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Unit the Modular -1-

Structure and function of the Reproductive organs  

A/ Over view:-
1- Target population:- This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology – Baghdad. 
2- Rationale: This unit will aid those who want to learn the structure and function of the Reproductive organs also intended for students who have little or no science back ground.
3- Central ideas: 

3.1. Anatomy and physiology of female reproductive system (External and Internal genitalia).   

3.2. Anatomy and physiology of male reproductive system (External and Internal genitalia). 

3.3. Menstrual cycle. 

3.4. The clinical sings of ovulation. 

4- Instruction. 

4.1- Study the over view care filly. 

4.2- Learn briefly the modular units of this package. 

4.3- Perform the pre-test of this unit. 

· Compare your answer with the key in the last page.  

· If you get (3) degree or more you will not need to learn this modular unit, in this case you must contact your teacher to inform him about your results. 

· Bud when you get less than (3) degree in this case, you will need to continue learning this modular unit. 
4.4- After you studding this modular unit, the post – test you must doing it. 
· Compare your answer with the key in the last page. 

· If you get (3) degree or more, you must go to learn the second modular unit. 
· IN case you get less than (3) degree, you must return to the same unit in order to learn, & understand the steps which you need. 
· After you complete the studding, perform the post – test examination for. 

B/ Performance objectives: 
After this studding, this modular unit you should be able to:
1. Describe the structure and function of the female and male reproductive organs. 

2. Identify the function of the female and male organs within the reproductive process. 

3. Describe the role played by accessory sex gland secretions in the reproductive cycle. 

4. State the hormonal and uterine changes that occur during the menstrual cycle.  

C/ Pre – test: Put a circle in front of right sentences: 

1. Female's external structures genitalia: 

a. Mons pubis. 

b. Vagina. 

c. Fallopian tube. 

d. Ovaries. 

2. Male's internal structure genitalia:

a. Mons pubis 

b. Testes .  

c. Penis. 

d. Scrotum. 

3. The function of the uterus: 

a. It is the site of fertilization. 

b. It is receives the fertilized ovum until it expels fetus during labor.  

c. It is female organ of copulation and forms a part of birth canal during labor. 

d. It is the site of ovulation. 

4.  The function of the testes: 

a. Store spermatozoa as they mature and become motile. 

b. Serve as a conduit for spermatozoa. 

c. Produce an alkaline fluid that hence spermatozoa motility. 

d. Produce spermatozoa and testosterone primary male sex hormone and androgens.

Female Reproductive System:


Lec: 1 

External structures: 

· Mons Pubis.

· Labia Majora 

· Labia Minora

· Clitoris

· Vagina Vestibule 

· Perineal body

· Urethral Meqtus

· Para urethral glands (Skene's glands). 

 Internal structures 

· Vagina.

· Uterus.

· Fallopian Tubes.

· Ovaries. 

External Structures: 

1) Mons Pubis: a dipose cushion over anterior symphysis Pubis to protect pelvis bones. 

2) Labia Majora: Protect the components of the vulva cleft.

3) Labia Minor: Unite to form the fourchette, the vaginal vestibule, and to lubricate, the vulva, adding to sexual enjoyment and providing bactericidal protection. 

4) Clitoris: Homologous to the penis, provide sexual pleasure. 

5) Vaginal vestibule: Is the tissue extending from the clitoris to the fourchette, consist of vaginal orifice, hymen, and bartholin's glands. 

Hymen: is the thin, vascularized mucous membrane at the vaginal orifice. 

Bartholin's: glands: are two bean shaped glands on either side of the vagina; they secrete mucus during sexual stimulation. 

6) Perineal body: Area between the vagina and the anus, the site of episiotomy during childbirth. 

7) Para urethral glands: (Skene's glands): located immediately inside the urethral meatus to produce mucus. 

8) Urethral meatus: Located 3/8 to 1 (1 to 2.5 cm) below the clitoris. 

Internal genitaila: 

1) Vagina: is the vascularized musclemembranous tube that extends from the external genitals to the uterus, it acts as an excretory duct قناة of the uterus for menses and of her secretions, and it is female organ of copulation I forms part of birth canal during labor. 

2) Uterus: Is a hollow, pear, shapes muscular organ divided into. 

1- Fundus upper rounded part of uterus. 

2- Corpus or body main portion encircting internuterine cavity. 

3- Isthmus slightly constricted portion that join corpus to cervix. 

The body or corpus consists of 3 layers: 

1. Perimetrum. 

2. Myometrum: smooth muscle fibers. 

3. Endometrium: lining of muscous membrane ligaments stabilize uterus within pelvic cavity 

4. Pair ligaments (broad, rovnd, utero sacral and cardinal) and Signal ligament (Anterior and Fostoria ligament). 

Function of the uterus: organ of menstrual. During pregnancy it receives fertilized oven until it expels fetus during labor. 

3) Fallopian tubes: (4 3/4" = 12 cm). 

They are divided into: 

1. Interstitial portion. 

2. Isthmus. 

3. Ampulla (fertilization occur). 

4. Fimbria (infundibulum). 

 Function of fallopian tubes: Transport ovum from ovary to uterus provide a nourishing environment for zygotes and it is the site of fertilization. 

4) Ovaries: Two almond– shaped glandular structures on either side of the uterus, below and behind the fallopian tubes: 

Two ovaries similar in origin to testes in male. 

Function of ovaries: site of ovulation, production of steroid sex hormones, estrogen, progesterone and androgens it contain's a large number of germ cells or primordial ova at birth. 

At puberty the follicles enlarge each month and rupture ovum and fluid content. 

* Accessory gland, breasts. 

Female pelvis

Pelvis it's resemblance to a basin is a bony inter posed between the trunk and thighs vertebral column or backbone passes into pelvis from above and transmits wt. of upper part of body to it then pelvis in turn transmits wt. to lower limbs. From obstetric point of view, it is cavity that contain generative organ and is the canal through which fetus must pass during birth. 

Pelvis serves 3 primary purposes: 

Bony Cavity Produces a protective cradle for pelvis structure. 

· It's architecture is of special importance in accommodating a growing fetus throughout pregnancy and during birth process. 

· It's strength provide stable anchorage for attachment of supportive muscle, fascia and ligament. 

True and False pelvis:

· False P: Upper flaring part is less concerning with problem of labor than is the true pelvis, it is supports uterus during late pregnancy and direct the fetus in to true P. and proper time. 

· True P: Lower part forms the bony canal through the fetus must pass during labor it divided in to three parts: an inlet (brim) – cavity – an outlet. 

Types of Pelvis:
1. Gyhecoid pelvis: normal female pelvis 50% in let is well rounded forward and back ward and public arch is wide (round shape). 

2. Android Pelvis: male P. the public arch in this type forms an acute angle making the lower dimensions of pelvis extremely narrow, fetus may have difficulty existing from this type (heart – shaped). 

3. Anthropoid Pelvis: Oval shape transfers diameter is narrow, the Anterior, Posterior diameter d. in let is larger than normal, this does not accommodate a fetal head as well as a gynoecoid pelvis. 

4. Platy Pelliod Pelvis: Flattened plavis 5% in let is an oval, smoothly curved but the ant post diameter is shallow fetal head might not be able to rotate to match, the curve of P. cavity in this type of pelvis. 

Anatomy of male reproductive system

External structure: 

· mons pubis.

· Penis.

· Scrotum 

Internal structure 

1. Testes: 

· Two oval – shaped glandular organs inside the scrotum

· Produce spermatozoa. 

· Produce testosterone, primary male sex hormone. 

2. Epididymides: 

· Serve as the initial section of the tests excretory duct system .
· Store spermatozoa as they mature and become motile. 

3. Vas deferens. 

- Serve as a conduit for spermatozoa . 

4. Ejaculatory ducts: located between the seminal vesicles and the urethra. 

- serve as passage ways for semen and seminal fluid. 

5. Urethra: Extends from the bladder through the penis to the external urethral opening. 

- Serves as the excretory duct for urine and semen. 

Male accessory glands: 

1. Seminal vesicles : two pouch like structures located between the bladder and the rectum. 

- secrete a viscous fluid that aids in spermatozoa motility and metabolism 

2. Prostate gland: located just below the bladder. 

· Consists of glandular and muscular tissue. 

· Homologous to skene's gland in females . 

· Produces an alkaline fluid that enhances spermatozoa motility and lubricates the urethra during sexual activity. 

3. Bulbourethral glands: (Cowper's glands): Two pea- sized glands that open into the posterior portion of the urethra. 

- Secrete a thick alkaline fluid that neutralizes acid secretions in the female reproductive tract to prolonging spermatozoa survival.
Post test: put a circle in front of right sentences
1. The female internal structures gentalia: 

a. Labiamajora. 

b. Labiaminora. 

c. Ovaries. 

d. Clitoris. 

2. The male's external structure gentalia: 

a. Penis .  

b. Testes. 

c. Epididymides. 

d. Vas deferens . 

3. The ovaries are define as: 

a. Two almond – shaped glandular structures on either side of the uterus, it's site of ovulation and product steroid sex hormones, estrogen, progesterone, and androgens.
b. Is a hollow , pear – shaped muscular organ, it receives fertilized ovum until expels fetus during labor. 

c. Is visualized musculomembranous  tube that extends from the external genitals to the uterus. 

d. Are two bean – shaped glands on either side of the vagina, they secrete mucus during sexual stimulation. 

4. Cowper's glands are define as: 

a. Two oval – shaped glandular organs inside the scrotum, produce spermatozoa. 

b. Two pouch like structures located between the bladder and the rectum. 

c. Two pea-sized glands that open into the posterior portion of the urethra, secrete a thick alkaline fluid neutralizes acidic secretions in the female reproductive tract.  

d. It is gland located just below the bladder it is homologous to Skene's gland in female. 

5. Mention the clinical signs of ovulation? 

Key of answers

Pre-test: 

post test 

1. a


1- c

2. b 


2- a

3. b 


3- a

4. d


4- c

5.1 abdominal pain in the ovarian region. 

5.2 Body temperature changes. 

5.3 Elasticity of cervical mucus discharge.  

Reference: 

1- Littleton, L., and Engebreston J. Maternity Nursing Care, 4th ed: Australia: Thomson; 2005.

2- Lynne, H., Maternal Neonatal Nursing, 2nd ed: Philadelphia, 2000.

Unit the Modular -2-

The pregnancy 

(ovulation, fertilization and lmplante) 

A/ Over view:-

1- Target population:- This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology – Baghdad. 

2- Rationale: This unit will aid those who want to learn the pregnancy, also intended for students who have little or no science back ground.

3- Central ideas:  

3.3.  Describe the ovulation, fertilization and lmplante. 

3.4.  Definition of pregnancy. 

3.5.  normal duration of pregnancy. 

3.6. Terms that related to pregnancy. 

3.7. How the date of delivery is calculated?

B/ Performance objectives: 

1. Define the ovulation, fertilization and implante. 

2. Define the pregnancy. 

3. Identify the normal duration of pregnancy. 

4. Identify terms that related to pregnancy. 

5. Learning how calculate the expected date of delivery. 

C/Pre –test: Put a circle in front of right sentences:

1. Pregnancy is define as: 

a. The meeting of ovum with a viable sperm in the fallopian tube.

b. The ruptures of the mature follicle on the day 14 of the menstrual cycle. 

c. The fertilized ovum is embedded in the uterine cavity and grows there until delivery. 

2. The normal duration of pregnancy is: 

a. 280 days. 

b. 250 days. 

c. 180 days. 

3. Primigravida is: 

a. A woman who delivers for the first time.

b. A woman who is pregnant for the first time. 

c. A woman who has previous delivery. 

4. L.M.P is 8/2/2011 the expected date of delivery is: 

a. 15/9/2011  

b. 17/8/2011. 

c. 2/10/2011. 

Female reproductive cycle
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Menstrual cycle 

Menstrual cycle involves two simultaneous cycles: 

· Ovarian cycle. 

· Endometrial cycle .
It begins at menarche continue throughout a woman's reproductive life and ceases at menopause. It is regulated by hormones produced by endocrine structures. 

I- Ovarian Cycle: There are two phases in this: 

1. Follicular phase: a graafian follicle develops and ruptures begins on the 1st day of menstruation and usually lasts 14 days, culminating in ovulation. 

2. Luteal phase: begins on day 15 and lasts through the end of cycle. 

During the first 24 – 48 hours of this phase, the ovum is susceptible to fertilization. 

