PLU SCHOOL OF NURSING

N370 OB CLINICAL ROTATION: 

Mother-Baby Unit Documentation
Name of Student__Marta Larsen____________


Date____1-12-09__________

Clinical Site___________Madigan___________________________________


Unit___Postpartum____________

Clinical PROFESSOR___________________Brenda frank_________________________________________________

Mother

Pt. Initials_____A. M. ______ Age__26_years_____ G__2___ P__1_ ___ ___ ___ Delivery Date___1/10/09_________ Time_2312_______

Blood type and Rh ___B, Rh+__ Rubella status_immune___ Hepatitis status_immune____GBS status __neg____Any other lab values relating to this pregnancy _dextrose stix 165 1/12 at 1038 
	History

· Pertinent history related to this pregnancy and this delivery

· Elective C-section
· GDMA2

· Past pregnancy history; past deliveries; and any complications of labor and delivery

· Pregnant once before, had a c-section due to arrest of dilation.
· Pertinent medical/surgery 

· Had a c-section in Korea, which was much more painful than the current one, and had  a long healing time.

· Psychosocial 

· Married x2 years.

· Denies ETOH/tobacc

· Lives in apartment with husband and son of 18 months.


	Significant Physical 

Examination findings

· Lochia: Rubra, minimum amount.

· Fundus: firm, location U/1.
· Nipples intact and without pain.

· C-section site: No redness or swelling, approximated edges.

· No edema of the extremities.

· Negative Homan’s sign.

· Abdomen round, soft, presence of linea nigra.

· No BM since before birth of baby, but passing gas and voiding well.

· Blood sugar check 2 hrs after lunch: 96

· Vitals: BP126/68, P90 Temp.98.7F, R18

· Pain: 2/10 of surgical site.

	Nursing Diagnosis/Outcomes

· NSGDX:

Acute pain related to surgical incision, secondary to C-section, as evidenced by verbal communication of pain level 2/10, Guarding behavior of her abdomen when moving in bed, facial grimace when uterus palpated.
Outcomes:

· Patient will express comfort and relief from pain.

· Patient will understand interventions for pain relief.


	Therapeutic Interventions

(prioritized)

· Administer pain medications as ordered to relieve pain.
· Provide an abdominal pillow and teach patient to splint incision site when moving or coughing to provide support for abdominal muscles.

· Assess for uterine tenderness and the presence of after-birth pains.

· Assess for bladder distention which can cause more discomfort to her abdomen.


	Evaluation

· Patient describes characteristics of pain and the factors which aggravate it.
· Patient understands and carries out interventions for pain relief.
· Patient expresses comfort and relief from pain.


Name of Student______Marta larsen__________________

Date____1-12-09_____________

Clinical Site________________madigan__________________________

Unit___postpartum___________

Clinical PROFESSOR_______________brenda frank______________________________________

Baby

Pt. Initials_A. M._____ Age_38.4 gestational weeks, 20 hours old___ 

Any significant labs ____________N/A___________________________ 

Infant gender___F___
Birth weight and length__3220 G, 19.3 in________

APGARS @ 1 and 5minute minutes with deficits______8, 9__________________ 
breast or bottle feeding__Breast, with supplemental formula_____________________

	History

· Pertinent maternal history related to this pregnancy and this delivery

· Mother had C-section.
· Mother has gestational diabetes mellitus, diet controlled.
· Pertinent infant history

· Weight gain of 10g from birth.

· Has been feeding most frequently with formula rather than breastfeeding.

· Psychosocial 

· Has older brother of 18 months.

· Being discharged to home, an apartment.

	Significant Physical 

Examination findings

· Vital Signs: HR 140, R40, Temp.97F

· Having stools 3-4x day: dark green color.

· Voiding about 3xday.

· Latching onto mom well, mother preferring to give bottle.

· Entire body pink, good strong cry, normal muscle tone and activity.

· Clavicles intact, heart sounds S1,S2, lung sounds clear to auscultation.
· No palpable masses of the abdomen, umbilicus normal, no erythema.

· Labia minora slightly swollen, slight white vaginal discharge.

· Spine: straight curvature.

· Moro, plantar grasp, palmar grasp, babinski, rooting, sucking reflexes all present.

	Nursing Diagnosis/Outcomes

· NSGDX:
Risk for infection related to infant’s immature immune system, as evidenced by 97F  temperature and a hx of having lower than optimum  temperature, being formula fed, and environmental exposure to possible pathogens brought in by many visitors.
Outcomes:

· Vital signs will remain within normal range.

· Infant will be alert and active.

· Umbilical cord will heal properly.

· Family members will wash hands before handling baby.


	Therapeutic Interventions

(Prioritized)

· Wash hands before handling baby, and instruct family members to do so.
· Monitor all visitors for potential infection to prevent spreading to the baby.
· Perform umbilical cord care with each diaper change to promote healing.
· Observe baby for signs and symptoms of infection to ensure early identification and treatment.
· Encourage mother to breast feed and educate her on the immunity aspects it provides for baby.

	Evaluation

· Baby is alert and active

· Temperature rises to at least 98F, and all other vital signs remain within normal range.

· Baby’s umbilical cord is clean, dry and healing, and she is free from any signs/symptoms of infection.

· Family members wash hands before handling baby.


