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NURSING CARE PLAN
	Student
	
	
	
	Date
	

	Instructor
	
	
	
	Course
	OB Clinical

	Patient Initial
	F.H
	Unit/ Room#
	L000376467/3
	DOB
	10/13/1976

	Code Status
	Full Code
	
	
	Height/Weight
	5’1” (155 cm)
165lbs (74.8 kgs)

	Allergies
	NKDA
	
	
	Final EDC/Current Gestational Age:
	12/9/17 (38.1 weeks)



	Temp  (C/F Site)
	Pulse (Site)
	Respiration
	Pulse Ox (O2 Sat)
	Blood Pressure
	Pain Scale 1-10

	98.1
	123
	17
	98
	113/62(left arm)
	6/10



	History of Present Illness including Admission Diagnosis & Chief Complaint (normal & abnormal) supported with evidence based citations
	Physical Assessment Findings including presenting signs and symptoms supported with Evidence Based Citations. If on postpartum, BUBBLE-HE for maternal assessment and if on antepartum/intrapartum, the following apply: fundal height, CV/Thorax, perineum, SVE, and fetal
heart rate Category.

	Chief Complaint (if possible, use patient’s words): 
“I have been experiencing back pains for the past two weeks. They have intensified immensely since yesterday morning. There is increased pressure around my pelvis and increased vaginal discharge. I am currently getting contractions at an 8-minute interval and the pain intensity has increased compared to when they started.” When a woman is 38 weeks pregnant some of the labor signs that they are likely to expect are increased vaginal discharge, cramping, increase pressure around the vagina and obviously contractions. Contractions are the main indicators of labor. Therefore, if a woman is experiencing true labor her contractions intensify progressively, and they occur at intervals that are regular (Records & Rice, 2007).
HPI (PQRST of chief complaint, along with other pertinent pregnant complications [if any]): 41	y.o. at	38.1 weeks gestation, arrives to the hospital with prior noted chief complaint.

Admit Dx: F.H. was admitted on 11/26/17. No chest pain, vaginal bleeding, SOB or headache. Pre-gestation Diabetes Mellitus. Fetal movement. Immediate surgery was recommended

	Skin: Normal. CS lesion.
EENT: Normal caliber. TM’s gray. No congestion. 
Mouth: No lesions on the tongue. No bleeding or swelling of mucosa and gums. 
Neck: No bumps or swellings.
CV/Thorax: 15 breaths per minute. No major deformities, discolorations or scars. Normal breathing patterns
Breast: Symmetrical. Normal size
Heart: Nor murmurs. No bruits. PMI palpable in 5th ICS. Amplitude bilaterally & normal upstroke
Lungs: Percussion- Normal resonant. 
Abdomen: No bruits. Normal bowel sounds
Musculoskeletal: Normal flexion. Normal extension. Normal abduction. Normal adduction.
Extremities: No cyanosis. Elbow flexion of 160 degrees. Normal ROM. No deformities. 
Neurological: Mental Status-Awake & Alert. Motor System- Normal Tone. Normal coordination. Normal sensory reception.
[bookmark: _GoBack]Pelvic: Vagina & Vulva-NAD. Adnexae-NAD. Cervic-open. Cephalic presentation
Fundal Height: 36cm  
Perineum: No scar
SVE: 4/75/-1/vtx
Fetal Heart Rate: 2 FHR accelerations in 25 minutes. About 15 beats above baseline heart rate lasting about 20 seconds




Relevant Diagnostic Procedures/ Results & Pertinent Lab tests/ Values (with normal ranges), include dates and rationales supported with Evidence Based Citations



Past Medical and Surgical History, Pathophysiology of Medical Diagnoses (include dates, if not found state so) Supported with Evidence Based Citations


