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Demographics (3 points) 
	Date & Time of Admission
10/25/23
	Patient Initials
LC
	Age
30 years old
	Gender
Female

	Race/Ethnicity

White/Caucasian,
Non-Hispanic
	Occupation

Family Nurse Practitioner
	Marital Status

Single
	Allergies
Ceftriaxone (Rocephin)

	Code Status

Full Code
	Height

182.9 cm

	Weight

104.6 kg
	Father of Baby Involved
Present at the bedside




Medical History (5 Points)
Prenatal History: G3 T3 P0 A0 L3, Postpartum Hemorrhage (PPH), anemia in pregnancy, depression in second trimester.
Past Medical History: Neoplasm of uncertain behavior of skin, hemorrhoids, multiple benign nevi. 
Past Surgical History: Ureter surgery, vulva surgery, and breast enhancement surgery. 
Family History: Heart disease and diabetes mellitus in paternal father and testicular cancer in brother. 
Social History (tobacco/alcohol/drugs): Denies the use of alcohol, drugs, tobacco, and exposure to secondhand smoke. 
Living Situation: The client lives at home with two other children. 
Education Level: Master’s degree
Admission Assessment
Chief Complaint (2 points): Scheduled for Caesarean section delivery.
Presentation to Labor & Delivery (10 points):. 
LR is a 30-year-old G3 L2 female who was at 38 weeks and six days and is scheduled for a cesarean section delivery on 10/25/23. The client has a past medical history of postpartum hemorrhage with the first cesarean section, anemia during pregnancy, and a history of two cesarian section delivery. The client had a uterine window in the previous cesarean section. LR developed anemia in this pregnancy that requires an iron transfusion. Upon assessment, fetal movement is described as normal, and no contraction, vaginal bleeding, and leakage of fluid was noted.
Diagnosis
Primary Diagnosis on Admission (2 points):. Scheduled for Caesarean section delivery.
Secondary Diagnosis (if applicable): N/A
	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
	3.30
	3.10
	3.17
	A low in RBC value can indicate hemorrhage and anemia (Pagana et al., 2019).

	Hgb
	11-16.8
	10.6
	9.5
	10.0
	A low Hgb value can indicate hypovolemia or blood loss and is also associated with reduced RBC (Pagana et al., 2019). A low Hgb level is expected in pregnancy (Pagana et al., 2019).

	Hct
	34%-47%
	31.5%
	28.7
	30.5
	A low Hct value is seen in anemia and blood loss (Pagana et al., 2019). A low Hct level is expected in pregnancy (Pagana et al., 2019).

	Platelets
	150-400
	237
	162
	152
	N/A

	WBC
	4.00-11.00
	10.85
	8.59
	12.85
	An elevated WBC level can indicate a potential infection (Pagana et al., 2019). Due to a surgical procedure, there is a high risk of introduction of bacteria that causes infection. 


	Neutrophils
	1.60-7.70
	No value
	5.71
	9.78
	A high Neutrophil level can indicate the introduction of bacteria that can potentially cause infection (Pagana et al., 2019). The client’s immune system is suppressed during pregnancy. 

	Lymphocytes
	20-40
	No value
	21.1
	35.0
	N/A

	Monocytes
	2-8
	No value
	9.4
	7.0
	N/A

	Eosinophils
	1-4
	No value
	1.0
	1.2
	N/A

	Bands
	0%-10%
	No value
	No value
	No value
	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, O 
	A
	A
	A
	N/A

	Rh Factor
	(+) or (-)
	+
	+
	+
	N/A

	Serology (RPR/VDRL)
	Reactive or Nonreactive
	Nonreactive
	Nonreactive
	Nonreactive
	N/A

	Rubella Titer
	Immune or Nonimmune
	Immune
	Immune
	Immune
	N/A

	HIV
	Reactive or Nonreactive
	Nonreactive
	Nonreactive
	Nonreactive
	N/A

	HbSAG
	Reactive or Nonreactive
	Nonreactive

	Nonreactive

	Nonreactive

	N/A

	Group Beta Strep Swab
	(+) or (-)
	Positive
	Positive
	Positive
	A positive result is transient and is not indicative of illness. GBS is a bacterium that naturally occurs in the vagina or rectum (Ricci et al., 2021).

