
breasts as they develop from prepuberty to menopause.

Perimenopause and Menopause

Physical changes occur during perimenopause and menopause due to the decrease in estrogen, progesterone, and
testosterone. The walls of the arteries stiffen, muscles lose flexibility and strength, and cataracts grow on the lenses
of the eyes. During this stage, the vaginal walls are thinner, drier, pale, have less elasticity, and can be irritated
during sexual intercourse (Jacobson et al., 2022). These changes increase the risk for vaginal infections, such as
candidal infections. Urinary changes are also seen, including urinary incontinence and increased urinary tract
infections as the pelvic floor relaxes, causing prolapse of the uterus or bladder. A decrease in breast tissue is also
noted. The skin loses elasticity and becomes more prone to injury and bruising. Wrinkles and small skin tags can be
seen. Due to loss of bone mass, some menopausal persons will have a rounding of the upper back called kyphosis
(Figure 3.12). Health-care providers will assess for these changes and discuss the extent to which these changes
affect the patient’s life.

Normal Kyphosis

FIGURE 3.12 Kyphosis Kyphosis occurs due to the weakening of the spine as in osteoporosis. (attribution: Copyright Rice University,
OpenStax, under CC BY 4.0 license)
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LINK TO LEARNING

Let’s Talk Menopause is a nonprofit organization (https://openstax.org/r/77menopausetalk) focused on education
and advocacy surrounding menopause.

Gerontologic

As people age, several gerontologic changes can affect the reproductive tract. These changes may require
modifications to the history and physical examination. For example, as a transgender woman ages, their body can
experience benign prostatic hyperplasia, and they will need a health-care provider to perform a digital rectal exam
to assess the prostate gland. Persons AFAB will need screening for osteoporosis after the age of 65 due to the loss
of bone during menopause. Table 3.21 lists examples of physiologic changes throughout the lifespan.

Puberty Perimenopause Postmenopause
Age Younger (8—16 years) for Typically, age 40s but can begin Average age of 51
menarche transition earlier or later but can begin earlier
or later
Hormones Erratic fluctuations Decline in the number of oocytes Cessation of ovarian
Follicles present in the ovaries, Fluctuations in FSH follicular activity
but regular ovulation may not Fluctuations in estrogen, Persistently elevated
occur for a few years progesterone, and LH FSH

Decrease in estrogen
and progesterone

Menstruation | Begins approximately 2-2.5 Variability in the length of the Menopause marked
years after the person reaches menstrual cycle by absence of
Tanner Stage 2 periods for 12
May be irregular for a few years months
Physical Secondary sex characteristics Hot flashes, sleep difficulties, Perimenopausal
changes Growth spurt fatigue, mood changes, depression, symptoms and
vaginal dryness, dyspareunia changes more
Decreased bone density, increased persistent
urinary tract infections Thinning of skin, loss
and or dryness of
hair

Loss of muscle mass

TABLE 3.21 Comparison of Puberty, Perimenopausal, and Postmenopausal Anatomic and Physiologic Changes (Knight & Nigam,
2017)

3.5 Preconceptual Care

LEARNING OBJECTIVES

By the end of this section, you will be able to:
= Analyze the risk factors for persons assigned female at birth who are planning to conceive
- Explain the importance of the preconception visit in persons who are planning to conceive

Pregnancy planning involves discussing preconception care and fertility awareness methods for individuals
considering starting a family. Preconceptual counseling involves various components, including reproductive health
assessment, medical and genetic history, assessment of self-care practices, nutritional assessment, immunizations,
physical examination, medication review, nutrition counseling and education, psychologic support, and referrals for
follow-up. The goal is to optimize a person's health and readiness for pregnancy, mitigate risks, and provide


https://openstax.org/r/77menopausetalk

necessary support and education for a healthy conception and pregnancy journey.

LINK TO LEARNING

Fertility awareness requires keeping track of signs of fertility. Many people keep track on charts. This is a free app
people can use to track temperature, mucus, and other symptoms (https://openstax.org/r/7 7fertilitytrak) to
determine ovulation and which days they are most fertile.

Preconception Risk Factors

Factors or conditions that can increase the likelihood of complications during pregnancy or affect the fetus’s health
if a person becomes pregnant are called preconception risk factors. Identifying and addressing these risk factors
before conception is essential for optimizing maternal and fetal health and assists in ensuring patients can make
informed choices about their reproductive goals. Some common preconception risk factors include age,
preconception medical conditions, substance use, nutrition, and genetic factors. These risk factors are discussed in
Table 3.22. Addressing and managing these preconception risk factors through preconception counseling, self-care
practices, proper medical management, and appropriate vaccinations can help optimize the health of both the
pregnant person and the fetus during pregnancy. Persons who do not receive proper preconception counseling and
care may be unaware of certain risk factors or necessary preparations for a healthy pregnancy.

Preconception
Risk Factors

Description

Age

Individuals 35 years or older at conception have an increased risk of certain pregnancy
complications, such as gestational diabetes, preeclampsia, and chromosomal abnormalities in
the fetus. Persons less than 18 years of age may have increased risks during pregnancy.

Chronic health
conditions

Preexisting medical conditions like diabetes, hypertension, thyroid disorders, and autoimmune
diseases can impact pregnancy outcomes.

Medication use

Certain medications may be teratogenic or require adjustments during preconception and/or
pregnancy.

Substance use

Smoking before or during pregnancy can lead to complications such as miscarriage, preterm
birth, low birth weight, and sudden infant death syndrome (SIDS).

Consuming alcohol or using illicit drugs before or during pregnancy can negatively affect
fertility and increase the risk of birth defects and developmental problems in the fetus.

Nutrition and
diet

Poor diet and nutritional deficiencies, particularly in folate and other essential nutrients, can
impact fertility and increase the risk of birth defects.

Obesity and
underweight

Both extremes of weight can affect fertility and pregnancy outcomes. Being overweight or
obese before pregnancy is associated with a higher risk of gestational diabetes, hypertension,
cesarean delivery, and neural tube defects in the fetus.

Individuals with a low body weight may face challenges with fertility and an increased risk of
delivering a baby preterm or with low birth weight.

Reproductive
health
conditions

Conditions affecting the reproductive system, such as PCOS or endometriosis, may affect
pregnancy.

TABLE 3.22 Preconception Risk Factors
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Preconception
Risk Factors

Description

Mental health

Unmanaged mental health issues may impact fertility and pregnancy.

Genetic and
family history

A family history of genetic disorders or certain genetic conditions in the individual or the
partner may warrant genetic counseling and testing before conception.

Infections and
immunizations

Immunity to certain infections, such as rubella and varicella, and proper vaccinations are
essential for pregnancy.

Sexually transmitted infections (STIs) can affect fertility and pose risks to the developing fetus
if present during pregnancy.

Environmental
exposures

Environmental and/or occupational hazards or exposure to certain toxins, radiation, or
chemicals can impact fertility and pose risks during pregnancy.

Socioeconomic
factors

Socioeconomic status can influence access to health care and prenatal care.

Emotional and
relationship
status

Stress and relationship dynamics may impact fertility and emotional well-being.

Previous
pregnancy
history

Past pregnancy complications or previous birth outcomes may affect future pregnancies.

TABLE 3.22 Preconception Risk Factors

Pregnancy Planning

Discussing pregnancy planning, preconception care, and fertility awareness methods is important for those
considering starting a family. The recommended spacing of pregnancies, also known as interpregnancy interval,
refers to the time between the birth of one child and the conception of the subsequent pregnancy. The March of
Dimes (2017) recommends a minimum interpregnancy interval of at least 18 to 24 months after a full-term birth
before attempting another pregnancy. By allowing the person's body to recover from the previous pregnancy, the
risks of premature birth and low birth weight are reduced. Replenishing essential nutrients, such as folic acid, helps
prevent birth defects associated with folic acid deficiency such as neural tube defects (March of Dimes, 2017).
People 35 years or older at the time of birth are considered to be at advanced maternal age and may require
additional considerations due to increased risks associated with fertility decline and age-related pregnancy
complications. Those with certain medical conditions, such as diabetes or high blood pressure, may benefit from
longer interpregnancy intervals to optimize their health and manage their condition before the subsequent
pregnancy. People who experience pregnancy complications, such as preterm birth or cesarean delivery, may
require longer intervals for proper healing and reduced risk of recurrence.

Preconceptual education and assessment involve several components to address various aspects of an individual’s
health and readiness for pregnancy. Table 3.23 lists key components of preconceptual counseling.



Category of
Assessment

Steps Involved

Reproductive

evaluating the individual's menstrual history, including cycle regularity, duration, and

health any issues related to fertility

assessment assessing the history of previous pregnancies, including complications, miscarriages,
or birth defects
discussing the use of contraception and family planning methods

Medical and reviewing the person's medical history, including chronic conditions, surgeries, or

genetic history

medication usage, and assessing their impact on pregnancy
assessing the presence of any genetic disorders or a family history of genetic
conditions that may impact the pregnancy or require further evaluation

Self-care
practices and
behavioral factors

discussing the individual's lifestyle factors, such as nutrition, physical activity,
substance use (including alcohol, tobacco, and drugs), and stress management
assessing any occupational hazards or environmental exposures that may pose risks
during pregnancy

identifying any psychosocial factors, such as history of trauma, mental health
concerns, or social support systems

Nutritional
assessment and
supplementation

assessing the individual's dietary habits and providing guidance on a balanced diet
rich in essential nutrients needed for a healthy pregnancy

recommending preconception supplementation, including folic acid, to reduce the
risk of neural tube defects and other prenatal vitamins as needed

Immunizations

reviewing the individual's immunization status and ensuring that they are up to date
with recommended vaccinations, such as rubella and varicella, to protect both the
individual and the developing fetus.

Physical
examination and
screening

conducting a comprehensive physical examination to evaluate general health,
including weight, blood pressure, and signs of underlying conditions

recommending or performing specific screenings or tests based on the individual's
medical and reproductive history, such as sexually transmitted infection (STI) testing,
cervical cancer screening, or other indicated tests

Medication review
and management

reviewing the individual's current medications and assessing their safety during
pregnancy

collaborating with the health-care provider to make any necessary medication
adjustments or changes to ensure their safety during conception and pregnancy

Preconception
counseling and
education

providing information and education on preconception care, healthy self-care
practices, fertility awareness, and timing intercourse for optimal conception
discussing potential risks and precautions related to specific occupations, travel, and
exposures during the preconception period

TABLE 3.23 Components of Preconceptual Counseling



Category of Steps Involved

Assessment
Psychologic « assessing the individual's mental health status and providing resources for stress
support and management, coping strategies, and emotional support during the preconception
mental health period
screening - identifying any history of mental health concerns and coordinating with mental health
professionals if needed
Referrals and - referring the individual to appropriate health-care providers, specialists, or support
follow-up services based on identified needs or risks
= scheduling follow-up appointments to monitor progress, address any concerns, and
provide ongoing support throughout the preconception period

TABLE 3.23 Components of Preconceptual Counseling

It is important to note that preconceptual education should be tailored to the person's unique circumstances,
considering their medical history, self-care practices, social determinants of health, and personal preferences. The
goal is to optimize the person's health and readiness for pregnancy, mitigate potential risks, and provide necessary
support and education to promote a healthy conception and pregnancy journey.

PHARMACOLOGY CONNECTIONS

Folate (vitamin B9)

People need adequate folate intake even before they become pregnant, as the neural tube forms very early in
pregnancy. Ideally, people should begin taking folic acid supplements or consuming foods rich in folate at least 1
month before conceiving and continue throughout the first trimester of pregnancy.

« Generic Name: folate, folic acid, vitamin B9

« Trade Name: n/a

« Class/Action: vitamin

» Route/Dosage: 400 to 800 mcg daily; 4 mg daily if at high risk for neural tube defect (history of child with
neural tube defect)

» High Alert/Black Box Warning: none

- Indications: folate deficiency, megaloblastic anemia, sprue, neural tube prevention, dietary supplement

» Mechanism of Action: DNA synthesis and erythropoiesis

« Contraindications: undiagnosed anemia

« Adverse Reactions/Side Effects: nausea, abdominal pain, flatulence, irritability, overactivity, erythema, rash,
pruritis

« Nursing Implications: Discuss neural tube defect risks to determine appropriate dosage

- Parent/Family Education: People in the preconception period are advised to consume foods rich in folate,
such as leafy green vegetables (e.g., spinach, kale), legumes (e.g., lentils, chickpeas), fortified cereals, citrus
fruits, and avocados.

Self-Care Practices

Preconception is the time for persons to become as healthy as possible to have a safe, noncomplicated pregnancy
and birth. Important self-care practices to prepare for pregnancy include starting the pregnancy at a healthy weight.
Obesity can cause problems with infertility and increases the risk for pregnancy complications such as gestational
diabetes, stillbirth, and preeclampsia. Nurses can encourage nutrition and exercise strategies for patients to
consider during the preconception phase.

Smoking cessation is important prior to trying to conceive. Smoking can cause infertility due to decreased hormone
production and damage to the DNA carried in the sperm (U.S. Food and Drug Administration, 2021). Nurses can



discuss the importance of smoking cessation for parents. Nicotine is a very addictive drug, and cessation can be
difficult. Nurses can support parents and provide them with helpful information regarding smoking cessation
programs, nicotine patches and gum, and medications that can aid in smoking cessation prior to conception.

Substance use is also important to identify, and aiding parents in decreasing and abstaining from alcohol and other
substances is vital. According to research, one to five drinks per week can affect a person’s fertility by interrupting
the timing of ovulation and reducing the quantity and quality of sperm (Wild, 2022). Like nicotine, alcohol and other
substances are very addictive, and many parents need help in quitting. Health-care providers and nurses must be
nonjudgmental and present options for support groups, rehabilitation centers, and medications to help with alcohol
and drug abstinence.

Nutrition plays an important role in good health for appropriate hormone development and function and prevention
of disease. Studies have shown difficulty with ovulation in those who have a diet low in nutrients and high in sugars;
however, those who follow a Mediterranean diet and exercise have better fertility rates (Silvestris et al., 2019).
Nurses can educate patients to increase protein, decrease simple carbohydrates, increase complex carbohydrates,
increase essential fatty acids, and increase foods high in folate and vitamin C. Providing patients with guidance on
diet and exercise will not only help with fertility but also decrease risks for pregnancy complications. Figure 3.13
shows an example of a Mediterranean diet.

. By Red meat and sweets
D il Infrequent consumption
¢ ’ (once/week)
s ; :

Fish, seafood, white meat,
eggs, yogurt, and cheese
Regular consumption
(twice/week)

Fruits, vegetables, whole
grain, olive oil, nuts,
legumes, spices
Daily consumption

FIGURE 3.13 Mediterranean Diet The Mediterranean Diet is an excellent diet for persons considering pregnancy and those who are
pregnant. (credit: “The Mediterranean pyramid of nutrition style and weekly organization of meals" by E. Silvestris, D. Lovero, and R.
Palmirotta/Frontiers in Endocrinology, CC BY)

Stress can be a result and/or a cause of infertility. Research has found that cognitive behavior therapy (CBT) is
associated with increased rates of pregnancy in persons dealing with infertility (Rooney & Domar, 2018). Relaxation
techniques, mindfulness, and group support have also been shown to increase pregnancy rates (Rooney & Domar,
2018). Nurses can discuss the stress associated with infertility and provide resources for therapy and support
groups.

Preexisting Conditions

During the preconception visit, the person’s medical history is examined for preexisting conditions that could
interfere with conception and increase risk for pregnancy complications. Persons with type 1 and 2 diabetes
mellitus should talk with their endocrinologist or diabetes health-care provider prior to conception. These persons
should be told their risk factors for increased risk of complications during pregnancy and the importance of
maintaining good glucose control while trying to conceive and during pregnancy.

Chronic hypertension has been associated with poor egg quality related to increased estrogen caused by high blood



pressure; if the egg is fertilized, the risk for miscarriage is increased (Zimlich & Rainford, 2022). Chronic
hypertension can also affect sperm motility, semen volume, and total sperm count (Zimlich & Rainford, 2022). The
nurse can educate people on the importance of controlling hypertension prior to and after conception.

Thyroid disorder is a common risk factor for infertility. Persons AFAB have higher incidences of thyroid disease than
persons AMAB, and the most common reason for hypothyroidism is autoimmune thyroiditis (Koyyada & Orsu, 2020).
Hypothyroidism can cause irregularities in the menstrual cycle leading to anovulation and infertility (Koyyada &
Orsu, 2020). It can also lead to preterm birth, miscarriage, and fetal death. Research has shown that treating
hypothyroidism with levothyroxine (Synthroid) in persons with infertility led to a 90.5 percent to 100 percent
success rate in conception, pregnancy, and term birth (Koyyada & Orsu, 2020). Nurses can help educate persons
with thyroid disease on the importance of taking medications consistently to help increase their fertility.

LINK TO LEARNING

This preconception tool asks questions to determine areas of concern to address (https://openstax.org/r/
77preconception) prior to becoming pregnant.

Family History

Family history for both parents can contribute to risks for pregnancy complications. Testing that can be offered prior
to or during pregnancy to determine if a couple is at risk for having a child with a particular recessive genetic
disorder is called carrier screening. Common recessive conditions that carrier screens can detect are sickle cell
disease, Tay-Sachs disease, cystic fibrosis, spinal muscular atrophy, hemophilia, and other hemoglobin conditions;
these conditions may be associated with specific ethnic groups (ACOG, 2022). To have the recessive disease, the
parent must have two recessive genes for that strand of DNA. If a parent has one recessive gene and one dominant
gene, they are a carrier. The carrier screen identifies if the parent is negative (2 dominant genes), positive (2
recessive genes), or a carrier (1 recessive and 1 dominant gene). The screening results for both parents are
compared, and the chances of them having a child with the disorder are calculated (ACOG, 2022). Figure 3.14 is a
visual description of recessive gene expression. (The term "parent" in the sense of genetic inheritance refers only to
the contributors of the child's genes, and may differ from the people who actually parent the child.)
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Unaffected Unaffected

carrier carrier
parent parent
om om

R(%R

R)(R R R
oo Om mO ER
Unaffected Carrier Carrier Affected
child child child child
1in 4 chance Unaffected Unaffected 1in 4 chance

1in 4 chance 1in 4 chance
FIGURE 3.14 Recessive Gene Expression “R” is the dominant gene. “r” is the recessive gene. A carrier screen determines if a parent has
only dominant genes, only recessive genes, or one of each. (attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)
Reviewing family history for other chronic conditions allows for increased monitoring for these conditions during
pregnancy. The nurse or health-care provider will inquire about a family history of hypertension, diabetes,
gestational diabetes, preeclampsia, bleeding disorders, problems with anesthesia, strokes, cardiovascular disease,
and thyroid disorders. The history of complications during pregnancy for the patient’s mother or sister can give
insight into possible pregnancy complications for the patient.

Teratogens

Substances or agents that can cause congenital abnormalities or birth defects in a developing embryo or fetus
during pregnancy are called teratogens. These substances can harm fetal development and may result in structural
or functional abnormalities in the baby. The impact of teratogens on the fetus depends on factors such as the type of
teratogen, the timing and duration of exposure during pregnancy, and individual susceptibility.

Gestational age at exposure greatly influences the effect of the teratogen. The most harmful time for exposure is
during weeks 1 through 8, when organs are developing (Cleveland Clinic, 2022t). The entire first trimester is a
critical time for teratogen exposure leading to major birth defects of structures and organs. Teratogen exposure
during the second and third trimesters usually affects fetal growth and causes minor birth defects because organs
and structures have already developed (Mother to Baby, 2021). Functional defects, such as learning defects, occur
more often with teratogen exposure in the second and third trimesters. Other adverse outcomes can be preterm
birth and oligohydramnios (Mother to Baby, 2021).

Teratogens can include various environmental factors, medications, infections, and other exposures. Table 3.24 lists
many common teratogens and their effects.



Teratogen

Effect on Fetus

Alcohol

Fetal alcohol spectrum disorder, abnormal facial
features, small head and brain, physical and
behavioral disabilities

Cigarettes and tobacco

Fetal growth restriction, premature birth, miscarriage,
lung and brain issues

Recreational drugs

Low birth weight, heart problems, neonatal abstinence
syndrome, infections

Certain medications:

Isotretinoin (Accutane)

Thalidomide

Warfarin (Coumadin)

Methotrexate

Angiotensin-converting enzyme (ACE) inhibitors
Angiotensin receptor blockers (ARBs)
Lithium

Valproic acid (Depakote)

Carbamazepine (Tegretol)

Phenytoin (Dilantin)

Misoprostol (Cytotec)
Trimethoprim-sulfamethoxazole (Bactrim)
Aminoglycosides

Fluconazole (Diflucan)

Paroxetine (Paxil)

Congenital abnormalities, organ malformation,
developmental issues, cognitive impairments,
increased risk for pre-eclampsia and gestational
hypertension

Infections and Viruses:
Toxoplasmosis

Rubella
Cytomegalovirus
Herpes simplex virus
Zika virus

Parvovirus B19

Syphilis

Varicella zoster virus
Human immunodeficiency virus
Listeriosis

Hepatitis Band C

Miscarriage, birth defects, pregnancy complications,
developmental disorders

TABLE 3.24 Teratogens and Their Effects on the Fetus

Preconception Visit

The preconception visit includes a thorough history and physical examination, laboratory studies, and preconception
education. The nurse plays a large role in providing anticipatory guidance and education.

Physical Exam

A preconception physical examination aims to assess the person's overall health and identify any medical conditions
or risk factors that may affect their ability to conceive and have a healthy pregnancy. During the preconception
physical exam, the health-care provider will conduct a thorough gynecologic exam. Preconception lab tests will be
ordered to assess the person's overall health and identify any underlying medical conditions. The specific lab tests
ordered will vary based on the person's medical history, risk factors, and needs. Table 3.25 lists common



preconception tests and the reasons for them.

