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Preface

In this fourth edition of Dauis Aduantage for Maternal-Newborn
Nursing Critical Components of lVursing Care, we continue
to emphasize the basics of materniry nursing, focusing on
evidence-based practice for all levels of nursing programs. Because

we realize that todayt students lead complex lives and must juggle

multiple roles as student, parent, employee, and partner, we de-

veloped this textbook, with its accompanying electronic ancillar-
ies, to present the critical components of materniry nursing in a

clear and concise format that Iends itself to ease of comprehension
while maintaining the integriry of the substantive content. It may
be particularly useful for programs designed to present the subject

of materniry in an accelerated or condensed way.
\We revised the textbook based on the recommendations of

those who have used it-faculry from various states and students

in all rypes of programs-and our own experiences. Revisions in-
clude enhanced rationales for nursir-rg actions in all chapters, in-
creased content in pathophysiology in many areas, and expanded

high-risk content. We have updated content to keep current in
standards in practice, including new guidelines for management

of pregnancy complications, management of postpartum hemor-
rhage, management of intrapartal fetal heart rate abnormalities,
assessment and care of the late preterm infant, ancl assessment

and care of the newborn. \(/e have expanded sections on patient
education, patient teaching resources, and complementary and

alternative therapies. Professional standards of care for materniry
nurses are based on current practice guidelines and research. \7e
have also expanded the discussion of social determinates of health.

AlthoLrgh the words taoman and women are used herein, the

authors recognize the existence of diverse gender identities. To

provide culturally appropriate, respectful, and sensitive care,

the materniry care provider should always ask individuals what
words they use to describe themselves, their bodies, and their
health-care practices.

This textbook focuses on the critical components of maten-rity
nursing. Critical components are the major areas of knowledge
essential for a basic understanding of maternity nursing. The crit-
ical components wer€ determined from the authors' combined
60 years of teaching maternity nursing in both traditional and

accelerated programs and years of clinical practice in the ma-

ten-rity setting. Current guidelines and standards are integrated
and summarized for a pragmatic approach to patient- and
family-focused care. This focus is especially evident when dis-

cussing complications.

The focus of the text is on normal pregnancy and child-
birth. Chapters on low-risk antenatal, intrapartal, postpartumi
and neonate conditions are followed by chapters on high-risk
events and complications in each area. Complications germane

to the nursing domain and childbearing population focus on
understanding and synthesizing the critical elements for nurs-
ing care.

Highlighting clinical judgment is a new feature of the book. The
term clinicaliudgment is based on Thnner'.s definition to mean an

interpretation or conclusion about a patient's needs, concerns, oL

health problems, or the decision to take action (or not), use or

modify standard approaches, or improvise new ones as deemed

appropriate by the patient's response. Because students need help
to gain clinical knowledge related to key factors that impact pa-
tient outcomes, we have highlighted specific information to help
the student in recognizing the practical manifestations of sigr-rs

and symptoms, recognizing quantitative and qualitative changes

in particular patient conditions, and learning qualitative distinc-

tions among a range of possible manifestations, common mean-

ings, and experiences.

This evidence-based text utilizes theory and clinical knowledge
of materniry nursing. The conceptual frarnework is based on
family developmental theory and presents substantive theory
that forms the foundation for materniry care. The book is or-

ganized according to the natural sequence ofthe perinatal cycle:

pregnancy, labor and birth, postpartum, and neonate. rWe have

taken a biopsychosocial approach dealing with thc physiological
and psychological adaptation, and the social, political, anc{ cr.rl-

tural influences impacting chiidbearing farnilies, with emphasis

on nursing actions and care of women and families. We believe

childbirth is a natural, developmenral process.

Nursing is an ever-changing science. New research and clinical
knowledge expand knowledge and change clinical practice. Daris
Adaantage for Maternal-Netaborn Nursing: Critical Components of
Nursing Care reflects current kr-rowledge, standards, ar-rd trends

in materniry services, including the trend toward higher levels

of intervention in materniry care. These standards and trends are

reflected in our chapter on tests during the antepartal period, as

well as a chapter devoted to fetal assessment and electronic fct:rl

monitoring. V7e have devoted a chapter to the care of cesarean

birth families, as nearly one-third of births in the Ur-rited States

are via cesarean-
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This textbook clusters physiological changes, nursing assess-

ment, and nursing care content in each chapter. Typically, a

chapter is divided into systems in which the physiology; nurs-
ing care, including assessment and interventions; expected out-
comes; and common variations of one subsystem are presented.

Psychosocial and cultural dimensions of nursing care are high-
lighted in each chapter with an increased focus on social deter-
minants of perinatal outcomes. The authors and contributors
recognized childbirth, and becoming a mother, is a liminal and

transformative life experience, a psychological and social experi-

ence with impacts for women, infants, and family members. Be-

coming a parent can bring overwhelming joy and life fulfillment
for some, whereas for others it can lead to the onset, continua-
tion, or exacerbation of stressors, adversiry and complications.
'We have attempted to present a balanced and nurse-centered

approach to issues in the care of perinatal families. It is import-
ant to state here that there are people in the country who do

not identifiu as women but who desire to have a child or are cur-
rently pregnant or in the postpartum period. \7hile we use the
term mother in this textbook, we must reiterate that all birthing
people are equally deserving of patient-centered care that helps

them attain their full potential and live authentic, healthy lives.

For care to be successful, nurses, providers, and health-care in-
stitutions must work toward more inclusiviry and best practices

that are free of judgment and predetermined norms.
Nurses are uniquely positioned to lead evidence-based health

equity efforts specific to the improvement of perinatal health dis-

parities. The power of nursing and our priorities in improving
outcomes is aligned with strategies, bundles, and tool kits devel-

oped to improve perinatal outcomes in partnership with the most
impacted communities. Ethical care of all persons in the perina-
tal, prenatal, postpartum, and preconception periods requires a

well-educated and diverse workforce with foundational knowl-
edge of social determinants of health, health disparities, health in-
equiry and communiry engagement. This edition makes an ef[ort

to highlight that information and strategies to improve outcomes.

This textbook presents the critical components of maternal-

newborn nursing in a pragmatic, condensed format by using the
following features:

O Bulleted format: For easy-to-read content
O Figures, tables, boxes, concept maps, and clinical pathways:

Summarize information in a visual way

O Learning Outcomes: Identify what the reader will know and

be able to do by the end ofthe chapter

O Concepts: Identify the key concept areas discussed in the

chapter

O Critical Components: Highlight critical information in
maternal-newborn nursing

O Evidence-Based Practice: Highlights current research and

practice guidelines related to nursing care

It Case Studies: Tie it all together by applying critical compo-
nents in clinical context
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O Clinical Judgment: Provides tips on applying critical thinking
in a clinical setting

O Safe and Effective Nursing Care (SENC): Highlights SENC
concepts as they apply to the chapter content:

c Cultural Competence: Stresses the importance of cultural
factors in nursing care

o Understanding Medication: Highlights commonly admin-
istered medications used during pregnancy, labor and birth,
postpartum, and neonatal periods

r Patient Education: Refects current evidence-based practice

guidelines and recommendations

O Evidence-based health equiry efforts specific to the im-
provement of perinatal health disparities for all persons are

presented.

The appendices include:

O LaboratoryValues
O Preeclampsia Early Recognition Tool (PERT)

O Cervical Dilation Chart
O Temperature and Weight Conversion Charts

How students learn is evolving. In this digiml age, we consume

information in new ways. The possibilities to interact and con-
nect with content in new, dynamic ways are enhancing students'

understanding and retention of complex concepts.

In order to meet the needs of todays learners, how faculry

teach is also evolving. Classroom (traditional or online) time is
valuable for active learning. This approach makes students re-

sponsible for the key concepts, allowing faculty to focus on clin-
ical application. Relying on the textbook alone to support an

active classroom leaves agap. DaaisAdaantageis designed to fill
that gap and help students and faculty succeed in core courses. It
is comprised of the following:

O A Strong Core Textbook that provides the foundation of
knowledge that today's nursing students need to pass the

NCLEX and enter practice prepared for success.

O An Online Solution that provides resources for each step of
the learning cycle: learn, apply, assess.

o Personalized Learning assignments are the core of the

product and are designed to prepare students for classroom
(live or online) discussion. They provide directed learning
based on needs. After completing text reading assignments,

students take a preassessment for each rapfc. Their results

feed into their Personalized Learning Plaz. If students do not
pass the preassessment, they are required to complete fur-
ther work within the topic: watch an animated mini-lecture,
work through an activiry and take the postassessment.

The personalized learning content is designed to connect

THE TEACHING
AND LEARNING PACKAGE
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students with the foundational information about a given
topic or concept. It provides the gateway to help make the

content accessible to all srudents and complements differenr
learning sryles.

o Clinical Judgment assignments are case-based and build
off key Personalized Learning topics. These cases help stu-
dents develop Clinical Judgment skills through exploratory
learning. Students will link their knowledge base (devel-

oped through the text and Personalized Learning) to new
data and patient situations. Cases include dynamic charts
that expand as the case progresses and use complex ques-
tion types that require students to analyze data, synthesize
conclusions, and make judgmenrs. Each case will end with
comprehensive feedback, which provides derailed rarionales

for the correct and incorrect ans\r/ers.

r Quizzing assignments build off Personalized Learning
topics (and are included for every topic) and help assess

students' understanding ofthe broader scope and increased

depth of that topic. The quizzes use NCLEX-style questions

to assess understanding and synthesis of content. Quiz re-

sults include comprehensive feedback for correct and incor-
rect answers to help students understand why their answer

choices were right or wrong.
O Online Instructor Resources are aimed at crearing a dy-

namic learning experience that relies heavily on interactive
participation and is tailored to students' needs. Results from
the postassessments are available to faculry in aggregate or
by student, and inform a Personalized Teaching Plan that
faculty can use to deliver a targeted classroom experience.
Faculty will know students' strengths and weaknesses before

they come to class and can spend class time focusing on
where students are struggling. Suggested in-class activities
are provided to help create an interactive, hands-on learning
environment that helps students connect more deeply with
the content. NCLEX-style questions from the Instructor
Test Bank and PowerPoint slides that correspond to the
textbook chapters are referenced in the Personalized Teach-

ing Plans.
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Trends and Issues

Lisa Kiser, DNe CNM, WHNP

[-EARI\IN$ OUI"COMES

Upon completion of this chapter, the student will be able to:

1. Discuss evidence-based nursing care that promotes optimal outcomes in labor and birth.

2. Examine maternal and infant health outcomes in the United States and analyze how the
social determinants of health impact outcomes and lead to health disparities.

3. ldentify leading causes of maternal and infant morbidity and mortality in the United States.

4. Create a framework for the provision of women's health and gender health services that are

representative, comprehensive, and holistic.

5. ldentify the primary maternal and infant goals of Healthy People 20j0.

"Health is a state of complete physical, social and mental

well-being and not merely the absence of disease or infirmiry.
The enjoyment of the highest attainable standard of health is

one of the fundamental rights of every human being, without
distinction of race, religion, political beliefs or economic and

social conditions" (\7or1d Health Organization [\fHO], 2006).

Welcome to the newest edition of Maternal-Newborn
IVursing. This textbook introduces the ltundamental principles
of maternal-newborn r-rursing and womer-r'.s health. Recognition
exists on both the national and global levels that a more
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Health Policy
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Leadership and Management
Mood and Affect
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Professionalism
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comprehensive understanding of health-ons th21 recognizes

the intersection between the social determinants of health and
health outcomes-is critical to promoting optimal health and

elimir.rating health disparities (American College of Obstetriciar.rs

and Gynecologists IACOG], 2018; U.S Department of Health

and Human Services, 2021; \7HO, 2021b).
Nowhere is this truer than in the promotiorr of health and

wellness for women, infants, and childbearing families in the

presence oFsignificant health disparities that exist in the United
States due ro differences in the social determinants of health
(Fig. 1-1). These include:

Housing and neighborhooc{ environment
& Economic stability

3
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Social Determinants of Health

FIGURE 1-1 Social Determinants of Health.

O Access to health care and qualicy of care

O Access and qualiry of education

O Community and social context, including the impact of
racism
(U.S. Department of Health and Human Services, 2021).

Obesiry for example, can lead to significant morbidiry and

mortaliry for both women and infants, including increased risk

of gestational diabetes, gestational hypertension, miscarriage,

stillbirth, and birth defects (Mahutte et a1., 2018; Pickett-Blakely
et al., 2016). To address these risks, nurses must prepare to as-

sess every person for access to healthy food, safe environments
to exercise, and affordable prenatal care, then work with the
health-care team and communiry partners to optimize a patientt
resources and outcomes.

In discussing the social model of health, we recognize the im-
portance of the medical model of health. This text incorporates
the best evidence both models offer to current nursing practice.

Nurses must also be prepared to serye as change leaders and

advocates for improved health-care systems and evidence-based

health policies that make health outcomes more equitable at a
societal level. For example, nurses endorsed the Protecting Moms
That Serue Act that was introduced in 2021 to improve maternal
outcomes for veterans (American Association of Birth Centers

IAABC], 2021). Thus, this chapter will explore the urgent health

issues in maternal-newborn health from both an individual and
societal context and will introduce the Heahhy People 2030 goals
to guide the conversation.