1) Follicular phase: on the 1st day of menses primary follicles in the ovary begin t mature under influence of pituitary gland hormones between days 5- 7 a single follicle (graafian follicle) dominates and continue to mature while other follicles undergo involution. 

On day 12 or 13 hormonal influence triggers swelling of the graafian follicle. 

Around day 14, it ruptures and ovulation occurs as the mature ovum emerges and enters the fimbriated (fringed) end of the fallopian tube. 

Clinical sings of ovulation: 

· Mittelschmerz, abdominal pain in the ovarian region 

· Body temperature changes typically a drop of 0.30C – 0.6 oC (0.5)0F and then an increase above basal temperature.
· Elasticity of cervical mucus discharge before and after ovulation. Cervical mucus threads usually are 1-2 cm long. On the day of ovulation estrogen stimulation causes these threads to lengthen to 12 – 24 cm. 

2) Luteal phase: After ovulation ruptured graafian follicle becomes compact mass of tissue known as Corpus luteum. 
Corpus luteum: produces small amounts of estrogen and progesterone with stimulate changes in the uterine endometrium that prepare it to receive fertilized ovum and continues to secrete hormones for about 8 days. If the ovum is not fertilized the out put of estrogen and progesterone decreases as corpus luteum degenerates , the decrease hormone levels cannot support the endometrium. Menses occure in about 6 days initiating the next cycle. 

If fertilization occurs, the gonadotropins produces by the trophoblasts courtside layer of embryonic cells) prevent the decline of corpus luteum stimulating it to produce large amount of estrogen and progesterone.

Endometrial Cycle: 


This cycle has three phases: 

1. Menstrual phase. 
2. Proliferative phase .
3. secretory phase. 

1) Menstrual Phase: begins on 1st day of menses last ( 2nd. Menstrual flow is typically dark read from the daily loss of 50 – 60 ml of blood endometrial tissue , cells and mucus are being discharge, endometrial basal layer regenerate. 

2) Proliferative phase: begins on day 5 and lasts until ovulation typically on day 14 (6 days after cess of menses). 

Endometrium is 1-2 mm thick and undergoes few changes, cervical mucus is sparse and viscous. 

Esterogen secretion increase, the endametrium proliferates and thickness of uterus lining, increase 8-10 time before ovulation. 

3) Secretory phase: After ovulation, progesterone release by corpus luteum increases endometrial vascularity 

The secretary phase lasts from day 14–day 25. At the end, endometrium is soft and it about 4-6 mm thick rich with blood it is ready to nourish an implanted fertilized ovum. 

When fertilization and implantation do not occur endometrial circulation decreases and blood vessels constrict and then relax and bleed tissue necrosis..
The pregnancy  
(Ovulation, Fertilization and Implant) 

The first day of the menses is day 1 of the menstrual cycle. For the first 14 days of the cycle, one or more follicles in the ovary developed and mature. One follicle grows faster than the others, and on day 14 of the menstrual cycle, this follicle ruptures and ovulation occurs. If the ovum meets viable sperm, fertilization occurs in the fallopian tube. The remaining cells in the follicle form the corpus luteum or "Yellow Body" which makes important hormones, chief of them is progesterone, which prevents the sloughing of the endometrial well, ensuring ينشا a rich vascular network into which the fertilized ovum will implant. 

The fertilized ovum now called the blastocyst, continues to divide, differentiate, and grow rapidly. Specialized cells in the blastocyst produce human chorionic gonadotropin (hCG), which stimulaters the corpus leuteum to continue making progesterone. Between days 20 – 24 the blastocyst implants into the wall of the uterus, which may cause a small amount at vaginal bleeding. A specialized layer of cells around the blastocyst becomes the placenta. The placenta starts to produce progesterone to support the pregnancy at 7 weeks, and takes over this function completely from the corpus leuteum at about 10 weeks. 

Ovum 

(
Fertilized by spermيوم (14) 

(
Zygote ( mitosis الانشطار الخيطي 
(
(morula) 3-4 days in the falupian tube 

(
In the uterus morula convert to blastocyst in the uterus


Pregnancy 

Definition: The state of being with child, from conception to parturition. 

Or: The fertilized ovum is embedded in the uterine cavity and grows there until delivery. 

Normal duration of pregnancy in human female is 280 days or 10 lunar months. Or 9 calendar months. 

· Term: is the normal duration of pregnancy, 40 wks. (average), 38 – 42 (range ) . 

· Preterm: 20 – 37 wks . of pregnancy. 

· Posterm: After 42 wks. Gestation. 

 Pregnancy is divided into 3 trimesters: 

1. First trimester : first 12 weeks. 

2. Second trimester: from 13 – 27 weeks. 

3. Third trimester: from 28 weeks to delivery. 

· Primigravida: a women who is pregnant for the first time. 

· Primipara: a women who delivers for the first time. 

· Multigravida: is a pregnant women who has previously carried a fetus to the point of viability. 

· Multipara: a women who has previous delivery. 

How the date of delivery (EDD) is calculated: 

1- Adding 7 days and 9 months to the date of last menstruation (L.M.P). 

Eg: L.M.P 8/2/2009 

Add 7 days = (8 + 7) = 15/2/2009 

Add 9 months = (2+9) = 15/11/2009 is the expected date of delivery 

2- Adding 7 days and 1 year and subtract 3 months from the date of last menstruation. 

Eg: L.M.P 6/5/2009 


 Add 7 days (6+7) = 13/5/2009 


 Add 1 year (2009 +1) = 13/5/2010 

 Subtract 3 months (5-3) = 13/2/2010 the expected date of delivery EDD. 

Post Test: Put a circle in front of right sentences:

1. L.M.P is 8/2/2011 the expected date of delivery is: 

a. 15/9/2011  

b. 17/8/2011. 

c. 2/10/2011. 

2. The normal duration of pregnancy is: 

a. 280 days. 

b. 250 days. 

c. 180 days. 

3. Pregnancy is define as: 

a. The meeting of ovum with a viable sperm in the fallopian tube.

b. The ruptures of the mature follicle on the day 14 of the menstrual cycle. 

c. The fertilized ovum is embedded in the uterine cavity and grows there until delivery. 

4. Primigravida is: 

a. A woman who delivers for the first time.

b. A woman who is pregnant for the first time. 

c. A woman who has previous delivery. 

Key of answers

Pre-test: 



post test 

1. c




1- a
2. a 




2- a
3. b 




3- c
4. a




4- b 

References:

1. Littleton, L., and Engebreston J. Maternity Nursing Care, 4th ed: Australia: Thomson; 2005.
2. Lynne, H., Maternal Neonatal Nursing, 2nd ed: Philadelphia, 2000.

Unit the Modular -3-

Signs and symptoms of pregnancy  

A/ Over view:-

1- Target population:- This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology – Baghdad. 

2- Rationale: This unit will aid those who want to learn the sings and symptoms of pregnancy also intended for students who have little or no science back ground.

3- Central ideas: Put a circle in front of right sentences: 

3.8.  Presumptive symptoms of Pregnancy. 

3.9.  Probable sings of Pregnancy. 

3.3. Positive signs of Pregnancy. 

B/ Performance objectives: 

1. Identify the presumptive symptoms of Pregnancy. 

2. Determined the probable signs of pregnancy. 

3. Determined the positive signs of pregnancy. 

Pre –test: Put a circle in front of right sentences: 

1. The positive signs of pregnancy is: 

a. Vaginal changes. 

b. Nausea and vomiting. 

c. Fetal heart sounds. 

d. Enlargement of the abdomen. 

2.  The probable signs of pregnancy is: 

a. Positive pregnancy test. 

b. Fetal movement. 

c. Frequency of micturition. 

d. Breast changes. 

3. Morning sickness mean: 

a. Frequent voiding. 

b. Nausea and vomiting.   

c. Changes in the uterus. 

d. Enlargement of the abdomen. 

4. Amenorrhea considered within: 

a. Presumptive symptoms of the pregnancy. 

b. Probable signs symptoms of the pregnancy. 

c. Positive sings symptoms of the pregnancy.
Sings and symptoms of pregnancy


Lec: 3

A- Presumptive symptoms: They experienced by the women but not documented by the examiner it include: 

1. Menstrual suppression. (Amenorrhea). 

2. Nausea and vomiting (morning sickness) 

3. Breast changes 

4. Frequency of micturition. (frequent voiding). 

5. Quickening.  
6. Vaginal changes (Chadwick's sign) 

7. Skin changes (striae Gravidarum , linea Nigra, and chloasma). 

B- Probable signs: They can be documented by the examiner: 

1. Enlargement of the abdomen. 

2. Changes in the uterus (Hegar's sign) 

3. Fetal outline. 

4. Ballottement. 

5. Cervical changes (Goodell's signs) 

6. Braxton Hicks contraction. 

7. Positive pregnancy tests. 

C Positive signs: 

1. Fetal heart sound. 

2. Fetal movement felt by the examiner. 

3. Roentgenogram outline of fetal skeleton. 

4. Ultra sonography (presence of conception). 

A- Presumptive Symptoms : 

1) Menstrual suppression (Amenorrhea): It is the earliest and one of the most important signs of pregnancy. 

2) Nausea and vomiting (morning sickness): It is occur in the early part of the day and subside in a few hours. 

· It begins about 2 weeks after the first missed menstrual period and subsides spontaneously, 6-8 weeks. 

· If it lasts beyond 4th month ,or affects the general health, it must regarded as pathologic (hyper emesis gravid arum). 

3) Breast changes: It occurs 2 wks from conception, the breast begin to become larger, firmer, more tender . 
- Nipple and areola become darker, patch of brownish discoloration surrounding the areola. At 16th weeks colostrums is expelled blood vessels supplying the area enlarge and visible. 

4) Frequency of micturition: It is frequent desire to urinate due to bladder irritability result from pregnancy of enlarged uterus occurs in early pregnancy 3wks from conception and subside as pregnancy progresses. The symptom return during the last weeks of pregnancy due to the pressure of fetus head against bladder. 

5) Quickening (Feeling life): refers to the active movement of fetus as first perceived by the mother, toward the end of the 5th month (16- 20 wks). Ultrasound (4/s) detected early movement of the 11th wks from conception. 

6) Vaginal changes (Chadwick's sign): It occurs 6 wks. 

- From conception: The vaginal mucous membrane becomes thick and violet color, congested appearance because of increased vascularity. 

7) Skin changes: 

a. Striae gravid arum: It's a shining, reddish lines upon the abdomen, thighs, and breasts during pregnancy. It is caused by stretching, rupture, and atrophy of deep connective tissue of the skin. 

b. Linea Nirgra: It is a dark line appearing on the abdomen and extending from the pubis toward the umbilicus. 

c. Chloasma (Mask of pregnancy): It is irregular spots a muddy brown color appear on the face due to increase of melanocyte stimulating hormone caused by increased estrogen and progesterone hormones. 

B- Probable signs of pregnancy 

1. Enlargement of the abdomen: The size of the abdomen increase during pregnancy corresponds to the gradual increase in the size of the uterus, which at the end of the 3rd month (12-14 wks) at the level of symphysis pubis, at the end of the fifth month (20-22 wks) it is at the level of the umbilicus, at 36 wks is at xyphoid process, at 40 wks is 4 cm (2 fingers) below xyphoid (at level of 34 wks) due to lightening. 

[image: image1.jpg]



2. Hegar's sign (change in uterus): The uterus is more ante flexed, larger and the lower segment (isthmus) is softer to touch than usual, occurs 6-8 wks after conception. 

3. Fetal outline: After 20 wks, outline of fetus (head, back, knee, elbows) can be identify by well abdominal palpation. 

4. Ballottement: When lower segment of uterus is tapped دق on bimanual examination, the fetus can be felt to rise against abdominal wall, it is identified at 16-18 wks. 

5. Goodell's signs (Cervical changes): It is softening of cervix at 6-8 wks due to vascularity, hyperplasia تكثر نسيجي of cervical glands, and become more before the onset of labor (ripe) 

6. Braxton Hicks Contractions: Painless uterine contractions beginnings early in pregnancy (12 wks) and becoming more frequent after 28th wks. 

7. Pregnancy test: Early chorionic villi of the implanted ovum (trophoblast) secrete human chorionic gonadatropine (HCG) which appears in maternal blood and excreted in the urine, it can detected early in maternal serum early as 8 days after conception, peak level at 8 – 12 wks. 10014/ ml, then gradually decline about 1014 /ml. 