Testing Rationale

Blood tests complete blood count (CBC): to check for anemia or other blood disorders
blood type and Rh factor: important to identify blood type and Rh compatibility
with the partner to monitor potential blood type incompatibility issues during
pregnancy
blood glucose: to screen for diabetes or prediabetes
blood lipid profile: to assess cholesterol levels and cardiovascular health
thyroid function tests: to evaluate thyroid hormone levels, as thyroid disorders
can impact fertility and pregnancy
folic acid and vitamin D levels: to assess nutritional status and determine if
supplementation is needed
rubella antibody test: to determine immunity to rubella (German measles), as
rubella infection during pregnancy can cause birth defects
rubella titer: to measure rubella immunity, especially if there is no vaccination
history or history of prior infection
varicella (chickenpox) titer: to check for immunity to varicella, as varicella
infection during pregnancy can cause complications

STI tests human immunodeficiency virus (HIV): to check for HIV infection, which can be
transmitted to the fetus during pregnancy or childbirth
syphilis: to screen for syphilis, which can lead to serious complications during
pregnancy
hepatitis B and C: to test for hepatitis B and C infections, which can be
transmitted to the fetus during childbirth

Urinalysis to check for urinary tract infections or other kidney-related issues

Genetic screening

may be offered depending on the individual's family history and ethnic
background, to identify carrier status for certain genetic disorders that could be
passed on to the fetus

Pap smear

to screen for cervical cancer or detect abnormal cervical cells

Pelvic
ultrasound/Transvaginal
ultrasound

to evaluate the health of the reproductive organs and check for any
abnormalities

TABLE 3.25 Common Preconception Tests

Preconception Education

The nurse can provide preconception education to both partners. Education can cover the fertile window
surrounding ovulation and how the person can discover that window using natural family planning methods or
ovulation predictor kits. Figure 3.15 is an example of a natural family planning chart that can be used to track the
fertile window. Ovulation predictor kits predict the presence of LH (the hormone that causes the release of the egg
from the follicle). Temperature monitoring allows the person to see that ovulation has occurred by detecting an
increase in temperature caused by the corpus luteum’s production of progesterone.
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FIGURE 3.15 Fertility Awareness Chart The nurse can educate the patient on tracking signs of fertility to increase the chance of
conception. (attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

The nurse can also educate the couple on the importance of both partners’ health. Alcohol, drugs, tobacco, obesity,
and other chronic illnesses negatively affect sperm production and quality. Therefore, partners can work together to
abstain from harmful substances and maintain a healthy body weight. The nurse will discuss nutrition and exercise.
Nurses can educate couples on the mental and emotional issues that surround trying to conceive. They can
encourage couples to discuss their feelings and provide counseling resources especially for couples having difficulty
in conceiving.



Summary

3.1 Factors Influencing the Health of Persons Assigned Female at Birth

The health of a person AFAB is influenced by a great number of factors. Access to health care plays a large part in
the health of the individual, family, and community. Health-care education regarding STIs, contraception, mental
health, and general overall health influence choices regarding health and safety.

SDOH also contribute greatly to the health of the individual and community.

Poverty, limited education, unemployment, and inadequate access to health care impact nutrition, housing
conditions, environmental risks, and overall well-being. Nurses play a crucial role in identifying and addressing
these social determinants. Nurses provide resources and education to help improve health outcomes and reduce
health disparities.

3.2 Leading Causes of Death and Health Screenings

Understanding the leading causes of morbidity and mortality among persons AFAB is paramount for public health
efforts. These insights allow policymakers, nurses, physicians, and communities to develop targeted strategies and
interventions to address health disparities. By addressing these health concerns, implementing effective health-
care strategies, and promoting proactive health screening, health-care providers can work toward reducing
mortality rates and improving the overall well-being of persons on a global scale.

Nursing plays a critical role in preventive screening, as it involves identifying and addressing health risks and
potential health problems before they become more serious. Preventive screening aims to detect diseases or
conditions early, providing an opportunity for timely intervention and treatment, which can lead to better health
outcomes and reduced health-care costs.

3.3 Health Promotion

Health care of persons AFAB encompasses a range of components to promote and maintain health and well-being
throughout the lifespan. Nurses are crucial in providing reproductive health services, including family planning and
contraceptive counseling, preconception care, prenatal and postnatal care, and menopause management. Nurses
provide education, assist with screenings and tests, and offer support and guidance during various reproductive
stages.

Nurses are at the forefront of health promotion and education. They are trained to provide information on healthy
self-care practices, including nutrition, exercise, and stress management advice. In addition, nurses also educate
persons about the importance of regular checkups, vaccinations, and healthy behaviors to prevent chronic diseases.
Nurses engage in health counseling to empower persons to take an active role in their health care. They guide
healthy self-care choices and practices and disease prevention. Nurses collaborate with other health-care
professionals to ensure holistic and coordinated care. Nurses play a key role in raising awareness about health
issues, promoting evidence-based practices, and advocating for policies that support individuals’ health-care needs.

3.4 Well-Person Care

Nurses play a crucial role in reproductive wellness history and physical exams, as they are often the first health-care
professionals to interact with patients during these assessments. Reproductive wellness history and physical exams
are essential components of health and focus on evaluating and addressing reproductive health concerns. Nurses'
involvement in reproductive wellness history and physicals is essential for providing comprehensive care,
empowering patients with knowledge, and supporting their reproductive health needs throughout their lifespan.

Nursing is integral to trauma-informed care. Nurses have been trained to be compassionate and have a sensitive
approach to providing health care for persons who may have experienced trauma in the past. They acknowledge the
potential impact of trauma on a person's physical and emotional health and aim to create a safe and supportive
environment for the patient during the health-care encounter.

3.5 Preconceptual Care

Preconception care is critical to having a healthy pregnancy. Risk factors or conditions that can increase pregnancy



complications and impact the fetus's health are identified during the preconception visit. Common risk factors
include advanced maternal age, chronic medical conditions, obesity, smoking, alcohol and substance use,
inadequate nutrition, and infections. Important considerations include lack of immunizations, genetic factors,
environmental exposures, and inadequate prenatal care. Addressing these risks through preconception counseling,
self-care practices, and proper medical management can optimize maternal and fetal health during pregnancy.
Nurses are an integral part in providing education to persons considering conception.

Key Terms

advanced maternal age persons 35 years or older at the time of birth

carrier screening testing offered prior to pregnancy to determine if a couple is at risk for having a child with a
particular genetic disorder

disordered eating maladaptive nutritional practices that are not severe enough to meet the diagnostic criteria for
a specific eating disorder but still involve problematic attitudes and behaviors toward food and eating

dyspareunia pain during sexual intercourse

eating disorder serious mental health condition characterized by abnormal eating patterns, attitudes, and
behaviors toward food and weight; often involves a preoccupation with food, weight, body shape, and a distorted
perception of one's body image

excitement phase phase of the sexual response in which sexual desire and arousal begin in reaction to sexual
stimuli, such as physical touch, erotic thoughts, or visual cues

human trafficking recruiting, transporting, transferring, harboring, or receipt of persons through force, fraud, or
coercion for exploitation

intimate partner violence violence or abuse within an intimate relationship, such as physical assault, sexual
violence, emotional or psychologic abuse, controlling behaviors, and economic abuse

kyphosis rounding of the upper back due to bone loss

menarche first menstrual period

menarche onset of menstruation, marking the beginning of reproductive capacity

menopause permanent cessation of ovarian function, signaling the end of reproductive capability

morbidity being ill from a particular condition

mortality death from a particular condition

oogenesis egg cell development and maturation process within the reproductive system that occurs during the
follicular phase of the menstrual cycle

orgasmic phase peak of sexual pleasure and release of accumulated sexual tension

plateau phase phase of the sexual response in which a heightened state of arousal and sexual tension continues
to build as the body prepares for a potential orgasm

preconception risk factors factors or conditions that can increase the likelihood of complications during
pregnancy or affect the fetus’s health if a person becomes pregnant

pubarche growth of pubic hair

reproductive health complete physical, mental, and social well-being in all matters related to the reproductive
system and its functions

resolution phase return to baseline where muscles are relaxed and pulse, blood pressure, and respirations return
to normal

self-esteem subjective evaluation of one's worth and capabilities, the degree to which a person believes in their
value, abilities, and self-worth

sexual violence any nonconsensual sexual act or behavior, including rape, sexual assault, sexual harassment, and
coerced or forced sexual acts

substance misuse problematic use of alcohol or drugs that leads to adverse physical, psychologic, social, and
functional outcomes

teratogens substances or agents that can cause congenital abnormalities or birth defects in a developing embryo
or fetus during pregnancy

thelarche growth of breasts

vaginismus involuntary muscle contractions that make penetration difficult or impossible




Assessments
Review Questions

1. What is a statement that best describes reproductive health?
a. Reproductive health focuses solely on the ability to reproduce and have children.
b. Reproductive health encompasses physical well-being but does not include mental and social aspects.
c. Reproductive health involves complete physical, mental, and social well-being related to the
reproductive system.
d. Reproductive health is limited to making informed decisions about contraception methods.

2. What is a statement about premenstrual syndrome (PMS) and premenstrual dysphoric disorder (PMDD) that
is true?
a. PMS and PMDD affect only persons who have already reached menopause.
b. Hormonal fluctuations are not considered potential causes of PMS and PMDD.
c. PMS and PMDD are characterized by physical symptoms but not emotional symptoms.
d. PMS and PMDD involve a range of physical and emotional symptoms due to fluctuating hormone levels.

3. What does intimate partner violence refer to?
a. violence that occurs in public spaces, such as streets or parks, between acquaintances or strangers
b. violence or abuse that occurs within a relationship, involving physical assault, sexual violence,
emotional or psychologic abuse, controlling behaviors, and economic abuse
c. violence primarily directed toward children by their parents or guardians
d. violence that is limited to verbal arguments and does not involve physical harm

4. What population is disproportionately affected by human trafficking, particularly for sexual exploitation?
a. older adults aged 65 and above
b. males in their late 20s and 30s
c. persons AFAB
d. individuals with higher education levels

5. What statement best describes social determinants of health (SDOH)?
a. genetic factors that influence an individual's health outcomes and risks
b. medical interventions and treatments provided by health-care professionals
c. conditions in the environments where people live, work, and play that impact health outcomes and risks
d. personal self-care practices, such as diet and exercise, that affect individual well-being

6. What role do nurses play in addressing social determinants of health (SDOH)?
a. Nurses primarily focus on providing medical treatments and interventions.
b. Nurses have no role in addressing social determinants of health.
c. Nurses are crucial in identifying and addressing the environmental factors that impact health outcomes.
d. Nurses solely focus on the physical well-being of individuals and do not address social factors.

7. What is the leading cause of death in persons AFAB worldwide?
a. breast cancer
b. stroke
c. cardiovascular disease
d. lungcancer

8. What cancer type is the leading cause of death in persons AFAB?
a. breast cancer
b. lung cancer
c. cervical cancer
d. ovarian cancer
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11.
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According to the WHO, in 2022, what percentage of all new HIV infections occurred among persons AFAB?
a. 46%
b. 63%
c. 10%
d. 25%
According to the ACC/AHA guidelines, what factors are considered to assess a person’s 10-year risk of
developing a first cardiovascular event?
a. age, sex, race, blood pressure, and smoking status
b. age, sex, race, total cholesterol, HDL cholesterol, systolic blood pressure, blood pressure—lowering
medication use, diabetes status, and smoking status
c. blood pressure, cholesterol levels, diabetes status, and weight
d. age, sex, race, and weight

What is a common risk factor for breast cancer? Select all that apply.
a. being assigned female at birth
b. having a first-degree relative with breast cancer
c. carrying mutations in BRCA1 and BRCAZ2 genes
d. being of African American ethnicity

Which lifestyle factor is associated with an increased risk of developing breast cancer?
a. regular physical activity
b. moderate alcohol consumption
c. maintaining a healthy weight after menopause
d. excessive alcohol consumption

What is considered the first day of the menstrual cycle?
a. day of ovulation
b. first day of menstrual bleeding
c. last day of menstrual bleeding
d. when the corpus luteum forms

What hormone is responsible for the development and maturation of the ovarian follicles?
a. follicle-stimulating hormone (FSH)
b. luteinizing hormone (LH)
c. estrogen
d. progesterone

The menstrual phase of the menstrual cycle is characterized by what?
a. shedding of the endometrial lining

ovulation

fertilization

implantation

e oo

In a 28-day menstrual cycle, when does ovulation typically occur?
a. aroundday 7
b. around day 14
c. aroundday 21
d. around day 28

After ovulation, what does the ruptured follicle in the ovary transform into?
a. Corpus luteum
b. Corpus cavernosum
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c. Corpus callosum
d. Corpus albicans

What is the recommended daily calcium intake for persons AFAB aged 51 and above?
a. 500 mg per day
b. 800 mg per day
c. 1,000 mg per day
d. 1,200 mg per day

What is disordered eating?
a. anoccasional overeating episode
b. anormalvariation in eating patterns
c. arange of abnormal eating behaviors and attitudes
d. apreference for specific types of foods

Which of the following is a unique risk factor for substance misuse in individuals AFAB?
a. Genetic predisposition
b. High socioeconomic status
c. Regular physical exercise
d. History of trauma

What are some specific health effects of substance misuse in persons AFAB?
a. increased risk of lung cancer
b. higher likelihood of developing diabetes
c. elevated risk of liver damage and cardiovascular complications
d. reduced risk of mental health disorders

The nurse discusses treatment for side effects of perimenopause. What education should be provided?
a. Menopausal hormone therapy can decrease symptoms of menopause.
b. Hot flashes are normal, and no one should need treatment for this symptom.
c. Medications to decrease estrogen can help with insomnia.
d. Depression is normal, so no treatment is needed.

Which component is important to include in the sexual history assessment to assess the risk of sexually
transmitted infections (STIs)?

a. current sexual activity

b. reproductive plans

c. education and counseling

d. history of HIV testing

Why is it important for nurses to approach the topic of sexual history with sensitivity and create a
nonjudgmental and confidential environment?

a. toincrease patient satisfaction with the health-care provider

b. toensure that patients feel comfortable and supported during the assessment

c. to promote healthy sexual behaviors among patients

d. tocomply with health-care regulations and standards

What component of a health history for a wellness exam includes information on lifestyle factors, such as
diet, exercise habits, tobacco use, alcohol consumption, and recreational drug use?

a. chief complaint/reason for visit

b. gynecologic history

c. medications and supplements

d. social history
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Why is it important to consider special considerations, such as age, cultural background, or specific health
conditions, during a health history for a well-person exam?

a. to tailor the examination and screening tests to the individual’s health needs

b. to assess the risk of occupational and environmental exposures

c. todetermine the individual's immunization history

d. toidentify potential safety considerations, such as intimate partner violence or mental abuse

What symptom is related to perimenopausal hormone fluctuations? Select all that apply.
a. musculoskeletal complaints
b. heart palpitations
c. sleeping difficulties
d. severe pelvic pain

What physical changes are more persistent and commonly experienced during menopause?
a. secondary sex characteristics and growth spurt
b. variable hot flushes and sleep difficulties
c. thinning of skin and loss or dryness of hair
d. irregular menstruation for a few years after menarche transition

During a trauma-informed gynecologic examination, what principle emphasizes the importance of involving
the patient in decision making about their health care?

a. respecting autonomy and empowerment

b. trauma-sensitive language and communication

c. providing information and explanation

d. avoiding triggering situations

What should health-care providers be attentive to during the trauma-informed gynecologic examination to
avoid retraumatization? Select all that apply.

a. providing information about trauma support resources

b. establishing safety and trust

c. recognizing signs of distress and offering support

d. using trauma-sensitive language and communication

What nutrient is particularly important for individuals during preconception to reduce the risk of neural tube
defects in their fetus?

a. iron

b. calcium
c. folate

d. vitaminC

The nurse encourages the patient to begin taking folate prior to trying to conceive. Why would the nurse
encourage folate intake?

a. Taking folate increases the chances of conceiving.

b. Folate helps prevent neural tube defects.

c. The nurse is preparing the patient to take vitamins during pregnancy.

d. Folate decreases miscarriage.

What is a common preconception risk factor that can impact pregnancy outcomes?
a. lack of exercise prior to pregnancy
b. chronic caffeine intake
c. high fat diet
d. lack of immunizations
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Individuals 35 years or older at conception have an increased risk of what complication?
a. low birth weight
b. hypoglycemia
c. neural tube defects
d. chromosomal abnormalities

Preexisting medical conditions like diabetes, hypertension, and autoimmune diseases can impact pregnancy
outcomes. What education can the nurse provide?

a. Your medical condition always gets worse during pregnancy.

b. Nutrition changes cannot help with fertility.

c. Maintaining glucose control can increase chances of conceiving.

d. Autoimmune diseases only affect pregnancy, not infertility.

What blood test is important for potential blood type incompatibility issues during pregnancy?
a. complete blood count (CBC)
b. blood glucose
c. blood type and Rh factor
d. blood lipid profile

The patient’s family history includes sickle cell disease. The patient’s partner also has sickle cell disease in
the family history. What type of test should the nurse discuss with the couple due to their family history?

a. carrier screening for both parents

b. ultrasound at 6 weeks’ gestation

c. glucose screening for both parents

d. thyroid testing

What is the purpose of a Pap smear during preconception screening?
a. tocheck for anemia or other blood disorders
b. to evaluate thyroid hormone levels
c. toscreen for cervical cancer or detect abnormal cervical cells
d. toassess cholesterol levels and cardiovascular health

Teratogens are substances or agents that can cause congenital abnormalities or birth defects in a developing
embryo or fetus during pregnancy. What is a true statement about teratogens?

a. Vitamins can help prevent abnormalities due to teratogens.

b. Theirimpact on the fetus depends on factors such as timing and duration of exposure during
pregnancy.
They include only medications that a pregnant person may take.
d. They can be avoided by immunizations.

o

Check Your Understanding Questions

1.

2
3
4.
5
6

List seven strategies nurses use to identify social determinants of health. Briefly describe each strategy.

. What common signs and symptoms of vulvar cancer should patients be educated to report?

. What strategies can nurses implement to promote mental health hygiene in persons AFAB?

How does the nurse discuss the normal sexual response with a patient?

. What are the three steps of a gynecologic examination (pelvic examination)?

. Referto Table 3.23.

What are the key components of preconceptual counseling, and why is it important to address each aspect
before pregnancy? Please provide a comprehensive answer that includes the different components of
preconceptual counseling and their significance in optimizing maternal and fetal health during pregnancy.



Reflection Questions
1. Discuss how the nurse can help the patient overcome problems with health literacy.

2. How can nurses ensure that breast cancer screening guidelines are appropriately tailored to the unique needs
and considerations of transgender individuals, considering factors such as their transition and use of hormone
replacement treatments?

3. What education should the nurse provide for persons experiencing perimenopause and menopause?

4. How can health-care providers effectively incorporate trauma-informed principles into their gynecologic
examinations to create a safe and supportive environment for trauma survivors?

What Should the Nurse Do?

Marta, a 38-year-old mother of two, presents at a community health clinic with concerns about persistent fatigue,
irregular menstrual cycles, and difficulty in concentrating. Diagnosed with polycystic ovary syndrome (PCOS) in her
early 20s, Marta, a low-income cashier, resides in a neighborhood near the poverty level. Juggling work and
parenting, she faces financial constraints that impact her ability to access nutritious food. Her medical history
includes a struggle with managing PCOS. Marta, with no psychiatric history, now seeks health-care support as her
symptoms intensify. Vital signs reveal an elevated blood pressure of 140/90 mm Hg, a heart rate of 82 beats per
minute, and a body mass index (BMI) of 31.6.

1. How do the unique challenges faced by Marta, such as financial constraints and difficulty in accessing
nutritious food, align with the factors affecting the health of persons assigned female at birth, as discussed in
the chapter?

2. In Marta’s case, how might the intersection of social determinants, such as low income, juggling work and
parenting, and residing in a neighborhood near the poverty level, contribute to her elevated blood pressure
and BMI, as revealed in the vital signs?

3. How can health-care professionals, particularly nurses, utilize the strategies discussed in the chapter, such as
conducting health screenings and engaging in patient interviews, to assess and address the social
determinants influencing Marta’s health?

Tricia is a 52-year-old female seeking a routine checkup from her primary care physician. Beyond her immediate
concerns of persistent fatigue and occasional shortness of breath, Tricia reveals a family history of cardiovascular
disease, adding a layer of complexity to her health profile. Her medical history includes hypertension,
hyperlipidemia, and obesity, all of which contribute to her increased risk for cardiovascular issues. Despite having no
recorded psychiatric history, Tricia discloses occasional stress and anxiety, factors that can further exacerbate her
cardiovascular risks. Vital signs are blood pressure of 140/90 mm Hg, heart rate of 76 beats per minute, and BMI of
32.5.

4. Considering Tricia’s health profile and family history, how do global leading causes of morbidity and mortality
among persons assigned female at birth, such as cardiovascular diseases, cancer, and infectious diseases,
align with her increased risk for cardiovascular issues?

5. According to the information provided in the chapter, what are the leading causes of death for persons
assigned female at birth in the United States, and how do these align with Tricia’s health concerns,
particularly her hypertension, hyperlipidemia, and obesity?

6. Given Tricia’s health history, how might health screening, as discussed in the chapter, aid in early detection
and intervention for her cardiovascular risks? What specific screening tools could be employed in her case?