	Glucose at 28 Weeks
	>140
	117 mg/dL
	No value
	No value
	N/A

	MSAFP  (If Applicable)
	N/A
	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)
	No value
	No value
	No value
	No value
	N/A



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



	
0 hours and 3 minutes
Induced Labor by Oxytocin. 
3rd stage: 0 hours and 3 minutes

	Current stage of labor










	The client is in the fourth stage of labor. The beginning of the fourth stage labor starts after the expulsion of the placenta and its contents. This stage can begin one hour after birth and last up to four hours. The stabilization and recovery phase of the mother follows (Ricci et al., 2021). Physiological and psychological changes in the woman’s body take place after birth. Normal physiological changes include a firm and well-contracted fundus that is located at the midline between the symphysis and the umbilicus. After the first hour of birth, the fundus slowly rises to the umbilicus level (Ricci et al., 2021). Upon assessment, the client’s fundus is two centimeters below the umbilicus, and firm without massage. The mother will feel thirst and hunger in the fourth stage. The bladder is hypotonic, and the mother is unable to acknowledge the urge to void. Cramp-like discomfort is expected due to the uterus contracting. The pulse is slower, which may be associated with a blood volume decrease (Ricci et al., 2021). Abnormal physiological findings include a boggy uterus, vital signs that are outside the normal range, such as a decrease in blood pressure that suggests uterine hemorrhage and an elevation that suggests preeclampsia. An elevated temperature can indicate infection or dehydration. Normal psychological findings include a sense of excitement and peace. The mother is awake and talkative, and the desire to cuddle and breastfeed the newborn begins as an attachment process (Ricci et al., 2021). Abnormal psychological findings include not initiating the attachment process and emotional lability. The nurse’s focus in this stage is to closely monitor for bleeding or hemorrhage, distention of the bladder, and deep vein thrombosis (DVT) (Ricci et al., 2021). Uterine atony is the most common cause of postpartum hemorrhage (PPH). It is an obstetric emergency that refers to inadequate contraction of the uterus. The risk factors identified by The American College of Obstetrics include the presence of placenta accreta spectrum, Body Mass Index (BMI) greater than 50, and bleeding disorder (Gill et al., 2023). The client’s quantitative blood loss was 282 mL at the delivery. Another complication that occurs in postpartum includes infection. Risk factors that are associated with the client include surgical and instrumental birth, inadequate hand hygiene, the potential for retained placental fragments, and anemia during pregnancy (Ricci et al., 2021). Lastly, mood disorders can occur in the fourth stage of labor. Affective disorders such as postpartum blues, depression, and psychosis can occur due to changes in the client’s life. The risk factors that are associated with affective disorders include fluctuation and changes in hormone levels between antepartum and postpartum, genetics, the client’s environment, and the impact of family (Ricci et al., 2021). Upon assessment, the client appears to be in a taking-hold phase wherein she actively participates in teaching by the nurse on suggestions to hold the infant. The client is in a light mood, appropriately smiling, interacting with the nurse and denies the feelings of depression and anxiety.  



Stage of Labor References (2) (APA):
Ricci, S. S., Kyle, T., & Carman, S. (2021). Maternity and pediatric nursing (4th ed.). Wolters		Kluwer.
Gill, P., Patel, A., & Van Hook , J. W. (2023). Uterine Atony. StatPearls. StatPearls Publishing.
Current Medications (7 points, 1 point per completed med)
*7 different medications must be completed*

Home Medications (2 required)
	Brand/Generic
	Sertraline
(Zoloft)

	Albuterol Sulfate
(Ventolin)
	
	
	

	Dose
	25 mg tablets

	90 mcg
	
	
	

	Frequency

	Every day
	1-2 puffs actuation
	
	
	

	Route
	PO

	Inhalation
	
	
	

	Classification
	Therapeutic class: Antidepressants
Pharmacologic class: SSRIs
	Therapeutic class: Bronchodilators
Pharmacologic class: Adrenergic beta-2 agonists
	
	
	

	Mechanism of Action
	Thought to be linked to inhibition of CNS neuronal reuptake of
Serotonin (Nursing 2022 Drug Handbook, 2022).
	This medication relaxes vascular, bronchial, and uterine smooth muscle by stimulating beta2
Receptors (Nursing 2022 Drug Handbook, 2022).
	
