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APPLICATION OF THE NURSING PROCESS 

	Student:                                                       Day of care:                                      

	Cultural Considerations during Antepartum/Intrapartum/Postpartum: (Explain nursing considerations):


	MATERNAL HISTORY
(Reason for visit)


	Client’s

Initials:
	Age
	G
	F
	P
	A
	L
	EDC:                    Weeks Gestation:    

	Blood type and Rh:                    Rubella titer:


	Allergies:

	Date and Time of Delivery:
	Length of labor:

Length of time with ruptured membranes:



	Significant Other:

Ethnic Origin:


	Analgesia/Anesthesia 


	Type of delivery:


	Induction


	Vaginal delivery


	Cesarean


	Forceps


	Vacuum     Lacerations / Episotomy



	Complications of pregnancy, labor, delivery and postpartum.  Define complications: Resource



	Estimated Blood loss:


	Diet:                  

	History of other pregnancies, illness, surgeries, chronic conditions:
	Special procedures:

	NEONATE  HISTORY PO: (select) Breast / Bottle/ Both/ {Oral Gastric Tube/NPO} Pumping:  



	Sex


	Weight (lbs/gms)


	Apgars         /


	Blood type and Rh




STUDENT’S PERCEPTION OF CLIENT:

A.  Describe fully your client’s developmental stage according to Eric Erikson.  (Cite the Source)

B.  Record your client’s actual state of development with specific examples.

FAMILY MEDICAL HISTORY:

Circle positive responses and indicate specific family member involved. See prenatal record for most of this information.

Arthritis & Type:




Renal Disease:

Asthma:





Rheumatic Fever:

Cancer & Type:




Seizures:

Cerebral Vascular Accident:



Sickle Cell:

Diabetes & Type:




Tuberculosis:

Emphysema:

Heart Disease:

Hypertension:

Other:

SUMMARY OF TOPICS

Discuss with your client the following topics and briefly describe your discussion.  Include all teaching you did.

1. Feelings about delivery experience:

2. Feelings about being a mother:

3.  Reaction of siblings to the new infant.  Include ages of siblings.  Pets?  Types and preparation for infant:

4. Concerns about infant’s condition and/or appearance:

5. Infant feeding plans:

6. Diet and nutrition:

7. Physical care:

8.  Support system:

9.  Birth Control plans:

                                          System Assessment

Describe appropriate responses in detail. 

	GENERAL
	Ht.
	Wt.              │BMI:

	
	Vital signs on days of care: 

             Temp:              Pulse:      BP:               Resp:       Pain Scale:               

0800:__________________________________________________________

1200:__________________________________________________________1600:__________________________________________________________

Environment/Safety:

Description of physical appearance and how client looks.

Additional:



	PAIN
	Onset and duration:

	
	Location & severity (use pain scale):

	
	Precipitating or aggravating factors:

	NEURO-

MENTAL STATUS
	Oriented to:  time, person, place  Describe orientation:

Numbness, tingling, vertigo, syncope, headache, tremors, seizures, memory loss, aphasia, verbal behaviors, nervousness, tension, depression, anxiety, confusion, inattentive, mood agitation, other:



	SKIN
	Temperature:_______ oral, axillary, rectal. Edema, blanching, cyanosis, pallor, jaundice, hyperemia, ecchymosis, petechiae, bleeding, cuts, boils, decubiti, drainage, diaphoresis.  Turgor & texture: good, fair, poor; warm, cool, dry, clammy, rash, hematoma, nail & hair

Wound(s)/scars/tattoos:  (location and description):

	EYES
	Vision loss, artificial eye, glasses, contact lens, excessive tearing, sty, exophthalmus, cataracts, sclera, ptosis, discharge (describe)__________ other:_____________________ pupil size _______,  PERRLA

	NOSE
	Rhinitis, epistaxis, loss of sense of smell, sneezing, patency, discharge, irritation, other:



	EARS
	Deafness, hearing aid, discharge, tinnitus, other:



	THROAT & MOUTH
	Bleeding gums, caries, dentures, speech impediment, throat irritation, lesions; lips, gums, buccal membranes, halitosis, goiter, other:

Date of last dental check-up:

	NECK
	Goiter, dysphagia, swollen nodes, tracheostomy, hoarseness, other:



	CHEST
	Respirations: rate_____ shallow, irregular, regular, other:____________

hemoptysis, URI, wheezes, crackles, cough: dry, wet, productive, nonproductive; unequal chest expansion, tracheostomy Oxygen @____L/min              Device: cannula, mask (type)______ Incentive Spirometer:_______   Nebulizer_______     MDI_______



	CARDIO-VASCULAR
	Rate: Apical_______     rhythm: regular_______     irregular_______

radial____     pedal______   Edema: pitting_______  non-pitting_______  pulse deficit, palpitations, dyspnea on exertion, orthopnea, thrombophlebitis. Capillary refill_____secs.   Pulse pressure__________________



	GASTRO-

INTESTINAL
	Nausea, vomiting, dysphagia, anorexia, polydipsia, heartburn, ascites, constipation, diarrhea, abdominal distention, flatulence, tarry stool, mucous stools, hemorrhoids, rectal bleeding, pain, incontinence, hernia. 