Finally, this chapter will examine what it means to provide
welcoming and inclusive care to everyone. W'elcoming and in-
clusive care in this context means gender-affirming care to all

people, including gender-diverse and transgender individuals.
Some people do not identi$, as women but desire to have a child
or are currendy pregnant or in the postpartum period. Although
we use the term mother in this textbook, we advocate for all
birthing people to receive patienr-cenrered care thar helps them
attain their full potential and live authentic, healthy lives.

.Welcomingand 
inclusive care is also provided to all childbearing

people and families who identify as LGBTQIA+ (ksbian, Gay,

Bisexual, Tiansgender, Queer/Questioning, Intersex, Asexual)

in recognition that health-care provider attitudes and prac-

tices significantly impact health outcomes for members of the
LGBTQIA+ communities (Fenway Institute, 2016). Currently,
l2o/o of the U.S. population identifies as LGBTQIA+. That num-
ber is significantly higher (20o/o) for the Millennial generation
(Gay and Lesbian Alliance Against Defamation [GIAAD] ,2017).

New nurses must face many challenges and opportunities.
The COVID-I9 pandemic has clarified that issues such as rac-
ism, violence, and climate change significantly impact health
outcomes. This chapter is an introduction to these issues as

they affect maternal, newborn, and gender health and prepare

students to address these issues in nursing pracdce.

Childbirth in the United States

During the past 100 years, care of the childbearing family has

undergone profound changes as childbirth moved from the com-
fortable setting of the home to the unfamiliar setting of the hos-

pital. This change was driven by the medicalization of birth and

the systemic discreditation of Indigenous midwives and midwives
of color, who were responsible for the health and well-being of
not just women in labor but also their communities (Davison

& Joseph, 2020). This loss of the uaditional healers and health
providers in communities of color is recognized as one of the key

factors that has resulted in ongoing health disparities for commu-
nities of color in the United States, especially for Black, Hispanic,
and Indigenous communities (Davison & Joseph, 2020).

fu noted in Thble 1-1, less rhan 5o/o of births in 1900 took
place in the hospital. By the late 1930s, this had increased to

75o/o of births (Werz &'Wertz, 1979). lil/omen and childbear-
ing families began to advocate for a return to physiological la-

bor and bird and less medical intervention in the 1950s, and
by the 1960s childbirth education became formalized (Lothian,
2016). The birth center movement developed in the early 1970s

to provide safe and effective care to families seeking a birthing
environment that supported normal physiological birth (AABC,

2016). The past 60 years have seen nurses tale a leadership role in
evaluating the evidence that supports appropriate medical inter-
ventions while also using evidence to support non-intervention in
uncomplicated physiological or normal birth (American College

of Nurse-Midwives [ACNM], n.d.).

.ttt
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TABLE 1-1 Past and PresentTrends

Chapter t I Trends and lssues 5

PASTTRENDS PRESENTTRENDS

Family-centered maternity nursing: Focus on both the physiological and

psychosocial changes and needs of the childbearing family

Primarily home births Primarily hospital births, with increasing home and birth center births

Women labored in one room and delivered in another room Women labor, give birth, and recover in the same room

Delivery rooms cold and sterile Birthing rooms warm and homelike

Expectant partner, family, and friends involved in the labor and birth

experience

Nursing: Focus on physiological changes and needs ofthe
mother and infant

Expectant fathers and family excluded from the labor and

birth experience

Expectant fathers or family members excluded from cesarean

births

Labor pain interventions: natural childbirth, amnesia, or

"twilight sleep"

Hospital postpartum stay of 1 0 days

lnfant mortality rate of 50.1 per 1,000 live births in 1915

(Bureau ofthe Census, 1917)

Diarrhea and enteritis: Number one cause of infant death

in 1 91 5 (Bureau ofthe Census, 1 91 7)

Low probability of survival for infants born at or before

28 weeks of gestation

Nurses have been change leaders in these key developments

in childbirth practices:

O Electronic fetal monitoring (EFM) during labor, which began

in the 1970s. Nurses, nurse-midwives, and nurse research-

ers helped establish that EFM is effective for confirming

fetal well-being for high-risk births and that intermittent
fetal monitoring with auscultation is safe and effective for
monitoring low-risk births.

O La Leche kague International (LLI), started in 1 956 by a group

of women who wanted to promote breastfeeding during a time

when bottle-feeding was recommended by medical practitioners

over breastfeeding (LLI, 2021). Nurses helped lead the move-

menr to reestablish breastfeeding as the best method of infant
feeding when possible. All nurses working with childbearing
patients and families must be trained to provide 'tquitable,

culturally sensitive, gender-affirming breastfeeding support"
(Association of'Women's Health, Obstetric and Neonatal Nurses

[AWHONN], 2021b) and address the cultural concerns related

to breasGeding for patients and families in their care.

Expectant partner or family members in the operating room during

cesarean births

Labor pain interventions: natural childbirth, labor support techniques,

analgesics, epidurals, nitrous oxide

Hospital postpartum stay of48 hours or fewer, birth center stay of

6 hours, in-home birth

lnfant mortality rate of 5.7 per 1,000 live births in 2020 (OECD, 2021)

Birth defects, prematurity, and low birth weight (LBW) are the leading

causes of infant mortality in 201 8 (March of Dimes, 2021e)

lncreased survival rates for infants born between 24 weeks and 28 weeks

of gestation

O The AVHONN, established in 1969 to "empower and

support nurses caring for women, newborns, and their families

through research, education, and advocacy'' (A\[HONN,
2021a). For more than 50 years, A\fHONN has helped

transform maternal-newborn care, establishing best practices

on critical issues such as postpartum depression screening and

prevention of complications such as PostPartum hemorrhage
(A\flHONN, 2021a).

O The Baby-Friendly Hospital Initiative, developed by the
WHO and the United Nations Children's Fund (UNICEF)
in 1991. This initiative focuses on hospital and birth center

practices that protect, promote, and suPport breastfeeding

and nurses and has been instrumental in helping organi-

zations receive the Baby-Friendly Center accreditation (see

Chapter 16).

O The Back to Sleep campaign, initiated by the National Institute
of Child Health and Human Development (NICHD) in 1996

to educate parents about the importance of placing infants on

their bacla to sleep to reduce the risk ofsudden infant death

syndrome (SIDS).

Maternal mortality rate of 607.9 per 100,000 live births

in 1 91 5 (Bureau of the Census, 1 91 7)

Maternal mortality rate of 17 .4 per 1 00,000 live births in 201 8 (CDC, 2020b)

lnduction of labor rate of 9.50lo in 1990 (Martin et al., 2006) lnduction of labor rate of 24.5o/oin 20'16 (Maternal Safety Foundation, 2021)

Cesarean section rate of 20.70/0 in 1996 (Martin et al., 2006) cesarean section rate of 31.7o/o in 201 9 (cDC, 2021a)
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O In 2012, the NICHDT Safe to Sleep campaign, which built
on the Back to Sleep campaign (see Chapter l5).

O An increase in collaboration over rhe pasr d€cade among pro-
fessional organizations that care for women in recognirion of
the urgency to address marernal and infant morbidiry and
mortaliry in the United States. This has led to mulriple con-
sensus statements and bundles to standardize best practices for
all care providers, uniting educators, researchers, physicians,
nurse-midwives, and maternal-newborn nurses to improve
outcomes (A\7HONN, 2021a).

O Communiry-led initiatives by people of color and national or-
ganizational initiatives such as those of the ACNM to address

the severe disparities in health ourcomes for women and infants
of color. These programs seek to mitigate racism in maternal
health care and increase rhe number of maternal-newborn
health-care providers who are people of color (American Col-
Iege of Nurse-Midwives, Black Mamas Matter Alliance, and
International Confederation of Midwives [ACNM, BMMA, &
rcMl,2020).

Advances in science and health care have tremendously
impacted the number of maternal and infant deaths in rhe past

century with maternal mortaliry rates declining from 607.9 per
100,000live births in1915 ro 17.4 per 100,000live births in 2018
(Centers for Disease Control and Prevention [CDC], 2020b) and
infant mortaliry rates declining from 50.1 per 1,000 live births
in 1915 ro 5.7 per 1,000 live births in 2020 (Organisation for
Economic Co-Operation and Development [OECD], 2021).In
contrast, cesarean births increase d from 20.7o/o in 1996 to a rate of
31.7o/oin 2019 (CDC, 2021a).Induction of labor rates increased

from a low of 5o/o in 1970 to a rate of 24.5o/o in 2016 (Maternal
Safery Foundation, 2027).

It is critical to understand that while marernal and infant out-
comes have significantly improved in the United States compared
with the previous cenrury, the nation still has the highest mater-
nal mortaliry rate of any high-resource country in the world, and
is the only country in the world, other than Afghanistan and the
Sudan, where the maternal mortaliry rate is rising (Center for
the Study of Social Policy, 2019). \7omen in the United States

are more likely to die during pregnancy and the first year after
birth than women in 48 other high-resource counrries (ACNM,
2021). Similarly, despite the 74o/o decrease in infant mortaliry
from 2007 ro 2017 , the United States is experiencing slower im-
provements than in other high-resource counrries and has wide
disparities in mortaliry based on race, ethniciry and geographic
location (Drexel Universiry 2020). Causes and potenrial solu-
tions to these concerning outcomes will be discussed in the text
that follows.

Birth rate

Fertility and Birth Rates

Total fertiliry rate (TFR) is "the average number of children
that would be born per woman if all women lived to the end of
their childbearing years and bore children according to a given
fertiliry rate at each age" (Central Intelligence Agency [CIAJ,
2022).-fRP. is an indicator of population change; greater than
2 indicates that the countryt population is growing, whereas

lower than 2 indicates a population decreasing in size. The 2020
U.S. TFR is 1.64. In 20 t 0, it was 1 .98, and in 201 8 it was 1 .73
(CDC, 2019b). TFR decreased significantly in 2020 during the
COVID-l9 pandemic, with a 4o/o decrease from 2019 to 2020
(CDC, 2021a). Recent TFR indicates that the U.S. population
is decreasing in size and that its members are growing older.

Birth rate is the number of live births per 1,000 people. Since
1960, U.S. birth rates have significantly declined (Thble 1-2). In
1960, the birth ratewas 23.7.In 1970, itwas 18.4, and in2020,
it was 10.9. The United States saw decreases in both the fertiliry
rate and the birth rate benveen 1960 and 2020, which acceler-
ated in 2019 and 2020 (CDC, 2021a). During this period, the
TFR decrease d 54o/o, from 3.7 to 1.7 children born/woman. The
birth rate during this same period decreased 58%, from23.7 to
10.9 live births per 1,000. This decline is attributed to:

O Availabiliry of a variery of highly effective conrraceprive merhods
O More women delaying reproduction ro pursue careers, having

fewer children, or remaining child-free
O Legalization and availabiliry ofelective abortions
O The rising cost of raising children, leading to smaller families

An interesting trend is noted regarding birth rate and
the mother's age for the 3O-year period from 1990 to 2020.
Birth rates decreased for women aged 15 to 29 but increased
for women aged 30 rc 45 and older. The greatest increase was

seen in women aged 40 and older. The greatest decrease was in
women aged 15 to 19. This trend is infuenced by the increasing
number of women who have delayed childbirth due to career

choices or socioeconomic reasons and the increased availabiliry
of contraceptives for younger women.

The United States had a total of 3,605,201 births in 2020
(women ages 1544) (CDC, 2021a). The percentages of these

births by race are:

O American Indian or Alaska Native 0.747o/o

O Asian:6.070/o

O Native Hawaiian or other Pacific Islanders 0.2660/o

O Hispanic: 23.960/o

O Black 74.660/o

O lVhite: 51.02o/o (CDC, 2021a)

20171 960 1970 1 980 1 990 2000 2010 201 5

23.7 I r a.+ 15.9 16.7 13 12.5

TABLE 1-2 Birth Rates, United States of America,1960-2017

ClA, 201 80; Hamilton et ol., 2007, 2009, 201 1, 201 6.

14.4 12.5



These percentages refect the multicultural population of the
United States and present an important challenge to health-care

workers, who must provide culturally appropriate care to a

wide variery of childbearing families while working to eliminate

health disparities among populations.

.,,1,,Pr.eterm Births

Preterm births are divided into three classifications:

O Verypremature: Neonates born at less than 32 weeks ofgestation
O Moderately premature: Neonates born berween 32 and

33 completed weeks of gestation
O Late premature: Neonates born benveen 34 and 36 completed

weeks ofgestation

Globalln it is estimated that l5 million premature births occur
each year, with a global preterm birth rate of 10.60/o (\trHO,
2018b). Complications related to preterm birth are the leading

cause of death for children younger than 5 (\X/HO, 2018a). In
the United States from 2000 to 2015, preterm births decreased

by 24o/o to a total preterm birth rate of9.62; however, the preterm
birth rate has begun to increase since 20 I 5 and saw a 2o/o increase

from 2018 to 2019 to a rate of 10.23o/o (CDC, 2021a).