Sarah, a 16-year-old high school student, presents to a women's health clinic for a routine checkup and consultation
regarding her reproductive health. She shares concerns about irregular menstrual cycles, reporting that her periods
are often unpredictable and accompanied by severe cramps. Sarah, whose family has no known history of
reproductive health issues, is otherwise healthy and actively engaged in extracurricular activities. She expresses
heightened emotional distress during her menstrual periods, impacting her academic and social life. Sarah's medical
history is unremarkable, with no chronic conditions or prior surgeries. However, she discloses feelings of anxiety
related to her menstrual symptoms, indicating a potential psychosocial aspect to her health concerns. Vital signs
reveal a blood pressure of 118/70 mm Hg, a heart rate of 72 beats per minute, and a BMI of 21.3. Physical
examination findings are generally within normal limits, with no signs of abnormal hair growth, acne, or excessive




weight gain. Menstrual history suggests that Sarah began menstruating at the age of 12 and has experienced
irregular cycles since then. She denies any history of sexual activity and uses no form of contraception.
7. What reproductive system structures and functions specific to persons assigned female at birth could be
contributing to Sarah's irregular menstrual cycles and severe cramps?
8. Based on the information provided, what specific self-care measures related to menstrual hygiene and
reproductive health should be emphasized in patient education for Sarah?
9. Considering the potential psychosocial aspect of Sarah's menstrual concerns, how might nurses address the
emotional distress she experiences and its impact on academic and social aspects of her life?

Julia, a 28-year-old female, arrives at a community health clinic for her annual well-woman examination, seeking
holistic care for her various health concerns. In the health history interview, Julia reveals a comprehensive picture of
her reproductive health, reporting persistent pelvic pain that she's been enduring for several months. She describes
the pain as sharp and intermittent, often interfering with her daily activities. Additionally, Julia expresses concerns
about irregular menstrual cycles, detailing heavy flow and extended durations. She discloses experiencing
discomfort and pain during sexual intercourse, impacting her overall quality of life and interpersonal relationships.
Julia's medical history is notable for a diagnosis of polycystic ovary syndrome (PCOS) in her early 20s, prompting a
discussion about its impact on her reproductive health and overall well-being. Furthermore, she shares a family
history of breast cancer, adding a layer of complexity to her risk assessment. The discussion extends to Julia's
mental health, as she discloses a history of anxiety and depression. She manages these concerns with occasional
counseling sessions, emphasizing the interconnected nature of physical and mental health.

10. Considering Julia's health history, what are the potential risk factors for her reproductive health, and how
might her diagnosis of polycystic ovary syndrome (PCOS) and family history of breast cancer impact her
overall well-being?

11. As anurse providing holistic care for Julia, what specific nursing actions can be taken to promote well care,
considering her concerns about pelvic pain, irregular menstrual cycles, and the impact on her mental health?

12. How can trauma-informed care principles be applied in Julia's case, especially considering her history of
anxiety, depression, and the potential impact of pelvic pain on her emotional well-being?

Courtney, a 30-year-old female, is planning to become pregnant and visits a reproductive health clinic for a
comprehensive preconception consultation. Courtney, alongside her supportive partner, expresses a strong desire
to ensure the best possible start for their future family. In the initial assessment, Courtney candidly discusses her
reproductive health concerns, noting irregular menstrual cycles that have sparked worries about her ability to
conceive. Courtney’s medical history indicates that she manages hypothyroidism, a condition she has dealt with
since her early 20s. Her diligent adherence to prescribed medication has kept the thyroid disorder well-controlled.
Courtney also discloses a history of anxiety.

13. Considering Courtney's reproductive health concerns, hypothyroidism, and anxiety history, what
preconception risk factors should be carefully analyzed, and how might these factors impact her ability to
conceive and have a healthy pregnancy?

14. Explain the importance of the preconception visit for Courtney and her partner, considering her medical
history of hypothyroidism and anxiety. How can the preconception visit address potential challenges and
optimize their readiness for a healthy pregnancy?

15. How can the nurse educate Courtney and her partner on fertility awareness methods, considering her
irregular menstrual cycles and hypothyroidism? What role do these methods play in optimizing their chances
of conception?

Competency-Based Assessments

Jane is a 58-year-old woman presenting to her primary care clinic for a routine health checkup. She has a smoking
history and is concerned about the potential health risks associated with her smoking habit. Jane has been smoking
since she was 20 years old and is currently smoking 10 cigarettes per day. She wants to understand her smoking
history and the concept of pack-years to assess her risk for smoking-related health issues.
1. How many years has Jane been smoking?

a. 28years

b. 38years

c. 48years



d. 58years

2. What are Jane’s pack-years of smoking?
a. 19 pack-years
b. 28 pack-years
c. 42 pack-years
d. 51 pack-years

3. Why is it important to identify and address preconception risk factors before becoming pregnant? Provide
examples of common preconception risk factors and their potential impact on maternal and fetal health
during pregnancy.
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CHAPTER 4
Influences on Fertility

n

FIGURE 4.1 In Vitro Fertilization Conception occurs at the cellular level. (credit: “InVitroFertilization” by Centers for Disease Control and
Prevention (US Government Owned Photo)/Wikimedia Commons, Public Domain)

CHAPTER OUTLINE

4.1 Fertility and Conception
4.2 Genetics

4.3 Causes of Infertility

4.4 Treating Infertility

INTRODUCTION Many couples envision starting a family without any issues and within the first few months of
trying. The reality, though, is that conception is a complex process. The average success rate is only 20 percent to
37 percent for the average young, fertile, and healthy couple becoming pregnant in the first 3 months of trying
(Practice Committee of the American Society for Reproductive Medicine, 2017). While most couples do eventually
achieve a pregnancy, a small subset of patients requires medical intervention. Some people expect to need
infertility treatment, such as those with known medical conditions, members of same-sex relationships, or people
who chose to become single parents. Nurses can provide education, community referrals, and emotional support
during this time.

4.1 Fertility and Conception

LEARNING OBJECTIVES

By the end of this section, you will be able to:
- Describe the components of fertility, both physical and psychosocial
- Describe the stages of conception, including ovulation and fertilization
- Describe the different causes of infertility

Human reproduction and conception have been celebrated in mythology, with symbols of female fertility evident in
ancient civilizations all around the world. In addition, world mythology reflects the historical importance and need



for fertility and reproduction in different cultures (Behjati-Ardakani et al., 2016). People as far back as 3500 BCE to
500 CE used the principles of insemination and “magic potions” in attempts to remedy childless royal families
(Sharma et al., 2018). Though the stigma of infertility has largely changed and is still changing in some countries, the
desire for a child remains strong for many people (Sharma et al., 2018). Infertility can be a life-changing experience
for people. It affects both the body and mind and can completely alter a person’s relationship with their partner,
family, and friends. It is important for nurses to consider both the physical and psychosocial components of fertility
when working with people who are having difficulty in conceiving.

This section will address the concepts of fertility and infertility, including when patients should be advised to seek
help, as well as the physical causes of and psychosocial factors involved with fertility. It will also delve into the
diagnostic testing used to assess the fertility of both partners and the measures that can be used to improve fertility.

Components of Fertility

A person’s ability to conceive a pregnancy is called fertility. The inability to become pregnant after 1 year of regular
sexual intercourse without using any form of birth control is called infertility (American College of Obstetricians and
Gynecologists [ACOG], 2022b). It is a global health problem, affecting approximately 1 in 6 adults worldwide (World
Health Organization, 2023b). This rate is fairly consistent across different regions and countries, and there is no
significant difference between resource-poor and resource-rich countries. Global access to affordable reproductive
care is lacking. In most cases, care is provided as an out-of-pocket expense, which can be financially
devastating—or completely inaccessible—for people with limited resources.

Physical

Three factors are essential for pregnancy to occur: the release of an egg, the presence of sperm, and a healthy
environment for implantation. Many factors can influence the health of the egg, sperm, and uterus. Environmental
factors such as pesticides, radiation, and unclean water can cause difficulty with conception. Genetics, infections,
and substance use can also affect fertility.

Egg

The egg, or ovum, is the female gamete, or reproductive cell, and contains one-half the number of chromosomes
found in the body’s cells. Eggs are formed very early during the fetal development of female embryos, with nearly
one million immature eggs (known as oogonia) present in the ovarian follicles at birth. That number decreases over
the course of a person’s lifespan, with only 400,000 remaining by puberty (Krajnik et al., 2023).

When stimulated by follicle-stimulating hormone (FSH), the oogonium in the immature follicle undergoes mitosis to
form a primary oocyte and a stem cell. Both new cells are genetically identical diploid cells, meaning that each
contains the full 46 chromosomes (Hutter, 2023). The primary oocyte then undergoes the first meiotic division to
form a secondary oocyte and a polar body. The second meiotic division causes the polar body to form two daughter
polar bodies. The secondary oocyte forms a mature ovum and a third polar body. The result is three polar bodies and
one mature ovum, all of which contain the haploid number of chromosomes (Figure 4.2).
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FIGURE 4.2 Oogenesis The development of egg cells begins with the oogonia. These cells undergo several rounds of mitosis and meiosis
to develop into a single ovum and three polar bodies. (credit: modification of “Oogenesis” by “Sciencia58”/Wikimedia Commons, CCO 1.0)

Sperm

Sperm cells are the male gametes or reproductive cells. Unlike the female gamete, sperm cells do not develop in the
male body until after puberty in a process known as spermatogenesis. Each seminiferous tubule in the testes is
lined with diploid cells, called spermatogonia, which contain the full 46 chromosomes and constantly undergo
mitotic division. Some spermatogonia move away from the lining of the seminiferous tubule to mature and become
primary spermatocytes. The primary spermatocytes undergo meiotic division to become two haploid (containing 23
chromosomes, instead of the usual 46) secondary spermatocytes. These secondary spermatocytes undergo a
second round of meiosis to become four haploid spermatids, which eventually develop into four sperm cells (Figure
4.3). This entire process takes around 74 days (Komeya et al., 2018).
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FIGURE 4.3 Spermatogenesis The development of sperm cells begins with immature spermatogonia. These spermatogonia undergo
several rounds of mitosis and meiosis to develop into mature sperm cells in the testicles. (modification of work from Anatomy and
Physiology 2e. attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

These developing sperm cells move from the seminiferous tubules in the testicles into the head of the epididymis.
They travel through the epididymis, from the head to the tail, over the course of about 12 days, where they absorb
nutrients and testosterone (Figure 4.4). By the time they reach the tail of the epididymis, the sperm cells are mature
and fully able to fertilize an ovum. These mature sperm cells are then stored in the epididymal tail until just before
ejaculation. When this occurs, sperm cells leave the epididymis and rapidly travel through the vas deferens and
internal duct system. They combine with fluid released from the seminal vesicles, the Cowper (bulbourethral)
glands, and the prostate gland to create semen, a nutrient-rich fluid that nourishes the sperm cells. The semen
enters the urethra near the base of the penis, where strong muscular contractions push the semen out of the body
(Soni et al., 2022).
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FIGURE 4.4 Movement of Sperm through the Male Reproductive System Developing sperm cells move from the seminiferous tubules to
the epididymal tail before passing into the vas deferens and the other internal ducts in anticipation of ejaculation. (modification of work
from Anatomy and Physiology 2e. attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

Each ejaculation releases up to 200 million sperm cells. If sperm cells are ejaculated into the vagina, they propel
themselves through the cervix and into the female reproductive tract by rapid movements of the flagella, a long tail
that protrudes from the end of the sperm cell. It takes sperm cells approximately 4 to 6 hours to travel to the
fallopian tubes. Unlike egg cells, sperm cells can live up to about 5 days in the female reproductive tract
(Conception: How it works, n.d.).

Without the presence of both viable sperm and eggs in the female reproductive tract at the same time, conception
cannot occur.

Uterus

The final component needed for conception is the presence of a hormonally receptive uterus for implantation.
During the menstrual cycle, the uterus undergoes several important changes in anticipation of a pregnancy. As the
ovarian follicles enlarge, they begin to secrete estrogen. That estrogen signals the lining of the uterus, the
endometrium, to proliferate and thicken. This is the proliferative phase of the uterine cycle.

After ovulation occurs and progesterone levels rise, the endometrium enters the secretory phase. The lining
becomes even thicker and more vascular, which helps to prepare for the implantation of a fertilized egg, or zygote
(Figure 4.5). If pregnancy does not occur, the endometrium begins to break down and slough off during
menstruation, triggered by declining progesterone levels in the corpus luteum (Cable & Grider, 2023).
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FIGURE 4.5 Endometrial Proliferation during the Menstrual Cycle The uterus undergoes significant development after ovulation as it
prepares for implantation and possible pregnancy. (modification of work from Anatomy and Physiology 2e. attribution: Copyright Rice
University, OpenStax, under CC BY 4.0 license)

Even if ovulation perfectly coincides with sexual activity to result in a fertilized egg, pregnancy does not occur unless
the zygote can properly implant in the uterine lining, triggering the hormonal cascade that occurs with pregnancy.

Psychosocial

Though conception and pregnancy are largely physiologic events, the nurse must not neglect the important
psychosocial factors that are associated with fertility and conception. Stress and other societal pressure can impact
both a person’s ability and their desire to conceive.

Societal Pressures

Social implications of fertility and reproduction extend beyond the individual and their family to the whole society,
just as cultural and social change can affect the individual and their family makeup (Behjati-Ardakani et al., 2016).
Likewise, changes in society have also impacted family-building practices in the United States and globally. People,
for many different reasons, have opted to wait longer to start a family. “These changing fertility rates by age shifted
the median age at which women gave birth in the United States from age 27 in 1990 to age 30 in 2019” (Morse,
2022). Several reasons for the delay in parenthood have been identified, including:

- abelief that assisted reproductive technologies could correct any fertility problems
- recognition that families could be formed through adoption

= not having a partner with whom to build a family

- not having the social support or financial stability in place to have children

- ambivalence toward wanting to have children

- more women focusing on building their career rather than starting a family

« lack of knowledge about how fertility declines with age (Delbaere et al., 2020).

Whatever the reason for delay, the effect of delayed childbearing is generally the same: Rates of fecundity decrease
as the person assigned female at birth ages (Table 4.1). It is important to recognize that while the data about the
effects of age on fertility are fairly consistent, they are an average. This means that one person may have
significantly decreased fertility by the time they are 45, while another may have a similar decline by only 35 or 40
years of age.

Age of Patient in Years Chance of Conception within 1 Year

<30 85%
30 75%
35 66%
40 44%

TABLE 4.1 The Odds of Conception within 1 Year Based on the Age of the
Female Partner (Delbaere et al., 2020)

In 2018, a large systematic review of 71 studies found that many study participants reported low to moderate



knowledge about age-related fertility decline (Pedro et al., 2018). Researchers found that interventions to increase
this knowledge would be helpful, especially for men, persons with lower education, and family planning clinics
(Pedro et al., 2018). The studies analyzed in this review found that these populations in particular were found to
have lower knowledge about fertility and family planning (Pedro et al., 2018). Nurses working in family planning or
women’s health settings should be aware of this knowledge gap and intervene as necessary.

@ CULTURAL CONTEXT

Falling Birth Rates

Many countries all over the world have been dealing with low birth rates for the past several years. Countries need,

on average, a birth rate of at least 2.1 children per woman to maintain their population, yet the average birth rate in
Europe is only 1.59 (BBC News, 2020), and it is as low as 0.78 in South Korea (Young & Bae, 2023). There are many
reasons why people are choosing to not have as many children or to not have children at all:

« Strenuous work culture

« Poor wages

« Inflation and high cost of living

» Changing opinions about marriage (Young & Bae, 2023).

Scandinavia and France have seen success with increasing birth rates by increasing social benefits for families,
including tax breaks, subsidized childcare and generous family leave. However, Scandinavia also began to see falling
birth rates in recent years (BBC News, 2020), and similar policies were also not successful in South Korea (Young &
Bae, 2023). More study is needed to determine what policy changes and social support systems are needed to
improve birth rates moving forward.

(Young & Bae, 2023; BBC News, 2020)

Conception

Conception is a complex process, requiring several different precise processes. Ovulation, fertilization, and
implantation must all occur safely. Factors can interrupt the process of conception, such as hormonal imbalances,
structural abnormalities within the fallopian tube or uterus, or an inhospitable endometrium not allowing
implantation. The quality of the egg and sperm can also affect conception. Timing of these processes must also be
precise. When infertility occurs, health-care providers can examine these processes to potentially identify the cause
of infertility.

Ovulation

Each month after menarche (the first menstrual period), a cyclic pattern of hormonal changes and menstrual
bleeding occurs until menopause, which is the cessation of those cycles. This cycle is initiated by rising
gonadotropin (follicle-stimulating hormone [FSH]) levels, causing a cohort of ovarian follicles to grow, develop, and
secrete estrogen in the form of estradiol (E2). Eventually, most of these egg follicles atrophy, leaving one egg follicle
to become dominant and secrete larger and larger amounts of estradiol (see Figure 4.2). Once the egg is mature,
rising estradiol levels trigger the surge of another hormone, luteinizing hormone (LH), which causes the release of
the mature egg through the process of ovulation. Estrogen levels fall, but the empty egg follicle, now known as the
corpus luteum (“yellow body”), secretes the hormone progesterone (and small amounts of estradiol) to prepare the
body for pregnancy (Cable & Grider, 2023). The corpus luteum is hormonally active for about 14 days before it
degenerates and triggers the next menstrual period if pregnancy has not occurred. If conception does occur, the
corpus luteum will continue to secrete progesterone until the placenta is mature enough to support the growing
pregnancy.

The mature egg is released into the abdomen and is gently swept by the fimbriae, finger-like structures, into the
infundibulum of the fallopian tube, the small tube that allows the passage of the egg from the ovary to the uterus.
Small cilia and gentle muscular contractions, called peristalsis, move the ovum down toward the uterus, which it
enters just below the fundus. In most cases, fertilization with a single sperm cell occurs in the distal third, or
ampulla, of the fallopian tube. The egg is viable for only about 12 to 24 hours after ovulation (Conception: How it
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works, n.d.). After that time, it begins to disintegrate if fertilization has not occurred.

Fertilization

The penetration of an ovum by a single sperm cell is called fertilization. When that occurs, the membrane of the
ovum, the zona pellucida, becomes impenetrable to other sperm cells (Conception: How it works, n.d.). This process
triggers a series of other reactions:

- completion of the second meiotic division of the secondary oocyte

« formation of the female pronucleus from the nucleus of the secondary oocyte

- formation of the male pronucleus from the head of the sperm

- degeneration of the tail of the sperm

 fusion of the two pronuclei and combination of the two sets of chromosomes to form the diploid number

All these reactions occur in the fallopian tube, and once they are complete, the fertilized egg is called a zygote. As
the zygote begins to travel down the fallopian tube toward the uterus, a series of mitotic divisions occur that cause
the single-celled zygote to become two cells, then 4 cells, then 8, and finally 16 cells, a solid ball of cells called a
morula. The zygote does not increase in size during these cellular divisions, so the daughter cells become
progressively smaller (Figure 4.6). It takes about 4 days for a fertilized egg to form a morula after fertilization (Khan
& Ackerman, 2023).

Two-cell Four-cell

Trophoblast
Inner cell mass

Morula (16 cells) Blastocyst (70-100 cells)

B occursinuterinetube M Occurs in uterus

FIGURE 4.6 Fertilization and Cell Division Cell division occurs rapidly after fertilization and continues while the zygote travels from the
fallopian tube to the uterus. (modification of work from Anatomy and Physiology 2e. attribution: Copyright Rice University, OpenStax, under
CC BY 4.0 license)

As the morula floats in the uterus, fluid begins to enter the intracellular space and separate the morula into two
distinct parts. Eventually, the morula develops into a blastocyst on about day 5 after fertilization. The inner cell mass
contains stem cells, while the outer layer of cells is the trophoblast (Rehman & Muzio, 2023).

Implantation
Implantation occurs most often in the fundus of the uterus around 5 to 6 days after fertilization (Conception: How it
works, n.d.). As the zygote reaches the uterine wall, the trophoblast cells surrounding the blastocyst begin to push

Access for free at openstax.org



away the endometrial cells, allowing the blastocyst to burrow into the lining of the uterus. The trophoblast now
begins to secrete enzymes that allow it to become completely buried in the endometrial lining, a process known as
implantation. This can cause the blood vessels at the site of implantation to break down slightly, sometimes causing
spotting known as implantation bleeding.

Chorionic villi are long, finger-like projections that extend from the trophoblast into the endometrium. They facilitate
the exchange of oxygen, nutrients, and waste products through the placenta. The zygote officially becomes an
embryo after implantation, from about day 15 until week 8 of pregnancy (Oliver & Basit, 2023).

4.2 Genetics

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Identify the characteristics of autosomal dominant, autosomal recessive, and X-linked recessive genetic
disorders
- Compare prenatal and postnatal testing to determine genetic disorders

No discussion of reproduction would be complete without an explanation of how genetic traits are passed from one
generation to the next. In addition to obvious traits such as hair color and eye color, genes that encode for the
synthesis of thousands of proteins that are crucial to normal functioning of the body are also inherited. Missteps in
any of the genetic replication processes can lead to abnormalities in chromosome number, structure, or function,
and can dramatically affect the person’s health and well-being. This section will discuss chromosomal inheritance
patterns and analysis, as well as prenatal and postnatal genetic testing options for couples trying to conceive.

Genetic Disorders

Humans typically have a total of 46 chromosomes organized in pairs: 22 pairs of autosomes (body chromosomes)
and 1 pair of sex chromosomes (XX in people who are genetically female or XY in people who are genetically male).
One set of chromosomes (22 autosomes and 1 sex chromosome) is inherited from each parent. Each chromosome
contains thousands of genes, which make up the basic unit of heredity and are composed of proteins and DNA.
Analyzing the chromosomes of both partners can provide insight into the causes of infertility. It can also prevent
transmission of genetic abnormalities that can have a profound effect on the developing fetus.

