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Demographics (3 points) 
	Date & Time of Admission
6/15/2020
	Patient Initials
           AF
	Age
    18
	Gender
Female

	Race/Ethnicity
African American
	Occupation
Unemployed
	Marital Status
Single
	Allergies
No Known Allergies

	Code Status
Full Code
	Height
5’6
	Weight
260 lbs
	Father of Baby Involved
Yes



Medical History (5 Points)
Prenatal History:  She is a G1P0, Pre-eclampsia, decreased fetal movement in 3rd trimester, intrauterine pregnancy in teenager, chronic constipation, obesity affecting in second trimester, and went to routine prenatal appointments throughout her pregnancy. She went to all prenatal visits and took prenatal vitamin throughout pregnancy and plans to postpartum as well.
Past Medical History:  Asthma, chronic idiopathic constipation, hypertension, and SIRS (systemic inflammatory response syndrome).
Past Surgical History: Tonsillectomy, Adenoidectomy, and Myringotomy.
Family History: Diabetes in her mother and paternal grandmother; hypertension in her mother.
Social History (tobacco/alcohol/drugs): Never smoked, drank alcohol, or used illicit drugs.
Living Situation: Lives with her mom in Danville.
Education Level: She has a high school diploma.
Admission Assessment 
Chief Complaint (2 points): Scheduled Induction
Presentation to Labor & Delivery (10 points):AF is an 18-year-old African American female who presents to the Labor & Delivery unit today for a scheduled induction. She is a G1P0000 and is 37wks today. She has pre-eclampsia superimposed on chronic hypertension antepartum. She is currently not dilated or effaced as she has a cervical check while at the clinic for her routine prenatal appointment before being sent to the hospital.  She is currently in no pain but will be getting Cervidil shortly to help open the cervix and start the induction of labor. She did have an elevated BP while at her prenatal appointment today and they found protein in her urine. Her last menstrual period was 9/28/19 and her EDD is 7/6/2020. Client denies having any leakage of vaginal fluid or any decrease in fetal movement. Client is nervous but knows that this plan of care is necessary to help keep herself and baby safe and healthy.  

Diagnosis
Primary Diagnosis on Admission (2 points):Induction of Labor
Secondary Diagnosis (if applicable):Pre-eclampsia superimposed on chronic hypertension antepartum


Postpartum Course (18 points)
During the postpartum phase, the body is trying to transition back to pre-pregnancy. The uterus immediately after delivery starts to contract to go back down to the normal size. This usually takes 6 weeks for the uterus to contract back down to pre-pregnancy size. Lochia(discharge) starts with a red color with a mixture of mucous, tissue debris and blood that occurs during the first three to four days after birth (Ricci et al., 2017). After that, the color of the Lochia (discharge) will lighten in color and eventually disappear. Shortly after birth the vaginal mucosa is red and thin. The mucosa will start to thicken over time. The perineum is red and bruised for the first day or two after the birth. Her delivery caused two lacerations (second-degree vaginal laceration and a second-degree peri-urethral laceration) which can take weeks to months to heal. Muscle tone may or may not return to normal, depending on the extent of injury to muscle, nerve, and connective tissue (Ricci et al., 2017).  The client I was with had some swelling in the perennial area during the first 24 hours after delivery. She did lose 700 mL of blood that puts her at risk for hemorrhage due to anything over 500 mL of blood loss during or after delivery puts client at risk for hemorrhage. Clients blood pressure was starting to decrease and was at 128/77 this is due to mag sulfate that was given right after delivery. Pulse at 110 and 109 when checked and was still elevated even after medication given; this seems to have been her normal while she was in the hospital the past four days. The patient was encouraged to void every few hours to ensure the uterus is contracting appropriately and to use a peri-bottle to cleanse vaginal area after voiding. It is also important to educate client in keeping vaginal area clean as after delivering one is at an increases risk for infection.  Some signs and symptoms of infection are fever, chills, headache, loss of appetite, and lower abdominal pain. Client has had a UTI during her pregnancy and it’s important to know signs and symptoms in case this occurs again and to get medication right away if necessary. Signs and symptoms of a UTI are foul smelling urine, frequent urination, bladder spasm, cloudy urine, dark urine, persistent urge to urinate, sense of incomplete bladder emptying, blood in urine fatigue, fever, or malaise. The phases of maternal adaptation start with the taking in phase which is the time right after one gives birth when the client needs to rest and depends on staff and family to meet her needs (Ricci et al., 2017). This is the phase that my patient was in upon arrival onto the unit.  She relied a lot on client’s mother to help her in these first few hours as she is eighteen years old and unaware of how to do many things. She also spent days in labor which made her extremely exhausted and why the vacuum was needed during delivery. The second phase is the taking hold phase where one will see both dependent and independent maternal behavior. This phase usually starts two to three days postpartum and could last several weeks. This is the phase where the client regains control over one’s bodily functions. One is taking hold and becoming preoccupied with what is happening now. The third phase of maternal adaptation is the where the woman/ mother begins to establish relationships with other people. Is adapting to parenthood through the new role as a mother and assuming responsibilities as a mother for the newborn more confidently (Ricci et al., 2017).  Before the client is discharged from the postpartum unit, she should have a postpartum depression screening performed to make sure she doesn’t show signs of PPD. It is also important to educate client on signs and symptoms of PPD to make sure client knows and can get proper help if need be.   Signs of postpartum depression are anger, anxiety, guilt, hopelessness, loss of interest or pleasure in activities, mood swings, panic attack, crying, irritability, restlessness, fatigue, loss of appetite, weight gain, weight loss, lack of concentration, unwanted thought, and depression or fear. It is also common to have insomnia or repeatedly going over thoughts.

