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NCLEX® EXAM TIPS

Review the key concepts and content areas specific to maternity nursing,
including pregnancy, labor and delivery, postpartum care, newborn care, and
high-risk pregnancy.

Familiarize yourself with the common conditions, complications, and nursing
interventions related to maternity care.

Pay special attention to topics such as fetal development, stages of labor,
postpartum complications, and newborn assessments.

Look for questions that cover different areas within maternity nursing,
including normal and abnormal findings, nursing interventions, prioritization,
and client education.

Pay attention to the rationales provided for each question, as they will help
you understand the underlying concepts and reinforce your knowledge.
Create a study plan that allocates dedicated time for maternity nursing review.
Break down the topics into manageable sections and allocate specific study
periods for each topic.

Consistency is key, so aim for regular study sessions rather than cramming all
the material at once.

Analyze the scenarios, identify the priority nursing actions, and consider the
holistic care approach for both the mother and the newborn.

Learn and apply effective test-taking strategies, such as strategic guessing,
eliminating incorrect options, and prioritizing care based on the client's
condition.

Read each question carefully, paying attention to keywords, and consider the
context before selecting your answer.

Manage your time wisely during the exam, ensuring that you allocate
sufficient time for each question while leaving some buffer for review.
Remember, practice and a thorough understanding of the content are crucial
for success in the NCLEX exam. Best of luck with your preparation!



NCLEX® MNEMONICS

The APGAR score is a quick assessment tool used to evaluate the overall condition of a
newborn at one minute and five minutes after birth.

Activity: Assessing muscle tone and activity level.

Pulse: Evaluating the newborn's heart rate.

Grimace: Checking the response to stimulation, such as reflexes or irritability.
Appearance: Observing the color of the newborn's skin.

Respiration: Assessing the newborn's breathing effort and respiratory rate.

The 5 Ps of Labor help remember the factors that can affect the progress and outcomes
of labor.

Powers: Refers to the contractions and maternal pushing efforts.

Passage: Refers to the pelvis and birth canal.

Passenger: Refers to the fetus and its position, size, and presentation.

Position: Refers to the mother's position during labor.

Psyche: Refers to the emotional and psychological factors that can influence labor progress.

TORCH infections are a group of infections that can be transmitted from the mother to
the fetus during pregnancy. The mnemonic TORCH stands for:

Toxoplasmosis: Caused by the Toxoplasma gondii parasite.

Other (syphilis, varicella-zoster, parvovirus B19, etc.): Represents various other infections.
Rubella: Caused by the rubella virus.

Cytomegalovirus (CMV) infection: Caused by the CMV virus.

Herpes simplex virus (HSV) infection: Caused by the HSV virus.

The 4 T's of Postpartum Hemorrhage are the common causes of excessive bleeding after
childbirth. The mnemonic 4 T's stands for:

Tone: Refers to uterine atony, which is the most common cause of postpartum hemorrhage.
Trauma: Refers to any birth-related injuries or lacerations.

Tissue: Refers to retained placental fragments.

Thrombin: Refers to coagulation disorders or abnormal blood clotting.

HELLP syndrome is a serious complication of preeclampsia.

Hemolysis: Refers to the breakdown of red blood cells.
Elevated Liver enzymes: Indicates liver damage.
Low Platelet count: Indicates decreased blood clotting ability.



The nurse is planning care for the newborn of a birthing parent with diabetes
mellitus. What is the priority nursing consideration for this newborn?

OOO®

NOTES:

Multiple Choice Exercise

Which of the following behaviors is important for promoting a healthy pregnancy?
A) Getting regular prenatal check-ups

B) Consuming excessive amounts of caffeine

C) Smoking cigarettes

D) Engaging in high-intensity exercises

Multiple Selection Exercise

Select all the behaviors that are important for promoting a healthy pregnancy.
(Select all that apply)

A) Taking prenatal vitamins as prescribed
B) Consuming a well-balanced diet

C) Avoiding alcohol consumption

D) Limiting fluid intake

E) Getting regular exercise

F) Avoiding stress completely




ANSWER KEY

Multiple Choice Exercise:

A) Getting regular prenatal check-ups: Regular prenatal check-ups are crucial for
monitoring the health of both the pregnant woman and the developing fetus. These
check-ups allow healthcare providers to assess the progress of the pregnancy,
monitor fetal growth and development, screen for any potential complications or
risks, and provide appropriate interventions and guidance. Regular prenatal care is
essential for promoting a healthy pregnancy outcome.

Multiple Selection Exercise:

A) Prenatal vitamins provide essential nutrients like folic acid, iron, calcium, and
other vitamins and minerals necessary for the healthy development of the fetus. It is
recommended to take prenatal vitamins as prescribed by the healthcare provider.

B) A well-balanced diet ensures that the pregnant woman receives adequate
nutrition for herself and the developing fetus. It should include a variety of fruits,
vegetables, whole grains, lean proteins, and healthy fats. It is important to meet the
increased nutritional needs during pregnancy and consult with a healthcare provider
or a registered dietitian for personalized dietary recommendations.

C) Alcohol consumption during pregnancy can lead to fetal alcohol spectrum
disorders, which can cause physical, behavioral, and developmental problems in the
baby. It is recommended to completely avoid alcohol during pregnancy.

E) Regular exercise, with the guidance and approval of a healthcare provider, can
provide numerous benefits such as improved cardiovascular health, increased
muscle tone and strength, better mood, and enhanced overall well-being. However,

it is important to engage in safe and appropriate exercises during pregnancy and
avoid high-impact or high-risk activities.




REMEMBER

e Babies born to parents with diabetes mellitus may be at an increased risk of
being large for gestational age (LGA) due to the condition known as fetal
macrosomia. Fetal macrosomia refers to a baby with a birth weight above
the 90th percentile for their gestational age.

e The most important nursing consideration for a newborn of a birthing parent
with diabetes mellitus is to maintain the baby's safety due to the risk of low
blood glucose levels, also known as hypoglycemia. Babies born to mothers
with diabetes may experience a rapid drop in blood glucose levels after birth
because they were exposed to higher levels of glucose in the womb.
Hypoglycemia can be a critical condition that requires immediate attention
and intervention, making it the priority nursing consideration.

e Impaired suck and swallow reflexes can be a concern for any newborn,
including those born to parents with diabetes mellitus.

* Newborns of mothers with diabetes mellitus may have excess fat and
glycogen due to maternal hyperglycemia during pregnancy.



The nurse creates a plan of care for a birthing parent with human
immunodeficiency virus (HIV) infection and the newborn. The nurse would
include which intervention in the plan of care?

OOO®

NOTES:

Multiple Choice Exercise

A pregnant client with a history of cardiac disease asks the nurse about activities to
avoid during pregnancy. Which activity would the nurse recommend the client avoid?

A) Gentle prenatal yoga
B) Low-impact walking
C) Swimming

D) Heavy weightlifting

Multiple Selection Exercise

Select all the activities that a pregnant client with a history of cardiac disease should
generally avoid. (Select all that apply)

A) High-intensity aerobic exercises
B) Low-impact swimming

C) Heavy weightlifting

D) Prenatal yoga

E) Low-impact walking




ANSWER KEY

Multiple Choice Exercise:

D) Heavy weightlifting: This is the correct answer. Pregnant women with a history of
cardiac disease should generally avoid heavy weightlifting or any intense, high-
resistance exercises during pregnancy. Heavy weightlifting can significantly increase
intra-abdominal pressure and strain on the cardiovascular system, potentially
exacerbating cardiac issues. It can lead to increased heart rate, blood pressure, and
cardiac workload, which may pose risks to both the mother and the fetus. It is
important for pregnant women with cardiac disease to engage in safe, low-impact
exercises that are approved by their healthcare provider.

