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Goals of prenatal care Prenatal care: 

The nurse assists the health care provider in evaluating the expectant 

family’s physical, psychological, and social needs and teaches the woman 

self-care. 

 The major goals of prenatal care are as follows:  

• Promote the health of the mother, fetus, newborn, and family.  

• Ensure a safe birth for mother and child by promoting good health habits 

and reducing risk factors. 

 • Teach health habits that may be continued after pregnancy. 

 • Educate in self-care for pregnancy.  

• Develop a partnership with parents and family to provide continuous and 

coordinated health care.  

• Provide physical care.  

• Prepare parents for the responsibilities of parenthood. 



The major roles of the nurse during prenatal care include: 

1.  collecting data from the pregnant woman, 

2.  identifying and reevaluating risk factors, educating in self-care,  

3. providing nutrition counseling, and 

4.  promoting the family’s adaptation to pregnancy. 



Preconception care : 

Optimal obstetric care includes the following: 

 • Preconception care: Includes  

preparation for the impact the newborn will have on family dynamics and 

preparation and follow-up of the preconception interview.  

• Prenatal care: Involves the monitoring, care, and management of issues 

arising during pregnancy.  

• Intrapartum care:  

Involves the continuous presence and support of the parents by a labor and 

delivery nurse or doula during the birth process. 

 • Postpartum care:  

• Involves supporting the adjustment after birth including encouragement 

to breast feed, skin-to-skin contact, and bonding while reducing 

separations and interruptions. 

•  Early discharge to a busy household can interfere in mother–infant 

bonding in early postpartum days. 

•  Follow-up care of mother and infant is important. 



• Prenatal visits Ideally health care for childbearing begins before conception.  

• Preconception care identifies risk factors that may be changed before 

conception to reduce their negative impact on the outcome of pregnancy. 

•  For example, the woman may be counseled about how to improve her 

nutritional state before pregnancy or may receive immunizations to 

prevent infections that would be harmful to the developing fetus.  

• An adequate folic acid intake before conception can reduce the incidence of 

congenital anomalies . 

• Some risk factors cannot be eliminated, such as preexisting diabetes, but 

preconception care helps the woman to begin pregnancy in the best possible 

state of health.  

• Prenatal care should begin, if not before conception, as soon as a woman 

suspects that she is pregnant.  

• A complete history and physical examination will help identify problems that 

may affect the woman or her fetus.  



The history should include the following: 

 • Obstetric history:  

Number and outcomes of past pregnancies; problems in the mother or infant  

• Menstrual history:  

Usual frequency of menstrual cycles and duration of flow; first day of the last 

normal menstrual period (LNMP); any ―spotting‖ since LNMP  

• Contraceptive history: 

 Type used; whether an oral contraceptive was taken before the woman realized 

she might be pregnant; whether an intrauterine device is still in place  

• Medical and surgical history:  

Infections such as hepatitis or pyelonephritis; surgical procedures; trauma that 

involved the pelvis or reproductive organs  

• Family history of the woman and her partner: 

 To identify genetic or other factors that may pose a risk for the pregnancy  

• Health history of the woman and her partner:  

To identify risk factors (e.g., genetic defects or use of alcohol, drugs, or 

tobacco) and possible blood incompatibility between the mother and the fetus  

• Psychosocial history of the woman and her partner: 

 To identify stability of lifestyle and ability to parent a child; significant cultural 

practices or health beliefs that may affect the pregnancy  



• The woman has a complete physical examination on her first visit to 

evaluate her general health, determine her baseline weight and vital 

signs, evaluate her nutritional status, and identify current physical or 

social problems. 

•  A pelvic examination is performed to evaluate the size, adequacy, 

and condition of the pelvis and reproductive organs and to assess for 

signs of pregnancy . 



• The woman’s estimated date of delivery (EDD) is calculated based 

on LNMP.  

• An ultrasound examination may be done at this visit or at a later 

visit to confirm EDD. 

•  An assessment for risk factors that may affect the pregnancy is 

performed during the first visit and is updated at subsequent visits.  

• The recommended schedule for prenatal visits in an uncomplicated 

pregnancy is as follows:  

• Conception to 28 weeks—every 4 weeks  

• 29 to 36 weeks—every 2 to 3 weeks  

• 37 weeks to birth—weekly  



The pregnant woman is seen more often if complications arise.  

Routine assessments made at each prenatal visit include the 

following: 

1- • Review of known risk factors and assessment for new ones.  

2-• Vital signs: The woman’s blood pressure should be taken in 

the same arm and in the same position (horizontal and at heart 

level) each time for accurate comparison with her baseline value.  

3-• Weight to determine if the pattern of gain is normal: 

1.  Low prepregnancy weight or inadequate gains are risk 

factors for preterm birth, a low-birth-weight infant, and 

other problems. 

2.  A sudden, rapid weight gain is often associated with 

gestational hypertension.  

4-• Urinalysis for protein, glucose, and ketone levels.  



5-• Blood glucose screening between 24 and 28 weeks gestation:  

Additional testing is done if the result of this screening test is abnormal.  

6-• Hematocrit, group B streptococcus, and sexually transmitted 

infection testing may also be performed at 36 weeks gestation.  

7-• Fundal height to determine if the fetus is growing as expected and the 

volume of amniotic fluid is appropriate . 

• Leopold’s maneuvers to assess the presentation and position of the fetus 

by abdominal palpation (usually at about 36 weeks gestation).  

8- • Fetal heart rate: During very early pregnancy, the fetal heart rate is 

measured with a Doppler transducer; in later pregnancy, it may also be heard 

with a fetoscope.  

Beating of the fetal heart can be seen on ultrasound examination 8 

weeks after LNMP.  

• Fetal activity (―kick count‖) assessment may be done at 28 weeks and 

repeated as needed . 

9-• Review of nutrition for adequacy of calorie intake and specific 

nutrients.  

10• Discomforts or problems that have arisen since the last visit. 



Definition of terms  

The following terms are used to describe a woman’s obstetric history:  

• Gravida: Any pregnancy, regardless of duration; also, the number of 

pregnancies including the one in progress.  

• Nulligravida: A woman who has never been pregnant.  

• Primigravida: A woman who is pregnant for the first time. 

 • Multigravida: A woman who has been pregnant before, regardless of 

the duration of the pregnancy.  

• Para: A woman who has given birth to one or more children who 

reached the age of viability (20 weeks gestation), regardless of the 

number of fetuses delivered and regardless of whether those children are 

now living. 

 • Primipara: A woman who has given birth to her first child (past the 

point of viability), regardless of whether the child was alive at birth or is 

now living. 

 The term is also used informally to describe a woman before the birth 

of her first child.  



• Multipara: A woman who has given birth to two or more children 

(past the point of viability), regardless of whether the children were alive 

at birth or are presently alive. The term is also used informally to 

describe a woman before the birth of her second child.  

• Nullipara: A woman who has not given birth to a child who reached 

the point of viability.  

• Abortion: Termination of pregnancy before viability (20 weeks 

gestation), either spontaneous or induced.  

• Gestational age: Prenatal age of the developing fetus calculated from 

the first day of the woman’s LNMP.  