C- Positive Signs:

1. Fetal heart sounds: It is audible at about 18-20 wks of pregnancy by stethoscope 10–12 wks by Doppler. It may detected early 5 wks by u/s, and at week 12 by fetal electro cardiograph, and week 16 using Fetoscope. Normal F.H is 140, range 120–160 beats/min. 

2. Fetal movement: It felt by examiner at 20 – 24 wks and by mother at 16- 20 wks. 

3. Ultrasonagrphy : gestational sac will be revealed as early as the 4th – 6th wks of gestation. At the 8th wks. Fetal outline can be seen clearly within sac. 
Post test: put a circle in front of right sentences

1. The probable signs of pregnancy is: 

a. Positive pregnancy test. 

b. Fetal movement. 

c. Frequency of micturition. 

d. Breast changes. 

2. The positive signs of pregnancy is: 

a. Vaginal changes. 

b. Nausea and vomiting. 

c. Fetal heart sounds. 

d. Enlargement of the abdomen. 

3. Amenorrhea considered within: 

a. Presumptive symptoms of the pregnancy. 

b. Probable signs symptoms of the pregnancy. 

c. Positive sings symptoms of the pregnancy.

4. Morning sickness mean: 

a. Frequent voiding. 

b. Nausea and vomiting.   

c. Changes in the uterus. 

d. Enlargement of the abdomen. 

Key of answers

Pre-test: 



post test 

1. c




1- a
2. a 




2- c
3. b 




3- a
4. a 




4- b
References:

1. Littleton, L., and Engebreston J. Maternity Nursing Care, 4th ed: Australia: Thomson; 2005.

2. Lynne, H., Maternal Neonatal Nursing, 2nd ed: Philadelphia, 2000.

Unit the Modular -4-

Embryonic Development and Fetal Maturation
A/ Over view:-

1. Target population:- This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad. 

2. Rationale: This unit will aid those who want to learn the embryonic development and fetal maturation also intended for students who have little or no science back ground.

3- Central ideas: 

3.1 Structure and function of the placenta. 

3.2 The composition and function of amniotic fluid. 

3.3. The Intrauterine structures and function. 

B/ Performance objectives: 

1. Describe the structure and function of the placenta. 

2. Identify the composition and function of amniotic fluid. 

3. Identify the Intrauterine structures of and function. 

Pre –test: put a circle in front of right sentences 

1. Placenta contains: 

a. 3-4 subdivisions
b. 10 – 15 subdivisions
c. 5 -10 subdivisions
d. 15 – 20 subdivisions. 

2. At term the amniotic fluid amount is : 

a. 800 – 1200 ml. 

b. 200 – 500 ml. 

c. 1000 – 2000 ml. 

d. 2000 – 3000 ml. 

3. The umbilical cord contains: 

a. One artery and one vein. 

b. Two arteries and two veins. 

c. Two arteries and one vein. 

d. One artery and two veins.
4. Mention the function of the placenta.
Embryonic Development and Fetal Maturation

Lec 4:

Decidua: 

After implantation, the endometrium is called deciduas, which mean (to cast off) or (discard) since infant is born ( lochia. 

Decidua is divided in three area (portion): 

1. Decidua Vera ; endometrium is not directly associated with development of embryo remaining protion of uterus lining. 

2. Decidua Basalis: The part that lies directly under embedded ovum, chorionic villi invade maternal blood vessels and developed in to placenta. 

3. Decidua Capsularis: The portion of deciduas vera that covers the blastocyst after implantation occurs isolating if from other potion of uterus it appear to fuse with chorion, a fetal membrane as pregnancy advances, is portion that pushed out by embedded and growing ovum. 

Embryonic development and fetal maturation / Three Germ/ layers. 

	Ectoderm – outer layer 
	Mesoderm – middle layer 
	Endoderm – inner layer 

	· sensory epithelial of ear , eye. 
	· Dermis 
	· Trachea and lungs 

	· Epidermis 
	· Connective tissue 
	· Gastrointestinal tract

	· Hear, nail 
	· Bones, cartilage 
	· Liver, Pancreas

	· Central nervous system
	· Muscles 
	· Urinary bladder 

	· Cranial nervous 
	· Dentine of teeth except enamel 
	· Pharynx 

	· Urethra 
	· Heart
	· Thyroid 

	· Upper pharynxالبلعوم and nasal passages 
	· Spleen 
	· Tonisls 

	· Enamel of teeth


	· Kidneys , ureters 
	· Lining of urthra, ear 

	Peripheral nervous system 
	· Gonads, uterus 
	

	· Mammary glands 


	
	


Placenta (flat cake ) in latin 

· It contains 15–20 subdivision are called cotyledons and has formed by 3rd moth. 

· Placenta weighs approximately -1.316 (400-600g) (500g at term) measure from 6- 10 inches (15-25 cm) in diameter and (2.5 – 3 cm) thick at term. 

· Having a rough texture, placenta appears red on the maternal surface and shiny and smooth and gray on fetal surface. 

· Placenta function as transport mechanism آلية النقل between mother and fetus. 

Placenta function 

· Transfer of gases ………..as a lung. 

· Transfer nutrients ………….as gastrointestinal tract. 

· Excreting of wastes ……….. as a kidney. 

· Transfer of heat ……… as a skin. 

· Hormone product ………….as endocrine gland and liver. 

· Placenta life span and function depend on oxygen consumption and maternal circulation, circulation of fetus, and placenta improve when the mother lie on her left side. 

· Placenta receives maternal oxygen via diffusion. 

· Placenta produce hormone including: 

· Human chorionic gonadotropin (HCG). 

· Human placenta lactogen (HPL). 

· Gonadotropin releasing hormone (GnRM). 

· Thyrotropin releasing factor (TRF). 

· Corticotrophin estrogen and progesterone (Steroid H). 

· It supplies fetus with, water , fat, protein, minerals and an organic salts. 

· It transfers passive immunity  via maternal Antibodies. 

· It carries end products of fetal metabolism to maternal circulation for excreted it. 

· Placentia is formed by union of chorionic villi and decidua like root and the earth provide nourishment for a plant. 

· Placenta is connected to fetus by umbilical cord. 

Amniotic fluid

· Term that contains 800-1200 ml of AMF, is clear and yellowish and has specific gravity of 1.007 – 1.025 and PH 7-7.25 (slightly alkaline). 

· Maternal serum provides AMF in early gestation with increasing a mounts derived from fetal urine late in gestation. 

· AMF is replaced every 3 hrs. 

· Contents in clued albumin urea, creatining bilirubin, fat, enzymes, lecithin, and leukocytes. 

Amniotic fluid serves many purposes: 

· Prevents heat loss and preserves constant fetal body temperature. 

· Cushions the fetus. 

· Facilitates fetal growth and development. 

· Separates fetus from fetal membrane .

· Allow freedom of fetal movement and permits muscle skeletal development. 

· Serve as a source of oral fluid for fetus. 

· Acts as an excretion– collection repository from fetal urinary, repository and alimentary tracts. 

Diagnosis value of fluid 

· sex. 

· State of health. 

· Maturity of fetus.

· Hydramnios more than 2 liters. 

· Oligohydrmnios less than 300 ml. 

Full term = 500 – 1000 ml

During pregnancy at average rate (800-1200 m) = 1000 ml 

25 ml/ week first trimester 

50 ml / week 2nd trimester 

Intrauterine structures and function 

A- Fetal membranes. 

1. Chorion is fetal membrane closes to the uterus wall, it gives rise to the placenta. 

2. Amnion is the thin but tough inner fetal membrane that lines the amniotic sac . 

B- Umbilical cord 

· It serves as the lifeline from embryo to the placenta extends from umbilicus to fetal portion of placenta. 

· It measures from (50 – 55 cm) in length and (2 cm) in diameter at term. 

· The cord contains two arteries and one vein. 

· It also contains Wharton's Jelly, a gelatinous substance that helps prevent kinking of cord in utero blood flows through the umbilical cord at an estimated rate of 400 ml/ minute. 

· Umbilical vein which carries oxygenated blood to the fetus from placenta.

· It contain no pain receptors. 

· Prostaglandin in Wharton's Jelly have vas a constrictive effect that in habitués bleeding from cord stump when it is cut after birth. 

Post –test: put a circle in front of right sentences

1. Mention the function of the placenta.

2. The umbilical cord contains: 

a. One artery and one vein.

b. Two arteries and two veins. 

c. Two arteries and one vein. 

d. One artery and two veins.

3. Placenta contains: 

a. 3-4 subdivisions

b. 10 – 15 subdivisions

c. 5 -10 subdivisions

d. 15 – 20 subdivisions. 

4. At term the amniotic fluid amount is: 

a. 800 – 1200 ml. 

b. 200 – 500 ml. 

c. 1000 – 2000 ml. 

d. 2000 – 3000 ml. 

Key of answers

Pre-test: 



post test 

1. d


1 Transfer of nutrients 

 

Excreting of wastes. 

 

Transversal heat. 

 

Hormone product.

 

Transfer of nutrients 

 

Excreting of wastes. 

 

Transversal heat. 

 

Hormone product.


Transfer of gases.  

2. a 




2- c
3. d 




3- d






4- a
4.
 Transfer of nutrients
Excreting of wastes.
Transversal heat.
Hormone product.
Transfer of nutrients
Excreting of wastes.
Transversal heat.
Hormone product.
Transfer of gases.
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Unit the Modular -5-

Prenatal Care

A/ Over view:-

1. Target population:- This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

2. Rationale: This unit will aid those who want to learn the prenatal care also intended for students who have little or no science back ground.

3- Central ideas: put a circle in front of right sentences
3.1 Definition of Prenatal care.

3.2 Aims of prenatal care. 

3.3 The usual schedule of visit to prenatal care clinics. 

3.4 Responsibility of the nurse or midwife during prenatal care. 

B/ Performance objectives: 

1. Define prenatal care. 

2. identify the aims of prenatal care. 

3. Learning the usual schedule of visit of prenatal care clinics. 

4. Determined the responsibility of the nurse or midwife during prenatal care. 

C/ Pre – test: put a circle in front of right sentences
5. The aim of prenatal care is: 

a. To promote and maintain good physical and mental health during pregnancy.  

b. Prepare the woman for labor only. 

c. It restricted on demographic data recording. 

d. To detect a condition that impair the women health after delivery. 

6. The usual visit to prenatal care clinic at 1-6th month of pregnancy is: 

a. Two visits per month. 

b. Once visit per month.  

c. Four visits per month. 

7. Mention the midwife responsibility during prenatal care? 

Prenatal care
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Prenatal (Antepartal) before labor and delivery or child brith

Prenatal Care: Refers to medical and nursing super-vision and care give to the pregnant women during the period between conception and onset  of labor .

Adequate Prenatal care: Is the care which considers the physical emotional and social needs of the women and her unborn baby, her mate, and their other children. 

Aims (goals): 

1. To promote and maintain good physical and mental health during pregnancy. 

2. To ensure a mature, live, healthy infant. 

3. To prepare the woman for labor, lactation, and subsequent care of the child from physical psychological, social and educational point of view. 

4. To detect early and appropriately condition medical and obstetric (al) that would endanger the life and impair the health of the mother and her baby. 

Prenatal care is achieved through: 

A. Initial Prenatal Visit: is to establish baseline data relevant to planning health promotion strategies now and with every subsequent visit .
B. Return visits 

Initial Prenatal care include: 

1. Demographic Data: Mother's triple name, age, education, occupation, religion, husband's name, age, education, occupation, economic status, and address. 

2. family history: it includes ethics and cultural factors family problems that may have a genetic or social impact on the woman and her pregnancy eg: congenital disease and deformity. 

- Current stats of the family's health and immunization, chronic disease eg: diabetes, hypertension, anemia, renal and cardiac disease, history of twin pregnancy. 

3. Personal health history: it includes, immunization, smoking, drinking, childhood disease, chronic and infectious disease, any injuries or surgeries in pelvic and abdomen, dietary habits and allergies. 

Aim: Knowledge of prior health problem in any body system provide aid in screening for current health and well being. 

4. Reproductive history: It includes menstrual period history, it onset (menarch); duration, intervals; and amount prior pregnancies and any complications that develop during those pregnancies (ante partum, intra partum, and post portum), perinatal status of previous neonatal , use of contraceptive, history of exposure sexually transmitted disease (STD) 

5. Current condition: First day of last menstrual period (LMP) abnormal symptoms (cramping, vaginal bleeding) , attitude toward pregnancy. 

6. Physical Examination: is performed by the physician or midwife during the first visit to assess the general state and to evaluate the pregnancy, it includes. 