Despite widespread advances in perinatal care, the preterm
birth rate remains high in the United States compared with
that of other high-income countries, such as Canada, Japan,
Australia, Israel, and Norway. The effect of social determinants
of health is stark when looking at preterm birth by race: Black,

non-Hispanic women have a 50o/o higher rate of preterm birth
(14.35o/o) than Hispanic women (9.83o/o) or non-Hispanic
\7hite women (9.100/o) (CDC, 2021a) (Thble 1-3).

These rates substantially contribute to racial and ethnic
disparities in maternal and infant health outcomes, discussed

Iater in this chapter. Premature birth impacts the well-being of
parents, the childbearing family, and the community as well as

the length and qualiry of life for the preterm infant. A shorter
gestational period increases the risk of complications related to
immature body organs and systems that have lifelong negative

effects, including but not limited to:

O Respiratory disorders

O Cerebral palsy

O Vision and hearing disorders

O Developmental delays

Of all infant deaths, 360/o are related to preterm birth (CDC,
2016). Parents ofpreterm infants also face economic, social, and

educational challenges in caring for a premature infant.

AMERICAN INDIAN
OR ALASKA NATIVE

11.57
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Neonatal Birth Weight Rates

Neonatal birth weight rates are reported by the CDC in three

major categories: low normal, and high. Normal birth weight

is berween 2,500 and 3,999 grams; high birth weight is 4,000

grams or greater; low birth weight (LB\Q is below 2,500 grams.

LBW is divided into rwo categories:

O LB\f is defined as birth weight that is lower than 2,500 grams

but greater than 1,500 grams. The percentage ofLB\7 neo-

nates has increased from 8olo in20l4 to 8.3o/o in2019 (CDC,

2021a March of Dimes,202l).
O Very low birth weight (VLBV') is defined as a birth weight of

lower than 1,500 grams. The percentage of WBV neonates

has remained stable at l.4o/o in 2014 and decreased slightly in
2019 to 1.380/o (CDC,2021a).

The weight of neonates at birth is an important predictor of
future morbidiry and mortality rates, including increased life-
time risk of diabetes and heart disease (March of Dimes, 2021a).

Neonates with birth weights between 4,000 and 4,999 grams

have the lowest mortaliry rate during the 6rst year of life. \ti-B\f
neonates are 100 times more likely to die during the first year

of life than are neonares with birth weights greater than 2,500

grams.

lnfant Mortality Rates

Infant mortality is defined as a death before age 1. Globally, in-
fant mortaliry has decreased from 65 deaths per 1,000 live births

in 1990 to 29 deaths per 1,000 live births in 2016 (\trHO,
2021a). Infant mortaliry rates in the United States decreased

from 26 per 1,000 live births in 1960 to 5.7 in 2018 (CDC,
2021a). This decrease is related to improvement and advances in
knowledge and care ofhigh-risk neonates, notably:

O Advances in medical technology such as extracorporeal mem-

brane oxygenation therapy (ECMO), used for respiratory dis-

tress in preterm infants (see Chapter l7)
O Advances in medical treatment such as exogenous pulmonary

surfactant (see Chapter 17)

O Improved prenatal care

O Increased infant sleep safery education

Although this is a significant decrease, the infant mortaliry
rate remains too high for a nation with the available wealth and

health-care resources of the United States. The leading causes of
infant deaths are listed in Thble l-4. Infant deaths related to SIDS

significantly decreased between 1995 and 20 I 8. The decrease can

WHITEASIAN BLACK HISPANIC NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDERS

8.51 14.35 9.83 1 1.98

TABLE 1-3 Premature Births by Race: United States, Provisional 2O2O

CDC,2021o.

9.10



I
1995
RATE

201 5
RATECAUSE OF DEATH CAUSE OF DEATH

168.1 Congenital malformations and

chromosomal abnormalities

121.3 Congenital malformations and

chromosomal abnormalities

100.9 Disorders related to short
gestation and LBW

102.7 Disorders related to short gestation

and LBW

87.1 Sudden infant death syndrome 39.4 Sudden infant death syndrome

37.3 Newborns affected by mater-

nal complications of pregnancy

38.3 Accidents

33.6 Accidents 32.4 Newborns affected by maternal

complications of pregnancy

TABLE 1-4 Leading Causes of lnfant Deaths and Mortality Rates
(Rates per 100,O0O Live Births)
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CAUSE OF DEATH

Congenital malformations and

chromosomal abnormalities

Disorders related to short
gestation and LBW

Sudden infant death syndrome

Respiratory distress of newborns

Newborns affected by maternal
complications of pregnancy

Anderson et ol.,1997; Kochaneketol.,20l6; Murphy etol.,20l2; Murphy etol.,202l

be attributed to Safe to Sleep, a public education program led by
NICHD and other initiatives to teach parents safe newborn sleep

habits, such as placing the child in the crib on their back.
ln 1995, infant death from respiratory syndrome (RDS) was

the fourth leading cause of death in newborns. In 2018, ir was

the ninth leading cause of infant death (CDC, 2020a). The de-

crease in RDS-related death rates reflects advances in medical
and nursing care ofpreterm infants.

Maternal Death and Mortality Rates

The Department of Health and Human Services uses several

definitions of maternal death:

O Maternal death is defined by the \fHO as the death of a

woman during pregnancy or within 42 days of pregnancy ter-
mination caused by conditions aggravated by the pregnancy

or associated medical treatments. This category excludes death

from accidents or injuries.
O Direct obstetric death results from complications during

pregnancy, labor, birth, or the postpartum period, including
deaths caused by interventions, omission of interventions,
or incorrect treatment. An example of this category is death

caused by postpartum hemorrhage.

O Indirect obstetric death is caused by a preexisting disease or a
disease that develops during pregnancy without direct obstet-
rical cause but is aggravated by the pregnancy. One example is

death related to complications of systemic lupus erythemato-
sus worsened by pregnancy.

O Late maternal death occurs more than 42 days afrer termina-
tion ofpregnancy from a direct or indirect obstetrical cause.

O Pregnancy-related death is the death of a woman during
pregnancy or within 7 year of the end of pregnancy from
a pregnancy complication, a chain of events initiated by preg-

nancy, or the aggravation of an unrelated condition by the
physiological effects of pregnancy (Hoyer r, 2007) . An example

2020
RATE

i11.9

38.4

33.0

30.9

is a pulmonary embolism related to deep vein thrombosis that
leads to death during or after pregnancy.

Maternal mortality ratio (MMR) is defined as the number
of maternal deaths per 100,000 live births. In the United
States, MMR had significantly decreased from 607.9 in
1915 to 12 in 1990 (Hoyert, 2007): however, MMR has

risen significantly since 2015 to a current rate of 77.4
(Commonwealth Fund, 2020). The United States ranks
last among all high-resource countries in maternal mortal-
ity rates (Commonwealth Fund, 2020). Most concerning
are differences in mortality rates based on race: The MMR
for Black women (37.1) is 2.5 times higher than in \White

women (14.7) and three times higher than for Hispanic
women (11.8) in the United States (Commonwealth Fund,
2020). Inconsistency in reporting by the states resulted in a

lack of thorough official data from the National Vital Statis-
tics System (NVSS) on maternal mortality rates from 2007
to 2017, so the full scope of the problem may be lacking
(Hoyert er al., 2020). Maternal morbidity has also increased
significantly in the United States in the past decade: 700
women will die every year due to conditions related to their
pregnancy, and 500,000 more will experience severe compli-
cations during pregnancy, birth, and the postpartum period
(ACNM,2o2t).

Research has clearly demonstrated that social determinants
of health, which include systemic racism and health-care bi-
ases toward people of color, have significantly contributed to
the health disparities in maternal-infant health in the United
States (ACNM, BMMA, & ICM, 2020). A Black mother with
a college education has a 607o greater risk of maternal death
than a V/hite or Hispanic mother without a high school edu-
cation (Commonwealth Fund, 2020). Black women are also

twice as likely to experience severe maternal complications such

as cardiomyopathy, eclampsia, and embolism (CDC, 2019d).

Similarly, American Indian and Alaska Native women also have

86.9



three to four times higher maternal mortaliry rates and rwo times

higher rates of maternal morbidiry including postpartum hem-
orrhage and preterm birth (National Partnership for \7omen
and Families, 2019). Behind all these statistics are real people

and families who experience the devastating efFects when poor

outcomes occur for women and infants. Addressing racism and

health care to improve outcomes will be discussed in the next
section ofthe chapter.

Globally, the decrease in maternal mortality in developing
countries is attributed to increased female education, increased

contraception use, improved antenatal care, and increased

number of births attended by skilled health personnel (\WHO,

UNICEF, UNFPA, Vorld Bank Group and United Nations
Population Division, 2015). Primary causes of maternal deaths

worldwide are:

O Severe hemorrhage

O Infections

O Eclampsia

O Obstructed labor
O Complications of abortions
O Other causes, such as anemia, HIV/AIDS, and cardiovascular

disease N[HO, UNICEF, UNFPA,'World Bank Group and

United Nations Population Division, 2015)

Primary issues affecting the health of people, mothers, and in-
fants in the United States include teen pregnancy, tobacco and

electronic cigarette use, substance abuse during pregnancy,

medications use during pregnancy, obesiry violence, sexually

transmitted infections, climate change, depression and perinatal
mood disorders, racism, and health disparities.

Teen Pregnancy

As shown in Thble l-5, the birth rate for teenagers in the United
States has been declining since 1990:

O The birth rate for teenagers aged 15 to 17 has decreased

83.2o/o from I 990 to 2020, with a decrease of 360/o from 20 I 0

rc2020.
O The greatest percentage ofchange occurred in ages 10 to 14,

with a decrease of 85.7o/o from 1990 to 2020.

AGE 2020

10-14 0.2

15-17 6.3

18-19
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O The introduction of long-acting reversible contraceptives
(iARCr, including the contraceptive implant and intra-
uterine devices (IUDs) for teens, has been key to reducing

unintended pregnancy rates in this population.
O The teen birth rate in the United States in 2020 was higher

than in other developed countries, with 17 births per 1,000

females aged 1 5 to 19 compared with Switzerlandt rarc of 3

and Canadat rate of9.

lmplications of Teen Pregnancy and Birth

Teen births can have adverse long-term effects on both the

mothers and children, presenting challenges to teen parents and

sociery. These include:

O Educational issues:

o 50o/o of teen mothers receive a high school diploma com-

pared with 90%o of women who did not give birth during
adolescence (CDC, 20 19 a).

o Only half of teen mothers earn a high school diploma by

age 22 and less than 2o/o fifish college by age 30 (National

Conference of State Legislators, 20 1 6).
lD Poverry and income disparities:

o 660/o of teen mothers are poor and 25o/o begin receiv-

ing welfare within 3 years of the birth of their first child
(National Conference of State Legislators, 2016).

o 77o/o of teen mothers will have a second child before age20,
which further decreases their ability to complete school and

qualify for well-paying jobs (National Campaign to Prevent

Teen Pregnan cy, 2016a).

O Risk of sexually transmitted illnesses, including HIY whlch
can impact neonatal and maternal outcomes, including
prematuriry

O Increased risk for hypertensive disorders of pregnancy

Children born to teen mothers are at increased risk for:

O Health problems related to prematuriry or LB\W, including
infant death, respiratory distress syndrome, intraventricular
bleeding, vision problems, and intestinal problems

O A higher mortaliry rate for infants of women younger than 15

compared with infants born to women of all ages

O Behavioral problems

O Placement in foster homes

O Lower school achievement and dropping out ofschool
O Incarceration during adolescence (Youth.gov, 2016)
O Increased risk of becoming a teen mother themselves

Teen fathers have a30o/o lower probabiliry of graduating from
high school than boys who are not fathers (Youth.gov, 2016).ln
addition, teenage males without an involved father are at higher
risk for being incarcerated, dropping out ofschool, and abusing

drugs or alcohol.

Tobacco and Electronic Cigarette
Use During Pregnancy

Tobacco use during pregnancy is associated with increased risk
of LB!7, intrauterine growth restriction, miscarriage, abruptio

r990 2005 20'to 201 5

1.4 0.7 0.4 o.2

37.5 21.4 17.3 9.9

88.6 69.9 s8.3 40.7

TABLE 1-5 Birth Rates forTeen Females:
Births per l,OOO Live Births

CDC,202lo; Homilton et ol.,20l 1,2016.

28.8
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CLINICAL JUDGMENT

Teen Pregnancies
Teen pregnancies have short-term and long-term adverse effects

for teen mothers, teen fathers, their children, their community,
and society. Nurses can help address the rates of unintended
pregnancies among U.S. teens by advocating for and providing

comprehensive sexuality education that increases adolescent

knowledge of reproduction and healthy sexuality. Nurses should

also educate all teens who are sexually active where pregnancy

is a risk on the differing forms of contraception, their efficacy, and

their right to obtain birth control independently, depending on

the statutes of their state.

placenta, premature birth, SIDS, and respiratory problems in
the newborn.

O Cigarette smoking during pregnancy declined from 19.50lo in
1989 to 7.2o/o in 2016 (CDC, National Center for Health
Statistics, 20 1 7).

O 'W'omen who smoke during pregnancy are less likely to breast-
feed their infants.

O Of women who smoked before pregnancy,20.60/o quit during
pregnancy (Curtain & Mathews, 2016).

O Based on age, the highest smoking prevalence rate is among
women aged2} rc 24 (Cwain & Mathews,2016).