• Fertilization age: Prenatal age of the developing fetus as calculated 

from the date of conception; approximately 2 weeks less than the 

gestational age.  

• Age of viability: A fetus that has reached the stage (usually at 20 

weeks) where it is capable of living outside of the uterus. 



• The word gravida indicates the number of pregnancies.  

• The word para indicates the outcome of the pregnancies. 

•  The gravida number increases by 1 each time a woman is pregnant, 

whereas the para number increases only when a woman delivers a fetus 

of at least 20 weeks gestation. 

•  For example, a woman who has had two spontaneous abortions 

(miscarriages) at 12 weeks gestation, has a 3-year-old son, and is now 32 

weeks pregnant would be described as gravida 4, para 1, abortions 2.  





Determining the estimated date of delivery : 

• The average duration of a term pregnancy is 40 weeks (280 

days) after the first day of the LNMP. 

•  Nägele’s rule is used to determine EDD.  

• To calculate EDD, one identifies the first day of LNMP, 

counts backward 3 months, and then adds 7 days . 

• The year is updated if applicable. 

•  EDD is an estimated date, and many normal births occur 

before or after this date.  

• EDD may also be determined with a gestation wheel, an 

electronic calculator designed for this purpose, 

•  a physical examination,  

• an ultrasound, or a combination of these methods. 



Methods to estimate the due date include: 

 • The LMNP plus 280 days  

• Using Nägele’s rule  

• If the LMNP is unknown, or the abdominal ultrasound in 

the first trimester differs from Nägele’s calculation by more 

than 5 days, a crown-rump length on ultrasound can be used 

to determine EDD. 

 An abdominal ultrasound after 14 weeks gestation can use 

the biparietal diameter, head circumference, abdominal 

circumference, and femur length to confirm EDD . 

 

Pregnancy is divided into three 13-week parts called 

trimesters. Predictable changes occur in the woman and the 

fetus in each trimester. 
  



Diagnosis of pregnancy  

The signs of pregnancy are divided into three general groups:  

presumptive, probable, and positive,  

Signs of Pregnancy Presumptive  

1. Amenorrhea 

2.  Nausea  

3. Breast tenderness 

4.  Deepening pigmentation 

5.  Urinary frequency 

6.  Quickening  

Probable  

1. Goodell’s sign  

2. Chadwick’s sign  

3. Hegar’s sign  

4. McDonald’s sign 

5.  Abdominal enlargement 

6.  Braxton Hicks contractions  

7. Ballottement 

8.  Striae 

 Positive  

1. pregnancy test  

2. Positive Audible fetal heartbeat 

3.  Fetal movement felt by examiner  

4. Ultrasound visualization of fetus 



Presumptive Signs of Pregnancy  

• The presumptive indications of pregnancy are those from which a definite 

diagnosis of pregnancy cannot be made.  

• These signs and symptoms are common during pregnancy but can often be 

caused by other conditions. 

•  Amenorrhea, the cessation of menses, in a healthy and sexually active 

woman is often the first sign of pregnancy.  

• However, strenuous exercise, changes in metabolism and endocrine 

dysfunction, chronic disease, certain medications, anorexia nervosa, early 

menopause, or serious psychological disturbances may also be the cause. 

•  Nausea and sometimes vomiting occur in at least half of all pregnancies; 

it may be the result of an increase of human chorionic gonadotropin (hCG) 

levels in early pregnancy and is not associated with unfavorable outcomes 

for mother or infant .―Morning sickness‖ describes the symptoms, but they 

may occur at any time of day.  

• Distaste for certain foods or even their odors may be the main complaint.  

• The nausea begins about 4 weeks after the LNMP and usually improves 

by the end of the 20th week.  



• prenatal visits, the nurse can offer interventions and supportive care that can 

increase the quality of the pregnancy experience. 

•  Emotional problems or gastrointestinal upsets may also cause nausea and 

vomiting. 

•  When diet and lifestyle changes do not relieve morning sickness, Diclegis 

(doxylamine and pyridoxine) may be prescribed by the health care provider. 

• Breast changes include tenderness and tingling as hormones from the placenta 

stimulate growth of the ductal system in preparation for breastfeeding.  

• Similar breast changes also occur premenstrual in many women. 

•  Striae are pink-to-brown lines that may develop as the breasts enlarge 





Pigmentation changes occur primarily in dark-skinned women. Common skin 

changes of pregnancy include increased pigmentation of the face (chloasma, 

or ―mask of pregnancy‖), 

 breasts (darkening of the areolae), and abdomen (linea nigra, a line 

extending in the midline of the abdomen from just above the umbilicus to 

the symphysis pubis) . 





Frequency and urgency of urination are common in the early months of 

pregnancy. 

•  The enlarging uterus, along with the increased blood supply to the 

pelvic area, exerts pressure on the bladder.  

• Urinary frequency occurs in the first trimester until the uterus expands 

and becomes an abdominal organ in the second trimester.  

• The pregnant woman experiences frequency of urination again in the 

third trimester when the presenting part descends in the pelvis in 

preparation for birth.  

• Causes of urinary disturbances other than pregnancy are urinary tract 

infections and pelvic masses.  

• Fatigue and drowsiness are early symptoms of pregnancy.  

• It is believed that fatigue is caused by increased metabolic needs of the 

woman and fetus. 

• However, illness, stress, or sudden changes in lifestyle may also cause 

fatigue. 

•   



Quickening, fetal movement felt by the mother, is first perceived at 16 to 20 

weeks of gestation as a faint fluttering in the lower abdomen. 

 Women who have previously given birth often report quickening at an earlier 

stage because they know how to identify it.  

Abdominal gas, 

 normal bowel activity, 

  



Probable signs of pregnancy  

• The probable indications of pregnancy provide stronger evidence of 

pregnancy. 

•  Goodell’s sign is the softening of the cervix and the vagina caused by 

increased vascular congestion.  

• Chadwick’s sign is the purplish or bluish discoloration of the cervix, 

vagina, and vulva caused by increased vascular congestion.  

• Hormonal imbalance or infection may also cause both Goodell’s and 

Chadwick’s signs.  

• Hegar’s sign is a softening of the lower uterine segment.  

• Because of the softening, 

•  it is easy to flex the body of the uterus against the cervix, which is 

known as McDonald’s sign. 

•  Abdominal and uterine enlargement occurs irregularly at the onset of 

pregnancy.  

• By the end of the 12th week, the uterine fundus may be felt just above 

the symphysis pubis, and it extends to the umbilicus between 20 and 

22 weeks . 

• Uterine or abdominal tumors may also cause enlargement. 





• Braxton Hicks contractions: 

•  are irregular, painless uterine contractions that begin in the second 

trimester. 

•  These contractions give the sensation of the abdomen being hard and tense.  

• They become progressively more noticeable as term approaches and are more 

pronounced in multiparas.  

• They may become strong enough to be mistaken for true labor. 

•  Uterine fibroids (benign tumors) may also cause these contractions. 

•  Ballottement is a maneuver by which the fetal part is displaced by a light tap 

of the examining finger on the cervix, and then the part rebounds quickly. 

•  Uterine or cervical polyps (small tumors) may cause the sensation of 

ballottement on the examiner’s finger.  

• Fetal outline may be identified by palpation after the 24th week.  