Multiple Selection Exercise:

A) High-intensity aerobic exercises: This is an activity that a pregnant client with a
history of cardiac disease should generally avoid. High-intensity aerobic exercises,
such as vigorous running or intense cardio workouts, can significantly increase the
heart rate, blood pressure, and cardiac workload. This may pose risks to both the
mother and the developing fetus. It is important to engage in exercises that are
within a safe and appropriate intensity level, as recommended by the healthcare
provider.

C) Heavy weightlifting: This is an activity that a pregnant client with a history of
cardiac disease should generally avoid. Heavy weightlifting or intense, high-
resistance exercises can increase intra-abdominal pressure and strain on the
cardiovascular system. This may exacerbate cardiac issues and lead to increased
heart rate, blood pressure, and cardiac workload. Pregnant women with cardiac

disease should opt for safe, low-impact exercises and avoid heavy weightlifting.




REMEMBER

e Monitoring the newborn's vital signs is an essential part of routine care for all
infants, regardless of their parents' HIV status.

* Maintaining standard precautions means consistently following infection
control practices to prevent the transmission of HIV and other infectious
agents. Standard precautions include practices such as hand hygiene,
wearing gloves, using appropriate personal protective equipment, and
proper handling and disposal of contaminated materials. By implementing
standard precautions, the nurse can ensure the safety of both the newborn
and the healthcare team.

e While it is true that infants born to parents with HIV infection may be at a
higher risk of certain developmental issues, such as neurological
impairments or learning problems, initiating a referral for evaluation would
not typically be part of the immediate plan of care after birth. The focus of
the initial care would primarily be on preventive measures and establishing
appropriate medical follow-up for the newborn.

o If the birthing parent with HIV infection chooses to breastfeed, it is important
to provide education and support regarding breastfeeding and HIV
transmission prevention. However, the use of nystatin ointment on the
nipples is not the standard recommendation for breastfeeding parents with
HIV. In such cases, antiretroviral therapy and other preventive measures are
typically used to reduce the risk of transmission to the infant.



The nurse is creating a plan of care for a newborn diagnosed with fetal alcohol
syndrome. The nurse would include which priority intervention in the plan of
care?

OOO®

NOTES:

Multiple Choice Exercise

Which symptom is commonly associated with iron deficiency anemia in pregnancy?
A) Increased energy levels

B) Pale conjunctiva

C) Increased appetite

D) Decreased urinary frequency

Multiple Selection Exercise

Select all the factors that contribute to the development of iron deficiency anemia in
pregnancy.

A) Increased blood volume during pregnancy
B) Inadequate iron intake

C) Increased iron absorption during pregnancy
D) Excessive iron storage in the body

E) Blood loss during childbirth




ANSWER KEY

Multiple Choice Exercise:

B) One of the hallmarks of iron deficiency anemia is pale or pallor appearance of the
mucous membranes, including the conjunctiva. The reduced oxygen-carrying
capacity of the blood results in a paler coloration.

Multiple Selection Exercise:

A) During pregnancy, blood volume increases to support the growing fetus. This
expansion in blood volume can lead to a relative decrease in hemoglobin
concentration, which can contribute to the development of iron deficiency anemia if
there is inadequate iron supply.

B) Insufficient intake of dietary iron is a common cause of iron deficiency anemia.
During pregnancy, there is an increased demand for iron to support fetal
development, and if the intake is insufficient, it can lead to anemia.

E) Blood loss during childbirth can contribute to iron deficiency anemia, especially if
there is already insufficient iron stores or inadequate iron intake. Significant blood

loss during delivery can deplete iron reserves and lead to anemia.




REMEMBER

Establishing a sleep-rest pattern is important for newborns, but it may not be
the priority intervention for a newborn diagnosed with fetal alcohol
syndrome. Newborns with fetal alcohol syndrome often have unique
challenges and may require additional support and interventions to address
their specific needs.

Maintaining the newborn in a brightly lighted area is not a priority
intervention for a newborn with fetal alcohol syndrome. Newborns with fetal
alcohol syndrome may have sensory sensitivities, including sensitivity to light
and sound. Providing a calm and soothing environment with appropriate
lighting is more beneficial for their well-being.

Frequent handling is important for bonding and promoting attachment
between caregivers and newborns. However, it may not be the priority
intervention specifically for a newborn with fetal alcohol syndrome. While
newborns with fetal alcohol syndrome can benefit from nurturing
interactions, their care needs may also require additional considerations
beyond frequent handling.

Newborns with fetal alcohol syndrome may experience feeding difficulties,
poor weight gain, and growth issues. Monitoring the newborn's response to
feedings, including observing their feeding patterns, assessing their ability to
latch and suck effectively, and monitoring weight gain, is crucial for ensuring
their nutritional needs are being met and identifying any potential problems
early on.



The nurse notes hypotonia, irritability, and a poor sucking reflex in a full-term
newborn on admission to the nursery. The nurse suspects fetal alcohol
syndrome and is aware that which additional sign would be consistent with
this syndrome?

OOO®

NOTES:

Multiple Choice Exercise

Which statement regarding ectopic pregnancy is accurate?

A) Ectopic pregnancy is a normal pregnancy that occurs outside of the uterus.

B) Ectopic pregnancy can occur in various locations, with the most common being
the fallopian tube.

C) Ectopic pregnancy is not a medical emergency and can resolve on its own.

D) Ectopic pregnancy poses no risk to the mother and does not require intervention.

Multiple Selection Exercise

Select all the potential risk factors for ectopic pregnancy.

A) Previous ectopic pregnancy

B) Maternal age over 35

C) History of pelvic inflammatory disease (PID)
D) Multiple gestations (twins or more)

E) Use of hormonal contraception




ANSWER KEY

Multiple Choice Exercise:

B) Ectopic pregnancies most commonly occur in the fallopian tube (called tubal
pregnancy). However, they can also occur in other sites such as the ovary, abdomen,
or cervix. Tubal pregnancy is the most frequent type of ectopic pregnancy.

Multiple Selection Exercise:

A) Women who have had a previous ectopic pregnancy are at increased risk of
having another ectopic pregnancy in the future. The risk of recurrence is higher in
such cases.

C) Pelvic inflammatory disease, an infection of the female reproductive organs,
increases the risk of scarring and damage to the fallopian tubes. This can disrupt the
normal movement of the fertilized egg and increase the chances of an ectopic

pregnancy.




REMEMBER

The length of 19 inches by itself is not specifically indicative of fetal alcohol
syndrome. The length of a newborn is generally influenced by genetic factors
and may vary without necessarily being related to fetal alcohol syndrome.

Abnormal palmar creases, such as a single transverse palmar crease or other
unusual crease patterns, can be observed in newborns with fetal alcohol
syndrome. These crease abnormalities are considered minor physical
anomalies associated with the syndrome.

The birth weight of 6 |b, 14 oz falls within the normal range for a full-term
newborn and is not specifically indicative of fetal alcohol syndrome. Birth
weight can vary among infants for various reasons and is not a primary
characteristic used to diagnose fetal alcohol syndrome.

A head circumference appropriate for gestational age is not specifically
indicative of fetal alcohol syndrome. Head circumference is a measurement
that helps assess the newborn's growth and development but is not typically
associated with fetal alcohol syndrome as a distinct characteristic.