- Overall appearance: during the general examination an overview of the whole person will obtain: 

· Does the woman look happy, sad, or depressed. 

· Is she clean or dirty. 

· Is she overweight or underweight. 

· Is there a sense of alertness or less alert. 

· Does she tired, anxious , or upset. 

· Vital signs, high and weight measurement: blood pressure, pulse, and respiration, high and weight are measured at first visit to establish a base line for future comparison. A slight drop in B/P in the first half of pregnancy, then return to normal or slightly above baseline in the last trimester. 

· Physical examination begins with the head vaginal examination is performed last. 

· Head and scalp:- examine the heat for symmetry, normal contour, the hair for distribution, color, turgor , quality (dry, oily), cleanliness , condition of the scalp. 

· Face: expression (tired, sad, ..), pigmentation (chloasma). 

· Eye: edema in the eyelids, double visioin (diplopia) may indicate pregnancy induced hypertension, pate conjunctive may indicate anemia, yellowish sclera may indicate gaundice 

· Nose: congestion and swollen of nose due to increase level of estrogen. 

· Ears: Nasal congestion lead to blocked eusta chian tubes and feeling of "fullness" or dampening of sound during early pregnancy. 

· Mouth, teeth and throat: Assess for cracked corners of the mouth which reveal vitamin. A deficiency, and gum hypertrophy due to estrogen stimulation, the gum become swollen and fender. assess for dental caries. 

· Neck: Assess thyroid gland which enlarged (hyper trophy) duo to increased metabolic rate, and assess for lymph nodes. 

· Breast: Assess for symmetry, retraction of the nipple, areola darkness, colostrums may expelled early at 16th week of pregnancy, the breast palpated for mass. 

· Heart and lungs: They should be auscultated for function, irregularities. Some pregnant experience palpitation due to increase vascular volume, cervical and axilla lymph nodes should be palpated. 

· Back: Assess the spine for many abnormal curve (scoliosis), and other abnormality. 

· Extremities: Assess the upper extremities for palmer erythema and itching, color of the skin. The lower for varicose vein, edema, infection, restriction of movement, and deformity. 
7. Abdominal Examination: Assess for shape, pigmentation, scar, lesion…etc. 

· Size and shape of the uterus (fundus) , fetus position and presentation are assessed by "Leopold's Maneuvers". 

· Ascultation of fetal heart beats. 

8. Pelvic Examination: The external genitalia is examined for lesions, scars , infection. 

· Cervix: is checked for condition, color, and amount of secretion (leucorrhea). 

· Pap smear is done to screen cervical cancer cell. 

· A specimen of cervical mucous to detect any infection eg: Gonorrhea. 

9. Pelvic: Measurements: Internal Pelvic Measurements: give the actual diameters of the inlet and outlet through which the fetus must pass. They include: 

a. Diagonal – Conjugate: It is the distance between the lower margen of the Pubic bone to the Promentery of the sacrum (anteroposterier diameter of the Pelvic inlet: normally is 9.5 – 11.5 cm or more. 

b. Ischial tuberosity : It is the distance between the ischial tuberosities (the transvers diameter of the outlet: Normally is 11 cm). 

10.  Laboratory Assessment: A number of Lab. Studies are done to conferm general health status, and to screen any problem. It include: 

a. Blood studies: 

· A complete blood count (C.B.C), including hemoglubine (Hb %) or hematocrit (HCT) and red blood cell (R.B.C) to determine the presence of anemia. White blood cell (W.B.C) to determine infection, and platelet count to estimate clotting ability. 

· Blood group and Rh. Factors. 

· Genetic screening: blood test for genetically carried disease eg: sickle cell disease, thalasemia, and glucose – 6 – phosphate dehydrogenase deficiency (G -6 – PD). 

· Infectious disease screening (Venereal Disease Research Laboratories VDRL): is done for woman who has or exposed to sexual transmitted disease, eg: Syphilis, Gonorrhea, Chlamydia, and Human Immune deficiency virus (HIV). 

· Antibody titers for rubella, Chickenpox, and hepatitis B, these tests to determine whether the woman is protected to exposure should occur during pregnancy. These test should repeated at about 36 wks, vaccine against these should be given at postpartal period and the woman should be advised not to be pregnant for 3 months. 

· Toxoplasmosis screening is done when expouse has occurred. 

· Fasting blood sugar and tolerance text: Is done for women who has previously unexplained fetal loss, family history of DM , Obese, pyuria, these done by test strips and microscopic glycosuria. 

b. Urinalysis : Is performed to test for albuminuria glycosuria and examination. 

c. Return Visit : Aims are: 

1. To provide continuing monitoring of maternal and fetal status. 
2. To institute treatment and farther diagnostic test as necessary. 

3. To offer ongoing opportunity for support and education. 

The usual schedule of visit to prenatal care clinics is: 

Once/ month 
1-6th 
month of pregnancy 

Two / month
(Every 2 wks) 7-8th month of pregnancy

Four/ month 
(Every 1 wks) 9th month of pregnancy

Responsibility of the nurse and midwife in prenatal care: 

1. Complete assessment of patient’s history. 

2. Collect specimens. 

3. Participating in physical and obstetrical examination. 

4. Identification of patient’s needs. 

5. Providing initial education and counseling. 

6. Orientation to the services which are offered. 

Post–test: put a circle in front of right sentences

1. The aim of prenatal care is: 

a. To promote and maintain good physical and mental health during pregnancy.  

b. Prepare the woman for labor only. 

c. It restricted on demographic data recording. 

d. To detect a condition that impair the women health after delivery. 

2. Mention the midwife responsibility during prenatal care? 

3. The usual visit to prenatal care clinic at 1-6th month of pregnancy is: 

a. Two visits per month. 

b. Once visit per month.  

c. Four visits per month. 

Key of answers

Pre-test: put a circle in front of right sentences 



 

1. a









 

2. b 




 

3.1 Complete assessment of patient's history. 

3.2 Collect specimens 

3.3 Participating in physical and obstetrical examination.  

3.4 Identification of patient's needs. 

3.5 Providing initial education and conseling. 

3.6 Orientation to the services which are offered. 

post test: put a circle in front of right sentences
1. a

2.1Complete assessment of patient's history. 

2.2 Collect specimens

2.3 Participating in physical and obstetrical examination.

2.4 Identification of patient's needs. 

2.5 Providing initial education and counseling.

2.6 Orientation to the services which are offered

3. b
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Unit the Modular -6-

Minor Discomforts and Potential Complication of Pregnancy 

A/ Over view:-

1. Target population:- This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

2. Rationale: This unit will aid those who want to learn the minor discomforts and potential complication of pregnancy also intended for students who have little or no science back ground.

3- Central ideas: 

3.1 Common discomforts of pregnancy. 

3.2 Potential complication of pregnancy. 

B/ Performance objectives: 

1. Describe the common discomfort of pregnancy. 

2. Explain causes of and inter ventions for common discomforts of pregnancy. 

3. Describe the potential complication of pregnancy (pregnancy – induced hypertension) definition path physiology clinical manifestation and management. 

C/Pre –test: put a circle in front of right sentences
1. All of these the common discomforts of pregnancy: 

a. Frequent urination. 

b. Nausea and vomiting. 

c. Heart burn. 

d. Pregnancy induced hypertension.  

2. All of these the causes of morning sickness excepts one:  

a. Pressure of growing uterus against bladder.  

b. Hormonal alteration. 

c. Emotional factors. 

d. Carbohydrate metabolism changes 

3. All of these the management of constipation except one: 

a. Daily exercise. 

b. Taking anti acid medication. 

c. Increase fluid intake. 

d. Maintain regular elimination patterns. 

4. All of these the management of pregnancy induced hypertension except one: 

a. High protein diet intake and restriction of excessively salty diet. 

b. Bad rest. 

c. Close observation of blood pressure, fetal heart rate. 

d. Mild exercise. 

Minor Discomforts During Pregnancy

Lec: 6 

Minor discomforts of pregnancy are the common discomfort experienced by most expectant mothers to some degree, it’s the course of normal pregnancy. They include: 

1. Frequent urination: is the frequent desire to empty the bladder due to pressure of the growing uterus against the bladder it subsides about the second or third month and recure in the last weeks of pregnancy. 

2. Nausea and vomiting: mild degree of nausea and vomiting called morning sickness, it appears at 4-6th week and last until about 12th week of gestation, it is due to hormonal alteration (fatigue, emotional factors, and carbohydrate metabolism changes). It can be relieve by taking a dry piece of bread or cracker a half hour before getting out of bed. Also have a several small meals with high protein meals fruits and juices. Get out of bed slowly and avoid sudden movement. Taking 10 mg of vit B6 and bed time may be helpful also. 

3. Heart burn: it is a burning discomfort localized behind the lower part of the sternum and radiation upward to the esophagus. It is due to the regurgitation of the stomach eon tents into esophagus and cause irritation of the mucosa. It avoided by taking several small meals a day, avoided fatly foods, smoking and coffee drink 6-8 glasses of water daily. When it occurs can be relieved with small sips of water, milk or carbonated drinks, or antacid medication eg: Aluminum Hydroxide, Magnesium trisilicate. 

4. Constipation: The causes of constipation is oral iron supplements, displacement of the intestines by the fetus, bowel sluggishness caused by increased progesterone and storied metabolism. It can be relieve by exercise daily, increase fluid intake and dietary bulk, maintain regular elimination patterns. 

Complication of the pregnancy: 

· Pregnancy: induced hypertension: (P/H). 

· Definition: Pregnancy disorder characterized by hypertension, proteinuria , and odema ; P/H was once called preeclampsia (before seizures ) and eclampisa (with seizures). 

· Pathophysiology: Predisposing factors include diabetes mellitus, malnutrion , hydramnios, multiple pregnancy, hydatidiformmole, and familiar tendency.. 

Clinical manifestations: 

· Hypertension is defined as blood pressure over 140/90 mmHg a systolic increase of 30 mmHg over pregnancy level, or a diastolic increase of 15 mmHg over pregnancy levels. 

· Proteinuria is measured as 0.5 g/ liter/ day, or +1 or +2 via dipstick. 

· Increase in generalized edema is connected with a sudden weight gain of greater than 5 lb (0.9 kg) per week. 

· p/H usually appears between the 20th and 24th weeks of gestation and disappear within 42 days after delivery.

· A final diagnosis is usually deferred until blood pressure returns to normal after delivery; if blood pressure remains elevated, chronic hypertension, either alone or superimposed on P/H, my be the cause. 

· Additional manifestations: increased blood urea nitrogen, creatinine, and uric acid levels; forntal headaches; blurred vision; hyper reflexia; nausea ; vomiting; irritability cerebral disturbances; and epigastric pain. 

· Maternal implications: disorder may progress to seizures (eclampsia); maternal mortality rate in eclampsia is 10% - 15%, usually resulting from intracranial hemorrhage and congestive heart failure. 

· Sever complications of eclampsia: cerebral edema, maternal cerebro vascular accident, abruption placenta with or without disseminated intravascular coagulation and fetal death. 

Management: 

· High – Protein diet, with restriction of excessively salty foods. 

· Bed rest in a left lateral position. 

· Close observation of blood pressure, fetal heart rate, edema proteinuria, and signs of pending eclampsia.

· Administration of magnesium sulfate, a neuromuscular sedative that reduces the amount of acetylcholine produced by motor nerves, thus preventing seizures ( urine output must be at least 30ml/hour, because 99% of the drug is excreted by the kidneys). 

1. Early signs of toxicity include decreased reflexes (especially patellar reflex) , muscle flaccidity, central nervous system, depression, and decreased renal functions. 

Post–test: put a circle in front of right sentences
1. All of these the causes of morning sickness excepts one:  

a. Pressure of growing uterus against bladder.  

b. Hormonal alteration. 

c. Emotional factors. 

d. Carbohydrate metabolism changes 

2. All of these the common discomforts of pregnancy: 

a. Frequent urination. 

b. Nausea and vomiting. 

c. Heart burn. 

d. Pregnancy induced hypertension.  

3. All of these the management of constipation except one: 

a. Daily exercise. 

b. Taking anti acid medication. 

c. Increase fluid intake. 

d. Maintain regular elimination patterns. 

4. All of these the management of pregnancy induced hypertension except one: 

a. High protein diet intake and restriction of excessively salty diet. 

b. Bad rest. 

c. Close observation of blood pressure, fetal heart rate. 

d. Mild exercise. 

