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~Complete this during your labor and delivery experience and turn it in with your paperwork. Ask your
/ instructor or TPC nurse to check over your findings
/ Situation:

]
Date/Time_0[3D Age: 19
Cervix: Dilation: 4 [
Membranes: Intact: AROM:

Effacement: __ 90 7. Station: _—L

SROM: Color: CWGy
Medications (type, dose, route, time):
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Epidural (time placed): DD ; J

Background:
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GBS status: + /@

Assessment (Interpret the FHR strip- ick any moment in time):
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Contractions: Frequency:

Fetal Heart Rate: Baseline:
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Type of Variables: Early Decels:
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Moderate: Marked:
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Describe any Intrauterine Fetal Resuscitation measures utilized and the reason:
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Delivery:

Sex Y
Method of Delivery: C’ (M) Operative Assist: Infant Apgar: / QBL: (0 0\
Infant weight: !ﬂms \ a7




Prioritization Tool
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IM6 Student Learning Outcomes

Safety& |  Clinical Patlent Professionalism | Communication
Quality | Judgment Centered Care &
‘ Collaboration
Formuate a Demonstrate Demonstrate Relate Communicate
plan of care for clinical Sfamily centered knowledge, and collaborate
the childbearing | judgment using | care based on skills, and effectively with
Jamily, and the | evidence-based | the needs of the attitudes patients, family,
patient with data in making | childbearing required of the | and members of
mental health clinical Jfamily, and the professional the
disorders using | decisions for the |  patient with nurse by interdisciplinary
evidence-based |  childbearing mental health | advocating and team in the
practice, safety, | family, and the disorders. providing care | childbearing
and quality patient with to the Jamily, and the
principles. mental health ’ childbearing patient with
disorders. Sfamilies, and the | mental health
patient wi disorders.
mental heZ=h
disorders.

Safety & Quality: Baby was grunting/gurgling while laying down after a feeding. My nurse

told me to pick him up and turn him face down and start patting him on his back to get him to
- spit up. My nurse informed me if we weren’t in the room and paid attention to those cues the
baby could’ve choked. She also told me the reasoning for him grunting was because he didn’t

‘ get burped after his feeding causing that to happen.

, ‘MJWAmnmbnusmbvm Dr because of maternal
_ hypertension and minimal to absent fetal heart rate variability. |
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