O Based on race, the highest percenrage of female smokers is
among American Indians and Alaska Natives (Curtain &
Mathews,20l6).

O Based on educational level, the highest percenrage of female
smokers are women with less than a high school education
(Curtain & Mathews, 2016).

Electronic cigarettes (e-cigarettes) are increasingly preva-
lent in the United States, but they are not considered safe in
pregnancy and the CDC has advised against all e-cigarette use,

including in pregnancy (CDC, 2019c). E-cigarettes are nor
controlled by the Food and Drug Administration (FDA) and
contain carcinogenic and toxic compounds (healthychildren
.org, 2019). Nicotine, which is presenr in e-cigarettes, is
a health danger to both the pregnant woman and her fetus
and can adversely affect the developing fetal brain and lungs.
E-cigarettes have not been demonstrated to be effective
in helping women quit smoking, so nurses should advise against

all e-cigarette use in pregnancy (ACOG, 2020; healthychildren
.org,20l9).

CRITICAL COMPONENT

Tobacco and E-Cigarettes

Nicotine is a health danger for pregnant women and their
developing fetuses. Pregnant women should not use anytobacco
product or e-cigarettes because nicotine is toxic to developing

fetuses and impairs fetal brain and lung development (CDC, 2018).

Substance Abuse During
Pregnancy

In the general U.S. populadon, rhe use of illegal drugs and can-
nabis is greatest in women aged I 8 to 25, and the use of alcohol
is greatest for women aged 26 to 34. !7ith the rapidly changing
regulatory status of cannabis in many states, the rate of use has

more than doubled in pregnant women from 2010 to 2017, with
12.170 of women reporting use in the first trimester and7.0o/o

reporting use overall in pregnancy (National Institute on Drug
Abuse, 2020). Evidence shows that regular cannabis use can af-
fect fetal growth and cause LB\7. The current recommendation
is to discontinue marijuana use during pregnanry and in women
considering pregnancy until more data is available on safery

in pregnancy (Nadonal Institute on Drug Abuse, 2020). Sub-

stantial evidence shows that use of illegal drugs such as heroin,
cocaine, methamphetamine, and MDMA can cause stillbirth,
preterm birth, and birth defects. All women should be screened

in pregnanry for drug use and abuse, with 5o/o of women in
the United States reporting illegal srreet drug use (A'WHONN,
2018; March of Dimes, 2021b).

Use ofalcohol and illegal drugs during pregnancy can have a

profound effect on the developing fetus and the health ofthe ne-
onate. Fourteen percent ofwomen report use ofalcohol during
pregnancy and 5o/o of women report binge drinking during
pregnancy (CDC, 2022). Exposure to alcohol during pregnancy

places the developing fetus at risk for fetal dearh; LB\( intra-
uterine growth retardation; mental retardation; and fetal alcohol
spectrum disorders (FASD$, "a group of conditions that can oc-
cur in a person whose mother drank alcohol during pregnancy"
(CDC, 2Ol7).The impact of substance use on pregnancy and
neonates is addressed in relevant chapters. For more informa-
tion on FASDs, which have physical, behavioral, and cognitive
efFects, see Chapter 17.

Exposure to illegal drugs during pregnancy is associated with
preterm birth, abruptio placenta, drug withdrawal for the ne-
onate, and congenital defects. Cocaine use during pregnancy

can cause strokes and seizure in the developing fetus and affect

cognitive performance, information processing, and arrenrion
to tasks in children (March of Dimes, 2021b). Marijuana use

during pregnancy may cause preterm birth, LBW, and neural
tube defects (March of Dimes, 2021d).

Medication Use During
Pregnancy

Although much focus is given to the use of tobacco, alcohol,
cannabis, and illegal substances, it is equally important to as-

sess women for use of prescription and over-the-counrer (OTC)
medications, including prescription medications that may be-

long to another person. Of the six million pregnancies in the

United States each year, 9 in 10 women will use an OTC or
prescribed medication in pregnanry (National Institute on
Drug Abuse, 2020). Most drug trials do not include pregnanr
women due to ethical considerations and potential risk of harm
to the fetus, so the majority of OTC and prescribed medications
have not been tested in pregnant women; thus, all substances



including supplements and herbal preparations should be dis-

cussed with a health-care provider before use in pregnancy
(Nadonal Institute on Drug Abuse, 2020).ln keeping with the

opioid crisis in the United States, the number of women who
had a use disorder at the time of birth quadrupled between 1999

and20t4 (CDC,2018b).

Nursing Actions

Nurses can help reduce the negative outcomes from cigarette,

alcohol, substance abuse, and improper medication use with
preconception counseling for all women considering pregnanry
in addition to routine screenings for substance use and abuse

throughout pregnancy, the postpartum period, and for breast-

feeding women.

Overweight and Obesity

Overweight is defined as a body mass index (BMI) of 25 to 29,
obesiry is defined as a BMI greater than or equal to 30, and se-

vere obesiry is defined as a BMI greater than 40. In the United
States, the percentage of adults and youth who are overweight

and obese is increasing exponentially. In 2000, 30.5% ofadults
and l3.9o/o of youth were obese compared with the current rate

of 42.4o/o of adults, with the rate of severe obesiry increasing

from 4.7o/o ro 9.2o/o in 2018 (CDC, 2021c). Maternal.and in-
fant health are among the areas most impacted by the obesiry

epidemic: overall, 28o/o of pregnant women meet the criteria for
obesity and 75o/o of pregnant Black women meet the criteria for
being overweight or obese (Pickett-Blakely et a1., 2016). The im-
pacts of obesity on pregnancy, labor, birth, and postpartum are

addressed in relevant chapters.

CRITICAL COMPONENT

Obesity
ln the United States, obesity is a major health concern for both

adults and youth. Pregnant women who are overweight or obese

are at higher risk for complications such as diabetes and cesarean

birth. lnfants born to women who are overweight or obese are at

higher risk for complications such as intrauterine fetal death and

birth injuries related to macrosomia.

Obesiry in childbearing women has adverse effects on both
the women and their children. Pregnant women who are over-

weighr or obese are at higher risk for:

O Infertiliry (wvo times greater risk)
It Spontaneous abortion (miscarriage)

O Gestational hypertension
O Preeclampsia (rwo to three times greater risk)

O Gestational diabetes (two to three times greater risk)

O Thromboembolism
O Cesarean birth
O \7ound infection
O Shoulder dystocia related to macrosomia (birth weight more

than 4,000 grams)
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O Sleep apnea
(D Anesthesia complications
O Maternal death (Mahuette et al., 2018; Pickett-Blakely et al.,

20r6)

Fetuses and infants of overweight and obese pregnant women

are at higher risk for:

O Fetal abnormalities, including spina bifida, heart defects,

anorectal atresia, and hypospadias

O 20o/o increased risk for oral cleft defects, 39olo increase in neu-
ral tube defects, and 50o/o increase in spina bifida (Mahueme

et al., 2018; Pickett-Blakely et al., 2016)
O 20o/o increase in stillbirth
O Intrauterine fetal death

O Birth injuries related to macrosomia
O Childhood obesiry and diabetes

O Increased lifetime risk of obesiry hypertension, and diabetes

Nursing Actions

Addressing the obesiry epidemic is a national prioriry and ev-

idence has demonstrated that change must occur at the popu-
lation level.

O Addressing the social determinants of health that lead to
obesiry including funding for access to healthy foods, safe

living and play environments, equal access to affordable and

efFective health care, and increased educational and employ-

ment opportunities (National Partnership for \fomen and

Families,20l9)
O Preventing lifetime risks for infants by addressing maternal

obesiry
O Providing preconception counseling and care with targeted

weight loss before pregnancy
O Referral for specialized care if failure to lose weight with life-

sryle modifications
O Preventing excessive weight gain in the first pregnancy

through education regarding diet, exercise, and danger ofbe-
ing overweight

Violence

Intimate partner violence (IP.[, sexual assault, and trauma are

also key factors that impact maternal and child health, as well

as the health of women and LGBTQIA+ communities in the

United States. The scope of the problem is profound:

O More than one in three women will experience IPV, rape,

physical violence, verbal abuse, and stalking in their lifetime.
Ten million incidences (both women and men) of IPV occur
in the United States each year (ACOG, 2012; National Coali-
tion Against Domestic Violence INCADV], 2021a).

O One in six pregnant women experience IPV before and

during pregnanry (Agency for Healthcare Research and

Quality tAHRQl,2015; March of Dimes, 2021a), and more
than 320,000 pregnant women experience abuse each year
(ACOG, 2012;March of Dimes, 2021a). '$7'omen who experi-
ence abuse during pregnancy are at higher risk for inadequate
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weight gain, substance abuse, depression, posrtraumatic
stress disorder (PTSD), suicide, and homicide, whereas in-
fants are at risk for LB\W, preterm birth, small for gestational

age (SGA), and neonatal death (ACOG,2012; March of
Dimes, 2021a).

O One in 6ve adolescents who identifies as female reports hav-
ing experienced dating violence and 1.5 million teens will
experience IPV in dating relationships each year (NCADV
2021b).

O Older women who are dependent on caregivers are also at
increased risk, with an esrimared I in l0 older adults experi-
encing elder abuse each year (ACOG, 2021).

O Immigrant women are at increased risk and health-care pro-
viders must be aware of the cultural, linguistic, economic,
and legal barriers for immigrant women and people to report
IPV and assault, especially when there is a fear of deportation
(ACOG,2o2r).

O \7omen with disabilities are a population at increased risk as

well, and health-care providers' lack of education and biases

against women with disabilities leads ro low screening rates.
'Women with disabilities experience sexual assault and abuse

at three times the rate of the general population. In fact, 83o/o

of women with disabilities will be sexually assaulted in their
lifetime, and half of women with developmental disabilities
who have been sexually assaulted are assaulted more rhan 10

times in their lifetime (Disabiliry Justice, 2021).

Nursing Actions

(D Screen all women (especially pregnant women) for IPV and
assault at the initiation ofprenatal care, in each trimester, and

at the postpartum visit (ACNM, 2021; ACOG,2012).
O Provide counseling, home visits, and mentoring support to

pregnant women experiencing IPV (AHRQT 2015).
O Provide routine screening for PTSD, depression, and suicide

risk during prenatal care, postpartum visits, and well-woman
examinations (ACNM, 2021).

O Make IPV screening an integral part of all health visits, inclu-
sive of all women, including older women and women with
disabilities (ACOG, 20 12).

O Screen for adverse childhood experiences (ACE) and history
of trauma as part of all prenatal care and well-infant care
(Mersky & Lee, 2019; Olsen, 2018).

O Know the risk for homicide increases five times if IPV is oc-

curring and there is a gun in the home. Screen for the presence

of guns in the home (Every,town for Gun Safery 2020).

Perinatal Depression and Mood
Disorders

Depression, anxiery, and other perinatal mood disorders create a

significant patient safery issue for women and infants:

O One in seven women experience postpartum depression.

O Between l3o/o and2lo/o of women experience perinatal anxiety.

O Two of three young pregnant women report one or more
mental health issues.

O Around 20olo of postpartum deaths are from suicide (Kendig
et al., 2017 ; Slomain et a1., 2017).

Maternal outcomes from perinatal mood disorders can in-
clude decreased participation on care, smoking and substance

abuse, decrease in self-care and care ofinfant, discontinuation of
breastfeeding, and suicide (Kendig et a1.,2017).

Infant outcomes include poor weight gain; increased ill-
nesses; decreased mother-infant bonding; sleep disorders; delays

in motor, cognitive, Ianguage, and social development; and in-
fanticide (Kendig eta1.,2017; Slomain etal.,2017). The impact
ofdepression and mood disorders on pregnancy and postpartum
is addressed in relevant chapters.

Nursing Actions

O Implement the Consensus Bundle on Maternal Mental
Health (Kendig er. il.,2017):
c Readiness

o Recognition and Prevention
o Response

o Reporting and Systems Learning
O Screen for mood disorders in all three trimesters and for 1 year

after birth.
O Initiate earlier and more frequent postpartum visits.
O Perform universal screening and education for postpartum

depression (PPD) and mood disorders before every discharge.
O Create and support communiry services for treatment of PPD

and perinatal mood disorders.

Sexually Transmitted I nfections

The onset of COVID-19 created "pandemics within pandem-
ics" with significant increases in the number of drug overdoses,

rates of IPV, and the transmission of sexually transmitted in-
fections (STIs). Here are the key findings on STIs from the
Iatest data:

O Reportable STIs increased 300/o between 2015 and 2019.
O The most significant increase was in congenital syphilis, which

quadrupled from 2015 to 2079.
O Congenital syphilis neonatal deaths have increased by 22o/o.

O Health disparities exist among different population groups,

with a five to eight times higher rate of STIs in 2019 for Black
Americans; three to five times higher rate for American In-
dian, Alaska Native, and Pacific Islander women; and one to
rlvo times higher rate for Hispanic women (CDC, 2021d).

O Emerging data shows that HPV infection may increase the
risk of preterm birth and maternal complications (Niyabizi
et a1.,2020).

Nursing Actions

Health-care providers must take the lead in preventing, screening,
diagnosing, and treating STIs to reduce maternal and neonatal

morbidiry and mortaliry. Nurses should lead in health promo-
tion and STI prevention through education on vaccinarion, safe

sex practices, informed consent, and violence reduction.