Postpartum Course References (2) (APA): 
Ricci, S. S., Ricci, S., Kyle, T., & Carman, S. (2017). Maternity and pediatric nursing. LWW.

Your body after baby: The first 6 weeks. (2018). March of Dimes | Healthy Moms. Strong Babies. https://www.marchofdimes.org/pregnancy/your-body-after-baby-the-first-6-weeks.aspx#
Postpartum depression - Symptoms and causes. (2018). Mayo Clinic. https://www.mayoclinic.org/diseases-conditions/postpartum-depression/symptoms-causes/syc-20376617

	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
	3.80-5.30mcl
	4.46 mcl
	4.51 mcl
	N/A
	

	Hgb
	12.0-15.8%
	11.8%
	11.3%
	N/A
	Clients hemoglobin is low not by much, but it could be due to nutritional deficiency. She doesn’t have healthy eating habits, and this could cause this to be a little low. 

	Hct
	36.0-47.0%
	35.8%
	34.3%
	N/A
	This could be low due to two things dietary deficiency as well as her being pregnant. 

	Platelets
	140-440 mcl
	295 mcl
	249
	N/A
	

	WBC
	4.0-12.0
	14.60
	11.5
	N/A
	This was elevated during pregnancy which is stressful and could elevate it as well as infection and we know she had a UTI at some point of her pregnancy. 

	Neutrophils
	47-73%
	81.8%
	80.5%
	N/A
	Elevated due to physical or emotional stress that comes with pregnancy. She is 18 years old and figuring out how to handle things can be hard at that age. 

	Lymphocytes
	18-42%
	12.4%
	12.8%
	N/A
	Having low lymphocytes while pregnant is normal natural consequence of conception. 

	Monocytes
	4 -12%
	5.0%
	6.0%
	N/A
	

	Eosinophils
	0-5%
	0.6%
	0.5%
	N/A
	

	Bands
	0.1%
	0.2%
	0.2%
	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
	N/A
	O
	O
	N/A
	

	Rh Factor
	Neg/Pos
	Positive
	Positive
	N/A
	

	Serology (RPR/VDRL)
	Non-Reactive
	Non-Reactive
	Non-Reactive
	N/A
	

	Rubella Titer
	Greater than 1.0= Immune
	Immune
	Immune
	N/A
	

	HIV
	Non-Detected
	Non-Detected
	Non-Detected
	N/A
	

	HbSAG
	Non- detected
	Non- 
detected
	Non-
detected
	N/A
	

	Group Beta Strep Swab
	Negative
	Negative
	Negative
	N/A
	

	Glucose at 28 Weeks
	65-140
	105
	N/A
	N/A
	

	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

	N/A
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



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)
	0.60-1.80 g/24hr
	1.56 g/24hr
	N/A
	N/A
	