Chromosome Analysis

A chromosome analysis is a simple blood test that can be performed on either partner and can provide information
about the chromosomal number and structure. The blood sample is treated with a special stain that allows the
chromosomes to be visualized. This gives them the appearance of banded strings. The chromosomes can then be
sorted into their 23 matching pairs so that they can be identified and evaluated. This test, known as a karyotype,
may be indicated for patients based on information gleaned during the history, physical exam, or other assessment

findings (Figure 4.7).
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FIGURE 4.7 Karyotype Humans have a total of 22 pairs of autosomes (body cell chromosomes) and one pair of sex chromosomes (XX in
genetic females or XY in genetic males). (credit: "Human male karyotype" by National Human Genome Research Institute, Public Domain)
Abnormal Chromosome Number
All body cells contain the diploid number (2N) of chromosomes, 46. The sex cells (egg and sperm), on the other
hand, contain only the haploid number (N), or 23 chromosomes. Sometimes, a replication error occurs, and a cell
contains an abnormal number of chromosomes. There are two types of numerical chromosomal abnormalities:
aneuploidy, which is an abnormal number of chromosomes, and polyploidy, which is an abnormal number of
chromosome sets (Milani & Tadi, 2023). Aneuploidies can take the form of a monosomy, which is when a cell is
missing a chromosome, or the more common trisomy, which is when the cell has an extra chromosome. An example
of polyploidy is triploid cells (3N), which have 3 full sets of chromosomes, or 69 chromosomes.

These chromosomal numerical errors most commonly occur as a result of faulty mitotic or meiotic divisions of the
egg or sperm, but they can also occur during embryonic development or through parental inheritance (Milani & Tadi,
2023).

During meiosis, the paired chromosomes normally separate, allowing one complete set of chromosomes to be found
in each daughter cell. However, if this separation process doesn’t happen correctly, an extra chromosome or set of
chromosomes can be found in one daughter cell, with the other daughter cell missing chromosomes (Figure 4.8).
This is known as nondisjunction. Nondisjunction is more common in older persons assigned female at birth and in
patients exposed to certain environmental toxins (Wasielak-Politowska & Kordowitzki, 2022).
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FIGURE 4.8 Nondisjunction in Sperm Cells Abnormal chromosomal numbers occur because of nondisjunction, the improper division of
chromosomes during meiosis or mitosis. In sperm cells, nondisjunction can occur at either meiosis I or meiosis II. (credit: modification of
work from Concepts of Biology. attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

Many aneuploidies are incompatible with life, but a few relatively common conditions are caused by either trisomies
or monosomies. See 10.4 Fetal Growth and Development for more information about common aneuploidies. If
patients desire genetic testing, screening can be done starting in the first trimester.

Abnormal Chromosome Structure

Structural chromosomal abnormalities occur when there are changes to the chromosome’s structure, such as
missing or extra genetic material. These changes can be balanced (there are changes to the arrangement of the
genes, but there is no loss or gain of genetic material) or unbalanced (there is a loss or gain of genetic material).
People with balanced mutations are less likely to have a phenotypic effect, though it is possible, because they retain
all the genetic material (Yahaya et al., 2021).

Like numerical abnormalities, structural chromosomal abnormalities also occur because of errors in cell division,
parental inheritance, or early embryonic division (National Human Genome Research Institute, 2020). Many
different types of mutations can cause these types of errors to occur (Yahaya et al., 2021):

« Deletion: A piece of the chromosome is missing.

» Duplication: A piece of the chromosome is repeated, causing additional genetic material.

- Inversion: One piece of the chromosome is taken out and turned upside down before reconnecting with the
chromosome.

- Translocation: A piece of the chromosome is moved to a different location on the same chromosome or to a



different chromosome.
o Reciprocal translocation: Pieces from two chromosomes are exchanged.
o Robertsonian translocation: The short arm of two chromosomes breaks off, allowing the two long arms to
stick together in one long chromosome.

These mutations can occur in any chromosome or group of chromosomes and can cause a wide variety of effects,
ranging from phenotypically normal to incompatible with life. Even very small unbalanced mutations can have
significant effects on the person.

Abnormal Sex Chromosomes

The sex chromosomes, X and Y, can also be affected by both numerical and structural chromosomal abnormalities.
These conditions are more likely to cause reproductive problems and infertility (Wang et al., 2022). The most
common sex chromosome abnormalities are presented in Table 4.2.

Condition Abnormality Incidence Clinical Features

Turner Monosomy 1in 2,000 « short stature

syndrome X, or XO female live « characteristic physical features (short, webbed neck,
births low-set ears, abnormalities in hands and feet)

« premature ovarian failure

- abnormal onset of puberty
 learning challenges

- cardiovascular abnormalities

Klinefelter XXY 1in 600 male « small, firm testes
syndrome live births « sparse body and facial hair
« gynecomastia

 tall stature

« abnormal body structure

« infertility
Triple X XXX 1in 1,000 « epicanthal folds
syndrome female live - widely spaced eyes
births « inward bowed breastbone
- seizures
» hypotonia

- taller than average height
= very curved pinky fingers

XYY XYY 1in 1,000 male - tall stature

live births - problems with language

= problems with coordination
« behavioral problems

« hypotonia

« widely spaced eyes

- very curved pinky finger

TABLE 4.2 Disorders Caused by Sex Chromosome Abnormalities (Li et al., 2021)

Inheritance

The Human Genome Project, a massive international scientific collaboration, was published in 2001. The goal of this
project was to sequence the entire human genome. Scientists found approximately 20,000 protein-coding genes,
along with thousands of other pseudo-genes and RNA coding genes (Jackson et al., 2018). Mutations in those genes



are widespread and are linked to thousands of diseases.

The genes found on chromosomes are passed from generation to generation. The pattern of inheritance responsible
for this transmission can vary depending on the number of genes responsible for trait expression. Some traits, such
as cleft lip/palate, neural tube defects, and pyloric stenosis, are controlled by multiple genes, known as
multifactorial inheritance. Other traits are controlled by single genes, known as unifactorial inheritance.

Genes are either dominant or recessive. When both genes of a pair are present, the phenotypic trait of the dominant
gene is expressed. If both genes that are present are recessive, the recessive trait will be expressed. Three types of
unifactorial inheritance are autosomal dominant, autosomal recessive, and X-linked recessive (National Library of
Medicine, 2021b).

Autosomal Dominant Inheritance

An autosomal dominant inheritance disorder is caused when only one copy of the dominant allele is needed to
express the trait. Because only one gene is needed to express the trait, there is a 50 percent chance of inheritance
from an affected, heterozygous parent (Figure 4.9). These types of disorders tend to run in families across multiple
generations, known as vertical transmission. The severity of the disorder can sometimes range significantly, even
between one generation and the next. It is also possible for these diseases to form because of a new mutation that
has not been inherited from the previous generation. Patients who have a family member with an autosomal
dominant disease may request genetic testing to see if they are a carrier, particularly if the disorder does not cause
symptoms until later in life, as in Huntington disease. In some cases, the result can affect childbearing decisions or
other major life choices (Severijns et al., 2021).
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FIGURE 4.9 Autosomal Dominant Inheritance This diagram demonstrates the inheritance of autosomal dominant traits. Note how 50
percent of the children of a parent with the gene will also inherit the genetic trait or disorder. (attribution: Copyright Rice University,
OpenStax, under CC BY 4.0 license)

Autosomal Recessive Inheritance

Genes that are autosomal recessive require the presence of both recessive alleles for the trait to be expressed.
Someone who is affected by these types of disorders must have inherited the recessive gene from both parents
(National Human Genome Research Institute, 2023). Heterozygous individuals, those who carry both the dominant
and recessive alleles, have a 50 percent chance of passing the recessive allele to their children. If both parents carry
the gene, their child has a 25 percent chance of contracting the disease (Figure 4.10). Offering carrier testing to
couples trying to conceive may help to identify and reduce the risk of these diseases. Autosomal recessive diseases
have a horizontal pattern of inheritance, meaning that they are found among siblings, but not people of earlier



generations. They are found equally in males and females but may be found more frequently in particular ethnicities
or populations.
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FIGURE 4.10 Autosomal Recessive Inheritance In the autosomal recessive pattern of inheritance, when two carriers have children, each
child has a 25 percent chance of having the disease and a 50 percent chance of being carrier. (attribution: Copyright Rice University,
OpenStax, under CC BY 4.0 license)

Some of the more common diseases that follow the autosomal patterns of inheritance are presented in Table 4.3.

Disease Pattern of Description

Inheritance
Huntington Autosomal Causes the nerve cells in the brain to break down, causing changes in
disease dominant behavior, motor skills, and personality

Factor V Leiden Autosomal Causes an increased risk of thrombosis, particularly in people who are
dominant homozygous for the allele, which can sometimes affect a person’s ability to get
or stay pregnant

Cystic fibrosis Autosomal Causes very thick and sticky mucus, which blocks the airways, increases the
recessive risk for infection, and affects the ability of the body to absorb nutrients from
food
Tay-Sachs Autosomal Causes progressive damage and death of cells in the brain
recessive

Phenylketonuria | Autosomal Causes increase of the amino acid phenylalanine in the body because it blocks

(PKU) recessive the conversion of phenylalanine to tyrosine
Sickle cell Autosomal Causes sickle-shaped red blood cells that are unable to properly move
disease recessive through the blood vessels and can accumulate in clumps, causing severe pain

and other complications (Centers for Disease Control and Prevention, 2022b)

TABLE 4.3 Common Autosomal Dominant and Autosomal Recessive Disorders



X-Linked Recessive Inheritance

X-linked genes are carried on the X chromosome. When these diseases are passed down to the next generation, this
is referred to as X-linked inheritance. These diseases disproportionately affect more males than females because
males must inherit only one affected X chromosome to be affected. Females must inherit two copies, one from each
parent, to have the disease.

Female carriers have a 50 percent chance of passing the affected X chromosome to their children. Affected males
will pass the carrier gene on to any female children. Those female children will be carriers if they receive a normal X
chromosome from their female parent, but they will have the disease if they inherit an affected X chromosome
instead (Figure 4.11). Examples of X-linked recessive disorders include hemophilia and color-blindness.
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FIGURE 4.11 X-Linked Inheritance The genes for some diseases are carried on the X chromosome. Male offspring have a 50 percent
chance of inheriting the disorder from a carrier mother. (attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

Fragile X syndrome is another X-linked recessive disease with a complicated inheritance pattern. It occurs during
replication of the X chromosome where specific proteins are skipped instead of replicated. This pattern can occur
only a few times (5 to 44 skipped), causing fewer complications, or many times (>200 skipped), causing the full
condition (The National Fragile X Foundation, n.d.). Complications of fragile X include intellectual disability, behavior
problems, and physical differences, such as large, protruding ears, prominent forehead, and hypermobile joints (The
National Fragile X Foundation, n.d.).

Genetic Testing

Genetic testing is an important component in the management of reproductive care, both in patients who are newly
pregnant, and in those planning to conceive. This type of testing can identify or diagnose genetic disorders early in
the pregnancy, allowing for termination, if desired, or for a greater level of care through pregnancy, birth, and the
newborn period if indicated.

Carrier Screening

Genetic carrier screening can occur either before pregnancy, such as at a preconception visit or before initiating an
infertility treatment cycle, or at the first prenatal visit. It is a simple blood test that can provide information about
whether the patient is a carrier of common genetic diseases. The options for these tests range from screening for a
single disease, such as cystic fibrosis, to extensive panels that test for the genes for over 500 diseases. These
panels mostly screen for autosomal recessive disorders. Most providers will begin by testing the partner assigned
female at birth, and then test the partner assigned male at birth if there is positive result on the initial screening test



(ACOG, 2022a).

It is important to recognize that carrier screening is an individual choice; some couples may prefer the extensive
testing panel, while others may prefer a more targeted approach, testing only for diseases common to their ethnic or
family background. The nurse may need to provide information about autosomal recessive inheritance, the benefits
of carrier testing, what positive testing results indicate, and their impact on a potential pregnancy. Referral to a
genetic counselor or specialist may be indicated if either partner has a positive screening test (ACOG, 2022a).

Prenatal Testing
There are two types of prenatal genetic testing: prenatal screening and prenatal diagnosis. Both types of testing
occur during pregnancy.

Preimplantation Genetic Screening/Diagnosis (PGS/D)

Preimplantation genetic screening/diagnosis (PGS/D) is a form of very early prenatal screening that can occur only in
conjunction with in vitro fertilization (IVF). During this procedure, a single cell is removed for biopsy from an embryo
that was formed in the lab (University of California San Francisco, n.d.).

« PGS occurs when the embryo is screened for chromosomal aneuploidies, such as Down syndrome.

« PGD occurs when the embryo is analyzed for the presence of a particular gene, such as the gene associated
with cystic fibrosis. This testing is particularly helpful in couples who have had carrier screening that identifies
both partners as carrying a particular genetic disorder.

Healthy embryos can then be selected for later embryo transfer.

@ LEGAL AND ETHICAL ISSUES

Embryo Transfer of Abnormal Embryo after PGD/PGS

Imagine you are a nurse working with a couple who has been trying to conceive for several years and has had
several failed treatment cycles. They have decided to undergo PGS with IVF as their next step. After 2 weeks of
injectable medication, the patient has 18 eggs retrieved, 10 fertilized, and 6 embryos survive to the biopsy
procedure. Unfortunately, when the results come back, 5 out of the six embryos are aneuploidic, and one embryo
has trisomy 21, or Down syndrome.

The provider recommends against transferring any of the embryos, but the couple does not have money to proceed
with another cycle and would like to transfer the embryo anyway. They state that they would rather be parents to a
child with Down syndrome than not be parents at all.

This leads to an ethical question: Is it ethical for the provider to transfer the embryo, knowing that the child will have
a genetic disorder that could put them at risk for significant cardiac abnormalities? Further, is it ethical for the
provider to refuse this patient’s request?

How do you feel about this couple’s wishes? How would you respond if the couple, or provider, asked your opinion?
This is a scenario in which there are no easy answers. The nurse can only provide an empathetic ear, educate the
couple about the risks of moving forward with the transfer, and refer them to genetic specialists or counselors. The
provider may decide to consult with a legal or ethical specialist for further advice and consideration before moving
forward with either course of action.

Prenatal Screening

The series of tests that are performed during pregnancy to determine the risk of the fetus having an aneuploidy, a
neural tube defect, or another abnormality suggestive of a genetic disorder is called the prenatal screening. The
tests include the following:

» First Trimester Screening: Performed between 10 and 13 weeks of pregnancy, the first trimester screen
consists of a blood test and ultrasound. The blood test looks at two substances: pregnancy-associated plasma
protein-A (PAPP-A) and human chorionic gonadotropin (hCG). Abnormal levels of either of these could
indicate a chromosomal abnormality. The ultrasound, called a fetal nuchal translucency test, looks at the back
of the fetus’s neck. Increased thickening or fluid is an abnormal result and could indicate a chromosomal



abnormality.

- Second Trimester Screening: The second trimester screening consists of a blood test between 15 and 22
weeks of pregnancy measuring alpha-fetoprotein, hCG, unconjugated estriol, and inhibin A. An ultrasound can
also be performed between 18 and 22 weeks of pregnancy. The blood test looks for markers that suggest
Down syndrome, Edwards syndrome, and neural tube defects. The ultrasound is a comprehensive test that
measures the fetus’s abdominal organs, limbs, brain, spine, and facial features for signs of a chromosomal
abnormality.

» Noninvasive Prenatal Testing (NIPT): NIPT is a maternal blood test that is offered early in the first trimester.
The test looks at small fragments of fetal DNA that are found in the pregnant person’s bloodstream. Those
cells are from the placenta and are shed throughout the pregnancy. While this type of test does not definitively
diagnose a genetic disorder, it does screen for chromosomal abnormalities, like trisomies and aneuploidy
(Goldwaser & Klugman, 2018).

Prenatal Diagnosis

Prenatal diagnostic testing is more specific than screening. Patients with positive results on their screening test or
those who are at higher risk for having a fetus with a genetic disorder (such as older patients) are good candidates
for this type of testing. Samples are taken directly from the fetal tissues and used for chromosomal analysis. Table
4.4 compares the two main types of procedures used for prenatal diagnosis: chorionic villus sampling, which
analyzes placental cells, and amniocentesis, which evaluates the amniotic fluid surrounding the fetus.

Chorionic Villus Sampling (CVS) Amniocentesis
Timing Anytime in the first or second trimester, but ideally between Between 15 and 20 weeks’
10 and 12 weeks’ gestation gestation
Source of Chorionic villi of the placenta Amniotic fluid
sample
Procedure Sample of placental tissue obtained transcervically or Sterile needle introduced into
transabdominally under ultrasound guidance the amnion sac under
ultrasound guidance
Advantages - the only diagnostic test available in the first trimester - allows for direct
for earlier diagnosis examination of fetal
- allows direct examination of the chromosomes chromosomes

» canalso be used to
detect intraamniotic or
fetal infection

» can be used to detect
neural tube defects

TABLE 4.4 Comparison of Chorionic Villus Sampling and Amniocentesis (Carlson & Vora, 2017)



Chorionic Villus Sampling (CVS) Amniocentesis

Disadvantages « may reflect confined placental mosaicism (the placenta » not performed in the
has an abnormal number of chromosomes, but the first trimester, delaying
fetus is chromosomally normal) in a small percentage of decisions about
results pregnancy outcomes

» does not test for neural tube defects = higher risk of

complications earlier in
the pregnancy

Risk of 1in 455 1in 900
pregnancy
loss

TABLE 4.4 Comparison of Chorionic Villus Sampling and Amniocentesis (Carlson & Vora, 2017)

Postnatal Testing

Postnatal testing, or the newborn screen, occurs after the baby is born and consists of a capillary blood test
collected after the first 24 hours of life before discharge or 6 days of age. This universal testing program is mandated
by U.S. law but is run by each state. The program recommends testing for 31 core disorders and an additional
secondary 26 disorders that do not present at birth with symptoms (Advisory Committee on Heritable Disorders in
Newborns and Children, 2023). The most common disorders on the newborn screen are cystic fibrosis,
galactosemia, PKU, thyroid dysfunction, and sickle cell disease. The hope is that early detection and treatment of
these conditions improves the quality of life for newborns who test positive. Chapter 23 Newborn Assessment
provides additional information on the newborn screen and assessing the newborn for possible genetic conditions.

It is the nurse’s responsibility to collect the sample by heel stick, usually 2 to 3 days after birth and after the baby
has had a chance to feed. If collected before the 24-hour mark, the test may not be valid and may yield a false-
negative result. It is important for the nurse to recognize that the results may have a profound impact on the
patient’s reproductive future as well. The parents may not have realized that they are both carriers for these
conditions until their newborn tests positive.

4.3 Causes of Infertility

LEARNING OBJECTIVES

By the end of this section, you will be able to:
- Describe the different types of infertility in persons assigned female at birth
- Describe the different types of infertility in persons assigned male at birth
- Explain various treatments to improve fertility

Fertility is a delicate balance that depends on many different factors. Nutritional deficiencies, substance use, and
exposure to environmental toxins can all result in poor-quality egg and sperm cells and can contribute to infertility.
There are two types of infertility: primary infertility is diagnosed if a person has never been pregnant, and
secondary infertility occurs when a person who has previously carried and delivered a pregnancy cannot become
pregnant again. Infertility can be caused by factors in the partner assigned female at birth, the partner assigned
male at birth, or both. In many cases, a specific cause can’t be found for a couple’s inability to conceive.

Infertility of Persons Assigned Female at Birth

According to a large multinational study performed by the World Health Organization, approximately 37 percent of
infertile couples experience infertility of persons AFAB (Walker & Tobler, 2022). That same study identified the most
common identifiable factors as follows:

« ovulatory disorders—25 percent
- endometriosis—15 percent
» pelvic adhesions—12 percent



- tubal blockage—11 percent
» other tubal/uterine abnormalities—11 percent
» hyperprolactinemia—7 percent (Walker & Tobler, 2022)

A comprehensive history and physical assessment can help to determine the possible cause(s) of a patient’s
inability to conceive.

Medications can lead to infertility. Chemotherapy agents can damage the tissue of the ovary leading to infertility
(Bhardwaj et al., 2023). Nonsteroidal anti-inflammatory drugs (NSAIDs) at high doses or in long-term use can cause
difficulty in conceiving. Antipsychotic medications, spironolactone (Aldactone), and illegal drugs such as marijuana
and cocaine can also affect fertility (NHS, 2023).

Hormonal and Ovulatory Dysfunction

Ovulatory dysfunction makes up the largest percentage of cases of female factor infertility. If an egg is not released
by the ovary on a regular basis, there is no opportunity for fertilization or conception. The two main types of
ovulatory dysfunction are oligoovulation, a pattern of irregular ovulation, and anovulation, the complete absence of
ovulation. The World Health Organization has subdivided ovulatory disorders into four classifications (Walker &
Tobler, 2022).

1. Hypogonadotropic hypogonadal anovulation: This disorder is characterized by decreased secretion of
gonadotropin-releasing hormone (GnRH). When GnRH secretion is decreased, the secretion of FSH and LH
from the anterior pituitary gland is also suppressed. This leads to low estrogen, poor follicular growth, and
anovulation. Also known as hypothalamic amenorrhea, this condition is most common in people with eating
disorders, excessive exercise, decreased caloric intake, or significant weight loss.

2. Normogonadotropic normoestrogenic anovulation: Polycystic ovary syndrome (PCOS) is the most common
type of normogonadotropic normoestrogenic anovulation, affecting 8 percent of all persons AFAB of
childbearing age (Walker & Tobler, 2022). It is responsible for between 80 percent and 85 percent of all cases
of anovulation (Walker & Tobler, 2022). People can be diagnosed with PCOS if they have at least two of the
three criteria: oligo/anovulation, clinical signs of high androgens (acne, hirsutism, male pattern hair loss), or
polycystic ovaries on ultrasound (Figure 4.12) (Tay et al., 2020). People with PCOS often do not ovulate
regularly; it is believed that there is an abnormal pulsing of GnRH, which leads to dysfunction in developing a
mature follicle (Walker & Tobler, 2022).