Climate Change

Climate change is a significant and increasing threat to maternal

and neonatal health, as well as global health, and nurses need to

be educated on how to assess this threat and effectively respond
(Kincaid, 2017; Public Health Institute, 2016; U.S. Global
Change Research Program, 2016). Low-resource countries and
communities are at increased risk for the negative health effects of
climate change, and both globally and nationally these nations and

communities are advocating for recognition of the specific harms

to their communities and a reduction in global warming (Public

Health Institure, 2016; U.S. Global Change Research Program,

2016). The six areas of climate change that impact maternal and

child health are:

tD Extreme heat

O Outdoor air qualiry
O Flooding
O Vector-borne infection
O \flater qualiry drought, and water-related illnesses

O Mental health and well-being (Public Health Institute, 2016;
U.S. Global Change Research Program, 2016)

Although the exact causes of CO\rID-19 are not yet fully de-

termined, significant evidence shows that climate change increases

the risk of the emergence and transmission of new infectious dis-
eases, mostly through deforestation and loss of habitat that brings
animals and humans in closer contact (Harvard School of Pub-

lic Health, n.d.; The Lancet, 2021). Data has demonstrated that

people living in areas with poorer air qualiry are more likely to
die from COVID-l9, and fi.rture outbrea-ts of novel diseases will
be prevented in part by addressing climate change, protecting the
environment, and preserving biodiversiry and natural habitats
(Harvard School of Public Health, n.d.; The Lancet,202l).

Nursing Actions

O Educate patients on climate change and how to mitigate the
effects on maternal and child health.

O Know the specific threats in your communities and partici-
pate in disaster planning.

O Advocate for policies that address climate change and global
warming.

O Advise pregnant women and childbearing families to monitor
heat exposure and hydration during periods of extreme heat.

O Monitor the Air Qualiry Index and avoid being outside when
critical.

O Create an emergency response plan.
O Reduce exposure and limit travel to avoid vector-borne ill-

nesses (Public Health Institute, 2016; U.S. Global Change

Research Program, 2016).

CRITICAL COMPONENT

Extreme Temperatures
Pregnant women are vulnerable to temperature extremes and
susceptible to dehydration, which releases labor-inducing
hormones.
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Health Disparities, Racism,
and Discrimination

In any discussion of health disparities in the United States, it is

critical to name and address the role that racism and discrimina-
tion play in adverse outcomes. Although it is essential to identi$,
these disparities to prepare nurses to provide effective care to
all people, it is also imperative to create nursing interventions
that systemically address inequities, starting by partnering with
communities as they create their own solutions to the urgent
health-care issues af[ecting them.

LGBTQIA+ Care

Health-care disparities and discrimination based on sexual ori-
entation, gender identiry and sexual practices are routinely ex-

perienced by LGBTQIA+ individuals (Fenway Institute, 2016).
Although data shows that LGBTQIA+ individuals are at higher
risk for smoking, substance abuse, violence, and obesiry research

demonstrates that these disparities do not result from individ-
ual vulnerabilities but from societal discrimination and abuse,

which extends to health-care biases and discrimination (Fenway

Institute, 2015). Comprehensive reform at the societal level as

well as in health-care poliry and practices is needed to support
LGBTQIA+ individuals and communities in optimal wellness.

Extensive disparities in health outcomes exist for the

LGBTQIA+ communities, and it is imperative that nurses and

health-care professionals proactively screen for these disparities

using the social determinants of health framework, avoiding ac-

tions or statements that confer individual blame or judgment
(Healthy People.gov, 2021). Examples of disparities include:

O In a study that focused on sexual minoriry birth outcomes,

590lo ofwomen who identified as bisexual and3lo/o ofwomen
who identified as lesbian reported giving birth. However,

study findings demonstrated higher rates of miscarriage,

preterm birth, LB\7, and stillbirth for bisexual and lesbian

women (Everett et al., 2019).
O LGBTQIA+ youth have a t\4/o to three times higher rate of sui-

cide than non-LGBTQIA+ youth (HealthyPeople.gov, 2021).
O LGBTQTA+ individuals have the highest rates of robacco, al-

cohol, and drug use in the United States (Healthy People.gov,

202r).
O LGBTQIA+ individuals have higher incidences of asthma

(21o/o of adult population), diabetes (20o/o of adult popu-
lation), and uninsured status (l7o/o of adult population) as

compared with the non-LGBTQI-A+ population. These con-

ditions have led to worse health outcomes overall, including
increased risk of severe COVID-19 infection (Fields, 2021).

O One in rwo transgender people report discrimination by
health-care providers, which has led o 40o/o postponing or

avoiding preventive health care (Medina, 2021).

Nursing Actions

O Advocate for poliry changes that remove legal discrimination
against LGBTQIA+ people at the local, state, and national
level.
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O Create LGBTQIA+ welcoming and gender-affirming envi-
ronments, which include inclusive forms, signage, and office

practices.

O Revise electronic health records (EHRS) to be inclusive of dl
people and collect data on gender identity and sexual orientation.

O Publicize nondiscrimination policies in patient materials,
'Web sites, and waiting areas.

O Provide training to all health-care sta{f to treat LGBTQIA+
patients in a caring and respectful manner, including using
preferred names and pronouns.

O Recognize that facilities that participate in Medicare or Med-
icaid are required to let patients choose who can visit them
and make medical decisions on their behalf irrespective of
sexual orientation, gender identiry or marital status (Fenway

Institute, 20 I 6).

Racism and Discrimination

The purpose of evidence-based care is to identif, root causes of
health disparities and systemically address these causes to achieve

health equity. This discussion of racism and discrimination as

it applies to maternal and infant health outcomes is based on
decades of research and evidence that have demonstrated that
systemic racism and discrimination in the United States is a

key contributor to worsening maternal and infant outcomes

for women of color (ACNM, BMMA, & ICM, 2020;ACOG,
20 1 8; California Maternal Qualiry Care Collabor arive, 2020).

At a physiological level, systemic racism and ongoing dis-

crimination create persistent stressors in the body that cause

biological weathering, including elevated cortisol levels, in-
creased blood pressure, and shortening of telomeres in women of
color-especially Black women-in the United States (Martin &
Montagne, 20 l7). These impacts contribute to maternal compli-
cations such as hypertension, preterm birth, and earlier onset of
chronic diseases that afFect birth outcomes.

Similarly, women of color, specifically Black women in the
United States, experience racism and discrimination thar directly
impact social determinants of health and, thus, negatively af-

fect maternal and infant health outcomes. Seventy-four percent

of Black women,in the United States, for example, give birth
in hospitals that care for predominantly Black patients. These

hospitals are often in areas ofhistorical segregation, score lower
on maternal outcomes, and have higher levels of maternal mor-
bidiry and mortaliry (Creanga et al., 2014 Howell et al., 2016;
Martin & Montagne, 2017).

Finally, research has clearly demonstrated that health-care
providers, including nurses, are affected by systemic racism in
the United States and exhibit biases against women of color
while providing health care that causes harm and leads to poorer

outcomes. Examples of biases against women of color that lead

to health disparities include reduced rates ofscreening for diabe-
tes in the postpartum period, significantly less pain medication
given during labor and postpartum, and lower rates of epidural
administration for women of color (Choo, 2017).

It is difficult to overstate the severiry of racismt impact on
maternal and newborn outcomes in the United States. These

statistics are included to clari$, that this is an ongoing and

worsening national crisis, but similar to the disparities seen with
LGBTQIA+ communities, these statistics must be seen as a call
to acrion-led by communities of color-and not as a criticism
of the people and communities experiencing these outcomes.

O Black women have three to four times higher maternal mor-
taliry rates and two times higher rates of severe maternal
complications, including cardiomyopathy, embolism, and ec-

lampsia (ACNM, BMMA, & ICM,2020).
O Black infants have two times the rate of infant death of tW4rite

infants (Thylor et al., 2019).
O American Indian and Alaska Native women have three to

four times higher maternal mortality rates and two times

higher rates of severe maternal morbidiry including postpar-

tum hemorrhage and preterm birth (National Partnership for
\7omen and Families, 2019).

O Maternal morbidiry and mortaliry rates for Black women are

independent of education, income, or other socioeconomic
factors (ACNM, BMMA, 6. ICM, 2020).

O A college-educated Black woman is three times more likely
to experience severe maternal complications than a \il/hite

woman without a high school education (Choo, 2017).

Communities and organizations composed of people of color
are leading the effort to address the racial disparities and inequities

in maternal and infant health outcomes in the United States, and

health-care and governmental organizations are joining the effort to
prioritize equitable health outcomes for all women of childbearing
age, especiallywomen ofcolor (ACNM, BMMA, & ICM,2020).

Nursing Actions

1. Increasing the number of maternal health-care providers that
are people of color significantly improves maternal outcomes
(ACNM, BMMA, & ICM,2o2o).

2. Communiry-led initiatives significantly improve maternal
outcomes (California Materniry Care Collaborative, 2020;
Choo,2017).

3. Leadership by people of color significantly improves maternal

outcomes (ACNM, BMMA, & ICM,2020).
4. Addressing racism in practice is critical (ACNM, BMMA, &

ICM,2o2o).
5. Racial equiry trainings that focus on addressing racism at both

an interpersonal and institutional level help to improve ma-

ternal outcomes (National Birth Equiry Collaboradve, 2021).

SAFE AND EFFECTIVE
NURSII\G CARE:

,f.-lii.f ,: rl i l i,,1r,i1,.: .r:rtl

Community Resources

Organizations such as the Black Mamas Matter Alliance and

Sister Song: Women of Color Reproduction Collaborative are

instrumental in creating community-led initiatives to improve

infant and maternal health for people of color at a local, state,

and national level (Black Mamas Matter Alliance, 2021).
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5.9 per 1,000 live

births and fetal deaths

17.4 maternal deaths

per 100,000 live births

25.60/o

10.2olo of live births

76.7o/o

89.3%o past 30 days

94o/o

93o/o

82.60/o

4"lo/o

78.70/o

24.90/o

TABLE 1-6 Healthy People 2O3O Maternal and lnfant Health Goals

OBJECTIVES

Reduce rate of fetal deaths at 20 or more weeks of gestation

Reduce maternal deaths

Reduce cesarean births among low-risk women with no prior cesarean births

Reduce total preterm births

lncrease proportion of pregnant women who receive early and adequate prenatal care

lncrease abstinence from alcohol among pregnant women

lncrease abstinence from cigarette smoking among pregnant women

lncrease abstinence from illicit drugs among pregnant women

lncrease the proportion of women of childbearing age who get enough folic acid

lncrease the proportion of women delivering a live birth who had a healthy weight
before pregnancy

lncrease the proportion of infants who are put to sleep on their back

lncrease the proportion of infants who are breastfed exclusively through age 6 months

U.S. Depottment of Heolth and Humon Sevices, Office of Disease Prcvention and Health Promotion. Healthy People 2030. httpsl/heolth.gov/heokhypeople

The health of a nation is reflected in the health ofpregnantwomen
and their infants. Identifring interventions to improve social deter-
minants of health, reduce health disparities, and improve maternal
and infant outcomes are all integral to ilte Heabhy People 2030
goals for the nation. The CDC and Health Resources and Services

have set national maternal and child health goals in Heabhy People

2030 (Table 1-6). Reviewing these goals helps nurses focus their
nursing care and advocaq, to achieve health outcomes at the pop-
ulation level, and improving the health of mothers and children
will have lifelong effects on the health of the nation.
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2O3O TARGET

5.7 per 1,000 live

births and fetal deaths

15.7

23.60/o

9.4o/o

80.57o

92.2o/o

95.70/o

95.3o/o

86.2o/o

47.1o/o

88.9o/o

42.40/o

American Association of Birth Centers. (2021). Legisktion endorsed by AABC.
https://ww.birthcenters.orglpage/history

American College of Nurse-Midwives. (2021). Disparbies in maternal mortality

in the United State* Quickening [online journal]. https://quickening.midwife

.org/roundtable/clinical/disparities-in-maternal-moraliry-in-the-u-s/

American College of Nurse-Midwives. (n.d.). Our phihsopfu, of care. hnps:ll
w. midwife.org/our-philosophy-of-care

Amerim College of Nme-Midwives, Black Mmx Matter Allimc, and In-
ternational C-onfueration of Midwivs. (2020). Elimiruting the racial dis-

paities contributing m the *e in U.S. marrnal mormliry: Perspectiues fom the

An$ican Collqe of Nune-Midwiues (ACNM), Blath Mamas Maxer Alliance

(BMMA), and Inwnational Anfedaation of Miduiua (ICM). https:llqwckenr:tg

.midwife.org/roundtable/eliminating-racial-disparities-contributing-to-the-rise

-in-u-s-maternal-monality-perspectives-from-acnm-bmma-and-icm/

American Crllege of Obstetricians and Gynecologists. (2012). Intimte partno
do bnce. Comminee Opinion 5 1 8. https://w.amg.orglclinical/clinical
-guidance/committee-opinion/articlesl20l2l02lintimate-partner-violence

American College of Obstetricians and Gynecologists. (2018). Importance of
social determinants ofhealth and culturd awareness in the delivery of repro-

ductive health care. Committee Opinion No. 729. Ob*etics and Glnecology,

I 3 I (1), e43-e48. https://doi.org/10. 1097/AOG.0000000000002459
American College of Obstetricians and Gynecologists. (2020). Tobacco and

nicotine cessation during pregnancy. ACOG Committee Opinion No. 807.