	
	

	Reason Client Taking 

	The client is taking this medication to treat anxiety and depression. 
	The client is taking this medication to treat or prevent bronchospasm. 
	
	
	

	Contraindications (2)

	1. This drug may cause an increased risk of bleeding (Nursing 2022 Drug Handbook, 2022).

2. Cautiously use this drug with clients with conditions and diseases that may affect hemodynamic or metabolism responses (Nursing 2022 Drug Handbook, 2022).
	1. Cautiously use this drug in clients that have hypersensitivity to milk protein (Nursing 2022 Drug Handbook, 2022). 

2. Cautiously use in clients who can have the potential to react unusually to adrenergic (Nursing 2022 Drug Handbook, 2022).

	
	
	

	Side Effects/Adverse Reactions (2)

	1. Seizure
2. Suicidal behavior (Nursing 2022 Drug Handbook, 2022).

	1. Bronchospasms
2. Dry nose and throat (Nursing 2022 Drug Handbook, 2022).


	
	
	

	Nursing Considerations (2)

	1. Monitor closely for clinical worsening and unusual behavior (Nursing 2022 Drug Handbook, 2022).

2. Monitor the client for increased risk of suicidal thoughts, thinking, and tendencies (Nursing 2022 Drug Handbook, 2022).


	1. Monitor the client’s response to the drug and its effectiveness. Long-term control medication may be needed.  (Nursing 2022 Drug Handbook, 2022).

2. Monitor for bronchospasms that occurs frequently with first use of new vial or canister (Nursing 2022 Drug Handbook, 2022).
	
	
	

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Assess for a decrease in sodium level (Nursing 2022 Drug Handbook, 2022).

	Assess for a decrease in potassium level (Nursing 2022 Drug Handbook, 2022).

	
	
	

	Client Teaching needs (2)

	1. Teach the client to avoid alcohol (Nursing 2022 Drug Handbook, 2022).

2. Instruct the client to discuss with provider if planning to gradually taper the drug (Nursing 2022 Drug Handbook, 2022).
	1. Teach the client to correctly perform oral inhalation and assess the need of spacer device (Nursing 2022 Drug Handbook, 2022).

2. Tell the client not to increase dose or not use more than prescribed without consulting the prescriber (Nursing 2022 Drug Handbook, 2022).
	
	
	



Hospital Medications (5 required)
	Brand/Generic
	Ketorolac tromethamine
(Toradol)

	Oxytocin
(Pitocin)

	Prenatal Vitamin
Iron/
Folic Acid
	Sennosides (Senokot)

	Prochlorperazine 
(Compro)


	Dose
	15 mg
	30 units
	1 tablet
	100 mg
	10 mg

	Frequency

	Every 6 hours PRN
	PRN
	Every day
	At bedtime
	Q 4hrs PRN

	Route
	IM

	IV
	PO
	PO
	IV

	Classification
	Therapeutic class: NSAIDs Pharmacologic class: NSAIDs
	Therapeutic class: Oxytocic Pharmacologic class: Exogenous hormones
	Therapeutic class: Vitamins, Minerals
Pharmacological Class:
Organic Molecules
	Therapeutic class: Laxative
Pharmacological Class:
Laxative
	Therapeutic class: Antiemetics Pharmacologic class: Dopamine antagonists

	Mechanism of Action
	May inhibit prostaglandin synthesis to produce anti-inflammatory, analgesic, and antipyretic effects (Nursing 2022 Drug Handbook, 2022).

	Causes potent and selective stimulation of uterine and mammary gland smooth muscle (Nursing 2022 Drug Handbook, 2022).
	Improve nutritional status prior to pregnancy (Drugs.com, 2023).
	May increase liquid infiltration to make the stool softer (Drugs.com, 2023).
	Acts on the chemoreceptor trigger zone to inhibit nausea and vomiting; in larger doses, it partially depresses vomiting center (Nursing 2022 Drug Handbook, 2022).

	Reason Client Taking 
	The client is taking this medication for moderately severe acute pain.
	The client is taking this medication to reduce postpartum bleeding after expulsion of placenta.
	This drug is used as a supplement for vitamin deficiency. 
	This medication is to treat constipation. 
	The client is taking this medication to treat nausea.  

