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Demographics (3 points) 
	Date & Time of Admission
9/22/23, 1919
	Patient Initials
L.M.
	Age
23
	Gender
female

	Race/Ethnicity
African American
	Occupation
Not employed
	Marital Status
Single
	Allergies
Shellfish

	Code Status
Full code
	Height
5’1 (155 cm)
	Weight
146 lbs. (66 kg)
	Father of Baby Involved
Yes, Tyrone



Medical History (5 Points)
Prenatal History: Gravida – 1, Term – 1, Preterm – 0, Abortion – 0, Living - 1
Past Medical History: The patient has a past medical history that includes Astigmatism of the eye, back pain, constipation, endometrial polyp, familial exostosis (11/06/2015), fibromyalgia, GERD, groin strain (11/2014), H. Pylori infection, insomnia, low iron (02/13/2017), migraines, mild intermittent asthma; uncomplicated, PCOS (01/06/2017), vitamin D deficiency.
Past Surgical History: The patient has a past surgical history of a D & C (02/09/2018), EGD/colonoscopy (05/14/2019), hernia repair (2003), and knee arthroscopy (10/16/2018).
Family History: The patient has a family history of cancer in her mother, who has been in remission for 11 years. Her mother also suffers from migraines. Her father died at 62 from a myocardial infarction and suffered from hypertension, kidney disease, headaches, and a stroke. Her maternal grandmother has diabetes and suffers from colon cancer and migraines. Her maternal grandfather has diabetes. Her paternal grandmother is deceased; she died from blood cancer, and her paternal grandfather is also deceased and died from multiple sclerosis.
Social History (tobacco/alcohol/drugs): The patient reports never smoking cigarettes, never using smokeless tobacco, never using drugs, or drinking alcohol.
Living Situation: The patient reports that she lives with her mother.
Education Level: The patient reports graduating high school with her diploma and an associate degree from Parkland College.
Admission Assessment 
Chief Complaint (2 points): Contractions
Presentation to Labor & Delivery (10 points):.M.L. is a 23-year-old G1T0 female at 39w5d presenting for contractions to the labor and delivery department. She was seen on 9/21/2023 for a routine visit and asked for her membranes to be swept. She returned to the hospital and stated that she had been having contractions since 0900 yesterday and had not slept well the night before. Her contractions became closer and stronger over time. The patient was here for a scheduled induction, which failed due to fetal intolerance. Since there were complications with the baby, the patient had a spontaneous C-section. Her current obstetrical history is complicated with anemia and a family history of multiple genetic and structural anomalies. She was also diagnosed with mild polyhydramnios in the third trimester, which has since resolved.

Diagnosis
Primary Diagnosis on Admission (2 points):. Induction of labor
Secondary Diagnosis (if applicable):.Polyhydramnios


	Laboratory Data (15 points)	
[bookmark: _Hlk529864599]CBC Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Prenatal Value
	Admission Value
	Today's Value
	Reason for Abnormal Value

	RBC
	3.50 – 5.20
	4.35
	4.01
	3.42
	The patient has anemia. (Pagana et al., 2019)

	Hgb
	11.0 – 16.0 g/dL
	13.4
	12.2
	10.7
	The patient has anemia. (Pagana et al., 2019)

	Hct
	34.0 – 47.0
	39.4
	36.6
	31.6
	The patient has anemia. (Pagana et al., 2019)

	Platelets
	140 – 400 
	136
	142
	107
	The patient has an acute or chronic infection. 
(Pagana et al., 2019)

	WBC
	4.00 – 11.00
	6.62
	5.57
	12.28
	The patient has an autoimmune disease. 
(Pagana et al., 2019)

	Neutrophils
	47 – 73
	N/A
	N/A
	N/A
	

	Lymphocytes
	18.0 – 42
	25.7
	27.8
	8.6
	

	Monocytes
	4 – 12
	7.4
	7.9
	5.8
	

	Eosinophils
	0 - 5
	0.5
	0.4
	0.0
	

	Bands
	
	
	
	
	



Other Tests Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Prenatal Value
	Value on Admission
	Today’s Value
	Reason for Abnormal