Ob*etrics & @necohgy, 135, e22l<229.
American College of Obstetricians and Gynecologisrs. (2021). Eldzr abwe and

worumls heahh. https://www.acog.org/clinical/clinical-guidance/committee

-opinion/articles/ 2021 I 0 3 I elder - abuse-and-womens-health

Anderson, R., Kochanek, K, & Murphy, S. (1997). Report of final mortality
statistic, 1995. Monthly Vial Swtistics Repons, 45(srppl2), I 1. National Center

for Health Statistic. https://w.cdc.gov/nchs/&ta./mxrAupp/mv45-1 1s2.pdf

Association of Woment Health, Obstetric and Neonatal Nurses. (2018,

September 1). Marijuana use during pregnancy. AWHONN Position State-

ment, 47(5), 7 19-721 .
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Ethics and Standards

of Practice lssues

Roberta F. Durham, RN, PhD

LE/{RNINS OIJTCOMES

Upon completion of this chapter, the student will be able to
1 . Debate ethical issues in maternity nursing.

2. Explore standards of practice in maternity nursing.

3. Describe legal issues in maternity nursing.

4. Analyze concepts related to evidence-based practice.

Maternity nr-rrsing is an excitir-rg, dynamic area oFnursing prac-

tice. There are unique ethical challenges in maternity nrLrsing,

with an obligation to practice safe, evidence-based nursing care

that is responsive to the needs of women and their lrarlilies.
This chapter presents the four-rdatior-ral principles set forth
by the Americ:rn Nurses Association (ANA, 2015a) Codc of
Ethics and adclresses specialty practice standards fron.r the As-

sociation of Women's Health, Obstetric and Neonatal Nurses

(A\flHONN, 2019), which outlinc duties and obligations
of obstetric ancl nconatal nurses. The chapter reviews ethical

;rrinciples within the context of perin:rtal dilemmas and cthi-
eal decision makirrg.rnd pre.enrr comm()n i\\ucs in marerrrity
nursing litigation. Finally, the chapter explores evidence-based

CONCEPTS

Caring

Clinical Judgment
Collaboration
Comfort
Communication
Evidence-Based Practice

Family

Grief and Loss

Health Policy
Health-Care Systems

Leadership and

Management

Professionalism

Quality lmprovement
Safety

Self

practice (EBP) and challenges in research utilization in the
perinatal setting.

-lhe 
terrrrs etltics and morali\, :rre often used interchangeably, but

they havc cliflbrent meanings. Moraliry is very person:rl and can be

adaptable over time; in a pluralistic sociery there are many different

standards of mordiry. Ethics, however, are the results of ir disciplined

study oln'roraliry expressed in systemic norms (Stephenson, 2016).

In nursing, current professional ethical standards are co.lified in the

ANA Code of Ethics (2015a). These standards are based or.t univer-

sal ethical principles (Stephenson, 20 1 (r) and are binding to nurses,

regardless of whether they agree with a nurset personal moraliry.

t9



TABLE 2-1 Overview of American Nurses Association Code of Ethics

20 Unit 1 | Maternity Nursing Overview

Provision 1 The nurse practices with compassion and respect for the inherent dignity, worth, and uniqueness of every person.

Provision 2 The nurse's primary commitment is to the patient, whether an individual, family, group, or community

Provision 3 The nurse promotes, advocates for, and strives to protect the health, safety, and rights of all patients.

Provision 4 The nurse has authority, accountability, and responsibility for nursing practice, decisions, and actions consistent with the
nurse's obligation to promote health and provide optimum care.

Provision 5 The nurse owes the same duties to self as to others, including the responsibility to promote health and safety, to preserve

wholeness of character and integrity, to maintain competence, and to continue personal and professional growth.

Provision 6 The nurse, through individual and collective effort, establishes, maintains, and improves the ethical environment of the
work setting and provides quality health care.

Provision 7 The nurse, in all roles and settings, advances the profession through research and scholarly inquiry development of
professional standards and policy.

Provision B The nurse collaborates with other health professionals and the public to promote human rights and health diplomacy and

to decrease health disparities.

Provision 9 The profession of nursing, collectively through its professional organizations, articulates nursing values, maintains the
integrity of the profession, and integrates the principle of socialjustice into nursing and health policy.

@201 50 by Ameticon Nurses Association. Reprinted with permission. All tights reserued.

ANA Code of Ethics

The ANA Code of Ethics describes the goals, values, and obliga-
tions of nursing. This code applies to all nurses and is intended
to be adaptable to areas ofspecialry nursing. The purpose ofthe
Code of Ethics is to be a:

O Nonnegotiable ethical standard for the profession;
O Reflection of the profession's own understanding of its com-

mitment to sociery;
O Statement on the ethical duties and obligations of every nurse;

O Resource for nurses confronted with ethical dilemmas.

Thble 2-1 lists the fundamental values and ethical principles of
the nursing profession as described in the ANAs 2015 Code of
Ethics. The ANA offers inrerpretive sraremenrs to further clar-
i$, the nine basic provisions outlined in the table and how they
should be applied.

Ethical Principles

In addition to medically sound care, nurses are called on to pro-
vide compassionate and ethically sound care. This is not always
an easy task. Maternity nursing is unique in that the nurse is

caring for rwo patients at the same time, the woman and fetus,

and decisions are often complicated by the timeline of fetal de-
velopment. Medical decisions that were ethical in the 12th week
of gestation may no longer be ethical at 35 weeks' gestation and
vice versa. Technological advances in the neonatal intensive care

unit (NICU) blur the line of viabiliry defined as rhe moment
when a fetus is developed enough to survive outside ofrhe uterus

with a reasonable probabiliry of growing and developing as a

human being; this definition adds another dimension of com-
plexiry (Stephenson, 2016).

Understanding the ethical principles that form the basis of a

code of ethics can help guide nurses confronted with ethically
complex situations (ANA, 2015a). Although the principles are

not difficult to de6ne, they can become complicated and mutu-
ally contradictory in some circumstances:

O Beneficence: The obligation to do good. In materniry nurs-
ing, this applies to both the woman and the fetus and is

usually uncomplicated. Educating your patient about inter-
ventions and behaviors that benefir both her and her fetus is
an example of beneficence.

O Nonmaleficence: The obligation to do no harm to either the
woman or the fetus. For example, helping a mother under-
sand the potential consequences ofdrug abuse or alcohol in-
gestion during pregnancy is an act ofnonmaleficence.

O Fidelity: Being accountable for your responsibilities and
loyal to your commitments, such as ensuring your patienr
has appropriate care from your relief nurse before going
offshift.

O Veracity: Being truthful. This can mean being honest with
your patient about risks and benefits of a cesarean or admit-
ting that you need assistance to give appropriate care.

O Autonomy: The right to self-determination. It is relared to
free choice and personal decisions and is the basis for in-
formed consent in health care. This applies only to the preg-
nant woman, as the fetus is not able to conceive of or express

preferences.

O Justice This is related to allocation of resources and ensures

that resources are used equitably. W'hat is considered equitable,



however, may be subjective and cause confict. For example,
at the societal level justice relates to which initiatives or pro-
grams are funded, whereas at the individual level justice may
influence who receives an organ transplant.

,i'Ethical Approaches

Ethical principles can compete in every area of nursing. In
maternity nursing, this is compounded by the nurse's respon-
sibilities to both the woman and the fetus. A womant au-

tonomy can include her right to make decisions that are not
in the best interest of the fetus. In contrast, she may forgo
necessary therapies for herself until after her delivery despite
her own best interests, such as chemotherapy treatment for
malignant cancer that would harm the fetus. A nurse is not
in a position to voice approval or disapproval ofthe decisions
the woman makes but should advocate for a woman to make
informed decisions.

\7hen considering the best approach to managing limited
resources, there are three primary philosophies to consider
(ANA, 2015a): utilitarianism, libertarianism, and egalitarian-
ism. Each has its own strengths and weaknesses, and they can

all be effective decision-making strategies in various situations:

O Utilitarianism: This is the principle of distributing resources

to produce the greatest good for the most people and opposes

using large amounts of resources for the benefit of a few.

O Libertarianism: This philosophypromotes the idea that some

people are more valuable to sociery than others and thus need

to be given the resources they require to survive. To do other-
wise is to waste resources.

O Egalitarianism: This moral principle focuses on the belief
that all people are equal. This principle emphasizes distrib-
uting resources according to need to protecr those in sociery

who are marginalized and vulnerable.

Consider the situation of a premature but healthy infant who
needs extensive and expensive technological support to survive

for the first few weeks. Should the infantt access to lifesaving
support be dependent on the familyt abiliry to pay? \flhat if the
infant is not healthy and will likely be severely disabled even if
the child survives, requiring lifelong care and intensive resources?

Does that change the decision to provide resources for the child
to survive infancy? Should it change the decision? These situa-
tions can be very challenging to nurses as they advocate for both
mothers and infants and navigate ethical dilemmas.

'Ethical Dilemmas

Ethical dilemmas occur in all areas of life. Although they can be

addressed in many ways, nurses must consider their clear obli-
gations and duties to their patients. Because materniry nurses

must advocate for both maternal and fetal well-being, it may
not be possible to "do the right thing" for both. Ethical dilemma
refers to when there is difficulry in deciding which action takes

precedence over the other. A dilemma has been described as a

situation requiring a choice between what appears to be equally
desirable or undesirable alternatives (Aderemi, 2016). k can also
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be described as a situation in which the patient's rights and the
professional's obligations confl ict.

Ethical dilemmas occur in maternal and child health nursing
as they do in other areas of nursing. Such situations are common
in perinatal and neonatal care because the well-being of both
the mother and her neonate must be considered. Most believe

pregnancy is not an exception to the principle that a patient ca-

pable of making decisions has the right to refuse treatment, even

treatment needed to maintain life. Therefore, a capable pregnant
womant decision to refuse recommended medical or surgical

interventions should be respected (American College of Obste-
tricians and Gynecologists [ACOG), 2016). The most suitable

ethical approach for medical decision making in obstetrics is one

that recognizes the pregnant woman's freedom to make decisions

within caring relationships, incorporates a commitment to in-
formed consent and refusal within a commitment to provide
medical benefit to patients, and respects patients as individu-
als. This ethical approach recognizes that the primary dury is
to the pregnant woman. This dury most often also benefits the
fetus. However, circumstances may arise in which the interests

of the pregnant woman and those of the fetus diverge, demon-
strating the primary of the provider's duties to the woman
(ACOG,2016).

Some ethical dilemmas may be more easily avoided. Im-
plementing safe practices according to evidence-based practice
(EBP) guidelines, helping to establish a culture of safery and pro-
fessionalism in your workplace, and reporting both individual
and system errors can prevent many ethically challenging situ-
ations. Consider the example from earlier in which the mother
requires chemotherapy that may harm the fetus or the ethics of
deciding to terminate a severely abnormally developed fetus. Is it
ethical to delay treatment for a pregnant woman with cancer, po-

tentially shortening her life? Or, in the other situation, is it eth-
ical to continue a pregnancy with a nonviable fetus that results

in a painful, short life for the newborn? How does one balance

advocating for the mother and the fetus if the mother insists

on continuing with high-risk behaviors during her pregnanry?

There are no simple answers to such situations, yet materniry
nurses must help mothers and families navigate these and other
ethical dilemmas. Practice dictates that the primary advocacy

role of maternity nurses is on behalf of the mother. Obligations
to the fetus are tempered by the context of the mother's deci-
sions, and that can be complicated. As individuals with their
own ideas of moraliry maternity nurses may not agree with the

mother's choices, yet their dury to respect her autonomy will
help guide them in managing the consequences. Adding to the

challenge is the fact that while caring for women and their fam-
ilies, nurses encounter diverse cultural practices, spiritual beliefs,

and attitudes toward health and health care. Patterns of com-
munication and decision making are infuenced by culture, so

cultural awareness and cultural humiliry can help nurses navi-
gate decision making with patients and families. Striving to sup-

port women's choices is a fundamental moral responsibiliry for
nurses. Awareness of the broader context that infuences health
supports patient-centered care and can help reduce health in-
equities (ACOG, Committee on Health Care for Underserved
\i7omen,2018).
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Other issues in which maternirv nurses will be required to
help edLrcate, guide, and ultimately advocate for patients include:

O Court-ordered treatments that infringe on the pregnant wom-
an's right to autonomy.

O Criminalization of pregnant women with substirnce use

disorders.

O The difficult decision to withdraw li[e support from the infant
or the mother.

{) Tieatment of genetic disorders or fetal abnormalities.
O Systemic inequities that prevent or delay pregnancy care

during the previable period.
O Equal access to prenatal care.

O Genetic engineering, cloning, and surrogacy.

O Navigating decisions such as sanctity of life versus qualiry of
life for extremely premature or severely disabled infants, in-
cluding whether to resuscitate borderline-viable infants.

