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Demographics (3 points) 
	Date & Time of Admission
11/06 0600

	Patient Initials
D.B.

	Age
20
	Gender
Female

	Race/Ethnicity
African American
	Occupation
Student

	Marital Status
Single

	Allergies
Sulfa


	Code Status
Full Code
	Height
167 cm

	Weight
92.6 kg

	Father of Baby Involved and present




Medical History (5 Points)
Prenatal History: first prenatal visit on 04/08, patient was seen again on 6/10, 8/20, 10/17, 10/25, and 11/5. Several prenatal visits were missed due to confliction with class and work schedules. Uterus was measured at 22cm on 10/17. Ultrasounds were performed 10/17, 10/25, and 11/5. BBP was done on 10/17.
Past Medical History: chlamydia and thrombocytopenia
Past Surgical History: n/a
Family History: n/a
Social History (tobacco/alcohol/drugs): past and current user of marijuana, past user of alcohol, unable to assess amounts
Living Situation: living at home with her mother
Education Level: sophomore in college
Admission Assessment 
Chief Complaint (2 points): Presents at appointment for labor induction
Presentation to Labor & Delivery (10 points): Due to having intrauterine growth restriction, patient presents to labor and delivery for an induction. The patient’s first prenatal appointment was 4/08. On 10/17 a biophysical profile was performed with a score of 6/8. The patient presents today for a scheduled induction of labor. With EFM observation and assessment, no contractions were noted. Vital signs as follows: T 98.4 oral, P 98 BPM, RR 16, BP 132/85, and O2 100% on room air. 
Diagnosis
Primary Diagnosis on Admission (2 points): Intrauterine growth restriction
Secondary Diagnosis (if applicable): Induction of labor
Stage of Labor
Stage of Labor Write Up, APA format (20 points) This should include the progression of cervical effacement & dilation as well as pain management techniques:

With the means of medical assistance, induction is used to assist in the laboring process. Induction is a procedure used to stimulate uterine contractions before labor starts on its own. The purpose of this procedure is to initiate contractions and the labor process. Other reasons for inducing labor include growth problems in the baby, insufficient amniotic fluid around the baby, gestational diabetes, hypertension, preeclampsia, infection, placenta previa, or Rh incompatibility. To prepare for an induction, cervical ripening, artificial rupture of membranes, and intravenous medications may be used. After the induction has started, cervical effacement and dilation should begin to mimic a regular birth. Pain management techniques include relaxation exercises, breathing techniques, continuous labor support, massage, music, and medication therapy. This patient was effaced to 40% at 0600 with dilation of 1cm. The fetus was -2 station in a vertex position. At 1000 the patient rated her pain 5/10 with contractions lasting 20 seconds, occurring every 5-6 minutes. An increase in Pitocin made the contractions occur every 2-3 minutes and lasting 50-60 seconds. The patient’s vitals remain stable, but her pain increased to 8/10. At 1500 the patient’s membranes ruptured having clear, odorless fluid. Effacement at 1500 is 100% with 8cm dilation. The fetus position is at a 0 station in the vertex position. Contractions were closer together and the patient started having late decelerations. To intervene, the patient was repositioned on her side. Delivery of the infant was at 1819 and the placenta was delivered at 1835. The patient experienced a 2nd degree laceration of the midline. Vital signs remain stable. 

Stage of Labor References (2) (APA):
Labor pain: Weigh your options for relief. (2020, May 2). Mayo Clinic. https://www.mayoclinic.org/healthy-lifestyle/labor-and-delivery/in-depth/labor-pain/art-20044845?reDate=02072020
Cherney, K. (2019, October 4). Everything You Need to Know About Labor Induction. Healthline. https://www.healthline.com/health/pregnancy/inducing-labor#benefits

