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Demographics (3 points) 
	Date & Time of Admission
10-24-2023 2231 pm
	Patient Initials
A.A

	Age
25-years-old

	Gender
Female

	Race/Ethnicity
African American
	Occupation
Unemployed 

	Marital Status
Single

	Allergies
No know allergy.


	Code Status
Full code

	Height
5’4

	Weight
175 lb.

	Father of Baby Involved
D.L 




Medical History (5 Points)
Prenatal History: G2P2002, hypertension.
Past Medical History: Abnormal pap smear of cervix: HPV negative, cervical cancer screening: HPV negative, generalized anxiety disorder, schizophrenic disorder (cms-hcc), trichomoniasis on pap smear of cervix. 
Past Surgical History: Patient does not have any past surgical history.
Family History: No family history was documented.
Social History (tobacco/alcohol/drugs): Patient has never smoked tobacco. patient has never used smokeless tobacco. Patient formally used vaping. Patient is not currently drinking alcohol. Patient does not use drugs.
Living Situation: Patient currently lives with her boyfriend and children.
Education Level: Patient is a high school graduate.
Admission Assessment 
Chief Complaint (2 points): Contraction. 
Presentation to Labor & Delivery (10 points): Alayah, a 25-year-old G2P1 female, is being admitted for labor management at 38 weeks and three days of gestation. The patient claims that she began feeling contractions today at about 4 p.m. and that they have progressively gotten worse. She also claimed light spotting, but she disputes any fluid leaks. Christie Clinic midwives have been providing prenatal care to the patient. Her minor asthma, ADD, iron deficiency anemia, GAD, marijuana usage, major depressive disorder, and sleeplessness complicate her current obstetrical history. The patient has now met the criteria for gestational hypertension. The patient disputes headaches, changes in vision, and pain in the upper right quadrant. There is fetal movement as expected.

Diagnosis
Primary Diagnosis on Admission (2 points): Labor.
Secondary Diagnosis (if applicable): Preeclampsia.


	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
	3.5-5.2 u/L
	3.83
	3.73
	3.35
	The body doesn’t have enough iron to produce enough red blood cells (Pagana et al.,2020).

	Hgb
	11-16 g/dL
	11.6
	11.2
	9.8
	Excessive blood loss at delivery can cause low hemoglobin. Hemoglobin can also be low due to not having enough iron and vitamins (Pagana et al.,2020).

	Hct
	34-47%
	34.8
	34.9
	30.9
	The volume of blood loss during delivery can determine why hematocrit is low. Hematocrit can also be low due to the body not getting enough rbc, which can be signs of anemia (Pagana et al.,2020).

	Platelets
	140-400 u/L
	282
	168
	153
	

	WBC
	4-11 u/L
	10.10
	8.84
	12.76
	WBC levels are elevated potentially due to the patient’s body being in stress by being pregnant, which is a natural response of the body. WBC’s are also elevated due to the patient having gestational diabetes. Gestational diabetes, which results in high glucose levels are associated with a stress response from the body (Pagana et al., 2020)

	Neutrophils
	1.6-7.0 u/L
	8.01
	6.43
	10.14
	Neutrophils are elevated due to the patient having gestational diabetes. Gestational diabetes, which results in high glucose levels are associated with a stress response from the body (Pagana et al., 2020)

	Lymphocytes
	1.00-4.9 u/L
	1.48
	1.62
	1.39
	

	Monocytes
	0-1.1 u/L
	0.48
	0.57
	1.09
	

	Eosinophils
	0-0.5 u/L
	0.7
	0.09
	0.04
	

	Bands
	N/A
	N/A
	N/A
	N/A
	



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, or O)
	O-positive 
	O-positive 
	O-positive
	

	Rh Factor
	+ or -
	Positive
	Positive
	Positive
	

	Serology (RPR/VDRL)
	Nonreactive
	Nonreactive
	Nonreactive
	Nonreactive
	

	Rubella Titer
	immune
	Immune
	Immune
	3.91
	

	HIV
	Negative
	Nonreactive 
	Nonreactive
	Nonreactive
	

	HbSAG
	Nonreactive
	Nonreactive
	Nonreactive
	Nonreactive
	

	Group Beta Strep Swab
	Negative
	Negative
	Negative
	Negative
	

	Glucose at 28 Weeks
	74 – 109 mg/dL
	Not taken
	Not taken
	92
	

	MSAFP (If Applicable)
	10 – 150 ng/mL
	Not applicable
	Not applicable
	Not applicable
	


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

	Calcium
	8.9 – 10.6 mg/dL
	8.7
	9.0
	9.0
	The patient had a prenatal history of hypertension which can be the cause of low calcium levels (Pagana et al.,2020).