Pertinent Labs



Medical Hx: F.H. is a 41 y.o. Female. 5’1”. 74.8kgs. G4T1P0A2L1 (van de Merwe et al., 2008).
OB Hx: The patient has had a total of 4 confirmed pregnancies. She has carried one pregnancy to term and has one child who is alive. She has had two abortions in the past. Her only child was delivered through C-section. During a C-section procedure surgery is used to deliver a baby especially in cases where vaginal birth is likely to put the life of the mother or the baby in danger (Hecht et al., 2008). 
Surgical Hx: The patient has undergone no other type of surgery apart from a C-section to deliver her living child. Surgery is a medical term that refers to a form of treatment that is offered through incision or manipulation using medical instruments (Afilalo et al., 2010). Importantly, approaches to surgery differ in a pregnant and a non-pregnant woman. Surgery performed on a pregnant woman requires consideration of the wellbeing of both the fetus and the mother (Cunningham et al., 2014).
Family Hx: No family history of diabetes, hypertension, heart disease or other chronic illnesses. The patient is living with diabetes mellitus commonly termed as diabetes. It refers to a collection of metabolic disorders that are characterized by high levels of sugar in the blood over long periods (Moodley & Rambiritch,2007).


Current CBC:
11/26/17
WBC: 7300 cells/mL (4500 – 11000 cells/mL)
RBC: 3.61 cells/mcL (4.2 – 5.4 cells/mcL)
Hemoglobin: 11.8 g/dL (12.0 – 15.5 g/dL)
Hematocrit: 34.5% (34.9% - 44.5%)
Platelet Count: 206000 cells/mL (150000 – 400000 cells/mL)
MCV: 96 fL/red cell (80-96 fL/red cell)
MCH: 33 pg of HgB/ red cell (26-33 pg of HgB/ red cell)
MCHC: 34 g/dL (33-36 g/dL)
RDW: 13.3 (11.5-14.5%)
A CBC test is essential during pregnancy as it determines the number of cells circulating in the pregnant mother’s body. It is recommended that a CBC test is done during early stages of the pregnancy then later so that the results can be compared to determine whether there may any health abnormalities affecting the parturient woman (Yao et al., 2014).
GBS: 11/08/17. Patient tested negative. A GBS test is proposed to be done between the 35th and 37th weeks of pregnancy to determine the presence of Group B streptococcus in more amounts that the usual to facilitate treatment of the same as it may affect the unborn baby if left untreated (Mueller et al., 2014).
Prenatal Panel:
Chlamydia: Negative
Gonorrhea: Negative
HBsAg: Negative
Rubella: Negative
GC: Negative
HIV: Negative
Blood Type/Rh: O+
Prenatal tests are important during pregnancy because they give information about the mother’s and baby’s health. They allow the determination of the health defects that the child may be exposed to allowing determination of the best health care decisions that can be made for the child (Binachi, 2015).
Relevant Diagnostic Procedures
Ultrasound (latest): 35 weeks pregnant. Fundal height 32cm. Baby weight 5.3 pounds. Amniotic fluid-more than 2 cm measured. Fetus flexion extremity observed. 2 episodes of fetal breathing recorded.














	






















                         







	Erikson’s Developmental Stage (with Rationale).  Provide examples
of how client meets/doesn’t meet chosen stage (supported by Evidence Based Citations).
	Socioeconomic/ Cultural/ Spiritual Orientation
& Psychosocial Considerations/ Concerns (3) supported with
Evidence Based Citations

	F.H is in the 7th stage of development according to Erickson’s theory. She is in the generativity vs. stagnation stage that occurs during middle ages in adulthood between 40-65. She is 41 years old and she has established a career, settled in a relationship and started her own family considering that she already has one child and has just delivered another. She has developed a sense of being part of a bigger picture and she is currently giving back to the community by caring for her children. F.H may be considered as an individual that is successfully engaged in the stage which will lead, if it has not already, to the development of care as a virtue (Osborne, 2009).
	Socioeconomic: F.H is a married woman. She has a job as a restaurant manager and her husband is a lawyer. She is currently on maternity leave that will last for two more months. F.H and her family live in Montclair, California.

	
	
Cultural: Both F.H and her husband share an Asian origin.

	
	
Spiritual: F.H and her husband are atheists. They have no religious beliefs.

	
	
Three psychosocial concerns, based on above assessments:

	
	1. F.H is likely to strain to adjust to care for more than one child now that she has to care for her two children while nursing herself back to health after the c-section to deliver her second baby. She is likely to strain to perform her role as both a mother and a wife (Woolhouse et al., 2012)

	
	2. She may experience heightened anxiety levels from the fear of not being able to cope with her new life which if not properly managed may lead her to develop feelings that she is a bad parent thus lowering her self-confidence (Yelland et al., 2010).