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
	4.60
	4.48
	-
	

	Hgb
	11-16
	12.6
	12.2
	-
	

	Hct
	34-47
	37.5
	36.2
	-
	

	Platelets
	140-400
	251
	180
	-
	

	WBC
	4-11
	7.0
	7.6
	-
	

	Neutrophils
	1.5-8
	58
	68.2
	-
	

	Lymphocytes
	1-4.9
	25
	19.9
	-
	

	Monocytes
	2-8
	13
	11.7
	-
	

	Eosinophils
	0-0.05
	2
	0.0
	-
	

	Bands
	0-0.02
	n/a
	n/a
	-
	


[bookmark: _GoBack]
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
	Any
	B
	B
	-
	

	Rh Factor
	Pos/neg 
	Neg
	Neg
	-
	

	Serology (RPR/VDRL)
	Non-detected
	Non-detected
	Non-detected
	-
	

	Rubella Titer
	>1.0
	Immune
	Immune
	-
	

	HIV
	Neg
	Neg
	Neg
	-
	

	HbSAG
	Neg
	Neg
	Neg
	-
	

	Group Beta Strep Swab
	Neg
	Pos
	Pos
	-
	IV antibiotics should be administered to prevent risk of transmission to baby. 

	Glucose at 28 Weeks
	70-100
	Neg
	Neg
	-
	

	MSAFP  (If Applicable)
	0.5-5.0
	Neg
	Neg
	-
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



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 protein/creatinine ratio  (if applicable)
	0.2
	n/a
	n/a
	-
	



Lab Reference (APA):

Electronic Fetal Heart Monitoring (16 points)
	Component of EFHM Tracing
	Your Assessment


	What is the Baseline (BPM) EFH?
	FHR 125bpm at 1000
FHR 150bpm at 1200
FHR 150bpm at 1600

	Are there accelerations? 
· If so, describe them and explain what these mean (for example: how high do they go and how long do they last?)

What is the variability?
	The first strip indicates minimal periods of acceleration. The FHR increases by 10bpm for 15-20. Strip two follows. 


	Are there decelerations?
If so, describe them and explain the following:
What do these mean? 
· Did the nurse perform any interventions with these?
· Did these interventions benefit the patient or fetus?

	The third strip indicates a deceleration of 40-50bpm lasting 20-25 seconds. The patient was repositioned to help allow supply of blood flow to the baby.





	Describe the contractions:
Frequency:
Length:
Strength:
Patient’s Response:

	The first strip indicates mild contractions are occurring every 5-6 minutes lasting 30 seconds. The second strip indicates moderate contractions that occur every 2-3 minutes lasting 50-60 seconds. The last strip indicates strong consistent contractions occurring every 1-2 minutes and lasting 60-65 seconds.




EFM reference (APA format): 
Fields, L. (2018, January 1). Fetal Heart Rate Monitoring: What to Expect. WebMD. https://www.webmd.com/baby/pregnancy-fetal-heart-monitoring

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

Home Medications (2 required)
	Brand/Generic
	Prenatal Vit-Fe/Furmarate-Fa

	Acetaminophen/Tylenol
	n/a 
	n/a
	n/a

	Dose
	1 Tablet
	650mg 
	n/a
	n/a
	n/a

	Frequency

	Daily
	PRN 
	n/a
	n/a
	n/a

	Route
	Oral

	Oral
	n/a
	n/a
	n/a

	Classification
	Supplement 

	Non-opioid analgesic
	n/a
	n/a
	n/a

	Mechanism of Action
	Vitamins and minerals combined to support fetal and maternal needs during pregnancy

	Blocks the production of prostaglandin
	n/a
	n/a
	n/a

	Reason Client Taking 

	Prenatal
	Headaches
	n/a
	n/a
	n/a

	Contraindications (2)

	Hypercalcemia, hyperparathyroidism
	Hepatic impairment, headaches
	n/a
	n/a
	n/a

	Side Effects/Adverse Reactions (2)

	Nausea, constipation 
	Abdominal pain, hepatotoxicity
	n/a
	n/a
	n/a

	Nursing Considerations (2)

	Make sure this is taken daily, have a well-balanced diet
	Use cautiously with hepatic impairment, monitor renal function
	n/a
	n/a
	n/a

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Iron, calcium
	Calcium, potassium
	n/a
	n/a
	n/a