• It is possible to mistake a tumor for a fetus.  
 



Abdominal striae: 

 (stretch marks) are fine, pinkish white or purplish gray lines that some women 

develop when the elastic tissue of the skin has been stretched to its capacity .  

Increased amounts of estrogen cause an increase in adrenal gland activity.  

This change to the stretching, is believed to cause breakdown and atrophy of the 

underlying connective tissue in the skin. 

 Striae are seen on the breasts, thighs, abdomen, and buttocks. 

 After pregnancy, the striae lose their bright color, and they become thin, silvery 

lines. 

 Striae may occur with skin stretching from any cause, such as weight gain.  

Pregnancy tests : 

use maternal urine or blood to determine the presence of hCG, a hormone 

produced by the chorionic villi of the placenta.  

Home pregnancy tests based on the presence of hCG in the urine are capable of 

greater than 97% accuracy 

 Professional pregnancy tests are based on urine or blood serum levels of hCG, 

and they are more accurate. 

Pregnancy tests of all types are probable indicators because several factors may 

interfere with their accuracy, including medications such as antianxiety or 

anticonvulsant drugs, blood in the urine, malignant tumors, or premature 

menopause. 



Positive signs of pregnancy: 

1.  Only a developing fetus causes positive signs of pregnancy. 

2.  These include demonstration of fetal heart activity, 

3.  fetal movements felt by an examiner,  

4. and visualization of the fetus with ultrasound.  

Fetal heartbeat may be detected by 10 weeks gestation by using a Doppler 

device.  

The examiner can detect the fetal heartbeat using a fetoscope between 18 and 

20 weeks of pregnancy. 

 When the fetal heartbeat is heard with a fetoscope, this is important because 

it provides another marker of the approximate midpoint of gestation.  

When assessing the fetal heartbeat with a Doppler device or fetoscope, 

the woman’s pulse rate must be assessed at the same time to be certain 

that the fetal heart is what is actually heard.  

The fetal heart rate at term ranges between a low of 110 to 120 beats/min 

and a high of 150 to 160 beats/min.  

The rate is higher in early gestation and slows as term approaches 



• Additional sounds that may be heard while assessing the fetal heartbeat are the 

uterine souffles.  

• Uterine soufflé le is a soft blowing sound heard over the uterus during 

auscultation.  

• The sound is synchronous with the mother’s pulse and is caused by blood 

entering the dilated arteries of the uterus. 

•  The phonic soufflé is a soft swishing sound heard as the blood passes through 

the umbilical cord vessels. 

• Fetal movements can be seen with ultrasound. 

•  Identification of the embryo or fetus by means of ultrasound photography of the 

gestational sac is possible at 4 to 5 weeks gestation with 100% reliability.  

• This noninvasive method is the earliest positive sign of a pregnancy. 

•  An ultrasound is often routinely performed around 20 weeks gestation 



Physiological changes in pregnancy : 
• Endocrine system Hormones are essential to maintain pregnancy, and the 

dramatic increase in hormones during pregnancy affects all body systems. 

•  Most hormones are produced by the corpus luteum initially and later 

by the placenta.  

• The most striking change in the endocrine system during pregnancy is the 

addition of the placenta as a temporary endocrine organ that produces 

large amounts of estrogen and progesterone to maintain the pregnancy 

(as well as hCG and human placental lactogen [hPL]).  

• hPL increases maternal insulin resistance during pregnancy, providing 

the fetus with glucose needed for growth. 





Reproductive system : 

Before pregnancy, the uterus is a small, muscular, pear-shaped pelvic organ that 

weighs about 60 g (2 oz) .The uterus expands gradually during pregnancy by 

increasing both the number of myometrial (muscle) cells during the first trimester 

and the size of individual cells during the second and third trimesters.  

At term, the uterus reaches the woman’s xiphoid process and weighs about 1000 g 

(2.2 lb). 

 Its capacity is about 5000 mL (5 quarts), enough to house the term fetus, placenta, 

and amniotic fluid. 

 Cervix Soon after conception: 

changes in color and consistency. Chadwick’s and Goodell’s signs appear.  

The glands of the cervical mucosa increase in number and activity.  

Secretion of thick mucus leads to the formation of a mucous plug that seals the 

cervical canal.  

The mucous plug prevents the ascent of vaginal organisms into the uterus. 

 With the beginning of cervical thinning (effacement) and opening (dilation) 

near the onset of labor, the plug is loosened and expelled.  

Ovaries : 

The ovaries do not produce ova (eggs) during pregnancy. 

 The corpus luteum (empty graafian follicle) remains on the ovary and 

produces progesterone to maintain the decidua (uterine lining) during the first 

6 to 7 weeks of the pregnancy until the placenta can perform this function 



Vagina  

The vaginal blood supply increases, causing the bluish color of Chadwick’s sign.  

The vaginal mucosa thickens, and rugae (ridges) become prominent.  

The connective tissue softens to prepare for distention as the child is born. 

 Vaginal secretions increase. 

 In addition, the vaginal pH becomes more acidic to protect the vagina and uterus 

from pathogenic microorganisms. 

Breasts Hormone-induced  

breast changes occur early in pregnancy. 

 High levels of estrogen and progesterone prepare the breasts for lactation. 

 The areolae of the breasts usually become deeply pigmented, and sebaceous 

glands in the nipples (tubercles of Montgomery) become prominent.  

The tubercles secrete a substance that lubricates the nipples.  

In the last few months of pregnancy, a thin yellow fluid called colostrum may 

be expressed from the breasts.  

This ―premilk‖ is high in protein, fat-soluble vitamins, and minerals, but it is low 

in calories, fat, and sugar. 

 Colostrum contains the mother’s antibodies to diseases and is secreted for the first 

2 to 3 days after birth in the breastfeeding woman. 



Respiratory system  

• The pregnant woman breathes more deeply, but her respiratory rate increases 

only slightly.  

• These changes increase oxygen and carbon dioxide exchange because she 

moves more air in and out with each breath. 

•  Oxygen consumption increases by 15% during pregnancy. 

•  The expanding uterus exerts upward pressure on her diaphragm, causing it 

to rise about 4 cm (1.6 inch).  

• To compensate, her rib cage flares, increasing the circumference of the chest 

about 6 cm (2.4 inches).  

• Dyspnea may occur until the fetus descends into the pelvis (lightening), 

relieving upward pressure on the diaphragm. 

•  Increased estrogen levels during pregnancy cause edema or swelling of 

the mucous membranes of the nose, pharynx, mouth, and trachea. 

•  The woman may have nasal stuffiness, epistaxis (nosebleeds), and 

changes in her voice. 

•  A similar process occurs in the ears, causing a sense of fullness or earaches.  



Cardiovascular system : 

The growing uterus displaces the heart upward and to the left. 

 The blood volume gradually increases (hypervolemia) to about 45% greater than 

that of the prepregnant state by 32 to 34 weeks gestation, at which time it levels 

off or declines slightly.  

This increase provides added blood for the following purposes: 

 • Exchange of nutrients, oxygen, and waste products within the placenta  

• Needs of expanded maternal tissue  

• Reserve for blood loss at birth 



• Cardiac output increases because more blood is pumped from the heart with 

each contraction, the pulse rate increases by 10 to 15 beats/min, and the basal 

metabolic rate may increase 20% during pregnancy.  