The nurse is assessing a newborn who was born to a birthing parent who is
addicted to drugs. Which findings would the nurse expect to note during the
assessment of this newborn? Select all that apply.

0]0]0/0/010

NOTES:

Multiple Choice Exercise
Which statement regarding abruptio placentae is accurate?

A) Abruptio placentae is the abnormal placement of the placenta near or covering
the cervix.

B) Abruptio placentae is the premature separation of the placenta from the uterine
wall.

C) Abruptio placentae typically presents with painless, bright red vaginal bleeding.
D) Abruptio placentae poses no immediate risk to the mother or fetus.

Multiple Selection Exercise

Select all the risk factors associated with abruptio placentae.

A) Maternal hypertension

B) Advanced maternal age

C) History of previous abruptio placentae
D) Maternal smoking

E) Trauma or abdominal injury




ANSWER KEY

Multiple Choice Exercise:

B) Abruptio placentae refers to the premature separation of a normally implanted
placenta from the uterine wall before the delivery of the fetus. This separation can
cause bleeding, pain, and potentially life-threatening complications.

Multiple Selection Exercise:

A) Maternal hypertension, particularly preeclampsia or chronic hypertension, is a
significant risk factor for abruptio placentae. Hypertension can cause damage to the
blood vessels in the uterus, leading to the separation of the placenta.

C) Women who have had a previous episode of abruptio placentae are at increased
risk of experiencing it again in subsequent pregnancies. A history of abruptio
placentae is considered a risk factor for future occurrences.

D) Maternal smoking is a significant risk factor for abruptio placentae. Smoking can
cause vasoconstriction and impair blood flow to the placenta, increasing the risk of
placental separation.

E) Trauma or abdominal injury, such as from motor vehicle accidents or physical
assault, can lead to abruptio placentae. The impact or injury to the abdomen can

cause separation of the placenta from the uterine wall.




REMEMBER

Lethargy refers to a state of extreme tiredness or lack of energy. It is
common for newborns exposed to drugs in utero to exhibit lethargy. They
may appear excessively sleepy and have difficulty staying awake or engaging
in normal newborn activities.

Sleepiness is similar to lethargy and often accompanies it. Newborns
exposed to drugs may experience excessive sleepiness and have difficulty
maintaining wakefulness or staying alert for prolonged periods.

Irritability is a common finding in newborns exposed to drugs during
pregnancy. They may display signs of discomfort, restlessness, and increased
agitation. Irritability is often observed as a result of drug withdrawal
symptoms in the newborn.

Constant crying, also known as excessive crying or inconsolable crying, is
another common finding in newborns affected by maternal drug use. They
may cry persistently for extended periods and be difficult to console. This
may be attributed to withdrawal symptoms and discomfort experienced by
the newborn.

Newborns exposed to drugs in utero may be challenging to comfort. They
may not respond well to typical soothing techniques or interventions that
typically calm other newborns. They may require specialized strategies to
help alleviate their distress.

While some newborns exposed to drugs may seek comfort when held, it is
not a consistent finding. The response to being held can vary among
individual newborns. Some may find comfort in being held, while others may
continue to exhibit signs of irritability or difficulty in being consoled.



The postpartum nurse is providing instructions to the parent of a newborn
with hyperbilirubinemia who is being breast/chest-fed. The nurse would
provide which instruction to the parent?

OOO®

NOTES:

Multiple Choice Exercise
Which statement regarding placenta previa is accurate?

A) Placenta previa occurs when the placenta implants in the lower part of the uterus,
near or covering the cervix.

B) Placenta previa is the premature separation of the placenta from the uterine wall.
C) Placenta previa typically presents with severe abdominal pain and rigidity of the
uterus.

D) Placenta previa is not associated with vaginal bleeding.

Multiple Selection Exercise

Select all the risk factors associated with placenta previa.

A) Maternal age over 35

B) Previous cesarean birth

C) Multiparity (having multiple pregnancies)

D) Smoking during pregnancy

E) History of placenta previa in a previous pregnancy




ANSWER KEY

Multiple Choice Exercise:

A) Placenta previa refers to the abnormal placement of the placenta in the lower part
of the uterus, near or covering the cervix. This positioning can lead to complications,
including bleeding during pregnancy.

Multiple Selection Exercise:

B) Previous cesarean birth is a significant risk factor for placenta previa. The scar
tissue from the previous cesarean section can disrupt the normal implantation of the
placenta, increasing the likelihood of placenta previa in subsequent pregnancies.

D) Smoking during pregnancy is associated with an increased risk of placenta previa.
Smoking can lead to vasoconstriction and impaired blood flow to the placenta,
increasing the risk of placental abnormalities.

E) Women who have had a previous episode of placenta previa are at increased risk
of experiencing it again in subsequent pregnancies. A history of placenta previa is

considered a risk factor for future occurrences.




REMEMBER

Feeding the newborn less frequently is not the recommended instruction for
a newborn with hyperbilirubinemia who is being breast/chest-fed. Regular
feeding is important to ensure the newborn receives adequate nutrition and
to help with the elimination of bilirubin through stool.

Breast/chest-feeding should continue every 2 to 4 hours for a newborn with
hyperbilirubinemia. Regular feeding helps prevent prolonged periods of
fasting, promotes hydration, and aids in the excretion of bilirubin through
bowel movements. Adequate hydration and elimination are crucial in
managing hyperbilirubinemia.

There is no need to switch to bottle-feeding for a specific duration in cases of
hyperbilirubinemia. Breast/chest-feeding can and should be continued
unless there are specific medical reasons for not doing so. Breast/chest milk
provides optimal nutrition for the newborn and is beneficial for their overall
health.

There is typically no need to permanently stop breast/chest-feeding in cases
of hyperbilirubinemia. Breast/chest-feeding can be continued unless
contraindicated for other medical reasons. Breast milk is beneficial for the
newborn's immune system, growth, and development.



On assessment of a postpartum client, the nurse notes that the uterus feels
soft and boggy. The nurse would take which initial action?

OOO®

NOTES:

Multiple Choice Exercise

Which statement regarding the second stage of labor is accurate?

A) The second stage of labor begins with complete cervical dilation.

B) The second stage of labor is characterized by strong, frequent contractions.
C) The second stage of labor is typically the shortest stage.

D) The second stage of labor ends with the delivery of the placenta.

Multiple Selection Exercise

Select all the signs or actions associated with the second stage of labor.

A) Cervical dilation of 5 centimeters

B) Feeling the urge to push

C) Crowning of the baby's head

D) Delivery of the baby's shoulders

E) Presence of meconium-stained amniotic fluid




ANSWER KEY

Multiple Choice Exercise:

C) The second stage of labor is typically the shortest stage: This is the correct answer.
The second stage of labor is often the shortest stage, but the duration can vary for
each individual and depends on factors such as maternal effort, fetal position, and
other variables. On average, the second stage can last anywhere from a few minutes
to a few hours.

Multiple Selection Exercise:

B) Feeling the urge to push: This is a correct answer. Feeling the urge to push or bear
down is a sign associated with the second stage of labor. It occurs after complete
cervical dilation and indicates the transition to active pushing and delivery of the

baby.

C) Crowning of the baby's head: This is a correct answer. Crowning refers to the

visible appearance of the baby's head at the vaginal opening during the second stage
of labor. It is a significant sign that the baby is descending and getting closer to being
born.