	Glucose
	74 – 100 mg/dL
	68
	76
	76
	

	Creatinine
	0.70 – 1.30 mg/dL
	0.48
	0.54
	0.54
	The patient has a secondary diagnosis of preeclampsia which could indicate low levels of creatinine, it could also be a indicator of renal dysfunction (Pagana et al.,2020).

	Albumin
	3.5 – 5.0 g/dL

	3.1
	3.3
	3.3
	Can mean you have malnutrition; the patient has a secondary diagnosis of preeclampsia which could be a reason for low albumin (Pagana et al.,2020).

	Alkaline phosphatase
	40 – 150 u/L

	N/A
	N/A
	160
	can indicate bacterial infection, or kidney dysfunction. Alkaline phosphatase can also peak in the third trimester (Pagana et al.,2020).



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)
	0.021-0.127 ratio.
	0.170
	0.150
	0.150
	


Lab Reference (1) (APA): Pagana, K. D., Pagana, T. J., & Pagana, T. N. (2020). Mosby's diagnostic and laboratory test reference (15th ed.). Mosby.

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

	History of labor:
   
    Length of labor


   Induced /spontaneous


   Time in each stage

	The patient’s length of labor was 44 minutes. It was spontaneous labor. Patients second stage time was 40 minutes, and the patients third stage time was 4 minutes.

	Current stage of labor

	The mother experiences her first real contraction at the beginning of the first stage of labor, which concludes when the cervix dilates to its fullest extent (10 cm). Latent and active stages make up the first stage of labor, which is typically the longest. The mother's cervix is in the latent phase between 0 and 6 millimeters dilated, and the active phase is between 6 and 10 centimeters dilated. For first-time mothers, this phase may extend to 20 hours, while it may take up to 14 hours for mothers with prior child(ren) experience (Ricci et al., 2021). When the mother's cervix reaches its complete dilation of 10 centimeters, the second stage of labor begins, and it concludes when the baby is delivered. Minutes or even hours may pass during the second phase. At this point in the labor process, the mother's primary attention is on vigorously pushing to deliver the baby. There is an increase in the frequency of contractions, which usually occur two to three minutes apart and last for 60 to 90 seconds on average (Ricci et al., 2021). When the woman delivers the baby, the third stage of labor begins, and it concludes when the placenta is delivered. The average duration of the third stage of labor is five to thirty minutes. The uterus contracts continually during this stage of labor in order to deliver the placenta, and the woman may need to push in order to do so (Ricci et al., 2021). The student nurse was absent during the patient's experiences in stages one, two, and three. The patient is presently experiencing the fourth stage of labor. The father of the infant has offered to help, but the patient is keen on providing all of the baby's care herself. Every one to two hours, the patient breastfeeds her baby for fifteen minutes on each breast on average. The patient pumps between feeding her newborn (Ricci et al., 2021). Every four hours, the patient receives fundal massages to help firm up the fundus and lower the chance of hemorrhage. There are no visible indicators of hemorrhage in the patient. The patient has voided once while the student nurse was present. The mother has been putting her infant to sleep by swaddling and rocking them (Barlow et al., 2019). The patient's vital signs stayed steady. She was offered pain medicine, but she declined, saying she did not feel any discomfort at the moment and would take it if needed. The patient and her boyfriend plan to go home with the newborn. The mother will need education on maintaining proper breastfeeding techniques, and the patient should expect to have a postpartum exam/screening in 6 weeks. The parents will need education on the newborn's follow-up with a pediatrician within at least three days from discharge to evaluate the baby's well-being and safe sleep environment for the newborn. The patient will also need education on how to take care of herself after discharge and what signs and symptoms to look for, such as abnormal bleeding, DVT, and abnormal discharge.


Stage of Labor References (2) (APA):
Ricci, S. S., Kyle, T., & Carman, S. (2021). Maternity and pediatric nursing (4th ed.). Wolters Kluwer.

Barlow, M., Holman, H., Johnson, J., McMichael, M, Sommer, S., Wheless, L., Wilford, K., & Williams, D. (2019). ATI: RN Maternal newborn nursing (11th ed.). Assessment Technologies Institute, LLC.