	Client Teaching needs (2)

	Avoid other medications unless prescribed, take daily
	Do not exceed recommended dose, tablets may be crushed or swallowed whole
	n/a
	n/a
	n/a






Hospital Medications (5 required)
	Brand/Generic
	Oxytocin

	Fentanyl
	Penicillin G
	Pitocin
	Ropivacaine 

	Dose
	20ml/hr

	25mcg
	5 million units / 2.5 million units
	20ml/hr
	10ml/hr

	Frequency

	Continuous 
	Once then 10ml/hr drip
	Once then 2.5 million units Q4
	Continuous
	Continuous 

	Route
	IV

	IV, epidural 
	IV
	IV Bolus
	IV, epidural

	Classification
	Oxytocic 
	Opioid 
	Antibiotic
	Oxytocic 
	Anesthetic 

	Mechanism of Action
	Increases uterine contractions by increasing muscle cells

	Binds to opioid receptors
	Inhibits reproduction of bacteria
	Increases uterine contractions by increasing muscle cells
	Binds to opioid receptors 

	Reason Client Taking 
	Prevent hemorrhage
	Pain
	Prevent infection
	Prevent hemorrhage
	Pain 

	Contraindications (2)
	Elective labor
	Hypersensitivity, asthma
	Hypersensitivity to penicillin, hypersensitivity to components of penicillin
	Elective labor
	Hypersensitivity, asthma

	Side Effects/Adverse Reactions (2)
	Nausea, vomiting
	Ataxia, sedation
	Thrush, confusion
	Nausea/vomiting
	Confusion, amneisa

	Nursing Considerations (2)
	Do not mistake for oxycodone, electronic fetal heart monitor
	Use with extreme caution in COPD, should not be used for pregnant women in labor
	Give over time, administer IM
	Do not mistake with oxycodone, electronic fetal heart monitor
	Use with extreme caution in COPD, should not use for pregnant women

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Assessment for uterine rupture, FHR
	Respiratory rate and interventions for respiratory depression
	Assess for adverse reaction, assess vital signs
	Assess for uterine rupture, FHR
	Assess respiratory rate and identify interventions for respiratory depression

	Client Teaching needs (2)
	Used once, used to prevent hemorrhage
	Don’t take more than prescribed dose, can affect judgement and consciousness 
	Used to prevent infection, one time use
	Used to prevent hemorrhage, one-time use
	Only take prescribed dosage, can affect judgement and consciousness



Medications Reference (APA):
Jones & Bartlett Learning. (2018). 2018 Nurses drug handbook.


Assessment 
Physical Exam (18 points) 
	GENERAL (0.5 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	AOx4, appears in slight distress related to moderate contraction pain

	INTEGUMENTARY (2 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds/Incision: .
Braden Score: 20
Drains present:  Y☐         N ☒      
     Type: n/a
	
Pink, warm, and dry skin. No rashes, bruises, wounds, or drains, noted. 2nd degree midline laceration repaired after delivery. 

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

	
Head and neck symmetrical, no deviations noted. Conjunctiva pink. Dentition well kept. No drainage noted.

	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: n/a

	 S1 and S2 present without murmur. Normal rate and rhythm, 2+ pulses bilaterally throughout. Capillary refill less than 3 seconds.

	RESPIRATORY (1 points):
Accessory muscle use:    Y☐     N ☒
Breath Sounds: Location, character
	Clear lung sounds bilaterally, no crackles, wheezes, or rhonchi assessed. No signs of distress noted.
	GASTROINTESTINAL (5 points):
Diet at Home:   regular                  
Current Diet: regular
Height: 167 cm
Weight: 92.6 kg
Auscultation Bowel sounds: active Q4
Last BM: n/a
Palpation: Pain, Mass etc.: 
Inspection: 
     Distention:
     Incisions:
     Scars:
     Drains: 
     Wounds:
	no distension noted, no incisions, scars, drains, or wounds noted
	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: 1500
Color: clear
Amount: n/a
Odor: none
Episiotomy/Lacerations: none
	Clear yellow urine, total of 1545ml assessed. 

