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Vice-Chancellor's Message

The Distance Learning Centre is building on a sbttdlition of over two decades of
service in the provision of External Studies Progree and now Distance Learning
Education in Nigeria and beyond. The Distance Legrnmode to which we are
committed is providing access to many deservingeNggns in having access to higher
education especially those who by the nature of tiegagement do not have the
luxury of full time education. Recently, it is coibuting in no small measure to
providing places for teeming Nigerian youths who éoe reason or the other could
not get admission into the conventional universitie

These course materials have been written by wrépegially trained in ODL course
delivery. The writers have made great efforts tovygte up to date information,
knowledge and skills in the different disciplineslaensure that the materials are user-
friendly.

In addition to provision of course materials innprand e-format, a lot of Information
Technology input has also gone into the deployrménburse materials. Most of them
can be downloaded from the DLC website and arelaai in audio format which
you can also download into your mobile phones, JMB3 among other devices to
allow you listen to the audio study sessions. Sofrtee study session materials have
been scripted and are being broadcast on the wityyerDiamond Radio FM 101.1,
while others have been delivered and captured diatisual format in a classroom
environment for use by our students. Detailed mi@iton on availability and access is
available on the website. We will continue in otfods to provide and review course
materials for our courses.

However, for you to take advantage of these formais will need to improve on
your |.T. skills and develop requisite distancemgag Culture. It is well known that,
for efficient and effective provision of Distancealning education, availability of
appropriate and relevant course materialsssia qua nonSo also, is the availability
of multiple plat form for the convenience of ouundénts. It is in fulfilment of this,
that series of course materials are being writteartable our students study at their
own pace and convenience.

It is our hope that you will put these course matgito the best use.

peldberr]

Prof. Abel Idowu Olayinka
Vice-Chancellor



Foreword

As part of its vision of providing education ftiriberty and Development” for
Nigerians and the International Community, the @nmsity of Ibadan, Distance
Learning Centre has recently embarked on a vigorepssitioning agenda which
aimed at embracing a holistic and all encompasap@oach to the delivery of its
Open Distance Learning (ODL) programmes. Thus veecammitted to global best
practices in distance learning provision. Apart nfroproviding an efficient
administrative and academic support for our stugjamé are committed to providing
educational resource materials for the use of tudemts. We are convinced that,
without an up-to-date, learner-friendly and dis@nlearning compliant course
materials, there cannot be any basis to lay clainbding a provider of distance
learning education. Indeed, availability of appraf@ course materials in multiple
formats is the hub of any distance learning provisvorldwide.

In view of the above, we are vigorously pursuin@asatter of priority, the provision
of credible, learner-friendly and interactive caurmaterials for all our courses. We
commissioned the authoring of, and review of comnsg¢erials to teams of experts and
their outputs were subjected to rigorous peer rev@ensure standard. The approach
not only emphasizes cognitive knowledge, but alslissand humane values which
are at the core of education, even in an ICT age.

The development of the materials which is on-gatsp had input from experienced
editors and illustrators who have ensured that #reyaccurate, current and learner-
friendly. They are specially written with distantsarners in mind. This is very
important because, distance learning involves msidential students who can often
feel isolated from the community of learners.

It is important to note that, for a distance leartmeexcel there is the need to source
and read relevant materials apart from this coumsgerial. Therefore, adequate
supplementary reading materials as well as ottlierrmation sources are suggested in
the course materials.

Apart from the responsibility for you to read tleisurse material with others, you are
also advised to seek assistance from your coursiétdeors especially academic
advisors during your study even before the intéractession which is by design for
revision. Your academic advisors will assist youngsconvenient technology
including Google Hang Out, You Tube, Talk Fusiot;. dout you have to take
advantage of these. It is also going to be of inseeadvantage if you complete
assignments as at when due so as to have necéssdinacks as a guide.

The implication of the above is that, a distan@rer has a responsibility to develop
requisite distance learning culture which includdgyent and disciplined self-study,

seeking available administrative and academic suppod acquisition of basic

information technology skills. This is why you aemcouraged to develop your
computer skills by availing yourself the opportynidf training that the Centre’s

provide and put these into use.



In conclusion, it is envisaged that the course magewould also be useful for the

regular students of tertiary institutions in Nigewho are faced with a dearth of high
guality textbooks. We are therefore, delighted tespnt these titles to both our
distance learning students and the university'silsegstudents. We are confident that
the materials will be an invaluable resource to all

We would like to thank all our authors, reviewersl roduction staff for the high
guality of work.

Best wishes.

O ==

Professor Bayo Okunade
Director
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Course Information

Course Code & Course NameNSG 324: Nursing Practical Il

Year: 300-Level

Semester:First & Second Semester
About the Course This course is designed to help students acdpaise clinical
knowledge and practical skills related gastroimesisystem.
Lecturer Information:
» Facilitators: Mrs. Helen N. Obilor and Mrs. Akinwaare
¢ Email: ngoziobilor@yahoo.coromoakinayaakin@gmail.com
e Consultation: Through SMS, email and facebook.

Introduction to the Course:

You are welcome to NSG 324. This is an online oeufgt runs in the distance
learning mode. It is a compulsory course openltawaking students and it is a 3-unit
course that has 45 hours of interaction among &acind learners for the period of
the course.

Aim: The course aims at introducing nursing proceduregeciic to the
gastrointestinal system through the use of a ngngincess.
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Study Session 1: Assessment of the Abdomen

Introduction

Abdomen constitutes the part of the body betweenthiorax and pelvis: in humans
and in other mammals. The region enclosed by therabn is termed the abdominal
cavity. In this study session you will learn how tocate and describe abdominal
organs, prepare the client for the procedure amymat abdominal examination.

This study session is a follow up to study sesdioof NSG 217, where you have
learnt about the components of health assessmeait assessment techniques
(Inspection, palpation, percussion and auscultatidhis study session will conclude
with a demonstration of this procedure on a cl{gontunteer/mannequin).

Learning Outcomes for Study Session 1

When you have studied this session, you shouldlgeta:

1.1 Describe the classification of abdominal oggemto regions and quadrants
1.2  Describe the sequence of abdominal examinatdrits rationale

1.3  Describe the nursing procedure of the compsn#abdominal assessment

1.1 Classification of the Abdominal Organs
To locate and describe the abdominal organs, theréwo methods of subdividing
the abdomen that may be used: namelygtiedrants andregion.

To divide the abdomen into quadrant: A vertical imaginary line from the xiphoid

process to the pubic symphysis and a horizontaldicross the umbilicus, divides the
abdomen into four quadrants: right upper quaddafit,upper quadrant, right lower

guadrant and left lower quadrant (see figure 1.1).

To divide the abdomen into regionsUsing this method, the abdomen is divided into
nine regions namely the right hypochondriac, rigimber, right inguinal, epigastric,
umbilical, hypogastric, left hypochondriac, leftbar, left inguinal by two imaginary
vertical lines that extend superiorly from the nodys of the inguinal ligaments, and
two horizontal lines, one at the level of the ed§¢he lower ribs and the other at the
level of the iliac crests (see figure 1.2).
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Quadrants
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1CH " I i
i 3 1l pla i I

Figure 1.1: The four abdominal quadrant & the underlying o_rgan
Source:Berman, Snyder, Kozier and Erb, 2008

1.2 Sequence of Abdominal Examination

To assess the abdomen, all the techniques of @iystaminations are involved. You
the assessment starts with inspection, followed algcultation, percussion and
palpation.

Rationale: Auscultation is done before percussion and palpabecause of the
movement or stimulation of the bowel during peraussand palpation which can

increase the bowel motlllty and heighten the basweinds, thereby altering result.
Drgnns in the Nine Abdominal

Regions
RIGHT HYPOCHONDRIAC UMBILICAL
Ry L) Right dbay o Tha | Cirmsnt 5
Calibslachides Wideriiery
Pary of dluociarsiam | trevict T of Guodenam
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", At [ |
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af wceriL - ol
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Figure 1.2: The four abdominal quadrant & the underlylng organ
Source:Berman, Snyder, Kozier and Erb, 2008

So far, it is anticipated that you have learntdlassification of abdominal organs into

regions and quadrants and then understandthe ssw@érabdominal examination.
You may now proceed to study the nursing procetiurabdominal assessment.
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In-text question
Write out the order of abdominal examination

In-text answer
Inspection
Auscultation
Percussion and
Palpation

1.3 Abdominal Assessment Procedure

The abdominal assessment procedure is made upootdmponents: history taking
and physical examination. What you need to knowass#ss under these components
will be discussed under implementation.

1.3.1 Requirement
1. Drape

2. Stethoscope

3. Tape rule

4. Water soluble skin marking pencil

5. Examining light

1.3.2 Implementation
1. Prior the procedure,
A. Introduce self and explain the procedure to thentli
B. Ask the client to urinate
Rationale: Empty bladder makes the assessment more comfefiabihe client.
C. Ensure that the room is warm since the client bellexposed
D. Wash hands
E. Provide privacy for the client
2. Obtain client’s history on any of the following:
A. Incidence of abdominal pain: its location, onsettgrn, quality, frequency and
associated symptom (e.g. nhausea, vomiting, diaajhoe
B. Bowel habits: incidence of constipation or diarrhoe
C. Change in appetite, food intolerances, and foogested in the last 24 hours
D. Specific gastrointestinal signs and symptoms (elgpartburn, flatulence
and/belching, difficulty swallowing, hematemesispdadl or mucous in stool,
and aggravating and alleviating factors).
E. Previous health problems and treatment (e.g., stomacer, gallbladder
surgery, history of jaundice).
3. Assist the client to a supine position, with theaplaced comfortably at the sides.
4. Place small pillows beneath the knees and the head
Rationale: to reduce tension in the abdominal muscles.
5. Expose the client's abdomen only from the chest ionthe pubic area
Rationale: To avoid shilling and shivering which can tense thAbdominal
muscles, and also to avoid undue exposure of et body.
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PHYSICAL EXAMINATION OF THE ABDOMEN

Normal Findings

Deviation from normal

Inspection of the abdomen

7. Inspect

. Inspect the abdomen for sk
integrity

the abdomen fq
contour and symmetry

* Observe the abdomin
contour which is betwee
the anterior rib margin an
the pubic bone, whilg
standing at the client side.
Ask the client to take dee
breath and hold it.
Rationale: This makes ar
enlarged liver or splee
more obvious

Assess the symmetry of tf
contour while standing
the foot of the bed.

If distention is present
measure the abdominal gir|
by placing a tape rul
around the abdomen at t
level of umbilicus.

~

(e

. Observe abdominal movemer
associated with respiratio
peristalsis, or aortic pulsations

. Observe the vascular pattern

ivnblemished skin,
Uniform colour, stretch
mark or surgical scars

aFlat, rounded (convex), @
nscaphoid (concave)
d

n

v

pNo evidence of liver o
spleen enlargement
i

=]

S©ymmetric contour
1

th

(1}

ne

s Symmetric movemen
n, caused by respiration.
5« Visible peristalsis in very
lean individuals.
e Aortic pulsations in thin
persons at the epigastf
region.

No visible vascular pattern

r Evidence of liver or splee

Rashes, skin lesions,
Tense glistening skin (ma
indicate ascites, oedema.

rDistended

enlargement

Asymmetric contour, e.g
localized protrusion
(hernia, tumour)

te Limited movement dug
to pain or disease.

* Visible peristalsis in non
lean clients (possibl
bowel obstruction).

i€ Marked aortic pulsations

Visible vascular patter
(dilated vein is associate
with liver disease, ascite

and venocaval obstruction.

>

\*2)

U

1)

-

d

4

Auscultation of the abdomen
10.Auscultate the abdomen f

bowel sounds, vascular soun
and peritoneal fiction rubs
NB: Warm the hands and tk
stethoscope diaphragm
Rationale:Cold hands and
cold stethoscope may cause

Dk Audible bowel sounds
s, Absence of arterial bruits

5.« Absence of friction rub
e

S.
a
the

* Hypoactive, i.e. extremel

one per minute
Hypoactive sound
indicate decrease

motility and are usually
associated with

soft and infrequent (e.g.

<

client to contract the abdomin

al

manipulation of the bowe
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muscles, and these contractiqg
may be heard durin
auscultation.
For Bowel Sounds
* Use the diaphragm of th
stethoscope
Rationale:Intestinal  sound:
are relatively high pitched an

ns

\"24

best accentuated by the
diaphragm. Light pressure
with the stethoscope Is
adequate.

Rationale:Shortly after or
long after eating, bowe
sounds may normall
increase. They are loude
when a meal is long overdue
NB: Four to 7 hours after
meal, bowelsounds may |
heard continuously over th
ileocecal valve area while th
digestive contents from th
small intestine empty throug
the valve into the larg
intestine.

Place diaphragm of the steth
scope in each of the fol
guadrants of the abdomen.

Listen for active bowe
sounds-irregular gurglin

noises occurring about every !

to 20 seconds. The duration
a single sound may rang
from less than a second
more than several second (S
figure 1.3).
For Vascular Sounds
» Use the bell of the stethosco
over the aorta, renal arterie
iliac arteries, and femorsg
arteries (see figure 1.4).
Listen for bruits. These af
"swishing" sounds heard ov
major arteries during systo
or, less commonly, systole at
diastole.
Peritoneal Friction Rubs

* Peritoneal friction rubs ar

Ask when the client last ate.

C
¢

e

[®igure 1.3: Auscultating the
€&bdomen for bowel sound

Figure 1.4

L

source: Berman, Snyder,
Kozier and Erb, 20008

~Aorta

~Femoral
~ artery

- lliae
artery

. Femoral
artery

: Abdominal site

during surgery
inflammation,  paralytic
ileus, or late bowe
obstruction.

Hyperactive/increased,
le.,
Hyperactive sound
indicate increase
intestinal motility and are
usually associated wit
diarrhoea, an early bow
obstruction, or the use ¢
laxatives.

True absence of soun
(none heard in 3 to
minutes)  indicates
cessation of intesting
motility.

e Loud bruit over aortiq
area (possible aneurysm
» Bruit over renal or iliac
arteries

high pitched/loud.

o AL & N 0 )

-

of

— O 01

1

N
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rough, grating sounds like tw

pieces of leather rubbing vascular sound
together. Friction rubs may be source: Berman, Snyder,
caused by inflammation, Kozier and Erb, 20008

infection, or abnormal growth.

To auscultate the splenic sit
place the stethoscope over t
left lower rib cage in the
anterior axillary line, and as
the client to take a dee
breath. A deep breath mz:
accentuate the sound of
friction rub area.

* To auscultate the liver site

place the stethoscope over t
lower right rib cage.

Percussion of the abdomen

11.Percuss several areas in e;
of the four quadrants t
determine presence of tympa
(gas in stomach and intestine
and dullness (decrease, abser
or flatness of resonance oV
solid masses or fluid). Use
systematic pattern: Begin in th
lower right quadrant, proceed
the upper right quadrant, t
upper left quadrant, and t
lower left quadrant.

12. Percuss the liver to determi

its size.

Palpation of the Abdomen
13. Perform light palpation first t
detect areas of tenderne
and/or muscle guarding
Systematically explore all fou

quadrants. Ensure that t
client's position is appropriat
for relaxation of the
abdominal muscles, and watr
the hands.

Rationale:Cold hands can elic
muscle tension and thi

impede palpatory evaluation.

Light Palpation

ach
0

ny
2S)
ce,

1¢lullness, especially over tf
tdéiver and spleen, or a fu
ladder.

e

ne

06 to 12cm (2.5 - 3.5 inche

yto 8cm (1.5 - 3.5) at th

ne

dNo tenderness, relaxg
abdomen with  smooth
ngonsistent tension

t

IS

o for the auscultation of the

efympany over the stomag
@and gas-filled

dp the mid-clavicular line; 4

rmid-sternal line

bowels;

Large dull areas
(associated with presen
of fluid or a tumour)

h

e

Enlarged size (associats
with liver disease)

s)renderness an
} hypersensitivity superficia
emasses. Localized areas
increased tension

2d

d
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14.

or

Use the bimanual method
palpation (in which the non
dominant hand placed over a
superimposed on the extend
dominant hand on the clie
body part).

Hold the palm of your hand
slightly above the client's ab

domen, with your finger:
parallel to the abdomen.

Depress the abdominal wall
lightly, about 1 cm or to the
depth of the subcutaneous
tissue, with the pads of your

fingers.

Move the finger pads in a

slight circular motion.
Note areas of tenderness

superficial pain, masses, and
muscle guarding. T0

"2

or

determine areas of tenderness,

ask the client to tell you about

them and watch for changes
the client's facial expression.
If the client is excessivel
ticklish, begin by pressin

your hand ontop of the client’
hand while pressing lightly.

Then slide your hand off th
client's and onto the abdom
to continue the examination.
Perform deep palpation ov
all four quadrants.

Palpate sensitive areas last.
Press the distal half of th
palmar surface of the finger
into the abdominal wall.

Depress the abdominal wg
about 4 to 5cm (1 Y2 to 2 in).
Note masses and the structl
of underlying contents. If
mass is present, determine
size, location, mobility
contour, consistency ar
tenderness. Normg
abdominal structures that mg
be mistaken for masse
include the lateral borders

In

e
Df

O

“cecum, an
n&olon

ed
Nt

d
Al
3%
2S
Df

Tenderness may be prest
pear xiphoid process, ov

d over sigmo

Generalized or localize
areas of tendernes
Mobile or fixed masses

17



the rectus abdominis muscles,
the faeces-filled colon, the

aorta, and the uterus.

Check for rebound tenderness

in areas where the clie
complains of pain. With on

Nt
e

hand, press slowly and deeply
over the area indicated and

then lift the hand quickly. |
the client does not compla

of pain during the deep pres-

sure but indicates pain at t

release of the pressure,
rebound tenderness is prese

This can indicate peritone

inflammation and should bhe

reported to the primary ca
provider immediately.

15.Palpate the liver to dete

enlargement and tenderness

» Stand on the client's right

side.

* Place your left hand on the

posterior thorax at about the
s* May not be palpable
1d Border feels smooth

nth or 12th rib. This hand i

used to push upward ar

provide support 0

underlying structures for the
subsequent anterior

palpation.

* Place your right hand along

the rib cage at about a 4
angle to the right of th
rectus abdominus muscle

parallel to the rectus muscle

with the fingers pointing
toward the rib cage.

« While the client exhales,
exert a gradual and gentle
downward and forward

pressure beneath the cos
margin until you reach

A
depth of 4 to 5 cm (1 1/2 to

2 in.). During expiration, the

abdominal wall relaxes,

facilitating deep palpation.
* Maintain your hand
position, and ask the clie

to inhale deeply. This makes

al

[€

Ct

i

Nt

the liver border descend and

nt.

Enlarged (abnormg
finding even if liver is
smooth and not tender)
Smooth but tender, nodul
or hard

|
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moves the liver into a palpa-
ble position,
* While the client inhales, feel
the liver border move
against your hand. It should
feed firm and have a regular
contour. If you do not pal-
pate the liver initially, ash
the client to take two or
three more deep breaths
while you maintain or apply
slightty more palpation
pressure. Livers are harder
to palpate in obese, tense,|or
very physically fit people.
* If the liver is enlarged (i.e|,
Palpable below the costal
margin), measure the
number of centimetres |t
extends below the coastal
region.

16.Palpate the Dbladder RQy

palpating the area above the Distended and palpable as
public symphysis if the smooth, round, tense mass
client's history indicates (indicates urinary
possible urinary retention retention)

17.Document findings in the
client record. Not palpable

1.3.3 Evaluation

Relate findings of abdominal assessment to prevasasessment data if available.
Activity 1.1

Take a moment to reflect on what you have readasoahd seen in the video
demonstrations. Based on your nursing experienbat are the components of health
assessment that you will focus on a patient withabmplaints of abdominal pain and
increased bowel movement?

In order to carry out effective abdominal assessnoen patients, some important
points must be borne in mind. These are highligidgiox 1.1

Box 1.1: The Abdominal Assessment Skill

It is necessary to explain the procedure to théepit and ensure that clients empty the
bladder, and the examination room kept warm so gain their cooperation.

The sequence of abdominal examination is inspeciioscultation, percussion and palpation.
At the end of procedure, it is important to docutrtbe procedure and report findings.
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Summary of Study Session 1

In study session 1, you have learned that:

1. The abdomen and its underlying organs can be ldcatel described using two
methods of classification: regions and quadrants.

2. The sequence of abdominal examination and itsialgo

3. The nursing procedure of the abdominal assessmemp@nents

Self-Assessment Questions (SAQSs) for Study Session

Now that you have completed this study session,cauassess how well you have
achieved its Learning Outcomes by answering thesstepns. You can check your
answers with the Notes on the Self-Assessment @ussit the end of this Module.
SAQ 1.1

Describe the classification of abdomen into quaidrand regions.

SAQ 1.2

State the sequence of physical examination of demen

SAQ 1.3

State the components of an abdominal assessmeetdone ?