3. Hypergonadotropic hypoestrogenic anovulation: This type of anovulation is associated with the natural aging
process, as well as primary ovarian insufficiency (POI), defined as ovarian failure before the age of 40. The
number and quality of eggs that a person has decreases with age. It is believed that the decrease in quality is
due to the increased occurrence of meiotic nondisjunction (errors in cell division), which can lead to
chromosomal abnormalities. POI is most notably associated with Turner syndrome, a genetic syndrome that
causes a person AFAB to have a 45X karyotype, instead of the typical 46XX. In addition, cigarette smoking is
associated with premature menopause and decreased numbers of ovarian follicles (Walker & Tobler, 2022).

4. Hyperprolactinemic anovulation: Hyperprolactinemia, or elevated serum prolactin levels, can lead to several
effects:

o suppression of GhRH from the hypothalamus

o low LH, which causes anovulation and amenorrhea

o poor progesterone secretion from the corpus luteum
Normal prolactin levels are typically under 20 ng/mL. Serum levels above 100 ng/mL are typically associated
with pituitary microadenomas, a benign tumor of the pituitary gland.



FIGURE 4.12 Polycystic Ovary An ovary with PCOS contains many small follicles. (attribution: Copyright Rice University, OpenStax, under
CC BY 4.0 license)
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Analyze Cues: Polycystic Ovary Syndrome

Irregular periods are a common symptom among patients seeking infertility treatment. Of the many potential
reasons why someone may have irregular periods, polycystic ovary syndrome (PCOS) is one of the most common
causes, and fertility nurses must be aware that it is present in 6 percent to 12 percent of patients of childbearing

(PCOS, 2022). However, people with PCOS have other symptoms besides irregular periods, and many

people with PCOS do not have irregular cycles. The nurse must learn to recognize the other cues that make up
the entire clinical presentation of PCOS, which may include:

obesity;

hirsutism (abnormal hair growth on the face, back, or chest);
acne;

male pattern hair loss;

insulin resistance and other metabolic changes;

polycystic ovaries noted on transvaginal ultrasound; and
elevated serum androgen levels.

Endometrial or Uterine Problems
Structural problems in the uterus can also prevent pregnancy from happening, as implantation may not be possible.
These may include the following:

Uterine fibroids: Uterine fibroids are noncancerous growths that occur in the muscle tissue of the uterus.
They can be subserosal (in the outer wall of the uterus), intramural (in the muscular layer), or submucosal (in
the inner layer; Figure 4.13). Not all fibroids will affect fertility, and, in fact, most will not. However, very large
fibroids, or those that protrude into the endometrial cavity are more likely to make conception more difficult
(Fibroids and fertility, n.d.).
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FIGURE 4.13 Uterine Fibroids Fibroids are benign tumors that are found in the uterus. They can occur in the inner lining of the
cavity, in the muscular lining, or in the outer serosal layer of the uterus. (attribution: Copyright Rice University, OpenStax, under CC
BY 4.0 license)

Uterine polyps: Uterine polyps are also noncancerous growths, but these are found in the endometrial lining.
Polyps are often an incidental finding during testing, but their effect on fertility is not clear (Chami &
Saridogan, 2017). While many people with uterine polyp can successfully carry a pregnancy to term, research
does suggest that removing them may be beneficial before proceeding with fertility treatment, particularly in
vitro fertilization (IVF).

Abnormal shape: Congenital abnormalities of the uterus can present in many ways (Figure 4.14). Depending
on the extent of the abnormality, sperm may not be able to reach the egg, or implantation of a fertilized egg

may not be possible.
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FIGURE 4.14 Congenital Abnormalities of the Uterus Congenital abnormalities of the uterus can cause the uterus to present in
many different shapes and conformations. Depending on the shape, it may be difficult for someone to become and stay pregnant.
(attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

Scarring: Scarring from previous trauma, surgeries, or infections can block the passage of sperm through the
uterus or the movement of a fertilized egg into the uterus. It can also prevent implantation from occurring in
the uterus and may increase the risk for ectopic pregnancy elsewhere in the reproductive tract.
Endometriosis: Endometriosis is the development of endometrial tissue outside the uterus. This tissue
responds to the hormones of the menstrual cycle, which cause it to grow and proliferate and then break down
and bleed, just like a menstrual period. However, blood from endometriosis has nowhere to go and becomes
trapped in the body, causing scar tissue or adhesions. This tissue can block sperm or the egg from reaching
the fallopian tube for fertilization to take place (Hill et al., 2020).

Endometritis: Endometritis is an inflammation or infection of the endometrial lining of the uterus. If present,
it can prevent implantation and contribute to infertility. Endometritis can be acute, such as a postpartum



infection after a cesarean delivery, or it can be chronic.

Tubal Issues
Blockages in the fallopian tube(s), also known as tubal occlusion, can prevent sperm cells from reaching the egg.
These blockages can result from several factors, including:

« infection

 inflammation

- scar tissue from endometriosis or previous pelvic or abdominal surgery
- adhesions

« structural issues (Roberts, 2023)

A hydrosalpinx is a type of blockage in the fallopian tube caused by the buildup of fluid. Like a blockage from scar
tissue, it causes difficulty for the movement of both sperm and egg and results in infertility (Figure 4.15).
Hydrosalpinx also increases the risk for ectopic pregnancy, where a fertilized egg implants outside the uterus, most
commonly in the fallopian tube. The risk factors for developing a hydrosalpinx are the same as for a tubal blockage,
including infection, pelvic inflammatory disease (PID), and scar tissue or adhesions from prior abdominal surgery
(Yao et al., 2023).
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FIGURE 4.15 Hydrosalpinx in the Fallopian Tube A hydrosalpinx is an accumulation of fluid in the fallopian tube, which prevents the
passage of sperm or egg. (attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

Infertility of Persons Assigned Male at Birth

Infertility in persons AMAB is responsible for around 20 percent of cases and contributes to another 30 percent to
40 percent of all infertility cases (Leslie et al., 2023). Many potential etiologies, including structural, hormonal,
infectious, and genetic, exist. These factors can cause azoospermia, defined as the complete absence of sperm
cells, or oligospermia, a low sperm count.

Medications can also affect infertility with persons AMAB. Chemotherapy, methotrexate (Trexall), isotretinoin
(Accutane), and systemic steroids can lead to infertility. Tetracycline can affect sperm and lead to infertility (Velez &
Ohlander, 2021). Antidepressants can cause premature ejaculation, erectile dysfunction, and poor libido. Opioids
can cause hypogonadism. And illegal substances such as cocaine and marijuana can also lead to infertility (Velez &
Ohlander, 2021).

Issues with Sperm Transport
Blockages in the vas deferens or ejaculatory ducts can prevent the release of sperm cells during ejaculation or the
transport of sperm through the reproductive tract. These blockages can result from:

- scar tissue after surgery, trauma, or injury

 infection

« the presence of a tumor that presses on the reproductive structures
« avasectomy



« congenital absence of the vas deferens (World Health Organization, 2023a).

Hormonal Causes

Abnormalities in hormones produced by the pituitary gland, hypothalamus, or testes can lead to the poor production
of sperm. These hormones include testosterone, luteinizing hormone, follicle-stimulating hormone, and prolactin.
Hormonal abnormalities can be caused by pituitary or hypothalamic disease or tumors, some drugs or medications,
and even hyperthyroidism. Testosterone supplementation can also significantly reduce sperm production (Patel et
al., 2019).

Alterations in Spermatogenesis

Spermatogenesis is the production of mature sperm cells. Exposure to some toxins can affect gonadal production.
These are known as gonadotoxins and can reduce the ability of the testes to make healthy, motile sperm cells.
Potential gonadotoxins include drugs and medications, infection, chronic illness, exposure to chemicals, previous
radiation or chemotherapy, or exposure of the testicles to heat (Durairajanayagam, 2018; Schlegel et al., 2021).

Varicoceles may also impact spermatogenesis. A varicocele is an enlargement of the veins in the spermatic cord of
the scrotum, sometimes to the point where they are visible (Figure 4.16). They are a typical anatomic finding in
around 15 percent of persons assigned male at birth (Leslie et al., 2023). While most varicoceles do not cause any
problems, they can cause infertility or depressed sperm counts in a small percentage of patients (Leslie et al.,
2023). The exact mechanism of action is unknown, but it is hypothesized that the pooling of blood in the enlarged
veins may raise scrotal temperature (Leslie et al., 2023).

FIGURE 4.16 Varicocele A varicocele is a tortuous enlargement of the scrotal veins in the testicle. It is a normal finding in some people but
can cause discomfort and, in some cases, infertility. (credit: modification of work from Anatomy and Physiology 2e. attribution: Copyright
Rice University, OpenStax, under CC BY 4.0 license)

Presence of Sperm Antibodies

Sperm antibodies are produced when the immune system does not recognize sperm cells as part of the body and
initiates an immunologic reaction. This reaction damages sperm cells and may make them immotile, or unable to
move. While not common, this condition does occur in some patients after testicular trauma, infections, or
vasectomy reversal (Silva et al., 2021).

Difficulties with Sexual Intercourse

Finally, disorders of sexual intercourse can also affect conception. Erectile or ejaculatory disorders can prevent the
transmission of sperm into the female reproductive tract. This is frequently caused by age, chronic illness like
diabetes, and psychosocial issues. In addition to more commonly known conditions such as premature ejaculation,
erectile dysfunction, and insufficient sexual practices, a condition called retrograde ejaculation can contribute to a



low sperm count. Retrograde ejaculation is the backward movement of ejaculate into the bladder instead of being
expelled from the urethra (National Institute of Diabetes and Digestive and Kidney Disease, n.d.). Impotence can
also be caused by alcohol abuse or antihypertensive medications.

Stress

Many people who struggle with infertility report high levels of stress, but whether high levels of stress cause
infertility is unknown (Rooney & Domar, 2018). Further study is needed to explore this relationship, but the nature of
self-reported symptoms can make it difficult to get a true understanding of what is happening. Patients may be
underestimating or minimizing their symptoms or experiences to appear that they are doing better than they are, or
patients may experience falsely elevated (or depressed) optimism depending on where they are in their treatment
cycle (Rooney & Domar, 2018). Stress has been shown to increase cortisol, which can lead to infertility.

High stress levels are very common in patients undergoing infertility treatment, and can contribute to depression,
anxiety, and reduced quality of life (Figure 4.17). Implementation of a mind-body or mindfulness program may help
to reduce symptoms of stress and improve coping. Such programs have been successful in helping patients to
reduce stress and even improve pregnancy rates through many different modalities, including “cognitive behavior
therapy, relaxation training, lifestyle changes, journaling, self-awareness, and social support components” (Rooney
& Domar, 2018). Offering these types of programs or collaborating with professionals who do is an effective way to
help patients deal with the psychosocial complications associated with infertility treatment.

FIGURE 4.17 Stress and Infertility While the relationship between stress and infertility is complicated, many couples undergoing fertility
treatment report high levels of stress. The nurse can help by providing community resources and ideas for stress management. (credit:
“Anxious black woman covering face with hand on bed” by Alex Green/Pexels, CC0)

Woays to Improve Fertility

Patient teaching is an essential function for the nurse caring for patients undergoing infertility testing. Some patients
may have a significant knowledge gap about how to optimize fertility or the odds for conception. Providing patient
teaching and anticipatory guidance at each step can help to reduce stress and uncertainty and improve patient
knowledge.



Ways to improve fertility are an appropriate teaching point for both the patient just starting out on their path to
parenthood and those who are undergoing more advanced treatments. Table 4.5 presents several suggestions that

can improve both male and female fertility.

Technique

Rationale

Persons Assigned Female at Birth

Maintain a healthy weight.

Being overweight or underweight can affect ovulation and
the menstrual cycle.

Pregnancy is riskier when the person is at a higher or lower
weight.

Avoid alcohol, tobacco, and recreational
drugs.

Alcohol, tobacco, and recreational drugs may affect a
developing fetus if pregnancy results.

Smoking and recreational drugs are known to decrease
fertility and increase the risk of miscarriage.

Reduce caffeine consumption.

High levels of caffeine consumption are linked with
decreased fertility.

Prevent sexually transmitted infections
(STIs).

STIs can directly impact fertility by causing the formation
of scar tissue or blockages in the fallopian tubes.

Avoid exposure to toxins.

Some toxins directly affect hormone levels and can disrupt
estrogen and other pregnancy hormones.

Maintain a healthy diet rich in fruits,
vegetables, lean protein, and whole grains.

A healthy diet promotes a healthy pregnancy and reduces
the risk of some complications.

Stay hydrated.

Adequate levels of hydration can keep cervical mucus thin
and easier for sperm to pass through.

Monitor ovulation.

Keeping track of ovulation helps with timing intercourse.
Monitoring can identify potential problems so that medical
intervention can happen sooner.

Take a prenatal vitamin.

While this doesn’t promote fertility, it is good practice for
all people trying to conceive a pregnancy.

Higher amounts of folate and folic acid promote spinal
development in the developing fetus.

Persons Assigned Male at Birth

Maintain a healthy weight.

This can improve sperm quality.

TABLE 4.5 Ways to Improve Fertility (Practice Committee of the American Society for Reproductive Medicine in collaboration with the

Society for Reproductive Endocrinology and Infertility, 2017)



Technique Rationale

Avoid exposure to toxins. - Avoiding toxins reduces risk of damage to sperm cells.
Eat an antioxidant-rich diet: » An antioxidant-rich diet may improve sperm quality and
« Increase intake of fruits and morphology (Panth et al., 2018).
vegetables.

- Take a multivitamin.
« Increase omega-3 fatty acids.

Exercise regularly. - Exercise boosts testosterone levels, which can increase
sperm count and quality.

Stop smoking and recreational drug use. « Smoking is associated with poor sperm quality.
- Steroids and cannabis can cause poor sperm function.

Avoid raising scrotal temperature: « Raising scrotal temperature may reduce sperm count.
« Avoid hot baths or placing laptops on
the lap.
« Wear boxer underwear instead of tight-
fitting briefs.

TABLE 4.5 Ways to Improve Fertility (Practice Committee of the American Society for Reproductive Medicine in collaboration with the
Society for Reproductive Endocrinology and Infertility, 2017)

Coital practices can also impact a couple’s ability to conceive. The nurse should assess for knowledge gaps related
to best practices. Teaching points may include:

- How and why to track ovulation by using basal body temperature, ovulation predictor kits, or monitoring
cervical mucus.

- That the fertile period begins up to a week before ovulation and continues until the day after ovulation occurs.
Patients should be having intercourse at least every other day during this window.

- That no evidence suggests coital position increases or decreases the odds of conception.

» That lubricants, including saliva, olive or coconut oil, and other commercial products, should be avoided
because of their effect on sperm. If necessary, get a lubricant specifically intended for couples trying to
conceive (Practice Committee of the American Society for Reproductive Medicine in collaboration with the
Society for Reproductive Endocrinology and Infertility, 2017).

@ LEGAL AND ETHICAL ISSUES

What Should Happen When Patients with a Questionable Ability to Parent Desire Infertility
Treatment?

Imagine that you are working at a private practice fertility center and are preparing to counsel a new couple who just
met with the health-care provider. The health-care provider calls you into their office to discuss the couple’s
situation and plan. The provider explains that both partners are in their mid-forties, are recently married, desire
conception, and have significant developmental disabilities. They currently live in supervised housing. The provider
is concerned about the couple’s ability to parent a newborn and asks you to meet with them and assess the situation
as well.

After meeting with the couple, you share similar concerns with the provider and especially note a limited ability to
understand the complex instructions associated with in vitro fertilization, the recommended treatment. You share



your assessment findings with the provider, and a discussion ensues about the ethical principles associated with
withholding care. You begin researching the issue and note a committee statement put forward by the Ethics
Committee of the American Society for Reproductive Medicine (ASRM). The paper states: “Offspring welfare is a
valid consideration that fertility programs may take into account in accepting patients and providing services as long
as they do not discriminate on the basis of disability or other impermissible factor” (Ethics Committee of the ASRM,
2013). The statement goes on to say: “While practitioners and clinics may—except in the case of impermissible
discrimination—make their own moral decisions about whether to accept individuals as patients, their decisions
should be based on empirical evidence, not stereotype or prejudice” (Ethics Committee of the ASRM, 2013).

You also refer to the ANA Code of Ethics, specifically to the first provisions:

1. “The nurse practices with compassion and respect for the inherent dignity, worth, and unique attributes of
every person.

2. The nurse’s primary commitment is to the patient, whether an individual, family, group, community, or
population.

3. The nurse promotes, advocates for, and protects the rights, health, and safety of the patient.” (American
Nurses Association, 2015, p. v)

You realize that there are multiple issues at play in this situation. Not only is your priority the patient who presents
at the office today but also the potential children and family that may result. How can you help this couple in a way
that demonstrates compassion and respect for their dignity and self-worth? Would your opinion change if they were
able to conceive naturally as opposed to undergoing infertility treatment? What impact would helping this couple
have a child have not only on the couple and their family but also on the supervised housing group and community
at large? Would putting this couple through an IVF cycle protect their health and safety and the safety of any child
created? You take some time to reflect on these provisions and the questions they raise.

A decision is made to schedule a phone conversation between the physician, nursing staff, reproductive
psychologist, and the couple’s mental health professional (with their permission). The couple’s therapist reassures
the interprofessional team that the couple has a large family support system and would be adequate parents.
However, it is agreed that the couple does not have the capacity to undergo an in vitro fertilization procedure but
would be able to tolerate three insemination cycles. After the three attempts do not produce a pregnancy, the
couple withdraws further care. Upon discussing the case with the provider, you recommend developing explicit
policies and procedures to follow in case this situation arises again.

4.4 Treating Infertility

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Identify fertility tests and know the nursing implications of both the testing modality and the
communication of results
- Describe the options available for family planning when a couple is in infertility therapy
- Identify and discuss the complications that can occur during infertility treatment

When a couple makes the decision to seek care for infertility, it is a major investment in time, energy, and finances.
It can also be an extremely vulnerable time for them, as they grapple with struggling to do what is commonly
perceived as “natural” and “easy.” They may deal with many challenging and changing emotions: jealousy as they
witness friends and family members effortlessly starting their families, blame and resentment directed toward their
partner, guilt for their own medical issues, fear that treatment may not work, and anxiety if it does work. Well-
meaning family members may offer poor advice or tell them to “relax and let it happen” or that “it will happen if it’s
meant to be.” The couple may wonder if they have the financial means to pay for treatment that is expensive, likely
not covered by insurance, and not guaranteed to work.

While the nurse may not perform many of the clinical procedures for the patient undergoing infertility treatment,
they can provide much needed support and knowledge. Infertility nurses often approach patient care with a holistic
approach by advocating for their patient’s needs, providing emotional support during the difficult wait, answering
countless questions, and making sure that they don’t feel alone in their journey to parenthood.



This section will delve into the different testing options for infertility assessment, discuss different family-building
options, and review the potential complications of these treatments. In addition to the fertility-specific care they
provide, nurses must also review strategies for advocacy and therapeutic communication, as these are essential
skills when working with this population.

LINK TO LEARNING

Resolve is an infertility organization for people undergoing testing or treatment. This organization provides support,
advocacy, and education to all patients on their journey through infertility. Resolve offers several ways for people to
access support and advocacy opportunities (https://openstax.org/r/77Resolve) that can help to empower patients
and their partners.

Fertility Testing

When a patient or couple presents with difficulty in conceiving, the first step is a comprehensive assessment.
Fertility factors for both sexes should be evaluated at the initial assessment so that important data that contributes
to treatment planning is not missed. Before any diagnostic testing is performed, a full medical history should be
taken. Topics to ask about include:

 childhood and sexual development

» full menstrual history

= pregnancy history (include the partner AMAB; have they contributed to conception of a child?)
» sexual history or practices as appropriate

- how long they have been attempting to conceive

 surgical and medical history

« previous infections or trauma (Kuohung & Hornstein, 2023)

In addition to fertility-specific testing, other diagnostic tests may be required to get a full picture of a patient’s
general and reproductive health (Table 4.6).

Test Rationale

Persons Assigned Female at Birth

Prolactin » Elevated prolactin levels can indicate the
presence of a prolactinoma, a benign
tumor of the pituitary gland that can affect
reproductive hormones.

Thyroid-stimulating hormone (TSH) » Thyroid abnormalities can affect
reproductive hormones.

Blood type and Rh factor - Itisimportant to know blood type and Rh
factor before pregnancy to assess the risk
of Rh incompatibility.

» Blood type may be required before a
surgical procedure, such as egg retrieval,
laparoscopy, or hysteroscopy.

TABLE 4.6 General Testing for Partners of Both Sexes Undergoing Fertility Assessment


https://openstax.org/r/77Resolve

Test

Rationale

Complete blood count (CBC)

CBC screens for anemias and thalassemia.
CBC may be required before a surgical
procedure, such as egg retrieval,
laparoscopy, or hysteroscopy.

Infectious disease panel (human immunodeficiency virus
[HIV 1/2], human T-cell lymphotropic virus [HTLV 1/2], rapid
plasma reagin (RPR), hepatitis B surface antigen, hepatitis B
core antibody, hepatitis C antibody)

Panel screens for the presence of
infectious diseases, which can affect how
gametes are stored in the laboratory.

Rubella and varicella

Screen determines if the patient is at risk
for rubella or varicella, which can affect a
pregnancy. Patient may need to be
immunized prior to initiating fertility
treatment.

Pap smear
Cervical cultures for chlamydia and gonorrhea

Pap smear is part of general health/well-
woman preventive health screening.
Cultures screen for sexually transmitted
infections that can impact fertility.

Person Assigned Male at Birth

Blood type and Rh factor

It may be important to know blood type
and Rh factor before partner’s pregnancy
to assess for the risk of Rh incompatibility.

Infectious disease panel (HIV 1/2, HTLV 1/2, RPR, hepatitis B
surface antigen, hepatitis B core antibody, hepatitis C
antibody)

Panel screens for the presence of
infectious diseases, which can affect how
gametes are stored in the laboratory and/
or transferred to the partner.