	MUSCULOSKELETAL (2 points): 
ADL Assistance:   Y☐   N ☒      
Fall Risk:    Y ☒  N☐
Fall Score: 15
Activity/Mobility Status:    
[bookmark: Check1]Independent (up ad lib) |_|
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|

	.
	NEUROLOGICAL (1 points): 
MAEW:   Y ☒       N☐           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☒   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation: AOx4
Mental Status: Responds appropriately to commands
Speech: Clear
Sensory: Intact
LOC: none 
Deep Tendon Reflexes: present
	.
	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):
	Patient does not seem in distress. Mother and boyfriend providing supportive care. Patient lives at home but boyfriend and father are co-parenting
	DELIVERY INFO: (1 point) 
Delivery Date:   
Time:
Type (vaginal/cesarean): 
Quantitative Blood Loss:
Male or Female
Apgars:
Weight:
Feeding Method:


	11/06 @ 1819 vaginal birth “large gush of blood”, male infant, no APGAR score given, breastfeeding initiated at 1855



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

	Prenatal
	84
	128/65
	18
	98.8 Oral
	99% RA

	Admission to Labor/Delivery
	98
	132/85
	16
	98.4 Oral
	100% RA

	During your care
	88
	132/78
	16
	99.6 Oral
	99% RA



Vital Sign Trends: staying within normal limits for patient and situation

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

	1200
	10-point 
	Pelvic region
	8/10
	Pain during contractions
	Peanut ball, warm blankets, coaching for relaxed breathing

	1430
	10-point
	Pelvic region
	1/10
	Pain during contractions
	Comfort measures



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:
	#18Fr IV placed in right basilic vein on 11/06. LR infusing at 100ml/hr. Patency verified and recorded. Dressing secure, no signs of erythema or drainage.  Dressing is clean, dry, and intact.



Intake and Output (2 points)
	Intake (in mL)
	Output (in mL)

	1100ml
	1545ml urine, “gush of blood”




Nursing Interventions and Medical Treatments during Labor & Delivery (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.

	(N) turned patient on left side
	Once at 1200
	To help with decelerations by increasing oxygen to the fetus




	(N) vital signs and fundal assessment
	Q15/hr.
	Postpartum care assessment, uterus is assessed for location and firmness, also monitoring for hemorrhage




	(T) provider sutured 2nd degree laceration 
	After birth
	To prevent hemorrhage and stop bleeding






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.

	Potential for hemorrhage r/t blood loss AEB “gush of blood”
	2nd degree laceration led to excessive bleeding following delivery
	1.assess vital signs
Rationale monitors for hemorrhage
2.assess fundus
Rationale hemorrhage prevention
	Client compliant and understanding of nursing actions to prevent blood loss; goal was achieved without complications; patient provided with education related to hemorrhage

	Potential for decreased gas exchange r/t diminished maternal circulation AEB breathing techniques 
	Fetal heart rate changes 
	1. administer oxygen
Rationale helps delivery oxygen to baby
2.repositioning
Rationale helps deliver oxygen to baby
	Client compliant and understanding of nursing actions to increase oxygen flow to baby; goal was achieved without complications, patient provided with education related to oxygenation for baby

	1. Acute pain r/t labor AEB painful contractions
	Patient complained pain was 8/10 during strong consistent contractions
	1.  relaxation techniques
Rationale relieve pain
2.  medication therapy
Rationale relieve pain
	Client compliant and understanding of nursing actions to relieve acute pain, goal was met without complications, patient was provided education related to epidural

	2. Potential for decreased gas exchange r/t diminished maternal circulation AEB late decelerations
	EFM showed decelerations 
	1.  Patient repositioning
Rationale allowing oxygen to be delivered to baby
2.  applying oxygen
Rationale assisting in delivery of oxygen to baby
	Client compliant and understanding of nursing actions to increase oxygen flow to baby; goal was achieved without complications, patient provided with education related to oxygenation for baby



Other References (APA)