Notes on Self Assessment Questions for Study Sesslo

SAQ 1.1

The abdomen is divided into four quadrants using eertical and horizontal
imaginary line, which are the right upper quadréeti upper quadrant, right lower
guadrant and left lower quadrant. While the abdonsedivided into nine regions
using two vertical and horizontal imaginary lingee right hypochondriac, right
lumber, right inguinal, epigastric, umbilical, hygastric, left hypochondriac, left
lumbar, left inguinal.

SAQ 1.2
The sequence of abdominal examination is inspecéioscultation, percussion and
palpation.

SAQ 1.3
History taking and physical examination
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Study Session 2: Nutrition Methods and Procedures

Introduction

Nutrition is the process of absorbing nutrientsrfroonsumed food and processing the
nutrients in the body in order to provide energgimtain/repair tissue integrity and
regulate body process. There are many nursing metwod procedures in nutrition.
This study session will focus on optimal nutritifam clients, hospital diets in patient’s
care and finally, alternative feeding methods.

Learning Outcome of Study Session 2

When you have studied this session, you shouldlgeta:

2.1 Identify nursing interventions needed for oati nutrition for clients

2.2 ldentify the terms used to describe the diifiehospital diets in patients’ care
2.3 State the different alternative feeding meshas purpose and indications

2.1  Optimal Nutrition

Nutrition is the process of absorbing nutrientsrfroonsumed food and processing the
nutrients in the body in order to provide energgimtain/repair tissue integrity and
regulate body process. The consumed food can lested orally through the mouth,
through a Nasogastric tube inserted directly inthe t stomach/intestine,
gastrostomy/jejunostomy, and intravenously in pineh nutrition.

To maintain health and facilitate patients’ recgvieom illness, nurses therefore have
the responsibility to promote optimal nutrition aadalanced diet for the clients. In
this light, nursing intervention includes the foliog:

Provision of an atmosphere that encourages eating

Serving of meal/diet to the client

Assisting or feeding the client with the served mea

Monitoring clients’ appetite and food intake

Administering enteral and parenteral feedings

Monitoring and evaluating for possible signs ofriian problems
Collaborating with physician and dietician abowgtdrder and information
on patients’ diet respectively

NoohkhwNE

2.2 Hospital diet

Different terms are used to describe the dietsesknv the hospital in the management
of patients, namely:

Regular diet/standard diet: this is a balanced diet served to a hospitaliziethiowho
has no special diet needs in relation to the treatrmof a disease process. This diet
supplies the metabolic requirement equivalent & i a sedentary person, which is
about 2,000 Kcal.
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Special diet: This is a dietthat has been altered or modifiedhegitin texture,
kilocalories, specific nutrients or consistency tloee management of a disease process
e.g. diabetes mellitus, renal failure.

Light diet: This is a plainly cooked diet with a minimal amowi fat and fibre
designed for clients who are not ready for regdiat and postoperative patients.
Soft diet: This is a low fibre diet that is easily chewed aliglested, and ordered for
clients who have difficulty with chewing and swaliog.

Clear liquid diet: This diet is limited to water, tea, beveragesacleuit juice and so
on, that is provided for client after certain surgge or acute gastrointestinal tract
(GIT) infection usually to relieve thirst, prevediehydration and minimize the
stimulation of GIT.

Full liquid diet: This is a liquid food/diet at room temperatureoyided to clients
who have GIT disturbances or clients who cannetr&é solid or semisolid foods.

Diet as tolerated: This is diet ordered based on clients’ appetikglita to eat and
tolerance for certain food.

In-text question
What do you understand by special diet?

In-text answer

Special dietis a dietthat has been altered or neatiéither in texture, kilocalories,
specific nutrients or consistency for the managdroén disease process e.g. diabetes
mellitus, renal failure

2.3 Alternative Feeding

This is a feeding method that is used to ensurguate nutrition when the clients are
unable to ingest their food. There are two typesaldérnative feeding methods,
namely: Enteral feeding method and parenteral fgeaiethod.

2.3.1 Enteral Feeding Method

This is achieved by means a nasogastric tube, nsaetubes/nasointestinal tube,
and gastrostomy or jejunostomy tube.

Nasogastric tube: It is inserted from one of the nostrils, down tresopharynx, and
into the alimentary tract.

Nasoenteric tubes/nasointestinal tube: It is inserted from one of the nostrils down
into the upper small intestine. It is longer theagastric tube (at least 40 inches for an
adult).

Gastrostomy tube: It placed surgically or by laparoscopy through #dfbelominal wall
into the stomach.

Jgjunostomy tube: It placed surgically or by laparoscopy through &elominal wall
into the stomach.
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Nasogastric tube Gastrostomy tube Jejunostomy tube

Figure 2.1: Enteral feeding tubes
Source: Berman, Snyder, Kozier and Erb, 2008

Purpose of enteral nutrition
» To provide adequate nutrition for patients.
Indication for enteral nutrition

* For client who is unable to ingest foods

* For client with impaired upper gastrointestinattra

» For client with impaired/interrupted food transpioto the small intestine.
Enteral feedings areliquid mixtures of carbohydrgetein, fat, minerals vitamins
and water in required/specified proportions. Toied optimal nutrition, enteral
feedings must be a balanced diet. In this settiagteral feedings can be
prepared/mixed by the nurses in accordance to lieet€ body need or physician
order using locally available menu/diet such aszdgiap, milk, sugar.
Also the normal/regular diet can be blended withewa.g. Rice and beans with fish.
There are also prepared standard formulas that@remercially prepared. Enteral
feedings can be administered intermittently or cwausly through an open system
(feeding barrel/syringe) or closed system (prefilbttle with drip chamber).

2.2.2 Parenteral Feeding Method

It is the intravenous administration of nutrienséd solutions of dextrose, water, fat,
amino acid, electrolytes, vitamins and trace eldsérough a venous access device.
Parenteral nutrition can be administered througtemtral venous access (often the
superior vena cava), and usually for duration eesedays or more.

It can also be administered through a peripherabus access which is indicated for
patients requiring parenteral nutrition for lesartlseven days

Purpose
* To provide nutrients required for the normal metsbo, tissue
maintenance/repair and energy demands in clientsamt unable to receive or
tolerate adequate nutrition through the GIT.
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Indication for parenteral nutrition
It is indicated in the following conditions:
» Gastrointestinal tract malfunctioning due interropt in its continuity or
impairment in its absorptive capacity.
Paralytic ileus
Intestinal obstruction
Inflammatory bowel disease
Ulcerative colitis
Short bowel syndrome
Malabsorption
Gastrointestinal fistula
Persistent vomiting
Hepatic failure
10 Acute pancreatitis
* In hyper metabolic state for which enteral nutnties not possible or
inadequate
1. Severe burn injury
2. Acute renal failure
3. Multiple fracture
4. Tumour of the GIT tract
5. Major surgeries with Nil per oral order for moraith5 days
» Patients at risk for malnutrition because of:
1. Metastatic cancer
2. Gross underweight (more than 80% below standard)
3. Nil per oral order for more than 5 days

©Coo~NOORA~WNE

Having taking you through the overview of patienstrition, it is anticipated that
you can now identify nursing interventions needed dptimal nutrition for clients,
alternative feeding methods and terminologies wgekkscribe hospital diets.

Activity 2.1

Take a moment to reflect on what you have readsori the overview of nutrition in
the hospital setting. Based on your nursing expeggdevelop a 24-hour food menu
plan (breakfast, lunch and dinner) for a clieneoteral nutrition through NGT.

For an effective understanding of overview of pategenutrition, the following points
must be borne in mind. These are highlighted in Bdx

Box 2.1: Overview of patient’s nutrition

Nurses have a responsibility to maintain health facditate patients’ recovery from illness
through promotion of optimal nutrition and provisiof a balanced diet to the clients

To achieve nutritional-based set goal in clientare¢c collaboration with physician and
dietitian is very essential

A balanced diet can be obtained through the useacafly available food.
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Summary of Study Session 2
In study session 2, you have learned about:
1. Nutrition based nursing intervention that can hédp promote optimal
nutrition in hospitalized clients.
2. Different terms used to describe the diets sermethe hospital in patients’
management.
3. Alternative feeding methods which is divided intotexal and parenteral
nutrition.

Self-Assessment Questions (SAQs) for Study Sessibn

Now that you have completed this study session,cauassess how well you have
achieved its Learning Outcomes by answering thesstepns. You can check your
answers with the Notes on the Self-Assessment (@uesit the end of this unit.

SAQ 2.1

State four nursing interventions needed for optimatition for a hospitalized clients
SAQ 2.2

Describe a special diet

SAQ 2.3

What is a parenteral nutrition?

Notes on Self Assessment Questions for Study Sessto
SAQ 2.1
» Provision of an atmosphere that encourages eating
» Serving of meal/diet to the client
» Assisting or feeding the client with the served mea
» Monitoring clients’ appetite and food intake

SAQ 2.2

Special diet is a dietthat has been altered or feadeither in texture, kilocalories,
specific nutrients or consistency for the managdroén disease process e.g. diabetes
mellitus, renal failure.

SAQ 2.3

It is the intravenous administration of nutrienséd solutions of dextrose, water, fat,
amino acid, electrolytes, vitamins and trace elédmémwough a venous access device
in order to provide nutrients required for the nafmmetabolism, tissue
maintenance/repair and energy demands in clients afe unable to receive or
tolerate adequate nutrition through the GIT.
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Study Session 3: Serving and Feeding the Client wiDiet

Introduction

Serving of client diet is a nursing interventiomedited towards meeting the nutritional
needs of clients in the hospital and also to prenogtimal nutrition while Feeding of
client with the served diet is a nursing interventdirected towards assisting clients
who are unable to feed themselves in order to the@tnutritional needs.

In this study session, you will be learning abohbé& tnursing actions/rationales
involved in serving and feeding of a client.

Learning outcome for Study Session 3

When you have studied this session, you shouldleeta:

3.1 Identify the nursing actions involved in tleg\sng of client’s diet

3.2 Identify the nursing actions/rationales invaalin the feeding of client

3.1 Serving of Client’s Diet
Serving of client diet is a nursing interventiomedited towards meeting the nutritional
needs of clients in the hospital and also to preneptimal nutrition.

3.1.1 Assessment

As part of the of client's admission protocol intee ward and subsequently, the
client's nutritional assessment should be carried to obtain information on the
following:

1. Food preferences, allergies or restriction to diet

2. Diet history in relation to food and fluid intake

3. Weight and other signs of nutritional deficienceeg. inflammation of the
mouth, sparse hair etc.

4. Medical/surgical health problem associated withdf@md fluid intake and
nutrition requirement such as difficulty in chewirgnd swallowing,
constipation, diarrhoea etc.

5. Medication history to determine if medication wik administered before,
during or after meal. Also to determine the podisybiood-drug interaction.

6. Physical activity level to determine the level séstance needed

7. Prescribed food order

3.1.2 Nursing Diagnosis
* Imbalanced nutrition: more than body requirement.
» Imbalanced nutrition: Less than body requirement.
* Risk for Imbalanced nutrition: more than body regment.
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3.1.3 Plan
Requirements
* A tray containing the prepared diet.
» Feeding utensils e.g. Spoon, table knife fork aralasfor drinking
* A cup of drinking water or any other client’'s pretd fluid choice such as
juice.

In-text question
List out the 3 nursing diagnosis of the clients

In-text answer
* Imbalanced nutrition: more than body requirement
* Imbalanced nutrition: Less than body requirement
* Risk for Imbalanced nutrition: more than body regment

3.1.4 Implementation or Action
Procedure
1. Inform client about the arrival of diet and assthesclients readiness to eat
Rationale: to prepare the client's mind about diet and to rheitee when to serve the
client’'s meal.
2. Wash hands
Rationale: Reduce the risk of transmission of microorganisms
3. Instruct/assist client to wash hand in preparafiwreating.
Rationale: This promotes patients comfort and also reducesishkeof transmission
of microorganisms
4. Remove any unpleasant visual stimuli such as besdpad urinal in the client’s
surroundings
Rationale: Unpleasant sight and smell can decrease a pategpistite.
5. If not contraindicated raise the head of the pdéBebed or instruct/assist the
client to sit in a chair.
Rationale: Upright position reduces the risk of aspiration agitLix.
6. Check and ensure that diet correspond to thebbesl order
Rationale: This ensures that the client’s take the right tgpdiet
7. Arrange food in a tray with required feeding @iéhand fluid choice and place
on the over-bed table or in a manner convenienthf@rclient to eat (See figure
3.1).
Rationale: This promotes comfort and brings the food closelient’s easy access or
reach.
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Fig. 3.1: Setting of food on the over-bed table for clientat.
Source: http://www.dailymail.co.uk/news/article-22187584¢ial-spends-just-73p-meal
patients--aside-feed-prisoners.htmi
8. If required assist the client to cut food to dergpieces
Rationale: This provides necessary assistance needed with food
9.Allow the client to make choices about the ordeminich food is eaten, the
speed at which food is eaten, and the amount af float will be eaten.
Rationale: This facilitate client’s independence
10.Do not hurry the patient through the meal
Rationale: This may facilitates client’'s enjoyment of the oo
11.Communicate with the client in the course of thealm(@ptional) but not on
stressful event.
Rationale: This improves interpersonal relationship, whilsadission of stressful life
event at meal time can decrease appetite and digjagtion.
12.Encourage the client to eat if you observed thatdfent is not eating the meal
as required
Rationale: This improves clients’ appetite and food consuompti
13.Remove the tray when client is done with the meal
14.Encourage the patient to remain in sitting posifimnat least 15 minutes after
meal.
Rationale: This decreases the risk of reflux and aspiration
15.Assist the client to clean up after meal with haadsl other body parts as
required.
Rationale: This helps to promote client’'s body comfort.
16.Wash hands.
Rationale: This reduce the risk of transmission of microoigars
17.Record the time, type, amount of food and tolerandeod.

In-text question

What is the rationale for not hurrying the patigwbugh the meal?
In-text answer

This may facilitates client’s enjoyment of the food
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3.1.5 Evaluation

Carry out an evaluation of the client on the folilogy

Tolerance to feeding (e.g., nausea, cramping) atnsfaction with meal
Regurgitation and feelings of fullness after fegdin

Weight gain or loss

Faecal elimination pattern (e.g., diarrhoea, flatak, constipation)

Hydration status e.g., skin turgor

Urine output and specific gravity

Relate findings to previous assessment data ifladai Report significant deviations
from normal to the physician.

So far you have been taken through the nursingrtinvolved in the serving of
client’s diet, it is anticipated that in your netinical placement you should be able to
carry out this procedure.

Activity 3.1

Take a moment to reflect on what you have reade@a@s your nursing experience,
how can you improve the eaten pattern of a clietit veduced appetite?

For an effective understanding of discussed praegdbe following points must be
borne in mind in order to meet client’s nutritiome&leds. These are highlighted in Box
3.1

ok wnhE

Box 3.1: Serving of client diet

Assessment is an important phase of nutrition bagedsention-serving of client diet.

The food must be prepared and presented in an lappea attractive manner to the client’s
senses.

Unpleasant visual stimuli and stressful life evenist be avoided during the course of eating.

3.2 Feeding of Client

Feeding of client with the served diet is a nursingervention directed towards
assisting clients who are unable to feed themseaivesder to meet their nutritional
needs.

3.2.1 Assessment
As part of the of client's admission protocol intee ward and subsequently, the
client’s nutritional assessment should be carriat to obtain information on the

following:
1. Food preferences, allergies or restriction to diet
2. Diet history in relation to food and fluid intake

3. Weight and other signs of nutritional deficienceeg. inflammation of the
mouth, sparse hair etc.

4. Medical/surgical health problem associated withdf@md fluid intake and
nutrition requirement such as difficulty in chewirgnd swallowing,
constipation, diarrhoea etc.

5. Medication history to determine if medication wik administered before,

during or after meal. Also to determine the podisybiood-drug interaction.

Physical activity level to determine the level eéstance needed

Prescribed food order.

N
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3.2.2 Nursing Diagnosis
* Imbalanced nutrition: more than body requirement
» Imbalanced nutrition: Less than body requirement
* Risk for Imbalanced nutrition: more than body regment

3.2.3 Plan
Requirements
» A tray containing the prepared diet.
Feeding utensils e.g. Spoon, table knife fork stnaw for drinking
A cup of drinking water or any other client’s pegfed fluid choice such as juice
A bowl of water to wash patient’s hands
Napkin or paper serviette

In-text question
List any 3 requirements for the nursing plan irdiag a client
In-text answer
A tray containing the prepared diet.
* Feeding utensils e.g. Spoon, table knife fork stnaw for drinking
* A cup of drinking water or any other client’s peaked fluid choice such as juice

3.2.4 Implementation or Action
Procedure
1. Inform client about the arrival of meal and asghssclients readiness to eat
Rationale: to prepare the client's mind about diet and to wheitee when to serve the
client’'s meal.
2. Explain feeding procedure to the client and deteenthe level of client
participation
Rationale: To facilitate client’'s cooperation
3.Position the patient comfortably, if not contraicetied position client in fowler’s
position.
Rationale: To promote comfort and fowler’s position reduces tisk of aspiration
4. Assist the client to wash hands in the bowl cimirig water.
Rationale: Thisreduces the risk of transmission of microorgars.
5. Place napkin over chest and around the neckofog.
Rationale: This prevents client’s cloths from soiling
6. Check and ensure that diet correspond to thebbesl order
Rationale: This ensures that the client’s take the right tgpdiet
7. Create a pleasant environment by removing anjeaspnt visual stimuli
Rationale: This enhances client’s appetite.
8. Wash hands
Rationale: This prevent cross infection
9. Arrange food in a tray with required feedingndiés and fluid choice on the
over-bed table; or in a manner convenient for thes@ and client. Stand or sit
at the side of the client (see figure 3.2).

30



Figure 3.2: Setting of food tray and feeding of client
Source:http://lwww.youtube.com/watch?v=TFhbmeS3FZc

10.Allow the client to make choices about the ordewhich food is eaten and the
amount of food that will be eaten.
Rationale: This enhances client’s cooperation and independence
11.Feed the client in small bits using an appropriaggling utensil (e.g., spoon).
Wait for the client to chew and swallow the fooddre the next.
Rationale: Taking the food in small bits at a time helps fiieetive chewing and
reduces the risk of aspiration
12.Give water in between if client’s prefer
Rationale: This relieves obstruction if any and helps in sosxlhg
13.Encourage the client to eat but do not use force.
Rationale: Forcing the client to eat may cause vomiting.
14.Encourage the client participation in the feedingcpdure as much as possible.
Rationale: This facilitates client’s independence
15.When client is through with food or feels satisfistbp feeding and give water
if client prefers.
16.Clean up the client lips with napkin or serviettelavash hand if required.
Rationale: This promotes comfort.
17.Remove the tray and other articles, and wash hands.
18.Record the time, type, amount and tolerance to.ftfoclient is on intake and
output (I/0) monitoring, record the amount of fluaken in the I/O chart.
Rationale: This ensures accurate documentation.

3.2.5 Evaluation
Carry out an evaluation of the client on the folilogy
1. Tolerance to feeding (e.g., nausea, cramping) atisfaction with meal
2. Regurgitation and feelings of fullness after fegdin
3. Weight gain or loss
4. Faecal elimination pattern (e.g., diarrhoea, flatgke, constipation)
5. Hydration status e.g., skin turgor
6. Urine output and specific gravity
Relate findings to previous assessment data iflablai Report significant deviations
from normal to the physician.
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So far you have been taken through the nursingretand rationale involved in
feeding of client serving, it is anticipated that your next clinical placement you
should be able to carry out this procedure.

Activity 3.2

Take a moment to reflect on what you have reade®as your nursing experience,
which area of your practice in relation to clierféeding would you want to improve?
For an effective understanding of discussed praegdhte following points must be
borne in mind in order to meet client’s nutritiomeeds. These are highlighted in Box
3.2

Box 3.2: Serving of client diet

Assessment is an important phase of nutrition bageds/ention-serving of client diet.

The food must be prepared and presented in an lappea attractive manner to the client’s
senses.

Unpleasant visual stimuli and stressful life evenist be avoided during the course of eating.

Summary of Study Session 3
In study session 3, you have learned about:
1. The nursing procedure/actions in relation to thegisg of client’s diet.
2. The different rationales behind nursing actiongefation to the serving of
client’s diet
3. The nursing procedure/actions in relation to trezliieg of client.
4. The different rationales behind nursing actionsrafation to the feeding of
client.

Self-Assessment Questions (SAQs) for Study Sess®n

Now that you have completed this study session,cauassess how well you have
achieved its Learning Outcome by answering thetgprebelow. You can check your
answers with the Notes on the Self-Assessment @ussit the end of this Module.
SAQ 3.1

As a nurse, what will you assess the client onrpiaothe serving of food in the
hospital setting?

SAQ 3.2

What are the requirements for feeding a clienbh@hospital?