Key of answers

Pre-test: 


post test 

1. d



1- a
2. a 



2- d
3. b 



3- b
4. d



4- d
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Unit the Modular -6-

Abortion 

A/ Over view:-

1. Target population:- This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

2. Rationale: This unit will aid those who want to learn the abortion also intended for students who have little or no science back ground.

3- Central ideas: 

3.1 Definition of abortion. 

3.2 The fetal and maternal causes of abortion. 

3.3 Types of abortion. 

3.4 Signs and symptoms, treatment and nursing care of each type of abortion. 

B/ Performance objectives: 

1. Define the abortion. 

2. Determine the fetal and maternal cause of abortion. 

3. Determine the types of abortion. 

4. Explain the signs and symptoms, treatment and nursing care of each type of abortion. 

C/Pre –test: put a circle in front of right sentences
1. The fetal cause of abortion: 

a. Chromosomal abnormalities.  

b. Uterine malformation. 

c. Uterine node fibroid. 

d. Cervical incompetence. 

2. Induced abortion is: 

a. Threatened abortion. 

b. Inevitable abortion. 

c. Complete abortion. 

d. Therapeutic or medical abortion. 

3. The signs and symptoms of threatened abortion is: 

a. Membranes intact. 
b. Rupture of  membranes. 

c. Sever uterine bleeding. 

d. Cervical dilatation. 

4. The cause of septic abortion is: 

a. Use of unsterilized instruments. 

b. Diabetes mellitus. 

c. Trauma. 

d. Chronic nephritis. 

Abortion
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Expulsion of fetus and placenta outside the uterus before 28 wks of pregnancy. 

Early abortion – before 12 wks. 

Late abortion – between 12 – 28 wks. 

Causes: 

A. Fetal causes. 

· Chromosomal abnormalities. 

· Blighened ovum 

· Hydatidiform mole 

B. Maternal causes: 

1. General Causes: 

a- Infection lead to fever eg: influenza. 

b- Chronic nephritis 

c- Diabetes militias

d- Trauma. 

e- Hormonal disturbance. 

f- Drugs eg: Kinin 

g- Malnutrition’s 

2. Local causes: 

a- Uterine malformation. 

b- Uterine node fibroid.

c- Cervical incompetence. 

Types of abortion: 

1. Induced abortion. 

a. Medical or therapeutic 

b. Criminal or illegal . 

2. Spontaneous abortion: 

a. Threatened abortion 

 
b. Inevitable abortion 



c. Incomplete abortion 

 
d. Complete abortion 

 
e. Missed abortion 

 
f. Habitual abortion 

 

g. Septic abortion 


 
Medical or therapeutic abortion. 

Indications: 

1. Heart disease 

2. Chronic hypertension

3. Respiratory disease.

4. Hyperemesis gravid arum.

5. Hydatidiform mole. 

6. Intrauterine death (missed abortion). 

7. Malignant disease. 

8. Inherited disease.

9. Rh_iso immunization 

10. Viral disease, eg: Rubella 

Condition of do it: 

1. Done in hospital . 

2. Be sure that complication of medical abortion isles than that of the original cause. 

Methods: 

I) During first (12 wks) (early abortion) dilatation and curettage (D and C) under general anesthesia. 

1. Empty bladder. 

2. Prepare instruments. 

3. Explain to patient. 

4. Give general anesthesia. 

5. Do dilatation. 

6. Do curettage by clean instruments. 

7. Checking vital signs. 

8. Give drugs that contract the uterus eg: mothering (Ergot). 

II) Between (12-28 wk), (leat abortion). 

Induction of labour by pitocin drop. 

1. Complete is. 

2. Checking vital sings and uterine contraction. 

3. Clean valve and perineum. 

4. Watch virginal bleed eg (color and small). 

5. Complete delivery of fetus; placenta, membranes. 

6. Good nutrition, eg.: protein and Iron. 

Threatened abortion: 

· Signs and symptoms: 

1. Uterine bleeding. 

2. Mild abdominal pain.

3. Closed cervix. 

4. Membrane intact. 

· Treatment and nursing care: 

1. Admission to hospital. 

2. Complete bed rest. 

3. Check vital signs. 

4. Monitor bleeding (color and small). 

5. Pregnancy test, Hb % , blood group and PH. 

6. Ultra sound. 

7. Give sedation – valium.

8. Give irone, vitamins. 

9. Body hygiene especially valve.

10. Advice at home rest and good nutrition. 

Inevitable abortion: 

· Signs and symptoms: 

1. Sever uterine contractions. 

2. Continuous uterine bleeding. 

3. Cervical dilatation.

4. Rapture of membrane. 

Treatment and nursing care: 

· Same us for the threatened abortion in addition to: 

1. Give Pethidin. 

2. Give blood transfusion. 

3. Complete abortion by curettage. 

In complete abortion: 

Expulsion of fetus but placenta still inside uterus: 

· Signs and symptoms: 

1. Sever uterine bleeding. 

2. Sever uterine contraction. 

3. Cervical dilatation. 

Treatment and nursing care: 

1. Curettage if less than 12 wks. 

· Give methergin. 

· Prepare instrument. 

· Check vital signs. 

· Give blood transfusion if need. 

2. Induction by pitocin and then curettage if more than 12 wks. 

3. Body hygiene. 

4. Good nutrition eg: protein and iron. 

Complete abortion: 

Expulsion of fetus, placenta and membrane all outside the uterus mainly before 8 wks. 

Signs and symptoms: 

1. Cervical dilation and uterine contraction during abortion. 

2. After abortion occur the uterine contraction and bleeding stopped. Cervix closed and uterus return to normal size. 

Treatment and nursing care: 

1. Be sure of complete abortion. 

2. Check bleeding and vital signs. 

3. Give drugs according to doctor. 

Missed abortion: 

Death of fetus inside the uterus and remains for weeks or months. 

· Fetus and placenta change to solid because of fibrosis or classified. 

Signs and symptoms: 

1. Sometimes signs of threatened abortion. 

2. Disappear of symptoms of pregnancy. 

3. Pregnancy test negative. 

4. Uterus small for date.

5. No FH or FM.

6. After 3-4 wks serum fibrinogen because less than normal may lead to non-clotting and uterine bleeding during curettase.

7. Cervix is closed. 
Treatment and nursing care:

1- Do evacuation of uterus immediately, by curettage (D and C ) if less than 12wk. or by induction with petocin if more than 12wk. some times need C.S.
2- Some time the patient needs heparin for 2-3 days then evacuate the uterus.
Habitual abortion : spontanuous abortion which reoccure for 3 times or more some time it is dangerous may lead to anemia because of recurrent bleeding.
Treatment and nursing care: 

1. Advice the mother to do investigations for diabetes, renal disease, hypothyroidism. 

2. Exam in uterus by pelvic exam, ultrasound, hystrosalpengeo-graphy 

3. Antenatal visit to take treatment and advice before pregnancy. 

4. Avoid coitus during early pregnancy. 

5. Physical and psychological rest. 

6. Good nutrition.

7. Treat the cause before pregnancy. 

· Diabetes, renal disease, uterine fibroid, uterine malformation, infection thyroid disease. 

8. Treat during pregnancy. 

· Progesterone (primolut – Depot) injection. 

· Cervical stich (shirod Kar Suture) after 10-12 wks and release at 38 wks due to cervical incompetence. 

Septic abortion: 

· Infection of uterus (placental bed) after incomplete or illegal (criminal) abortion. 

· Use of un sterilized instruments. 

· Malnutrition and anemia

· Un practiced doctor or nurse. 

Treatment and nursing care: 

· Admit to special room.

· Hb% blood culture – blood urea. 

· Fluid oral or I.V. 

· Antibiotic, Ampicilin , Garamycin, flagyl, then according to culture. 

· Blood transfusion.

· Monitor input and output. 

· Treat dehydration. 

· Dialysis if blood urea increase. 

Post–test: put a circle in front of right sentences
1. The cause of septic abortion is: 

a. Use of unsterilized instruments. 

b. Diabetes mellitus. 

c. Trauma. 

d. Chronic nephritis. 

2. The signs and symptoms of threatened abortion is: 

a. Membranes intact. 

b. Rupture of  membranes. 

c. Sever uterine bleeding. 

d. Cervical dilatation. 

3. The fetal cause of abortion: 

a. Chromosomal abnormalities.  

b. Uterine malformation. 

c. Uterine node fibroid. 

d. Cervical incompetence. 

4. Induced abortion is: 

a. Threatened abortion. 

b. Inevitable abortion. 

c. Complete abortion. 

d. Therapeutic or medical abortion. 

Key of answers

Pre-test: 



post test 

1. a




1- a
2. d 
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Reference: 

1. Littleton, L., and Engebreston J. Maternity Nursing Care, 4th ed: Australia: Thomson; 2005.

2. Lynne, H., Maternal Neonatal Nursing, 2nd ed: Philadelphia, 2000.

Unit the Modular -7-

Labor and delivery
A/ Over view:-

1. Target population:- This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

2. Rationale: This unit will aid those who want to learn the labor and delivery also intended for students who have little or no science back ground.

3- Central ideas: 

3.10. Definition of labor and delivery. 

3.11. Premonitory signs of labor. 

3.12. Factors affecting labor. 

3.13. Stages of labor. 

3.14. Mechanisms of labor. 

3.15. True and False labor. 

3.16. Inductions of labor.

3.17. Nursing management of each stage of labor. 

B/ Performance objectives: 

2 define labor and delivery.

3 identify the premonitory signs of labor.

4 determine the factors affecting labor. 

5 Differentiate among the four stages of labor.

6 Distinguish between true and false labor. 

7 Explain the inductions of labor. 

8 Identify the nursing management of each stages of labor. 

C/Pre –test: put a circle in front of right sentences
1. Mechanisms of labor: 

a. Braxton Hicks contraction.

b. Cervical changes. 

c. Bloody show. 

d. Engagement.  

2. The second stage of labor is measured: 

a. From on set of true labor to complete dilatation. 

b. From complete dilatation to delivery.  

c. From delivery of neonate to expulsion of the placenta. 

d. The first 2 hours after delivery. 

3. True labor is: 

a. Regular contractions. 

b. Discomfort is localized in the abdomen. 

c. No progressive of cervical dilatation. 

d. Show is usually not present. 

4. Indications for induction: 

a. Placental abnormalities. 

b. Previous uterine surgery. 

c. Abnormal fetal lie. 

d. Post maturity. 

Definition of labor 
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 The process by which child birth occurs beginning with contraction of the uterus and ending with the expulsion of the fetus or infant and placenta. 

Delivery:

The actual birth of the baby: 
Premonitory signs of labor: 

During the last few weeks of pregnancy a number of changes indicate that the time of labor approaching: 

1. Lightening: fetal desent into the pelvis , usually 2-3 weeks before term in a primiparous wamen and later or during labor in multiparous women. 

2. Braxton–Hicks contractions: contractions that occur irregular and intermittently throughout pregnancy, they may become uncomfortable and produce false labor. 

3. Cervical changes: several days before initiation of labor, the cervix softens, begin to efface, and dilates slightly. 

4. Bloody show : expulsion of the mucus plug from the cervix resulting in pink– tinged secretions. 

5. Pains down the legs from the pressure on the sciatic nerve. 

6. Rupture of membranes : occurs before onset of the labor in approximately 12% pregnant women, labor begins with in 24 hours for about 80% of these women. 

7. Frequent urination: greater frequency of urination due to pressure on the bladder. 

8. Burst of energy: the pregnant may experience as budburst of energy before the onset of labor, commonly manifested by house – cleansing activities and called (nesting instinct). 

Factor affecting labor: 

A. Fetus : 

1. Head: Size: The smallest diameter enters the pelvis first; the head can flex or extend 45 degrees and rotate 180 degrees, which allows its smallest diameters to move down the birth canal and pass through the maternal pelvis. 

Shape: in response to pressure exerted by the maternal pelvis and birth canal during labor and delivery, the sutures of the skull allow the cranial bones of shift resulting in molding of the fetal head. 

2. Lie : relationship of the long axis (spine) of the fetus to the long axis of the mother. 

a. Longitudinal Lie: the long axis of the fetus is parallel to the long axis of the mother. 

b. Transverse lie : the long axis of the fetus is perpendicular to the long axis of the mother. 

3. Presentation: Portion of the fetus that enters the pelvis passage way first: 

a. Cephalic: Vertex,brow and face. 

b. Breech: frank, single or double footing, and complete. 

c. Shoulder: transverse lie that must be turned before delivery. 