	Contraindications (2)
	1. Contraindicated in clients receiving other NSAIDs (Nursing 2022 Drug Handbook, 2022).
2. Contraindicated in clients in clients that have high risks for bleeding (Nursing 2022 Drug Handbook, 2022).
	1. Cautiously use in clients with previous cesarean section (Nursing 2022 Drug Handbook, 2022). 
2. This drug is contraindicated when vaginal delivery is not advised (Nursing 2022 Drug Handbook, 2022).
	1. Clients with history of alcohol abuse and liver problems (Drugs.com, 2023).

1. Clients with iron overload disorder (Drugs.com, 2023).

	1. Contraindicated in client with rectal bleeding (Drugs.com, 2023).
2. Contraindicated in clients that have bowel block (Drugs.com, 2023).
	1. Contraindicated in clients using CNS depressants
2. Contraindicated in clients using anticholinergic medications (Nursing 2022 Drug Handbook, 2022).

	Side Effects/Adverse Reactions (2)
	1. Pain in the injection site
2. Hemorrhage (Nursing 2022 Drug Handbook, 2022).
	1. Arrhythmia
2. Nausea and vomiting (Nursing 2022 Drug Handbook, 2022).
	1. Upset stomach 
2. Constipation (Drugs.com, 2023).
	1. Abdominal pain
2. Stomach cramps (Drugs.com, 2023).
	1. Orthostatic hypotension
2. Dark urine (Nursing 2022 Drug Handbook, 2022).

	Nursing Considerations (2)
	1. Apply pressure on site for 15 to 30 seconds after administration to minimize local
effects (Nursing 2022 Drug Handbook, 2022).
2. Hypovolemia must be corrected before giving this medication (Nursing 2022 Drug Handbook, 2022).
	1. Monitor fluid intake and output (Nursing 2022 Drug Handbook, 2022).

2. Monitor and record uterine contractions (Nursing 2022 Drug Handbook, 2022). 
	1. Avoid the use of salt substitutes and potassium supplements (Drugs.com, 2023).

2. Avoid giving medication with calcium supplements, calcium containing antacids, dairy products, and milk. (Drugs.com, 2023).
	1. Avoid the use of other stool softeners or laxatives (Drugs.com, 2023).

2. Assess for effectiveness, and occurrence of bowel movement after the use of this drug (Drugs.com, 2023).
	1. Monitor orthostatic hypotension (Nursing 2022 Drug Handbook, 2022).

2. Use this medication only when vomiting can't be controlled by other measures (Nursing 2022 Drug Handbook, 2022).


	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	1. Monitor platelet count, Hgb and Hct (Nursing 2022 Drug Handbook, 2022).
	Assess the fundus and contractions (Nursing 2022 Drug Handbook, 2022).
	Assess the use of other vitamins supplements and herbal products (Drugs.com, 2023).
	Assess for bowel block before drug administration (Drugs.com, 2023).
	Monitor decrease WBC count (Nursing 2022 Drug Handbook, 2022).

	Client Teaching needs (2)
	1. Teach the client not to take ketorolac with other NSAIDs such as ibuprofen and Naproxen (Nursing 2022 Drug Handbook, 2022).
2. Teach the client that this drug is for short term and not to take drug for more than 5 days in a row (Nursing 2022 Drug Handbook, 2022).
	1. Teach the client report adverse reactions such as intense contraction (Nursing 2022 Drug Handbook, 2022). 

2. Explain the need for the transfusion (Nursing 2022 Drug Handbook, 2022).
	1. Educate the client to only take recommended dose (Drugs.com, 2023).
2. Teach the client that vitamins that contain iron may cause hard stool and can make the stool black (Drugs.com, 2023).
	1. Teach the client to not take extra doses (Drugs.com, 2023).
2. Tell the client to take this medication with a full glass of water at bedtime (Drugs.com, 2023).
	1. To reduce hypotension risk teach the client to remain supine for at least 30 minutes after administration (Nursing 2022 Drug Handbook, 2022).
2. Teach the client to avoid extreme heat because drug may interfere with the body's thermoregulation (Nursing 2022 Drug Handbook, 2022).