Notes on Self Assessment Questions for Study Sess3o
SAQ 3.1

* Diet history

» Food preferences, allergies or restriction to diet

» Weight and other signs of nutritional deficiencies

» Medical/surgical health problem associated wittrinon.

» Medication history

* Physical activity level

* Prescribed food order
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SAQ 3.2:
A tray containing the prepared diet.
* Feeding utensils e.g. Spoon, table knife fork stnaw for drinking

» A cup of drinking water or any other client’s peaked fluid choice such as juice
* A bowl of water to wash patient’s hands
* Napkin or paper serviette
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Study Session 4. Nasogastric Tube (NGT) and Jejuntosny
Feeding

Introduction

A nasogastric tube is a narrow bore tube passedtive stomach via the nose. It is
used for short- or medium-term nutritional suppartd also for aspiration of stomach
contents - e.g., for decompression of intestinatmiction. A wide bore tube is used if
drainage is needed; otherwise, a finer bore tulosesl. Fine bore feeding tubes cause
less discomfort and less risk of rhinitis, pharyisgor oesophageal erosion.

In this study session, you will be learning aboasayastric tube, the purpose of
insertion, requirement before insertion, action®ive in insertion and removal. You
will also learn about gastrostomy feeding admiatsbn.

Learning outcome of Study Session 4

When you have studied this session, you shouldleeta:

4.1  Identify the purpose for insertion of a NGT

4.2  Highlight the requirement needed for the itigerof a NGT

4.3 Discuss the nursing actions/rationales inwbivethe insertion of a NGT

4.4  Explain the nursing actions/rationales invdltiee removal of a NGT

4.5 Identify the nursing actions/rationales invamvin NGT feeding administration

4.6 Discuss the nursing actions/rationales inwbhia ajejunostomy feeding
administration

4.1 Purpose for Insertion of a NGT
NGT is a plastic or rubber-bore tube with hole(®amnthe tip of various sizes
(diameter measured in Fr.) inserted into the sténfac the following purposes in
clients’ care:
1. To administer feeds to client who are unable t@stdood
2. To administer medication
3. To decompress the stomach of fluids and or gases
4. To prevent nausea, vomiting and gastric distentioliowing surgery or
traumatic event by decompressing the stomach
5. For diagnostic studies needed to remove the storoactent for examination
and analysis
6. To lavage or irrigate the stomach in cases of pimgpor medication overdose
Examples of NG tubes are Levin’s tube, Ryle’s tabhd Salem sump tube.
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Figure4.1: Levin type and ViasysCorflo NG tubes
Source: http://en.wikipedia.org/wiki/Nasogastric_intubation

4.2 Requirement Needed for the Insertion of a NGT

* Observe client alertness and awareness of the undimy and ability to
communicate with the nurse
Rationale: Identifies clients’ ability to understand and peaoate.

» Determine the purpose of the intubation.

Rationale: Indicates the type of equipment to be used.

» Determine client’s ability to breathe through he/mostrils. Instruct client to
blow his nose. Close one nostril with a finger, tteé client to exhale. Repeat
with the other nostril and compare the force ofagations.

Rationale: Determines the nostril to be used. If one nosfilcompletely
blocked, the tube should be passed through thehmout

» Ask client to look up or hyperextend the head; ex&nrthe inside of the
nostrils with a small flashlight, observe for olbstion and intactness of the
tissues of the nostrils, including any irritations.

* Review clients health history for nasal traumagebiag or nasal surgery.
Rationale: Suggest closed nostril. A deviated septum maynperasy passage
of air but be painful for the client when tube &sped.

» Ask the client to open his mouth and stick outtthregue; tap the soft palate at
the back of the tongue blade and see if the gagxresf present.

Rationale: Alerts the nurse to possible blocks from scasuts or to friable
nasal tissue.

Indicates the client is able to assist with thespge of the tube by swallowing
liquid. The gag reflex protects one from aspiratiinguid as it is being
swallowed

Table 4.1the Nursing diagnosis and related factors

Nursing Diagnosis Related Factors

Altered  Nutrition: less than  bodyEvidence of insufficient intake of nutrients [to
requirement. meet metabolic needs
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NURSING PLAN
Objectives

Client will have adequate nutrition as evidencedbgrall change in status.
Table 4.2:1tems and rationale for insertion of NGT

Requirements

ltems

Rationale

Correct size of Nasogastric tube

Ensures corweadtioning

Topical anesthetic agent

Provides topical anesihesi

Cotton-tipped applicator

Applies anesthetic agent

Glass of water and straw

Assist the client to s\alihe tube

Water soluble lubricant

Permits easier passageeoiube

Towel Protects the clothing and linens

Tissues Wipe tears or saliva from the client’s faiceecessary
Clamp Closes tube after insertion, if necessary

Stethoscope Auscultates epigastrium to determiwcerate placemen

of tube

20mls syringe

Withdraws stomach content to checkiate positioning

Suction source or feeding bag
and equipment

Connects to the tube after placement of tube

Clean gloves

Protects the nurse’s hand from comizion

Non allergenic tape

Anchors the external and efttiibe on the nose

Scissor

To cut tape in appropriate size and shape

Tongue blade

To test for gag reflex

Emesis basin

To collect vomitus

4.3 Actions/Rationales involved in the Insertionfoa NGT

Preparation
Before starting a tube feeding:

* Introduce self and verify the client’'s identify. [&in to the client what the
procedure is about and why it is necessary andhedshe can cooperate.
Rationale: This facilitates the client's understanding ander@nce of the
procedure as the passage of a NGT is unpleasaribdyag reflex is activated

during insertion

» Establish a method for the client to indicate éis$érand a desire to pause the
insertion such as raising a finger or hand to akertnurse.

» Assist the client to high fowler’s position if nobntraindicated, and support
the head on a pillow. Also place a towel/disposgidd around the client’s
chest and have an emesis basin and tissues handy.

Rationale: Upright position facilitates easy swallowing aneéyents aspiration
if client should vomit. Passage of tube may stiailgagging and tearing of

eyes.
Action
1. Perform hand hygiene.

Rationale: Hand washing deters the spread of micro-organisms.

2. Provide privacy for client.

3. Prepare the tube by straightening it out tdifate easy insertion
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4. Determine the length of the tube to be insebgglacing the tip of the NGT at
client's nostril extending it to the tip of earlolaad then to the tip of xiphoid
process (see figure4.2).

Mark the tube with a piece of tape if thedwwes not have marking.

Figure 4.2: Determining the length of the NGT to be inserted
Source: Berman, Synder, Kozier and Erb 2008
Rationale: This measurement approximates the distance/lemgth the nares to the
stomach and ensures that the tube will be longgimtureach the client’s stomach.
5. Put on gloves
6. Lubricate the first 10-20cm (4-8in) of the ¢ubith a water-soluble lubricant.

Rationale: Lubrication reduces friction and facilitates passag the tube into the

stomach. Water-soluble lubricant will not causepnedory complications if tube

enters the lungs.

7. Ask the client to lift his head, and insert thbe into the nostril while directing the
tube downward and backward following the naturalveu The client may gag
when the tube reaches the pharynx.

Rationale: Hyperextension of the neck reduces the curvaturthe@iasopharyngeal
junction. Also following the normal contour of nagassage while inserting the tube
reduces irritation and the likelihood of mucosaurg. The gag reflex is readily
stimulated by the tube.

8. Instruct the client to keep head in uprightnormal eating position. Encourage
him or her to swallow even if no fluids are permiitt Advance the tube in a
downward and backward direction when the clientleme. Stop when the client
breathes.

Provide tissues for tearing or watering of eyegadging and coughing persist, check
placement of tube with a tongue blade and flashligep advancing the tube until
the tape marking is reached. Do not use force: tRotie tube if it meets
resistance.
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Rationale: Bringing the head forward helps close the trached apen the
oesophagus. Swallowing helps advance the tubegsah®e epiglottis to cover the
opening of the trachea, and helps to eliminate iggggnd coughing. Tears are a
natural response as the tube passes into the reagagh Excessive coughing and
gagging may occur if the tube has curled in theklidcthroat. Forcing the tube may
injure mucous membrane.

9. Discontinue the procedure and remove the tutieere are signs of distress, such
as gasping, coughing, cyanosis and the inabiligpeak or hum.

Rationale: The tube is not in the oesophagus if the clientashsigns of distress and

is unable to speak or hum.

10. Determine that the tube is in the client's sdiom(these methods are appropriate
for large-bore tubes but may be ineffective to &hptacement of small-bore,
pliable tubes.

a. Attach the syringe to the end of the tabd aspirate 10-20ml of stomach
contents

Rationale: Tube is in the stomach if its content can be atgira
b. Measure the pH of aspirated fluid.

Rationale: The PH of gastric contents is acidic (1 to 5), pamned with an average pH

of 6.0 or greater for respiratory fluid or intestintract content. Because PH of

intestinal fluid also is slightly basic, this methavill not effectively differentiate
between intestinal fluid and pleural fluid.
c. Place 10-20m1 of air in syringe and injait into the tube. Simultaneously
auscultate over the epigastric area with a ssethue.
Rationale: A whooshing sound can be heard when the air ettierstomach through
the tube.
d. Place the end of the tube in a kidney digh water.
Rationale: A bubbles are seen if tube is in the lungs.
11.Secure the tube with tape to the client’s faceuig4.3). Be careful not
to pull the tube too tightly against the nose:

a. Cut a 4 inch piece of tape and spRRationale: Constant pressure of the tl;fe
bottom 2 inches. against the skin and mucous membranes
causes tissue injury.

b. Place unsplit end over bridge of client’s
nose.

c. Wrap split ends under the tubing and up
and over onto the nose.
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Figure4.3: Securing the NGT with a tape to the client face
Source: http://www.mountainside-medical.com/nasogastricethiolder.html

12. Attach tube to suction/drainage bag or cock theddritde tube.

Rationale: Suction provides for decompression of stomach aiagthage of gastric
contents. Closure of tube at the end preventsritrarece of air if the tube is meant for
feeding.

13. Secure tube to the client's gown by using deulband or tape and a safety pin.

Rationale: This prevents tension and tugging on the tube.
14. Wash hands. Remove all equipment and maket d@nfortable. Then carryout
the Following:
a. Observation
b. Teaching
c. Documentation of the procedure.
15. Establish a plan for providing daily NGTrea
Inspect the nostril for discharge and irritation.
Clean the nostril and tube with moistened cottppdd applicators.
Apply water-soluble lubricant to the nostril ifappears dry or encrusted.
Change the adhesive tape as required
Give frequent mouth care. Due to the presence etube, the client may
breathe through the mouth.

®oo o

Evaluation

At the end of the procedure evaluate the clientherfollowing:

Degree of comfort

Tolerance of the NGT

Correct placement of the NGT in the stomach

Client understanding of retiction

Colour and amount of gastric content if attachedatsuction or stomach
content if aspirated

Activity 4.1

Take a moment to reflect on what you have readasmifi the insertion of a NGT.
Based on your nursing experience, how would yoyame and what instruction you
will give to the client to facilitate easy insertiof a NGT.

arwpdPE
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For an effective understanding of the discusseccquore, the following points

highlighted in Box 4.1 must be borne in mind.
Client’s preparation and instruction on specifi¢daile such as neck positioning and
swallowing of the tube when in the throat rathetchiing may enhance client(s
cooperation and an easy insertion.
The length of the tube before insertion must be smesl and marked from tip of
nostrils to the tip of the earlobe and then totibef the xiphoid process.
After insertion, the placement of the tube in ttesach must be ascertained

4.4 Removing a Nasogastric Tube
Assessment

» Assess for the presence of bowel sound

» Assess for the absence of nausea or vomiting wiienis clamped.
Requirements

» Disposable pad or towel

» Tissues

» Clean gloves

* 50 ml syringe (optional)

» Plastic bag or destructor bowl

IMPLEMENTATION
Preparation
» Confirm the physician order to discontinue or remtive NGT
* Introduce self and verify the client’'s identify. j&in to the client what the
procedure is about and why it is necessary andv@e@n cooperate.
Rationale: This facilitates the client's understanding ander@ance of the
procedure
» Assist the client to a sitting position if not caaihdicated
» Place the disposable pad or towel across the Wiaftest to collect any
spillage of secretions from the tube.
» Provide tissues to the client to wipe the noseraadth after tube removal.
Action
1. Perform hand hygiene
Rationale: Hand washing deters the spread of micro-organisms.
2. Provide privacy for the client
3. Detach the tube:
» Disconnect the nasogastric tube from the suctiqauagtus, if present
» Unpin the tube from the client’'s gown
* Remove the adhesive tape securing the tube toode n
4. Remove the nasogastric tube:
* Puton clean gloves
* Instil 50ml of air into the tube.
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Rationale: This clears the tube of any contents such as rigedr gastric
drainage
» Ask the client to take a deep breath and hold it.
Rationale: This closes the glottis, thereby preventing acdialeaspiration of
any gastric contents
* Pinch the tube with the gloved hand.
Rationale: Pinching the tube prevents any contents inside ttie from
draining into the client’s throat.
* Smoothly, withdraw the tube
* Place the tube in the plastic bag/destructor bowl.
Rationale: Placing the tube immediately in the bag/destrubimwl prevents
the transfer of microorganisms from tube to othécles or people
* Observe the intactness of the tube
Rationale: To identify if any part of the tube is broken.
5. Ensure client’'s comfort
* Provide mouth care if desired
* Assist the client as required to blow the nose.
Rationale: Excessive secretions may have accumulated in e passage
6. Dispose the equipment properly to prevent transomnssf microorganism
7. Document the procedure, the amount and appeardrargyalrainage if connected
to suction, and other necessary assessment findmgs client.
Evaluation
» Carry out a follow-up examination to evaluate thhespnce of bowel sound,
absence of nausea or vomiting, and intactnesssids of the nares.
* Relate the findings to previous assessment dateaifable
» Report significant deviations from normal to theygician
Activity 4.2
Take a moment to reflect on what you have reacasor removal of a NGT. Based
on your nursing experience, what preparation wogdd want to put in place to
implement this procedure?

4.5 Administering a Nasogastric Tube (NGT) Feeding
It is an enteral method of feeding carried out niewEe adequate nutrition through a
NGT inserted from one of the nostrils into the @&ntary tract. It is important to note
that NGT feeding is carried out in client who hadaequate gastric emptying, and
require short-term feedings.
Assessment
* For any clinical signs of malnutrition or dehydaoati
» For allergies to any food in the feeding
» For presence of bowel sounds
* For any problems that suggests lack of tolerancerefious feeding (e.g.
delayed gastric emptying, abdominal distention,rrd@ea, cramping, or
constipation).
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Requirement/Equipment

S@meo0oTy

Correct type and amount of feeding solution
Feeding barrel/50ml Syringe

Measuring container from which to pour the feeding
Water in a cup at room temperature

Kidney dish

Clean gloves (optional)

20ml syringe

pH test strip or meter

IMPLEMENTATION
Preparation
Before starting a tube feeding:

Action

1. Introduce self and explain to the client the praredits importance, and how he

wn

Identify the client and check the client’'s treatmeheet for any prescribed
order regarding NGT feeding.

Determine the type, amount, and frequency of fegdin

Assist the client to a Fowler's position (at I€2@idegrees elevation) in bed or a
sitting position in a chair, the normal positionm gating. If a sitting position is
contraindicated, a slightly elevated right sidexyposition is acceptable.
Rationale: These positions enhance the gravitational flowhef $olution and
prevent aspiration of fluid into the lungs.

or she can cooperate. Inform the client that thedlifeg should not cause any
discomfort but may cause a feeling of fullness.

Perform hand hygiene and put on a clean glovedpal).
Provide privacy for this procedure if the clientsoles it. Tube feedings are

embarrassing to some people.

Assess tube placement.

Deep the end of the NGT in a kidney dish with wéberair bubbles.

Rationale: Air bubbles are seen if tube is in the lungs

Or check the pH by attaching a syringe to the apahof the tube and aspirate.
Allow 1 hour to elapse before testing the pH if ttleent has received a
medication.

. Assess residual feeding contents.

If the tube is placed in the stomach, aspiratecaiitents and measure the
amount before administering the feeding.

Rationale: This is done to evaluate absorption of the lasdiiey; that is
whetherundigested formula from a previous feedmgains. If thetube is in
the small intestine, residual contents cannot peaed.

If 200 ml (or more than half the last feeding) ighdrawn, check with the
nurse in charge or refer to agency policy beforeceeding. The precise
amount is usually determined by the physician oaddyy agency policy.
Rationale: At some agencies, a feeding is delayed when theifsgd amount
or more of formula remains in the stomach.
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Re-instil the gastric contents into the stomacthi$ allowed by the hospital
policy or the prescribed order.

Rationale: Removal of the content could disturb the clientlscteolyte
balance.

If the client is on a continuous feeding, checkdhstric residual every 6 hours
or according to the hospital policy.

6. Administer the feeding.

Before administering feeding:

— Check the expiration date of the feeding.

- Warm the feeding to room temperature.

Rationale: An excessively cold feeding may cause abdominahpsa

If syringe is used, remove the plunger from tharmgye and connect the sy-
ringe/feeding barrel to a pinched or clamped nasinigatube.

Rationale: Pinching or clamping the tube prevent excess'aim fentering the
stomach and causing distention,

Add the feeding to the syringe barrel (See figud.4
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Figure 4.4: Feeding with the NGT
Source: http://visihow.com/Give_Food_via_Nasogastric_Tube
Permit the feeding to flow in slowly at the prebed rate. Raise or lower the
syringe to adjust the flow as needed. Pinch or pl#me tubing to stop the flow
for a minute if the client experiences discomfort.
Rationale: Quickly administered feedings can cause flatusmpsa and/or
vomiting.

7. Add water before the feeding solution has draimednfthe neck of a syringe or
from the tubing of an administration set.

Rationale: Adding water before the syringe or tubing is emptgvents the
instillation of air into the stomach or intestinedathus prevents unnecessary
distention.

8. Clamp the feeding tube before all the water is detefy instilled/drained.

Rationale: Clamping prevents leakage and air from enteringtdibe if done
before all the water is instilled.

9. Ensure client comfort and safety.

Secure the tubing to the client's gown.
Rationale: This minimizes pulling of the tube, thus preventaigcomfort and
dislodgment

43



» Ask the client to remain sitting upright in Fowemposition or in a slightly
elevated right lateral position for at least 30 uté@s.
Rationale: These positions facilitate digestion and movemednthe feeding
from the stomach along the alimentary tract andqarethe potential aspiration
of the feeding into the lungs.
10. Dispose of equipment appropriately.
» If the equipment is to be reused, wash it thoroyghth soap and water so that
it is ready for reuse.
» Change the equipment every 24 hours or accordihgspital policy.
11. Document all relevant information.
» Document the feeding, including amount and kindgaltion taken, duration
of the feeding, and assessments of the client
* Record the volume of the feeding and water adnarest on the client's intake
and output record.
12. Monitor the client for possible problems
» Carefully assess clients receiving tube feedingpifoblems.
* To prevent dehydration, give the client supplemewgter in addition to the
prescribed tube feeding as ordered,
Evaluation
The evaluation should include urine analysis foicgke acetone

Activity 4.3

Take a moment to reflect on what you have reade@a@s your nursing experience,
what precaution would you want to observe in otdegnsure a safe administration of
NGT feeding?

For an effective understanding of discussed praggdhe following points must be
borne in mind. These are highlighted in Box 4.3

Box 4.3: Administration of NGT feeding

To enhance client’s cooperation explain to thentlteat NGT feeding does not cause
any discomfort but may cause a feeling of fullness.
For a safe administration of NGT feeding, the dlietust be assessed prior to the
procedure for the tube placement, residual feedorgent and tolerance to previous
feeds.
During the NGT feeding, you must prevent the ifegiibn of air so as not to cause
GIT distension.

4.6  Administering a Gastrostomy or Jejunostomy Feddg
It is an enteral method of feeding that is carreed to ensure adequate nutrition
through a gastrostomy or jejunostomy devices. T¢esssnent is similar to that of the
nasogastric tube.
Equipment

» Correct amount of feeding solution

* Graduated container and tubing with clamp to hbé&lfeeding

* Feeding barrel/50ml syringe
For a tube that remains in place
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* Mild soap and water

» Clean gloves

e Petrolatum, zinc oxide ointment, or other skin pobant
* Pre-cut 4 inches x 4 inches gauze squares

* Uncut 4 inches x 4 inches gauze squares

For tube insertion

» Clean gloves

* Moisture-proof bag

* Water-soluble lubricant
* Feeding tube (If needed)

Implementation/Procedure
Preparation
Before starting a gastrostomy or jejunostomy fegdin

» Identify the client and check the client's treatmsheet for any prescribed
order regarding gastrostomy or jejunostomy feeding.

» Determine the type, amount, and frequency of feedin

* Obtain any pertinent information about previousdieg such as the position in
which the client best tolerate the feeding.

Action

1.

Introduce self and explain to the client the praredwhy it is necessary and how

the client can cooperate.

