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Labor-Vaginal Delivery
ing

UNFOLDING Reason

1. Perfusion
2. Stress
3. Anxiety
4. Reproduction
5. Clinical Judgment
6. Communication
7. Collaboration
o NCLEX Client Need Categories Percentage of Items from Each Covered in
Category/Subcategory Case Study
Safe and Effective Care Environment Bl . Sy
* Management of Care 17-23% v
e Safety and Infection Control 9-15%
Health Promotion and Maintenance 6-12% v
Psychosocial Integrity 6-12% v
Physiological Integrity |
e Basic Care and Comfort 6-12% v
e Pharmacological and Parenteral Therapies 12-18% v
e Reduction of Risk Potential 9-15% v
e Physiological Adaptation 11-17% v
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History of Present Problem: . _
Anne is a 17-year-old, gravida | para 0 who is 39 weeks gestation and admitted t.o lhellabor room for &
observation at 1200. She began having contractions three hours ago at 8 to lO-nTnnute 1nterval§ with eacy, &
contraction lasting 30 seconds. She states her pain is 3/10. Her membranes are intact. On admission, 5 va
exam indicates cervical dilation is | cm, 80% effacement, and 0 station. .

After two hours of observation, her cervix is 2-3 cm/ 80% effacement/0 stati01.1 and <_30n‘f3°t10"5. are now 4.
S minutes apart, lasting 60-70 seconds and pain remains 3/10. Fetal lie is longitudinal with a cephalic
presentation. You have her prenatal records from her visits to the office. She is Group Beta Strep (GBS)
positive and received antibiotics at 36 weeks. Her blood type is B-.

gil‘\a\

Personal/Social History:
Anne’s mother is with her. Anne is not married and the father of the baby is not involved. She appears to bt?
relaxed although she states she is a bit nervous. She wants a natural non-medicated birth and her mother will

help coach her. She plans on breastfeeding for “awhile”. She attended childbirth preparation classes with her
mother.

What data from the histories are RELEVANT

and must be interpreted as clinically significant by the nurse?
Reduction of Risk Potential) P ly signifi Y

RELEVANT Data from Present Problem: | Clinical Significance: T SR A
GO @) ZX -1 B ey W W 0 Ty Y ot A on
+ CuviY dleegy form L0 g D2 WSy
2-20m VU T Plwa vhdUeew eevly \okor
Yain 36 2 Hps deruane Staod. ob \awoax//*o o the pnduseron
neack \GIn YO S
b B- bla, Tyhke S Mo ey WO

- : K A di O Doy JexA bW \.
K \%\mmg\i\m’s\%@w& l%@; TS WNUICALY Hre  Yroqessicin oF \Busr
Yo ConiTBEGNS -5 P
RN R\S \’&‘6\\“0) (-0

RELEVANT Data from Social History: _Clinical Significance: . T
by OF Yooy 5 net nvolued [Ny wil e 2 SingAL MO Clichy

| Y%) e wouL (L
> 4 2\ oM Yol esks WS o @ANCRUIIIRY VO CL5 v
g&w 2T YoNoy Y gRHinss o g pren

ok (e v 2R0n.0N Wow) Yo preestlad
e do reasiieediog ‘R&iﬁ\&)\gm\etec%\\%h TORADNE

> Adending, oA pregerane \QU\QV\\’ FNOUWS PR C AN SR Wb
Ot 9

Anne is placed on a fetal monitor and
the nurse collects the following strip:
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otal Heart Rate Strip Assessment:

o
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Patient Care Begins:

IGutrent VSIS Assessment:”
T: 98.6 F/37.0 C (oral) Provokmg/Palhatlve Began 3 hours ago
P: 76 (regular) Quality: Cramping that comes and goes, lasting 40 sec after 1 hour 60-
70 sec.
R: 18 (regular) Region/Radiation: Uterus
BP: 125/80 Severity: 3/10
02 sat: 98 Timing: 8-10 min then 4-5 mins

What VS data are RELEVANT and must be interpreted as clinically significant by the nurse?
Reducnon 9, R:sk PotenuaI/Health Promotzon and Mamtenance
ey =

Latro, Mo e

>
3@” Vv b-Fo s

A iy« HI0. B -0mie
B -5 man
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_Current Assessment: T Ry i g
General Calm, body relaxed, no grimacing, appears to be slightly anxious. ~
Appearance: \
Respiratory: Breath sounds clear with equal aeration bilaterally ant/post, non-labored respiratory effort
Cardiac: Pink, warm & dry, slight ankle edema, heart sounds regular with no abnormal beats, pulses
strong, equal with palpation at radial, brisk cap refill
Neuro: Alert and oriented to person, place, time, and situation (x4)
HEENT: Normal cephalic
Chest: Breasts tender on palpation, areola darkened and occasional veins present .
Abdomen: Soft; no masses, uterus palpable above umbilicus, mild indenting with palpation, fetus is in
LOA position by palpation
Extremities:

Mild spider varicose veins on medial aspect of left leg, deep tendon reflexes 2+

Vaginal Exam:

Small amount clear mucous, 1cm/80%/0, membranes intact

What assessment data are RELEVANT and must be interpreted as clinically significant by the nurse?
Reduction of Risk Potential/Health Prom

on iqu and Maintenance)
_RELEVANT Assessment Data: | __ | Clinical Significance: e : i
3 10m |26 O > MonVov- povar toy durviey o vicoy
QD)\\ \ @ﬂ\k\i Q&,U(Y\e 2 Mvg‘ g\\;\;/:l;:\ oce,mhf?g CoAd }{\(94@’3’)%
HOA pvon >Nonvey Yor W

Rree D QTID /¥ O\ BPBCncy o8 R -
= LoA pomirion O 6N R pTRVIR  QOBITO
\=looving.

!\‘QOV

Clinical Reasoning Begins...
1. Interpreting relevant clinical data, what is the primary concern? What primary health-related concepts does this

primary problem represent? (Management of Care/Physiologic Adaptation)

Problem:

Pathophysiology of Problem in OWN Words:

ooV

Codoor INVOIVES Qonge 3 LW e myomeium,
ARCAGIND GnCh CovviX Fhey occun Gradud\ly yCun minade
W A YoPich chengen oF agtive \abo” At enda Wwith
HAe eXpUASIoN of e grdUAS ofF conphon.

Re proeticeton

Collaborative Care: Medical Management (Pharmacologic and Parenteral Therapies)

| Care Provider Orders:

| Rationale:

3Ei;ié‘étéd‘0ixt’éiiiiié’:§’

Intermittent fetal heart

tolerated

\

4 hours while in labor

Admit to Labor and Dehvery<

monitoring ambulating as

Ampicillin 2 g IVPB when
in active labor and 1 g every

'P?;'\'ie‘i\:\-’ Y bb.

S0NNSIULS,
. [Vemn\ A aweV] %,
Dationd o INOMpIICaReA gre r@roegtre [ 200 S s

NP NP S CaAonnty l'fL.n' ;\.\«;cm SR AU 2% enddrug
%‘\Q\f\%\:& 9\\\(}1\&\;\::;,:;&,1(26»aqt‘\‘ QI \o th, (DV ne Swdiole
AL

ALL9 2RO NS.
Prevention of

GS sepss
OC \(%,(JO‘OOUH .

GBS s G i o provent

DEsnRNy ATE e
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Woarx G
0
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May ambulate as tolerated 6 20w (‘&‘(@V\‘\L}, Yo 2ek tHe Ol’b% Leloov (ol
0 \ovoor : Prg/ess

’ital Signs every hour TO ereutel NWR\S  rehman Stah VS rumein Sobl
thoughoa daery
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@2t o \nfdeho
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PRIORITY Setting: Which Orders Do You Implement First and Why? (Management of Care)

| Care Provider Orders: | Orderof Priority: | Rationale;

O

e Establish peripheral IV

now xl and 1 g every 4+ |OMolAnng 35 o ( " e
hours while in labor ok ponphiuer \V Tre paverw 1S GBS ©
e Intermittent fetal heart mv\q,\\\\(\» yA ob_\\)\)p) Wil Prverdr &hD €9

monitoring ambulating  |yigy NAC
as tolerated . '

MR LAOY 10 OnSIT AaT SN WAUSs 19 ST |,
e Ampicillin2 g [VPB WRv (DX vpniionn Neeoh Yo egh W A0 W IFeAL \V Bnmnpio tics
nre . {\rmnao‘ﬁcs
S o the

Collaborative Care: Nursing
2. What body system(s) will you assess most thoroughly based on the primary/priority concern?
Reduction of Risk Potenti l/]’hysiqlogic{ Adap(at;'on

| PRIORITY Body System: | PRIORITY Nursing Assessments:

Thswre Cmrethoens
(NVICR\ daeTon. ENSre. contrecions ort (6 X e

RAUIO (ON(BLHONS,

NG, eNogtn X0 ?rbjmss
Qo
Y ov 300 \Ong. Brsurt WaRrwy vetaxng Conm putdy

3. What nursing priority (ies) will guide your plan of care? (Management of Care)

7 TomoR. G ‘Oraiing, Halps prnnote raveer

T (0K Ak ob ey
@W@\f\r\oy ooy
WL oA

o [veriodtee M
D) Wing oy | 3 eekder rolraw YN BN | st ot
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Un-wediCed, VB, | VBN vrerdainent Lonnques | WNE non-
OTMORC VUPERRoN $reg Yo WP YWV \@\o6v QONS, D\r\fevmatl\)\ t;a\
\ ' ey ARG
G GY VISR 19Uy, {o ‘ﬁ P ec&(\ vy (om0,
m‘;g\%’r)wow\a—
g - CLRAY LN

o 12

Copyright © 2019 Keith Rischer, d/b/a KeithRN.com. All Rights reserved.



4.
Psychosoctal Integrity/Basic Care an

hosocial PRIORITIES:

What psychosocial/holistic care PRIORITIES need to be addressed for this patient?

| Risk Ovo\r QHXBN

PRIORITY Nursing Interventions:

Rationale:

CARE/COMFORT:
Caring/compassion as a nurse

PVl N opparunity
v conversation,

\

Physical comfort measures

Dermonsirate brearn
Ound T gy Aednniqles

Poovide com@ert

s gpra&{,n\’s -W\a Q,qui’r wﬁh
The opportunitty o eypress
Y exetement adooust ey s,
e PYC@/V\BHCLA,, end ner by,
Ths Wil ip 4o distrack He
pehent,

s con help Yo VecUACR
8nx Rigy. anal PrOVIARS

%Dihgz SJrr&er,%/tQ,% .

‘Expected Outcol
e oent
wWIN e Yo
bveathin
mhh\q

AEB rey
damonstratin
SR Yechim gl .
Cliont il
Bppeay reddved
oppropriote Lo

‘oo AED
MLa3Ures Conex’sating
Wit HCPs.
EMOTIONAL (How to develop a < 2 o - -
therapeutic relationship): tl/\C,oU:IA o C/\\.U(\*‘r ) | Client ot
Discuss the following principles needed vevooh R her ‘ Beg) vy >, ConQy e povy+ Hot
as co‘nditio‘n:s essential for a therapeutic | () i~ c)\ *%VS. TS oil \p Y Wg_ﬁ ny VY| -Ct'\/
relat.tom}"eh;gmrt cliony \—o eV oy BNXioUsS | g usesl pon
o Trust Ong I 2low ’/&’Cgﬁﬂﬁn W IAER verod
®  Respect \ooy~ Process -
o Genuineness WM Hne | 3% C@V\L\f v DTION
e Empathy not  Comtovt 6\0@/

Four hours later... (1600)

Anne is breathing through the contractions and her mother is at her side. She has put on
the call light because she thinks her water broke. You as the nurse, go in and assess.
Her contractions are now every three minutes and moderate in intensity with palpation.
You perform a vaginal exam and note clear fluid that has no odor, she is 6 cm dilated,
90% effacement, and +1 station. Vertex presentation and fetal position is LOA with
good flexion of the head. You notice the following FHR on the strip.
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101/]5

’\M Qe)cuds mm\’é“\{ ‘*a

[ Current VS: fost Recent: "Current PQRST: ]
T: 98.8 F/37.1 C (oral) T: 98.6 F/37.0 C (oral) Provoking/Palliative: |
P: 86 (regular) P: 76 (regular) Quality: | “Squeezing, tightening” |
R: 22 (regular) R: 18 (regular) Region/Radiation: | abdomen |
BP: 130/80 BP: 125/80 Severity: [ 6/10 |

02 sat: 98% room air Timing: | Every 3-4 mins |

02 sat: 98% room air

1. What data is RELEVANT and must be interpreted as clinically significant by the nurse?

Reducnon 9 ‘stk Potentm[/HeaIth Promotlon and Mamtenance

n ’6b<xovwn (mg \e\remé

3— mxf\

Oloor Wk oS r ord >

_ [ Clinical Sig nificance:& :
oo vug e

ool Q%0 CPEBCRA. | orGress
CoCrn O E@DL/ W%\r\s "0 el cN\u«_Y% Pwﬁoh

+\ Sranon, \JU(\{/*M-OA

\(\orm@\\\f \Ompart oy cmmcryl
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~ Half an hour later (2030)...

Anne delivers a healthy male infant at 2032. Placenta delivered at 2045. No pain
medication was given. Pitocin 30 units/500 mL IV was began after the delivery of the
placenta. Infant Apgars were 8 and 9.