Lab Reference (APA):


                              Stage of Labor Write Up, APA format (15 points):
	
	Your Assessment


	History of labor:
   
    Length of labor


   Induced /spontaneous


   Time in each stage



	
The length of the labor was three days as she was induced due to pre-eclampsia superimposed on chronic hypertension antepartum.  The time of the First stage of labor was fifty hours. She was given Cervidil twice during the first twenty-four hours and became dilated to a two. She then put on Pitocin to help progress labor. She did this for 24 hours reached the limit of Pitocin where the nurse dropped the level back down and started over hoping this would help dilate and help with effacement. She went into second stage of labor which lasted twenty-one hours and she was progressing with the Pitocin to a 10 in dilation and 100% effacement. She started to push but was so tired from the already long labor that the doctor had to use a vacuum on baby to help with the vaginal delivery. Baby boy was delivered at 0822 vaginally and weighed 2760 gm or 6lbs 1.4 oz. His Apgar was 9/9. Third stage was short as Pitocin and fundal massage were applied and placenta came out vaginally at 0827. Mom went into fourth stage that lasted for two hours post-partum. 

	Current stage of labor










	 Mom is currently not in a stage of labor upon my arrival. She is still in Labor& Delivery as she is on mag sulfate till 1530 and then has to wait an hour to move to the postpartum unit. 



Stage of Labor References (2) (APA):
[bookmark: _Hlk43733998]Ricci, S. S., Ricci, S., Kyle, T., & Carman, S. (2017). Maternity and pediatric nursing. LWW.
Greene, J. (2019). The four stages of labor | Kaiser Permanente Washington. Kaiser Permanente Washington. https://wa.kaiserpermanente.org/healthAndWellness/index.jhtml?item=%2Fcommon%2FhealthAndWellness%2Fpregnancy%2Fbirth%2FlaborStages.html

Current Medications (7 points, 1 point per completed med)
*7 different medications must be completed*

Home Medications (2 required)
	Brand/Generic
	Procardia-XL
(Nifedipine)

	Prenatal Plus Iron Vitamin
	Macrobid
(Nitrofurantoin)
	
	

	Dose
	30mg

	29-1mg
	100mg
	
	

	Frequency

	Daily
	Nightly
	Bid Daily
	
	

	Route
	Oral

	Oral
	Oral
	
	

	Classification
	
Antianginal, Antihypertensive
	Vitamin
	Antibiotic 
	
	

	Mechanism of Action
	Slows down calcium into myocardial and vascular smooth-muscle cells making blood pressure decrease. 

	Its to help those who have poor diet, certain illnesses, or are pregnant to provide enough vitamins and iron to maintain good health. 
	Inactivates bacterial ribosomal proteins and other macromolecules.  Inhibits aerobic energy metabolism.
	
	

	Reason Client Taking 

	Client has high blood pressure during pregnancy.
	Client is taking this due to her being pregnant. 
	Client was taking due to having a UTI.
	
	

	Contraindications (2)

	1.Sick sinus syndrome
2.Second or third-degree AV block without artificial pacemaker

	1. Diuretics
2.Ulcerative colitis
	1. Do not give to some one under a month old.
2.Anuria

	
	

	Side Effects/Adverse Reactions (2)

	1.Constipation
2.Anemia

	1. Constipation
2. Upset stomach

	1.Asthma
2.Abdominal Pain

	
	

	Nursing Considerations (2)

	1.Tapper dose when stopping drug over 7-14 days.
2.Monitor clients I&O’s to assess for heart failure.

	1. Avoid giving this pill with any other multivitamin product within 2 hours.
2. An overdose of vitamin A, D, E, or K can cause serious life threatening side effects and can harm the unborn baby. 

	1. Give with food or milk to avoid teeth staining.
2. Don’t break or crush capsule.

	
	

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Assess BP and respirations and monitor potassium and liver function test while using this drug for treatment. 
	Make sure client is not allergic to anything in the prenatal vitamin before prescribing. 
	What to check urine culture and sensitivity test to make sure medication is needed. 
	
	

	Client Teaching needs (2)

	1.Swallow pill whole do not crush or chew medication. 
2.Avoid alcohol while taking this medication. 