REMEMBER

While documenting the findings is an important step in the nursing process,
a soft and boggy uterus requires immediate attention and intervention.
Delaying action can lead to complications such as postpartum hemorrhage.
Therefore, documenting the findings should be done after taking
appropriate actions to address the issue.

Elevating the client's legs is not the initial action required for a soft and boggy
uterus. Elevating the legs may be helpful in managing hypotension or
improving venous return in some cases, but it does not directly address the
primary concern of uterine atony and postpartum hemorrhage.

A soft and boggy uterus indicates uterine atony, which is a lack of uterine
tone and contraction strength. Massaging the fundus, which is the upper
portion of the uterus, helps stimulate uterine contractions and promote
uterine tone. The nurse should use gentle but firm pressure to massage the
fundus until it becomes firm and well-contracted.

Pushing on the uterus to express clots is not the appropriate initial action
when the uterus feels soft and boggy. The primary concern in this situation is
uterine atony, which requires interventions to promote uterine contractions
and firmness. Expressing clots can be addressed after achieving uterine tone
through fundal massage.



The nurse is creating a plan of care for a postpartum client with a small vulvar
hematoma. The nurse would include which specific action during the first 12
hours after delivery?

OOO®

NOTES:

Multiple Choice Exercise

Which statement regarding the active stage of the first phase of labor is accurate?
A) The cervix is completely dilated at 10 centimeters.

B) Contractions are typically mild and irregular.

C) Cervical dilation ranges from 4 to 7 centimeters.

D) This stage is characterized by strong, frequent contractions.

Multiple Selection Exercise

Select all the expected findings during the active stage of the first phase of labor.

A) Cervical effacement of 50%

B) Rupture of the amniotic membranes

C) Maternal urge to push

D) Increased bloody show

E) Intensity and frequency of contractions increase




ANSWER KEY

Multiple Choice Exercise:

C) The active stage of the first phase of labor is characterized by cervical dilation
ranging from approximately 4 to 7 centimeters. It signifies progress in labor as the
cervix continues to open and thin out.

Multiple Selection Exercise:

A) Effacement refers to the thinning and shortening of the cervix in preparation for
childbirth. During the active stage of the first phase of labor, cervical effacement
progresses further, typically reaching around 50%.

D) Bloody show, which is a mixture of blood and cervical mucus, is commonly
observed during the active stage of the first phase of labor. It indicates further
changes and progress in cervical dilation and effacement.

E) During the active stage of the first phase of labor, contractions become stronger,
more frequent, and more regular. These intensified contractions play a significant
role in cervical dilation and effacement.




REMEMBER

Encouraging ambulation, or walking, is generally beneficial for postpartum
clients as it helps prevent complications such as blood clots and promotes
overall well-being. However, for a client with a small vulvar hematoma,

frequent ambulation may increase discomfort and worsen the hematoma.

Assessing vital signs, including blood pressure, heart rate, respiratory rate,
and temperature, is a routine part of postpartum care. While vital signs
should be monitored regularly, it is not a specific action related to the
management of a small vulvar hematoma.

Measuring fundal height every 4 hours is a standard practice in postpartum
care to assess the involution (shrinkage) of the uterus. However, it is not
directly related to the management of a small vulvar hematoma.

Applying an ice pack to the area of the small vulvar hematoma can help
reduce swelling, inflammation, and discomfort. Ice packs are commonly used
for localized pain relief and can be applied for short periods at regular
intervals to provide relief in the immediate postpartum period.



The nurse is monitoring a postpartum client, who delivered 1 hour ago and
received epidural anesthesia for delivery, for the presence of a vulvar
hematoma. Which assessment finding would best indicate the presence of a
hematoma?

OOO®

NOTES:

Multiple Choice Exercise

What is the recommended position for breastfeeding an infant?
A) Supine position

B) Sitting upright position

C) Lying flat on the back

D) Standing position

Multiple Selection Exercise

Select all the benefits of breastfeeding for the infant.

A) Provides optimal nutrition

B) Enhances bonding between mother and infant
C) Reduces the risk of infections

D) Promotes healthy weight gain

E) Increases the risk of allergies




ANSWER KEY

Multiple Choice Exercise:

B) The sitting upright position is recommended for breastfeeding. It allows the
mother to support the baby's head and bring the baby close to the breast,
promoting a good latch and comfortable feeding for both the baby and the mother.

Multiple Selection Exercise:

A) Breast milk provides the ideal balance of nutrients and antibodies for infants. It is
easily digestible and promotes optimal growth and development.

B) Breastfeeding promotes skin-to-skin contact and enhances the emotional bond
between mother and infant. It provides comfort and nurturance, fostering a strong
connection.

C) Breast milk contains antibodies and immune factors that help protect infants
against various infections, including respiratory and gastrointestinal infections.

D) Breast milk is specifically tailored to meet the nutritional needs of infants,
promoting healthy weight gain and growth. Breastfed babies have a lower risk of
obesity later in life.




REMEMBER

Changes in vital signs can be indicative of a vulvar hematoma. While not all
vital signs are specified, the key point here is that any significant change in
vital signs should raise suspicion of a hematoma. Depending on the size and
severity of the hematoma, the client may exhibit signs such as an increased
heart rate (tachycardia) or a drop in blood pressure (hypotension).

While signs of heavy bruising can be associated with a hematoma, they are
not exclusive to it. Bruising in the perineal area can occur due to trauma
during childbirth or even with the use of forceps or vacuum extraction.
Therefore, signs of heavy bruising alone may not definitively indicate the
presence of a hematoma.

Complaints of intense pain can be a potential indication of a vulvar
hematoma. Hematomas are characterized by the accumulation of blood
within tissues, which can cause significant pain and discomfort. However,
other factors such as perineal tears or episiotomies can also cause intense
pain, so it is not specific to hematoma alone.

While a tearing sensation can be associated with a hematoma, it is also
commonly reported by postpartum clients due to perineal trauma, perineal
tears, or episiotomies. It is not a specific finding that solely indicates the
presence of a hematoma.



The nurse is preparing to care for four assigned clients. Which client is at most
risk for hemorrhage?

OOO®

NOTES:

Multiple Choice Exercise
Which statement regarding postpartum complications is accurate?

A) Postpartum hemorrhage (PPH) is defined as excessive bleeding following
childbirth.

B) Postpartum depression (PPD) is a normal emotional adjustment after giving birth.
C) Endometritis is an infection of the breast tissue that occurs during the postpartum
period.

D) Deep vein thrombosis (DVT) is a condition characterized by the formation of blood
clots in the legs.

Multiple Selection Exercise

Select all the postpartum complications that require immediate medical attention.

A) Postpartum hemorrhage (PPH)
B) Breast engorgement

C) Mastitis

D) Wound infection

E) Postpartum eclampsia




ANSWER KEY

Multiple Choice Exercise:

A) Postpartum hemorrhage refers to excessive bleeding that occurs within the first
24 hours after childbirth. It is a significant complication that requires prompt
recognition and intervention to prevent further complications.

Multiple Selection Exercise:

A) Postpartum hemorrhage is a severe and potentially life-threatening complication
that requires immediate medical attention. It involves excessive bleeding following
childbirth and can be caused by various factors.

D) Wound infections at the site of a cesarean section incision or perineal lacerations
can occur during the postpartum period and may require immediate medical
attention to prevent further complications.

E) Postpartum eclampsia refers to the development of seizures in a woman who has
recently given birth and had a history of preeclampsia. It is a serious condition that

requires immediate medical attention.




REMEMBER

While all postpartum clients are at some risk for hemorrhage, a primiparous
client who delivered 4 hours ago does not have any specific factors
mentioned that would put them at a significantly higher risk compared to the
other options.