• Blood pressure does not increase with the higher blood volume because 

resistance to blood flow through the vessels decreases.  

• A blood pressure of 140/90 mm Hg or a significant elevation above the woman’s 

baseline measurement calls for attention.  

• Supine hypotension syndrome, also called aortocaval compression or vena cava 

syndrome, may occur if the woman lies on her back . 

• The supine position allows the heavy uterus to compress her inferior vena cava, 

reducing the amount of blood returned to her heart.  

• Circulation to the placenta may also be reduced by increased pressure on the 

woman’s aorta, resulting in fetal hypoxia.  

• Symptoms of supine hypotension syndrome include faintness, lightheadedness, 

dizziness, and agitation.  

• Displacing the uterus to one side by turning the patient (preferably to the left) is 

all that is needed to relieve the pressure. 

•  If the woman must remain flat for any reason, a small towel roll placed under 

one hip will also help to prevent supine hypotension syndrome. 





• Orthostatic hypotension may occur whenever a woman rises from a 

recumbent position, resulting in faintness or lightheadedness. 

•  Cardiac output decreases because venous return from the lower body 

suddenly drops. 

•  Palpitations (sudden increase in heart rate) may occur from increases in 

thoracic pressure, particularly if the woman moves suddenly.  

• The fluid part of the blood increases more than the erythrocyte 

component. 

•  This leads to a dilutional anemia or pseudoanemia (false anemia).  

• As a result, the normal prepregnant hematocrit level of 36% to 48% 

may fall to 33% to 46%. 

•  Although this is not true anemia, the hematocrit count is reevaluated to 

determine patient status and needs.  

• The white blood cell (leukocyte) count also increases about 8% (mostly 

neutrophils) and returns to prepregnant levels by the sixth day postpartum 





• There are increased levels of clotting factors VII, VIII, and X and plasma 

fibrinogen during the second and third trimesters of pregnancy.  

• This hypercoagulability state helps prevent excessive bleeding after delivery 

when the placenta separates from the uterine wall. 

•  these changes increase the possibility of thrombophlebitis during 

pregnancy and are the reason that the pregnant patient requires careful 

assessment for this risk and specific teaching to prevent venous stasis that 

can lead to thrombophlebitis.  

 

• The increased interest in physical fitness has resulted in many pregnant 

women continuing to exercise during pregnancy.  

• The effects of exercise on the cardiovascular system that already has an 

increased blood volume, increased cardiac output, and increased coagulability 

during pregnancy must be reviewed before an exercise plan is implemented.  

• Venous pressure may increase in the femoral veins as the size and weight 

of the uterus increase, resulting in varicose veins in the legs of some 

women. 



• The demands of the growing fetus increase the woman’s appetite and 

thirst.  

• The acidity of gastric secretions is decreased; emptying of the stomach and 

motility (movement) of the intestines are slower.  

• Women often feel bloated and may experience constipation and 

hemorrhoids. 

•  Pyrosis (heartburn) is caused by the relaxation of the cardiac 

sphincter of the stomach, which permits reflux (backward flow) of the 

acid secretions into the lower esophagus.  

• Glucose metabolism is altered because of increased insulin resistance 

during pregnancy.  

• This allows more glucose use by the fetus but also places the woman at 

risk for the development of gestational diabetes mellitus.  

• Progesterone and estrogen relax the muscle tone of the gallbladder, 

resulting in the retention of bile salts, and this can lead to pruritus (itching 

of the skin) during pregnancy. 

•  Urinary system The urinary system excretes waste products for both 

the mother and the fetus during pregnancy 



Gastrointestinal system The growing uterus displaces the 

stomach and intestines toward the back and sides of the 

abdomen . 

Increased salivary secretion (ptyalism) sometimes affects 

taste and smell.  

The mouth tissues may become tender and bleed more easily 

because of increased blood vessel development caused by 

high estrogen levels.  

Contrary to popular belief, teeth are not affected by pregnancy.  





Urinary system  

• The urinary system excretes waste products for both the mother and the fetus 

during pregnancy.  

• The glomerular filtration rate of the kidneys increases.  

• The renal tubules increase the reabsorption of substances that the body needs to 

conserve, but the tubules may not be able to keep up with the high load of some 

substances filtered by the glomeruli (e.g., glucose).  

• Therefore glycosuria and proteinuria are more common during pregnancy. 

•  Water is retained because it is needed for increased blood volume and for 

dissolving nutrients that are provided for the fetus.  

• The relaxing effects of progesterone cause the renal pelvis and ureters to lose 

tone, resulting in decreased peristalsis to the bladder. 

•  The diameter of the ureters and the bladder capacity increase because of the 

relaxing effects of progesterone, causing urine stasis.  

• The combination of urine stasis and nutrient-rich urine makes the pregnant 

woman more susceptible to urinary tract infection. 

•  Consuming at least eight glasses of water each day reduces the risk for urinary 

tract infection. 

•  Although the bladder can hold up to 1500 mL of urine, the pressure of the 

enlarging uterus causes increasing frequency of urination, especially in the first 

and third trimesters. 



•  Changes in the renal system may take 6 to 12 weeks after delivery to 

return to the prepregnant state. 

• Fluid and Electrolyte Balance The increased glomerular filtration rate in 

the kidneys increases sodium filtration by 50%, but the increase in the 

tubular resorption rate results in 99% reabsorption of the sodium.  

• Sodium retention is influenced by many factors including elevated 

levels of the hormones of pregnancy. 

•  Although the fetus uses much of the sodium, the remainder is in the 

maternal circulation and can cause a maternal accumulation of water 

(edema).  

• This fluid retention may cause a problem if the woman in labor is 

given intravenous fluids containing oxytocin (Pitocin), which has an 

antidiuretic effect and can result in water intoxication.  

• Agitation and delirium—possible signs of water intoxication should be 

recorded and reported, and an accurate intake and output record should be 

kept during labor and the immediate postpartum phase. 

•  In pregnancy, blood is slightly more alkaline than in the nonpregnant state, 

and this mild alkalemia is enhanced by the hyperventilation that often 

occurs during pregnancy.  

• This status does not affect a normal pregnancy. 



• Integumentary and skeletal systems The high levels of hormones produced 

during pregnancy cause a variety of temporary changes in the integument 

(skin) of the pregnant woman.  

• the pigmentary changes, the sweat and sebaceous glands of the skin become 

more active to dissipate heat from the woman and fetus.  

• Small red elevations of skin with lines radiating from the center, called spider 

nevi, may occur.  

• The palms of the hands may become deeper red. 

•  Most skin changes are reversed shortly after giving birth.  

• The woman’s posture changes as her child grows within the uterus.  

• The anterior part of her body becomes heavier with the expanding uterus, and 

the lordotic curve in her lumbar spine becomes more pronounced. 



•  The woman often experiences low backaches, and, in the last few 

months of pregnancy, rounding of the shoulders may occur along with 

aching in the cervical spine and upper extremities.  

• The pelvic joints relax with hormonal changes during late pregnancy 

and entry of the fetal presenting part into the pelvic brim in the last 

trimester.  