	1. Could cause upset stomach. Make sure if its upsets stomach to take at night before bed.
2. This can cause constipation so take a stool softener if needed. 

	1.Urine may turn a brown/burnt orange color while taking this medication. 
2.Notify provider if diarrhea occurs and last more than 3 days. 

	
	






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

	Midamor
(amiloride)
	STADOL
(Butorphanol)
	HEMABATE
(carboprost)
	Normodyne
labetalol

	Dose
	
650mg
	5mg
	1mg
	250mcg
	200mg

	Frequency

	Every 4 hrs PRN
	Nightly
	Every hr PRN
	Every 15 min PRN
	TID

	Route
	
Oral
	
Oral
	
Intravenous
	
Intramuscular
	

Oral 

	Classification
	Antipyretic, nonopioid analgesic
	Potassium-sparing diuretic
	Anesthesia Adjunct and opioid analgesic
	Oxytocic’s, prostaglandins
	Antihypertensive

	Mechanism of Action
	Prevents the enzyme cyclooxygenase, and the production of prostaglandin to reduce the pain impulse that is generated. It also temperature regulation in the hypothalamus.  

	Prevents sodium to be reabsorbed this causes sodium and water loss and that improves potassium retention. 
	Binds to CNS receptors to reduce the perception of and emotional response to pain. 
	It mimics the action from the chemical prostaglandin F2 alpha. To treat bleeding in mothers after delivery.
	It blocks the alpa1 and beta2 receptors in the vascular smooth muscle so that blood pressure will reduced. 

	Reason Client Taking 
	Client is taking due to back and stomach pain. 
	 Clients potassium was a little low so taking it to increase potassium levels. 
	Client was given this during labor to help reduce pain. 
	Client just gave birth, and this is given to reduce/ control uterine bleeding.
	Client is taking this due to her pre-eclampsia and high blood pressure. 

	Contraindications (2)
	1.Severe hepatic impairment
2. Severe active liver disease

	1.Impaired renal function
2.Hypersensitivity to amiloride or its components.

	1.Hypersensitivity to butorphanol.
2. Respiratory depression

	1.Contraindicated in severe cardiovascular, renal, and hepatic disease.
2.Exert caution in asthmatic clients as carboprost may cause bronchospasm.
	1.Asthma
2.Heart Failure

	Side Effects/Adverse Reactions (2)
	1.Peripheral edema
2.Abdominal pain

	1. Dizziness
2. Abdominal Pain

	1. Dizziness
2. Constipation

	1. Cramping
2.Nausea

	1.Edema
2. Weakness


	Nursing Considerations (2)
	1.Use with caution in clients with hepatic impairment.
2.Monitor renal function in clients who are using this for long term therapy.

	1.Make sure to give this medication with food to reduce GI upset. 
2. Monitor renal function test. 

	1. This drug has a high potential for abuse. 
2. Assess respiratory status as this can cause respiratory depression. 

	1. Make sure to monitor temp, pulse, and BP periodically throughout therapy use.
2. Monitor contractions and notify provider if they last longer than a min. 

	1.Labetalol masks common signs of shock.
2.Stopping labetalol abruptly after long-term therapy could result in angina, MI, or ventricular arrhythmia. 

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Want to check client’s vitals and make sure that the dose should be given at the time or its to early. Also check clients pain to make sure medication is necessary. 
	Before administering medication, nurse will want to look at I&O’s, blood pressure, and renal function. 
	You will want to do a labor check before administering as you do not want to administer this medication within 4 hours of anticipated delivery.
	Monitor clients temperature before and after administering this medication as it can cause one to become febrile while taking it. 
	Check clients Blood pressure before giving. Don’t want to give if clients BP is low already. 

	Client Teaching needs (2)
	1.Do not exceed the recommended dose and make sure that any other medications one is taking doesn’t include acetaminophen as this can cause liver damage. 
2. Recognize signs of hepatotoxicity such as bleeding, easy bruising, and malaise, as these are common sigs of an overdose. 

	1. Make sure to educate client to avoid high potassium food and salt substitutes that contain potassium. 
2. Make sure to take with food as this will help reduce GI upset. 

	1.Make sure to take medication directly as prescribed do not exceed recommended dose. Highly addictive.
2. You will need to avoid alcohol or any other CNS depressants as it can cause adverse reactions.