Current Medications (7 points, 1 point per completed med)
*7 different medications must be completed*
Home Medications (2 required)
	Brand/Generic
	Ondansetron (Zofran)

	Zolpidem (Ambien)
	
	
	

	Dose
	4 mg tablet

	10 mg tablet
	
	
	

	Frequency

	Every 8 hours as needed
	1 tablet at bedtime as needed
	
	
	

	Route
	Oral

	Oral
	
	
	

	Classification
	Antiemetic, selective serotonin (5-HT3) receptor antagonist (Jones & Bartlett Learning, 2023).

	Imidazopyridine (Hypnotic) (Jones & Bartlett Learning, 2023).
	
	
	

	Mechanism of Action
	Blocks serotonin receptors centrally in the chemoreceptor trigger zone and peripherally at vagal nerve terminals in the intestine. This action reduces nausea and vomiting by preventing serotonin release in the small intestine (probable cause of chemotherapy- and radiation- induced nausea and vomiting) and blocking signals to the CNS. Ondansetron agonist may also bind to other serotonin receptors and to mu-opioid receptors.”
(Jones & Bartlett Learning, 2023).
	May potentiate the effects of gamm-aminobutyric acid (GABA) and other inhibitory neurotransmitters. By binding to specific benzodiazepine receptors in the limbic and cortical areas of the CNS, zolpidem increases GABA’s inhibitory effects, blocks cortical and limbic arousal, and preserves deep sleep (stage 3 and 4) (Jones & Bartlett Learning, 2023).
	
	
	

	Reason Client Taking 
	Nausea and vomiting 
	Insomnia 
	
	
	

	Contraindications (2)

	Concomitant use of apomorphine.
Concomitant use of tramadol”
(Jones & Bartlett Learning, 2023).
	Development of complex sleep behaviors after taking zolpidem, hypersensitivity to zolpidem or its components (Jones & Bartlett Learning, 2023).
	
	
	

	Side Effects/Adverse Reactions (2)

	Stridor, Bronchospasm
(Jones & Bartlett Learning, 2023).
	Abnormal thinking, constipation (Jones & Bartlett Learning, 2023).
	
	
	

	Nursing Considerations (2)

	Monitor patient closely for serotonin syndrome, which may include agitation, chills, confusion, diaphoresis, diarrhea, fever, hyperactive reflexes, poor coordination, restlessness, shaking, talking, or acting with uncontrolled excitement, tremor, and twitching. Be aware that oral disintegrating tablets may contain aspartame, which is metabolized to phenylalanine and must be avoided in patients with phenylketonuria.
(Jones & Bartlett Learning, 2023).
	Use zolpidem cautiously in patients with additional disorders because it isn’t known if zolpidem therapy might aggravate these conditions, especially conditions with respiratory impairment. Expect that zolpidem will produce anticonvulsant and muscle relaxant effects at high doses (Jones & Bartlett Learning, 2023).
	
	
	

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Assess dizziness and drowsiness that might affect gait, balance, and other functional activities prior to administration (Jones & Bartlett Learning, 2023).
	Monitor daytime drowsiness, anxiety behavior changes, short-term memory deficits, hallucinations (Jones & Bartlett Learning, 2023).
	
	
	

	Client Teaching needs (2)

	Reassure patients with transient blindness that it will resolve within a few minutes to 48 hours. Advise patient to seek immediate medical attention if patient experiences persistent, severe, unusual, or worsening symptoms (Jones & Bartlett Learning, 2023)

	Caution patient to take drug exactly as prescribed and not to increase dosage unless directed by prescriber. Instruct patient to take drug immediately before bedtime as long as 7 to 8 hours of sleep time remains and to take drug on an empty stomach (Jones & Bartlett Learning, 2023). 
	
	
	



Hospital Medications (5 required) 
	Brand/Generic
	Etonogestrel (Nexplanon)

	Ibuprofen
	Magnesium sulfate
	Nifedipine (Adalatcc)
	Prenatal vit-sel-iron fumarate-folic acid

	Dose
	68 mg

	600 mg 
	 50 mL/hr
	30 mg
	1 tablet

	Frequency

	Every three years
	Every 6 hours prn
	continuous
	Daily 
	Daily 

	Route
	Subdermal 

	Oral
	intravenous
	Oral
	Oral 

	Classification
	Progestins (Jones & Bartlett Learning, 2023).