Perform hand hygiene

Provide privacy for the client.

Insert a feeding tube, if one is not already ircpla

» Put on clean gloves, remove the dressing. Themidbe dressing and gloves
in the moisture-proof bag/destructor bowl.

* Put on new clean gloves.

» Lubricate the end of the tube by dropping an adegamount of water soluble
on the tip of the tube. Ensure that the lubricamitainer do not have any direct
contact with the tube.

Rationale: this prevents the contamination of the tube.

* Insert the tube into the ostomy opening 10 to 154t 6 inches).

Check the location and patency of a tube thalré&ady in place.

» Determine correct placement of the tube by aspgasecretions and checking
the pH

* Follow the hospital policy for amount of residuakrula. This may include
withholding the feeding, rechecking in 3 to 4 hquws notifying the nurse in
charge or the physician if a large residual remains

» For continuous feedings, check the residual everio 4 hours and hold
feedings according to agency policy.

« Remove the syringe plunger. Pour 15 to 30 ml ofewato the syringe,
remove the tube clamp, and allow the water to filow the tube.

Rationale:This determines the patency of the tube, if walkawg freely, the
tube is patent.
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If the water does not flow freely, notify the nursecharge and/or physician.

7. Administer the feeding.

Hold the feeding barrel/syringe 7 to 15 cm (3 tang§ above the ostomy
opening.

Slowly pour the solution into the syringe and alliwio flow through the tube
by gravity.

Just before all the formula has run through andstmage is empty, add 30 ml
of water.

Rationale: Water flushes the tube and preserves its potency

If the tube is to remain in place, hold it uprigrgmove the syringe, and then
clamp or plug the tube to prevent leakage.

If a catheter was inserted for the feeding remgve i

8. Ensure client comfort and safety.

After the feeding, ask the client to remain in #iging position or a slightly
elevated right lateral position for at least 30 uté@s.

Rationale: This minimizes the risk of aspiration.

Assess status of peristomal skin.

Rationale: Gastric or jejunal drainage contains digestive emzy that can
irritate the skin. Document any redness arc Braken areas.

Check orders about cleaning the peristomal skiplyap skin protectant and
appropriate dressings. Generally, the peristomal iskwashed with mild soap
and water at least once daily. The tube may beewthetween thumb and
forefinger to release any sticking and promotet tiaenation.

Petrolatum, zinc oxide ointment, or other skin potdnt may be applied
around the stoma, and pre-cut 4-inch x 4-inch gameres may be placed
around the tube. The pre-cut squares are then edweith regular 4-inch x 4-
inch gauze squares, and the tube is coiled over.the

Observe for common complications of enteral feeslingaspiration,
hyperglycaemia, abdominal distention, diarrhoed, faecal impaction. Report
findings to the nurse in charge/physician. Oftenhange in formula or rate of
administration can correct problems.

When appropriate, teach the client how to adminigtedings and when to
notify the health care provider concerning problems

9. Document all assessments findings and intervesti

Evaluation

The evaluation should include peristomal skin cbadiin addition to the evaluation
step done in earlier stages

Activity 4.4

Take a moment to reflect on what you have reade@a@s your nursing experience,
how would you want to promote client's comfort asdfety in relation to a

gastrostomy or jejunostomy feeding administration?

For an effective understanding of discussed praeedbe following points must be
borne in mind. These are highlighted in Box 4.3
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Box 4.3: Administration of jejunostomy feeding
To facilitate easy insertion of the tube into thetoony opening, the end of the
gastrostomy or jejunostomy tube must be adequhitbhicated.
Prior feeding it is very important to ascertain thatency of the gastrostomy [or
jejunostomy tube.
The peristomal skin should be assessed and dresgeldrly with a skin protectant in
order to prevent it from breaking down.

Summary of Study Session 4

In study session 4, you have learned about:

The purpose for insertion of a NGT in clierd&se

The requirement needed for a NGT insertion galace

Identify the nursing actions/rationales invalve the insertion of a NGT

The requirement needed for NGT removal

Identify the nursing actions/rationales invalve the removal NGT

The nursing procedure/actions in relation sodddministration of NGT feeding.

The different rationales behind nursing actioneelation to the administration

of NGT feeding.

The nursing procedure/actions in relation ® a@dministration gastrostomy or

jejunostomy feeding.

9. The different rationales behind the nursingioast in the administration
gastrostomy or jejunostomy feeding.

NoohkhwNE

oo

Self-Assessment Questions (SAQs) for Study Sessibn

Now that you have completed this study session,camuassess how well you have
achieved its Learning Outcomes by answering thesstopns. You can check your
answers with the Notes on the Self-Assessment @ussit the end of this Module.
SAQ 4.1

State three reasons for insertion of a NGT.

SAQ 4.2

What type of a lubricant will be required in theention of a NGT and why?

SAQ 4.3

How will you determine the length of a NGT to beented?

SAQ 4.4

List the items required for the removal of a NGT

SAQ 4.5

How will you assess for residual feeding contemfole the administration of a NGT
feeding?

SAQ 4.6

How will you promote client’'s comfort and safetyeafa gastrostomy or Jejunostomy
feeding?
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Notes on Self Assessment Questions for Study Sessio
SAQ 4.1:

* To administer feeds to client who are unable tegtdood

* To administer medication

* To lavage or irrigate the stomach in cases of pamgpor medication overdose
SAQ 4.2:
A water-soluble lubricant will be used this is besalubrication reduces friction and
facilitates passage of the tube into the stomachteWsoluble lubricant will dissolve
and will not cause respiratory complication if thbe accidentally enters the lungs.
SAQ 4.3:
The length of the tube to be inserted will be dateed by placing the tip of the NGT
at client’'s nostril extending it to the tip of ealstk and then to the tip of xiphoid
process. Mark the tube with a piece of tape iftthee does not have marking.
SAQ 4.4:

» Disposable pad or towel

» Tissues

» Clean gloves

* 50 ml syringe (optional)

» Plastic bag or destructor bowl

SAQ 4.5:

Aspirate all gastric contents and measure the amourorder to evaluate the
absorption of the last feeding and whetherundige&iamula from a previous feeding
remains. If aspirated gastric contents is more tra@hof the last feeding that is more
than 100mls, check with the nurse in charge orrrébe hospital policy before
proceeding.

SAQ 4.6
* Instruct the client to remain in the sitting pasitior a slightly elevated right
lateral position for at least 30 minutes if not wamdicated in order to
minimize the risk of aspiration.

» Carry out an assessment of peristomal skin comditio

» Clean the peristomal skin and rotate the tube bEtvlbumb and forefinger to
release any sticking and promote tract formation.

* Apply a skin protectant and appropriate dressimgarad the peristomal skin.

* Observe client for common complications of entdesdings e.g. aspiration,
abdominal distentionetc.
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Study Session 5: Colostomy Care and Irrigation

Introduction

Colostomy is a surgical procedure that brings ond ef the large intestine out
through an opening (stoma) made in the abdomindll ®tols moving through the
intestine drain through the stoma into a bag a#tddb the abdomen. The colostomy
may be short-term or permanent.

In this study session, you will be learning abooibstomy care and colostomy with
irrigation.

Learning Outcome for Study Session 5

When you have studied this session, you shouldleeta:

5.1  State the purpose of colostomy care for client

5.2  Carry out client’'s assessment prior a colostoarng

5.3 Identify the nursing actions/rationales invalvie a colostomy

5.4 Define and state the purpose of colostomgation

5.5 Carry out client's assessment prior colostamgation

5.6 Identify the nursing actions/rationales inwahin colostomy irrigation

5.1 Colostomy
An ostomyis an opening from the gastrointestinal, urinaryaspiratory tract onto the
skin. A colostomyis an opening from the colon onto the skin. The@ief intestine
that is brought out onto the client's abdomen iledaa stoma After surgical
diversion, it is necessary to place an ostomy app& over the newly created stoma.
An ostomy appliance or pouching system which cas$$ a skin barrier and pouch
(e.g. colostomy bag) collects all effluent/stoolotpcts the skin from irritating
drainage and controls odour. The pouching systambeaa one-piece (a pouch with
already attached skin barrier) or a two-piece ogtappliance (a pouch with a
separate skin barrier/flange/wafer).
The pouch is fastened to the barrier at the flaage, so can be removed without
removing the skin barrier) [see figure 5.1].
Colostomy careis the maintenance of hygiene by emptying of tbhkwstomy bag
regularly and cleaning the colostomy site. The psegs of colostomy care are stated
below:

* To prevent leakage and drainage of effluent.

» To control odour

* To prevent excoriation of skin and stoma

* To observe stoma and surrounding skin
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Figure 5.1: One-piece and two-piece ostomy appliance
Source:http://www.exmed.net/p-3009-hollister-new-imagéstomyileostomy-flexwearkit.aspx

5.2 Assessment before Colostomy Care

1. Auscultate for bowel sounds.

Rationale: Documents presence of peristalsis

2. Observe skin barrier and pouch for leakage andtlermd time in place.
Depending upon type of pouching system used (ssietith an opaque pouch),
the nurse may have to remove the pouch in ordéully observe the stoma.
Clear pouches permit the viewing of the stoma wittbeir removal.

3. Observe stoma for colour, swelling, trauma, andlihgastoma should be
moist and reddish-pink. Assess type of stoma. Ssocam be flush with the
skin or be a budlike protrusion on the abdomen.eAample of a normal bud
stoma can be found in the illustration.

Rationale: Stoma characteristics should be one of the fattoc®nsider when
selecting an appropriate pouching system.

4. Observe abdominal incision (if present)

Rationale: Relationship to stoma determines proper placemgmbuach.
5. Observe effluent from stoma and keep a recordtakerand output. Ask client

about skin tenderness.
Assessing peristomal skin for ulceration and itidta
Assess the pouching system for leakage.
Rationale: May indicate need for different type of pouch oalaet.
8. Assess abdomen for best type of pouching systamdoConsider:

a)Contour and peristomal plane Rationale

Determines pouching system selection and
b) Presence of scars, incisions need for other equipment.

No

c)Location and type of stoma

9. After skin barrier and pouch removal, assess stonrald stoma, noting scars,
folds, skin breakdown, and peristomal suture lfrreésent.
Rationale: Determines need for the barrier paste to increatterance of
pouch to skin or to fill in irregularities.
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10.Determine client’s emotional response and knowletyg understanding of an
ostomy and its care.
Rationale: Assists in determining extent to which client iseato participate in
care and need for teaching and information claation.

In-text question
What is the rationale for assessing the pouchistesy for leakage?

In-text answer
It may indicate need for different type of pouchsealant.

Possible Nursing Diagnosis
- Constipation
- Diarrhoea
- Risk for impaired skin integrity
- Ineffective individual coping
- Knowledge deficit regarding ostomy self-care
- Pain
Related factors are individualized based on a tdeondition or needs.

Equipment/Requirements
- Drainable colostomy bag or any other type suplpdieailable
- Pouch closure device/clamp
- Clean disposable gloves
- Wash cloth (flannel)
- Medium sized towel
- Mackintosh
- Gauze pads
- Bowl with warm tap water
- Scissors
- Skin barrier such as sealant wipes
— Ostomy deodorant (optional)
— Bed pan

5.3 Implementation
Preparation prior colostomy care:
1. Explain procedure to client; encourage client’'giattion and questions.
Rationale: Lessens anxiety and promotes client’s participation
2. Assemble equipment
Rationale: Optimizes use of time; conserves client’s and risirseergy.
3. Provides privacy by using the screen or close @benrcurtains and/or door.
Actions
1. Position client either standing or supine and dréfpseated position either on
or in front of the toilet.
Rationale: When client is supine fewer wrinkles allow for eadeapplication
of pouching system; maintains client’s dignity.
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2. Wash hands and don disposable gloves.

Rationale: Reduces transmission of micro organisms.

3. Place towel or covered mackintosh under the client.
Rationale: Protects bed linen.

4. Remove used pouch and skin barrier gently by pgstina skin away from the
barrier. An adhesive remover may be used to fat#liremoval of the skin
barrier.

Rationale: Red tears.

5. Clean peristomal skin gently with warm tap wateingsclean washcloth (see
fig 5.2); do not scrub the skin; dry completelygmtting the skin with gauze or
towel. After, assess the stoma and peristomal $#inredness, bleeding,
ulceration and irritation.

Rationale: Avoid use of soap since it leaves a residue on skie that
interferes with pouch adhesion to the skin. Skirstrhe dry as skin barrier-
pouch does not adhere to wet skin. If blood appeaithe gauze pad, do not be
alarmed; the stoma, if rubbed, may ooze some Wi@wd the cleaning process.
Bleeding into the pouch is abnormal. The stomaisase is highly vascular
mucous membrane.

Figure5.2: Cleaning the stoma and the peristomal skin
Source: Berman, Synder, Kozier and Erb, 2008
6. Prepare the skin barrier of colostomy pouch needed
» Determine the size of the stoma using the manufactuguide (see fig
5.3).
Rationale: Ensures accuracy in determining correct skin barsee
needed. Stoma shrinks and does not reach usudbsi@e¢o 8 weeks.
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Figure5.3: Manufacturihg guide for measuring stoma size
Source: http://www.eakin.eu/preventing-leakage-eitiin-cohesive

* On the backing of the skin barrier, trace a citbke same size as the stomal
opening.

Rationale: Size of pouch opening keeps drainage off skin asddns risk
of damage to stoma during peristalsis or activity.

» Cut out the traced stoma pattern to make an openitige skin barrier not
more than 1/8 to 1/4 inch larger than the meassi@ua (see fig 5.4).
Rationale: This allows space for the stoma to expand slightlyen
functioning and minimizes the risk of stool coniagtperistomal skin

* Remove the backing to expose the sticky adhesie 3ihe backing can be
saved and used as a pattern when making an opéoinfuture skin
barriers.

Figure.5.4: Cutting an opening on the colostomy
Source: Berman, Synder, Koizer and Erb, 2008

7. Apply thin circle of barrier paste around openingouch; allow to dry
Rationale: The paste facilitates seal and protects skin.

8. Apply the skin barrier and pouch. If creasestrexstoma occur, use barrier
paste to fill in; let dry 1 to 2 minutes.
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NB: When applying a skin barrier to a stoma that is&lto a client's abdominal
incision, the skin barrier may have to be trimmedrder for it to fit.

a. Use skin sealant wipes on skin directly under agkeskin barrier or
pouch; allow to dry.

b. Centre the one-piece skin barrier and pouch overstoma and gently
press the adhesive backing of the pouch and/orlskiner smoothly onto
the client’s skin (see fig 5.5), starting from th&tom and working up and
around the sides

Figureb5.5: Centringt |n barrier over the soma
Source: Berman, Snyder, Kozier and Erb, (2008).

c. Maintain gentle finger pressure around the barfeer30 seconds to 1
minute (see 5.6).

Rationale: The pressure helps to activate the adhesive®iskim barrier.
= B

Figure5.6: Pressing and applying pressure on the skin barrier
Source: Berman, Snyder, Kozier and Erb, (2008).
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If using a two-piece pouching system:
» Centre the skin barrier over the stoma and gentggit onto the client skin

and maintain finger pressure as described in sibpse for one-piece system
(see figure 5.7).

» Then snap the pouch onto the skin barrier

NB: make sure a client who chooses to wear an ostothylbes not have the
belt too tight. To check for appropriate tightne®g fingers should be able to
be placed between belt and skin.

Figure5.7: Centrng skin barrier of two-piece ostomy agpte over the stoma

Source: http://www.eakin.eu/preventing-leakage-with-eatohesive

9. Although many ostomy pouches are odour-proafhesaurses and clients like

to add a small amount of ostomy deodorant intopitnech. Do not use “home
remedies”, which can harm the stoma, to contramgtodour.

NB: Aspirin should never be added to the ostomy policban cause stoma
bleeding.

10. Fold bottom of drainable open-ended pouchesomnge and close using a

2.

closure device such as a clamp (or follow manufacsl instructions for
closure).

Rationale: Maintains secure seal to prevent leaking

Properly dispose of old pouch and soiled equipmédnsider spraying
deodorant in room if needed.

Rationale: Lessens odours in room.

Remove gloves and wash hands.

Rationale: Reduces transmission of microorganisms.

13. Change pouch every 3 to 7 days unless leakimgch can remain in place for

tub bath or shower; after bath, pat adhesive dry.

NB: Sometimes the non-allergic paper tape needs toebeplied after
showering or bathing.

Rationale: Avoid unnecessary trauma to skin from too frequehnanges.
Drying ensures adhesion of pouch.
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Evaluation

1. Ask if client feels discomfort around stoma
Rationale: Determines presence of skin irritation.

2. Note appearance of stoma around skin and exigticigion (if present) while
pouch is removed and skin is cleansed. Re-insmextitton of skin barrier and
adhesive.

Rationale: Determines condition of tissues and progress ofingaDetermines
presence of leaks.

3. Auscultate bowel sounds and observe characteristis®ol
Rationale: Determines return of peristalsis and bowel elimorat

Activity 5.1

Take a moment to reflect on what you have readchsoi colostomy care. Based on
your nursing experience, how would promote cliedimity during colostomy care.
For an effective understanding of colostomy caoeedure, the following points must
be borne in mind. These are highlighted in Box 5.1

Box 5.1: Colostomy care

The stool or effluent is alkaline and can irritdte skin, also the faecal bacteria ¢an
colonize on the skin and increase risk of infecgtidherefore the ostomy and
peristomal skin should be cleaned and the pouchskimdbarrier changed whenever
there is leakage.
The pouch and skin barrier should be changed whientds comfortable usually
before a meal since this prevents increased psisst@and the chance of evacuation
during the pouch change.
To minimize skin irritation, avoid unnecessary ofjiag of the entire pouching
system. A one-piece pouch with attached skin barme the skin barrier of a two-
piece pouching system should be changed every 3l&ys, not daily.
Pouches should be emptied when one third to hlilbacause the weight of contents
may dislodge the skin seal, and ostomy drainagitating to the skin.
The pouch collects flatus (gas), which needs tekeelled since it can disrupt the
skin seal.

5.4  Colostomy Irrigation
Colostomy irrigation is a procedure similar to ewetinat is carried out to cleanse the
lower colon. It is also a form of stoma managemesad only for client with sigmoid
or descending colostomy. It is a simple procedunéclwvthe client can learn and it
consists of an enema given through a colostomy.plingoses of colostomy irrigation
are:

» To distend the bowel sufficiently so as to stimellpéristalsis

* To establish regular pattern of bowel eliminatifieraostomy surgery

* To relieve constipation

* To cleanse the bowel of faeces before tests oicaungrocedures
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5.5 Assessment

1. Assess frequency of defaecation, character of ,sémal placement of stoma, as
well as nutritional pattern.

Rationale: May indicate need to irrigate to stimulate elimiaat function,
consistency of stool varies along length of Gltirac

2. Assess time when client normally irrigates colostoitm the case of a new
ostomy, discuss with physician about when irrigagiocan begin. Obtain
written order. Discuss with client for best timertogate.

Rationale: Maintains established routine for bowel emptyingrightion
initiates attempt to establish regular bowel emqyiBowel must be totally
healed so irrigation fluid will not cause perfooati This usually occurs 3 to 7
days after surgery.

3. Review orders for diagnostic or surgical procedimgslving the bowel.
Rationale: Procedures may indicate need to cleanse boweleafafacontents
or delay starting irrigation procedure.

4. Assess client’'s understanding of procedure andatol perform techniques.
Rationale: Determines level of participation to expect fronet and level of
explanations nurse should provide and if irrigai®appropriate for client.

Nursing Diagnosis
Anxiety
Constipation
Knowledge deficit regarding irrigation management
Related factors are individualized based on a tfeondition or needs.

Requirement/Equipment
» Ostomy irrigation set that consists of an irrigateolution bag and tubing with
a fluid control clamp and cone tip.
* Irrigation sleeve (with belt tabs or stick-on riagd end-closure device)
* Water-soluble lubricant
» Ostomy pouch and skin barrier or stoma cap cover
* Clean disposable gloves
Tolilet facilities that include:
» A flushable toilet
* A hook or some device to hold the irrigation congsti
* Toilet tissue
* Running water (that is suitable for use)
For clients who are bedridden:
* Bedpan
* Towels
* Mackintosh

In-text question

What is the rationale for assessing the frequericgetaecation, character of stool,
and placement of stoma, as well as nutritionalepa®
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In-text answer
It May indicate need to irrigate to stimulate elmaiion function, consistency of stool
varies along length of Gl tract.

5.6

Implementation of Colostomy Irrigation

Prior to the procedure

1.

2.

3.

4.

Action
1.

Review prescribed order related to colostomy itrara

Explain procedure and anticipated responses @agie abdominal cramping)
to client, encourage client’s participation and sjions.

Rationale: Lessens anxiety and promotes client’s participation

Assemble equipment

Rationale: Optimizes use of time; conserves client’s and risirseergy.
Provides privacy by using the screen or close dbercurtains and/or door.