	Blood Type
	A, B, AB, O
	O+
	O+
	O+
	

	Rh Factor
	Pos / Neg
	Positive
	Positive
	Positive 
	

	Serology (RPR/VDRL)
	Pos / Neg
	Negative
	Negative 
	Negative 
	

	Rubella Titer
	Immune/ not immune
	Immune
	Immune
	Immune 
	

	HIV
	Pos / Neg
	Negative
	Negative
	Negative 
	

	HbSAG
	Pos / Neg
	Negative
	Negative
	Negative 
	

	Group Beta Strep Swab
	Pos / Neg
	Negative
	Negative
	Negative 
	

	Glucose at 28 Weeks
	< 140
	126
	126
	126
	

	MSAFP  (If Applicable)
	N/A
	N/A
	N/A
	N/A
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Additional Admission Labs Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Prenatal Value
	Value on Admission
	Today’s Value
	Reason for Abnormal

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Test
	Normal Range
	Prenatal Value
	Value on Admission
	Today’s Value
	Explanation of Findings

	Urine Creatinine (if applicable)
	
	
	
	
	



Lab Reference (1) (APA):
Pagana, K. D., Pagana, T. J., & Pagana, T. N. (2019). Mosby's Diagnostic and Laboratory Test 
Reference. Elsevier.

                              Stage of Labor Write Up, APA format (30 points):
	
	Your Assessment


	History of labor:
   
    Length of labor
9/25/2023; 1949
9/27/2023; 2033 

   Induced /spontaneous

Spontaneous
C-section
   Time in each stage

1 – Not documented
2 – C-section
3 – 0 

	


	Current stage of labor










	The postpartum period is a critical transitional time for a woman and her family, typically called the fourth trimester. The body returns to its prepregnant state during this stage, generally taking about six weeks (Ricci et al., 2020, p. 516). However, this period can last anywhere from nine months to a year for a mother's body to return to its prepregnant state. During pregnancy, a woman’s body completely changes to accommodate the needs of a growing fetus (Ricci et al., 2020, p. 516). After the baby's birth, the body starts to go through the process of returning to its original state. The uterus returns to its normal size through Involution, which involves three retrogressive processes: contraction of muscle fibers, catabolism, and regeneration of uterine epithelium. 
Lochia, which is vaginal discharge, occurs after birth and continues for four to eight weeks. It results from involution, during which the decidua basalis' superficial layer becomes necrotic and sloughed off (Ricci et al., 2020, p. 517). After birth, it should be bright red and have a fleshy smell; an offensive odor usually indicates an infection (Ricci et al., 2020, p. 517). My patient had a C-section due to fetal intolerance and had the uterine debris removed manually along with the placenta. Women who have C-sections tend to have less blood flow due to this. This patient is in the first stage of Lochia, lochia rubra when the discharge is a deep–red mixture of mucus, tissue debris, and blood. This occurs for the first 3 to 4 days after the baby's birth. There were no abnormal findings with this patient; everything is progressing smoothly. 
She is in the taking-in phase of maternal adaptation. This phase is characterized by dependent behavior; she is passive and allows the nurse to make decisions for her and her baby. Even though she is doing well physiologically and psychologically, women can experience deviations from health, putting them at risk for postpartum conditions that could become life-threatening (Ricci et al., 2020, p. 809). These risks include postpartum hemorrhaging, infections, and postpartum mood disorders. Other risk factors include high blood pressure, obesity, and cardiac disease.  The most common cause of postpartum hemorrhage is the failure of the uterus to contract and retract after birth (Ricci et al., 2020, p. 809). This is why nurses frequently assess uterine tone after birth by palpating the fundus for firmness and location. A soft, boggy fundus indicates uterine atony. We palpated this patient's fundus, and it was within normal ranges. 
Infection is another postpartum complication and a common cause of morbidity and mortality. Postpartum women possess an increased risk for infection due to tissue trauma during birth, vulnerability from the placenta separation site, and the incision from cesarean section (Ricci et al., 2020, p. 821).  The nurse's job is identifying subtle changes that place women at risk for infection. This is why we monitor the patient closely, checking vital signs frequently and assessing for any signs of infection. Some signs and symptoms include fever within 1 to 3 days after birth, chills, clammy skin,  soreness, tenderness, or swelling of the lower abdomen or pelvis, and paleness (Mayo Clinic, 2021).
 Lastly, postpartum women are at risk for mood disorders due to changes in hormone levels. So, after the baby is born, the mother fills out a form that asks questions about her current mood and state of mind. Some baby blues and mild depression are typical, but they should be resolved by the end of the postpartum period. Nurses play a significant role in providing guidance about postpartum mood disorders, detecting manifestations, and assisting women with appropriate care (Ricci et al., 2020, pp. 826-828). This patient did not show any signs of postpartum complications but was educated on the signs and taught what to do if she began to have any symptoms.