Medications Reference (1) (APA):
Drugs.com. (2023). Prenatal multivitamins uses, side effects & warnings. Drugs.com. https://www.drugs.com/mtm/prenatal-multivitamins.html
Drugs.com. (2023). Senokot capsules and tablets. Drugs.com https://www.drugs.com/cdi/senokot-sennosides-capsules-and-tablets.html 
Nursing2022 Drug Handbook (42nd ed.). (2022). Wolters Kluwer.

Assessment 
Physical Exam (18 points)   
	GENERAL (1 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	
Alert and oriented to person, place, time, and situation. 
The client is sitting upright and in no acute distress.
Awake and well-groomed

	INTEGUMENTARY (1 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds/Incision: .
Braden Score : 22
Drains present:  Y☐         N ☒      
     Type: N/A
	
White/Caucasian
Color is appropriate to ethnicity.
Warm to touch
Less than two seconds
No rashes noted. 
No bruises noted. 
C-section horizontal incision noted. 

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

	
Head and neck symmetrical and midline
Visible deformity of the ear is not present. Hears clearly. 
PERRLA, EOM intact. Sclera white, no drainage visible. 
Septum midline and no deviation. No drainage. 
Oral mucosa pink and moist. Natural teeth intact. 

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

	
S1 and S2 noted, PMI palpable at the fifth intercostal space at the midclavicular line. 
No murmur, gallops and rubs noted. 
Sinus Rhythm 
Brachial-2+ bilateral, radial-2+ bilateral, popliteal-2+ bilateral, dorsal pedid-2+ bilateral, pos tibial- 2+ bilateral
No edema noted on the upper and lower extremities. 

	RESPIRATORY (1 points):
Accessory muscle use:    Y☐     N ☒
Breath Sounds: Location, character
	.

RUL- clear posterior and anterior
RML- clear posterior and anterior
RUL- clear posterior and anterior
LUL- clear posterior and anterior
LLL- clear posterior and anterior

	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:

	
Regular
Regular
182.9 cm
104.6 kgs
Normoactive bowel sound in all quadrants
10/24/23
Cramp-like pain on the lower abdomen, no mass noted.
Non-distended and round
Horizontal c-section incision. 
Surgical scars from breast enhancement surgery
No drains
C-section wound on lower abdomen. 
	GENITOURINARY (2 Points): 
Quantity of urine: 
Pain with urination:  Y ☐     N ☒
Inspection of genitals: 
Catheter: Y ☐    N ☒    
     Type: N/A
     Size: N/A
	
The client had two occurrences. Urine quantity of 300 cc. 
The client does not have bleeding, no trauma in genitals. 

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

	



The client is ambulating and transfers without assistance. Does not need assistive devices. Uses full range of motion in upper and lower extremities. 
	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:
	





Oriented to person, place, time and situation.
A+Ox4
Articulate clearly, no speech impediment, communicated clearly. 
Sensory intact. No normal sensory noted. Awake, conscious, and alert. 
Patellar: Reactive

	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):
	

The client states that reading and walking are some of her coping methods. 
Intimacy vs. Isolation
The client is a practicing Christianity. 
The client lives at home with boyfriend, and two other children. Family and social support are available. 

	Reproductive: (2 points)
Fundal Height & Position:
Bleeding amount: 
Lochia Color:
Character:
Episiotomy/Lacerations:
	
The fundus is firm and 2 cm below the umbilicus. 
Scant
Rubra
Red, dark
No

	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:

	
AROM
1037, 10/25/23
Clear
No quantity documented.
None
10/25/23
1038
Cesarean
282 mL
Male
8 & 8
3960 g (8 lbs. and 11.7 oz)
Breastfeed



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

	Prenatal
	No value
	110/50
	No Value
	No value
	No value

	Labor/Delivery
	86
	120/78
	20
	97.8 (oral)
	99% Room Air

	Postpartum
	70
	100/83
	18
	97.6 (oral)
	99% Room Air



Vital Sign Trends: In the postpartum stage, the blood pressure returns to pregnancy values (Ricci et al., 2021). The client’s vital signs did not show any significant changes throughout the pregnancy. 
Pain Assessment, 2 sets (2 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	0800
	Numerical
	Lower abdomen
	7/10
	Cramping
	Scheduled Norco administered

	1100
	Numerical
	Lower abdomen
	4/10
	Cramping
	Ketorolac medication planned



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 anterior lower forearm.
10/25/23
Patent
No signs of infiltration, extravasation, erythema, and drainage. 
Clean, dry, intact



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

	250 mL Iced Tea
Total intake: 250 mL
	Urine output: 300 mL
Total output: 300 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.