4. Attitude: Relationship of fetal parts to one another.

5. Position: Relationship of the land mark on the presenting part to the front, , back and sides of the maternal pelvis. 

B. Maternal Pelvis and Soft Tissues: 

1. Shape of the inlet. 

2. Structure of the pelvis : joints, pelvis bone , true verses, false pelvis. 

3. Pelvis diameters: a) Inlet 

b) outlet. 

4. Soft tissues: 

a. Lower uterine segment. 

b. Cervix.

c. Vaginal canal. 

C. Uterine contractions (cause complete cervical effacement and dilation). 

D. Mother’s ability to bear down (voluntary use of abdominal muscles to push during the second stage of labor). 

E. Placental positioning. 

F. Psychological readings: 

1. Support systems. 

2. Preparation for childbirth. 

3. Past experiences. 

4. Coping mechanisms. 

5. Accomplishment of the tasks of pregnancy. 

Distinguishing between True and False labor: 

Knowing how to recognize the primary characteristics of true and false labor can help the nurse distinguishing between the two conditions. 

	True labor
	False labor

	1. Contractions regular
	1. Irregular contractions. 

	2. Back discomfort that spread to the abdomen. 
	2. Discomfort that is localize in the abdomen. 

	3. Progressive cervical dilatation and effacement. 
	3. No cervical change. 

	4. Gradually shortened intervals between contraction. 
	4. No changes or irregular changes

	5. Increase intensity of contractions with ambulation. 
	5. No changes in contractions with ambulation. 

	6. Contraction increase in duration and intensity. 
	6. Usually no changes in contract. 

	7. Show usually present 
	7. None 


Show: 

Discharge of mucous plug that has filled the cervical canal during pregnancy. 

Stages of labor: the process of labor divided into: 

1. First stage: the first stage is measured from the onset of true labor to complete dilatation of the cervix (dilating stage), duration usually ranges from 6 – 18 hr, in primiparous and from 2- 10 hr. in a multi porous women. 

This stage divided into 3 phases: 

a. Latent Phase. 

1. Duration measures 0 to 3 cm. 

2. Contractions are irregular 

3. The client may feel anticipation ،, excitement ، or apprehension. 

4. Takes many hours and accomplished little cervical dilatation. 

b. Active phase: 

1. Dilation measures 4 to 7 cm. 

2. Contractions are approximately 5 to 8 minutes apart, last 45 to 60 seconds, and are moderate to strong in intensity. 

3. The client becomes serious and concerned about the progress of labor, she may ask for pain medication or use breathing techniques. 

· In the first stage, the sensation is usually located in small of back, but as time goes on, it sweeps around to anterior part of abdomen. 

c. Transitional phase: 

1. Dilatation measures 8 to 10 cm. 

2. Contractions are approximately 1 to 2 minutes a part; last 60 to 90 seconds, and are strong in intensity. 

d. The pregnant women may lose control, thrash in bed, groan, or cry out, it is the most difficult and painful time for the women. 

2. Second stage: 

1. The second stage extends from complete dilatation to delivery. 

2. Duration usually ranges from 2 – 60 minutes, averaging about 40 minutes (20 contractions) for the primiparous and 20 minutes (10 contractions) for the mutliparous. 

3. Maternal behavior changes from coping with contractious to actively pushing; the pregnant may become exhausted. 

3. Third stage: 

1. The third stage extends from delivery of the neonate to expulsion of the placenta. 

2. Duration ranges from 5– 30 minutes. 

3. The pregnant typically focuses on the neonates condition and may feel discomfort from uterine contractions before expelling the placenta. 

4. Fourth stage: 

1. The fourth stage is the first 2 hours after delivery. 

2. The primary focus or activity is promotion of maternal neonatal bonding. 

Mechanisms of Labor:

1. Engagement: the fetus’s head is considered engaged when the biparietal diameter passes the plvic inlet. 

2. Descent : Movement of the presenting part through the pelvis. 

3. Flexion: the head flexes so that the chin moves closer to the chest. 

4. Internet rotation : rotation of the head to pass through the ischial spines. 

5. Extension: extension of the head as it passes under the symphysis pubis.. 

6. External rotation: the head is externally rotated as the shoulders rotate to the anteroposterior position in the pelvis. 

Uterine contractions: 

A- Phases: 

1. Increment: the building–up phase and longest phase. 

2. Acme: the peak of the contraction. 

3. Decrement: the letting–up phase (the period of diminishing intensity). 

B- Duration 

1. Is measured from the beginning of the increment to the end of the decrement. 

2. Averages 30 second in early labor and 60 seconds in later labor. 

C- Frequency 

1. Is measured from the beginning of one contraction to the beginning of the next. 

2. Averages 5 – 30 min a part in early labor and 2-3 minutes a part in later labor. 

D- Intensity 

1. Is measured during the acme phase. 

2. Can be measured with intrauterine catheter or by palpation. 

· The intensity may be mild , moderate , or strong.

a. Mild : uterine muscle become some what tense. 

b. Moderate: uterine muscle b become moderately firm. 

c. Strong: the uterus become so firm that it has the feel of woods harness and high contraction.
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Nursing management during labor and birth

I. Nursing Management during the first stage of labor: 

Depending on how far advanced the woman's labor is when she arrives at the facility, the nurse will determine assessment parameters of maternal fetal status and plan care. 

The nursing intervention during first stage include: 

1. Identifying the estimated date of birth from the client and the prenatal chart. 

2. Validating the client's prenatal history to determine fetal risk status. 

3. Determining fundal height to validate dates and fetal growth. 

4. Performing Leopold's maneuvers to determine fetal position, lie, and presentation. 

5. Checking FHR. 

6. Performing a vaginal examination (as appropriate ) to evaluate effacement and dilation progress. 

7. Instructing the client and her partner about monitoring techniques and equipment. 

8. Assessing fetal response and FHR to contractions and recovery time. 

9. Checking FHR baseline for accelerations, and deceleration. 

10. Checking amniotic fluid for me conium staining, odor, and amount. 

Nursing interventions through the progresses of the first stage of labor: 

1. Encouraging the woman's partner to participate. 

2. Keeping the women and her partner up to date on the progress of the labor. 

3. Orienting the women and her partner to the labor and birth unit and explaining all of the birthing procedures. 

4. Providing clear fluid (eg: ice chips) as needed or requested. 

5. Maintaining the women's parenteral fluid intake at the prescribed rate if she has an I.V. 

6. Encouraging comfort measures, such as backrubs , cool cloths, frequent position changes, ambulation , showers. 

7. Assisting the women and her partner to focus on breathing techniques. 

8. informing the women that the discomfort will be intermittent and limited duration, urging her to rest between contraction to pressure her strength; and encouraging her to use distracting activities to lessen the focus of uterine contraction. 

9. Changing bed linens and gown as needed. 

10. Keeping perineal area clean and dry. 

11. Monitoring maternal vital signs frequently and reporting any abnormal values. 

12. Ensuring that the women takes deep breaths before and after each contraction to enhance gas exchange and oxygen to the fetus. 

13. Monitoring FHR. 

14. Checking on bladder status and encouraging voiding at least every 2 hours to make room for birth. 

15. Respecting the women's sense of privacy by covering her. 

16. Reporting an deviations from normal to the health care professional so that interventions can be initiated early to be effective. 

Nursing Management during the second stage at labor

Nursing interventions during this stage focus on motivating the woman, encouraging her to put all her efforts to pushing this new born to the outside world: 

The nursing intervention during second stage include: 

1. Put the woman in an ideal position, like lithotomy with feet up in stirrup ; most convenient position for care giver and semi-sitting with pillows underneath ، knees , arms, and back. 

2. Providing continuous comfort measures such as mouth care, position changes, changing bed linen and under pads and providing a quiet. 

3. Pushing several times with each contraction. 

4. continuing to monitor contraction and FHR patterns to identify problems. 

5. Continuing to provide psychological support. 

6. Continuing measuring: blood pressure, pulse , respiration, ulerine contraction, FHR. 

7. Providing pain management if needed. 

8. Preparing for and assisting with delivery by: 

a. Estimated timeframe for birth. 

b. Preparing the delivery bed and positioning client. 

c. Preparing the perinea area. 

d. Explaining all procedures and equipment to the client and her partner. 

e. Setting up delivery instrument needed while maintaining sterility. 

f. Receiving new born and transporting him or her to a worming environment, or covering the newborn with a wormed blanket on the women's abdomen. 

Nursing Management during Third Stage of labor

Nursing care during this stage primarily focuses on immediate new born care and assist with the delivery of placenta and inspecting if for  intactness . 

Nursing intervention during the third stage of labor include: 

1. Describing the process of placental separation to the couple. 

2. Instructing the women to push when signs of separation of placenta are apparent which include: 

a. Firmly contracting uterus. 

b. Change in uterine shape from discoid to globular ovoid. 

c. Sudden gush of dark blood from vaginal opening. 

d. Lengthening of umbilical cord protruding from vagina 

3. Administering an oxytocin in ordered and indicated after placental expulsion. 

4. Providing support and information about episiotomy and / or laceration. 

5. Cleaning and assisting client into a comfortable position after birth. 

6. Providing a warmth by replacing warmed blankets over the woman. 

7. Applying an ice pack to the perineal area to provide comfort to episiotomy in indicated. 

8. Monitoring maternal physical status by assessing: 

a. Vaginal bleeding : amount , consistency and color. 

b. Vital signs: blood pressure, pulse , and respirations taken every 14 minutes. 

c. Uterine fundus, which should be firm , in the midline , and at the level of the umbilicus. 

9. Documenting birthing event and case giver's signature. 

Nursing Management during the Fourth stage of labor

Nursing management focus during this stage involves frequent close observation for hemorrhage, provision of comfort measure, and promotion of family attachment. 

Nursing interventions during the fourth stage include: 

1. Providing support and information to the woman regarding episiotomy repair and related pain relief and self – care measures. 

2. Applying an ice park to the perineum to promote comfort and reduce swelling. 

3. Assisting with hygiene and perineal care. 

4. Monitoring for return of sensation and ability to void (if regional aesthesia was used). 

5. Encouraging the women to void by ambulating to bath room, listening to running water, or pouring warm water over the perineal area. 

6. Monitoring vital signs and fundal and lochia status every 15 minutes and documenting them. 

7. Promoting comfort by offering تقديم anal gesia for after pains and warm blankets to reduce chilling. 

8. Offering fluids and nourishment if desired. 

9. Encouraging parent – infant attachment by providing privacy for the family. 

Post–test: put a circle in front of right sentences

1. The second stage of labor is measured: 

a. From on set of true labor to complete dilatation. 

b. From complete dilatation to delivery.  

c. From delivery of neonate to expulsion of the placenta. 

d. The first 2 hours after delivery. 

2. Indications for induction: 

a. Placental abnormalities. 

b. Previous uterine surgery. 

c. Abnormal fetal lie. 

d. Post maturity. 

3. True labor is: 

a. Regular contractions. 

b. Discomfort is localized in the abdomen. 

c. No progressive of cervical dilatation. 

d. Show is usually not present. 

4. Mechanisms of labor: 

a. Braxton Hicks contraction.

b. Cervical changes. 

c. Bloody show. 

d. Engagement.  

Key of answers

Pre-test: 



post test 

1. a




1- b
2. b 




2- d
3. a 




3- a
4. d
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1. Littleton, L., and Engebreston J. Maternity Nursing Care, 4th ed: Australia: Thomson; 2005.

2. Lynne, H., Maternal Neonatal Nursing, 2nd ed: Philadelphia, 2000.

Unit the Modular -8-

Mechanism of placenta separation 

A/ Over view:-

1. Target population: This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

2. Rationale: This unit will aid those who want to learn the mechanisms placenta separation also intended for students who have little or no science back ground.

3- Central ideas: 

3.1. Mechanism of placenta separation. 

3.2. Signs of placenta separation. 

3.3. Methods of placenta expulsion. 

B/ Performance objectives: 

1. Identify the mechanism of placenta separation. 

2. Learning the signs of placenta separation. 

3. Explain the methods of placenta expulsion. 

C/Pre –test: put a circle in front of right sentences

1. The separation of the placenta is brought about by: 

a. Contraction and retraction of the myometrium. 

b. Administering Oxytocin. 

c. Excessive pressure on the uterine fundus. 

d. Lengthening of the umbilical cord. 

2. Signs of placenta separation: 

a. The fundus feels hard and globular.  

b. Increase maternal pulse rate. 

c. Decrees maternal blood pressure. 

d. Sever bleeding. 