	1. Vaginal exam may be necessary to assess the trauma to the cervix.
2. Notify nurse or provider if fever, chills, lower abdominal pain occur. 
	1.Do not drink alcohol while taking this drug.
2. Avoid sudden position changes as this can cause orthostatic hypotension. 




Medications Reference (APA):
Jones & Bartlett Learning. (2019). 2019 Nurses drug handbook. Burlington, MA.


Assessment 
Physical Exam (18 points) 
	GENERAL (0.5 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	Client is Alert and Oriented x3. She does not appear in any acute distress and appears to be stated age. She is well groomed and is laying down in bed with infant by her bedside.

	INTEGUMENTARY (2 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds/Incision: .
Braden Score: 22
Drains present:  Y☐         N ☒      
     Type:
	Skin is normal for her race. Her skin is dry and warm to touch.  Turgor is rapid recoil and she has no apparent rashes. Minimal bruising around the perineal area. She does have two wounds/incisions vaginally. She has a second-degree laceration and a second-degree peri urethral laceration. Her Braden score is a 22 which puts her at no risk.


	HEENT (0.5 point): 
Head/Neck:
Ears: 
Eyes: 
Nose: 
Teeth:  

	
Head is normal cephalic with no neck vein distention and Trachea is midline. Eyes are symmetrical, sclera is white, conjunctiva was clear with no drainage. PERRLA was done and pupils were equal, round, reactive to light, and accommodation. Clients hearing is well she responded great to my verbal cues and external ear is intact. Nose is symmetrical and septum is midline. Nostrils were pink and moist, and turbinate’s were noted. Client had clear thin drainage coming from nostrils. Client’s mouth was a pink, moist, and intact. Teeth had good dentition; uvula is midline

	CARDIOVASCULAR (1 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: 

	 .S1 and S2 noted in all 5 areas with normal rhythm and rate. No murmur, gallop, or rub heard. I did peripheral pulse’s and radial pulse’s and were normal strong 3+ in both arms and legs. Capillary refill was less than 3 seconds. Edema was noted on ankles and feet

	RESPIRATORY (1 points):
Accessory muscle use:    Y☐     N ☒
Breath Sounds: Location, character
	.Lungs clear when auscultated. Breath sounds noted in all locations no wheezing, crackles, or rubs heard. Respirations were unlabored, regular, and she wasn’t using her abdomen or accessory muscles. 

	GASTROINTESTINAL (5 points):
Diet at Home:                     
Current Diet:
Height: 
Weight:
Auscultation Bowel sounds: 
Last BM: 
Palpation: Pain, Mass etc.:
Inspection: 
     Distention:
     Incisions:
     Scars:
     Drains: 
     Wounds:
Fundal Height & Position:
	Client states she eats what she wants at home. She is currently on no restrictions on her diet while in the hospital. She ate once while in my care and she ate all her food and drank Gatorade, sierra mist, and a water.  She is 5’6” and 260lb. Abdomen is soft, with slight distention, and bowel sounds active in all four quadrants. Complaint of pain during palpation of fundus and no masses noted. Clients last bowel movement was last night and stated it was soft and formed. Stated no issues with painful BM, constipation, or diarrhea. No drains, scars, wounds, incisions noted. Fundus was midline right of the umbilicus. 
	GENITOURINARY (5 Points): 
Bleeding: 
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☒
Inspection of genitals: 
Catheter: Y ☐    N ☒    
     Type:
     Size:
Rupture of Membranes:
Time:
Color:
Amount:
Odor:
Episiotomy/Lacerations: 
	 Bleeding is scant, red, with no clots or odor noted. She stated that there was no pain, burning or frequency with urination. Genitals were a little swollen from labor with two lacerations one was a second-degree laceration vaginally and a second-degree peri urethral laceration. The doctor ruptured her membranes at 1910 and color was  clear, small amount, with no odor. 