	
	3. Within the first five days after birth, F.H. is likely to experience baby blues that may make her irritable, cause her to cry, make her anxious or make her experience mood swings. The latter may result from the hormonal alterations that are experienced after childbirth. Symptoms of baby blues are supposed to fade on their own as hormones regulate after the pregnancy, failure to which professional help should be sort (Li et al., 2008).






	Potential Health Deviations: aka Risk Diagnoses (AT LEAST TWO)
Include THREE independent nursing interventions for each (RISK FOR XXX,  AS EVIDENCED BY XXX)
	Inter-professional Consults, Discharge Referrals, & Current Orders (include diet, test, and treatments) with Rationale
Supported with Evidence Based Citations

	1. F.H is at risk for acute pain on the surgical incision site evidenced by statement that she is experiencing pain level of 6/10.
Interventions
· The nurse should ensure that the patient is well educated about proper wound care to avoid infections that are likely to cause pain on the incision site.
· The nurse should sensitize the patient on the role that existing medical conditions play in facilitating successful and painless healing of the incision site.
· The nurse should encourage the patient to express their pain as soon as possible so that corrective measures can be taken top that effect to avoid further complications.
2. F.H is at risk for hemorrhage evidenced by excessive loss of blood which may make it necessary for blood transfusion to increase her blood volume.
Interventions
· The nurse should thoroughly examine the patient to determine the cause of hemorrhage before taking corrective measures for the same to avoid further complications that may result from administering the wrong treatment.
· Prior to the surgery, the nurse should conduct thorough blood tests to establish whether or not the patient has low levels of clotting factors to facilitate cautionary treatment of the same so that hemorrhage can be potentially controlled with that regard.
· The nurse should also clearly explain the difference between normal and abnormal bleeding after birth so that the patient can know exactly when to seek medical assistance to prevent further complications
	Obstetrician: The obstetrician that performed F. H’s surgery came to check on her progress and he explained to both her and her husband the specifics of the surgery. He highlighted the necessity of proper care and cleaning of the incision site to prevent infections and gave them guidelines on the proper means for cleaning the same. An OB is a doctor whose specialty is pregnancy and childbirth (Amelink‐Verburg & Buitendijk, 2010).
Nurse: The attending nurse monitored F. H’s recovery and conveyed the necessary information with that regard to the obstetrician. She also explained to F. H the basics of immunization and the immunization schedule. After deliver, a patient’s nurse is required to monitor them and ensure that they are recovering properly. The nurse administers any medication that is ordered by the OB and ensures that the patient’s hygiene, safety as well as comfort needs are met (Newhouse et al., 2011).
Pharmacist: The pharmacist gave F.H the medication that the physician had ordered by administered to her and answered her questions about the effectiveness and necessity of the medication administered. A pharmacist is directly involved in patient care and mainly ensures that medication is used safely (Dashti-Khavidak et al., 2012).
Lactation consultant: The lactation consultant explained the fundamentals of proper breastfeeding to F. H. She also advices on the best breastfeeding position for booth her and her baby to avoid discomfort especially while the incision site is still healing. A lactation specialist guides mothers on how to feed their babies and advices on what should be done in case of lactation issues (Wambach & Riordan, 2014).
Current Orders
· F.H. was supposed to have no intake through the mouth (NPO) after midnight before the surgery (Kohl & Schwartz, 2009).
· After surgery F.H was advised to maintain a balanced diet with lots of vitamins and proteins to fasten the healing process (Schmidler, 2017) .



	Priority Nursing Diagnosis
(at least 2)
Written in three-part statement
*Risk Diagnoses NEVER go in this section.
	Planning (outcome/goal)
Measureable goal during your shift
(at least 1 per Nursing Diagnosis)
*Think SMART GOAL*
	Prioritized Independent and collaborative nursing interventions; include further assessment, Intervention and teaching (at least 4 per goal)
	Rationale Each must be supported with Evidence Based Citations
	Evaluation Goal Met, Partially
Met,
or Not Met & Explanation