	The nurse provided contact nipple shield. “N”
	One time
	This intervention is to help the clients to breastfeed newborns that have difficulties with latching on to the nipple. 




	The nurse suggested that the client ambulate. “N”
	As needed
	This intervention is to help decrease the incidence of venous stasis (Ricci et al., 2021).





	The nurse suggested that the client empty their bladder due to fundus slightly deviated. “N”
	As needed
	A full bladder is suspected when the fundus is displaced away from the midline (Ricci et al., 2021).



	The nurse administered scheduled and ordered pain medication “M”
	As needed
	This intervention is to promote and provide comfort level to the client (Ricci et al., 2021).  






Phases of Maternal Adaptation to Parenthood (3 point)
What phase is the mother in?
 The client is in the Taking-Hold phase. 
What evidence supports this? 
The client asks the nurse questions and feedback with swaddling and breastfeeding the infant. The client takes care of herself and the newborn. She is actively involved in education provided by the nurse. Additionally, the client initiates her care as evidenced by doing personal self-care routine. 
Discharge Planning (3 points)
Discharge location: Home
Equipment needs (if applicable): N/A
Follow up plan (include plan for mother AND newborn):  The client will be seen in two weeks, followed by six weeks. The provider will assess the infant within 24 hours after discharge. 
Education needs: Breastfeeding and newborn education
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.

	Risk for bleeding related postpartum hemorrhage (PPH) as evidence by abnormal Hct and Hgb levels.

	The client is at risk for postpartum hemorrhage due to blood loss and history of PPH. 
	1. Assess the fundus. If urine atony is noted massage the uterus. 
Rationale: Uterine atony can lead to hemorrhage due to the failure of the uterus to contract and retract (Ricci et al., 2021).

2. Monitor coagulation testing such as PT/INR. 
Rationale: Abnormal results include a decrease in fibrinogen and platelet, increase PT and PTT (Ricci et al., 2021).


	The client will not be exhibiting signs and symptoms of (PPH) and uterine atony upon assessments. 




	Acute Pain related to postsurgical stress on the musculoskeletal system as evidenced by verbal report of pain.  
	To provide pain relief the nurse will implement nursing intervention that will promote comfort level.
	1. Assess the client comfort and pain level to determine the appropriate pain medication. 
Rationale: The client’s pain should be less than 3 in numerical scale. If the score is higher, further evaluation might be needed (Ricci et al., 2021).

2.  Teach the client about nonpharmacological pain relief such as heat and cold therapy. 
Rationale: 
Nonpharmacological method can provide relief and comfort with appropriate safety precautions (Ricci et al., 2021).
	The client will verbalize a decrease in level of pain 30-45 minutes after the intervention implemented.  

	Knowledge deficit related to breastfeeding techniques as evidenced by vocalizing questions
	The client needs guidance and teaching about breastfeeding techniques. 
	 1. Provide education about different types of positions for breastfeeding. 
Rationale: 
Cradle hold positions allow face to face contact between the newborn and the mother and can facilitate bonding (Ricci et al., 2021). 

2. Teach the mother about the causes of nipple pain and education about potential side effects.  
Rationale: 
Some common causes of nipple pain are improper latch. Potential side effects such as mastitis are preventable (Ricci et al., 2021). 
	The client will understand and learn about different position variations to try when breastfeeding and will not exhibit nipple and breast discomfort. 


	Knowledge deficit related to newborn behavior such as crying as evidenced by verbalization of concerns. 

	The client is learning about the newborn’s cues such as behavioral responses in response to external stimuli. 

	1.   Provide education the on interventions for consoling an infant. 
Rationale: If the newborn is unable to self-quiet, assisting the parents to learn how to calm a fussy infant is important such as swinging and swaddling.
(Ricci et al., 2021).

2. Teach the parents that crying is the infant’s way to communicate, and the interventions suggested. 
Rationale: 
A newborn crying can indicate discomfort such as stomach gas, wet diaper, or being too hot or cold (Ricci et al., 2021).
	The client will verbalize the acceptance and understanding of the teaching. 
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