	MUSCULOSKELETAL (2 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|_|

	Her ROM was intact in both her upper and lower limbs. She did not need ADL assistance and is not a fall risk. Her fall score is a zero and scores a 5/5 in both upper and lower extremities. She is super independent and reported being dizzy once after being on bed rest while on the Mag sulfate after delivery. I followed her to the bathroom as support in case needed but it was not needed. 
	NEUROLOGICAL (1 points): 
MAEW:   Y ☒       N☐           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☒   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
DTRs:
	Movement of all extremities was well. Same with PERLA and strength was equal in both arms and legs. Mental status x3 and no speech or sensory loss was noted.  DTR well in all places and was done due to her mag citrate that she was given after delivery of the baby. 
	PSYCHOSOCIAL/CULTURAL (1 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):
	She is an 18-year-old female who is single, but the father of the baby is involved. She has great support as her mother has been with her since she arrived on L&D floor. She plans to have her, and baby boy live with her mother when they’re discharged. Developmental level is normal for her age. When asked about religion what it means to her, she said “never thought about religious beliefs before”.  
	DELIVERY INFO: (1 point) 
Delivery Date:   6/18/2020
Time:0822
Type (vaginal/cesarean): Vaginal
Quantitative Blood Loss: 700 mL
Male or Female Male
Apgars: 9/9
Weight: 2760 grams or 6lbs 1.4 oz
Feeding Method: Bottle fed with regular 20 cal similac


	







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

	Prenatal
6/2/2020 35w1d
	84
	137/81
	N/A
	N/A
	N/A

	Labor/Delivery
6/18/2020
@1345
	110
	117/59
	N/A
	N/A
	N/A

	Postpartum
6/18/2020
@
	109
	128/77
	17
	98.6 Fahrenheit
	99%
On room air 



Vital Sign Trends: 
The clients BP has been elevated throughout her pregnancy she does have pre-eclampsia and was put on Mag sulfate to help lower those levels and reduce the chance of shock from pre-eclampsia. Her BP is lowering post-delivery, but her pulse is high while in L&D and even when she moved to Postpartum. 

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

	1600
	Verbal Numerical Rating Scale
	Lower stomach and Back pain
	6/10
	States that it’s like she is still having contractions in her still.
	Tylenol

	1915
	Verbal Numerical Rating Scale
	Back pain
	2-3/10
	 Lower back pain from sitting in same position for so long. 
	Gave her extra pillow to help with support.



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

	Size of IV: 18 G
Location of IV: Left lateral side arm (cephalic vein)
Date on IV:6/15/2020
Patency of IV: Patent
Signs of erythema, drainage, etc.:
IV dressing assessment:
	No signs of erythema or drainage 
IV was clean, dry, and intact.
Client currently isn’t getting any type of fluids the IV is staying in place incase fluids or medication needs to be given at any point in postpartum.



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

	1440 mL Oral (Gatorade, Sierra Mist, Water)
	 700 mL (blood)
1050 (voided)



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 “T” after you list them.)
	Frequency
	Why was this intervention/ treatment provided to this patient?  Please give a short rationale.

	T- Pain Management 
	Every 4 hrs  PRN
	
 Tylenol treatment was provided to this patient due to her vaginal delivery and the pain that comes with it. For the next few weeks, she will feel pain with her uterus contacting back down to normal size and her body adjusting to all the changes that it endured.



	N- Ambulation help due to being dizzy and on bedrest from mag treatment after delivery.
	Once
	
Client was getting up to go to the bathroom for the first time in hours post-delivery. She was on mag so put on temporary bed rest till the mag was finished. For he first ambulation we assisted as she felt dizzy upon standing. She did fine and didn’t need further assistance when she went to postpartum unit.



	 N- Deep tendon reflexes 
	Once
	DTR was done as a precaution due to client being on mag after delivery. Client did DTR in all areas and passed in all. 




	N- Ice pack given for diaper
	PRN
	This was given in the Postpartum unit to help with clients vaginal swelling and also help with pain from her lacerations that occurred during delivery. 





Phases of Maternal Adaptation to Parenthood (1 point)
What phase is the mother in?
Mother is in the taking in phase as of now in the postpartum unit. 
What evidence supports this?
Mother is coping well with the changes that occur after delivery of the baby boy. She is learning how to adapt with the infant and gets help from her own mother when unsure of what to do. 
Discharge Planning (2 points)
Discharge location: Client and baby are being discharge and will be going home with client’s mother. 
Equipment needs (if applicable): N/A
Follow up plan (include plan for mother AND newborn): 
Pt is scheduled for a 6-week postpartum visit with her OB/GYN physician. Newborn is to have appointment within 3 days of discharge. 
Education needs: Client needs to be educated on signs & symptoms of pre-eclampsia, postpartum hemorrhage, and postpartum depression as these are all issues that can occur after delivering a baby.  
Nursing Diagnosis (30 points)
*Must be NANDA approved nursing diagnosis and listed in order of priority*
Two of them must be education related i.e. the interventions must be education for the client.”