3. The Schultz method of placenta separation: 

a. This method may be associated with lower lying placenta. 

b. Take longer time of separation. 

c. Blood loss in grater. 

d. Is the more common method that the detaches from a central point.

Mechanism of Placenta Separation 
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Immediately following the birth of the neonate the remainder of the aminatic fluid escape after which there is usually a slight flow of blood, the uteri can be felt as a firm mass just below the level of umbilicus. 

Separation of the placenta is brought about by contraction and retroaction of the my domatium which thicken the uterine wall and reduce the size of the placental area. The placental area become smaller, the placenta begins to separate from the uterine wall because it is not elastic like the uterus and can not contract and retract. At the area of separation, a retro placental clot forms. The weight of this clot increases the pressure on the placenta and further helps separation subsequent uterine contractions completely detach the placenta from the uterus and push itous of the vagina along with the membranes and retro placental clot. 

Signs of placental separation: 

1. The fundus feels hard and globular, and rises abdominally to the level of the umbilicus. 

2. The cord lengthens at the valve. 

3. A trickle of blood a pears when the placenta separates (gush of blood). 

Methods of placental expulsion: 

 There are two methods of expelling the placenta which have been described by Schultze and Mathews Duncan. These methods are not under the control of the attendant. 

1) The Schultze method: Is the more common. The placenta detaches from a central point and slips down into the vagina through the hole in the with the membranes trailing behind like an inverted umbrella as they are peeled off the uterine wall. The maternal surface of placenta in not see. 

2) The Mathews Duncan method: The placenta slides down side away and comes through the valve with the lateral border first like a button through button hole, the maternal surface is seen and parts of the membranes being left behind as they are not peeled off as completely as in the Schultz method. 

Actual expulsion of the placenta maybe brought about by the mother bearing down. It is usually effected through gentle pressure on the uterine fundus. Excusive pressure should be avoided. 

The contraction of the uterus following delivery serves not only the produce placental separation but also be control uterine hemorrhage. 
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The Mathews Duncan method may be associated with a placenta lying lower in the uterus. The process of separation takes longer and blood loss is greater. 

post –test: put a circle in front of right sentences

1. Signs of placenta separation: 

a. The fundus feels hard and globular.  

b. Increase maternal pulse rate. 

c. Decrees maternal blood pressure. 

d. Sever bleeding. 

2. The separation of the placenta is brought about by: 

a. Contraction and retraction of the myometrium. 

b. Administering Oxytocin. 

c. Excessive pressure on the uterine fundus. 

d. Lengthening of the umbilical cord. 

3. The Schultz method of placenta separation: 

a. This method may be associated with lower lying placenta. 

b. Take longer time of separation. 

c. Blood loss in grater. 

d. Is the more common method that the detaches from a central point.

Key of answers

Pre-test: 



post test 

1. a




1- a

2. a 




2- a

3. d 




3- d

Reference: 
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2. Lynne, H., Maternal Neonatal Nursing, 2nd ed: Philadelphia, 2000.

Unit the Modular -9-

Episiotomy 

A/ Over view:-

1. Target population: This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

2. Rationale: This unit will aid those who want to learn the episiotomy also intended for students who have little or no science back ground.

3- Central ideas: 

3.1 Definition of episiotomy. 

3.2 Indication for episiotomy. 

3.3 Types of episiotomy. 

3.4 Risk and benefits of episiotomy.  

B/ Performance objectives: 

1. Define the episiotomy. 

2. Identify the indication of episiotomy. 

3. Determine the types of episiotomy. 

4. Explain the risk and benefits of episiotomy.  

C/Pre –test: put a circle in front of right sentences
1. The indication for episiotomy all of these except one: 

a. Primi gravida 

b. Prolog second stage. 

c. Forceps delivery. 

d. Multi gravida  

2. The characteristics of median type of episiotomy: 

a. Less blood loss. 

b. More painful. 

c. More risk of Bartholin gland damage.  

d. Difficult to repair. 

3. Benefits of episiotomy all of these except one: 

a. Prevention of laceration. 

b. Prevent pelvic relaxation and urinary incontinence. 

c. Present of fetal injury. 

d. May due to infection.  

Episiotomy 
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Define: 

Surgical incision in the perineal area to increase birth canal outlet. 

Indication for episiotomy: 

1. Primigravida in labor. 

2. Breech delivery. 

3. Short or tight perineum. 

4. Prolong second stage. 

5. Shoulder elystocia. 

6. Fetal malposition, like occipito – posterior 

7. Fetal mal position of perineal tear or previous pelvic floor surgery. 

8. forceps delivery 

Types of episiotomy: 

1. Median .

2. Medio – lateral. 

3. J – shaped. 

4. Lateral. 

	Median (Midline)
	Medio – latereal 

	1. Less blood loss. 
	1. Much blood Loss

	2. Less painful. 
	2. More painful

	3. High risk of perineal tears. 
	3. Less risk of perineal tears. 

	4. Less chance of damage the bartholin gland and duct. 
	4. More risk to Bartholin gland and duct damage. 

	5. The wound heals quicker. 
	5. The wound heals delayed 

	6. The incidence of dyspareunia is reduced (painful in intercourse) 
	6. Increase incidence of dyspareunia. 

	7. Easier to repair. 
	7. Difficult to repair. 


Risk of episiotomy: 

1. Anal sphincter damage. 

2. Poor wound healing.

3. Infection. 

4. Pain. 

5. Dyspareunia ( painful in intercourse). 

6. Maternal blood loss. 

7. Oedema and heamatoma.

8. Psychological consequences. 

Benefits of Episiotomy: 

1. Prevention of laceration: 

a. Episiotomy reduce incidence of the 3rd and 4th degree of laceration. 

b. It's preferable to a spontaneous laceration. 

c. Reduce of incidence of anterior vaginal and valvel laceration. 

2. Prevent pelvic relaxation. (Cystocele, rectocele, urinary incontinence ). 

3. Prevent of fetal Injury.
/Post–test: put a circle in front of right sentences

1. The characteristics of median type of episiotomy: 

a. Less blood loss. 

b. More painful. 

c. More risk of Bartholin gland damage.  

d. Difficult to repair. 

2. Benefits of episiotomy all of these except one: 

a. Prevention of laceration. 

b. Prevent pelvic relaxation and urinary incontinence. 

c. Present of fetal injury. 

d. May due to infection.
3. The indication for episiotomy all of these except one: 

a. Primi gravida 

b. Prolog second stage. 

c. Forceps delivery. 

d. Multi gravida  

Key of answers

Pre-test: 



post test 

1. d




1- d

2. a 




2- a

3. d 
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2. Lynne, H., Maternal Neonatal Nursing, 2nd ed: Philadelphia, 2000.

Unit the Modular -10-

Immediate care of the Newborn

A/ Over view:

1. Target population: This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

Rationale: This unit will aid those who want to learn the immediate care of the newborn also intended for students who have little or no science back ground.

3- Central ideas: 

3.1 Immediate care of the new born. 

3.2 Assessment of the new born infant. 

B/ Performance objectives: 

1. Identify suctioning the airway.

2. Determine the stimulating crying. 

3. identify the prevention of hypothermia. 

4. Learning how assessing the new born infant's condition at birth. 

C/Pre –test: 

Answer with True or False. 

1. As soon as the infant is born, measures are taken to promote a clear air passage. 

2. For the majority of normal new born there is a need for resuscitation measures. 

3. The act of crying forced the mucus from the nose and throat to enabling the infant better to breath. 

4. Provide environmental warmth that minimize loss of the infants body heat. 

5. Apgar scoring system is evaluable index that assessing the newborn infant's condition at birth. 

6. Apgar scoring system is based on following signs; heart rate, color , reflex irritability only.  

Immediate care of the Newborn
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When the infant is born, he or she undergoes a profound and rapid physiological changes as the fetoplacental circulation ceases to function. The infant's survival depends upon a rapid and sequential interchange of oxygen and carbon dioxide (O2 and CO2 ) from both the pulmonary circulation and the new environment. 

1) Suctioning the Airway. 

As soon as the infant is born, measure are taken to promote a clear air passage. As the head is delivered, the mucosa and fluid are wiped from the infant nose and mouth before it has a chance to aspirate with the first breath. It is recommended to keep the infant in a face – down position immediately after delivery in order to facilitate the drainage of mucus , blood and amniotic fluid from the or pharynx. As mall rubber bulb syringe or a soft rubber suction catheter attached to a mechanical suction or mouth aspirator can be used to suction the oropharynx and to remove fluid that may be obstruction the airway.
2) Resuscitation : 

For the majority of normal new – born, there is little need for resuscitation measures beyond clearing the airway and applying warmth and gentle tactile stimulation. 

· Stimulating crying: 

The baby may not cry at once, but it usually, cries after the mucus has been removed, ad oxygen by way of the lung is now needed when the placental circulation stopped. If crying has to be stimulated, it should be done with extreme care, the infant is being held in the head down position to promote the drainage of mucus from the respiratory passage, gentle rubbing of the infant's back is sufficient stimulus to initiate crying. The act of crying forced the mucus from the nose and throat, it enabling the infant to be better able to breath. 

· Preventing Hypothermia: 

A sterile receiving blanket to wrap the infant securely to prevent heat loss. It must be remembered that the delivery room is much colder than the mother's body, and if the infant not properly cared may be become dangerously chilled, therefore is important to provide environmental warmth to minimize loss of the infant's body heat. The infant must be dried rapidly by the nurse as soon as the infants airways is cleared. There are various devices for preventing hypothermia, including warmed incubator, resuscitators , and over head radiant lights. 

Assessment of the New born Infant: 

Infant's condition should be assessed accurately after birth as well as close observation be continued by the nurse. 

The Apgar scoring system:

It provides a valuable index that assessing the newborn infant's condition at birth. Apgar scoring system is based on the following five signs each lf them is evaluated at one minute and repeated again in five minutes. Each signs is evaluated according to the degree to which it is present and is given a score of 0, 1, or 2. Then give a total score (10 is maximum): 

1- Heart Rate: 

This sign is the most important and the last to be absent when the infant's condition is grave. It may be evaluate by listening to the heart beat with a stethoscope which is the most accurate. It rang from 150 – 180 beats/min during the first few minutes of life, with in the hour is slows to 130- 140 beats/ min. If the rate is l00 beat/min or under asphyxia is present and resuscitation is indicated. 

2- Respiratory Effort: 

A baby who is responding well cries vigorously and has no difficult in breathing. 

3- Muscle Tone: 

An infant who has excel lend bones will keep his extremities flexed and resist يقاوم efforts to extend them. A baby who does not keep his extremities flexed consistently has moderate tones, one who is flaccid is in extremely poor condition. 

4- Reflex Irritability : 


The way most frequently used is a gentle slap on the sole of the infant foot. This sign can be observed when infant is suctioned for mucus by the way resist the catheter. 

5- Color: 

Cyanosis is seen in all infants at the moment of birth. As the infant's circulation makes the change from fetal to extra uterine existence and breathing begins, the body of a healthy infant becomes pink within three minutes.

/post –test: 

Answer with True or False. 

1. As soon as the infant is born, measures are taken to promote a clear air passage.
2. Apgar scoring system is evaluable index that assessing the newborn infant's condition at birth. 

3. Apgar scoring system is based on following signs; heart rate, color , reflex irritability only.  

4. The act of crying forced the mucus from the nose and throat to enabling the infant better to breath. 

5. For the majority of normal new born there is a need for resuscitation measures. 

6. Provide environmental warmth that minimize loss of the infants body heat. 

Key of answers

Pre-test: 



post test 
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Unit the Modular -11-

Complications of labor and delivery 

A/ Over view:-

1. Target population: This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

2. Rationale: This unit will aid those who want to learn the Complications of labor and delivery also intended for students who have little or no science back ground.

3- Central ideas: 

3.1 Dysfunction uterine contraction. 

3.2 Prolapsed umbilical cord.  

B/ Performance objectives: 

1. Identify the hypertonic uterine contraction signs and symptoms and treatment . 

2. Identify the hypotonic uterine contraction, signs and symptoms and treatment.

3. Explain prolapsed umbilical card, pre disposing factors, and management.  

C/Pre –test: put a circle in front of right sentences
1. Signs and symptoms of hypertonic uterine contraction is: 

a. Painful contraction causing constant cramping pain. 

b. Infrequent. 

c. Prolong active phase.

d. Can be easily indented with finger tip pressure at peak of contraction. 