O Fetal reduction and preconception gender selection.

Ar ethics committee in hospitals is an advisory group ap-

pointed by the hospital medical executive board. The multi-
disciplinary ethics committee represents the hospital and the

community it serves. Most hospitals have an ethics committee,
made up of doctors, nurses, lawyers, and clergy, which can get

together to help families or health-care workers when difficult
ethical questions arise. Staffar.rd family members can request an

ethics committee consultation at many hospitals.

CLINICAL JUDGMENT

Evidence shows that nurses who understand and internalize

professional nursing ethics are less likely to suffer from a loss of
confidence and self-esteem as a result of facing these difficult
situations (Aderemi, 2016; lacobucci et al., 2013). Nurses can

experience moral distress from situations in which their core

beliefs conflict with providing care. Moral distress occurs in the

day-to-day setting and involves situations in which one acts

against one's better judgment due to internal or external con-

straints. Putting aside one's values and carrying out an action

one believes is wrong threatens the authenticity of the moral

self. Unfortunately, situations of moral distress are common in

health care, and damage to providers' moral integrity occurs

with alarming frequency (Tessman, 2020) (Box 2-1). This nego-

tiation between individual conscience and patient responsibility

arises in many circumstances (e.9., abortion, near viability infant

resuscitation, end-of-life care, informed refusals, and withdrawal

of treatment and medical assistance in dying). The opportunity

to develop these skills in relationship to an individual's own

moral conscience is an important part of nursing and nursing

education (Swartz et a1.,2020). A nurse who demonstrates moral

courage speaks up and asks questions when discussing deci-

sions about care with patients and with colleagues. She practices

self-reflection about personal, health-related values and beliefs

to increase the capacity to respect the same in others (Ruhl et al.,

2016). The goal is to preserve moral sensitivity and integrity by

recognizing, valuing, and hearing staff.

BOX 2-1 | Clinlcal Examples of Perinatal
Ethical Dilemmas

Ethical dilemmas occur in all areas of nursing. However, because

maternity nurses must advocate for both maternal and fetal

well-being, there is not always a clear path for doing the right
thing for both the mother and the fetus. Examples include:

o Court-ordered treatment

. Withdrawal of life support

r Harvesting offetal organs or tissue

o ln vitro fertilization and decisions for disposal of remaining

fertilized ova

r Allocation of resources in pregnancy care during the previable

period

. Fetal surgery

. Treatment of genetic disorders or fetal abnormalities found on

prenatal screening

. Equal access to prenatal care

o Maternal rights versus fetal rights

. Extraordinary medical treatment for pregnancy complications

o Using organs from an anencephalic infant

o Genetic engineering

o Cloning

. Surrogacy

. Drug testing in pregnancy

r Sanctity of life versus quality of life for extremely premature or

severely disabled infants

o Substance abuse in pregnancy

o Borderline viability: to resuscitate or not

o Fetal reduction

. Preconception gender selection

o Sex selection

Ethics in Neonatal Care

Care of extremely sick infants is especiaily challenging. Maternity
and NICU nurses have an ethical obligation to care for the in-
fhnt and respect parental decisions regarding the infant, but also

have a dury to do no harm (Fig. 2-1). Categories for neonates in
the NICU may include:

O Infants for whom aggressive care would probably be futile,
where prognosis for a meaningful life is extremely poor or
hopeless.

O Infants for whom aggressive care would probably result in
clear benefit to overall well-being, where prevailing knowl-
edge and evidence indicate excellent chances for beneficial

outcomes and meaningful interactions.
tl Infants for whom the effect of aggressive care is mostly

uncertain.



FIGURE 2-l Extremely premature baby in the NICU.

An especially important related ethical issue concerns futiliry
(Chervenak et al., 2013). Families sometimes request inappropri-
ate or fi-rtile care for their newborns. However, this does not relieve

nurses oftheir ethical dury to advocate for appropriate care. Iden-
tifying the neonate's status will help guide the perinatal nurset
parental counseling and decision making. It is critical to remem-
ber that veraciry is one ofthe ethical principles binding the nurse;

keeping parents fully informed supports their abiliry ro make

the best choices for themselves. \(ithholding informarion, even

to protect the parents from emotional pain and disappointment,
may be well-intentioned, but makes assumptions about what is

best for the mother and her family without giving them a chance

to participate in that decision. This represents a form ofpaternal-
ism, in which an authoriry figure, in this case health-care person-

nel, makes choices for others; this is considered disrespectful and
inappropriate (Chervenak et al., 2013; Stephenson, 20 1 6).

Parents often lack the expertise to make fully informed decisions
regarding the care of their neonate, so communication and collab-

oration are critical. The parents are the ones who must manage rhe

long-term consequences of decisions, whether thar means grieving
over the death of their child or adapting to the difficult realities of
having a child who may require lifelong care. Developing a con-
sensus for the plan ofcare that incorporates parental wishes, ethical
standards, and realistic assessments of available resources requires

a team approach between the appropriate health-care profession-

als and parents, in which parental concerns are acknowledged and

validated. Such a plan will minimize needless harm or suffering for
the neonate and ethical dilemmas for the NICU nurse, as well as

give parents a sense ofparticipation and control.
Nurses must keep parents fully informed of all developments

and respect parental decisions, but they also have a dury to the
neonate. This may require counseling the parents, offering sup-

port, and referring them to additional resources. At times, balanc-
ing these obligations can lead to an erhical dilemma. Nurses are

the primary link berween neonares in the ICU and their parenrs,
and they interact more with families than any other health-care

professional, putting them in a unique position to help identif,
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and ensure the best possible outcome (Mattson & Smith,2016).
Sensitiviry to the ethical contexts and being receptive to parental
concerns can help the nurse navigate these situations. A common
goal in neonatal units is to increase parents'participation in daily
care and decisions regarding the health care of their infants and

empowerment of parents. This improves the quality of health
care for newborns and parents and is conducive to successful de-

velopment of the parental role (Visner et al., 2019).
Additionally, moral distress is prevalent in the NICU, where

decisions regarding end-of-life care, periviable resusciration, and
medical futiliry are common. Advances in medical technology
have allowed the smallest, sickest neonates to survive. The treat-
ment for critically ill infants is no longer simply limited by the

capabiliry of medical technology but also by moral and ethical
boundaries of what is right for a given child and family. Shared

decision making and the zone of parental discretion can inform
and challenge the NICU team to balance the complexities of
patient autonomy against harm and suffering. Limited ability
to prognosticate and uncertainty in outcomes add to the chal-
lenges faced with ethical dilemmas. Subjective views of qualiry
of life and personal values in these situations can lead to moral
distress ifthe plans ofcare and the validity ofeach path are not
fully explored. DifFerences in opinions and approaches between

members of the medical team can strain relationships and affect
each individual differently (Mills & Cortezzo,2O2O).

In the NICU, disagreements about whether life-sustaining
treatment can ethically be withheld or withdrawn are not un-
common. Usually, the dilemma comes down to questions abour
the value of life with severe physical or cognitive impairments.
Disagreements can go in both directions. Sometimes providers
recommend treatments and parents refuse. Sometimes parents
request continued treatment that providers think is inappropri-
ate (Lantos, 2019). These disagreements can cause moral distress

among physicians and nurses and debates about the ethical justi-
fiabiliry of unilateral decisions that treatment is futile and should
be withdrawn. Usually, disagreements are resolved by ongoing
discussion berween the NICU team and parents, by bringing
in other family members, or by consulting an ethics committee.

From an ethics perspective, traditionally when trearment is

clearly beneficial, the babyt right to treatment outweighs par-
ents' rights to make medical decisions for their baby. When ben-
efits of treatment are less clear, ethicists (and courts) defer to
parental choices (Lantos, 2018).

Decision making in the NICU has recently shifted to focus

on the process rather than the results. A newer approach recom-
mends that care providers help parents discern their own values

and ethical commitments as they face an unanticipated situation
and a series of life-altering decisions (Lantos, 2018). The goal
is to help parents understand their child's clinical situation and

prognosis as well as the meaning of the choices they face in light
of that clinical situation.

Ethical Decision-Making Models

Clinical situations that raise ethical questions are a challenge to
navigate, with multiple clinical facts to consider. In addition,
patient and family values, concerns, and preferences must be
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considered. In some cases, a decision is needed quickly. V/hen
faced with these difficult clinical situations, a systematic ap-

proach can help health-care providers reach an ethical decision

or recommendation (Schumann & Alfandre, 2008). One com-
mon approach for ethical decision making in clinical settings is
the Jonsen model, widely referred to as the "four topics method"
(Jonsen era1.,2002).

The four topics method was developed to provide clinicians

with a framework for sorting through and focusing on specific

aspects of clinical ethics cases and connecting the circumstances

of a case to their underlying ethical principles. Each topic-
medical indications, patient preferences, qualiry of life, and

contextual features-represents a set of specific questions to be

considered in working through the ethical conflict or case. The

purpose of the four topics method is to sort out data to deter-
minewhat is central to the discussion (Jonsen et a1.,2002). The

boxes do not give us an answer, but point us to areas ofconfusion
or contention. W'hen you finish sorting the data, ask, "In which
quadranr does the problem seem to lie?" This provides guidance

for physicians and nurses on where to gather more resources and

how to intervene. The next sections review the four topics, relate

them to ethical concepts, and present relevant questions.

Medical lndications

Clinical ethics case analysis using the four topics method begins

with an articulation of the medical facts of the case, including
the diagnosis, prognosis, treatment options, and how the patient
can benefit, if at all, from treatment (Schumann & Alfandre,
2008). This topic relates to the ethical principles ofand consid-
eration of beneficence and nonmaleficence. Relevant questions

include:

O rVhat is the patientt medical problem? History? Diagnosis?

Prognosis?

O Is the problem acute? Chronic? Critical? Emergent? Reversible?

O \Mhat are the goals of treatment?

O \Mhat are the probabilities of success?

O In sum, how can this patient benefit from medical and nurs-
ing care, and how can harm be avoided?

Patient Preferences

This topic focuses on the expressed or presumed wishes and

values of the patient, including respect for patient autonomy.
Although the United States prioritizes the autonomy of the in-
dividual, most cultures value the family, the communiry and

the overall population in concert with the individual. Relevant

questions include:

O Has the patient been informed of benefits and risks, under-
stood this information, and given consent?

O Has the patient expressed prior preferences, such as advance

directives?

O Is the patient unwilling or unable to cooperate with medical

treatment? If so, why?

O In sum, is the padentt right to choose being respected to the
extent possible in ethics and law?

Since the woment health movement (\X,/HM) of the 1960s, a

primary goal has been to improve health care for all women at all

reproductive stages oftheir lives. Despite challenges and setbacks

in reproductive rights, significant gains were made in woment
health at the federal policy level during the 1980s and 1990s
(Nichols, 2000). For example, women gained more control over

their reproductive rights. Abortion was legalized, although re-

strictions remain, and new contraceptive technology became

available. Gender-based research emerged as an important area

of biomedicine. Violence and discriminarion against women
have been recognized as a significant problem worldwide. Prog-

ress has been made, but we still have much to accomplish. Nurs-
ing has always led in the development of needed and effective

programs for women's health during the 20th century and play

an important role as political activists in promoting the \WHM

and gender equiry empowering women to be active in their own
care (Nichols,2000).

Many "traditional" but outdated ways of providing care to

childbearing women have been replaced with partnerships. The

patriarchal culture that tells women what to do, expecting them

to follow without questions and treating them disrespectfully
when they are unable or unwilling to comply, is being slowly
transformed to include women and their families as true part-
ners in care. Nurses are in an ideal position to take a leadership

role in improving materniry care in the United States and reduc-
ing risk of preventable adverse outcomes (Simpson, 2021).

Quality of Life

In clinical ethics case analysis, it is important to consider what
effect the indicated treatment will have on the patientt qualiry
of life (Schumann & Alfandre, 2008). However, how does one

define quality of life? Clearly, this is a question of perspective as

perceptions ofqualiry vary significantly from one person to the

next. To honor a patient's idea of qualiry of life, the principles of
beneficence, nonmaleficence, and respect for autonomy should
be considered. Relevant questions include:

O \What are the prospects, with or without treatment, for a re-

turn to normal life?

O tWhat physical, mental, .and social deficits will the patient
likely experience if treatment succeeds?

O Do biases exist that might prejudice the providert evaluation
of the parients qualiry of life?

O Is the patientt present or future condition such that contin-
ued life might be judged as undesirable?

O Are there plans for comfort and palliative care?

Contextual Features

The final step in the four topics method is consideration of the

larger context in which the case is occurring and determining
whether any contextual features are relevant to the case and its
ethical analysis (Schumann & Alfandre, 2008). The context of a
case is determined by multiple social factors including (among

others) the dynamics of the family, the living situation of the

parienr, and rhe cultural and religious beliefs ofthe patient and

the family. This includes consideration of the concepts of loyalry
and fairness.