	Acute pain related to infection on surgical site evidenced by grimace on the patient’s face and verbal expression indicating that they are experiencing pain level 6/10
	To reduce the pain to pain level 2 before the end of the shift by taking the necessary measures to treat the infection.
	1. Inspect the incision site to ascertain that the cause of pain is an infection and determine the severity of the same.
2. Encourage the patient to relax by employing breathing techniques to ease their discomfort.
3. Ask the patient to switch their position to determine the effect of the same on the pain they are experiencing.
4. Explain the cause of the pain to the patient and outline what they can do to prevent the same in future during the healing process.
	1. When there is a cut on the skin, like is the case with a surgical incision, nerve fibers are stimulated, and they signal pain. The pain that a patient feels after surgery may last for varied durations depending on the general health of the individual as well as the presence of other medical conditions. Similarly, the pain may be caused by a variety of factors including a break in the wound, infection or collection of blood or fluid under the skin on the incision site (Macrae, 2008).
2. According to research, chronic pain may result from both social and emotional factors. The latter may also result from chronic stress that may be relieved by engaging in relaxation exercises (Davis et al., 2008).
3. To avoid stress on the incision site, it is important that the patient lie a flexed position (Marret et al., 2008).
4. It is necessary that the patient have knowledge of what they should and should not do after surgery to facilitate easy, fast and uncomplicated recovery (Pieper, 2006).
	 Goal met. The patient verbally expressed that the pain had reduced to level one by the end of the shift. She was no longer frowning.





	
	
	
	
	

	Bleeding related to postpartum complications evidenced by blood on patient’s gown.
	To reduce the bleeding by diagnosing the cause of the same and administering necessary treatment before the end of the shift.
	1. Determine where the blood on the patient’s gown is coming from, that is, incision site or vagina to find a starting point for diagnosis.
2. After establishing the source of the blood, further examine the area to determine the exact cause of bleeding.
3. Alert the patient’s physician on the new development for further assistance.
4. Explain the cause of the bleeding to the patient and the implications of the same.
	1. After a C-section a patient’s bleeding may result from the incision or other surgery related complications (Nisenblat et al., 2006).
2. Determination of the cause of bleeding before treatment ensures that the treatment administered is correct and does not further complicate or threaten the patient’s health (Haggstrom et al., 2006).
3. After a c-section, the surgeon should be aware of the patient’s progress and any complications thereof to facilitate the provision effective care (Clark et al., 2011).
4. Patient education facilitates better self-care after the patient is discharged (Pieper, 2006).
	Goal met. Bleeding had ceased by the end of the shift



MEDICATION LIST

	Medications (with APA citations)
	Class/ Purpose
	Route
	Frequency
	Dose (& range) If out of range, why?
	Mechanism of action
Onset of action
	Common side effects
	Nursing considerations specific to this patient

	Benadryl (Merz, 2015).
	Antihistamines
	IV
	q4h
	12.5mg
	It is used to treat allergic reaction that may be life threatening or, like was the case with F.H, to treat vomiting, nausea and dizziness in the case that medication to treat the latter cannot be administered through the mouth.
	Headache, irritability, dizziness, drowsiness 
	Administer only when necessary as it passes into breastmilk and may have undesirable effects a lactating infant.

	Hemabate (Zhu et al., 2009)
	Oxytocic
	IM
	q15 mins
	250mcg
	It is used to enhance the ability of the uterus to contract.
	Faster or slower heartbeat, wheezing, shortness of breath, swelling of face
	Administer only when deemed necessary and ensure that the total dosage is not more than 2 milligrams

	Pitocin (Kurth, & Haussmann, 2011)
	Oxytocic
	IM
	PRN
	10 units 
	It is used to may be used to initiate labor or end a pregnancy as well as stop bleeding.
	Convulsion, dizziness, headache, confusion
	Before administering ensure that nurse is aware of any drug related allergies that the patient may have and any other medications they may be using.

	Methergine (Bonanno & Gaddipati, 2008)
	Oxytocic
	IM
	PRN (administered to control bleeding only when blood pressure is less than 140/90  
	0.2mg
	It is used after delivery to stop uterus bleeding.
	Nausea, vomiting, dizziness
	Administer only when necessary because it causes reduction of production of breastmilk.

	Ancef (Chung et. al., 2014)
	Antibiotic
	IV
	x1
	2mg
	It is used to fight bacteria and prevent infection
	Bleeding gums, tenderness, skin color changes
	Important to ensure incision heals without being infected.
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