GUIDELINES FOR APPLICATION OF THE NURSING PROCESS
In order to facilitate your learning, you will be expected to submit one very thorough nursing care plan. This requires the student to demonstrate use of the nursing process specifically for a patient in the field of women’s health. The ideal client would be a postpartum woman, however, your instructor may give permission for you complete the care plan on a woman in your care for a different purpose. 

All care plans are due as designated by the instructor. All sections of the care plan must be completed (do not leave blank). If information is not in the chart  or available from the client, explain this on the care plan form (ex. Information not found on chart). 

ASSESSMENT:
The assessment of the client includes cultural considerations, maternal history, developmental assessment, knowledge assessment, and physical assessment. The maternal and family history should include data collected from the patient and/or the patient’s medical record. 

The developmental assessment is based on Eric Erikson’s stages of development. The student will discuss the client’s developmental stage according to Erikson and then follow with a discussion on the “true” developmental stage based on your encounter with specific examples provided. 

The Summary of Topics provides the student with a chance to communicate with the client. Each of the topics provided should be addressed. The student should include all teaching done in the interview. 
DIAGNOSTIC TESTS, SPECIAL PROCEDURES, SURGICAL PROCEDURES:
Routine diagnostic tests should be included. This includes prenatal results as applicable. Students must include normal values, the purpose of each test, and OB implications for ALL tests listed.

Special procedures include daily weights, blood glucose monitoring, ultrasound, etc. 

MEDICATIONS:
Complete the information requested in the medication section. Include ALL medications the client is currently taking or has been prescribed (including PRN medications). The indication of the medication should be specific to your client. If the client has been prescribed a medication and is not taking it give the reason for this decision under the evaluation. 
NURSING DIAGNOSIS/PROBLEM LIST:

A minimum of 10 client problems (nursing diagnoses) should be listed (actual and at risk for from the NANDA list) using PES format, and must be placed in order of priority. 
NURSING DIAGNOSES:

The student will fully develop two nursing diagnoses from the problem list. The diagnoses should include the top priority psychosocial and pathophysiological diagnosis. There MUST be one of each type included.

Supportive data should include both subjective and objective data. Ina addition, the student will need to provide an explanation of the psychological or pathophysiological basis of thee diagnosis as it relates to the specific client. 

The plan should include both short- tem and long-term goals. The number of goals depends on the client and the problem being addressed. Goals must be specific and measureable. 

The nursing interventions (implementation) must relate to the problem and should be specific. Students will identify those interventions actually done with an asterisk. A scientific rational should be provided for EACH intervention. 

The last step in the process should include an evaluation of the plan. Each Goal/outcome should be individually addressed and be specific. 