	Analgesic (Jones & Bartlett Learning, 2023).
	Electrolyte replacement (Jones & Bartlett Learning, 2023).
	Dihydropyridine calcium channel blocker (Jones & Bartlett Learning, 2023).
	Iron products, vitamin and mineral combination (Jones & Bartlett Learning, 2023).

	Mechanism of Action
	The low levels of circulating progestin suppresses ovulation for at least 2 in a half years and thicken and decrease the amount of cervical mucus, forming a barrier to sperm (Jones & Bartlett Learning, 2023).

	Blocks activity of cyclooxygenase, the enzyme needed to synthesize prostaglandins, which mediate inflammatory response and cause local pain, swelling, and vasodilation. By inhibiting prostaglandins, this NSAID reduces inflammatory symptoms and relieves pain. Ibuprofen’s antipyretic action probably stems from its effect on the hypothalamus, which increases peripheral blood flow, causing vasodilation and encouraging heart dissipation (Jones & Bartlett Learning, 2023).
	Assists all enzymes involved in phosphate transfer reactions that use adenosine triphosphate (ATP). Magnesium is required for normal function of the ATP-dependent sodium-potassium pump in muscle membranes (Jones & Bartlett Learning, 2023).
	Blocks the movement of calcium into the heart muscle and blood vessels (Jones & Bartlett Learning, 2023).
	Folate converts into tetrahydro folic acid. This compound undergoes several transfer/methylation reactions that are important for synthesizing nitrogenous bases in DNA and ribonucleic acid and are necessary for the maturation of red blood cells (Jones & Bartlett Learning, 2023).

	Reason Client Taking 
	Birth control.
	Pain.
	High blood pressure 
	High blood pressure 
	Multivitamin and iron product to treat or prevent vitamin deficiency during pregnancy 

	Contraindications (2)
	Pregnancy, liver disease/tumors. History of stroke or ischemic heart disease (Jones & Bartlett Learning, 2023).
	For all forms except ibuprofen lysine: Angioedema, asthma, bronchospasm, nasal polyps, rhinitis, or urticaria caused by hypersensitivity to ibuprofen or its components. Pain with coronary artery bypass graft (CABG) surgery; for ibuprofen lysine (Jones & Bartlett Learning, 2023).
	Hypersensitivity to magnesium salts or any component of magnesium-containing preparations. For magnesium chloride: Coma, marked heart disease, renal impairment (Jones & Bartlett Learning, 2023).
	Severe aortic stenosis, unstable angina, hypotension, heart failure (Jones & Bartlett Learning, 2023).
	Cirrhosis of the liver, iron overload disorder, vitamin B12 deficiency or pernicious anemia (Jones & Bartlett Learning, 2023).

	Side Effects/Adverse Reactions (2)
	Change in menstrual bleeding, vaginal pain, ad headaches (Jones & Bartlett Learning, 2023).
	Seizures, heart failure (Jones & Bartlett Learning, 2023).
	Confusion, hypotension (Jones & Bartlett Learning, 2023).
	Dizziness, heartburn, cough (Jones & Bartlett Learning, 2023).
	Constipation, diarrhea, upset stomach (Jones & Bartlett Learning, 2023).

	Nursing Considerations (2)
	May be used during breastfeeding after the fourth postpartum week. Do not have unprotected sex for 2 weeks before you get the Nexplanon placed you might not be able to confirm a negative pregnancy test and will be unable to perform the procedure (Jones & Bartlett Learning, 2023). 
	Be aware that ibuprofen should not be used in pregnant women starting at 30 weeks gestation because premature closure of the ductus arteriosus may occur in the fetus. Know that the risk of heart failure increases with use of NSAIDs such as ibuprofen. Ibuprofen should not be used in patients with severe heart failure but if unavoidable, monitor patients for worsening of heart failure (Jones & Bartlett Learning, 2023). 
	Be aware that drug isn’t metabolized. Drug remaining in the GI tract produces watery stool within 30 minutes to 3 hours. Frequent assess cardiac status of patient taking drugs that lower heart rate, such as beta blockers because magnesium may aggravate symptoms of heart block (Jones & Bartlett Learning, 2023).
	Monitor the patients blood pressure as well as their pulse. Be sure to also/ monitor the patients calcium levels (Jones & Bartlett Learning, 2023).
	Loof for a prenatal vitamin that contains calcium and vitamin D. check for any contraindication to this multivitamin (Jones & Bartlett Learning, 2023). 