	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 your rationale. 
	Evaluation
(1 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 fall related to feeling nauseous and dizzy as evidence by magnesium sulfate given after delivery.
	When magnesium sulfate is given it puts the client on bed rest due to the feelings of nausea and dizziness occur. 
	1.Had someone such as myself of another nurse there to help during first ambulation to help in case she needed help.
Rationale: Client was on bed rest post delivery and was given mag sulfate so was put on bed rest till mag sulfate was done. Client stated after positioning herself to get out of bed that she was dizzy. We felt it was necessary to help if necessary as she needed to go to the bathroom. 
2.Lowering the bed to the lowest it possibly would go was our second step to help reduce fall risk.
Rationale: Having the bed the lowest possible setting allows client to maneuver out of bed easily and get two feet on the floor before ambulation. This decreases her chance of falling. 
	Client was happy to have some reassurance and help if need be. She has gone through a lot in the past few days and she is learning how to take care of her son. She was appreciative of the assistance and help to maintain her safety. 

	Risk for fluid volume deficit related to excess blood loss during delivery as evidence by increase heart rate. 
	The client lost a significant amount of blood during her delivery and its something that should be monitored closely 
	1. Assess the location of the uterus and degree of the contractility of the uterus/ Massage boggy uterus using one hand and place the second hand above the symphysis pubis.
Rationale: The degree of the contractility of the uterus will measure the status of the blood loss. Placing one hand just above the symphysis pubis will prevent possible uterine inversion during a massage.
2.Monitor vital signs including systolic and diastolic blood pressure, pulse, and heart rate. Check for the capillary refill and observe nail beds and mucous membranes.
Rationale: Increased heart rate, low blood pressure, cyanosis, delayed capillary refill indicates hypovolemia and impending shock. Decrease fluid volume of 30-50% will reflect changes in the blood pressure.
	 Client showed pain when doing fundal check, but fundus was located right where it should be. Checked client’s pad before check and after and there were no clots. Client tolerated it well. Monitored vital signs routinely BP went down with Mag sulfate, but client’s pulse is still elevated. It is being monitored closely to make sure it does not go higher. Client is okay with this plan of care. 

	1. Risk for infection related to vaginal delivery as evidence by vaginal laceration.
	Client has to vaginal lacerations from delivery as well as a very long labor with multiple vaginal checks. All these things increase her risk for infection
	1.  Observe for signs of fever, chills, body malaise, anorexia, pelvic pain, or uterine tenderness.
Rationale: These symptoms reflect systemic involvement, possibly leading to bacteremia, shock or even death if left untreated.
2.  Check the laceration sites for signs of edema, erythema, separation of wound edges, purulent drainage.
Rationale: These indicates localized infection requiring immediate intervention to prevent systemic involvement.
	We did a fundal check where we inspected the area for any excess bleeding. We also had client use a peri-bottle to clean vaginal area after going to the bathroom. She handled it well just thought it was weird wearing a diaper but understood it was necessary as she will bleed for a few weeks. 

	2. Risk for hemorrhage related to delivery as evidence by 700 mL blood loss. 
	 Client had a long labor and during the labor lost 700 mL of blood. This puts her at and increased risk for hemorrhage. 
	1.  Monitoring clients BP every two hours to make sure there isn’t a sudden drop in BP.
Rationale: Sudden drop in BP is a sign of hemorrhage and can put client into shock and even death. It is important to monitor vitals and especially BP to stop this from happening. 
2.  Fundal checks routinely in postpartum.
Rationale: This is to make sure that the uterus is contracting like it should and also to make sure when doing fundal checks no clots or big gushes of blood are coming out as this is a sign as well. 
	Client seemed use to getting vitals checked routinely. She wasn’t a fan of the fundal checks as she stated they were a little painful. She tolerated it well and allowed us to do it frequently for her safety. 



Other References (APA)
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