Stage of Labor References (2) (APA):
Mayo Clinic. (2021, December 3). Postpartum complications: What you need to know. Mayo Clinic. Retrieved October 1, 2023, from https://www.mayoclinic.org/healthy-lifestyle/labor-and-delivery/in-depth/postpartum-complications/art-20446702 
Ricci, S. S., Ricci, S., Kyle, T., Kyle, T., & Carman, S. (2020). Maternity and Pediatric Nursing.  
Wolters Kluwer.
Current Medications (7 points, 1 point per completed med)
*7 different medications must be completed*

Home Medications (2 required)
	Brand/Generic
	Albuterol HFA/ Ventolin

	Epinephrine
	
	
	

	Dose
	
90 mcg
	0.3mL
	
	
	

	Frequency

	Every 4-6 hours PRN
	PRN
	
	
	

	Route
	
Inhaler
	Intramuscularly 
	
	
	

	Classification
	
Bronchodilator
	Sympathomimetic  
	
	
	

	Mechanism of Action
	Albuterol attaches to beta receptors on bronchial cell membranes, stimulating the intracellular enzyme adenylate cyclase to convert ATP to cAMP (Pagana et al., 2019).

	Acts on alpha and beta receptors, inducing increased smooth muscle contraction, pupillary dilator muscle contraction, and intestinal sphincter muscle contraction (Pagana et al., 2019).
	
	
	

	Reason Client Taking 

	Wheezing/
coughing/asthma maintenance 
	Allergic reaction
	
	
	

	Contraindications (2)

	Hypersensitivity to albuterol or its components, hypersensitive to milk protein
	vascular cerebral arteriosclerosis, coronary insufficiency
	
	
	

	Side Effects/Adverse Reactions (2)

	Anxiety, arrhythmias
	Severe hypertension, seizures
	
	
	

	Nursing Considerations (2)

	Monitor serum potassium level and be aware that drug tolerance can develop with prolonged use.
	Use epinephrine with extreme caution in angina, asthma, and arrhythmias patients. Use the drug cautiously in elderly patients and those with cardiovascular disease, diabetes mellitus, and hypertension
	
	
	

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Assess characteristics of respirations, auscultate lung sounds
	Assess lung sounds, assess blood pressure and pulse
	
	
	

	Client Teaching needs (2)

	Teach the patient how to use the inhaler and tell the patient to immediately report signs and symptoms of allergic reaction, such as difficulty swallowing, itching, and rash
	Teach patients and family how to administer epinephrine subcutaneously in an emergency. Teach the patient and family to never give epinephrine in the buttocks, as absorption may be hindered.
	
	
	






Hospital Medications (5 required)
	Brand
/Generic
	Acetaminophen/
Tylenol with codeine

	Principen/ Ampicillin 
	Cidomycin/Gentamicin sulfate
	Pitocin/Oxytocin 
	Fumarate – folic acid

	Dose
	300mg – 30 mg

	2g 
	280 mg
	30 units
	One tablet

	Frequency

	Every 6 hours
	Every 6 hours 
	Every 24 hours 
	Once 
	Daily 

	Route
	Oral 

	IVPB
	IVPB
	Intravenous 
	Oral 

	Classification
	Narcotic analgesic combinations

	Antibiotic
	Antibiotic 
	Uterotonic agents
	Iron products

	Mechanism 
of Action
	It works in the brain to change how the body feels and responds to pain; acetaminophen helps reduce fever (Pagana et al., 2019).

	Inhibits bacterial cell wall synthesis (Pagana et al., 2019).
	Binds to negatively charged sites on the bacteria's outer cell membrane, disrupting the membrane integrity (Pagana et al., 2019).
	Increases the amplitude and frequency of uterine contractions (Pagana et al., 2019).
	Stimulates the production of red blood cells, white blood cells, and platelets in persons suffering from anemias (Pagana et al., 2019).