Position client:

a) On toilet or in chair in front of toilet, if dmlatory.

b) On side, with head slightly elevated, if unatolget out of bed.

Rationale: Allows for placement of irrigation sleeve intol&gior bedpan.
Apply disposable gloves.

Rationale: Reduces transmission of microorganisms.

For adult clients, fill irrigation bag with 500 t®00mI warm irrigation solution
(either tap water or normal saline); clear tubifgagr. 500 to 1000ml is
sufficient to distend the colon and effect eva@ratStart with 500ml.
Rationale: Allows solution to slowly enter colon and avoidamping. Cold
irrigation solution could trigger syncope; hot wat®uld damage stoma and
intestinal mucosa. Air entering the colon may teggramping.

Hang the irrigation solution container on a hooktlsat the end of the bag is
not higher than client’'s shoulder height when msittor 18 to 20 inches (45 to
50cm) above stoma.

Note: Assess if client is capable of sitting on the toiMdake sure the end of
the irrigation sleeve can sufficiently reach intte toilet to prevent stool from
getting on the floor or the client.

Rationale: This position allows the solution to slowly entéretcolon and
prevents too high a pressure which can cause cngmgoid possible bowel
damage.

Remove used pouch by gently pushing skin from sigdheand barrier;
properly dispose of used pouch (save clamp, ich#d to pouch) and remove
gloves and wash hands.

Rationale: Prevents skin irritation; controls odour in room.

Apply irrigation sleeve over stoma. Distal endtbé sleeve should rest in
water in toilet or in bedpan.

Rationale: Directs flow of stool into toilet or bedpan andalsontrols odour
and splashing.

Don clean gloves. Lubricate cone tip. Through thigation sleeve, hold the tip
of the cone snugly against stomal opening. Do wootef the cone into the
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stoma. Start inflow of solution. Adjust directioh @ne to facilitate inflow of
solution (see figure 5.8 and 5.9).

Top of sleeve

Figure5.8: Inserting a cone into stoma
Source: http://www.mountnittany.org/articles/healthshe®6/

Note: Only use a cone tip to do irrigations. Do not usellze without a cone
tip. It carries a higher risk for perforation ofigo.

Rationale: Prevents trauma to stoma; cone tip avoids pertoratif bowel.

Cone aids in retaining solution during inflow. Amgi flow of solution toward
direction of bowel aids inflow.

Figure5.9: Irrigating Colostomy with sleeve in place
Source: http://www.mountnittany.org/articles/healthshee@d/8
Allow solution to flow in over 5 to 10 minute pedo
Rationale: Avoids rapid distention of bowel; if cramping orus@a occurs,
stop the inflow of solution until either subsidémsve client take a few slow,
deep breaths.
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9. After the desired amount of solution has entereddblon, clamp the tubing
and wait 15 seconds before removing the cone. Bigglaves. Close the top of
the irrigation sleeve.

Rationale: Avoids sudden backflow of solution from the stoma.

10. Allow 15 to 20 minutes for initial evacuation; dgioves. Dry tip of irrigation
sleeve and close bottom (use ostomy pouch clampldrer band). Fold the
sleeve up and cover the top as per manufacturpesifec directions for each
brand of irrigation sleeve, leave in place for 8046 minutes. Discard gloves.
Client may walk around.

Rationale: Prevents leakage; optimizes evacuation of stool.

11. After 30 to 45 minutes, don clean gloves; unclahgdleeve, empty any faecal
contents; remove sleeve. Rinse with liquid clearsmsd cool water. Hang
sleeve to dry.

Rationale: Maintains sleeve in clean condition for future.use
Note: The entire procedure should take approximately ir.h@ssists in
evacuation stool. Also most irrigation sleeves meant to be reused. Do not
throw out reusable irrigation sleeves after ea&h This is very costly.

12. Apply new colostomy pouch or stoma cap cogeper procedure.

13. Remove gloves and wash hands.

14. Document the procedure: time of irrigation, woeé and type of solution,
amount and type or return, clients’ tolerance tmcpdure.

15. Document the reapplication of pouch and comdiaf stoma and skin

16. Report symptoms of extreme discomfort, onseteviere diarrhoea, excessive
bleeding to the nurse in charge or physician, esabuld indicate the need for
additional therapy.

Evaluation

1. Inspect volume and character of faecal material #und that returns after
irrigation. Rationale: Determines if solution is retained. If client ishgdrated,
bowel may absorb irrigation solution and faecalpattwill be limited or nil.
Character and amount of stool reveal success icuatian.

2. Note client's response during irrigation. Assebent’s radical pulse. Ask if
cramping or abdominal pain is felt.

Rationale: Reveals tolerance of irrigation.

3. Ask client to describe steps of procedure.
Rationale: Evaluates client’s learning.

Activity 5.2
Take a moment to reflect on what you have readsori colostomy irrigation. Based

on your nursing experience, what precaution woutd yake during a colostomy
irrigation?

For an effective understanding of colostomy irrigiat the following points must be
borne in mind. These are highlighted in Box 5.2
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Box 5.2: Colostomy irrigation
Colostomy irrigation is carried out only for cliemtith sigmoid or descending
colostomy.
The ostomy irrigation tubing should be type witkkane tip so as not to perforate the
colon.
During the procedure observe client’s tolerance @mbrt any untoward sign to the
appropriate authority.

Summary of Study Session 5
In study session 5, you have learned about:
1.The definition and purpose of colostomy care
2.How to assess a client prior colostomy care
3.The nursing actions/rationales involved in a caost
4.The definition and purpose of colostomy irrigation
5.How to assess a client prior colostomy irrigation
6.Identify the nursing actions/rationales involvectolostomy irrigation

Self-Assessment Questions (SAQs) for Study Sesston

Now that you have completed this study session, canuassess how well you have
achieved its Learning Outcomes by answering thesstepns. You can check your
answers with the Notes on the Self-Assessment @uesit the end of this Module.
SAQ 5.1

State the purpose of colostomy care for client

SAQ 5.2

Identify four points you will like to assess in lgeat prior colostomy

SAQ 5.3

How will prepare skin barrier of an ostomy appliamtring a colostomy care?

SAQ 5.4

What is colostomy irrigation?

SAQ 5.5

Why do you have to assess client’'s understandimqgaxfedure and ability to perform
techniques?

SAQ 5.6

Why do you hang the irrigation solution containaraoheight not higher than client’s
shoulder height when sitting or 18 to 20 inchesvatsioma?

Notes on Self Assessment Question for Study Sesston
SAQ 5.1:
* To prevent leakage and drainage of effluent.
* To control odour
» To prevent excoriation of skin and stoma
* To observe stoma and surrounding skin
SAQ 5.2:
* Observe skin barrier and pouch for leakage andleoigtime in place
* Observe stoma for colour, swelling, trauma, andihga
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* Observe peristomal skin for ulceration and irrdati
» Assess client’s knowledge and understanding ofsémnay and its care
SAQ 5.3:

* Measure and determine the size of the stoma usingasuring guide.

» Trace a circle of the same size as the stomal ngesm the skin barrier back
cover.

e Cut out the traced stoma pattern to make an openirige skin barrier not
more than 1/8 to 1/4 inch larger than the meassi@tia.

* Remove the skin barrier back cover to expose ibkysadhesive side.

SAQ 5.4:
Colostomy irrigation is a procedure similar to emethat is carried out by instilling
warm solution into the lower colon for the purpadecleansing and evacuation of the
lower colon.
SAQ 5.5:
» To determine the level of participation to be expdcfrom client during the
procedure
* To determine the level of information needed by thent in relation to the
procedure
* To determine client’s need for teaching and abilityperform the procedure.
SAQ 5.6:
Positioning the irrigation solution container a¢ tpecified height allows the solution
to slowly enter the colon and prevents too highresgure which can cause cramping
and possible bowel damage.
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Study Session 6: Administration of an Enema

Introduction

An enema is a fluid injected into the lower bowegl way of the rectum. The most
frequent use of enema is as a cleansing enema whglien to relieve constipation
or for bowel cleansing before a medical examinatioprocedure.

In standard medicine, an enema may also be emplagea lower gastrointestinal
series, to check diarrhoea, as a vehicle for thmiadtration of food, water or
medicine, and as a stimulant to the general system.

In this study session, you will be learning abdn& purpose of enema administration,
assessment of client prior to enema administrammh finally the actions involved in
enema administration.

Learning outcome for Study Session 6

When you have studied this session, you shouldleeta:

6.1 Identify the purpose of enema administration

6.2  Carry out client’'s assessment prior enema agtration

6.3 Identify the nursing actions/rationales inwavn enema administration

6.1 Enema

An enema is a solution introduced or instillatiotoi the rectum and large intestine in
order to distend the intestine thereby increasegsfalsis and the excretion of faeces
and flatus. Enema is categorized into four, namely:

» Cleansing enemahelps to remove faeces.

» Carminative enema:helps to expel flatus.

* Retention enema:introduces oil, medication or nutritive solutiontanthe
rectum and sigmoid colon. An oil retention enemis &t soften the faeces and
lubricate the rectum and anal canal, thus fadiitatpassage of faeces.
Medication-based enema is administered to treal ioéection e.g. antibiotic
and anthelmintic enema. While nutritive enema adsten fluid and nutrients
to the rectum.

* Return-flow enema: helps to expel flatus.

Purpose of enema administration

1. To relieve constipation or faecal impaction.

2. To expel flatus

3. To prevent involuntary escape of faecal matterrdgusurgical procedure and
delivery.

4. To promote visualization of intestinal tract duriragliographic or instrumental

examination.
To help establish regular bowel function duringoavbl training programme.
Preoperative preparation for bowel surgeries

S
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Types of enema solution:

6.2

arwnPE

Hypotonic e.g. tap water

Hypertonic e.g. sodium phosphate solution
Isotonic e.g. normal saline

Soap solution e.g. soapsuds

Oil e.g. olive oil, mineral

Assessment of Client before Enema Administrain

Assess status of client: last bowel movement, lef@wareness, normal bowel
patterns, haemorrhoids, mobility, external sphinctatrol, abdominal pain.
Rationale: Determines factors indicating need for enema afldancing the
type of enema used. Particular care must be talkemwserting rectal tube to
reduce irritation of haemorrhoidal tissues; useegeums amount of lubricating
jelly to reduce friction when passing rectal tube.

Determine client’s level of understanding of pugpo$ enema.

Rationale: Allows nurse to plan for appropriate teaching measu

Check client’s case note to clarify the rationalethe enema.

Rationale: Determines purpose of enema administration: préparafor
special procedure or relief of constipation.

Review physician’s order for enema.

Rationale: Order by physician is usually required for hosjtd client. Used
to determine how many enemas client will requiypetof enema to be given
(e.g., oil retention, carminative, medicated).

Possible Nursing Diagnosis

1. Constipation

2. Pain

Related factors are individualized on a client’'adition or needs.
Equipment (Using a trolley)

A. - Disposable gloves

- Mackintosh and towel

- Toilet paper

- Bath towel

- Bed pan/commode

- Clean gloves

- Water soluble lubricant if tubing not pre-lubried
- Wash basin, wash cloths, towel and soap.

. -Enema can/bag for administration large-voluemema: other requirements

are:
- Jug containing water or solution when enema sda be used
- Enema can/Enema bag.
- Tubing and clamp
- Appropriate size rectal tube: adult: 22-30Fr.I@h12 — 18fr.
- Correct volume of warm solution. Adult: 750 — 004l;

Child: (a) 150 — 250ml for infants (b) 250 — 35Con toddlers
(c) 300 — 500ml for school age.
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6.3

- Bath thermometer

C. - Or pre-packaged enema for administra@ogd volume enema

- Pre-packaged container of enema solution withidaked tip

Implementation

Prior to the procedure

1.

2.

3.

Explain procedure and anticipated responses @gie abdominal cramping)
to client, encourage client’s participation and sjiomns.

Rationale: Lessens anxiety and promotes client’s participation

Assemble equipment

Rationale: Optimizes use of time; conserves client’s and risirseergy.
Provides privacy by using the screen or close dbercurtains and/or door.
Rationale: Reduces embarrassment for client.

Actions

1.

2.

5

6

Wash hands and apply gloves.

Rationale: Reduces transmission of microorganisms.

Raise bed to appropriate working height for nuragse side rail on opposite
side.

Rationale: Promotes good body mechanics and client safety.

Assist client into left side-lying (Sims’) pasih with right knee flexed.
Children may also be placed in dorsal recumbentipos

Note: If client is suspected of having poor sphinctertoanposition the client
on the bedpan in comfortable dorsal recumbent ipositClients with poor
sphincter control cannot retain all of enema sohuti

Rationale: Allows enema solution to flow downward by gravitiprg natural
curve of sigmoid colon and rectum, thus improviatgntion of solution.

Place mackintosh under hips and buttocks.
Rationale: Prevents soiling of linen.
Cover client with bath towel, exposing only récésea, clearly visualizing

anus.

8.

Rationale: Provides warmth, reduces exposure of body paitsygalclient to
feel more relaxed and comfortable.

Place bedpan or commode in easily accessible positi client will be
expelling contents in toilet, ensure that toilefrese. (If client will be getting up
to bathroom to expel enema, place client's slippard bathrobe in easily
accessible position).

Rationale: Used in case client is unable to retain enemdisalu
Administering enema using pre-packaged contahenema (see fig 6.1):

a. Remove plastic cap from rectal tip. Tip is aiedubricated, but more jelly

can be applied as needed.

Rationale: Lubrication provides for smooth insertion of rectabe without
causing rectal irritation or trauma.

Gently separate buttocks and locate rectum.rucistclient to relax by
breathing out slowly through mouth.
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Rationale: Breathing out promotes relaxation of external regpaiincter.

c. Insert tip of bottle gently into rectum.
Adult 7.5 to 10 cm (3 to 4 inches)
Child: 5to 7.5 cm (2 to 3 inches)
Infant 2.5 to 3.75 cm (1 to 1% inches)
Rationale: Gentle insertion prevents trauma to rectal mucosa

d. Squeeze bottle until all of solution has enteredtum and colon. (Most
bottles contain approximately 250 ml of solutiomjypertonic solutions
require only small volumes to stimulate defecatitmstruct client to retain
solution until the urge to defecate occurs, usuaiily 5 minutes.

Figure 6.1: Administering enema using pre-packaged contaihenema
Source: Berman, Snyder, Kozier and Erb, 2008

9. Administer enema using enema bag/can (seedjg 6.

a. Add warm solution to enema bag/can. Warm tapewas it flows from
faucet. Place saline container in basin of hot whefore adding saline to
enema bag, check temperature of solution with kibdrmometer or by
pouring small amount of solution over the wrist.

Rationale: Hot water can burn intestinal mucosa. Cold watan cause
abdominal cramping and is difficult to retain.

|
A
Figure 6.2: Inserting a rectal tube in enema admiirdtion using enema bag

Source: Annamma, Rekha and Jadhav, 2010
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b. Raise enema container, release clamp, and atdtwtion to flow long enough

to fill tubing.
Rationale: Removes air from tubing.

c. Reclamp tubing.

Rationale: Prevents further loss of solution.

d. Lubricate 6 to 8 cm (3 to 4 inches) of tiprettal tube with lubricating jelly.
Rationale: Allows smooth insertion of rectal tube without rigkirritation or
trauma to mucosa.

e. Gently separate buttocks and locate anus. bisthent to relax by breathing
out slowly through mouth.

Rationale: Breathing out promotes relaxation of external apiincter.

f. Insert tip of rectal tube slowly by pointing tim direction of client’s
umbilicus. Length of insertion varies:

Adult: 7.5to 10 cm (3 to 4 inches)

Child: 5to 7.5 cm (2 to 3 inches)

Infant: 2.5 to 3.75 cm (1 to 1% inches)

Rationale: Careful insertion prevents trauma to rectal mucdsam
accidental lodging of tube against rectal wall.emisn beyond proper limit
can cause bowel perforation.

g. Hold tubing in rectum constantly until the erfdloid instillation.

Rationale: Bowel contraction can cause expulsion of rectagtub
h. Open regulating clamp and allow solution téeerslowly with container at
client’s hip level.
Rationale: Rapid instillation can stimulate evacuation of abttube.
I. Raise height of enema container slowly to appabe level above anus:
« 30to 45 cm (12 to 18 inches) for high enema; wliiganse as much
of the colon as possible.
« 30 cm (12 inches) for low enema; which cleanse rd&um and
sigmoid colon only.
« 7.5 cm (3 inches) for infant.
Rationale: Allows for continuous, slow instillation of solutio Raising
container too high causes rapid instillation andsgae painful distention
of colon. High pressure can cause rupture of bawigifant.
Note: Instillation time depends on the volume of solntto be administered
(e.g., 1L in 10 min) and client’s ability to witlastd given infusion rate.
j. Lower container or clamp tubing if client comipis of cramping or if fluid
escapes around rectal tube.
Rationale: Temporary cessation of instillation decreases tossibility of
intestinal spasm and premature ejection of thetisolu

k. Clamp tubing after all solution is instilled.

Rationale: Prevents entrance of air into rectum.

10. Place layers of toilet tissue around tube asamd gently withdraw rectal tube.
Rationale: Provides for client's comfort and cleanliness

11.Explain to client that feeling of distention mormal. Ask client to retain
solution as long as possible while lying quietlybad. (For infant or young
child, gently hold buttocks together for few minsjte
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Rationale: Solution distends bowel. Length of retention vanath type of
enema and client's ability to contract rectal spten. Longer retention
promotes more effective stimulation of peristatsisl defecation.

12.Discard enema container and tubing in propaeep&cle or rinse out
thoroughly with warm soap and water if containeoi®e reused.
Rationale: Reduces transmission and growth of microorganisms.

13. Assist client to bathroom or help to posititiert on bedpan/commode.
Rationale: Normal squatting position promotes defaecation.

14. Observe character of faeces and solution @awfient against flushing toilet
before inspection).
Note: When enemas are ordered “until clear,” it is esaktd observe contents
of solution passed. The enema return is considetedr” when no solid faecal
material exists, but the solution may be coloured.
Rationale: Normal squatting position promotes defaecation.

15. Assist client as needed to wash anal areawatim soap and water (if perineal
care is to be administered, use gloves).
Rationale: Faecal contents can irritate skin. Hygiene promotésnt’s
comfort.

16. Remove and discard gloves and wash hands.
Rationale: Reduces transmission of microorganisms.

Evaluation

1. Inspect colour, consistency, amount of stool ani fpbassed.
Rationale: Determines if stool is evacuated or fluid is re¢min Note
abnormalities such as presence of blood or mucus.

2. Assess condition of abdomen.
Rationale: Determines if distention is relieved

3. Unexpected outcomes that may occur include:
» Abdomen is rigid and distended.
Rationale: Results from perforation of bowel. Enemas shoulkende given

when appendicitis or bowel obstruction is suspected
» Abdominal cramping occurs.
Rationale: Results from excessive volume or incorrect tempegatof
instilled solution.
Recording and Reporting

1. Record pertinent information:
a) Type and volume of enema given
b) Characteristics of results.

Rationale: Communicates pertinent information to all membeftshealth care
team. Improves documentation of treatment results.

2. Report failure of client to defecate to physicia

Rationale: May indicate need for further therapies.
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Follow-up-activities
1. Stop enema if severe cramping, bleeding or suddwominal pain occurs.
Physician should be notified of any adverse effect.

Activity 6.1

Take a moment to reflect on what you have readasocoh enema administration.
Based on your nursing experience, what type of sgdlpyou use in an enema
administration involving soap solution?

For an effective understanding of enema administrathe following points must be
borne in mind. These are highlighted in Box 6.1

Box 6.1: Enema administration

Proper positioning of client in sim’s position isry important in the instillation and
retention of enema solution.
In cases of severe cramping, bleeding or suddemraipél pain during enema
administration, the procedure should be stopped@marted to the physician.
Tap water is a hypotonic solution can be retainé@tiimvinterstitial space because| it
exerts lower osmotic pressure than the intersi@ice which can lead to circulatory
overload. Therefore precaution must be taken amaldhnot be repeated after the
initial administration.

Summary of Study Session 6
In study session 6, you have learned about:
1. The purpose of enema administration
2. How to assess a client prior enema administration
3. The nursing actions/rationales involved in enenmaiactration

Self-Assessment Questions (SAQs) for Study Sesstn
Now that you have completed this study session, gaounow assess how well you
have achieved its Learning Outcomes by answeringetlguestions. You can check
your answers with the Notes on the Self-Assessmrrdstions at the end of this
Module.
SAQ 6.1
State three purpose of enema administration
SAQ 6.2
List four points you will like to assess prior erermdministration in relation client
bowel movement and bowel structure
SAQ 6.3
After administration of enema what will you docurhabout the procedure?
Notes
SAQ 6.1:
» To relieve constipation or faecal impaction.
» To expel flatus
» To prevent involuntary escape of faecal matterradusurgical procedure and
delivery.
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SAQ 6.2:
» Last bowel movement and its characteristics,
* Normal bowel patterns
» Presence of haemorrhoids
» External sphincter control
SAQ 6.3:
* Type and volume of enema give
» Characteristics of evacuated stool or fluid
» Client’s tolerance to the procedure
* Unusual outcome such as bleeding
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Study Session 7: Anatomy of the Female External Géalia and
Antenatal Booking

Introduction

As a midwife, there is a need to learn about tmeale genitalia, antenatal care and
booking. The female external genitalia are the stseand the structures in the pelvic
bone. They are organs that play important rolggegnancy.