• A woman often has a ―waddling‖ gait in the last few weeks of 

pregnancy because of a slight separation of the symphysis pubis. 

 



• Nutrition for pregnancy and lactation Good nutrition is vital to 

good health and essential for normal growth and development.  

• Good nutritional habits begun before conception and continued 

during pregnancy promote adaptation to the maternal and fetal 

needs. 

• During pregnancy and lactation, an adequate dietary intake of 

docosahexaenoic acid–omega 3 fatty acid (DHA) is essential for 

optimal brain development of the fetus and infant.  

• Dietary sources are preferred . 

•  Fish oil supplements in pregnancy may be associated with a 

decrease in asthma and wheezing in the offspring.  



Critical thinking questions  

1. Mrs. Switzer says she is anxious to complete the clinic appointment 

because she wants to ―light up a cigarette.‖ What is your major concern 

about her smoking?  

What interventions would be appropriate? 

 

1. Mrs. Switzer states that her dietary pattern is heavily influenced by her 

perceived ―food cravings,‖ which have occurred increasingly in the past 

month. 

 What would be your approach to this problem? 



Weight gain  

Evidence shows that low maternal weight gain is associated with 

complications such as preterm labor, and recommendations for weight 

gain during pregnancy have gradually increased. 

 Guidelines for weight gain during pregnancy are based on the woman’s 

prepregnant weight and body mass index (BMI).  

The BMI considers the height and weight of the average American adult. 

 Women with a BMI of 18.5 to 24.9 are considered normal weight,  

women with a BMI of less than 18.5 are considered underweight,  

women with a BMI of 25 to 25.9 are considered overweight, 

 and women with a BMI greater than 30 are considered obese.  



Distribution of Weight Gain in Pregnancy 



Nutritional requirements during pregnancy: 

•  A calorie increase of about 340 cal/day in the second trimester and 450 

cal/day in the third trimester is recommended to provide for the growth of 

the fetus, placenta, amniotic fluid, and maternal tissues; 340 cal is not a 

large increase.  

• A banana, a carrot, a piece of whole wheat bread, and a glass of low-fat 

milk total about 340 cal.  

• A half of a roast beef sandwich on whole wheat bread and a fresh green 

salad added to a healthy diet would also meet the added caloric 

requirement. 

•  Caloric intake must be nutritious to have beneficial effects on pregnancy. 

•  Four nutrients are especially important in pregnancy: protein, 

calcium, iron, and folic acid. The amounts required 



Protein Added  

• protein is needed for metabolism and to support the growth and repair 

of maternal and fetal tissues.  

• The best sources of protein are meat, fish, poultry, and dairy products. 

Beans, lentils, and other legumes; breads and cereals; and seeds and 

nuts in combination with another plant or animal protein can provide all 

the amino acids (components of protein) needed.  

• The complementary foods must be eaten together because all the amino 

acids necessary for building tissues (essential amino acids) must be 

present at the same time.  

• Raw meat and raw eggs can be contaminated and should be avoided 

during pregnancy and lactation. 

•  Pregnant women should not eat swordfish, shark, or king mackerel, as 

they contain high levels of mercury, which can be harmful to the brain 

of the developing fetus. 



Calcium 

•  Pregnancy and lactation increase calcium requirements by nearly 

50%. The DRI of calcium for pregnant women is 1000 mg. 

•  Dairy products are the most plentiful source of this nutrient.  

• Calcium supplements are necessary for women who do not drink 

milk (or do not eat sufficient amounts of equivalent products). 

•  Supplements are also necessary for women younger than 25 years 

of age because their bone density is not complete. 

•  Calcium supplements should be taken separately from iron 

supplements for best absorption.  

• An adequate intake of vitamin D is required to enhance calcium 

absorption. 



• Iron 

•  Pregnancy causes a heavy demand for iron because the fetus must store an 

adequate supply to meet the needs in the first 3 to 6 months after birth. 

•  In addition, the pregnant woman increases her production of erythrocytes. 

The DRI is 15 mg/day for nonpregnant women and 30 mg/day for pregnant 

women.  

• Women who have a known iron deficiency may need more.  

• It is difficult to obtain this much iron from the diet alone, and most health 

care providers prescribe iron supplements of 27 mg/day beginning in the 

second trimester, after morning sickness decreases.  

• Taking the iron on an empty stomach improves absorption, but many 

women find it difficult to tolerate without food. 

•  It should not be taken with coffee or tea or with high-calcium foods such 

as milk. Vitamin C (ascorbic acid) may enhance iron absorption.  

• Iron comes in two forms, heme (found in red and organ meats) and non-

heme (found in plant products). 

•  The body absorbs heme iron best. 

•  Non-heme plant foods that are high in iron include molasses, whole grains, 

iron-fortified cereals and breads, dried fruits, and dark-green, leafy 

vegetables. 



Vitamins and Minerals : 

• Although adequate intake of vitamins is essential during pregnancy, and 

supplements in the form of prenatal vitamins are routinely prescribed, excess 

intake of some vitamins can result in problems.  

• For example, excess vitamin A can cause fetal anomalies and cardiac defects, 

and intake should not exceed 3000 mcg/day.  

• Vitamin B6 (pyridoxine) is often prescribed to reduce the nausea of 

pregnancy, but excess intake can cause numbness and muscle weakness.  

• An adequate intake of zinc is required during pregnancy especially in 

vegetarians and vegan diets, because whole grains decrease zinc absorption.  

• Copper and zinc are part of the prenatal vitamin formula. 

•  Most vitamins essential during pregnancy are part of the prenatal vitamin 

supplement prescribed for pregnant women.  



Iron should be taken between meals if possible and with orange juice or a 

source of vitamin C to enhance absorption.  

• Iron and calcium should not be taken together at the same time.  

• to obtain adequate vitamin D intake from prenatal vitamins. Egg yolk, 

salmon, cod liver oil, and fortified milk are good sources of vitamin D. 

Vitamin D needs sunlight to be metabolized properly in the body. A 5- to 10- 

minute exposure of the arms, legs, and face to the sun two to three times a 

week is adequate . 

• A prenatal deficiency in vitamin D has been related to the occurrence of 

multiple sclerosis in the newborn as an adult . 



Folic Acid  

Folic acid (folacin or folate) is a water-soluble B vitamin essential 

for the formation and maturation of both red and white blood cells 

in bone marrow.  

This vitamin can also reduce the incidence of neural tube defects 

such as spina bifida and anencephaly when taken before 

conception, as neural tube defects can form as early as 28 weeks 

gestation.  

Studies have shown that supplementation for 3 months before 

pregnancy may also prevent autism and reduce congenital heart 

disease . 



• Food sources of folic acid are liver; lean beef; kidney and lima 

beans; dried beans; potatoes; whole-wheat bread; peanuts; and 

fresh, dark-green, leafy vegetables. 

 

• Folic acid supplements in nonpregnant women have been shown 

to be of value in decreasing cervical dysplasia and bacterial 

vaginosis but should be used with care in patients taking 

anticonvulsant drugs or oral contraceptives. 



• Fluids The pregnant: 

•  woman should drink 8 to 10 8-oz glasses of fluid each day, most of which 

should be water.  

• The woman should limit her daily caffeine consumption to two cups of coffee 

or their equivalent.  