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Ensure the women is not pregnant before placement. Check to make sure not contraindications prior to placement (Jones & Bartlett Learning, 2023).
	Assess the patients underlying health conditions with the pain and inflammation level (Jones & Bartlett Learning, 2023).
	Obtain baseline vital signs (Jones & Bartlett Learning, 2023).
	Assess heart rate, ECG, and heart sounds. Assess anginal pain, monitor potassium and liver function (Jones & Bartlett Learning, 2023).
	Monitor constipation, diarrhea or upset stomach or any contraindications to the vitamin (Jones & Bartlett Learning, 2023).

	Client Teaching needs (2)
	If you think you are pregnant do not use Nexplanon. You should have Nexplanon inserted within 5 days of your regular menstrual bleeding (Jones & Bartlett Learning, 2023).
	Instruct patient to take tablets with a full glass of water and caution not to lie down for 15 to 30 minutes to prevent esophageal irritation. Tell patient prescribed liquid form of drug to shake container before measuring dose and to use a calibrated device, not a spoon to measure dosage (Jones & Bartlett Learning, 2023).
	Advise patient to chew magnesium chewable tablets thoroughly before swallowing, and then drink a full glass of water. Mention that tablets have a chalky taste. Instruct patients to take magnesium-containing antacid between meals and at bedtime. Urge him not to take other drugs within 2 hours of the antacid (Jones & Bartlett Learning, 2023).
	Swallow the tablet whole with a drink of water, do not crush or chew the tablet. Take medication as prescribed by the provider. Monitor blood pressure (Jones & Bartlett Learning, 2023).
	Take as prescribed, prenatal vitamins that have calcium and vitamin D are good (Jones & Bartlett Learning, 2023).


Medications Reference (1) (APA): Jones & Bartlett Learning. (2023). 2023 Nurse's drug handbook (22nd ed.). Jones & Bartlett Learning.

Assessment 
Physical Exam (18 points)   
	GENERAL (1 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	The patient is alert and oriented to person, place, time, and situation. The patient is well-groomed, wearing a hospital gown. The patient is not in acute distress.

	INTEGUMENTARY (1 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds/Incision: .
Braden Score: 
Drains present:  Y☐         N ☒      
     Type:
	 Skin color: light brown, appropriate for ethnicity
Character: Smooth, dry, overall intact
Temperature: Warm
Turgor: Elastic; No tenting present
Rashes: No rashes present 
Bruises: No bruising present. 
Wounds: No wounds present.
Braden Score: 19 

	HEENT (1 point): 
Head/Neck:
Ears: 
Eyes: 
Nose: 
Teeth:  

	Head/Neck: Symmetrical; Trachea midline with no deviations; Bilateral carotid pulses 2+ with a regular rate/rhythm 
Ears: No wounds, lumps, or lesions
Eyes: Bilateral PERRLA, bilateral EOMs intact; Eyelids pink and moist; Conjunctiva pink and moist
Nose: Septum midline
Throat/Teeth: Good dentition; Oral and
pharyngeal mucosae pink and moist with no
lesions, hard palate intact, soft palate intact and rises evenly, uvula midline.

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

	Heart sounds: S1 and S2 auscultated; No murmurs, gallops, or rubs.
Cardiac rhythm: Normal rate/rhythm
Peripheral pulses: 2+ brachial, radial, and dorsalis pedis pulses bilaterally
Capillary refill: 2 seconds fingers and toes, bilaterally.

	RESPIRATORY (1 points):
Accessory muscle use:    Y☐     N ☒
Breath Sounds: Location, character
	All lung sounds clear on auscultation posteriorly and anteriorly. No adventitious sounds. Regular rate, equal rise and fall of left and right chest.

	GASTROINTESTINAL (2 points):
Diet at Home:                     
Current Diet:
Height: 
Weight:
Auscultation Bowel sounds: 
Last BM: 
Palpation: Pain, Mass etc.:
Inspection: 
     Distention:
     Incisions:
     Scars:
     Drains: 
     Wounds:

	Diet at home: Regular
Current Diet: Regular
Height: 5’4
Weight: 175 lbs.
AUCULTATION BOWEL SOUNDS: Bowel sounds within defined limits, normoactive in all four quadrants. No organomegaly found. No rashes, lesions, lumps, or deformities.
Last BM: Patient had a bowel movement 10-26-2023 formed and brown. 
PALPATION: Abdomen is soft, no tenderness, and no masses.
INSPECTION: No distention. No drains, scars or wounds. 