In this session, you will learn about the breasety lto describe both the external and
internal structures of the female breast. You al$lo be learning about the pelvis, its
contents and how the contents are arranged. Tinmy stession will be concluded by
learning about the screening tests carried outndukooking and /or subsequent
antenatal care visit.

Learning Outcomes for Study Session 7

When you have studied this session, you shouldleeta:
7.1  Discuss the anatomy of the female breast

7.2  Discuss the anatomy of the female pelvis

7.3  Explain the Antenatal care and booking

7.4  Describe the Midwife’s History

7.1  Anatomy of the Female Breasts

The breasts are two secreting glands in form ofisigmerical swellings at the anterior
chest wall lying oveipectoralis major muscle extending toserratus anterior and
external oblique muscle.The female breast is situated between tHeafid &' ribs
and middle margin adternum andmid-axilla.

7.1.1 Description of the Female Breast

You should hold the breast model in anatomical tmwsion one hand and hold the
pointer (which can be a ruler or a pen) on the rotiaad. Use the pointer to point on
the external structures of the breast and desasljellows:

Figure7.1: The female breast
Source: http://en.wikipedia.org/wiki/Breast
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The nipple: This is a flat topped erectile protuberance atceérgtre of the breast. It is
6mm in length, situated at the level of the founiercostal space, perforated by 18 —
20 nipple ducts.

Areola: This is a circular pigmented area, pink or blackha&t base of the nipple. It
measures 2.5cm in diameter.

Sebaceous glandsThese are 18 small glands within the areola, thegoime
Montgomery tubercles They produce oily substance (sebum) which actskagant
during pregnancy and throughout breast feeding.

In-text question

Based on what you have read so far, any injuryntection that affects the fourth
intercostal space is likely to affect which parttbé external structure of the breast
and why?

In-text answer

The nipple. This is because nipple is situatedhat level of the fourth intercostal
space.

7.1.2 Internal or Microscopic Structure of the Fenale Breast

You should now open the model and identify ductd kibes with your pointer as
follows:

Lobe

,,r”'ﬁ = Ampulla
= f-?;‘Jf;f—_/dgjlandular tissue

= ‘.;ﬂ_‘_—"‘_“—-—r Nipple
AT Lactiferous tubule
e, w¥ . lactiferous sinus

; Lactiferous duct
._"."' e,
e ‘Lobules

Figure 7.2: Internal structures of the female breast

Glandular tissue: This is the main substance of the breast, pargtiohy fibrous
band intolobeswhich are 18 — 20 in number. Each lobe is a cotaplait and does
not communicate with another. Lobes are sub-dividezllobules.

Lobules: These are made up of milk excreting units, which alveoli and ducts.
Each alveolus consists of milk-forming cells calledini cells, surrounded by
myoepithelial cells which contracts and propelsrthik out.

Lactiferous ducts: The lactiferous ducts carrying milk from the alhaatite to form
larger ducts; one larger duct leaves each lobeadeinnto forma lactiferous sinusor
ampulla for storage of milk. Alactiferous tubule from each sinus emerges on the
surface of the nipple.
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7.1.3 Blood Supply, Venous Drainage, Lymph Drainagand Functions of Breast
The blood supply to the breast is through the makeand external mammary arteries,
as well as upper intercostal arteries. The veins fa circular network around nipple
and drain to the internal mammary and axillary sein

Lymph drains into the axillary glands in both axdl glands in the anterior
mediastinum and glands in the portal fissure oflithe.

The functions of the breast include; for breastiieg and for cosmetic purposes.

7.2  Anatomy of the Female Pelvis
The pelvis is gutter-shaped, its outlet is filledthwthe pelvic floor muscle. 1t is
pierced through by the urethra, the vagina andathgs. It is arranged in layers as
follows from within:

» Peritoneum (Broad ligament)

» Pelvic fascia (Cervical ligament)

» Deep pelvic muscle layer (LevatorAni)

» Superficial pelvic muscle layer (Perineal muscles)

* Fat

o Skin

7.2.1 Muscles of the Superficial Layer (Perineal oscles)

Now, hold the model of the pelvic floor musclesreatly (in anatomical position) and
use your pointer (which can either be a ruler pen) to identify the superficial pelvic
muscles as follows:

transversus

levator ani:
pubococeygeus

anal sphincter
iliococcygeus

Ry il me\‘\\ ~—— gluteus maximus
Figure 7.2: Superficial layer muscles of the pelvic floor
Source: http://www.beyondbasicsphysicaltherapy.com/imagesiSllustration2.jpg

The superficial layer muscles, also known as thhenpal muscles are five in number.
They are:

The external anal sphincter:this encircles the anus and is attached behindheo t
coccyx by a few fibres.

Transverse perineal muscleit passes from the ischia tuberosity to the ceotréhe
perineum.
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Bulbocavernosus muscle:it passes from the perineum forwards around to the
corpora cavernosa of the clitoris.

Ischiocavernosus muscleit passes from the ischia tuberosity along theigalch to
the corpora cavernosa.

Membranous sphincter of the urethra: it is composed of muscle fibres passing
above and below the urethra and attached to thie pobes.

Note that these perineal muscles are very impot@amhidwives because they are
liable to injuries during childbirth.

7.2.2 Muscles of the deep layer

These are three pairs of muscles which togethekraven as thé_evatorAni. They
are so called because they lift or elevate the.arusy are:

Pubococcygeus musclat passes from the pubis to the coccyx.

llliococcygeus muscle:it passes from the fascia covering the obturatenmus
muscle to the coccyx.

Ischiococcygeus muscldat passes from the ischia spine to the coccyx.

" Symphysis pubis

——————_Urethra

- Rectum

. Coceyx
Deep layer of tha pelvic floor
Figure 7.3: Muscles of the deep layer

You should note that all these three pairs of nasshhve their insertion at the coccyx.

7.3  Antenatal Booking and Antenatal Care

Booking can be referred to as the registration of a pregnaman during her first
visit to the hospital or at her first contact witie midwife. It is very important for a
pregnant woman to register early enough in the ilmds@s soon as she missed her
menstruation for two consecutive months and pregyais confirmed through
pregnancy test.

Antenatal care can be described as a series of intervention a i@deifers to a
pregnant woman throughout the pregnancy periods kqually very important to
attend antenatal clinic regularly. Therefore yowaasidwife must know that since the
pregnant woman will be visiting the hospital foretfirst time for booking, the
reception she receives at this interview is likiycolour the rest of her experience;
you should remember, “first impression lasts lofiger

In order for the client to have good impressionubgou as a midwife, you must
possess the following qualities:
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* You must be friendly and approachable

* You must have good listening skills (showing ingtren the woman as a
person)

* You must be able to analyse information

* You must respect your client’s privacy.

7.3.1 Importance/Aims of Antenatal Care visit
The importance/aims of ANC are as follows:
* To enable you as a midwife to take relevant histiigt will allow you to
identify possible problems early and solve them
» To assist you in identifying any risk factor ankéappropriate action
* To guide you in monitoring the growth of the foeasswell as the health of the
mother
» To be able to provide necessary and appropriatéhhadormation to your
client.

7.3.2 Components of ANC
The components of ANC are as follows:
* Midwife’s history
» Screening procedures
* Physical examination
» Health talk.

7.4  Midwife’s History

You as a midwife will take the midwife’s history,sing the antepartum risk
assessment/intervention form.

Antepartum risk assessment/intervention formhelps you as a midwife to monitor
the woman during the antenatal period. This caadieeved by keeping good record
of information about the client, as well as goostdry taking. The history to be taken
includes:

Social history: This includes; client's name, age, habit like smgkior alcohol,
educational level. You should ask questions lilkethie partner supportive? — If the
partner is not supportive, the client is more §k&l have problems getting good diet,
therefore, she might be at risk of anaemia. Ismtbéther employed? — If the mother is
unemployed, she might be financially handicappedétile hospital bills, therefore
she might plan not to deliver in the hospital.

Medical/surgical history: It is important for you to have a complete mediaat
surgical history. If she should have a history wkie cell disease, diabetes, heart
disease or epilepsy, she needs to see a doctogdars pregnancy.

Note that women with any of these conditions caweltgp complications and die.
Therefore, you as a midwife should work closelyhvitie doctor, so as to agree on her
treatment plan. If she had previous surgery, mriportant to determine if it might
cause complications during this pregnancy.

Family history: You should take history of some genetic conditibtkes hypertension
and diabetes mellitus. Also, you should take farhitory of multiple pregnancies.
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Previous obstetrical history: In this section, you ask a lot of questions albwoer
previous pregnancies. If she has had many pregemr(onore than five) closely
spaced pregnancies (less than two years) or previaemorrhages, she will have risk
of having anaemia during this pregnancy. She ie atshigher risk of post-partum
haemorrhage with the present pregnancy.

Therefore, it is important for you as midwife to mitor her closely. Also, if your
client has a history of hypertension or if shernsgmant for the first time, she is more
likely to develop pregnancy induced hypertensidmeréfore, you need to monitor her
closely.

Menstrual history: You need to take history of her last menstruaigoe(LMP), so
as to be able to calculate her expected date dofedgel(EDD). Also, if she has a
history of heavy or frequent periods, watch heselg for anaemia. If her periods are
not regular, it will be important to try to calctdgaher EDD using size of the uterus
combined with best history you can get.

In-text question

What is the importance of midwife’s history taking?

In-text answer

It helps you as a midwife to monitor the woman dgrihe antenatal period. This can
be achieved by keeping good record of informatiooud the client.

7.4.1 How to calculate the Expected Date of DeliveEDD)

There are many ways of calculating the EDD, butciresidered simplest way will be

discussed here. To calculate the EDD take theviag steps:

Step 1:add 7 to the day. (If result is more than 30, miBQsand carry it over as a

month)

Step 2:add 9 to the month. (If result is greater thanrmiyus 12 and carry it over as a
year).

Examples:

1. Calculate the EDD for LMP of 4/2/13 (day/month/year

Add 7 to the day and 9 to the month

4+7/2+9/13 = 11/11/13.

2. Calculate the EDD for LMP of 25/4/13

Add 7 to the day and 9 to the month

25+7/4+9/13 = (32-30)2/(1+13; 14-12)2/1+13=14

EDD = 2/2/14.

Note: You need to inform your client that the exact adydelivery can be any day

within 2 weeks plus or minus the EDD. Hence, thedh&r her to know signs of

labour, so as to report promptly at the hospitaemdver she notices any sign of
labour.

Summary of Study Session 7

In study session 7, you have learned that:

1. Female breast lies over muscles of the anteriostaall and located between
the 2 and the B ribs.

2. The nipple, the areola and the sebaceous glandeessxternal structures of the
female breast.
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3.  When you open the breast model, you can identify thternal or the
microscopic structures of the breast.

4.  Major functions of the female breast are; for brdasding and for cosmetic

purpose.

The outlet of the pelvis is filled with pelvic floanuscles

Layers of the pelvic floor are arranged orderlye@fcally its arrangement from

within.

There are five muscles of the superficial layethef pelvic floor.

Deep pelvic muscle are also known as the levatorani

A midwife must possess some qualities to be ablegeb adequate and

appropriate history from her client.

10. Booking and regular antenatal care visit is impartar safe delivery.

11. There are four major components of antenatal dare v

2. You can take adequate midwife’s history using aateepn risk
assessment/intervention form.

S

© N

Self-Assessment Questions (SAQs) for Study Sessibn

Now that you have completed this study session, canuassess how well you have
achieved its Learning Outcomes by answering thesstepns. You can check your
answers with the notes on the Self-Assessment Quesit the end of this Unit.

SAQ 7.1

State the location of the breast

Mention two major functions of the female breast.

SAQ 7.2

1. List the content of the pelvis as arranged frathin.

2. Mention the structures that pierce through tgip floor.

SAQ 7.3

1. What do you understand by booking during antdrcare visit?

2. What are the qualities a midwife should possessewaking history?

3. Mention the importance or aims of antenatal casé vi

SAQ 7.4

What tool do you use in taking midwife’s history?

Notes on Self Assessment Questions for Study Sessio
SAQ 7.1
1. The breast is located between tAtadd 8" ribs and middle margin of sternum and
mid-axilla.
2. The major two functions of female breast are:
(i) For breast feeding and
(i) For cosmetic purpose.
SAQ 7.2
1. The content of the pelvis as arranged in layenms fnathin is as follows:
a. Peritoneum
b. Pelvic fascia
c. Deep pelvic muscle
d. Superficial pelvic muscles
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e. Fat
f. Skin
2. The structures that pierce through the pelworfare:
The urethral
Vagina
Anus

SAQ 7.4
1. Booking can be referred to as the registration of a pregwaman during her
first visit to the hospital or at her first contagth the midwife.
2. In order for the client to have good impressionubgu as a midwife, you
must possess the following qualities:
You must be friendly and approachable
You must have good listening skills (showing ingtii@ the woman as a person)
You must be able to analyse information
You must respect your client’s privacy.
3. The importance/aims of ANC are as follows:
To enable you as a midwife to take relevant histbigt will allow you to identify
possible problems early and solve them
To assist you in identifying any risk factor ankeappropriate action
To guide you in monitoring the growth of the foetas well as the health of the
mother
To be able to provide necessary and appropriatéhneéormation to you
SAQ 7.4
Antepartum Risk Assessment/Intervention Form igldseetaking midwife’s history.
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Study Session 8: Antenatal Screening Tests and Pl
Examination of a Pregnant Woman

Introduction

After learning about antenatal booking and carey yoll be learning about the
various antenatal screening tests. There are nemty that are done in the antenatal.
As a midwife, you should also know how to performygical examination of a
pregnant woman.

In this study session you will learn about the someg tests carried out during

booking and /or subsequent antenatal care visittaadmain purpose of physical

examination of a pregnant woman. It will also dssuhe reason for the screening
tests as well as explaining the difference betwibenscreening tests and diagnostic
tests.

This study session will end by outlining the rotédsa midwife in screening tests and

how you can do detailed abdominal examination fpreggnant woman.

Learning Outcomes for Study Session 8

When you have studied this session, you shouldlgeta:

8.1 Discuss the reasons for Antenatal Screensig te

8.2  Highlight the various Laboratory Screeningdes

8.3  Discuss the meaning of Physical Examinatioa Bfegnant Woman

8.4  Highlight the various process involve in thiedaminal Examination of a
Pregnant Woman

8.1 Reason for Antenatal Screening Tests

You do screening tests in order to ascertain nayn@ number of tests are suggested
by you as a midwife for all pregnant women as pértoutine prenatal care. These
tests can help find conditions that can increaseritk for the mother and /or the

foetus.

8.1.1 Screening Procedures during Antenatal Bookn

You as a midwife will carry out some screening aares on your client during
antenatal booking. Thereafter, you will send herotier tests which also form part of
the screening tests. The screening proceduregdieciu

Height measurement: height over 160cm gives information of a normagd pelvis.
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Weighing: obesity can lead to an increased risk of gestatidiabetes mellitus. Note
that total weight during pregnancy is 10 — 14kgy(2kiring the I week and 0.5kg per
week until term).

Urinalysis: check for the presence of protein and/or glucesé¢he urine sample
collected from your client.

Measurement of blood pressure:note that this may be falsely evaluated if the
woman is anxious or if the apparatus is faulty.

‘:- =4
Figure 8.1: Antenatal screening

8.2  Screening tests

The following tests are done early in pregnancy:

Complete blood count (CBC):A CBC counts the number of different types of €ell
that makes up your blood. The number of red bloglts €an show a certain type of
anaemia. The number of white blood cells shows hamy disease-fighting cells are
in the blood, and the number of platelets can resea problem with blood clotting.

Blood type: Result from the blood type can show you whether ylient hasRhesus
factor. The Rh factor is a protein that can be presernthersurface of the red blood
cells. Most people have Rh factor; therefore, thieeyRh positive.

Others do not have Rh factor; therefore, they dnenBgative. If the foetus is Rh
positive and the mother is Rh negative, the mogheody can make antibodies against
the Rh factor. In a future pregnancy, these antésodan damage the foetus’s red
blood cells.

Urinalysis: You will test the urine sample for glucose. Higlrdl might be indicative
of diabetes mellitus. You will also test the urioe protein and if present, the amount
should be measured. The presence of protein inutlire might be indicative of
preeclampsia. You can also do urine culture tesbéxteria, and if present, this can
be a sign of urinary tract infection.

Rubella test: Rubella (sometimes called German measles) caredarth defect if a
woman is infected during pregnancy. You might needhitiate your client’s blood
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test to check whether she has had past infectiagh wibella or if she has been
vaccinated against this disease.

If she has not had rubella previously or if she has been vaccinated against the
disease, you should educate her on the importahcvading contact with any
infected person while pregnant, because this desisasghly contagious.

If your client has not been vaccinated, she shadt be vaccinated while she is
pregnant; hence, she should get the vaccine aflaredy of her baby, even if she is
breastfeeding.

Sexually Transmitted Disease (STD) testAll pregnant women are tested for
syphilis and chlamydia early in pregnancy. Syphdisd Chlamydia can cause
complication for both mother and foetus, therefgoeir client should be treated if
infected with any of these STDs. Also, if your alihas risk factor for gonorrhoea,
she will be tested for STD.

Your client should also be tested for Human Immufietency Virus (HIV) after you
have gained her informed consent. If a pregnant avois infected with HIV, there is
chance of passing the virus to her baby. A pregnamban infected with HIV can be
given medications. You can also educated her oer @eps to take in order to reduce
the risk of passing the virus to her baby.

Hepatitis test: All pregnant women are tested for hepatitis B wirlli your client has
risk factors, she may also be tested for hepdiiti@rus. You need to educate your
clients that any pregnant woman infected with hépa® or Hepatitis C can pass the
virus to her babies.

The following tests are to be done later in pregnasy:
Repeat complete blood count.

Rh antibody test: If your client is Rh negative, her blood should tested for Rh
antibodies between 28 weeks and 29 weeks of pregnénshe does not have Rh
antibodies, she will receive Rh immunoglobulin. §®ill prevent her from making
antibodies for the rest of her pregnancy. If she &atibodies, she may need special
care.

Glucose screening testthis test measures the level of glucose (sugahdrblood. A
high glucose level may be a sign géstational diabetesThe test is usually done
between 24 weeks and 28 weeks of pregnancy. If gbant has risk factors for
diabetes, or had gestational diabetes in previoegnancy, the test can be done
during the first trimester.

Group B Streptococci (GBS) test:GBS is a type of bacteria that lives in the vagina
and rectum. GBS can be passed to a baby durirtgdnd many women carrying GBS
do not have any symptom. Most babies who get GBSatohave any problem,
however, few of them become ill.
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The illness can cause serious health problems @m death in new-born babies. To
detect GBS during routine screening test, a swals&l to take samples from the
vagina and rectum between 35 weeks and 37 wegkeghancy.

If your client's GBS test result is positive, youllvmeed to discuss the result with her
obstetrician, who will prescribe antibiotics to ddministered during labour to help
prevent the baby from being infected.

Difference between screening tests and diagnostiests for birth defects

Screening tests are done during pregnancy to afisesssk of the foetus to certain
common birth defects. A screening test cannotviklkether the baby actually has a
birth defect. There is no risk associating withestring tests. Screening for birth
defects begins by assessing your client’s riskofaoivhile taking midwife’s history.
Diagnostic tests can actually detect many, butatipbirth defects caused by a defect
in a gene or chromosomes. Some diagnostic testass@ciated with some risks,
including a small risk of pregnancy loss.

8.2.1 Roles of a Midwife in Screening Tests

1. Your roles as a midwife as regarding screening testude:

2. You should explain the need to have the screemisig tlone to your client.

3. You should carry out the screening procedures dikecking the height, the
weight and the blood pressure of your client.

4. You should advocate and initiate tests for yousrli

5. You should be able to interpret the test resultgotar client.

6. You should keep adequate record of your clientssiltefor proper monitoring,
such as the urinalysis result, the blood pressudedlze weight.

In-text question
Reflect on what you have read so far, what arestiteening procedures you as a
midwife will carry out on your client during antegafbooking.