	Reason 
Client 
Taking 
	To relieve severe pain
	To reduce the incidence of infection.
	To treat severe bacterial infections caused by gram-negative organisms.
	For post-partum hemorrhage
	Prevention and treatment of iron deficiency anemia.

	Contraindications (2)
	Patients with severe respiratory depression, acute or severe bronchial asthma
	Hypersensitivity to ampicillin; infection caused by penicillinase-producing organism
	Hypersensitivity to gentamicin and other aminoglycosides
	Fetal distress, hydramnios, maternal sepsis
	B12 deficiency, known hypersensitivity to any of its ingredients

	Side Effects/
Adverse 
Reactions (2)
	Drowsiness, constipation
	Throat tightness; chest pain
	Hypotension, neurotoxicity
	Excessive bleeding long after childbirth, severe headache
	Severe stomach pain, vomiting, fever

	Nursing Considerations (2)
	Assess pain levels often and monitor for decreased respiration.
	Monitor patient closely for anaphylaxis; monitor patient closely for diarrhea.
	Know that drug should not be given to a pregnant patient because it can cause hearing loss in the fetus. Assess the patient for evidence of other infections; gentamicin may cause the overgrowth of non-susceptible organisms.
	Monitor BP and pulse frequently and fetal heart rate continuously throughout the administration, assess frequency, character, frequency, and duration on uterine contractions
	Absorbed better on an empty stomach but may administer with food, inform patient stools may be dark/black.

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Assess pain level, assess risk for opioid addiction, abuse, or misuse
	History of allergies, CBC, LFTs, renal function test
	Renal function test, obtain a body fluid or tissue specimen for culture and sensitivity testing.
	Fetal maturity, presentation
	CBC, history of allergy to folic acid preparations, adventitious sounds

	Client Teaching needs (2)
	Take exactly as directed. This medication may make the patient drowsy.
	Emphasize the importance of taking the entire course of therapy and urge the patient to tell the prescriber about diarrhea that lasts longer than 3 days.
	Emphasize the importance of completing the entire course of gentamicin therapy. Instruct patient to report immediate adverse reactions, such as hearing loss, to avoid permanent effects.
	Advise patient to expect contractions like menstrual cramps, teach the patient that oxytocin is used to help control bleeding after delivery
	Take this medication with a full glass of water and avoid laying down for at least 10 minutes after taking the tablet.



Medications Reference (1) (APA):
Jones & Bartlett Learning, (2023). Nurse’s Drug Handbook (22nd ed.). Jones & Bartle




Assessment 
Physical Exam (18 points)   
	GENERAL (1 point):
Alertness: Alert and responsive
Orientation: Person, place, situation, time
Distress: No acute distress
Overall appearance: Appropriate
	

	INTEGUMENTARY (1 points): 
Skin color: usual for ethnicity
Character: Intact, dry
Temperature: Warm
Turgor: Normal elasticity
Rashes: No rashes
Bruises: No bruises
Wounds/Incision: .Incisions on the lower abdomen
Braden Score: 21
Drains present:  Y☐         N ☒      
     Type:
	


	HEENT (1 point): 
Head/Neck: Normocephalic and atraumatic
Ears: No abnormal findings present
Eyes: PERRLA present, EOMs intact
Nose: No polyps, lumps, bumps, or bleeding
Teeth:  No dentures

	
.

	CARDIOVASCULAR (2 point): 
Heart sounds:  Normal heart sounds S1 S2 Present
S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable): Normal
Peripheral Pulses: 3+
Capillary refill: Less than 3 seconds
Neck Vein Distention:   Y ☐   N  ☒    Edema Y ☐    N ☒
Location of Edema: 

	 .