Health Disparities

Awareness ofthe contexts that infuence health supports respect-
ful, patient-centered care rhar incorporates livJ experiences,

optimizes health outcomes, improves communication, and helps
reduce health and health-care inequities. Although generics and
lifesryle play an important role in shaping the overall health of
individuals, researchers have demonstrated how the conditions
in the environment in which people are born, live, work, and age

are equa-lly important in shaping health outcomes. These facrors,
referred to as social determinants of health, are shaped by histor-
ical, social, political, and economic forces and help explain the
relationship between environmenral conditions and individual
health. Recognizing the importance of social determinants of
health can help health-care providers better understand patients,
effectively communicate about health-related conditions and be-
haviot and improve health outcomes (ACOG, Committee on
Health Care for Underserved 1i7omen, 2018).

Health equiry requires addressing equiry not only in health
care but in all human-made and modifiable determinants of
health. Justice and fairness as the foundations of equiry demand
correcting injustices. Injustices may occur among marginal-
ized or excluded groups of people based on their multiple and
intersectional identities or orher characteristics closely linked
with social exclusion, marginalization, and social disadvantage
(Jackson eta1.,2020).

Nurses are uniquely positioned to lead health equiry efforts
specific to the resolution of perinatal heahh disparities. The

power of nursing including our code of ethics is aligned with
strategies, bundles, and tool kits developed to improve perinatal
outcomes in partnership with the most impacred communities.
Specifically, the ANA Code of Ethics (2015a) oudines the role
of the professional nurse and includes the concept rhat nurses

practice with compassion and respect for the inherent digniry
worth, and uniqueness of every individual, without exceprions

for socioeconomic status, personal attributes, or the nature of
the individualt health problem.

Data clearly show disparities in perinatal outcomes for Black
women (Scott et a1.,2019). The ANA Code of Ethics guides
practice for all nurses and is one of many documents to inform
ethical principles in the care of Black women. Ethical perina-
tal care for all pregnant women is clearly outlined in the ANA
Code of Ethics; however, social determinants of health, includ-
ing structural racism and discrimination, are nor equally experi-
enced by pregnant women. According to the Centers for Disease

Control and Prevention (CDC), health equiry is when everyone

has the opportuniry to be as healthy as possible (CDC, 2020).
By extension, birth equity is "the assurance ofthe conditions of
optimal births for all people with a willingness to address ra-
cial and social inequalities in a sustained effort" (National Birth
Equity Collaborative, 2019, p. l).

Multiple determinants underlying inequities in health and
health care result in worse health ourcomes and lower quality
of health care for marginalized populations. Population health
disparities are rooted in inrerconnected systems and interactions
that occur on multiple levels. Individual population health dis-
parities include socioeconomic sratus, race and ethniciry gender,
behaviors, beliefs, biology, and genetics. Intermediate factors
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include neighborhoods, communities, and social networks,
whereas distal or structural factors comprise social and political
policies and health-care institutions (Howell et al., 2018).

Relevant questions include:

O Are there family issues that might influence rreatment
decisions?

O Are there financial and economic factors?

O Are there religious or cultural factors?

O Are there problems of allocation of resources?

O How does the law affect treatment decisions?

Cultural Humility

A core value of nursing is cultural humiliry. This principle in-
forms the ways in which people build trusting and inrentional
relationships with each other. Cultural humiliry governs lan-
guage, behavior, and interactions with our partners within the
health-care system. Tervalon and Murray-Garcia (1998) first de-
6ned cultural humiliry which requires a commitment to four
cofe tenets:

O Critical self-refection and lifelong learning
O Recognizing and mitigating inherent power imbalances
O Developing mutually beneficial nonhierarchical clinical and

advocacy partnerships with communiry members, amplifying
the expertise of the residents in the communiry

O Creating institutional alignment and accountability

\(e challenge nurses to reflect on these four renets as they en-

gage in the care of women and their families in the childbearing
period.

In summary, the four topics approach helps to highlight areas

of controversy and clarifi, the principles underlying the circum-
stances of a clinical erhics case, which in turn guides discussion

among care team members, patienrs, and families roward achiev-

ing a resolution that respects the patientt values and preferences.

Ethics and Practice: Nurses'
Rights and Responsibilities

The AVHONN is the professional nursing association repre-

senting nurses in neonatal nursing. A\IHONN supports the
protection of an individual nurse's right to choose to partici-
pate in any reproductive health-care service or research acdviry.
Nurses have the right under federal law to refuse to assist in the
performance of any health-care procedure in keeping with per-
sonal moral, ethical, or religious beliefs (A\X/HONN, 2016b).

However, as AVHONN considers access to affordable and
acceptable health-care services a basic human right (A\X/HONN,
2016a), it also advocares rhar nurses adhere ro rhese principles:

O Nurses should not abandon a patient nor refuse to provide
care based on prejudice or bias.

O Nurses have the professional responsibiliry to provide
high-qualiry impartial nursing care to all patienrs in emer-
gency situations, regardless ofthe nurses' personal beliefs.

O Nurses have a professional obligation to inform their employ-
ers of any attitudes and beliefs that may interfere with essen-

tial job functions.
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The core values defined by A\7HONN (2019), aligned with
the Code of Ethics, are as follows:

O Commitment to professional and social responsibiliry
O Accountabiliry for personal and professional contribution
O Respect for diversiry of and among colleagues and clients

O Integrity in exemplifring the highest standards in personal

and professiond behavior

O Nursing excellence for qualiry outcomes in practice, educa-

tion, research, advocacy, and management
lD Generation of knowledge to enhance the science and practice

of nursing to improve the health of women and newborns

These core values, denoted by the acronym CARING, are

foundational to excellence in nursing practice and support en-

vironments that promote optimal patient outcomes and staff
engagement.

The ANA is charged with maintaining the scope of practice
statement and standards that apply to the practice of all pro-
fessional nurses. The ANA defines nursing as: "the protection,

promotion, and optimization of health and abilities, prevention

of illness and injury facilitation of healing, alleviation of suf-

fering through the diagnosis and treatment of human response,

and advocary in the care of individuals, families, groups, com-

munities, and populations" (ANA, 2015b, p. 1). In addition to

the Scope and Standards of Practice general practice standards

and the Code of Ethics from the ANA (2015a, 2015b), practice
standards from A'S7'HONN help to guide professional nursing

practice.

The standards summarize what A'WHONN believes is the

nursing professiont best judgment and optimal protocol based

on current research and clinical practice (Box 2-2). A\flHONN
believes that these standards are helpful for all nurses engaged in
the functions described.

As with most or all such standards, certain qualifications
should be considered:

O These standards articulate general guidelines; additional con-

siderations or procedures may be warranted for particular pa-

rients or settings. The best interest of an individual patient is
always the touchstone of practice.

O These standards are but one source of guidance. Nurses also

must act in accordance with applicable law, institutional rules

and procedures, and established interprofessional arrange-

ments concerning the division of duties.

O These standards represent optimal practice. Full compli-
ance may not be possible at all times with all patients in all

settings.

O These standards serve as a guide for optimal practice. They do
not define standards of practice for employment, licensure,

discipline, reimbursement, legal, or other purposes.

O These standards may change in response to changes in re-

search and practice.

O The standards define the nurset responsibiliry to the parient

and the roles and behaviors to which the nurse is accountable.

The definition of terms delimits the scope of the standards

(Table2-2).

The standards of practice for women and newborns de-

scribe a competent level of nursing care and consist of the

six components of the nursing process: assessment, diagno-

sis, outcomes, planning, implementation, and evaluation
(ANA, 2015b). Standard 5: Implementation has additional
subcomponen65-!3; Coordination of Care and 5b: Health
Teaching and Health p16mssi6n-that are new to this edition
and consistent with ANAs Standards, Third Edition. Each

component and subcomponent is presented with a goal state-

ment and a list of competencies specific to the health care of
women and newborns in the context of woman-, newborn-,
and family-centered care. The goals and corresponding compe-
tencies reflect the values and priorities ofA\WHONN and relate

broadly to the nurse's responsibility to the health-care consumer
(A\fHONN, 2019). The standards of practice are set forth to

define the roles, functions, and competencies of the nurse who
strives to provide high-qualiry service to patients. The Stan-

dards of Professional Performance delineate the various roles

and behaviors for which the professional nurse is accountable.

The standards are enduring and should remain largely stable

over time because they refect the philosophical values of the
profession (ANA, 2015b).

Because ofan ever-changing practice care environment and ethi-
cal and legal dilemmas inherent in the profession, nurses have an

increased risk of being named in a malpractice litigation process.

Current trends in medical malpractice lawsuits suggest that the

gold standard is evidence-based practice (EBP).

The charge of "failure to communicate" is a major issue in
most malpractice suits against nurses. Nurses have been found
negligent for placing patients in harmt way by failing to com-
municate issues and concerns to colleagues, charge nurses, and

physicians (Brown, 2016).

Despite increased awareness in the health-care communiry
about preventable errors, reports indicate they still occur at

alarming rates. Communication issues, most notably between

providers, have been identified in nearly halfofcases and include
lack of timely acknowledgment and efFective communication.
Other factors were lack of appreciation for clinical significance

or decline, variation in willingness to escalate concerns about

care, and poor communication due to lack of team structure and

function that often led to delays in care management and ef-

fective response (CRICO Comparative Benchmarking Report,
2018). Recent trends indicate a substantial decline in medical

malpractice cases on OB, indicating multidisciplinary initiatives

on communication and electronic fetal monitoring (EFM) are

reducing medical malpractice claims.

STANDARDS OF PRACTICE

LEGAL ISSUES IN DELIVERY
OF CARE



Liray-;tt,r -2 Ethics and Standards of Practice lssues 27

BOX 2-2 | Standards for Professional Nursing Practice in the Care of Women
and Newborns

Standards of Care

Standard 1, Assessment

The nurse collects pertinent health data in the context of woman-,
newborn-, and family-centered care.

Standard 2. Diagnosis

The nurse analyzes assessment data to determine actual or potential

diagnoses, problems, and issues relevant to the health of women and
newborns.

Standard 3. Aukome ldentification
The nurse identifies expected outcomes for the patient and creates

an individualized plan of care in the context of woman-, newborn-,

and family-centered care.

Standard 4. Planning
The nurse develops a plan of care that includes interventions and al-

ternatives to attain expected, quantifiable outcomes for women and

newborns in the context of woman-, newborn-, and family-centered

care.

Stan d ard 5. I m plem entoti o n

The nurse implements the identified plan to promote woman-, new-

born-, and family-centered care in a safe and timely manner.

Standard 5(a). Coordination of Care

The nurse coordinates care delivery within their scope of practice.

Standard 5(b). Health Teaching and Health Promation
The nurse employs health teaching strategies that promote, main-

tain, or restore health within the context of a safe environment.

Standard 6. Evaluotion

The nurse evaluates the progress toward attainment of expected

outcomes in the context of woman-, newborn-, and family-centered

care.

Standards of Professional Performance

Stondard 7 Ethics

The nurse's decisions and actions on behalf of women, fetuses, and

newborns are determined in an ethical manner and guided by a

sound framework for ethical decision making.

Standard 8. Culturally Congruent practice

The nurse practices in a manner that is congruent with cultural di-
versity and inclusion principles when caring for women, newborns,

and families.

Because intrapartum care is inherently dynamic and nuanced,
crucial evidence gaps exist. Therefore, road signs may be unclear

or change quickly, leading providers to have completely differ-
ent interpretations of rhe right course of action. Conflicting ap-

proaches are easily exacerbated by the dynamic nature of labor.
Differences of opinion and prioritization are bound to occur.
Data suggest that despite encouraging progress in developing
cultures of safery in individual cenrers and systerns, significant

Standsrd 9. Cornmu n icati a rt

The nurse communicates with women, families, health-care provid-

ers, and the communlty in providing safe and holistic care.

Standard 1 0. Collaboration
The registered nurse collaborates with women, families, health-care

providers, and the community in providing safe and holistic care.

Standard 1 1. Leadership
The nurse should serve as a role model, change agent, consultant,
and mentor to women, families, health-care consumers, and other
health-care professionals.

Standard 1 2" Educotian

The nurse acquires and maintains knowledge and competencies that
reflect current evidence-based nursing practice for women, new-

borns, and families.

Standard 13. Evidence^Based Practice and Research

The nurse generates or integrates evidence to identify, examine, vali-

date, and evaluate interprofessional knowledge, theories, and varied

approaches in providing care to women and newborns.

Standard 14. Quality of Practice
The nurse systematically practices, evaluates, and, if indicated, imple-
ments new measures to improve the quality of nursing practice for

women and newborns.

Standard 1 5. Professionol Proctice Evaluation

The nurse evaluates their own nursing practice and participates in

the evaluation of others in relation to current evidence-based con-

sumer care information, professional practice standards and guide-

lines, statutes, rules, and regulations.

Sta nda rd'l 6. Resou ree Uti lizati on

The nurse studies resource factors related to safety, effectiveness,

technological advances, and fiscal responsibility when planning and

delivering care to women and newborns.

Standard 17. Environmental Heslth
The nurse practices in an environmentally safe and healthy manner

when planning and delivering care.
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and necessary work will be required to reverse overt disruptive
behaviors ir.r labor and delivery and to correct more subtle forms
of systemic disrespect. It has been suggested that hospitals need

to transparently address deficiencies in interpersor.ral interaction
and clinical performance to achieve optimal care o[childbearing
women (Lyndon et al., 2014).

Maternity nursing is the most litigious of all pracrice areas.

Contributing to this is tl.re complexity of caring for rwo parienrs