• Women at risk for insufficient amniotic fluid (oligohydramnios) have had 

successful outcomes by increasing their daily fluid intake . 

• Sodium Sodium intake is essential for maintaining normal sodium levels in 

plasma, bone, brain, and muscle because both tissue and fluid expand during 

the prenatal period.  

• Sodium should not be restricted during pregnancy, but foods high in sodium 

such as lunch meats and chips or using additional salt at mealtime should be 

avoided during pregnancy.  

• Diuretics to rid the body of excess fluids are not recommended for healthy 

pregnant women because they reduce fluids necessary for the fetus.  

• The added fluid during pregnancy supports the mother’s increased blood 

volume.  



• Pica 

•  Pica refers to the craving for and ingestion of nonfood substances such 

as clay, starch, raw flour, and cracked ice.  

• Ingestion of small amounts of these substances may be harmless, but 

frequent ingestion in large amounts may cause significant health problems. 

•  Starch can interfere with iron absorption, and large amounts of clay may 

cause fecal impaction. 

• Pica is a difficult habit to break, and the nurse often becomes aware of the 

practice when discussing nutrition, food cravings, and myths with the 

pregnant woman.  

• The nurse should educate the pregnant woman in a nonjudgmental way 

about the importance of good nutrition so the pica habit can be eliminated or 

at least decreased. 



Gestational Diabetes  
• Calories should be evenly distributed during the day among three meals and 

three snacks to maintain adequate and stable blood glucose levels.  

• Pregnant diabetic women are susceptible to hypoglycemia (low blood glucose 

level) during the night because the fetus continues to use glucose while the 

mother sleeps. 

•  It is suggested that the final bedtime snack be one of protein and a complex 

carbohydrate to provide more blood glucose stability.  

• Glycemic control during the first and second trimesters is most important in 

preventing complications such as macrosomia (abnormally large newborn).  

• Women with uncontrolled diabetes and high fasting blood glucose levels in the 

last trimester have an increased risk of stillbirth.  



• Nutritional requirements during lactation  

• The caloric intake during lactation should be about 500 calories more than the 

nonpregnant woman’s . 

•  An indicator of adequate caloric intake is a stable maternal weight and a 

gradually increasing infant weight.  

• The maternal protein intake should be 65 mg/day so that the growing infant has 

adequate protein.  

• Calcium intake and iron intake are the same as during pregnancy to allow for the 

infant’s demand on the mother’s supply.  

• Vitamin supplements are often continued during lactation. 

•  Fluids sufficient to relieve thirst and replace fluids lost via breastfeeding should 

be taken. 

•  Drinking 8 to 10 glasses of liquids other than those containing caffeine is 

adequate. 

•  Some foods should be omitted during lactation if they cause gastric upset in the 

mother or child.  

• The mother will often identify foods that seem to upset her child.  

• Caffeine should be restricted to the equivalent of two cups of coffee each day. 

Lactating mothers should be instructed that many types of drugs can be secreted 

in varying amounts in the breast milk.  

• Drugs should be taken only with the health care provider’s advice. 



• Exercise during pregnancy  

• There is evidence that mild to moderate exercise is beneficial during 

normal pregnancy, but vigorous exercise should be avoided. 

•  The nurse should guide the patient concerning exercise during 

pregnancy based on the understanding that the maternal circulatory 

system is the lifeline to the fetus, and any alteration can affect the 

growth and survival of the fetus.  

• The maternal cardiac status and fetoplacental reserve should be the basis 

for determining exercise levels during all trimesters of pregnancy.  

• Activities to avoid include skydiving, horseback riding, skiing, and 

scuba diving  

• A history of the exercise practices of the patient is important, and 

gathering such data is the first step in the nursing process.  

• Women who have had previous training may have a higher tolerance for 

exercise than women who have led a sedentary lifestyle.  





• Elevated temperature Exercise can elevate the maternal temperature and 

result in decreased fetal circulation and cardiac function.  

• Maternal body temperature should not exceed 38°C (100.4°F), which 

rules out the use of hot tubs and saunas during pregnancy.  

• Maternal heat exposure during the first trimester of pregnancy has been 

associated with neural tube defects and miscarriage.  

• Exercise-related increases in body temperature are more easily tolerated 

because of the normal physiology of pregnancy as it pertains to increased 

peripheral blood flow, thermal inertia from weight gain, and peripheral 

venous pooling. 

•  Monitoring the body temperature in addition to the exercise intensity is 

essential.  



• Hypotension  

• When the flat supine position is assumed and the uterus 

presses on the vena cava, the increasing size and weight of 

the uterus can cause poor venous return and result in supine 

hypotension syndrome.  

• Orthostatic hypotension can also reduce blood flow to the 

fetus. 

•  Certain exercise positions may need to be modified during 

pregnancy to avoid these problems, which can cause fetal 

hypoxia.  



• Cardiac output Pregnancy increases the workload of the heart. 

•  The increase in peripheral pooling during pregnancy results in a 

decrease in cardiac output reserves for exercise.  

• When exercise is allowed to exceed the ability of the 

cardiovascular system to respond, blood may be diverted from the 

uterus, causing fetal hypoxia.  

• Exercise increases catecholamine levels, which the placenta may 

not be able to filter, resulting in fetal bradycardia and hypoxia.  

• Strenuous and prolonged exercise causes blood flow to be 

distributed to the skeletal muscles and skin and away from the 

viscera, uterus, and placenta. 

• Exercise increases maternal hematocrit levels and uterine oxygen 

uptake, so moderate exercise will not cause decreased oxygen 

supplies to the fetus. 



• Hormones 

•  Exercise can cause changes in oxygen consumption and 

epinephrine, glucagon, cortisol, prolactin, and endorphin 

levels. 

•  In early pregnancy these hormonal changes can negatively 

affect implantation of the zygote and vascularization of the 

uterus. 

•  In late pregnancy the increases in catecholamines during 

exercise can trigger labor.  



Nursing guidance for exercise program during pregnancy. should include the 

following:  

• The woman should start with a warm-up and end with a cool-down period. 

 • Women who are beginning an exercise program should not exceed 

recommendations for moderate exercise . 

• Women who have exercised regularly at higher levels before pregnancy may 

follow more liberal guidelines of weight-bearing exercise for no more than 1 

hour three to five times a week. 

 • Exercise combined with a balanced diet that is rich in unprocessed, non-root 

vegetables, nuts, fruits, and whole-grain breads is beneficial during pregnancy. 

Eating 2 to 3 hours before exercise and immediately after exercise is 

recommended.  

• The woman should avoid scuba diving below a depth of 30 feet or exercising 

in altitudes above 8000 feet during pregnancy.  

• The woman should avoid becoming overheated and should drink plenty of 

water during exercise.  

• Intensity of exercise should be modified according to the ―talk test‖ (should 

be able to complete a conversational sentence without taking an extra breath). 



• Smoking during pregnancy  

• Maternal smoking during pregnancy has been shown to 

have a deleterious effect on the neural development of the 

fetus.  

• Studies have shown a relationship between maternal 

smoking and psychiatric disorders in the offspring, such 

as schizophrenia and attention-deficit hyperactivity 

disorder . 