2. Signs and symptoms of hypotonic uterine contraction: 

a. Prolonged latent phase.

b. Painful contractions. 

c. Weak contractions. 

d. Muscle anoxia causing constant cramping pain. 

3. Management of hypotonic uterine contraction (uterine intertia): 

a. Administered mild sedation. 

b. Tocolytics to reduce high uterine tone. 

c. Bad rest. 

d. Augmentation of labor with pitocin.  

4. Management of prolapsed umbilical cord all of these except one: 

a. Use of trendelenburg's position. 

b. Application of saline soaked sterile dressing over cord. 

c. Fetal heart rate monitoring. 

d. Making episiotomy . 
Complications of labor and delivery 
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I. Complications of the first stage: 

1. Dysfunctional uterine contraction. 

A. Hypertonic uterine contractions: 

· Contractions are ineffectual, erratic, uncoordinated, and poor quality that involve only a portion of the uterus. 

· Most often occur in first time mothers, primi-gravidas . 

· Increase in frequency of contractions, but intensity is decreased, do not bring about dilation and effacement of the cervix. 

Signs and symptoms:

· Painful contractions RT uterine muscle anoxia causing constant cramping pain. 

· Dilation and effacement of the cervix does not occur. 

· Prolonged latent phase. Stay at 2-3 cm, don't dilate as should. 

· Fetal distress occur early-uterine resting tone is high, decreasing placental perfusion. 

· Anxious and discouraged. 

Treatment of Hypertonic Uterine contractions. 

· Provide with comfort measures. 

· Warm shower. 

· Mouth care. 

· Imageny. 

· Music

· Back rub.

· Mild sedation.

· Bed rest.

· Hydration.

· Tocolytics to reduce high uterine tone. 

B. Hypotonic uterine contractions (uterine inertia): 

Causes

1. Overstretching of the uterus (large baby , multiple babies, polyhydramnios , multiple parity. 

2. Bowel or bladder distention preventing descent. 

3. Excessive use of analgesia. 

Sings and symptoms of hypotonic uterine inertia: 

1. Weak contractions become mild. 

2. Infrequent (every 10 – 15 minutes) and brief.

3. Can be easily indented with fingertip pressure at peak of contraction. 

4. Prolog active phase. 

5. Exhaustion of the mother.

6. Psychological trauma – frustrated. 

Treatment of hypotonic contraction: 

1. Ambulation. 

2. Nipple stimulation (release of endogenous pitocin). 

3. Enema (warmth of enema may stimulate contractions). 

4. Amniotomy (artificial rupture of the membranes). 

5. Augmentation of labor with pitocin. 

2. Prolapsed umbilical cord: descent of the umbilical cord into the vagina before the presenting part. 

1) Fetal – neonatal implications:–: 

a. The cord may become compressed between the fetus and maternal cervix or pelvis, thus compromising feto-placental profusion.  

b. Umbilical cord prolapse is an emergency requiring prompt action to save the fetus. 

2) Predisposing factors: 

· Abnormal fetal position. 

· Multiple gestation. 

· Hydramios. 

· Rupture of membrane before engagement. 

3) Management: 

· Use of Trendelenburg's position. 

· Application of saline – soaked sterile dressing over the cord. 

· Pushing of the head up and off the cord with a sterile gloved hand. 

· Immediate delivery. 

Induction of labor: 

A- Factors that determine readiness for induction: 

1. Fetal maturity (assessed by amniotic fluid studies and serial ultrasound examinations). 

2. Fetal position (determined by ultrasound or Leopold's maneuvers). 

3. Cervical dilation , effacement , and position (determined by vaginal examination). 

B- Indications for induction: 

1. Post maturity (greater than 42 weeks of gestation), which can lead to placental insufficiency or fetal compromise. 

2. Premature rupture of membranes, which increases the risk of intrauterine infection. 

3. Pregnancy – induced hypertension. 

4. Maternal diabetes, which can lead to fetal death from placental insufficiency. 

5. Fetal death. 

C- Maternal contraindications for induction:
1. Grand multi parity. 

2. Placental abnormalities. 

3. Previous uterine surgery. 

4. Over distention of the uterus .

5. Structural abnormalities of the vagina, uterus, pelvis 

D- Fetal contraindication for induction: 

1. Abnormal fetal lie. 

2. Fetal distress. 

3. Premature or low – birth weight fetus. 

E- Advantages of induction: 

1. Allows the client to prepare physically and psychologically for labor and delivery. 

2. Can resolve medical conditions that might endanger fetal well – being. 

F-  Disadvantages of inductions: 

1. Poses risks to the fetus from increased uterine activity and possible prematurely. 

2. Poses risks to the client from prolonged labor, cervical laceration, and post partum hemorrhage. 

3. Produces physical and psychological stress if induction fails. 

G- Induction via amniotomy: artificial rupturing of membranes with sterile instrument: under favorable condition, approximately 80% of clients with enter labor with in 24 hours. 

1. Advantages: 

a. Facilitates fetal status monitoring via internal scalp electrode catheter, or scalp blood sampling 

b. Facilitates assessment of amniotic fluid color and composition. 

2. Disadvantages : 

a. Increase the risk of infection and cord prolapsed. 

b. Increase the incidence of fetal head compression. 

3. Indications: 

a. When internal fetal monitoring is desired. 

b. When oxytocin is contraindicated 

4. Contraindications: 

a. Presenting part at 2 station or higher. 

b. Placenta previa. 

c. Abnormal presenting part. 

d. Uncertain estimated date of confinement. 

e. Herpes virus II in the vagina. 

H- Induction via oxytocin infusioin: administration of intravenous oxytocin (pitocin) to augment or stimulat uterine contractions: 

1. Advantages: 

a. Use a drug with predicable actions. 

b. Does not directly affect the fetus. 

c. Stimulates contractions efficiently and effectively. 

2. Disadvantages 

· Increases the risk of titanic uterine contractions and over stimulation of the uterus, which can lead to fetal distress and uterine ruptures. 

3. Indications: 

a. Prolonged rupture of membranes. 

b. Post maturity. 

c. Induction necessary because adverse maternal or fetal conditions. 

4.  Contraindications: 

a. Cephalopelvic disproportion .
b. Fetal distress. 

c. Previous uterine surgery. 

d. Over distended uterus. 

e. Abnormal fetal presentation. 
5. Nursing interventions: 

a. Assess the FHR and contraction patterns by continuous electronic monitoring. 

b. Stop the infusion immediately if fetal distress or titanic uterine contractions occur.

Fetal Presentation: 

Fetal presentation refers to the body part of the fetus that enters the pelvic inlet first "presenting part". This is the fetal part that lies over the inlet of the pelvis or the cervical. 

The three main fetal presentations are: 

1. Cephalic : the presenting part is usually the occiput portion of the fetal head , include the vertex, brow, and face. 

2. Breech: occurs when the fetal buttocks or feet enter the maternal pelvis first and the fetal skull enters last, include, frank, single or double footing, and complete breech. 

3. Shoulder presentation: occurs when the fetal shoulders present first, with the head tucked inside. 

/Post–test: put a circle in front of right sentences
1. Signs and symptoms of hypotonic uterine contraction: 

a. Prolonged latent phase.

b. Painful contractions. 

c. Weak contractions. 

d. Muscle anoxia causing constant cramping pain. 

2. Signs and symptoms of hypertonic uterine contraction is: 

a. Painful contraction causing constant cramping pain. 

b. Infrequent. 

c. Prolong active phase.

d. Can be easily indented with finger tip pressure at peak of contraction. 

3. Management of hypotonic uterine contraction (uterine inertia): 

a. Administered mild sedation. 

b. Tocolytics to reduce high uterine tone. 

c. Bad rest. 

d. Augmentation of labor with pitocin.  

4. Management of prolapsed umbilical cord all of these except one: 

a. Use of trendelenburg's position. 

b. Application of saline soaked sterile dressing over cord. 

c. Fetal heart rate monitoring. 

d. Making episiotomy . 

Key of answers

Pre-test: 
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Cesarean Section Delivery 

A/ Over view:-

1. Target population: This learning package had been designed to the first year students in the Nursing department in Institute of Medical Technology– Baghdad.

2. Rationale: This unit will aid those who want to learn the Cesarean Section Delivery also intended for students who have little or no science back ground.

3- Central ideas: 

3.1 Definition of cesarean section delivery.  

3.2 Types of cesarean section. 

3.3 Types of uterine incisions. 

3.4 Indication for cesarean section.  

3.5 Preparing the woman for surgical procedure. 

3.6 Post operative care. 

B/ Performance objectives: 

1. Define the cesarean section delivery. 

2. Identify the types of cesarean section..

3. Identify the types of uterine incisions. .  

4. Determine the indication for cesarean section. 

5. Explain the preparing the women for surgical procedure. 

6. Explain the post operation care. 

C/Pre –test: put a circle in front of right sentences
1. Transverse uterine incision is: 

a. Preferred and most common incision. 

b. Used when adhesions from previous cesarean exist. 

c. Used when fetus is a transverse lie. 

d. Used with an interiorly implanted placenta. 

2. Types of cesarean section are all of these exception: 

a. Primary and repeat CS. 

b. Emergency and elective CS. 

c. Post mortem CS. 

d. J – Shaped . 
3. Indication for cesarean section are all of these except one: 

a. Uncertain estimated date of delivery.  

b. Cephalic disproportion. 

c. Uterine dysfunction. 

d. Previous uterine surgery. 

Cesarean section delivery
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Definition: 

Cesarean section (CS) is defined as an operative procedure to deliver the fetus through incisions in the abdominal and uterine walls. 

Types of cesarean section: 

· Primary and repeat CS.

· Emergency and elective CS.

· Lower segment CS and upper segment CS.

· Postmortem CS.

· Cesarean hysterectomy. 

Uterine incisions: 

a. Transverse: 

1. Preferred and most common incision. 

2. Decreased incidence of peritonitis and postoperative adhesions. 

3. Minimal loss of blood. 

b. Classical (vertical): used when adhesions from previous cesarean exist, when the fetus is in a transverse lie, and with an anteriorly implanted placenta. 

Indications for cesarean section: 

· Cephalopelvic disproportion. 

· Uterine dysfunction. 

· Mal position or mal presentation. 

· Previous uterine surgery. 

· Complete or partial placenta previa. 

· Preexisting medical condition (for example, diabetes or cardiac disease). 

· Fetal distress. 

Preparing the women for a surgical procedure: 

1. Explain the procedure to the women. 

2. Obtain informed consent for the procedure. 

3. Assist the women and her family to prepare psychologically for the procedure. 

4. Wash the area around the proposed incision site with soap and water. 

5. Clip the pubic hair to reduce wound infection.

6. in an elective CS, keep the women fasting from the nigh before. 

7. insert a Foley catheter into the bladder and monitor output and clarity of urine. 

8. Check fetal heart sound just before surgery. 

Post operative care: 

1. Position the woman on her side with her head slightly extended to ensure a clear airway. 

2. Check vital signs (pulse , BP, respiratory rate) and temperature every 15 minutes during the first hour, then every 30 min, for the next hour. 

3. Give 1.7 transfusion if necessary. 

4. Evaluate for vaginal bleeding and uterine contractions every half hour in the first two hours after CS then every 4 hours for 24 hours. 

5. After surgical procedure, wait until bowel sound are heard before giving liquids. 

6. Ensure the woman is eating a regular diet prior to discharge from the hospital. 

7. The wound should be clean and dry, without evidence of infection prior to the women's discharge from the hospital. 

8. if the urine is clear, remove the catheter eight hours after surgery or after the first postoperative night. 

9. If there were sings of infection or the woman currently has a fever, continue prophylactic antibiotics given at the time of the operation until the woman is fever free for 48 hours. 

Encourages early ambulation that enhances circulation, and encourage deep breathing, foot and leg exercises and mobilize as soon as possible, usually within 24 hours.
/Post –test: put a circle in front of right sentences

1. Types of cesarean section are all of these exception: 

a. Primary and repeat CS. 

b. Emergency and elective CS. 

c. Post mortem CS. 

d. J – Shaped . 

2. Indication for cesarean section are all of these except one: 

a. Uncertain estimated date of delivery.  

b. Cephalic disproportion. 

c. Uterine dysfunction. 

d. Previous uterine surgery. 

3. Transverse uterine incision is: 

a. Preferred and most common incision. 

b. Used when adhesions from previous cesarean exist. 

c. Used when fetus is a transverse lie. 

d. Used with an interiorly implanted placenta. 

Key of answers
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