TABLE 4.6 General Testing for Partners of Both Sexes Undergoing Fertility Assessment

Fertility Assessment of Persons Assigned Female at Birth

Assessing the partner AFAB includes testing the reproductive tract and the hormones controlling the function.
Ovarian reserve, ovulation, and uterine and tubal function should be evaluated. These tests can help narrow down

the cause of infertility to address and treat those issues.

Ovarian Reserve

A person’s ovarian reserve is the number of immature eggs that remain in the ovary. Ovarian reserve is typically
high in young patients but declines with age. It can be assessed in several ways:

» Anti-Miillerian Hormone (AMH): AMH is a hormone that is produced by the granulosa cells of the ovarian
follicles and can be used to assess ovarian reserve (Moolhuijsen & Visser, 2020). The higher the number of
ovarian follicles that remain in the ovary, the higher the serum level of AMH. It can be measured in a simple

blood test at any point in a patient’s cycle.

« Day 3 hormone assay: Measuring follicle-stimulating hormone (FSH) and estradiol (E2) levels on day 2, 3, or 4
of the menstrual cycle can be helpful in determining ovarian function. Higher levels of FSH or E2 early in the
menstrual cycle indicate declining ovarian reserve because higher levels of those hormones are needed to



recruit an ovarian follicle.

« Antral follicle count: The small ovarian follicles that can be seen and counted on transvaginal ultrasound are
called antral follicles. This test is also performed on day 2, 3, or 4 of the menstrual cycle. The number of
antral follicles on each ovary is counted and measured. A higher number of antral follicles indicate better
ovarian reserve or function.

« Inhibin B: Inhibin B is a nonsteroidal hormone that is produced by developing ovarian follicles. High levels of
inhibin B suppress FSH secretion from the pituitary. However, as the number of ovarian follicles declines, so
too does the amount of inhibin B and its suppressive effect on FSH, accounting for the rise of FSH in older
patients (Wen et al., 2021).

It is important to recognize that the above markers measure only egg quantity, not egg quality; both decline with
age.

Ovulation Testing

Ovarian function is also evaluated by measuring the regularity and reliability of ovulation. Knowing when ovulation
has occurred or is expected to occur is crucial for the couple to appropriately time intercourse. This can be done
very simply at home using an over-the-counter ovulation predictor kit. These kits contain a test stick evaluating the
presence of luteinizing hormone in the urine, which surges right before ovulation. The patient can be advised to take
the test every morning or, sometimes, twice a day, as they near ovulation. Intercourse should occur every day to
every other day once the test turns positive. A negative result indicates the absence of luteinizing hormone, meaning
that the LH surge isn’t happening at that time. The patient may be advised to call the office when the test turns
positive for further instructions, or to simply attempt intercourse at home and call with the results approximately 2
weeks later (Fauser, 2023; Su et al., 2017).

It is also possible to measure serum hormone levels to determine where a patient is in their cycle:

« Low estrogen and progesterone levels suggest early phases of the cycle, before an ovarian follicle has been
recruited.

« High estrogen levels, but low progesterone levels, suggest the follicular, or early phase of the cycle. Ovulation
has not yet occurred.

- High estrogen levels and high LH levels indicate the LH surge and that ovulation will begin very soon.

- High estrogen and high progesterone levels indicate that ovulation has already occurred, and the cycle is in
the luteal phase (Reed & Carr, 2018).

Tracking cycle information is important because it signals that a patient is, or is not, ovulating. For example, a
patient who consistently has anovulatory progesterone levels or very low estrogen levels may require ovulation
induction medication because they are not ovulating, which means that pregnancy cannot occur.

Uterine Structure

Evaluating the shape and structure of the uterus is important before the patient initiates fertility treatments, which
can be costly, time-intensive, and emotionally difficult. It is important to ensure that embryos or sperm are going
into a uterine cavity that is capable of implantation. A sonohysterogram, also known as hysterosonogram or saline
infusion sonogram, is a simple, in-office procedure that can be performed to evaluate the uterine lining and cavity.
After obtaining informed consent, performing a pregnancy test, and assessing for allergies (particularly to latex),
sterile saline is injected through the cervix and into the uterus. Concurrent transvaginal ultrasonography is
performed to visualize the saline in the cavity. Displacement of the fluid can indicate the presence of polyps,
fibroids, or other structural abnormalities. This test should be performed only between days 6 and 10 of the
menstrual cycle due to the risk of a pregnancy being disrupted by the saline (ACOG, 2023a).

In some cases, there may be indication for laparoscopy, a minimally invasive surgical procedure that allows direct
observation of the uterus and other pelvic structures. It is particularly useful for diagnosing endometriosis, scarring,
or adhesions, which can be missed on pelvic ultrasound or hysterosalpingography, which is discussed later (Arab,
2022).

Tubal Patency
Patent fallopian tube are essential for conception. They are the site of fertilization and facilitate transmission of
sperm to egg and fertilized egg to the uterus. If the tubes are blocked from scarring, infection, or trauma, pregnancy



is unlikely. The primary test used to evaluate tubal patency is hysterosalpingography, which is performed at an
outpatient radiology center and involves the infusion of radioactive dye through a small catheter in the cervix and
into the uterus and fallopian tubes (ACOG, 2023b). A special x-ray of the pelvis is taken to visualize the path of the
dye through the reproductive tract (Figure 4.18). If the fallopian tubes are open, the dye will spill out into the
abdominal cavity and be reabsorbed. There is a risk of infection, so the provider may recommend prophylactic
antibiotics before or after the procedure. It is also important to assess for allergies to contrast dye.

Uterine cavity

No spillage shows \
tubes are blocked \

/1 Spillage indicates
tubes are open

Cervix

Vagina

FIGURE 4.18 Hysterosalpingogram The left side shows a blocked fallopian tube, in which the dye is retained within the uterus and does
not spill into the pelvis. The right side shows a normal hysterosalpingogram, in which the dye flows through the fallopian tube and into the
pelvis. (attribution: Copyright Rice University, OpenStax, under CC BY 4.0 license)

This test is usually performed only when indicated, such as with previous suspicious findings on a sonohysterogram,
a history of chlamydia infection(s), or a previous ectopic pregnancy.

Fertility Assessment of Persons Assigned Male at Birth

Assessment of both partners should occur at the same time so that the provider has a full picture of all the clinical
issues impacting the couple. Initial testing of the partner AMAB is noninvasive and usually begins with a semen
analysis, a simple test that evaluates the quantity and quality of sperm in a sample.

Semen Analysis

A semen sample can be collected at home or in a designated collection room in the office. It should be collected
after 3 to 7 days of abstinence. If collected at home, it should be brought into the office/laboratory within 1 hour
(Sunder & Leslie, 2022). If the patient is unable to ejaculate independently, a partner can assist, but there are a few
important guidelines:

« Avoid contamination of the sample with saliva.

« Avoid the use of lubricants, except for those specially designed for people who are trying to conceive.

- Ejaculation must occur in the designated collection container or a collection condom that has been provided
by the laboratory.

The lab will measure pH and volume of the semen and then prepare slides to measure and assess the remainder of
the parameters. The World Health Organization (WHO) has developed a series of normal limits of reference for
patients undergoing semen analysis (Table 4.7).



Parameter Value

Semen volume (mL) 1.4 (1.3-1.5)
Total sperm number (10 per ejaculate) | 39 (35-40)
Total motility (%) 42 (40-43)
Progressive motility (%) 30 (29-31)
Nonprogressive motility (%) 1(1-1)
Immotile sperm (%) 20 (19-20)
Vitality (%) 54 (50-56)
Normal forms (%) 4 (3.9-4)

TABLE 4.7 WHO Semen Analysis Reference Values (Boitrelle et al.,

2021)
If the parameters are within (or very close to) the normal range, no further testing may be indicated. However, if the
morphology or count is significantly lower than normal, then further testing may be indicated. This may require a
referral to a urologist who specializes in reproductive issues. Specialty tests may include testing for the presence of
anti-sperm antibodies, autoimmune issues, or DNA fragmentation.
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Semen Analysis Testing in Orthodox Jewish Patients

While a semen analysis is a noninvasive and simple test of male factor infertility, ejaculation without the intent of
conception is prohibited in the Orthodox Jewish faith. This can pose a problem when patients are unable to produce
a sample for analysis. The nurse can recommend that the patient speak with his rabbi, who may or may not allow
the couple to produce a specimen during intercourse using a special collection condom.

Other rabbis may suggest postcoital testing (PCT) as a first step instead. The couple will be instructed to have
intercourse during ovulation and then present to the clinic. A speculum will be inserted into the vagina, and a small
sample of cervical fluid removed. That fluid is placed on a glass slide and examined under the microscope for the
presence and movement of sperm cells.

While this testing isn’t diagnostic of male factor infertility or confirmatory for male fertility, the PCT test is less costly
and invasive than a full treatment cycle, especially if no sperm are present in the sample. In addition, the
preliminary data obtained from it may persuade the rabbi to approve the semen analysis if indicated.

While this approach may not be used often, it allows the couple to feel that their religion and culture are respected
and valued by the provider.

Ultrasonography

Ultrasonography of the testicles can reveal the presence of structural abnormalities, such as varicocele, or
blockages in the vas deferens, ejaculatory ducts, or seminal vesicles. Blockages in the ejaculatory ducts or other
structures may prevent sperm from traveling through the reproductive tract and exiting the body during ejaculation,
causing a low or absent sperm count.

Other Testing
Additional male factor fertility testing may include:



« Hormone testing: Hormones, such as testosterone or follicle-stimulating hormone, when imbalanced, may
alter sperm count or fertility. Other hormones tested may include luteinizing hormone, estradiol, and/or
prolactin. (Urology Care Foundation, n.d.)

« Genetic testing: Some genetic disorders can also alter sperm count or production. It is possible to test for
chromosome abnormalities through either a blood test or the evaluation of a sperm sample (Pelzman &
Hwang, 2021).

» Testicular biopsy: In rare cases, testicular biopsy may be indicated to determine whether motile sperm cells
are found in the testicles.

Options for Treatment

Once the initial assessment has been completed, the provider will create a plan of care that considers the testing
results and the personal desires and reproductive goals of the patient. This may involve additional testing (such as
to determine the source of an infection) or planning for a treatment cycle.

The first step includes correcting any underlying causes that are contributing to subfertility (Carson & Kallen, 2021;
Puscheck, 2020). For example, this may mean surgical correction of uterine abnormalities, hormonal management
of hyperprolactinemia, or laparoscopic draining of hydrosalpinges. The partner AMAB may require removal of
varicoceles, medical management of hormone abnormalities, such as thyroid disease or hypogonadism, or reversal
of a vasectomy.

In some cases, the partner AFAB will need additional medical testing to rule out any contraindications to pregnancy.
This is especially true in patients with preexisting medical conditions, such as heart disease, chronic illness, a
history of cancer, or advanced age. This will be required before a treatment cycle can be initiated.

Pharmacologic Treatment

Pharmacologic management of infertility, also known as ovulation induction or ovarian stimulation, is used in
conjunction with many of the treatment options available for infertility. Medication is used to stimulate
superovulation, the development and maturation of several egg follicles, the number depending on the planned
treatment cycle. A couple undergoing intrauterine insemination will require roughly two egg follicles, while a couple
undergoing in vitro fertilization may need a greater number of follicles to have a good outcome at egg retrieval
(Evans et al., 2020; Sermondad et al., 2023). Nurses should provide education to the patient that these medications
can cause mood swings and depression and increase the chance of multiple fetuses. The following medications are
used in fertility treatments:

» Selective estrogen receptor modulators (SERMs): Clomiphene citrate (Clomid) is the primary drug in this class
of medications. It is an oral pill that is taken for 5 days, beginning at the start of a patient’s menstrual cycle,
usually on day 5. It is thought to work by blocking estrogen receptors in the pituitary, inhibiting the feedback
loop, and increasing the secretion of follicle-stimulating hormone.

» Leuprolide: Leuprolide (Lupron Depot) is a gonadotropin-releasing hormone agonist (GnRH-agonist) that is
used to suppress natural ovulation, allowing the provider to control the patient’s cycle and appropriately time
any additional procedures.

« Follitropins (FSH): Follitropins are injectable forms of FSH that are used in ovulation induction.

« Human chorionic gonadotropin (hCGhmg): hCG is the last medication in the treatment cycle. It is used to
trigger follicular maturation and ovulation before intrauterine insemination or IVF. The nurse must stress that
hCG can cause a false-positive result on a home pregnancy test and should be avoided for at least day 14 after
injection.

« Hormonal support: The medications used during IVF can suppress endometrial development and secretion of
estrogen and progesterone, and the patient may require supplemental administration of these two hormones.

PHARMACOLOGY CONNECTIONS

Clomid
Clomid is a common drug prescribed in the infertility or women’s health setting. It is often used as an initial agent to
induce ovulation and may be particularly useful in patients with PCOS or other ovulatory disorders.



» Generic Name: clomiphene citrate

- Trade Name: Clomid

« Class/Action: selective estrogen receptor modulators

» Route/Dosage: Clomid is available as 50-mg pills administered orally once per day for 5 days. Patients are
instructed to begin taking this medication on day 5 of their cycle. The dosage can be increased to a total of
150 mg (3 pills) taken once a day for 5 days, depending on the patient’s response.

- High Alert/Black Box Warning: Some patients may develop visual symptoms that can worsen with time and
use. In most cases this is reversible, but irreversible changes have been documented. Patients should be
instructed to report any visual symptoms to their provider. Some patients, particularly those with PCOS, have
developed ovarian hyperstimulation syndrome (OHSS) with use of this drug. The patient should always be
prescribed the lowest effective dose and instructed to report symptoms of OHSS.

- Indications: indicated for the treatment of ovulatory dysfunction in persons who desire pregnancy

« Mechanism of Action: Clomid interacts with estrogen receptors in the pituitary and hypothalamus, affecting
the feedback loop between estrogen and FSH. This leads to a surge of gonadotropins, increasing the number
of developing ovarian follicles.

- Contraindications: hypersensitivity to Clomid, pregnancy, history of liver disease, ovarian cysts, abnormal
uterine bleeding, pituitary tumor, or abnormal adrenal or thyroid hormone function

« Adverse Reactions/Side Effects: ovarian enlargement, hot flashes, headache, bloating, nausea/vomiting,
breast pain

« Nursing Implications: Provide education about the medication and instructions for its use, including when to
return for follow-up care. Review the signs and symptoms of OHSS. Document all education and instructions
provided.

(Clomid, 2017)

Intrauterine Insemination

The fertility procedure intrauterine insemination (IUI), performed by medical providers or specially trained nurses,
involves injecting specially washed sperm cells through a catheter into the uterus (Figure 4.19). Some providers
prefer to do a single insemination 36 hours after hCG injection; others prefer to do inseminations at 12 and 36 hours
after hCG injection. IUI can be performed after a cycle with either clomiphene citrate or injectable gonadotropins or,
in some cases, after tracking an unmedicated cycle. If injectable gonadotropins are used, the provider may
recommend additional progesterone support after insemination (Casarramona et al., 2022).

FIGURE 4.19 Intrauterine Insemination During an IUI, a specially trained practitioner passes washed sperm directly into the uterus using
a very thin catheter. This procedure usually takes place around the time of ovulation to optimize the chance of conception. (attribution:



Copyright Rice University, OpenStax, under CC BY 4.0 license)

Intrauterine insemination can also be performed using donated sperm, either from an anonymous donor or from a
known donor. Extensive infectious disease testing is required any time sperm from an anonymous donor is used for
insemination. IUI is the preferred method of treatment for patients with unfavorable cervical mucus, semen allergy,
or endometriosis, as the sperm is introduced directly into the uterus.

In Vitro Fertilization

The fertility procedure in vitro fertilization (IVF) is an intense process that involves the stimulation of
superovulation, the removal of eggs through surgical aspiration, fertilization in the lab, and transfer of resulting
embryo back to the uterus. The steps are as follows:

Ovulation Induction: Medications are used to induce ovulation. Progesterone and estrogen supplementation
are needed if transferring embryos during that cycle.

Follicular Monitoring: While the patient is using the medication, they will visit the office to monitor their
response to the medication. Blood work measurement of estradiol levels and an ultrasound of the ovaries to
measure follicular growth and development are common. Seeing the estradiol level rise each day is a sign that
the cycle is progressing well (Society for Assisted Reproductive Technology, n.d.).

Trigger: Once the patient has ovarian follicles that measure around 19 to 24 mm and an appropriate estradiol
level, the provider will make the determination that the patient is ready to have their eggs retrieved. They will
take their hCG injection, which is the final injection in the cycle (Society for Assisted Reproductive Technology,
n.d.-a).

Egg Retrieval: The egg retrieval is an outpatient procedure using mild sedation. The provider will insert the
transvaginal ultrasound probe to visualize the ovaries. A needle will be gently advanced through the vaginal
wall and into the ovary to drain the fluid and collect the eggs. That fluid is immediately sent to the lab for
analysis, and the patient is allowed to recover briefly before being sent home to rest. A sperm sample is
obtained during or before the egg retrieval (Society for Assisted Reproductive Technology, n.d.-b).
Fertilization: In the lab, the embryologist will analyze and fertilize the most mature eggs. Fertilization can
occur naturally or with the use of intracytoplasmic sperm injection (ICSI). Natural fertilization occurs when the
eggs and sperm cells are placed in the same dish, and fertilization is allowed to occur. ICSI is done when the
embryologist selects the best sperm cells and injects them into the mature eggs, one sperm per egg Figure
4.20). Any fertilized eggs are allowed to develop into embryos and checked each day for their progress. It is
common for not all eggs to be fertilized and for not all the fertilized eggs to become healthy embryos (Ho,
2023).



182

4 o Influences on Fertility

Sed AR RENR PR g0l &

FIGURE 4.20 Intracytoplasmic Sperm Injection (ICSI) ICSI is a method of fertilization in which a single sperm is injected into a
mature egg. This procedure is sometimes performed during in vitro fertilization. (credit: “Icsi” by Ekem/Wikimedia Commons, Public
Domain)

« Embryo Transfer: Embryo transfer usually occurs on day 5 or day 6 after egg retrieval and fertilization, once
the embryos have become blastocyst. The patient should have started progesterone and estrogen
supplements after the egg retrieval and will continue taking them through week 10 of pregnancy. The provider
will speak with the patient before the procedure to let them know how many of their eggs have developed into
blastocysts and determine a plan for transfer. Most providers will transfer only one or two embryos at a time to
reduce the risk of multiples. The selected embryos are loaded into a pipette, which is gently passed through
the cervix using ultrasound guidance. The embryos are deposited into the uterus, and the patient is sent home
to rest for a few days. The patient is instructed to take a pregnancy test 2 weeks after their egg retrieval (Ho,
2023).

« Cryopreservation: Any extra embryos that the patient is not transferring can undergo cryopreservation,
meaning they can be frozen and saved for later use. Sometimes, the patient may prefer having only a frozen
embryo transfer because of their personal schedule. At other times, the patient may have genetic testing
(PGD) performed on the embryo, which can delay transfer until the results are available. In general, frozen
embryos can be preserved and thawed when the patient is ready for transfer (Ho, 2023).

!ﬂ’ LEGAL AND ETHICAL ISSUES

Embryo Cryopreservation

Gamete and embryo cryopreservation is a procedure that can potentially lead to many ethical questions or
concerns. While fertility practices require the patient or couple to make those decisions before initiating treatment,
circumstances can change in a way that was not anticipated, leading to people changing their minds.

For example, imagine that a couple undergoes IVF and has four embryos cryopreserved at the end of their cycle.
They never become pregnant, and a few years later, they decide to get divorced. Before beginning treatment, the
couple had agreed to have the embryos destroyed in the event of a divorce. However, the female patient is now 42
and going through menopause. Her chances of success at another IVF cycle are minimal, and she no longer wants to
discard those embryos so that she can have a chance at parenthood. How does her advancing age impact their
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decision and your opinion? What about if either patient develops reproductive cancer and is no longer able to make
eggs or sperm?

As nurses, it is not our job to reconcile these ethical decisions. However, we may develop strong feelings about what
is right or wrong. We may also need to provide education and support to patients who are dealing with these
situations. Ultimately, the patients may need to take their case to court to have the judge render a decision.

Third Party Reproduction

The fertility procedure third party reproduction is the use of a third party—usually a sperm donor, an egg donor, or a
gestational carrier, commonly called a surrogate—in conjunction with a treatment cycle (Salazar et al., 2023). Sperm
donors can also be used with intrauterine insemination and IVF, but egg donors and gestational carriers must
undergo IVF. Donors can be anonymous or known to the couple.

Gestational surrogates carry the pregnancy; they have no genetic relationship to the fetus. The embryos are formed
from the gametes of either the intended parents or the selected donor(s). Traditional surrogates donate their egg
and carry the fetus. However, this type of surrogacy is rarely used nowadays. Gestational carriers can also be hired
through an agency or known to the couple.

The ability to use an agency gestational carrier depends on the state where the patient is seeking care. This process
is completely legal and regulated in some states, like California, and expressly prohibited in other states, like
Nebraska (Surrogacy laws, n.d.). Some states have other requirements in place to access gestational surrogacy,
such as being a married, heterosexual couple (Surrogacy laws, n.d.).

These cycles proceed in the exact manner as a typical IVF cycle, though additional testing is required. The donor
must undergo infectious disease testing, including a test less than 30 days before the egg retrieval, as well as urine
drug testing, genetic carrier screening, and in some cases a psychologic screening as well. In addition, all the parties
involved (donors, gestational carriers, intended parents) will likely need to obtain legal contracts that outline
everybody’s rights and responsibilities throughout the cycle. These contracts should be in place before the cycle
begins.