Similarly, a multiparous client who delivered 6 hours ago does not have any
specific factors mentioned that would indicate a significantly higher risk for
hemorrhage compared to the other options.

This client is at a higher risk for hemorrhage compared to the others due to
multiple factors. The delivery of a large baby can cause more stretching and
trauma to the birth canal, increasing the risk of bleeding. Additionally,
oxytocin induction may result in stronger and more frequent contractions,
which can contribute to uterine atony (lack of uterine muscle tone) and
subsequent postpartum hemorrhage.

While having epidural anesthesia can increase the risk of uterine atony,
which is a common cause of postpartum hemorrhage, the specific mention
of epidural anesthesia alone does not provide enough information to
determine a higher risk compared to the client in option 3.



The postpartum nurse is assessing a client who delivered a healthy infant by
cesarean section for signs and symptoms of superficial venous thrombosis.
Which sign would the nurse note if superficial venous thrombosis were
present?

OOO®

NOTES:

Multiple Choice Exercise

What is uterine atony?

A) Inflammation of the uterus

B) An enlarged uterus after childbirth

C) Failure of the uterus to contract after childbirth

D) Excessive bleeding from the uterus after childbirth

Multiple Selection Exercise

Select all the risk factors for uterine atony.

A) Multiple pregnancies

B) Prolonged labor

C) Use of epidural anesthesia

D) Precipitous labor and birth

E) Previous history of uterine atony




ANSWER KEY

Multiple Choice Exercise:

C) Uterine atony refers to the failure of the uterus to contract effectively after
childbirth. It is a significant cause of postpartum hemorrhage and can lead to
excessive bleeding if not promptly addressed.

Multiple Selection Exercise:

A) Multiple pregnancies, such as twins or higher-order multiples, can increase the
risk of uterine atony due to the increased stretch and strain on the uterine muscles.

B) Prolonged labor, especially if it results in exhaustion of the uterine muscles, can
contribute to uterine atony. The sustained effort required during prolonged labor
may lead to inadequate contractions.

C) The use of epidural anesthesia, while providing pain relief during labor, can
interfere with the normal muscle tone and contractions of the uterus. This can
increase the risk of uterine atony.

D) Precipitous labor, which is an extremely rapid labor and birth, can contribute to
uterine atony. The sudden and rapid delivery may not allow enough time for the
uterus to fully contract and prevent postpartum hemorrhage.

E) A previous history of uterine atony increases the risk of recurrence in subsequent
pregnancies. This information is important for healthcare providers to be aware of to

provide appropriate management and interventions.




REMEMBER

Paleness of the calf area is not a specific sign of superficial venous
thrombosis. It can be associated with decreased blood flow, such as arterial
insufficiency, but it is not a typical finding in superficial venous thrombosis.

Coolness of the calf area is also not a specific sign of superficial venous
thrombosis. It may indicate decreased blood flow or impaired circulation, but
it is not a primary manifestation of superficial venous thrombosis.

This is the correct sign that the nurse would note if superficial venous
thrombosis were present. Superficial venous thrombosis involves the
formation of a blood clot in a superficial vein, usually in the legs. It can lead
to visible and palpable changes in the affected vein, including enlargement
and hardening. The affected vein may feel firm, tender, and cord-like.

Palpable dorsalis pedis pulses are normal and expected findings when
assessing peripheral arterial circulation. Superficial venous thrombosis
primarily affects the veins rather than the arteries, so the dorsalis pedis
pulses should remain unaffected in the presence of superficial venous
thrombosis.



The nurse is monitoring a client in the immediate postpartum period for signs
of hemorrhage. Which sign, if noted, would be an early sign of excessive blood
loss?

OOO®

NOTES:

Multiple Choice Exercise

What is uterine involution?

A) Enlargement of the uterus after childbirth

B) Return of the uterus to its pre-pregnancy size and position

C) Infection of the uterine lining after delivery

D) The development of uterine fibroids during the postpartum period

Multiple Selection Exercise

Select all the factors that promote uterine involution.

A) Breastfeeding

B) Administration of oxytocin

C) Early ambulation

D) Multiparity (having multiple pregnancies)
E) Prolonged labor and childbirth




ANSWER KEY

Multiple Choice Exercise:

B) Uterine involution refers to the process of the uterus returning to its pre-
pregnancy size and position after childbirth. It involves the contraction of uterine
muscles, shedding of the placental site, and repair of the uterine lining.

Multiple Selection Exercise:

A) Breastfeeding stimulates the release of oxytocin, a hormone that promotes
uterine contractions. These contractions aid in uterine involution by reducing the
size of the uterus and controlling postpartum bleeding.

B) Oxytocin, a synthetic hormone, can be administered to promote uterine
contractions and facilitate involution. It is commonly used during the third stage of
labor and the immediate postpartum period to prevent postpartum hemorrhage.

C) Early ambulation, or getting out of bed and engaging in light physical activity soon
after childbirth, helps promote uterine involution. Movement and upright positioning
encourage uterine muscle tone and contraction, aiding in the process of involution.




REMEMBER

An elevated temperature is not a specific early sign of excessive blood loss. It
may indicate infection or other factors, but it is not directly related to blood
loss.

This is the correct sign that would be an early indicator of excessive blood
loss. An increase in the pulse rate is a compensatory mechanism of the body
in response to decreased blood volume. When blood loss occurs, the heart
rate increases to maintain adequate circulation and oxygenation. An increase
in the pulse rate from the client's baseline can be an early warning sign of
hemorrhage.

While changes in blood pressure can occur with blood loss, the specific
change mentioned here is not significant enough to be considered an early
sign of excessive blood loss. It is important to assess the client's blood
pressure trends and overall clinical picture to determine if there are
concerning signs of hemorrhage.

An increase in respiratory rate is not a specific early sign of excessive blood
loss. It may be influenced by factors such as pain, anxiety, or respiratory
conditions, but it is not directly associated with blood loss.



The nurse is caring for four 1-day postpartum clients. Which client assessment
requires the need for a follow-up?

OOO®

NOTES:

Multiple Choice Exercise

Which finding is considered a normal characteristic in a newborn?
A) Increased heart rate when crying

B) Presence of lanugo on the skin

C) Palpable fontanelles

D) Bulging abdomen

Multiple Selection Exercise

Select all the normal findings in a healthy newborn.

A) Mottled skin appearance

B) Irregular breathing patterns

C) Meconium stool after 48 hours of birth

D) Presence of vernix caseosa on the skin

E) Urine output of less than one wet diaper per day




ANSWER KEY

Multiple Choice Exercise:

A) It is normal for a newborn's heart rate to increase when crying or during periods
of activity. The heart rate response to crying helps meet the increased oxygen
demands of the body.

Multiple Selection Exercise:

A) Mottled skin, characterized by a blotchy or marbled appearance, is a normal
finding in newborns. It occurs due to the immature circulatory system and is often
more prominent when the baby is cold or transitioning between activities.

B) Newborns often have irregular breathing patterns, including periods of rapid
breathing, shallow breathing, and brief pauses. These irregularities are normal and
usually resolve as the baby matures.

D) Vernix caseosa is a white, cheesy substance that covers a newborn's skin. It acts
as a protective barrier during fetal development and is commonly present at birth. It

gradually diminishes in the first few days after birth.