In-text answer

The screening procedures you will carry out on ydiant during antenatal booking
before sending her for other tests are:

Height measurement

Weighing

Check the blood pressure

Check for protein in her urine

Check for glucose in her urine

akrwpdPE

8.3  Meaning of Physical Examination of a PregnariiVoman

Physical examination of a pregnant woman is thesassent of a pregnant woman
from head to toe with emphasis on the abdomendardo have an idea of the general
state of health of the woman and the foetus. A niglwnust possess the skill of

assessment or examination of a pregnant woman &bleeto detect any abnormality

early enough during pregnancy.
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8.3.1 Obijectives of Physical Examination of a Pregnt Woman
You should be able to achieve the following objezdi while conducting physical
examination on a pregnant woman:

1. To observe for signs of pregnancy

2. To assess the health of the woman

3. To assess the foetal size and monitor its growth

4. To detect any risk factor to either the motherhar foetus

5. To detect any deviation from normal.
For the purpose of this class, the physical exatwinaf a pregnant woman shall be
divided into two:

» Physical examination of head to toe without thecaiein

» Physical examination of the abdomen

8.3.2 Physical examination of head to toe withotlhe abdomen

Nursing action Rationale

General appearance

Note the way she walks Detect postural deformity

Note whether she is overweight or underweight Rpamies to high blood pressure or
denotes malnutrition

Note her height and the shape of her legs Averagighth and straight legs denote
adequacy of the pelvis for normal delivery

Skin
Inspect the skin for pallor, jaundice and skin Bete@abnormalities
Infections

Head and neck

Examine the hair for neatness and lice Ensures tth@atpatient maintains body
cleanliness

Examine the eyes for pallor, discharge and Detdmt®rmalities

Jaundice

Examine the ears and nostrils for discharge Detdmtermalities

Examine both gum and teeth for decay and Assessssfor immediate and/or
Missing teeth long term dental care.

Palpate the neck for enlargement of the thyroideRwolut thyrotoxicosis Gland.

Breasts

Inspect the nipples for adequacy for breastfeedimigates correction of abnormal
nipple Palpate the breasts to determine regulanty for Detects abnormalities and
for early Breast lumps. Referral if needed.

Chest

Assess the symmetry of the chest wall and degreertams her exercise tolerance
gauge of expansion.
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Extremities

Note any deformity or restriction of movement Emrsuthat there is no injury in the
past of the legs, arms and check for equality eftkiat could have indirect bearing on
the limbs pelvis

Check for varicosities of the lower limbs revealscairce of major discomfort or even
embolism during pregﬁncy or the pueperium

Figure 8.2: Varicosities of the lower limbs
Source: DLC, University of Ibadan

Check for oedema of fingers, arms, pretibial Presanay indicates cardiac or renal
Region and internal malleolus disease; or pregnamiced hypertension

Back
Examine the spinal column Rules out scoliosis q@hiosis

In-text question
Reflect on what you have read so far, mention tvegomthings you will look out for
while examining the breast of a pregnant woman.

In-text answer

Two major things you must look out for while examm the breast of a pregnant
woman are:

Inspect the nipple for adequacy for breast feeding

Palpate the breasts to determine their requlagyyell as to detect any breast lump.

8.4  Abdominal Examination of a Pregnant Woman
Abdominal examination of a pregnant woman is aesystic examination of the
abdomen during pregnancy and labour. This is dtegelsy step as follows:

* Inspection

» Palpation

* Auscultation

8.4.1 Objectives
1. The following are the objectives of abdominal exaamion of a pregnant
woman:
2. To note the general contour of the abdomen, pagperial attention to its
shape and size. As well as presence of scar atal fnevement.
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3. To assess fundal height and determine the lie amseptation; relationship of
presenting part to the pelvic brim and the condibd the foetus.

8.4.2 Equipment’s

Cover sheet

Foetal stethoscope (Pinnard’s stethoscope or Dogdplece)
Tape measure

Watch with “second hand”

8.4.3 Preparation
1. Ask client to empty her bladder in 30 minutes befexamination. This is to
ensure closer accuracy, because full bladder displaterus.
2. Explain the procedure to the client, so as to dflayanxiety and to be able to
get her cooperation.
3. Ask client to lie in dorsal position with her hanldg her side on the couch or
bed, with her head supported with one pillow.
4. Screen the bed, so as to provide privacy.
5. Stand on the right side of the patient (if you araght-handed person). This
will ensure easy access to the client.
Expose abdomen from pelvis to xiphisternum.
Wash your hands, then rub your palms together teergge heat. Touching
your client with cold hands can induce contractidrthe abdominal muscles
and causes discomfort to your client.

No

8.4.4 Inspection

Observe for any damage to the skin integrity asiden stretch marks, such as the
lineanigra and the striaegravidarum.

Observe the abdomen for presence of lineanigliaggtavidarum and scar.

Striae gravidarum

Linea nigra

Figure 8.3: Showing Linea Nigra and StriaeGravidarum

Observe the size, shape and contour. Note that ipteultpregnancy or
polyhydraminous will enlarge both in length anddatth of the uterus, while a large
baby increases only the length. The shape is lothger breadth in longitudinal lie, as
it occurs in 99.5% of cases. If transverse, theustes low and broad.

Observe for a saucer-like depression below the lisubj which is a sign of occipito-
posterior position.

Observe for foetal movements. This is an eviderigeliwe foetus.
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8.4.5 Palpation

This includes the fundal palpation, lateral palpatnd pelvic palpation.

Fundal palpation: Face the client, use both hands to palpate theugimwdhile
watching the reaction of the woman. Place both sandthe sides of the abdomen,
with your fingers closed together and curving rotimelupper border of the uterus.

#

Ifigure 8.4: Fundal Palpation

Apply gentle deliberate pressure using the palmefiase of the fingers to determine
the presentation of the foetus. Use the ulnardyood the left hand to gently outline
the highest point of the fundus, then measure istartte highest point of the fundus
to the symphysis pubis using a tape measure.

Place the lower edge of the tape measure on thphsysis pubis and stretch it to the
highest point of the fundus with the “inches matfpermost (to avoid bias), then
turn the tape to read in centimetre.

Lateral palpation: Still facing your client, place your hands on baides of the
abdomen and palpate the fundus (use the pads offipgers). If the gestation is 36
weeks and over, then begin to palpate from theipedgion upwards. Continue down
on both sides of the uterus.

You may also steady the uterus with one hand; uséaay movement of the opposite
hand to map out the back as a continuous smodifstaat mass. On the other side,
the same movement reveals the limbs as small phais slip about under the
examining fingers.

Figure 8.5: Lateral Palpation
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Pelvic palpation: Palpate the lower pole of the uterus just aboveptieis and this
should not cause discomfort to the woman. Turiate the client’s feet, tell the client
to take a deep breath and on expiration, use katdsto palpate the lower abdomen.
Face your client, use the right hand to grasp tweet pole of the uterus gently
(Pawlick’'s grip) while the left hand steadies theerus. This is to determine the
presentation of the foetus and engagement of tlael.h¥ou can ballot the head
between the fingertips of the two hands becausleeofree movement of the neck.

8.4.6 Auscultation

Place your Pinnard’s foetal stethoscope on the enstabdomen at right angle to it,

then place your ear firmly in close contact witk 8tethoscope but your hand should
not touch it while listening. This is to avoid extieous sounds. You can move the
stethoscope until the point of maximum intensitjosated, where the foetal heart can
be heard most clearly.

It is like the ticking of a clock under a pillow.s8 your watch with “second hand” to

count the foetal heart rate for 1 minute and compeith maternal pulse. This is to

ensure that you are not taking the maternal pulsehie foetal heart rate. The foetal

heart sound is usually mglre rapid than the matgquigke.

Jf

Figure 8.6: Using P'ir"{nard’s foetal stethoscope for Auscutiati

You can also use digital Doppler device to courtftietal heart rate.

Figure 8.7: Using Doppler deV|ce for Auscultation

Summary of Study Session 8
In study session 8, you have learned that:
1. Screening tests are done for all pregnant womemglantenatal booking and
during subsequent antenatal care visit.
2. There is a reason for carrying out screening fesgsregnant women.
3. There is different between screening tests anchdste tests
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4. You have roles to play as a midwife before, duang after screening tests.

5. Physical examination of a pregnant woman includesdhto toe examination
with emphasis on the abdomen.

6. Abdominal examination of a pregnant woman is venportant and has to be
done step by step. It also has to be done in detail

7. There is need to prepare your client for physicangnation, especially the
abdominal examination.

8. Necessary precautions need to be taken while cénducabdominal
examination for your client.

Self-Assessment Questions (SAQs) for Study Sess&n
Now that you have completed this study session, canuassess how well you have
achieved its Learning Outcomes by answering thesstopns. You can check your
answers with the Notes on the Self-Assessment @uesit the end of this Module.
SAQ 8.1
1. Outline the screening tests that you will do fouwolient early in pregnancy.
2. What can the result of urinalysis show?
SAQ 8.2
1. Mention 2 objectives of conducting abdominal exaation for a pregnant
woman
2. Outline 3 major things you will out for while insgieng the abdomen of a
pregnant woman

Notes on Self Assessment Questions for Study Sessto

1. The screening tests done early in pregnancy are:

Complete blood count

Blood type

Urinalysis

Rubella test

Sexually transmitted Diseases test

Hepatitis test.

2. Result of urinalysis can show; presence of glacand/or presence of protein. The
result of urine culture test can also show presenhbacteria.

SAQ 8.2

Objectives f abdominal examination of a pregnantnan include:
1. To note the contour, the shape and the siZeechlbdomen.

2. To observe for the presence of scar and foedtakement.

3. To assess fundal height.

4. To determine the lie and presentation of théue (Any 2)
Major things to look out for while inspecting thédomen of a pregnant woman
include:

Its shape and size

Presence of lineanigra and striaegravidarum

Presence of scar.
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Study Session 9: Prenatal Health Education and High/agina
Swab

Introduction

The midwives play a significant role in the procedsproviding patient education
during pregnancy. A pregnant woman, especially fire-time mother, may have
many questions and concerns about this period lififiee Much of the information
she may have is probably inaccurate or incomplete.

You, as a midwife must provide accurate and coraglgormation. This information
include; personal and environmental hygiene, digiregnancy, preparation for labour
and delivery, immunization, as well as family plamn

In this study session you will learn about prenaedlth education, the definition of
High Vaginal Swab (HVS), the objective of this pedare, as well as the equipment
needed for this procedure.

Learning Outcomes for Study Session 9

When you have studied this session, you shouldleeta:

9.1  Highlight the Types of Education for Pren&aénts Preparing for Parenthood
9.2 Discuss Layette Planning

9.3  Ouitline the various topics for prenatal plaugni

9.4  Discuss the concept of High Vaginal Swab

9.1 Types of Education for Prenatal Clients Prepang for Parenthood

Individual teaching and counselling, informatiorogps, discussion or counselling
groups, and prepared childbirth groups are thestgfpeeducation that are presented in
this study session.

Source: http://livingstoncatholiccharities.org/?page_id=82
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a.Individual Teaching and Counselling

1. One-to-one teaching. This type of teachingseduin all nursing settings. It
teaches on an individual basis as needed. Oneddeathing is beneficial in
teaching patients to understand and to adapt tdthhemoblems with a
pregnancy.

2. Counselling. This entails an interchange of mps or giving of advice. It is
more personal and feeling-oriented. When counsgglbnused in combination
with facts, it enhances learning. It takes intocattt the patient's feelings.

b. Information Groups.

1. These are planned groups to serve everyoneeirceimmunity. It provides
information on the physiology of childbearing, gealehygiene, nutrition
during pregnancy and lactation, preparations fa blaby, and care of the
mother and baby after delivery.

2. Methods of presentation include lecture, filmsd slides, questions and
discussion, and tours of appropriate areas (labodrdelivery, new-born, and
postpartum).

3. These groups are organized by the AmericaroNaltiRed Cross, the YWCA,
Public Health Departments, Adult Education Programs community

Figure 9.2: Group Counslling

c. Discussion or Counselling Groups

1. There is no structured curriculum for this type teaching. Discussion is
developed from the contributions of group membé&re group leader must be
knowledgeable and able to discuss all topics comogrobstetric and new-born
care.

2. This type of instruction has the advantage aif Inmiting the discussion to
certain topics as done in class groups. It allowsnhore participation and
involvement by the parents. Remember, it takesgalhiqualified individual
who is good at listening but who is also capablke®ep the discussion going.

d. Prepared Childbirth Groups.

1. This is a form of informational instruction bmtludes active participation by
the group to prevent the fear-tension-pain mechamglabour. It is designed
to eliminate fear during pregnancy.

2. Facts taught concern:

a. Anatomy and physiology of childbearing.
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9.2 Layette Planning

Appropriate care of the pregnant woman.
Sensations likely to accompany labour.

Methods to work cooperatively with the sensations.
Exercises to strengthen muscles in labour.

Breathing techniques to develop relaxation duraigplr.
Needs of the baby after birth.

Information about growth and development.

A layette is considered as the clothing and supptieeded to care for the infant
following birth. Parents in classes are encouragedrepare for the infant's arrival
before birth. Baby showers are usually given byfémily and friends to help provide
some of the necessary items. Some clothing anditeans are taken to the hospital to

bring the infant home.

It is important to remind new parents that infagrisw quickly. Encourage them to not
buy a lot of new-born items; infants outgrow clahery quickly, and in some cases,

the clothes are never worn.

Table 9.1 shows items that are commonly foundlayatte.

Clothing
Diapers (disposable or cloth)

Nightgowns, clothing sets
Sweaters, cap, booties

Supplies
crib, bassinette, or cradle Diaper pail, may|be

diaper plan Bottles, nipples, formula(whg
necessary) Car seat, blankets, crib sheets

Diaper pins, rubber sheets Towels, washcloths,
bath lotion

D
>

9.3 Various Topics for Prenatal Education

Principles of Proper Nutrition

a.Good Nutrition. Good nutrition during pregnancy is essential for:

1. The well-being of the mother and the developinguse

2. Development of effective uterine musculature.

3. Development of breast tissue.

4. Development of an adequate functioning placentarli?aourished mothers
have placentas with fewer and smaller cells. Atsmrly developed placentas
have aeducedability to synthesize substances needed by theuspeb
facilitate the flow of needed nutrients, and toilmhpassage of potentially

harmful substances.

5. Development of infant's weight, length, bones, dmdin. A nutritionally
deprived foetus may have decreased developmentaai bells. If optimum
nutrition is provided after birth, the effects dretbrain may be reversible.

6. Continued development of the infant after birth.

b. Chronic Malnutrition . This has been shown to be related to reprodugptioblems
(this includes difficulties during pregnancy, laboand delivery), increased perinatal
mortality, low birth weight, and other problems kvihe new-born.
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c. Nutritional Risk Factors in Pregnancy that Require Observation.

1.
a.

N

Risk factors at the onset of pregnancy.

Adolescence. Many adolescents are nutritioratlyisk due to a variety of
complex and interrelated emotions and social amh@woic factors that may
adversely affect dietary intake. Their nutritiomededs are greater and pose
much concern from nurses and physicians.

Frequent pregnancies. These pregnancies may diepleted nutrient stores.
This situation can compromise maternal and foetalth and well-being.

Poor reproductive history. Previous poor weigfain, pregnancy-induced
hypertension (PIH), previous stillbirth or smalf fgestational age (SGA) baby,
premature delivery, and prenatal infection arecathmon in women who are
or have been poorly nourished in the past. Theseemomay need more than
the usual nutrition guidance.

Economic deprivation. This refers to the pregr@atient who is not able to
afford proper food. There are several programs lilegt with the purchase of
food or that offer supplements.

Bizarre food patterns. This includes faddisktsdi A woman may enter
pregnancy either having or continuing to be on ddigh or otherwise
nutritionally inadequate diet.

Vegetarian diets. This diet may not contain anyenough protein or vitamins
for a developing foetus. Intense nutritional coulivege will be required to work
out a diet pattern during the prenatal period.

Smoking, drug addiction, and alcoholism. Phiggjit problems may have been
present. Pregnant patients who indulge in this goate may have major
physiologic problems. There is the possibility tthe patient may not consume
sufficient quantities of nutritious foods and, inldéion, can cause major
problems to the foetus.

Chronic systemic disease. There may have beslical problems, which may
have interfered with ingestion, absorption, orizailion of nutrients. Drugs
used to treat these conditions may also affecitimutrby similar interference.
Counselling should include general nutrition guitke$ for prenatal care and
diet therapy.

Pre-pregnant weight. This may be at risk if fhetient is fifteen percent or
more below or twenty percent or more above thedstiahweight for health.
Risk factors identified during pregnancy.

Anaemia of pregnancy. Many pregnant patientg laalack of iron stores large
enough to meet the needs of pregnancy.

Pregnancy-induced hypertension (PIH). This &geen in more patients with
poor diets. However, there is no definite documigoraof PIH's relationship to
the diet.

Inadequate weight gain. This may be an indocaf maternal and foetal
malnutrition (intrauterine growth retardation (IJUBR It is important to
document the pattern of weight gain in pregnancyelsas the total amount of
weight gained.

Excessive weight gain. This may be due to fluetention. However, the
pregnant woman should be carefully assessed for PIH
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Caloric Requirements of Pregnancy

Daily caloric requirements for a pregnant woraas about 300 more than their
normal requirements of 2300 to 2700 calories. Tkace requirements are
dependent on the patient's age, multiple birth, #mel patient's activity.
Calories should be selected fprality rather thargquantity. "Empty calories”
do not count.

2. Pregnancy is not the time to correct weightbfgms. Maintenance of a
minimum of 1500 calories a day is essential fotdbdevelopment throughout
the pregnancy. Patients who gain extra weight the# §even months then
decide to cut back so as not to go overweight gephe foetus of:

Nutrients necessary when the foetal brain eedggrowing the fastest.
Nutrients necessary when the protective laydéatak being developed.

Foods rich in protein, iron, and essentialieats are recommended to be eaten
on a daily basis. During the first two trimestefgegnancy, iron is transferred
to the foetusin moderate amounts, but during teettanester when the foetus
builds its reserve, the amount transferred is acatdd ten times.

4. Recommended weight gain for a normal pregna&2y to 30 pounds.

See figure 9.3 for the distribution of weight galnafter 40 weeks of
pregnancy.
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Figure 9.3: Distribution of normal wéfght gain

e.Menu planning. A diet consisting of a variety of foods can syppleeded
nutrients. The increased quantities of essentirianis needed during the pregnancy
may be met by skilful planning around the basia flmod groups. The recommended
daily intake from the basic four food groups aréadsws:
1. Milk group-32 oz or 1000 ml per day.
2. Meat group-4 servings per day to include:

a. Beef, veal, pork, poultry, or fish.

b. Eggs each day.

c. Liver once a week.
3. Vegetable and fruit group.

a. 2 servings daily of dark green or yellow vegetables

b. 2 servings daily of fruit.
4. Bread and cereal group-4 servings per day.
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s
Figure 9.4: Menu planning

9.3.1 Cravings during Pregnancy

a.

b.

=

2.
3.

Craving. This is a strong desire for a certain type of dioasually
carbohydrates.

Pica. This is an intense craving for and ingestion oh-mutritive substances
such as clay, laundry starch, raw flour, and rickis type of craving is
characteristic of but is not limited to lower saonomic groups, ethnic
groups, and regional areas, which prefer certabstamces. Even though the
cause is unknown, it interferes with good nutritiBrca appears to be related to
iron deficiency anaemia as either a cause or actkeff

Treatment or Counselling

Anything that depresses good nutritional intakeuld be evaluated. This type
of depression may be caused by nausea or vomitomyl fads or lack of
finances, smoking or alcoholism, or personal onegdquoblems. If a problem
is identified, it should be reported to the chamyarse or physician for
appropriate referral to the correct people who oaieve or eliminate the
problem.

Total dietary intake on a daily basis may nieele assessed.

Dietary needs of pregnancy should be reinfoetezlery visit to the doctor.

9.3.2 Obesity

a.

Obesity is common and frequently a serious probdenong Americans. The
patient is considered overweight if she is 10 peroeer her desirable weight
for their height and age group. If the patient @sg&rcent over her desirable
weight at the beginning of the pregnancy, she nsicered at risk.

These patients require close observation and additieducation. The most
frequently prescribed diet is 1500 to 1800 calopesday. The patient must be
advised that this is not the time to diet to los#ghit. Encouragement is greatly
needed during the pregnancy.

9.3.3 Teratogens

a.

b.

A teratogen is an agent or factor that causes tbeupgtion of physical defects
in the developing foetus.

Many drugs are known to have teratogenic effectgherfoetus if taken during
pregnancy. Drugs are the most widely recognizedeai structural defects in
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the developing foetus. Patients need to be cautioabout taking any
medication without a physician's approval. Overtbanter medicines such as
nose drops, cold remedies, and sleep medicatiogsawse problems.

1. Examples of known effects:

Physical abnormalities - no arms or legs.

Haemorrhage or jaundice.

Neurologic symptoms.

Abnormal dental pigmentation.

Addiction.

Vaginal malignancy or altered sperm causing infgyti

The effects of many drugs may not be known uUatér years during the growth

and development of the child.

c. Teratogenic drug examples.

Thalidomide-used in England in the 1950's &®D1s as a sedative.