	GENITOURINARY (2 Points): 
Quantity of urine: 
Pain with urination:  Y ☐     N ☒
Inspection of genitals: 
Catheter: Y ☐    N ☒    
     Type:
     Size:
	Color: Yellow
Character: Clear
Quantity: Not measured- patient independently gets up on her own to use restroom.
Pain: No pain upon urination
Inspection of genitals: Intact, moderate bleeding from vaginal canal. 

	MUSCULOSKELETAL (1 points): 
ADL Assistance:   Y☐   N ☒      
Fall Risk:    Y ☐  N☒
Fall Score: 3
Activity/Mobility Status:    
[bookmark: Check1]Independent (up ad lib) |X|
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|
	NEUROVASCULAR: Within defined limits
ROM: Upper and lower extremities have full range of motion.
STRENGTH: Hand grips, pedal pushes and pulls are demonstrated with normal and equal strength. 
FALL SCORE: 3 per Epic chart
ACTIVITY/MOBILITY STATUS: Within defined limits for condition and age. The patient has full range of motion and needs no assistance ambulating. 


	NEUROLOGICAL (2 points): 
MAEW:   Y ☒       N☐           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☒   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
DTRs:
	Orientation: Alert and oriented to person, place, time, and situation.
Mental Status: Unimpaired
Speech: Clear
Sensory: Intact
LOC: Alert
DTRs: Was not assessed. 

	PSYCHOSOCIAL/CULTURAL (2 points):  
Coping method(s):       
Developmental level:       
Religion & what it means to pt.:
Personal/Family Data (Think about home environment, family structure, and available family support):
	Coping method(s): Patient states she talks to mother and sibling when things are going wrong.
Developmental level: Appropriate for age
Religion: Christian. 
Personal/Family Data: Lives with boyfriend and other children.

	Reproductive: (2 points)
Fundal Height & Position:
Bleeding amount: 
Lochia Color:
Character:
Episiotomy/Lacerations:
	Fundus: 1 finger below umbilicus and firm.
Bleeding: Scant.
Lochia Color: Rubia.
Character: Dark red.
Episiotomy/Lacerations: 1st degree.

	DELIVERY INFO: (1 point) 
Rupture of Membranes: 
Time: 
Color: 
Amount:
Odor:
Delivery Date:   
Time:
Type (vaginal/cesarean): 
Quantitative Blood Loss:
Male or Female
Apgars:
Weight:
Feeding Method:
	Rupture of Membranes: AROM
Time: Not charted
Color: Clear
Amount: N/A
Odor: None
Delivery Date: 10-25-2023
Time: 0347 AM
Type (vaginal/cesarean): Vaginal
Quantitative Blood Loss: 774 cc
Male or Female: Female
Apgars: 8,9
Weight: 3930 g
Feeding Method: Breast feeding.



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

	Prenatal
	82
	141/89
	Not assessed.
	98.2
	Not assessed.

	Labor/Delivery
	83
	159/92
	20
	98.1
	100- room air

	Postpartum
	82
	128/82
	18
	98.0
	96- room air



Vital Sign Trends: 


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

	0810 am
	0-10.
	Vaginal area
	2
	Discomfort 
	The nurse offered pain medication. 

	Was not assessed
	Was not assessed 
	Was not assessed
	Was not assessed
	Was not assessed
	Was not assessed



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

	Size of IV:
Location of IV:
Date on IV:
Patency of IV:
Signs of erythema, drainage, etc.:
IV dressing assessment:
	18 G
Left lower, posterior forearm.
10-24-2023
The IV was patent.
There were no signs of erythema or drainage. The dressing was clean and dry. 



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

	480 mL
	Patient voids independently. Could not assess output.



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.

	Fundal Assessment (N).
	Once 
	The nursing student did a fundal assessment on the patient. The fundal assessment is part of the postpartum stage. A fundal assessment is done to check to see if the fundus is firm and the patient is not at risk for bleeding.




	Assist with breast feeding (N).
	Once 
	The nurse student observed the nurse assist the patient in how to properly breast feed her baby. 




	Vital signs (N).
	Twice during clinical rotation.
	The nursing student assessed vital signs for the patient for stability. 