Gamete Intrafallopian Transfer, Zygote Intrafallopian Transfer, and Tubal Embryo Transfer

There are three fertility procedures that are rarely used. The first, gamete intrafallopian transfer (GIFT), is similar
to IVF: The patient will undergo ovulation induction and laparoscopic egg retrieval (performed through an incision in
the abdomen instead of transvaginally). The retrieved eggs and sperm provided by the partner AMAB are mixed in a
pipette and transferred immediately into the fallopian tube for fertilization to occur in the body. The second, zygote
intrafallopian transfer (ZIFT) is similar to both GIFT and IVF: This procedure starts as a traditional GIFT, but
fertilization is allowed to occur in the laboratory. Once the fertilized eggs have formed zygotes, they are transferred
back into the fallopian tubes. The final one, tubal embryo transfer (TET), is similar to ZIFT but requires that the
embryo be allowed to develop to a more advanced stage before being transferred back into the fallopian tube. GIFT,
ZIFT, and TET all require that the patient have at least one patent fallopian tube, which must be verified by
hysterosalpingogram. Transferring the embryo into a blocked tube increases the patient’s risk for ectopic pregnancy
or cycle failure. These procedures are not performed very often because of the need for laparoscopic surgery for the
transfer.

LINK TO LEARNING

The American Society for Reproductive Medicine (ASRM) is the professional organization that represents
professionals of all disciplines working in the reproductive medicine specialty. It offers practice and ethics
statements, as well as a wealth of patient educational materials (https://openstax.org/r/77ASRM) that can improve
teaching.

Risks Related to Infertility Treatment

Like any medical procedure, infertility treatments do pose some risks to the patient. Educating patients about what
to expect, what is normal, and what should be reported is a crucial function of all nurses practicing in this field. In
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addition, it is important to recognize signs and symptoms of potentially serious complications and how to manage
them.

Multiples

Getting pregnant with multiples is a major risk factor for patients undergoing infertility treatment. The medications
used during ovulation induction stimulate the development of several eggs, which can lead to twins, triplets, or even
higher-order multiples. A multiple pregnancy is risky for both the patient and the fetuses, increasing maternal
morbidity and fetal and neonatal morbidity and mortality (Practice Committee of the Society for Reproductive
Endocrinology and Infertility, Quality Assurance Committee of the Society for Assisted Reproductive Technology,
and the Practice Committee of the American Society for Reproductive Medicine, 2022). As a result, the American
Society for Reproductive Medicine encourages both patients and providers to consider the transfer of only a single
embryo, known as elective single embryo transfer (eSET), especially in patients who are good candidates.

A patient who becomes pregnant with higher-order multiples may be asked to consider a multifetal reduction, a
procedure in which the number of developing fetuses is reduced to give one or more than one fetus a greater chance
at survival to term. The decision to have a reduction is often very difficult for the patient, particularly if they have
been trying to get pregnant for a long time. Many patients find it to be an unacceptable option.

Pregnancy Complications

Studies suggest that people undergoing infertility treatments, specifically IVF, are at higher risk for some pregnancy
complications. This is often a question asked by patients as well. The issue is complicated for several reasons. First,
the cause of infertility may contribute to the increased risk for some of those complications. For example, a patient
with PCOS who has an increased risk for insulin resistance may develop gestational diabetes during pregnancy after
IVF. However, PCOS is the major contributing factor, not the fact that the patient had IVF. Second, many of the
complications, such as preterm labor, low birth weight, pre-eclampsia, and cesarean delivery, are associated with
the higher rate of multiple gestation related to IVF. A 2018 study found that multiple gestations were largely
responsible for the increased risk of preterm birth (Oberg et al., 2018). The authors also found that many of the
placenta-related complications (placenta previa and placental abruption) were not related to the use of infertility
treatment (Oberg et al., 2018). While research is ongoing, the American College of Obstetricians and Gynecologists
(ACOG) makes several recommendations to address this risk:

« counsel patients about their risk before initiating treatment;

« carefully evaluate patients for and address any medical conditions that could increase the risk for perinatal
complications;

« make an effort to limit the number of gestations, including eSET when appropriate, and following ASRM
guidelines regarding embryo transfer;

- screen for and address any potential risk to offspring related to genetic conditions; and

« discuss the option of multifetal reduction in higher-order multiple gestations (Perinatal risks, 2020).

Miscarriage is still a risk with infertility treatment due to several factors, primarily maternal age. The rate is
comparable to the rate of pregnancy loss in the general population: “The rate of miscarriage may be as low as 15
percent for women in their 20s to more than 50 percent for women in their 40s.” (American Society for Reproductive
Medicine, 2015).

Ectopic Pregnancy

An ectopic pregnancy is one in which a fertilized egg implants in the fallopian tube or other location outside the
uterus. This is a life-threatening situation for the patient because of the risk that the fallopian tube can rupture and
cause internal bleeding. In the past, the rate of ectopic pregnancy was much higher in people undergoing infertility
treatment (Cirillo et al., 2022). However, a 2022 study looking at 27,376 infertility cycles found that the ectopic
pregnancy rate was comparable to that of the general population, around 1.8 percent (Cirillo et al.). Researchers did
note that people undergoing infertility treatment may have characteristics that put them at higher risk for ectopic
pregnancy, such as the presence of scar tissue or adhesions, pelvic infection, or endometriosis (Cirillo et al., 2022).

Serum human chorionic gonadotropin (hCG) levels are drawn every 2 days in the beginning of a pregnancy. This type
of test provides a quantitative value of the amount of hormone in the blood. This is different from a home pregnancy
test, which detects the presence of only a threshold amount of hCG. The levels of hCG in a healthy pregnancy
typically double every 2 to 3 days. Ectopic pregnancy must be suspected when a patient has a poorly rising hCG



level or the absence of an intrauterine pregnancy on a transvaginal ultrasound. Other signs and symptoms may
include vaginal bleeding, pelvic pain, referred pain to the shoulder, rectal pressure, low back pain or weakness,
dizziness, or fainting. If an ectopic pregnancy is suspected based on ultrasound findings and the patient is
asymptomatic, they may be able to be treated with methotrexate, a chemotherapy agent that stops cells from
dividing and ends the pregnancy. However, the patient may need to be treated with emergency laparoscopic surgery
if the fallopian tube ruptures or if internal bleeding occurs.

Cancer

Research into the risk of cancer after undergoing infertility treatment is ongoing. However, early studies are
promising. According to the National Cancer Institute Division of Cancer Epidemiology and Genetics, the effects of
ovulation induction on endometrial and ovarian cancers appear to be negligible. The institute did find one exception,
though: “The only significant excess risk was that of ovarian cancer associated with clomiphene exposures among
[persons] who remained nulligravid during follow-up” (National Cancer Institute, n.d.). They also found a
significantly higher risk for breast cancer in persons who had participated in more than 12 clomiphene cycles, which
is much higher than a patient would undergo in the clinical setting (National Cancer Institute, n.d.).

A very large study looked at 1,085,172 Danish children born as a result of various types of infertility treatment and
ovulation induction medications. Researchers found that while there was a very small increased risk of childhood
cancer in children born because of frozen embryo transfer, this association was not found with other types of
infertility treatment or medication (Hargreave et al., 2019).

Ovarian Hyperstimulation Syndrome

Ovarian hyperstimulation syndrome (OHSS) is one of the most common complications of ovulation induction
medication. It occurs most commonly during IVF but happens rarely with the use of clomiphene or gonadotropins
for IUL. This condition is caused by an overresponse to the ovarian stimulating medication, causing many developing
egg follicles and a high estradiol level. This causes ovarian enlargement and fluid to leak into the abdomen, causing
bloating. OHSS ranges from mild to severe, depending on the amount of fluid present in the abdomen. Patients with
mild OHSS present with mild bloating, nausea, and weight gain. It may progress to moderate OHSS when those
same symptoms are present and increased in intensity and number. Severe OHSS is diagnosed when the patient has
significant bloating, leading to vomiting, pain, shortness of breath, and even blood clots in the legs.

Nurses must be aware of these symptoms, especially when working in the acute care setting where a patient may
seek help. Interventions that help with OHSS include:

 increasing fluid intake of electrolyte-rich fluids

 intravenous fluids if the patient is struggling to drink enough fluid

= measuring weight daily to track fluid gain

» bedrest or decreased activity to reduce the risk of ovarian torsion

« paracentesis of the abdomen to reduce fluid accumulation (National Library of Medicine, 2021a).

OHSS can progress and become severe, especially if not appropriately managed. In most cases, OHSS resolves
within 2 weeks once the patient gets their period after the cycle. However, if the patient becomes pregnant, the
symptoms of OHSS can continue to be problematic for a couple of weeks (American Society for Reproductive
Medicine, 2014). For this reason, some providers recommend that a couple freeze all developing embryos instead of
transferring them immediately after their IVF cycle, especially if the patient is at higher risk for OHSS.

Egg-Retrieval Procedure Complications
Like all invasive procedures, the egg-retrieval procedure does pose risks, though they are rare. Complications
associated with the procedure include:

- vaginal bleeding or pain

- ovarian hemorrhage due to puncture

- damage to bladder, bowel, ureter, or large blood vessels

« infection (American Society for Reproductive Medicine, 2015).

It is important for the nurse in the postanesthesia care unit, the infertility center, and the acute care center to be
aware of the signs and symptoms of these conditions and alert the provider immediately. Though rare, these
complications could pose a significant risk to the patient if not promptly treated.



Stress

Stress to the individual, couple, and family can be profound and challenging when undergoing infertility treatment.
By the time they seek care, they have likely struggled with trying to conceive for months. They may have dealt with
pregnancy loss or miscarriage and may be grieving the loss of the family they thought they would have. This stress is
compounded during infertility treatment: They may be worried about being able to cope with the number of
injections needed, the financial implications of their treatment, challenges to work and personal schedules, and, of
course, whether the treatment will work.

REAL RN STORIES

Nurse: Nicole, MSN, RN

Years in Practice: 8

Clinical Setting: Outpatient infertility center
Geographic Location: California

It is always important to listen to your patient and hear what they are telling you, especially if it doesn’t match their
clinical data. Several years ago, I was working as a registered nurse in an outpatient infertility center where the
nurses rotated taking call each weekend to address urgent patient concerns and questions. I received a phone call
on Saturday afternoon from a pregnant patient who reported significant cramping. She denied vaginal bleeding,
fever, or any other symptoms.

After performing a brief assessment over the phone, I accessed her digital chart to review her clinical information.
This patient had come into the office the day before for her first pregnancy scan. Everything was normal: Her beta-
hCG levels had risen appropriately from the beginning of her pregnancy and a single intrauterine pregnancy (IUP)
with a heartbeat was visualized on ultrasound.

Objectively, I knew that cramping was normal in early pregnancy and that all her clinical data pointed to a normal,
healthy pregnancy. However, her voice didn’t sound quite right, and she seemed like she was in a lot of pain. I
reassured her that it was probably normal but instructed her to head to the emergency room to get checked out, just
in case. She did and notified us later that she was diagnosed with a heterotopic pregnancy. In addition to the normal
intrauterine pregnancy, she had a second ectopic pregnancy in her fallopian tube that had ruptured. She was
bleeding into her abdomen and required emergency surgery. Heterotopic pregnancy is a very rare, and serious,
complication of infertility treatment. In fact, the physician I worked for had never seen a case of heterotopic
pregnancy in his many years of practice.

Assessing your patient is sometimes more than just looking at clinical cues. As your clinical experience grows, you
will start to develop nursing intuition that will help guide you in your decision making. Nursing intuition is more than
just a “gut feeling.” It is the accumulation of nursing knowledge and expertise and critical thinking skills, and should
be honored. This case is an example of how objective clinical data combined with my subjective assessment that
something wasn’t quite right led to the patient receiving the urgent care they needed without delay.

It is not unusual for all those stressors to impact not only the couple’s marital relationship but also their
relationships with others. Making a baby is an incredibly personal act, and having a highly trained and invasive
medical team telling a couple when to have intercourse or avoid it can take the fun and intimacy out of the process.
The couple may face pressure from family members to try again when they aren’t quite ready or to take a break
when they want to dive back in with another cycle. Well-meaning family or friends may ask invasive questions or
offer unhelpful advice. When added to the stress associated with the medical treatment itself, it’'s no wonder that
most people undergoing infertility care report high levels of stress and anxiety (Domar, n.d.).

The nurse plays a pivotal role in helping the couple deal with infertility-related stress by assessing coping skills,
stress levels, and support. The nurse may be able to offer coping strategies, an empathetic ear, or education that
can help to put concerns to rest. If needed, the nurse can also recommend local support groups or provide a referral
to a nearby reproductive therapist who specializes in helping couples at this stage in their life.
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@ LINK TO LEARNING

Society for Assisted Reproductive Technology (SART) is a professional organization dedicated to professionals

working in the infertility field. They also record and publish member clinic statistics (https://openstax.org/r/77SART)

so that the public can make an informed decision when selecting a clinic.



https://openstax.org/r/77SART

Summary
4.1 Fertility and Conception

Fertility is the ability to conceive a pregnancy. Many intricate processes must successfully occur to achieve
conception. Couples with infertility may seek care from a reproductive endocrinologist who specializes in the
treatment of infertility. Infertility can be caused by factors in either or both partners, though in many cases, a
specific cause cannot be identified. Assessing a couple who presents with infertility involves looking at both
partners and the three main factors that are essential for conception: the release of an egg, the presence of sperm,
and a healthy environment for implantation. Though conception and pregnancy are largely physiologic events, the
nurse must not neglect the important psychosocial factors that are associated with fertility and conception,
including stress and societal pressures. Patient teaching is an essential function for the nurse caring for all patients
considering conception.

4.2 Genetics

Humans typically have a total of 46 chromosomes organized in pairs: 22 pairs of autosomes (body chromosomes)
and 1 pair of sex chromosomes (XX in people who are genetically female or XY in people who are genetically male).
One set of chromosomes (22 autosomes and 1 sex chromosome) is inherited from each parent. Sometimes, an error
in replication occurs, and an abnormal number of chromosomes results.

Genetic transmission between generations can lead to autosomal dominant inheritance disorders and autosomal
recessive disorders. X-linked disorders disproportionately affect more males than females because males must
inherit only one affected X chromosome to be affected.

Patients have many options for genetic screening, both prenatally and postnatally. Prenatal screening is done during
pregnancy to determine the risk that the fetus has for aneuploidy, a neural tube defect, or another abnormality
suggestive of a genetic disorder. Prenatal diagnostic testing includes chromosomal analysis. Postnatal testing, or the
newborn screen, is done after the baby is born and consists of a capillary blood test. The hope is that early detection
and treatment of these conditions improves the quality of life for newborns.

4.3 Causes of Infertility

Causes of infertility are multifactorial. Many causes of infertility in both persons assigned female at birth and those
assigned male at birth are similar, such as medications, environmental toxins, hormones, and medical conditions.
Treatments are available for many causes of infertility; yet not all causes of infertility are diagnosable or treatable.
The nurse can be an excellent support to couples experiencing infertility by providing education, referrals, and
emotional support.

4.4 Treating Infertility

When a patient or couple presents with difficulty in conceiving, the first step is a comprehensive assessment of both
partners. Once the initial assessment has been completed, the provider will create a plan of care. Pharmacologic
management of infertility, also known as ovulation induction or ovarian stimulation, is used in conjunction with many
of the treatment options available for infertility. Medications are used to control the menstrual cycle and ovarian
response to increase the odds of conception. IUI and IVF are procedures available for treatment of infertility. Like
any medical procedure, infertility treatments do pose some risks. Educating patients about what to expect, what is
normal, and what should be reported is a crucial function of all nurses practicing in this field. In addition, it is
important to recognize signs and symptoms of potentially serious complications and how to manage them.

Key Terms

amniocentesis test that evaluates the amniotic fluid surrounding the fetus

aneuploidy abnormal number of chromosomes

anovulation complete absence of ovulation

antral follicle small ovarian follicle that can be seen and counted on transvaginal ultrasound

autosomal dominant type of inheritance that occurs when only one copy of the dominant allele is needed to
express the trait

autosomal recessive type of inheritance that requires the presence of both recessive alleles for the trait to be



expressed

autosome body chromosome

azoospermia complete absence of sperm cells

chromosome contains thousands of genes, which make up the basic unit of heredity and are composed of proteins
and DNA

cryopreservation freezing of embryos after in vitro fertilization for later use

diploid cell containing two sets of chromosomes, such as the body cells

fallopian tube small tube that allows the passage of the egg from the ovary to the uterus

fertility person’s ability to become pregnant

fertilization penetration of an ovum by a single sperm cell

gamete intrafallopian transfer (GIFT) procedure that includes ovulation induction and laparoscopic egg retrieval
(performed through an incision in the abdomen instead of transvaginally), the mixing of retrieved eggs and sperm
provided by the male partner, and the transfer of those gametes immediately into the fallopian tube for
fertilization to occur inside the body

gonadotoxin chemical or substance that can affect the production of sperm or ova

haploid cell containing one set of chromosomes, such as the gametes

hysterosalpingography infusion of radioactive dye through a small catheter in the cervix and into the uterus and
fallopian tubes.

in vitro fertilization (IVF) intense process that involves the stimulation of superovulation, the removal of eggs
through surgical aspiration, fertilization in the lab, and transfer of resulting embryos back to the female patient

infertility inability to become pregnant after 1 year of regular sexual intercourse without using any form of birth
control

intrauterine insemination (IUI) medical procedure performed by medical providers or specially trained nurses, in
which specially washed sperm cells are injected through a catheter into the uterus

karyotype simple blood test where the sample is treated with a special stain that allows the chromosomes to be
visualized, sorted into their 23 matching pairs so that they can be identified and evaluated

laparoscopy minimally invasive surgical procedure that allows direct observation of the uterus and other pelvic
structures

meiotic occurring by the process of meiosis, when a parent cell divides to produce two daughter cells, each with
only one set of chromosomes

mitotic occurring by the process of mitosis, when a single parent cell divides to produce two daughter cells with
the full set of parental chromosomes

multifactorial inheritance controlled by multiple genes

newborn screen capillary blood test that occurs after birth; mandated by U.S. law but is run by each state and
recommends testing for 31 core disorders and an additional secondary 26 disorders

nondisjunction abnormal separation of chromosomes (or lack of separation) during mitosis or meiosis that results
in an extra chromosome, or set of chromosomes, found in one daughter cell, with the other daughter cell missing
chromosomes

oligoovulation pattern of irregular ovulation

oligospermia low sperm count

ovarian reserve number of immature eggs that remain in the ovary

ovulation release of a mature egg

polyploidy abnormal number of chromosome sets

prenatal screening series of tests that occur during pregnancy to determine the risk that the fetus has an
aneuploidy, neural tube defect, or other abnormality suggestive of a genetic disorder

primary infertility lack of fertility in a person who has never been pregnant

primary ovarian insufficiency (POI) ovarian failure before the age of 40

secondary infertility lack of fertility in a person who has previously carried and delivered a pregnancy

semen analysis simple test that evaluates the quantity and quality of sperm in a sample

sonohysterogram in-office procedure that can be performed to evaluate the uterine lining and cavity

spermatogenesis production of mature sperm cells

superovulation development and maturation of several egg follicles

third party reproduction use of a third party, usually a sperm donor, an egg donor, or a gestational carrier, in




conjunction with an IVF cycle

unifactorial inheritance controlled by single genes

varicocele mass of varicose veins in the spermatic cord

vertical transmission tendency of disorders to run in families across multiple generations

X-linked type of inheritance in which genes carried on the X chromosome are passed down to the next generation

zygote diploid cell that results from the joining of an egg and sperm

zygote intrafallopian transfer (ZIFT) procedure that starts as a traditional GIFT, but fertilization is allowed to
occur in the laboratory; once the fertilized eggs have formed zygotes, they are transferred back into the fallopian
tubes

Assessments

Review Questions

1.

In which structure does fertilization usually occur?
the ovary

the uterus

the fallopian tube

the vagina

e o oo

How many mature ova result from a single cycle of oogenesis?

a. 1
b. 2
c. 3
d 4

What hormone is secreted by the corpus luteum after ovulation?
a. prolactin
b. progesterone
c. luteinizing hormone
d. follicle-stimulating hormone

What karyotype would the nurse anticipate for a patient with Klinefelter’s syndrome?
a. XO
b. XXY
c. XYy
d. XXX
What information would the nurse include when teaching a patient newly diagnosed with Huntington disease
about having children?
a. “Both you and your partner must carry the gene for your children to get the disease.”
b. “The geneis found on the X chromosome. Only male children have a risk of inheriting the disease.”
c. “You have a 50 percent chance of passing the gene on to your children.”
d

“It occurs only when the chromosomes don’t divide correctly, causing one cell to have too many
chromosomes.”

What patient statement indicates the need for further education about amniocentesis?
a. “Itcan be used to test for neural tube defects.”
b. “Itis performed between 15 and 20 weeks’ gestation.”
c. “Itis performed using a sterile needle to withdraw a sample of amniotic fluid.”
d. “The sample can be obtained using a transcervical approach.”

. What is an example of a statement by the patient that indicates effective teaching by the nurse about

methods to improve fertility?



8.

10.

11.

12.

13.

14.

“Caffeine does not affect my fertility.”

“I should start taking prenatal vitamins to increase my chances of conception.”