	RESPIRATORY (1 points):
Accessory muscle use:    Y☐     N ☒
Breath Sounds: Location, character
Respirations are regular and unlabored, and breath sounds clear throughout bilaterally
	

	GASTROINTESTINAL (2 points):
Diet at Home:  Regular                   
Current Diet: Regular
Height: 5’1 (155 cm)
Weight: 146 lb. (66 kg)
Auscultation Bowel sounds: Active bowel sounds
Last BM: 9/25/2023
Palpation: Pain, Mass etc.:
Inspection: 
     Distention: No distention
     Incisions: clean, dry, intact
     Scars: No scars
     Drains: No drains
     Wounds: No wounds

	.
	GENITOURINARY (2 Points): 
Quantity of urine: 550 mL
Pain with urination:  Y ☐     N ☒
Inspection of genitals: N/A
Catheter: Y ☒    N ☐    
     Type: urethral catheter laxtex
     Size: 16 Fr
	

	MUSCULOSKELETAL (1 points): 
ADL Assistance:   Y☐   N ☒      
Fall Risk:    Y ☐  N☒
Fall Score: 0 low risk.
Activity/Mobility Status:    Active mobility
[bookmark: Check1]Independent (up ad lib) |_|
[bookmark: Check2]Needs assistance with equipment |_|  N/A
[bookmark: Check3]Needs support to stand and walk|_| N/A

	.
	NEUROLOGICAL (2 points): 
MAEW:   Y ☒       N☐           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☒   N ☐   if no -   Legs ☐   Arms ☐   Both ☒
Orientation: Person, place, time, and situation
Mental Status: Normal cognition
Speech: Clear
Sensory: Normal sensory
LOC: Alert – awake and answers questions appropriately.
DTRs: 2+
	.
	PSYCHOSOCIAL/CULTURAL (2 points):  
Coping method(s):  Talking with her mother or her friends.     
Developmental level:  The patient can read and write.     
Religion & what it means to pt.: N/A
Personal/Family Data (Think about home environment, family structure, and available family support): The patient lives at home with her mother.
	

	Reproductive: (2 points)
Fundal Height & Position: Umbilicus 
Bleeding amount: scant
Lochia Color: rubra
Character: bright/dark clots
Episiotomy/Lacerations:
	

	DELIVERY INFO: (1 point) 
Rupture of Membranes: AROM
Time: 1835
Color: clear
Amount: not documented
Odor: none
Delivery Date:  09/27/ 2023
Time: 2033
Type (vaginal/cesarean): Cesarean
Quantitative Blood Loss: 706 mL
Male or Female: Male
Apgars: 1min - 8, 5min - 9
Weight: 3200 g
Feeding Method: Breastfeeding and bottle feeding.

	



Vital Signs, 3 sets (5 points)
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	Prenatal 
1919
	78
	94/58
	Not documented
	Not documented
	Not documented

	Labor/Delivery
1927
	80
	103/54
	18
	97.7
	100%

	Postpartum
0803
	102
	102/67
	18
	98.3
	96%



Vital Sign Trends: Vital signs from prenatal, labor, and postpartum were all normal and stable.

Pain Assessment, 2 sets (2 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	0803
	0 - 10
	Incisions
	5
	Aching, sharp
	Tylenol with codeine 

	1148
	0 -10
	Incisions 
	1
	Dull 
	Ibuprofen 



IV Assessment (2 Points)
	IV Assessment
	Fluid Type/Rate or Saline Lock

	Size of IV: 20 G
Location of IV: Anterior, lower, proximal right arm
Date on IV: 9/26/2023
Patency of IV: Patent
Signs of erythema, drainage, etc.: None
IV dressing assessment: clean, dry, intact 
	Saline lock



Intake and Output (2 points)
	[bookmark: _Hlk24062879]Intake
	Output (in mL)

	1754 mL
	550 mL



Nursing Interventions and Medical Treatments During Postpartum (6 points)
	 Nursing Interventions and Medical Treatments (Identify nursing interventions with “N” after you list them, identify medical treatments with “M” after you list them.)
	Frequency
	Why was this intervention/ treatment provided to this patient?  Please give a short rationale.

	Palpation of the fundus - N
	Every 8 hours
	
This intervention was provided to this patient to ensure that the uterus became firm after the baby's delivery to help prevent excessive bleeding.



	Assist with breastfeeding - N
	Every 2 – 3 hours 
	
This intervention was provided to this patient because she is a first-time mother and needed education and assistance with breastfeeding for the first time.



	Ambulation - N
	Every 2 hours
	
This intervention was provided to the patient because she had a C-section, and ambulation reduces the risk of blood clots.