REMEMBER

Mild afterpains are a common occurrence in the postpartum period as the
uterus contracts and returns to its pre-pregnancy size. Mild afterpains are
considered a normal finding and do not typically require immediate follow-
up. However, if the client experiences severe or worsening afterpains that
are not relieved by over-the-counter pain medication, further assessment
and intervention may be necessary.

A pulse rate of 60 beats per minute is within the normal range for an adult
and is not typically a cause for concern in a postpartum client. A lower pulse
rate can be expected in some individuals, especially if they are fit or have a
naturally lower resting heart rate. If there are no other associated symptoms
or signs of distress, this finding would not require immediate follow-up.

Colostrum discharge from both breasts/chest is a normal finding in the
immediate postpartum period. Colostrum is the first milk produced by the
breasts/chest, and its presence is expected after childbirth. This finding does
not require immediate follow-up.

Lochia is the discharge of blood, mucus, and uterine tissue that occurs after
childbirth. In the first few days postpartum, lochia typically progresses from
bright red to a lighter pinkish or brownish color. A foul-smelling odor may
indicate an infection, such as endometritis, which is an inflammation of the
uterine lining. This finding warrants further evaluation and appropriate
intervention.



The nurse is providing postpartum instructions to a client who will be breast-
feeding/chest-feeding the newborn. The nurse determines that the client has
understood the instructions if the client makes which statements? Select all
that apply.

OOO®

NOTES:

Multiple Choice Exercise

What is an essential nursing action for a newborn immediately after delivery?
A) Administering vitamin K injection

B) Assessing blood pressure

Q) Initiating skin-to-skin contact

D) Performing a head-to-toe physical examination

Multiple Selection Exercise

Select all the appropriate nursing actions when caring for a newborn.

A) Monitoring vital signs regularly

B) Administering a bath immediately after birth
C) Assessing the newborn's weight

D) Encouraging exclusive breastfeeding

E) Administering routine vaccinations




ANSWER KEY

Multiple Choice Exercise:

C) Initiating skin-to-skin contact between the newborn and the mother or other
caregiver is an essential nursing action immediately after delivery. Skin-to-skin
contact helps promote bonding, regulates the newborn's body temperature,
facilitates breastfeeding initiation, and supports the newborn's transition to the
outside environment.

Multiple Selection Exercise:

A) Regular monitoring of vital signs, including heart rate, respiratory rate, and
temperature, is essential when caring for a newborn. Vital signs provide valuable
information about the newborn's well-being and help identify any signs of distress or
abnormalities.

C) Assessing the newborn's weight is an important nursing action to monitor growth
and ensure proper nutrition. Regular weight measurements provide valuable
information about the newborn's overall health and development.

D) Encouraging exclusive breastfeeding is an important nursing action to support the
newborn's optimal nutrition and promote bonding between the newborn and the

mother. Breastfeeding provides numerous benefits for the newborn's health and
well-being.




REMEMBER

A well-fitted and supportive bra can help prevent breast discomfort and
provide comfort and support for the breasts/chest during the
breastfeeding/chest-feeding process.

Alcohol can pass into breast milk, and excessive alcohol intake can interfere
with milk production and potentially have negative effects on the baby's
development. It is generally recommended to limit or avoid alcohol
consumption while breastfeeding/chest-feeding.

Estrogen-containing birth control pills are generally not recommended
during the early postpartum period, especially for breastfeeding/chest-
feeding individuals. Estrogen can potentially interfere with milk production
and decrease milk supply. Progestin-only methods of contraception are
typically recommended while breastfeeding/chest-feeding.

Engorgement occurs when the breasts/chest become overly full and
uncomfortable due to increased milk production. The appropriate response
to engorgement is to continue breastfeeding/chest-feeding frequently to
help relieve the discomfort and regulate milk supply. Limiting
breastfeeding/chest-feeding and supplementing with formula can potentially
decrease milk production and hinder establishing a sufficient milk supply.

Breastfeeding/chest-feeding can increase fluid requirements, and having
readily available bottled water in the refrigerator ensures easy access to stay
adequately hydrated.



The nurse is planning care for a postpartum client who had a vaginal delivery 2
hours ago. The client required an episiotomy and has several hemorrhoids.
What is the priority nursing consideration for this client?

OOO®

NOTES:

Multiple Choice Exercise

Which finding is considered a normal characteristic in a newborn?
A) Presence of lanugo on the skin

B) Grunting respirations during sleep

C) Absence of startle reflex

D) Pinkish-red discoloration of the skin

Multiple Selection Exercise

Select all the normal findings in a healthy newborn.

A) Presence of milia on the nose

B) Rapid breathing rate of 60 breaths/minute

C) Persistent jaundice after 48 hours of birth

D) Symmetrical movement of all extremities

E) Greenish-black meconium stool in the first few days




ANSWER KEY

Multiple Choice Exercise:

A) Lanugo refers to fine, downy hair that covers the fetus in the womb. It is normal
for newborns to have lanugo on their bodies, especially in areas such as the

shoulders, back, and forehead. Lanugo typically sheds within the first few weeks
after birth.

Multiple Selection Exercise:

A) Milia are tiny, white bumps that often appear on a newborn's face, particularly on
the nose. They are caused by trapped skin cells and typically resolve on their own
within the first few weeks.

D) Symmetrical movement of all extremities is a normal finding in a healthy
newborn. It suggests intact neurological function and muscle strength.

E) Meconium is the first stool passed by a newborn, and it is typically greenish-black
in color. It consists of substances ingested in utero and is usually passed within the
first few days after birth.




REMEMBER

Following a vaginal delivery with an episiotomy and hemorrhoids, the client
is likely to experience pain and discomfort. Adequate pain management is
crucial to ensure the client's comfort and promote their well-being during the
postpartum period. The nurse should assess the client's pain level regularly
and implement appropriate pain management interventions.

While monitoring urinary output is important in postpartum care, it is not the
priority consideration in this specific scenario. Unless there are specific
indications of urinary retention or obstruction, inadequate urinary output is
less critical compared to addressing the client's pain level and providing
comfort.

Client perception of body changes is an important aspect of postpartum
care, as individuals may have various emotional and psychological responses
to the physical changes that occur after childbirth. However, in the
immediate postpartum period, addressing the client's pain and discomfort
takes precedence over body image concerns.

While monitoring fluid balance is essential in postpartum care, it is not the
priority consideration in this situation. The client's fluid volume status should
be assessed and maintained within normal limits, but it does not take
precedence over addressing the client's pain and providing pain
management interventions.



The nurse is assessing a client who is 6 hours postpartum after delivering a
full-term healthy newborn. The client complains to the nurse of feelings of
dizziness. Which nursing action is most appropriate?

OOO®

NOTES:

Multiple Choice Exercise

What is a key nursing consideration for a newborn after circumcision?
A) Applying petroleum jelly to the circumcision site

B) Administering acetaminophen for pain relief

C) Checking the circumcision site for bleeding

D) Encouraging frequent diaper changes

Multiple Selection Exercise

Select all the appropriate nursing considerations for infant circumcision.

A) Assessing for signs of infection

B) Applying alcohol to the circumcision site

C) Educating parents about proper care of the circumcision site
D) Providing pain relief measures

E) Monitoring for bleeding at the circumcision site




ANSWER KEY

Multiple Choice Exercise:

C) Checking the circumcision site for bleeding is a key nursing consideration after
circumcision. It is important to assess for any signs of excessive bleeding, such as
continuous oozing or soaking through the dressing. Prompt intervention is necessary
if bleeding occurs.

Multiple Selection Exercise:

A) Assessing for signs of infection, such as redness, swelling, increased warmth, or
discharge, is an important nursing consideration after infant circumcision. Prompt
identification and management of infection are crucial for the newborn's well-being.