“My partner should avoid any exercise while we are trying to conceive to avoid damaging the sperm.”
“Smoking can increase my risk of miscarriage.”

e o oce

What condition would the nurse suspect in a patient with irregular menstrual cycles, obesity, and abnormal
hair growth on the face?

a. endometriosis

b. hyperprolactinemia

c. polycystic ovary syndrome

d. hydrosalpinx

What term would the nurse use to document the lab results of a patient with a zero sperm count?
a. azospermia
b. oligospermia
c. varicocele
d. retrograde ejaculation

The nurse is reviewing the hormonal blood work from a patient who is tracking their cycle to try to conceive
this month. The patient’s estradiol and progesterone levels are low. What statement would the nurse include
in the patient teaching?

a. “You have already ovulated this month. Let us know if you are not pregnant, and we will try again next

month.”

b. “You should have intercourse tonight and tomorrow. This is the best time to try to conceive.”
“You are at the very beginning of your cycle and will be getting your period very soon.”
d. “We can’t tell where you are in your cycle from this blood work. You may need to repeat it next week.”

o

The nurse would anticipate that a patient with elevated levels of which hormone would require radiologic
imaging of the brain?

a. TSH

b. prolactin

c. progesterone
d. FSH

What patient may need laparoscopic surgery?
a. a patient with low antral follicle count
b. apatient with an elevated prolactin level
c. apatient with patent fallopian tubes on hysterosalpingogram
d. apatient with suspected endometriosis

What medication would the nurse include in the discharge teaching for a patient after an egg retrieval?
a. birth control pills
b. follitropin
c. estrogen supplementation
d. ganirelix acetate

What condition would the nurse suspect when a patient calls to report feeling very bloated after egg retrieval
3 days ago?

a. ovarian hyperstimulation syndrome

b. ectopic pregnancy

c. ovarian hemorrhage

d. hydrosalpinx




Check Your Understanding Questions

1. What information would you provide to a patient who asks why it is possible to get pregnant only for about a
week each month?

2. Why are males disproportionately affected by color-blindness?
3. How would you explain the different options for early genetic screening to a newly pregnant patient?

4. How would you respond to a patient who asks why they need to be tested for HIV before undergoing fertility
treatment?

5. How would you reply to a patient who asks about their risk for cancer after taking infertility medications?
Reflection Questions

1. What information should you provide to a 35-year-old patient who asks if she can wait until she’s older to get
pregnant?

2. What information would you provide to a patient who recently learned that they are a carrier for cystic
fibrosis?

3. Which test would you recommend to a patient who had an abnormal result on their first trimester screening
and expresses the desire to terminate the pregnancy if the fetus has a serious genetic abnormality?

4. How would you respond when a patient states that they want several embryos transferred so that they can
have twins?

5. Why is it important for the patient to take a GnRH agonist or antagonist as part of their ovulation induction
medication?

What Should the Nurse Do?

Alex is 32 years old and presents to a fertility clinic seeking guidance on conception-related concerns. Alex and her
partner have been attempting to conceive for over a year without success. She reports irregular menstrual cycles,
ranging from 28 to 40 days, and notes increased emotional distress associated with each unsuccessful attempt.
Alex's medical history reveals a diagnosis of polycystic ovary syndrome (PCOS) since her early 20s. Despite
managing PCOS with lifestyle modifications, including dietary changes and regular exercise, conception remains
elusive. Psychosocially, Alex expresses heightened anxiety about her ability to conceive and build a family. Her vital
signs include a blood pressure of 120/78 mm Hg, a heart rate of 76 beats per minute, and a body mass index (BMI)
of 25.3. The patient's psychiatric history includes a brief episode of depression in her late teens, managed with
counseling.

1. Considering Alex’s case, how might the physical components of fertility, such as ovulation and hormonal
changes, contribute to her challenges in conceiving? Additionally, discuss the psychosocial factors mentioned
in the case that could impact Alex's fertility journey.

2. Based on the information provided in the chapter, explain the stages of conception, focusing on ovulation and
fertilization. How might abnormalities in these stages, as seen in Alex's case, contribute to infertility?

3. Utilizing the chapter content, discuss the different causes of infertility and how PCOS, as seen in Alex's case,
fits into these causes. What role does diagnostic testing play in identifying specific causes?

Taylor is 28 years old. She visits a genetic counseling clinic due to concerns about her family's medical history.
Taylor's father was recently diagnosed with Huntington disease, an autosomal dominant genetic disorder. Fearing
the potential inheritance of the disorder, Taylor seeks guidance on her reproductive choices and the likelihood of
passing the condition to her future children. Taylor reports no symptoms of Huntington disease at present, and her
medical history is unremarkable. She expresses anxiety about the uncertainty surrounding her genetic
predisposition. Vital signs reveal a blood pressure of 118/72 mm Hg, a heart rate of 80 beats per minute, and a BMI
of 23.6.
4. Given Taylor's family history of Huntington disease, which is an autosomal dominant genetic disorder, explain
the characteristics of autosomal dominant inheritance. How does it differ from autosomal recessive and X-
linked recessive patterns?



5. Considering Taylor's concerns about Huntington disease, how can genetic testing assist her in making
informed reproductive choices? Discuss the importance of genetic counseling in this context.

6. In Taylor's situation, what prenatal and postnatal testing options are available to assess the risk of
Huntington disease in her future children? Compare the advantages and limitations of these options.

Arjun, a 32-year-old software engineer, and his partner, Aisha, a 30-year-old teacher, arrive at the fertility clinic
seeking assistance with fertility-related challenges. Arjun shares that despite actively trying to conceive for the past
18 months, the couple has not achieved a successful pregnancy. Arjun expresses his growing concern about his
reproductive health, particularly due to the lack of any prior experience fathering a child. During the consultation,
Arjun discloses experiencing occasional testicular discomfort but emphasizes that it is not accompanied by
significant pain. He notes that these sensations have been intermittent and do not seem to be associated with any
specific activities or conditions. Aisha provides additional details, mentioning that they have been tracking Aisha's
menstrual cycles and timing intercourse during what they believe to be her fertile period. Arjun's medical history
reveals a generally healthy person with no known chronic conditions, allergies, or previous surgeries. He denies any
history of sexually transmitted infections (STIs) or other reproductive health issues. His lifestyle involves moderate
physical activity, and he maintains a balanced diet. Arjun is a non-smoker and reports occasional social alcohol
consumption.

7. Based on Arjun and Aisha's case, what aspects of Aisha’s health history and potential factors mentioned in
the chapter could be explored to understand the reasons for their infertility, considering conditions like
ovulatory disorders and structural problems?

8. Considering Arjun's case, how might the information provided about male factor infertility, such as hormonal
abnormalities and exposure to gonadotoxins, help in understanding Arjun's concerns about his reproductive
health?

9. In the context of Arjun and Aisha's case, how could patient teaching about ways to optimize fertility be
tailored to address their specific needs and concerns during their fertility journey?

Priya is 35 years old when she presents at a fertility clinic accompanied by her husband, Rahul. The couple is
seeking assistance due to challenges in conceiving a child despite actively trying for over 2 years. Priya reports
irregular menstrual cycles and occasional pelvic pain during menstruation. Her medical history reveals a diagnosis
of polycystic ovary syndrome (PCOS) in her early twenties. She manages PCOS with lifestyle modifications and has
no significant psychiatric history. During the initial assessment, Priya describes experiencing emotional distress and
feelings of inadequacy related to their fertility struggles. Rahul is supportive but expresses concern about the
impact of infertility on their relationship. Priya's vital signs, including blood pressure, heart rate, and BMI, fall within
normal ranges.
10. Based on Priya's case, what specific fertility tests might be recommended, considering her history of irregular
menstrual cycles and PCOS diagnosis?
11. Asanurse, what are the key nursing implications when communicating fertility test results to Priya and Rahul,
especially considering Priya's emotional distress?
12. Describe the family planning options that Priya and Rahul might explore during infertility therapy, considering
Priya's PCOS and emotional distress.
13. Identify and discuss potential complications that Priya might encounter during infertility treatment. How
should the nurse educate her about these risks?

Competency-Based Assessments

1. Create a poster for a high school health class that explains the development of sperm cells. Include a diagram
of the process.

2. Explain fragile X transmission.
3. Develop a 5-minute presentation that explains the benefits and uses of the newborn screen.

4. Design a pamphlet that can be distributed to patients that discusses ways they can increase or protect their
fertility before or while trying to get pregnant.

5. Prepare patient educational materials to be given to patients when they are discharged from having their egg
retrieval. What type of information would you include?
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CHAPTER 5
Family Planning

FIGURE 5.1 Methods of Family Planning Many contraceptive options are available to patients. The nurse has a unique opportunity to
explain to patients the pros and cons of each method. (credit: “Female holding contraceptives” by Marco Verch Professional Photographer,
CC BY 2.0)
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INTRODUCTION Every day approximately 800 women die from pregnancy-related conditions (World Health
Organization [WHO], 2023d). Specific populations are at increased risk for pregnancy complications. Empowering a
person to choose if and when to have a child by providing safe and affordable access to contraception is shown to
reduce poverty, morbidity, mortality, instances of unintended pregnancies, abortions, maternal deaths, and infant
deaths (Sarder et al., 2021)

Healthy People 2030’s objective of improved pregnancy outcomes and prevention of unintended pregnancy is a
priority in contraceptive counseling. Nearly half the pregnancies in the United States are unplanned. Unplanned
pregnancy can lead to outcomes such as perinatal depression, anxiety, preterm birth, low birth weight, and
decreased maternal-infant attachment (U.S. Department of Health and Human Services, 2023). Contraceptive
availability is a foundational goal; however, sociocultural expectations also play an important role in this initiative.
Attitudes of women and the society they live in—the feeling that they should produce until a set number of children
are born or until they can no longer give birth—is a key sociocultural inhibition to the use of contraception (Bapolisi



et al,, 2024).

5.1 Contraception: The Nurse’s Role

LEARNING OBJECTIVES
By the end of this section, you will be able to:
- Perform a history and physical for a person seeking contraception
- Explain the general information and education provided to a person seeking contraception

This section discusses the history and physical performed and education provided when a person seeks
contraception. The history includes a detailed reproductive history in addition to the personal and family health
history. The physical exam often includes a pelvic exam and sexually transmitted infection (STI) testing when
indicated.

History and Physical for Contraception

Obtaining a health history for contraception encompasses a thorough reproductive and medical history. The nurse
enquires about menarche, frequency and length of menstrual cycle, characteristics of the cycle (pain, heavy
bleeding, clots, mood changes), number of pregnancies and births, pregnancy complications, previous use of
contraception, STI history, desire for pregnancy and spacing of births, surgeries, infertility, family history, and
genetic history, along with any risk of thrombosis or clotting. Table 5.1 lists specific questions to help the nurse and
patient determine the best contraception for that patient.

Nurse’s Question Reason

Tell me about your periods. Are they heavy or Helps determine any irregularities in the cycle or any

irregular? Do you experience clots and/or pain? Do discomforts that could be relieved by noncontraceptive

you experience other symptoms such as headaches or | properties of a contraceptive method

nausea?

How many times have you been pregnant? How many Determines past fertility; explores elected and/or

live births? spontaneous abortions

Were all of your pregnancies planned? Explores if the person has been successful in
preventing pregnancy and becoming pregnant on their
time plan

If unplanned, were you using any type of Determines what methods have worked in the past and

contraception? which have not

Are you in a monogamous relationship? Allows the nurse to discuss a barrier method to prevent
STIs

Did you have any pregnancy or abortion Determines risk factors associated with pregnancy that

complications? the person should be counseled about regarding timing
or contraindications for pregnancy or contraception

TABLE 5.1 The Reproductive Health History

Choosing a contraceptive technique should include shared decision making between the nurse and the person
making the decision.

Questions to Consider Prior to Providing Contraceptive Education

The nurse becomes familiar with what is important in a contraceptive method for the person. This allows the nurse
to point out pros and cons of each method related to the individual needs of that person. The nurse should
determine if the person has any religious or sociocultural considerations related to pregnancy prevention, how often
they anticipate having penetrative sex, and their sexual orientation and gender. The nurse must take care to ask



patients who are LGBTQIA+ the contraceptive questions on the intake form. Regardless of a patient’s sexual
orientation or gender identity, contraception can provide many health benefits. Table 5.2 lists other important
questions to ask during contraceptive counseling.

Nurse’s Question

Reason

What is important to you
about your contraceptive
method?

Allows the nurse to understand what property of the method is important to the
person (long-term or short-term method, taking a pill every day, not needing to
think about contraception daily, not wanting hormones, needing STI protection)

What contraceptive
method(s) have you used
before, and would you use
it(them) again?

Allows the nurse to determine if a previous contraceptive method was
acceptable and sheds light on what the person liked or disliked about that
method

How important is it to
prevent pregnancy?

Allows the nurse to discuss efficacy of each method

How well do you remember
to do something daily?

Determines if a daily, weekly, monthly, or long-term method will be most
effective

Are you planning a
pregnancy in the future?
When?

Important to know the plan for pregnancy to determine if long-term or short-
term contraception is ideal for that person.

TABLE 5.2 Contraceptive Counseling Questions

Sr&) LEGAL AND ETHICAL ISSUES

Providing Birth Control to Minors

Different states have different laws regarding providing birth control to people under 18 years of age. This means
some health-care providers are bound by law to inform parents or guardians about a patient’s desire for birth
control. In other states, minors have the right of confidentiality and consent. Either way, health-care providers must
provide informed consent and counseling in regard to birth control. This requires the patient to understand the risks,
benefits, and potential side effects of the method. The nurse or health-care provider must ensure the minor
understands this information prior to signing a consent form. If the minor does not understand the information, the
nurse or provider can encourage the patient to call a parent or guardian to sign the consent for them.

Using the MEC Criteria by the Centers for Disease Control and Prevention

Certain contraceptive options are contraindicated due to a person’s health history. For example, methods containing
estrogen come with more risk and must be chosen carefully. The Centers for Disease Control and Prevention (CDC)
has developed the U.S. Medical Eligibility Criteria for Contraceptive Use (US MEC), shown in (Table 5.3), a
straightforward way to assess if a patient is eligible for a type of contraception based on medical conditions or
previous medical conditions (Curtis et al., 2016). The US MEC helps the nurse or clinician compare the patient’s
medical history with the contraceptive they wish to use. This tool uses a rating scale to determine the safety of all
contraceptive forms, with 1 being the safest and 4 being not safe at all (Curtis et al., 2016). This assists in
determining the risk versus benefit of each contraceptive option and to ensure the patient has made an informed
decision when choosing a contraceptive for themselves.



MEC Number Definition

1 There is no restriction for use of the contraceptive method.

2 There is an advantage of using a contraceptive method that outweighs any risk.
3 There is a risk that outweighs the advantages of the contraceptive method.

4 There is an unacceptable health risk if the contraceptive method is used.

TABLE 5.3 Medical Eligibility Criteria for Contraceptive Use Defined

The nurse can print the PDF version of the MEC (https://openstax.org/r/77MedEligCrit) and hang it in clinic rooms for
reference. Nurses can also download the MEC app onto their computer or smartphone. This is a great way to
enhance evidence-based practice and ensure safe care for all patients during contraceptive visits.

@ LINK TO LEARNING

The U.S. Medical Criteria for Contraceptive Use (https://openstax.org/r/77contraception) are a great tool to help
nurses assess if a patient’s contraception is appropriate and safe for them based on their current sexual activity,
plans for the future, and medical history.

Safer Sex

The safest sex is abstaining from sexual intercourse. Safer sex is the prevention of STIs and pregnancy. Safer sex
methods include vaccination against human papillomavirus (HPV) and hepatitis B and using internal or external
condoms, spermicides, and diaphragms or cervical caps. The nurse can educate the person on using multipurpose
prevention technologies, methods that protect from both STIs and pregnancy, consisting of internal and external
condoms (CDC, 2023c). Decreasing the number of sexual partners and frequent testing for STIs can decrease the
risk of transmission. The nurse encourages the person to talk with their partner about past partners, history of STIs,
and history of drug use.

Safer sex also includes the use of reliable contraception. The nurse can help explain all the pros and cons of each
contraceptive method and use shared decision making to find a method the person will use regularly and
appropriately. Information on emergency contraception (EC) should also be provided by the nurse. The nurse should
discuss consent for intimate touching and sex, stressing that a person can say “no” at any time during a sexual
encounter. Alcohol and drugs can alter judgment and should be avoided, as they can lead to high-risk behaviors
including unsafe sex.

@ LINK TO LEARNING

The nurse provides education on safer sex while a person is in the office. However, some patients are shy about
discussing sex. The CDC provides a list of conversation tips (https://openstax.org/r/77safesex) to help patients
discuss safer sex with their partner and with their health-care provider.

Contraception Education

The nurse’s role in providing contraception education is not only determining what method the patient wants but
also assisting them in choosing the safest and most effective method they will use. A patient may be seeking a
contraceptive method for menstrual regulation, premenstrual symptoms, preventing conception, or dysmenorrhea,
which is very painful menstrual cramping that interferes with the person’s daily living. When providing education on
contraception, it is important for the nurse to ensure the patient understands the information provided and feels in
control of the final decision. This may include using a certified medical interpreter when the nurse and patient are
not fluent in the same language. The contraceptive visit also provides the nurse with the opportunity to include


https://openstax.org/r/77MedEligCrit
https://openstax.org/r/77contraception
https://openstax.org/r/77safesex

education about sexuality, menstruation, reproductive health, reproductive choice, and self-care behaviors that can
benefit the patient’s health and well-being.

General Information to Include When Discussing Contraception

The nurse will develop a trusting relationship with the person, reminding them that the information they discuss will
remain private. The nurse assures them they are in a safe place to ask questions or discuss their sexuality. The
nurse helps the patient determine what they want from the contraceptive method. Health-care providers and nurses
must remain unbiased regarding their opinion of the method or reason for contraception use.

Topics Covered in Contraceptive Counseling
Contraceptive methods have different mechanisms of action, side effects, effectiveness, and contraindications. The
nurse should discuss the following topics while explaining each method:

« name and classification of method

« ideal and actual effectiveness

« how the method works to prevent pregnancy
- effectiveness in STI prevention

- side effects and adverse effects

« contraindications

 lab and other monitoring

» patient education

After these topics have been discussed, the person will make an educated decision on what method is ideal. The
nurse also explains that as life changes, the contraceptive method can change to meet new needs.

5.2 Natural Methods of Contraception

LEARNING OBJECTIVES

By the end of this section, you will be able to:
« Compare and contrast the different fertility awareness methods
« Explain coitus interruptus
- Describe abstinence as a method of contraception

The decision to use natural methods of contraception can be made by intimate couples with comprehensive,
informed knowledge of available choices, risks, benefits, and long-term effects. Other factors that can influence the
decision to use nonpharmacologic methods include religion, sociocultural expectations, cost-effectiveness, lack of
insurance, and a desire to avoid the use of pharmacologic contraceptive products. Nurses can provide guidance and
education to people desiring to use these methods.

Fertility Awareness Methods

Natural methods of contraception include fertility awareness methods (FAM), which are those that require the
person who is menstruating to monitor the menstruation cycle and fertile window and avoid vaginal coitus (penile-
vaginal intercourse) during the fertile window. Some people use a combination of fertility awareness and a barrier
method during the fertile window. The six methods to monitor fertility discussed in this chapter are the calendar
rhythm method, standard days method, Billings Ovulation Method, symptothermal method, basal body temperature
method, and lactational amenorrhea method. FAM are 95 percent to 99 percent effective with perfect use
(American College of Obstetricians and Gynecologists [ACOG], 2022c). Typical use efficacy is approximately 75
percent (Natural family planning, 2022).

Calendar Rhythm Method

The calendar rhythm method assumes that ovulation occurs within 14 days of the start of menstruation. To use this
method, the menstruating person must know for certain the start day of the menstrual period and keep a record of
the past 6 months of periods from start date to end date, to identify the shortest and longest menstrual cycle. The
first day of the menstrual cycle is noted as the first day of menstruation. The fertile phase is calculated from 18 days
before the end of the shortest recorded cycle through 11 days from the end of the longest recorded cycle. The
individual/couple must abstain from vaginal coitus during that time frame. For example, if the individual has
recorded a shortest menstrual cycle of 28 days and a longest of 35 days, the individual’s fertile time will be



calculated as shown in Table 5.4.

Calculation Interpretation

18 days before the end of the shortest menstrual cycle: | Fertile period begins at day 10 of cycle.

28-18=10
11 days from the end of the longest menstrual cycle: Fertile period ends at day 24 of cycle.
35-11=24

Fertile period is 14 days, from day 10 of the menstrual cycle through day 24.

TABLE 5.4 Calculations for the Calendar Rhythm Method

Standard Days Method

The standard days method is a good option for those whose menstrual cycle is consistent, regular, and between 26
and 32 days in length. With perfect use, this method is 95 percent effective, and typical use is 88 percent effective
(Weis & Festin, 2020). The nurse educates the patient/couple to avoid vaginal coitus or to use a barrier method
between cycle days 8 through 19 (Hatcher, 2018). Downloadable apps can help patients to remember to abstain or
to use barrier protection during these days, or patients can use CycleBeads.

LINK TO LEARNING

CycleBeads are a method of helping a patient follow the standard days method of birth control. They consist of a
beaded strand (https://openstax.org/r/77cyclebeads) that contains blue, white, yellow, and red beads. Blue beads
mark days when pregnancy is very unlikely, white beads mark days when pregnancy is likely, the red bead marks the
day when menstruation should begin, and the yellow bead marks when menstruation should begin for those with
shorter periods (like 26-day cycles). This beaded strand can help a patient to either avoid pregnancy or become
pregnant, if desired. There is also an app the patient can download for their mobile device if desired.

Billings Ovulation Method

The Billings Ovulation Method is the most “hands on” method among the fertility awareness methods and has been
shown to be 96.6 percent to 98.9 percent effective with perfect use and 66.4 percent to 90 percent with typical use
(Ayala-Ramirez et al., 2023; Turner, 2021). This method involves the person’s assessment of cervical mucus
throughout the menstrual cycle. The amount and character of cervical mucus change throughout the menstrual
cycle because of the levels of estrogen and progesterone in the blood and the position of the cervix. At the time of
ovulation, the mucus becomes more estrogen dominant and presents as a much more copious, clear, and
stretchable discharge called spinnbarkeit. The reason for this change at ovulation is to allow sperm to move with
more fluidity through the vagina and uterus to get to an egg and fertilize it (Hatcher, 2018). Additionally, spinnbarkeit
will appear in a “ferning” pattern when placed on a glass slide under a microscope. After ovulation, the consistency
of cervical mucus returns to thick and sticky, due to an increase in progest