• The nurse should discuss the habit of smoking and drug 

use during early prenatal care. 



• Travel during pregnancy  

• Many women choose to maintain a normal lifestyle and travel 

during a normal pregnancy.  

• Air travel is generally safe for the pregnant woman up to 36 

weeks gestation, but the availability of medical care at the 

destination should be checked . 

• Because of the increased levels of clotting factors and plasma 

fibrinogen that normally occur during pregnancy, the woman 

should be counseled to avoid long periods of sitting because 

there is an increased risk of developing thromboembolism. 



Self-Care for Common Discomforts of Pregnancy 







Psychosocial adaptation to pregnancy  
• Pregnancy creates a variety of confusing feelings for all members of the 

family, whether or not the pregnancy was planned. 

•  Both parents may feel ambivalence about the pregnancy and being a parent.  

• First-time parents may be anxious about how the infant will affect their 

relationship as a couple. 

•  Parents who already have a child may wonder how they can stretch their 

energies, love, and finances to another infant and how the infant will affect 

their older child or children.  

• The nurse who provides prenatal care helps families to work through this 

phase in their lives.  

• Identifying barriers to accessing care is a primary nursing responsibility.  

• Inadequate health insurance coverage, financial problems, knowledge deficit 

concerning community resources, lack of transportation, and the need for day 

care for other children or older adult parents are examples of problems that 

can be referred to a social service worker. 



•  Frequent housing relocation may indicate domestic 

violence, legal problems, or financial difficulties that may 

need attention to ensure compliance with regular prenatal 

care.  

• Nutritional needs and patterns relating to age, ethnicity, or 

financial constraints should be discussed.  

• Tobacco or substance abuse should be assessed.  

• Stress in the life of the mother should be reviewed, and 

appropriate referrals to mental health professionals or 

educational programs should be made to reduce the levels 

of stress that can affect pregnancy outcome.  



• First Trimester During early pregnancy the woman may 

have difficulty believing that she is pregnant because she 

may not feel different.  

• If a home pregnancy test was positive, and a professional 

confirms it. 

•  An early ultrasound examination helps the woman to see 

the reality of the developing fetus inside her. 

• Most women have conflicting feelings about being pregnant 

(ambivalence) during the early weeks. 

•  Many, if not most, pregnancies are unplanned.  



• The nurse can help the woman to express these feelings of ambivalence and 

reassure her that they are normal.  

• The woman focuses on herself during this time.  

• She feels many new physical sensations, but none of them seem related to a 

child.  

• These physical changes and the higher hormone levels cause her emotions 

to be more unstable (labile).  

• The nurse can reassure the woman and her partner (who is often confused 

by her moods) about the cause of these fluctuations, that they are normal, 

and that they will stabilize after pregnancy. 



Second Trimester: 

•  The fetus becomes real to the woman during the second trimester. 

•  Her weight increases, and the uterus becomes obvious as it ascends into 

the abdomen. 

•  If she has not already heard the fetal heartbeat or seen it beating on a 

sonogram, the woman usually will have an opportunity to hear it early in 

the second trimester.  

• She feels fetal movement, and this is a powerful aid in helping her to 

distinguish the fetus as a separate person from herself. 

•  The second trimester is a more stable time of pregnancy during which 

most women have resolved many of their earlier feelings of ambivalence 

and begin to take on the role of an expectant mother.  

• The woman becomes totally involved with her developing child and her 

changing body image (narcissism).  

• She often devotes a great deal of time to selecting just the right foods and 

the best environment to promote her health and that of her infant. 

•  She welcomes the solicitous concern of others when they caution her not 

to pick up a heavy package or work too hard.  



• She may lose interest in work or other activities as she devotes herself to the 

project of nurturing her fetus.  

• The nurse can take advantage of her heightened interest in healthful living to teach 

good nutrition and other habits that can benefit the woman and her family long 

after the child is born.  

• The woman ―tries on‖ the role of mother by learning what infants are like.  

• She may or may not want to know the sex of the infant if it is apparent on a 

sonogram, sometimes preferring to be surprised at the birth.  

• The woman who previously has had a child undergoes a similar transition as she 

imagines what this specific child will be like and how he or she will compare to 

siblings.  

• The body changes resulting from pregnancy become evident during the second 

trimester.  

• The woman may welcome them as a sign to all that her fetus is well protected and 

thriving .  



• The body changes may alter her sexual relationship with her partner as well.  

• Both partners may fear harming the developing fetus, particularly if there has 

been a previous miscarriage.  

• The nurse can assure them that these changes are temporary and can help 

them explore other expressions of love and caring. 



• Third Trimester As her body changes even more dramatically, 

• These mood swings reflect her sense of increased vulnerability and 

dependence on her partner.  

• The woman begins to separate herself from the pregnancy and to commit 

herself to the care of an infant.  

• She and her partner begin making concrete preparations for the infant’s 

arrival.  

• They buy clothes and equipment the infant will need. Many take childbirth 

preparation classes.  

• With the understanding and support of her family and health care 

professionals, she can develop inner strength to accomplish the tasks of birth. 



Physiological and Psychological Changes in Pregnancy, Nursing Interventions, 

and Teaching 















• Immunizations during pregnancy Live-virus vaccines are contraindicated 

during pregnancy because of possible adverse effects on the fetus.  

• Most vaccines in single dose forms are now thimerosal-free, and many can be 

safely used for pregnant women. 

•  Vaccines contraindicated during pregnancy include bacille CalmetteGuérin; 

human papillomavirus; live attenuated influenza vaccine in nasal spray form 

because it is a live virus; and measles, mumps, and rubella (MMR).  

• A woman is advised to avoid pregnancy for at least 1 month following an 

MMR immunization. 
  



• When exposure to or high risk of infection is present, vaccinations allowable 

during pregnancy include hepatitis A and B, inactivated influenza, and 

inactivated polio vaccine when immediate protection is required.  

• Tdap vaccine is recommended after 29 weeks gestation and has a protective 

effect on the fetus and newborn infant . 

• The injectable form of the flu vaccination is also recommended to protect 

pregnant women. 



• Nursing care during pregnancy  
• Table 4.7 describes the physiological and psychological changes that occur during 

pregnancy, the related signs and symptoms noted in the patient, and some suggested 

nursing interventions or teaching points appropriate to that phase.  

• The rationales for a nursing care plan can be based on the information presented in 

this table. 

•  Teaching for the prenatal patient should include the risks of smoking, alcohol use, 

and illicit drug use and the advantages of breastfeeding and good nutrition during 

pregnancy. 



Unfolding Case Study: Tess is a 22-year-old woman who comes to the 

clinic with her husband Luis for a prenatal checkup on May 10, 2019. This 

is her first pregnancy, and they are both very excited about starting a 

family. Her physical examination is within normal limits, but she reports 

nausea in the mornings. Her LNMP was March 1, 2019.  

Questions  

1. What is Tess’ TPALM?  

2. When is her due date?  

3. How many weeks pregnant is she today?  

4. What advice would the nurse give Tess concerning her nausea?  

5. Describe the probable signs of pregnancy that the health care provider 

will assess for during this first visit.  

 

6. Tess says that she and her husband Luis want to take a last vacation 

together before starting their family responsibilities. They plan to leave on 

a 2-week trip to Europe starting November 30. What advice would the 

nurse give to them? 