	Offered pain medication (N).
	Once 
	The patient was offered pain medication to assist with pain management. Patient stated she was not in a lot of pain.






Phases of Maternal Adaptation to Parenthood (3 point)
What phase is the mother in? The patient is in the taking-in-phase (Ricci, 2021).
What evidence supports this? While observing the patient, she stated to the nurse she couldn’t breast feed on her right side so the nurse properly showed her how to do so. Even though the patient could do some things, she still needed assistance with things such as swaddling her baby, sitting on the bed after coming from the restroom because her vaginal area was still sore from her vaginal birth. This is the stage where it allows the mother to recover and regain strength. 
Discharge Planning (3 points)
Discharge location: Patient is being discharged home. 
Equipment needs (if applicable): N/A
Follow up plan (include plan for mother AND newborn): The newborn will have a follow up visit within 24 hours after the baby is born. The mother can expect a follow up visit within 6 weeks of postpartum. 
Education needs: The mother would need educational support with breast feeding. The mother stated that she could not properly get her baby to feed on her right breast. The patient will also need education on how to properly take care of herself after being discharged home. Look for signs of DVT, check vital signs, assess the amount of bleeding, and look for any signs of complications after being discharged home such as pain
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.

	Deficient knowledge of postpartum selfcare related to lack of personal or leisure time evidence by unpreparedness for changes after pregnancy (Phelps, 2020).
	This nursing diagnosis was chosen due to the patient now having a second child and having less time to herself.
	1. Assess the patient support system (Phelps, 2020).
Rationale: This intervention was done to ensure the patient has adequate support when discharge (Phelps, 2020).
2. Educate the patient about resources in the community for moms (Phelps, 2020).
Rationale: This intervention was done to ensure that mom has someone to relate to (Phelps, 2020).
	Patient will be able to identify behavior and lifestyle modifications suitable for her pregnancy

	Risk for acute pain related to first degree perineal laceration as evidenced by the patient repositioning self to ease pain (Phelps, 2020).

	This nursing diagnosis was chosen due to the patient verbalizing to the student nurse that perineal area was causing her discomfort as she was getting back in bed.
	1. Instruct the patient to use hot and cold therapy such as warm compresses, and perineal irrigation bottle (Phelps, 2020).
Rationale: This intervention was done to reduce pain and swelling in the perineal area (Phelps, 2020).
2. Administer pain medication when needed (Phelps, 2020).
Rationale: This intervention was chosen done to alleviate symptoms of pain (Phelps, 2020).
	The student nurse assessed the patient’s pain level on a 0-10 pain scale. The patient rated her discomfort at a 2.

	Deficient knowledge of breastfeeding related to lack of knowledge regarding breastfeeding techniques as evidence by mother stating” she needed help with getting her baby to feed on her right breast” (Phelps, 2020).
	This nursing diagnosis was chosen because the patient stated she needed help trying to get her baby to eat from her right breast.
	1.  assist in proper breastfeeding positioning (Phelps, 2020).
Rationale: This intervention was chosen to assist in better let-down reflexes (Phelps, 2020).

2.  provide emotional support as needed and allow the patient to express her expectations (Phelps, 2020).
Rationale:  This intervention was chosen to provide therapeutic communication and support between the nurse and the parent (Phelps, 2020).
	The nurse showed the patient proper breast- feeding techniques to assist the patient in being successful with feeding from both breasts. The patient verbalized her understanding of the education that was given to her.

	Risk for sleep deprivation related to the patient having routine monitoring and care provided by the nurse and tending to newborn frequently (Phelps, 2020)
	This nursing diagnosis was chosen due to the patient being hospitalized and having a treatment regimen which disrupts the patient’s sleep schedule and comfort.
	1.  Cluster care to avoid coming in and out of the patient’s room several times. (Phelps, 2020).
Rationale: This intervention was done to avoid disrupting the patient’s sleep/rest periods. (Phelps, 2020).

2.  Reduce the noise, dim lights, and close the patient’s door to avoid disruption. (Phelps, 2020).
Rationale: This intervention was done to minimize sleep disturbances. (Phelps, 2020).
	This nurse talked to the patient and educated the patient about how they can provide a comfortable environment to promote sleep. The patient verbalized that she would like the door to be shut all the way when people leave the room and to perform as much care in one session when coming to her room. There was an understanding between the nurse and the patient. The patient reported that she was able to sleep longer after these interventions were done.
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