C) Educating parents about proper care of the circumcision site is an essential
nursing consideration. This includes teaching them about keeping the area clean and
dry, avoiding ointments or lotions, and monitoring for signs of infection or
complications.

D) Providing pain relief measures, such as non-pharmacological comfort measures
(e.g., sucrose solution, comfort positioning) or pharmacological interventions (e.g.,
local anesthetics), is an important nursing consideration after infant circumcision.
The newborn's comfort and pain management should be addressed according to
healthcare provider's orders and assessment.

E) Monitoring for bleeding at the circumcision site is an essential nursing
consideration. Assessing for signs of excessive bleeding, such as continuous oozing
or soaking through the dressing, is important to ensure prompt intervention and

prevent complications.




REMEMBER

Raising the head of the client's bed is a general intervention to promote
blood flow and help alleviate symptoms of dizziness. However, it is not the
most appropriate initial action in this situation. Before adjusting the bed
position, further assessment and evaluation are necessary to determine the
cause of the client's dizziness.

Obtaining hemoglobin and hematocrit levels is an important diagnostic step
to evaluate the client's blood count and assess for potential anemia.
However, in the immediate postpartum period, feelings of dizziness are often
multifactorial and may not be solely attributed to anemia. Obtaining these
lab values is important, but it should not be the initial action when
addressing the client's complaint of dizziness.

Instructing the client to request help when getting out of bed is important to
ensure their safety and prevent falls. Dizziness in the postpartum period can
occur due to various factors such as orthostatic hypotension, hormonal
changes, or fluid shifts. By instructing the client to ask for assistance, the
nurse promotes a safe environment and reduces the risk of falls and
potential injury.

While it is important to consider the well-being of the newborn, preventing
the nursery room nurse from bringing the newborn to the client is not the
most appropriate initial action when addressing the client's complaint of
dizziness. The focus should be on assessing and addressing the client's
symptoms and ensuring their safety and comfort.



The postpartum nurse is taking the vital signs of a client who delivered a
healthy newborn 4 hours ago. The nurse notes that the client's temperature is
100.2° F (37.8°C). What is the priority nursing action?

OOO®

NOTES:

Multiple Choice Exercise

Which reflex is commonly assessed in newborns to evaluate their neurological
development?

A) Moro reflex
B) Babinski reflex
C) Grasp reflex
D) Sucking reflex

Multiple Selection Exercise

Which factors contribute to a newborn's increased susceptibility to infection? Select
all that apply.

A) Immature immune system

B) Decreased levels of maternal antibodies

C) Thin and permeable skin

D) Lack of normal flora in the gastrointestinal tract
E) High concentration of immunoglobulins




ANSWER KEY

Multiple Choice Exercise:

D) Sucking reflex. The sucking reflex is a primitive reflex that is present in newborns
and allows them to coordinate their sucking movements during feeding. The
presence and strength of the sucking reflex indicate the baby's neurological
development and readiness for oral feeding. The Moro reflex is an infantile reflex
that is elicited by a sudden movement or loud noise and is not specifically related to
neurological development. The Babinski reflex is a reflex that involves the extension
and fanning of the toes when the sole of the foot is stroked and is also not directly
related to neurological development. The grasp reflex, where the baby's fingers close
tightly around an object placed in their hand, is another reflex seen in newborns but
is also not specifically related to neurological development.

Multiple Selection Exercise:

A) Immature immune system: Newborns have an immature immune system and are
less able to mount an effective immune response against pathogens.

B) Decreased levels of maternal antibodies: Maternal antibodies provide passive
immunity to the newborn, but their levels gradually decline after birth, leaving the
baby with decreased protection against infections.

C) Thin and permeable skin: Newborns have thin and permeable skin, which makes it
easier for pathogens to enter their body and cause infection.

D) Lack of normal flora in the gastrointestinal tract: Newborns do not yet have
established normal flora in their gastrointestinal tract, which can provide protective

effects against harmful bacteria.




REMEMBER

Documenting the findings is an important step in the nursing process, but it
is not the priority action in this situation. While accurate documentation is
essential, addressing the client's condition and potential needs takes
precedence over documentation.

Notifying the obstetrician may not be necessary at this point unless there are
other concerning signs or symptoms present. A temperature of 100.2°F
(37.8°C) alone is not a critical finding and may not warrant immediate
notification of the obstetrician.

Retaking the temperature in 15 minutes may be appropriate for further
assessment and to confirm the initial reading. However, it is not the priority
nursing action in this situation.

A temperature of 100.2°F (37.8°C) is considered slightly elevated but does
not necessarily indicate an immediate concern. However, increasing
hydration by encouraging oral fluids is important to maintain adequate
hydration, especially in the postpartum period. Proper hydration can help
support the body's natural healing processes and promote overall well-
being.



The nurse has created a plan of care for a client experiencing dystocia and
includes several nursing actions in the plan of care. What is the priority
nursing action?

OOO®

NOTES:

Multiple Choice Exercise

Which factor is a common cause of dystocia during labor and birth?
A) Premature rupture of membranes

B) Fetal macrosomia

C) Low maternal age

D) Epidural anesthesia

Multiple Selection Exercise

Which factors are potential risk factors for dystocia during labor and birth? Select all
that apply.

A) Maternal obesity

B) Maternal hypertension

C) Advanced maternal age

D) Fetal malposition

E) Low fetal heart rate variability




ANSWER KEY

Multiple Choice Exercise:

B) Fetal macrosomia. Fetal macrosomia refers to a newborn who is significantly
larger than average, typically weighing more than 4,000 grams (8 pounds, 13 ounces)
at birth. It is a common cause of dystocia, which refers to difficult or prolonged labor.
The large size of the baby can result in challenges in the progress of labor and the
ability of the baby to descend through the birth canal. The use of interventions, such
as vacuum extraction or cesarean section, may be necessary to facilitate the birth of
a macrosomic baby. Premature rupture of membranes, low maternal age, and
epidural anesthesia are not specific causes of dystocia.

Multiple Selection Exercise:

A) Maternal obesity: Excessive maternal weight and obesity can increase the risk of
dystocia due to challenges in the progress of labor and the ability of the baby to
descend through the birth canal.

B) Maternal hypertension: Hypertensive disorders, such as preeclampsia or
gestational hypertension, can contribute to dystocia by affecting blood flow and
uterine contractions.

C) Advanced maternal age: Advanced maternal age (35 years or older) is associated
with an increased risk of dystocia. As maternal age increases, there is a higher
likelihood of difficulties in labor progression.

D) Fetal malposition: Malposition refers to abnormal positioning of the baby during
labor, such as persistent occiput posterior (OP) or transverse lie. Fetal malposition

can impede progress and lead to dystocia.




REMEMBER

Providing comfort measures is an important aspect of nursing care during
labor, including when a client is experiencing dystocia. However, it may not
be the priority nursing action in this situation. The priority should be to
address any potential risks or complications associated with dystocia.

This is the correct priority nursing action. Monitoring the fetal heart rate is
crucial when a client is experiencing dystocia. Dystocia refers to difficult or
prolonged labor, which can increase the risk of fetal distress or compromise.
Continuous monitoring of the fetal heart rate allows the nurse to assess the
well-being of the baby and identify any signs of distress or changes that may
require immediate intervention.

Changing the client's position frequently is a supportive measure that can
help optimize labor progress and comfort. It may also aid in reducing the
impact of dystocia. However, it is not the priority nursing action compared to
monitoring the fetal heart rate, which directly assesses the well-being of the
baby.