Get Ready for the NCLEX® Examination! Key Points  

• Early and regular prenatal care promotes the healthiest possible outcome for 

mother and infant.  

• The woman’s estimated date of delivery is calculated from her last normal 

menstrual period.  

• The length of a pregnancy is 40 weeks after the last normal menstrual 

period. The expected date of delivery is determined by using Nägele’s rule.  

• Newer, noninvasive prenatal tests such as abdominal ultrasound have been 

incorporated into routine care.  

• Tests for chromosomal anomalies such as trisomy 13, trisomy 18, and 

trisomy 21 are now available.  

• Presumptive signs of pregnancy often have other causes.  

Probable signs more strongly suggest pregnancy but can still be caused by 

other conditions. 

 Positive signs have no other cause except pregnancy.  

The three positive signs of pregnancy include detection of a fetal heartbeat, 

recognition of fetal movements by a trained examiner, and visualization of the 

embryo or fetus on ultrasound.  



• The optimal weight gain during pregnancy is 25 to 35 lb (11.4 to 15.9 kg). 

• Pregnancy affects all body systems.  

• The uterus undergoes the most obvious changes: it increases in weight from 

approximately 60 g (2 oz) to 1000 g (2.2 lb); it increases in capacity from 

about 10 mL (⅓ oz) to 5000 mL (5 quarts).  

• The mother’s blood volume is about 45% greater than the prepregnant 

volume to enable perfusion of the placenta and extramaternal tissues. 

•  Her blood pressure does not increase because resistance to blood flow in her 

arteries decreases.  

• The fluid portion of her blood increases more than the cellular portion, 

resulting in a pseudoanemia.  

• The common discomforts of pregnancy occur as a result of hormonal, 

physiological, and anatomical changes normally occurring during pregnancy. 

The nurse should teach relief measures and explain abnormal signs to report 

to the health care provider.  

 



• Supine hypotension syndrome, also known as aortocaval compression or 

vena cava syndrome, may occur if the pregnant woman lies flat on her back. 

Turning to one side or placing a small pillow under one hip can help relieve 

this hypotension.  

• To provide for the growth of the fetus and maternal tissues, the mother needs 

300 extra, high quality calories daily.  

Important nutrients that must be increased are protein, calcium, iron, and folic 

acid. For lactation, 500 extra calories a day are needed.  

• Adequate folic acid intake before conception of 400 mcg(0.4 mg) per day 

can reduce the incidence of neural tube defects such as anencephaly or spina 

bifida in the newborn. Supplementation for 3 months before conception may 

prevent autism. 

 However, intake should not be exceeded.  

The intrauterine environment of the fetus can influence the adult health of the 
newborn.  
• Normal microbes living in the individual mother’s body play a role in 
maintaining pregnancy, preparing for labor, and establishing a microbiome in 
the gut of the newborn.  
• Adequate vitamin intake is essential for optimal fetal development. However, 
excess vitamin intake can be toxic. 
 



• Optimal obstetric care includes preconception care, prenatal care, 

intrapartum support, and postpartum care and follow-up.  

• The father should be included in prenatal care to the extent he and the 

mother desire.  

• The health history of the father is important because genetics, illness, 

or lifestyle practices may affect the health of all members of the family.  

• Adaptation to pregnancy occurs in the mother, the father, and other 

family members. Prenatal care involves physical and psychological 

aspects and should be family centered.  

• Childbirth education includes formal classes and informal counseling. 

Education should include nutrition, prenatal visits, exercise, breathing 

and relaxation techniques, the birth process, safety issues, and beginning 

parenting skills.  

• Live virus vaccines are contraindicated during pregnancy. 

 • Specific laboratory screening tests are performed during pregnancy to 

ensure a positive outcome for both the mother and the infant. 

 • The physiological changes during pregnancy influence the metabolism 

of ingested medications.  

• Medications ingested during pregnancy can affect fetal development. 



Review Questions for the NCLEX® Examination  
1. A woman arrives in the clinic for her prenatal visit. She states that she is currently 
28 weeks pregnant with twins, she has a 5-year-old son who was delivered at 39 
weeks gestation and a 3-year-old daughter delivered at 34 weeks gestation, and her 
last pregnancy terminated at 16 weeks gestation.  
The nurse will interpret her obstetric history as:  
1. G4 T2 P2 A1 L4.  
2. G3 T2 P0 A1 L2.  
3. G3 T1 P1 A1 L2.  
4. G4 T1 P1 A1 L2.  

 
2. Exercise during pregnancy should be practiced to achieve which of the following 
goals?  
1. Maintaining physical fitness  
2. Minimizing weight gain  
3. Achieving weight loss  
4. Improving physical fitness  
 



3. During a prenatal examination at 30 weeks gestation, a woman is lying on her 

back on the examining table. She suddenly complains of dizziness and feeling 

faint. The most appropriate response of the nurse would be to:  

1. reassure the woman and take measures to reduce her anxiety level.  

2. offer the woman some orange juice or other rapidly absorbed form of glucose. 

3. place a pillow under the woman’s head.  

turn the woman onto her side.  

 

4. A woman being seen for her first prenatal care appointment has a positive home 

pregnancy test, and her chart shows a TPALM recording of 40120.  

The nurse would anticipate that: 

 1. minimal prenatal teaching will be required because this is her fourth pregnancy.  

2. the woman will need help in planning the care of her other children at home 

during her labor and delivery.  

3. the woman should experience minimal anxiety because she is familiar with the 

progress of pregnancy.  

4. this pregnancy will be considered high risk, and measures to reduce anxiety will 

be needed.  

 



 

5. A woman’s LNMP was on April 1, 2019. She has been keeping her prenatal clinic 

appointments regularly but states she needs to alter the dates of a future appointment 

because she and her husband are going on an ocean cruise vacation for the New 

Year’s celebration from December 30 through January 7, 2020.  

The best response of the nurse would be:  

1. ―Prenatal visits can never be altered. Every visit is important.‖  

2.  ―Be sure to take antinausea medication when going on an ocean cruise.‖  

3.  ―Perhaps you might consider rescheduling your vacation around the 

Thanksgiving holiday rather than the New Year’s dates.‖  

4. ―I will reschedule your clinic appointment to accommodate your vacation 

plans.‖  



6. A nurse is explaining probable signs of pregnancy to a group of women. 

Probable signs of pregnancy include:  

a. fetal heart beat  

b. abdominal striae  

c. amenorrhea  

d. Braxton Hicks contractions  

1. a and c  

2. c and d  

3. b and d  

4. a and d  

Critical Thinking Questions  

1. A 35-year-old primipara in her 20th week of pregnancy states that she does not 

want to drink the liquid glucose for the routine blood glucose screen because it 

does not taste good. She states that she is not a diabetic and does not think the 

test is necessary for her. What is the best response by the nurse?  



2- A woman entering her second trimester of pregnancy states that she is 

noticing increasing stretch marks on her abdomen. She is afraid these marks 

will remain prominent after pregnancy, and she wants to go on a low-calorie 

diet to prevent her abdomen from becoming too large. What information 

should the nurse include in her teaching plan for this patient? 



Thanks for listening 