Weight: 7 Ibs 0 0z (3.2 kg) 20 (50.8 cm) inches long. Skin-to-skin contact with
baby initiated and her baby boy attempted to breastfeed and latched on for 5 minutes
on right side. Anne is smiling and holding and talking to her baby. Her uterus is firm,
one finger width below the umbilicus and midline. Lochia moderate rubra. Mid-line
episiotomy is well approximated, slightly bruised and area swollen. Ice pack applied
to perineum. Anne was able to void 400 mL clear, yellow urine after delivery. She has
finished recovery and is being transferred to the postpartum unit.

‘V‘: @ U\'"\ - e ‘ \$Cb & <3
Doenid Autiveredl 15 min a4y binth| Pattinyo doicueeh N WPNLBon ko
ne\Hny V\MW&C ihin %omwn o
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iCurrene VS e Pain Assessmer
T: 98.6 F/37.0 C (oral) Provoking/Palliative: | sitting
P: 74 (regular) Quality: throbbing

R: 18 (regular) Region/Radiation: perineum
BP: 122/78 Severity: 3/10
02 sat: 98% room air Timing: constant

What VS data are RELEVANT and must be interpreted as clinically significant by the nurse?
Rea'uctiqn of Risk Polenlial/Heallh Promotion and Maintena
'RELEVANT VS Data: | Clinical Significan
P BEINN

or WoNRYOWD Formation,

Effective and concise handoffs are essential to excellent care and, if not done well, can
adversely impact the care of this patient. You have done an excellent job to this point; now
finish strong and give the following SBAR report to the nurse who will be caring for this
patient: (Management of Care)

Name/age: Anna, VA Yoo N
BRIEF summary of primary problem: #0z ,(7|P| o 24 WS, Widhing LRITOIOMY \oivn et 2R Syttt

o YaaEihg. MOGRrYe BCMD VILOI2 (voldleh 0omLs abter [
Day of delivery: \ C\)xjrtx\*\\\ on Procan AN 00s ordatel .

m‘m ey @ 20US.

A <3 SRS LSt RPN e\w:ﬁgﬁ b A L s a2 i i R Lo A
o V\GY WO NN SLPPOY végm,x S orn
Nzvure\ Wn- MuddCRre, \Wv «Pavreny 1S O, GBS pegnve rzieu
RELEVANT past medical history: QIR DIC BES ® 3o WrXs. NO Oy Prendaal oS vl |

i

Primary problem/dlaghosns:

RELEVANT background data:

Most recent vital signs: T:4g.F )v '.?"\b’ﬁ%\,\)\?\’ V<8 \Q{r&c wan), BV, (22) 95
O¢ S2Y 43¢0 On Mo 0. Fundid Hrm A=\ wogoyorrd
DO Fulond o oreddt keding eSE0ISRA. &ed Bafin

RELEVANT lab values: on \081/\»# -5 | latched wed|. v \condu
Wi NP o e UM onas
TREND of any abnormal clinical data (stable-increasing/decreasing): PINA SR AG | PN Ve o

2|10, Pain & Yy hbing and corsiont:
Do AN e\ SR Advmin SierdAd
OXx YWWS XL

RELEVANT body system nursing assessment data:

How have you advanced the plan of care?

Patient response:

INTERPRETATION of current clinical status (stable/unstable/worsening):

)

ARG ANN eI e
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ol

.’\3 SLpUCUNG By ’
(ﬁm\w\”‘(% 1% Dwﬂ— W ol Wow 4\ nondled  (@or; Lexr hr

The Mo adgo vy o | Lrow Thast & ol nas eny quashd
WMO‘O% Cear I’ank\e@ OF (ondunS WL can BIWeY> cal'd
O oo Yo property are | L. TR St potint Yoy S ggn\
for N paoeovn At Yo YD N Vg C\orge Nuse W M
O ound, the Que +thadt |VOF-0n Hie wnit

SRS a Cavsy - He oom

Use Reflection to THINK Like a Nurse

What did you learn that you can apply to future patients you care for? Reflect on your current strengths and
to make weakness a future strength.? ’

[ Whatdidyou do wellin this casestudy?

| Sl @ ® 0d B jyoo Peliowing.

har birth plan by giving har muy pl

0. S

\kl \}Y\M ‘TQ {é ALK

i YRoor yhowo to IS O irth
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| A | SmatEyeucplan o akness a future strength?
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Pracnce. (it ey Wy Qeg\ CANEALNT N N ey pruko oy
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