While keeping the significant other informed is important for emotional
support and involvement in the labor process, it is not the priority nursing
action in this situation. The primary focus should be on the medical
assessment and management of dystocia to ensure the well-being of both
the client and the baby.



The nurse is monitoring a client who is in the active stage of labor. The nurse
documents that the client is experiencing labor dystocia. The nurse determines
which risk factors in the client's history places the client at risk for this
complication? Select all that apply.

OOOOE

NOTES:

Multiple Choice Exercise

During the active stage of labor, which finding indicates that the client is progressing
appropriately?

A) Dilated cervix of 2 centimeters

B) Contractions occurring every 6 minutes
C) Fetal station at -2

D) Requesting pain medication

Multiple Selection Exercise

Which assessments are appropriate during the active stage of labor? Select all that
apply.

A) Monitoring maternal blood pressure

B) Assessing fetal heart rate patterns

C) Checking cervical dilation

D) Evaluating amniotic fluid color and odor
E) Assessing maternal pain level




ANSWER KEY

Multiple Choice Exercise:

C) Fetal station at -2. Fetal station refers to the position of the baby's presenting part
(usually the head) in relation to the maternal pelvis. A fetal station of -2 indicates that
the baby's head is two centimeters above the ischial spines, which is considered a
normal finding during the active stage of labor. It indicates that the baby is
descending through the birth canal, progressing closer to the birth. A dilated cervix
of 2 centimeters is an initial finding and not indicative of significant progress in the
active stage of labor. Contractions occurring every 6 minutes may indicate early or
latent labor rather than the active stage. Requesting pain medication does not
specifically indicate progress in labor but rather the client's discomfort level and
preference for pain relief.

Multiple Selection Exercise:

A) Monitoring maternal blood pressure: Maternal blood pressure should be
monitored regularly during labor to assess for hypertensive disorders or other
changes that may require intervention.

B) Assessing fetal heart rate patterns: Continuous fetal heart rate monitoring is
crucial during labor to evaluate the baby's well-being and detect any signs of fetal
distress.

C) Checking cervical dilation: Assessing cervical dilation is an essential part of
monitoring the progress of labor. It helps determine the stage of labor and guides

decision-making regarding the timing of interventions.

E) Assessing maternal pain level: Monitoring and addressing maternal pain is an

important aspect of labor management. Assessing and addressing pain can help
provide comfort and support the client's coping during labor.




REMEMBER

Advanced maternal age, typically defined as 35 years or older, is considered
a risk factor for labor dystocia. As the maternal age increases, there is an
increased likelihood of various complications during labor, including
difficulties in the progression of labor.

An elevated BMI, indicating overweight or obesity, is another risk factor for
labor dystocia. Higher BMI is associated with an increased risk of prolonged
labor and difficulties in the descent of the fetus through the birth canal.

A history of previous difficulty with fertility, such as infertility or reproductive
disorders, can increase the risk of labor dystocia. Conditions that affect the
reproductive system or the structure of the pelvis may result in challenges
during labor, leading to dystocia.

Administration of oxytocin, a synthetic hormone used to induce or augment
labor, is not a risk factor for labor dystocia. However, the use of oxytocin can
sometimes lead to hyperstimulation of the uterus, which may contribute to
dystocia if contractions become too frequent, intense, or prolonged.

A potassium level of 3.6 mEqQ/L (3.6 mmol/L) within the normal range is not a
risk factor for labor dystocia. Electrolyte imbalances, such as hypokalemia or
hyperkalemia, can potentially impact muscle function, including uterine
contractions, but a potassium level within the normal range is not
considered a significant risk factor for dystocia.



The nurse is performing an assessment on a client who has just been told that
a pregnancy test is positive. Which assessment finding indicates that the client
is at risk for preterm labor?

OOO®

NOTES:

Multiple Choice Exercise

A client presents to the emergency department with severe abdominal pain and
vaginal bleeding. The client reports a positive pregnancy test and a history of
previous pelvic inflammatory disease. The nurse suspects an ectopic pregnancy.
Which assessment finding would support this suspicion?

A) Enlarged uterus on palpation

B) Normal vital signs

C) Tender adnexal (ovarian) mass on palpation
D) Absence of abdominal pain on movement

Multiple Selection Exercise

Which clinical manifestations are commonly associated with an ectopic pregnancy?
Select all that apply.

A) Abdominal pain

B) Vaginal bleeding

C) Shoulder pain

D) Absent fetal heart tones

E) Enlarged uterus on palpation
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ANSWER KEY

Multiple Choice Exercise:

C) Tender adnexal (ovarian) mass on palpation. In the case of an ectopic pregnancy,
the fertilized egg implants outside the uterus, often within the fallopian tube. As the
pregnancy progresses, it can cause distention and tenderness in the affected
fallopian tube, leading to a palpable adnexal (ovarian) mass during the physical
examination. This finding supports the suspicion of an ectopic pregnancy and
necessitates further assessment and intervention.

Multiple Selection Exercise:

A) Abdominal pain: Abdominal pain is a hallmark symptom of an ectopic pregnancy.
The pain may vary in intensity and location, often described as sharp or stabbing and
localized to one side of the lower abdomen.

B) Vaginal bleeding: Vaginal bleeding is another common symptom of an ectopic
pregnancy. The bleeding may be lighter or heavier than a typical menstrual period
and can range from spotting to significant bleeding.

C) Shoulder pain: Shoulder pain can occur in cases of an ectopic pregnancy due to
the presence of blood or fluid irritating the diaphragm, which shares nerve pathways
with the shoulder area. Shoulder pain may indicate internal bleeding and is
considered a significant symptom requiring immediate medical attention.




REMEMBER

While advanced maternal age (35 years or older) is considered a risk factor
for certain pregnancy complications, such as chromosomal abnormalities, it
is not a significant risk factor for preterm labor on its own. Advanced
maternal age is more associated with conditions like gestational diabetes,
hypertensive disorders, and placenta previa.

This is the correct assessment finding that indicates the client is at risk for
preterm labor. Cardiac disease, particularly certain conditions like congestive
heart failure or valvular heart disease, can increase the risk of preterm labor
and other complications. Cardiac conditions can place additional strain on
the heart during pregnancy, potentially affecting the blood supply to the
uterus and leading to preterm contractions.

A hemoglobin level of 13.5 g/dL (135 mmol/L) within the normal range is not
directly associated with an increased risk of preterm labor. Hemoglobin
levels are typically assessed to evaluate for anemia, which can impact
pregnancy but is not a specific risk factor for preterm labor.

Being a 20-year-old primigravida of average weight and height does not
inherently indicate an increased risk of preterm labor. Younger age and
nulliparity (being pregnant for the first time) are generally not considered
risk factors for preterm labor. However, it is important to consider other
factors and perform a comprehensive assessment to fully evaluate the
client's risk.
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The nurse is caring for a pregnant client at 33 weeks' gestation. The client is in labor

and experiences premature rupture of the membranes (PROM). 1400: The nurse was
notified regarding the lecithin/sphingomyelin (L/S) ratio of 1.5 : 1 1430: Fetal heart

rate 134 beats per minute with variability.

N\

_O’_ This is a Matrix Multiple Choice question. These items have columns and
=~ rows. Make 1 selection per row.

Action Indicated Contraindicated

Imminent delivery

Administration of corticosteroids

Hospitalization

Administration of broad-spectrum antibiotics

Routine prenatal care
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