	Foley care - N
	Every 2 – 4 hours 
	
This intervention was provided to this patient to help prevent catheter-associated urinary tract infections (CAUTIs)





Phases of Maternal Adaptation to Parenthood (3 point)
What phase is the mother in?  Taking-In-Phase
What evidence supports this? The patient allowed the nurse to make the decisions related to the activities concerning her and her baby's care, and she mostly wanted to rest. 
Discharge Planning (3 points)
Discharge location: Home with her mother
Equipment needs (if applicable): The patient wanted a breastfeeding pump.
Follow up plan (include plan for mother AND newborn): The patient and her baby should return for follow-up appointments in two and six weeks after giving birth so she can be checked, and the doctor can inspect her incisions. The baby should be seen for a follow-up three weeks after discharge and twelve weeks postpartum to check growth and development.
Education needs: The patient needs to be educated on pumping, breastfeeding, and how to identify if she is bleeding too much and when to return to the hospital.
Nursing Diagnosis (30 points)
*Must be NANDA approved nursing diagnosis and listed in order of priority*
Two of the Nursing Diagnoses must be education related i.e. the interventions must be education for the client.”
2 points for correct priority
	Nursing Diagnosis (2 pt each)
Identify problems that are specific to this patient.  Include full nursing diagnosis with “related to” and “as evidenced by” components
	Rational 
(1 pt each)
Explain why the nursing diagnosis was chosen
	Intervention/Rational (2 per dx) (1 pt each) Interventions should be specific and individualized for his patient.  Be sure to include a time interval such as Assess vital signs q 12 hours.” List a rationale for each intervention and using APA format, cite the source for each of the rationales. 
	Evaluation
(2 pt each) How did the patient/family respond to the nurse’s actions?
· Client response, status of goals and outcomes, modifications to plan.

	1. Risk for surgical site infection related to surgery as evidenced by having a C-section. 
	The patient had a C-section.
	1. Minimize the patient's risk for infection by washing hands.
Rationale: Hand washing is the best way to avoid spreading pathogens (Phelps, 2020).
2. Monitor temperature at least every 4 hours and chart it.
Rationale: Sustained temperature elevation after surgery may signal the onset of wound infection or dehiscence (Phelps, 2020).
	The patient responded well, and her incisions remain clear, pink, and free of purulent drainage

	Knowledge deficit related to incision care as evidenced by questions about how to care for incisions.
	The patient has incisions from her surgery.
	1. assess how the patient learns best.
Rationale: The patient may be a visual, auditory, or hands-on learner. The nurse should provide teaching materials in the best format for the patient (Phelps, 2020).
2. Assess readiness to learn.
Rationale: The nurse must assess if the patient is ready to learn by assessing their interest, emotional status, and mental capacity for learning (Phelps, 2020).
	The patient will demonstrate proper execution of wound care.

	2. Knowledge deficit related to breastfeeding as evidenced by asking questions about breastfeeding.
	The patient is a first-time mom who wants to breastfeed her baby but lacks the proper education.
	1.  examine the patient's knowledge and level of education provided about breastfeeding.
Rationale: This intervention aims to teach the mother the most crucial things she needs to know about breastfeeding (Phelps, 2020).
2.  Evaluate the mother’s motivation and desire to learn about breastfeeding.
Rationale: Learning requires energy; patients must want to learn and feel like they have a reason to learn (Phelps, 2020).
	The patient will understand the proper instructions for breastfeeding and be able to ensure an effective breastfeeding process.

	3. Risk for bleeding related to postpartum complications as evidenced by having surgery.
	The patient had a cesarean section.
	1. Screen everyone for risk factors for bleeding.
Rationale: clinical tests and evaluations by expert clinicians allow for preventive measures (Phelps, 2020).
2.  Anticipate conditions and episodes of care that may precipitate bleeding.
Rationale: The clinicians in high-risk areas(surgery) must be prepared and aware of patient conditions and changes that could precede a bleeding event (Phelps, 2020).
	The patient receives appropriate intervention to protect from bleeding episodes.



Other References (APA):
Phelps, L. L. (2020). Sparks & Taylor's Nursing Diagnosis Reference Manual. Wolters Kluwer.