Phenytoin (Dilantin)®-used for seizures.

Methotrexate®-used to treat neoplastic diseases

Diethylstilbestrol®-used for vasomotor symptogosing menopause.

Accutane® -used to treat cystic acne.

Teratogenic viruses and parasites.

Herpes simplex.

Rubella (German measles).

Toxoplasmosis. This is transmitted by cat faegcesraw meat.

Influenza or viral infections in the early weedf pregnancy.

Other teratogenic conditions.

Hyperthermia.

Maternal disease (diabetes).

Maternal malnutrition.

X-rays should be avoided. Radiation from theays can cause deformity of the

foetuses if exposed in the first trimester.

Environmental pollutants.

Lead.

Increase in maternal age.

Tobacco and alcohol.

Patients need to be reminded of the potentialydrs of the things they may do

or take. The worst damage to the foetus is donthénearly weeks of the

pregnancy before she even knows she is pregnant.
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9.3.4 Preparation for Labour and Delivery

a. Relaxation and Psychological Control of PainSeveral methods of relaxation
and psychological control of pain during labour lssted below:

1. Lamaze method (Psychoprophylactic method-PAMis method is the most
widely taught. It deals with combating the fearsoasated with pregnancy by
teaching relaxation and breathing techniques.

a. The patient is taught to replace response®sifessness and loss of control
with more useful activity.

95



b. The patient is taught to respond to pain watspiratory activity and relaxation

of uninvolved muscles.

The patient is taught controlled breathing amadd-focusing techniques.

The partner is taught to help the patient stayontrol.

Bradley method (husband-coached childbirth)sTi& similar to the Lamaze

method. Emphasis is placed on slow, deep breathlogg with complete

relaxation. Women using this practice often appedre asleep during labour.

However, they are not asleep, but are simply inteiesof deep mental

relaxation.

3. Hypnosis. This is an induced state of extremeggsstibility in which the
patient is insensible to outside impressions exdépt suggestion of her
attendant.

b. Signs of Approaching Labour. These signs of approaching labour are taughit to a

patients. When the patient notices them, she igeattat labour will be forthcoming.

The signs are:

1. Lightening. This is the descent of the foeto® ithe brim of the pelvis
(dropping). Lightening occurs in the last 10 to ddys of pregnancy in a
primigravida. It may not occur until actual onsétlabour in multigravidas.
The patient identifies it as being able to breathsier.

Moo

2. False labour (Braxton-Hicks Contractions). Ths intermittent uterine
contractions occurring at irregular intervals, whgerve to tone the uterus.

3. "Show." This is when the blood-tinged mucoidginmal discharge becomes
more pronounced and red as cervical dilatatioregees during labour.

4. "Burst of energy.” This is an increase in egdayel. It occurs approximately

24 hours before onset of labour. The patient shbal@ddvised to relax during
this time since labour will be starting soon.

5. Rupture of membranes. This occasionally mayhbditst sign. Due to the risk
of the prolapse cord, the patient needs to be athateshe should come to the
hospital immediately even if she is not having cactions. If the membranes
rupture prematurely, it then becomes a complication

6. Frequent urination. This, again, becomes a lpnobin the last stages of
pregnancy. Pressure on the bladder is due to tlaegerg uterus and the head
settling back into the pelvis.

In-text question
Take a moment to reflect on what you have readasoolutline five topics you will
teach your client during prenatal health education.

In-text answer
During prenatal education, a midwife can teachowaitopics such as:

* Principles of proper nutrition

» Cravings during pregnancy

* Obesity

e Teratogens

» Preparation for labour and delivery
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9.3.5 Steps in Giving Prenatal Education
1. Greet and introduce yourself. This will give roowr fcreating rapport with
your client.
Inquire of your client’s wellbeing.
Introduce the topic
Assess pre-entry knowledge of your client
Explain the topic
Explain how the topic is related to the wellbeiridgoth the mother and foetus.
Allow your client to ask question(s).
You can also ask question(s) to ensure that yeemtainderstood what she has
been taught.

N~ wWN

©
w
o

'—‘LOPO.\‘F”SJ".#W!\’!—"

How to Maintain Group Dynamics

Maintain good eye contact

Your voice must be audible

You have to pace to and fro a bit

Avoid distractions

Communicate in the language of your audience

Give brief and precise education to avoid long kvgitime
Identify with the culture of your client

Avoid mannerisms

Make good use of visual aids

O Include demonstration while teaching procedures.example, preparation of
Oral Rehydration Therapy

9.4  The Meaning and Objective of High Vaginal Swab

High vaginal swab is collection of specimen with unted swab from the highest
point of the vaginal without interference with t@va. The main objective of HVS is
to collect specimen of upper vaginal dischargel&oratory investigation such as
culture and sensitivity.

9.4.1 Equipment/Requisites

One bowl containing sterile cotton, gauze swabsaasigrile pad

One kidney dish with one pair of sponge holdingéms and one pair of sterile
Cusco’s vaginal speculum

A bowl containing sterile warm water

One tube for vaginal swab labelled with name artd da

One pair of gloves in sterile package

One kidney dish for used swabs

N =
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The procedure

Step Rationale

Explain the procedure to the patient Solicit caapen

Establish rapport Allays fears

Allow the patient to pass urine Prevents discomfo

Screen the bed Provides privacy

Put patient in dorsal position with her legs Allowdear view of vulva and
vagina

drawn up her heels placed together and her

knees fall wide apart or lithotomy position.

Wash your hands and don the sterile gloves Mairas@psis

Swab vulva with sterile water, using one swab Presmasepsis

for each downward stroke beginning from the

farthest side to the nearest side. Discard swab

after each stroke.

Insert the Cusco’s speculum Allows easy accesb @ear
view of The vagina

Figure 9.5: the Cusco’s speculum

Observe the cervix To visualise the oeand the fornices
Hold the swab stick and place swab in the  a@ldpecimen

posterior fornix towards the cervical os and

collect specimen

Figure 9.6: Collection of HVS
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Source: DLC, University of Ibadan
Replace the swab in specimen container Presepeemsen

W :.'-|'I-l.|-|-...| | Pl - i [y -..

Figure 7.2: Swab stick

Remove the speculum gently and dry the Aids pasi@omfort
vulva area

Place the pad over vulva and instruct patient  Mamnsterile field
to close her legs

Make your patient comfortable Aids comfort

Remove the screen, discard swabs, wash Prevesss iafection
utensils and sterilise.

Record your observations, such as the conditioomfslfor future plan of care
of vagina and cervix

In-text question
Take a moment and reflect on what you have reddrsevhere do you have to place
the swab to collect specimen for HVS?

In-text answer
To collect the specimen for HVS, you place the swhalthe posterior fornix of the
vagina, towards the cervical os.

The role of the midwife after collection of specime

After the collection of the specimen, it is youteras a midwife to send the specimen
to the laboratory, with the completed investigatiorm. It is also important for you to
note the date and time the specimen was sent laltbeatory.

Summary of Study Session 9

In study session 9, you have learned:

Different types of prenatal education

Layette planning

Various topics you can teach your client duringhatal education
Steps in giving prenatal health education

How to maintain group dynamics while teaching augrof clients.
High Vaginal Swab is collected for laboratory intigation.

oA WNE

99



7. You need to maintain asepsis while collecting HVS.
8. You should provide privacy for your patient whilgllecting the specimen.
9. You have to make your patient comfortable afteteoting the specimen.

Self-Assessment Questions (SAQs) for Study Sesstbn

Now that you have completed this study session,cauassess how well you have
achieved its Learning Outcomes by answering thesstopns. You can check your
answers with the Notes on the Self-Assessment (@uesit the end of this unit.

SAQ 9.1

Mention four different types of prenatal education

SAQ 9.2

How would you define a layette?

SAQ 9.3

Outline the steps you will take while giving preslagducation
SAQ 9.4

How would you define High vaginal swab?

State your role as a midwife after the collectioftiy'S specimen

Notes
SAQ 9.1
Four types of prenatal education are:
Individual teaching and counselling
Information groups
Discussion or counselling groups
Prepared childbirth groups
SAQ 9.2
A layette is considered as the clothing and supptieeded to care for the infant
following birth.
SAQ 9.3
e Greet and introduce yourself. This will give roowor ftreating rapport with
your client.
* Inquire of your client’s wellbeing.
* Introduce the topic
» Assess pre-entry knowledge of your client
* Explain the topic
» Explain how the topic is related to the wellbeiridpoth the mother and foetus.
» Allow your client to ask question(s).
* You can also ask question(s) to ensure that yoemtainderstood what she has
been taught.
SAQ 9.4
1. High vaginal swab could be defined as the cttlacof specimen with mounted
swab from the highest point of the vagina withaieiference with the vulva.
2. After the collection of the specimen, it is youwe as a midwife to send the
specimen to the laboratory, with the completed stigation form. It is also important
for you to note the date and time the specimensgasto the laboratory.
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Study Session10: Pelvic assessment and Vaginal Exaation

Introduction

The assessment of the pelvis is the process byhwithe&adequacy of the pelvis for the
passage of the foetus is ascertained internally.

In this study session, you will learn about the siof pelvic assessment during
pregnancy and the preparation of the client betbi® procedure. You will also be

learning about the indications for vaginal examoratbut the class will explain in

detail vaginal examination in labour. Also, it witlliscuss the objectives and
requisites/equipment for vaginal examination.

The study session will conclude with the descriptmf the procedure for pelvic

assessment and the detail procedure for vaginahiession.

Learning Outcomes for Study Session 10

When you have studied this session, you shouldleeta:
10.1 Discuss the concept of Pelvic Assessment
10.2 Discuss the concept of Vaginal Examination

10.1 The Meaning and the Policy guiding Pelvic Aesssment

Definition: Pelvic assessment (pelvimetry) can be defined g®eess by which the
adequacy of the pelvis for the passage of the $astascertained internally.

Policy: Pelvic assessment should be performed by an abgatror experienced
midwife or a midwife who had undergone training lafe Saving Skill (LSS) at 36
weeks of pregnancy or during labour.

The specific objectives for pelvic assessment
1. The specific objectives for pelvic assessment are:
2. To know the size and shape of the pelvis
3. To detect a misfit between the foetal head and maleelvis (cephalo-pelvic
disproportion).

Indications for pelvimetry
The followings are indications for pelvimetry
» All primigravidas towards the end of pregnhancy
» Patients who have had previous prolonged or diffi@bours for no apparent
reason
* Vaginal birth after a previous caesarean section.
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Equipment/Requisites (Tray or trolley)

One bowl with antiseptic lotion, e.g. savion 1:40

One bowl with sterile cotton wool swabs and pefipeals

One gallipot with antiseptic cream e.g. Hibitaneamn

Three sterile dressing towels

One pair of sterile gloves

One kidney dish with sterile urethral catheterrf@ke bedpan available)
One kidney dish for dirty swabs

Mackintosh to protect bed.

ONoO~wNPE

Preparation of the client

1. Explain the procedure, indications, what she magl ke and possible
discomfort to the woman. This will prepare her pgwyogically for the
procedure.

2. Ask your client to empty her bladder. This will igate comfort.

3. Position the woman in a dorsal position, with Heghs flexed and abducted.
Instruct her to put the heels of her feet togeti¥ape the woman with a
modesty sheet, leaving a flap to access the pemnndine position provides
access to the perineum and the drape ensuresyarivac

4. Encourage her to relax her muscles and legs, agategdn decreases muscle
tension and provide comfort.

Procedure

Step: Put on face mask, scrub hands under running wetgrand put on sterile
gloves.

Rationale: maintain asepsis

Step: swab the vulva

Rationale: maintain asepsis

Step: Lubricate your index and middle fingers of yourhtighand (if you are right-
handed person, and vice versa).

Rationale: lubrication provides easy insertion of fingers

Step: Insert your index and middle fingers into the vagim an upward and backward
direction.
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Figure 10.1: sessing the condition of the vagina
Rationale: assess the condition of the vagina, the cervix taeduterus. Assess the
following pelvic diameters as follows:

Pelvic inlet:
Palpation of the pelvic brim: The index and midfihgiers are moved along the pelvic
brim. Note whether it is round or angulate.

Diagonal conjugate: Try to palpate the sacral pmaory to measure the diagonal
conjugate. Normally, it is 12.5 cm and cannot bached. If it is felt the pelvis is
considered contracted and the obstetric conjugatebe calculated by subtracting 1.5
cm from the diagonal conjugate .This assessmaerdtidone if the head is engaged.

Figu?e 10.2: Directional Conjugate

If you are not sure about the measurements of fjogers, measure the distance from
the top of your middle finger to where the lowertpat the symphysis pubis touched
the index finger, with a tape or ruler.
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Figure 10.3: Tape for measuring the Pubis Symphysis

The mid-cavity:
Shape and inclination of tlsacrum.

Side walls To determine whether it is straight, convergardivergent

Ischial spines Whether it is blunt (difficult to identify at 3|l prominent (easily felt
but not large) or very prominent (large). The Isthspines can be located by
following the sacrospinous ligament to its latexadl.

Interspinous diameter. By using the 2 examining fingers, if both spingm be
touched simultaneously, the interspinous diamete®.5 cm i.e. inadequate for an
average-sized baby.

Sacrosciatic notch If the sacrospinous ligament is two and half érgy the
sacrosciatic notch is considered adequate.
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Figure 10.4: Pelvic Midcavity

Pelvic outlet:
Subpubic angle Normally, it is 90°
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Bituberous diameter: Normally, it admits the closed fist of the handk@uckle).
Mobility of the coccyx: by pressing firmly on it while an external hand ibrcan
determine its mobility.

Anteroposterior diameter of the outlet: from the tip of the sacrum to the inferior
edge of the symphysis (>11.0 cm).

Figure 10.5: Pelvic Outlet
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Figure 10.6:Bituberous diameter
Step: clean your client up

Rationale: makes your client comfortable

Step: record your findings on the vulva, vagina, ceruterus, pelvic inlet, Midcavity

and the pelvic outlet. Such as; obstetric conjugateminence of the Ischial spines,
the curve of the sacrum, prominence of the sacrampntory, the bituberous
diameter, the angle of the pubic arch and theraposterior diameter of the pelvic
outlet.

Rationale: allows for planning further care.
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Figure 10.7: Angle of pubic arch

In-text question
Take a moment to reflect on what you have readasoduring clinical pelvimetry,
what do you call the distance between the symplpdiss and the sacral promontory.

In-text answer
Diagonal conjugate.

10.2 The Meaning and Objectives of Vaginal Examirteon
Vaginal examination can be defined as a digitallagbion of the vagina to assess
factors of pregnancy, labour, puerperium and gyolagccal conditions.
Objectives: The objectives of vaginal examination include:
1. To assess status of the pelvis
2. To identify abnormalities
3. To assess the progress of labour
4. To assess pelvic capacity in relation to the fodtedd in order to plan
adequately for the appropriate mode of delivery.

Indications for vaginal examination

Vaginal examination has been indicated in pregnaniapour, puerperium,
gynaecological conditions and in family planningouyshould not that a midwife is
allowed to conduct vaginal examination in labouwrgerium and family planning.
Hence, this class will focus on vaginal examinatiofabour.

Therefore, indications for vaginal examinationabadur include:
* To make a positive diagnosis of labour
* To make a positive identification of foetal presgiun
* To confirm rupture of membranes
e To rule out cord prolapsed
» To assess progress or delay in labour
» To assess cervical dilatation and effacement

Equipment/Requisites for vaginal examination

You should arrange the following on a clean tray:
* One bowl with antiseptic lotion, e.g. Savlon 1:40
* One bowl with sterile cotton wool swabs and periipeals
* One gallipot with antiseptic cream, e.g. Hibitaneamn.
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* One pair of sterile gloves
* One kidney dish for dirty swabs
» Mackintosh

Preparation of client

o0 Explain the procedure, indications, what she magl fiike and possible
discomfort to the woman. This will prepare her pwyogically for the
procedure.

o Ask your client to empty her bladder. This will figate comfort.

o Position the woman in a dorsal position, with Heghs flexed and abducted.
Instruct her to put the heels of her feet toget¥ape the woman with a
modesty sheet, leaving a flap to access the pemnndine position provides
access to the perineum and the drape ensuresyarivac

o Encourage her to relax her muscles and legs, azat@n decreases muscle
tension and provide comfort.

Procedure
Step: Put on face mask, scrub hands under running wetgrand put on sterile
gloves.
Rationale: maintain asepsis
Step: swab the vulva
Rationale: maintain asepsis
Step: Lubricate your index and middle fingers of yourhtidhand (if you are right-
handed person, and vice versa).
Rationale: lubrication provides easy insertion of fingers
Step: Insert your index and middle fingers into the vagim an upward and backward
direction.
Rationale: Identify the conditions of the vulva, vagina, cervand membranes.
Identify the presenting part, position and statminthe presenting part. Feel the
consistency and the dilatation of the cervix (sgeré 10.1)
Step: Report and record your findings on vulva, vagirevix, membranes and the
presenting part.
Rationale: Ensure proper documentation for appropriate care.
Step: Clean up your client.
Rationale: This provides comfort for your client.
Documentation
Findings to be recorded on vaginal examinationuidel
» Condition of the vulva, i.e., oedema, varicose yeiarts or vaginal discharge
» Condition of the vagina, this should be normallymvand moist.
» Condition of the cervix, whether thin or thick, Haor soft, well or loosely
applied to the presenting part.
» Dilatation of the cervical os.
» Membranes; whether intact or ruptured. If rupturdes colour of the liquor
must be noted, either blood stained, meconium estiaam clear.
» Presentation; whether cephalic/vertex or breech
» Position; whether anterior or posterior
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» Moulding and caput formation.

Contraindication for vaginal examination in labour
It is of great importance to you as a midwife tadenthat vaginal examination is
contraindicated in antepartum haemorrhage.

Summary of Study Session 10
In Study Session 10, you have learned that:
1. Pelvic assessment is done at 36 weeks of pregnancy.
2. Pelvic assessment is performed by an obstetrigiaam @xperienced midwife/a
midwife with training in Life Saving Skill (LSS).
3. Pelvic assessment is done to ensure the adequdog pélvis in relation to the
passage of the foetal presenting part.
4. Preparing your client before the procedure willamde the cooperation of your
client.
5. You can conduct vaginal examination as a midwitghbn labour and during
family planning.
6. You need to maintain asepsis while conducting \e@@ramination.
7. Vaginal examination is done in labour to assesptbgress of labour
8. Vaginal examination is contraindicated in any forof antepartum
haemorrhage
Self-Assessment Questions (SAQs) for Study Sessidh
Now that you have completed this study session,cauassess how well you have
achieved its Learning Outcomes by answering thesstopns. You can check your
answers with the Notes on the Self-Assessment (@uesit the end of this unit.

SAQ 10.1

1. How would you define pelvic assessment?

2. State two (2) specific objectives of pelvicesssnent.

3. How do you measure the obstetric conjugate?

SAQ 10.2

1. How do you define vaginal examination?

2. What are the indications for vaginal examinaimlabour?

3. Outline five (5) important findings you mustoed on vaginal examination in
labour.

Notes on Self Assessment Questions for Study Sessl@®
SAQ 10.1
1. Pelvic assessment can be defined as a process ibly Wile adequacy of the
pelvis for the passage of the foetus is ascertamtedally.
2. Two (2) specific objectives of pelvic assessmeat ar
1. The specific objectives for pelvic assessment are:
2. To know the size and shape of the pelvis
3. To detect a misfit between the foetal head and maleelvis (cephalo-pelvic
disproportion).
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3. After preparing the client, wash and scrub yourdsardon your face mask and
sterile gloves. Lubricate your index and middlegérs. Move your index and

middle fingers along the pelvic brim. Try to pakpahe sacral promontory to

measure the diagonal conjugate. Normally, it i$X2n and cannot be reached. If
it is felt the pelvis is considered contracted d@he obstetric conjugate can be
calculated by subtracting 1.5 cm from the diagaoajugate.

SAQ 10.2

1.

2.

7 7 K/ 7 K/
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Vaginal examination could be defined as a digi¥ploration of the vagina to
assess factors of pregnancy, labour, puerperiunganaecological conditions.
Indications for vaginal examination in labonclude:

To make a positive diagnosis of labour

To make a positive identification of foetal presegiun

To confirm rupture of membranes

To rule out cord prolapsed

To assess progress or delay in labour

To assess cervical dilatation and effacement

Findings to be recorded on vaginal examinaiticiude:

Condition of the vulva, i.e., oedema, varicose ywiarts or vaginal discharge
Condition of the vagina, this should be normallyrvand moist.

Condition of the cervix, whether thin or thick, Haor soft, well or loosely
applied to the presenting part.

Dilatation of the cervical os.

Membranes; whether intact or ruptured. If rupturéa colour of the liquor
must be noted, either blood stained, meconium estiaam clear.

Presentation; whether cephalic/vertex or breech

Position; whether anterior or posterior

Moulding and caput formation.
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