Date last B.M._______ Weight loss____ Weight gain_____      _____ % of diet eaten 

food intolerance ______________  Auscultate bowel sounds, 4 quadrants: present_______  absent_______

Ng tube______     j tube______   Ostomy____    g tube_____  Abdominal binder _______



	GENTIO-URINARY
	Urine: Color_______, clear, cloudy, Foley, suprapubic catheter, CBI, dysuria, polyuria, oliguria, hematuria, nocturia, incontinence, CVAT:_____, albuminuria, glucosuria, dribbling, hesitancy, frequency, burning, distension, other:______________________________________________

Total Intake: previous 24 hrs._____________ Day of care:_______________

Total Output: previous 24 hrs.____________  Day of care:_______________

	REPRO-DUCTIVE
	Vagina: discharge, irritation, yeast infection.  

Menstrual cycle: regular, irregular, post-menopause, menorrhagia

Inspect breasts: symmetry, discharge, scars, nipples, breast/bottle feeding, support/nursing bra or breast binder.

Postpartum: Lochia: type, amount, clots 

Fundus: height, consistency 

Perineum: episiotomy, lacerations, hematoma and condition



	MUSCULO-SKELETAL
	Muscle tone: strong, weak, flaccid; atrophy, joint pain, arthritis, gout, claudication, varicose veins, paralysis, contractures, deformities, amputations, unsteady gait. postural abnormality, mobility & strength in upper and lower extremities, other:



	WOUND ASSESSMENT
	Surgical:  
	location       

	
	
	Description

	
	Epidural/Spinal Site: 
	Location

	
	
	Description

	
	Dressings: 
	

	
	Drains: type and location


	Drainage: (describe)

	IV ASSESSMENT
	Peripheral IV_______   INT_______   Central IV line type__________

IV fluids ordered:________________________   rate:________________

Date inserted:_________    Site location & condition: 

Site:______________________  tubing change date:______

Tonicity: hypotonic, isotonic, hypertonic  (see textbook)

	THERAPEUTIC

ASSISTIVE DEVICES
	TEDs, SCDs, walker, crutches, cane, trapeze, CPM, prosthesis, bed fall monitor, Pulse oximetry with reading,  K-pad (heating pad), ice pack, PCA pump, epidural catheter, wound VACs, therapeutic bed, Abdominal binder (+ / - )



	NURSING NOTES/DOCUMENTATION 

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	List (10) PROBLEMS BY PRIORITY

Write as nursing diagnosis & number problems by priority
Actual and High Risk are to be included in a PES format.



	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


CLIENT’S LABORAORY TESTS *

Normal values & purpose of test/OB implications must be complete.  Use prenatal results for admissions.

	Diagnostic Test
	Admissions 
	Most Recent
	Normal Value
	Purpose of Test & OB Implications

	CBC with diff.
	
	
	
	

	WBC
	
	
	
	

	RBC
	
	
	
	

	HGB
	
	
	
	

	HCT
	
	
	
	

	Platelet Count
	
	
	
	

	Blood Chemistry Screen:
	
	
	
	

	Sodium
	
	
	
	

	Potassium
	
	
	
	

	BUN
	
	
	
	

	Creatinine
	
	
	
	

	Total Protein
	
	
	
	

	AST/ALT
	
	
	
	

	Uric Acid
	
	
	
	

	HbA1c
	
	
	
	

	OTHER:
	
	
	
	

	Urinalysis Results:

Culture & Sensitivity
	
	
	
	

	Color
	
	
	
	

	PH
	
	
	
	

	Protein
	
	
	
	

	Glucose
	
	
	
	

	Ketones
	
	
	
	

	Blood
	
	
	
	

	WBC
	
	
	
	

	Prenatal testing:
	
	
	
	

	ABO RH
	
	
	
	

	RPR  (serology)/VDRL 
	
	
	
	

	HBSAG (Hep.B)
	
	
	
	

	HIV
	
	
	
	

	Rubella
	
	
	
	

	GC Culture
	n/a

	Date: 1.2.12
Negative (prenatal)
	Neg.
	Purpose of Test:  Screens high risk population for Gonorrhea infection and provide treatment to infected mother prior to birth.

OB Implications:  If mother positive, contamination may occur as infant passes through birth canal.  Risk for neonatal conjunctivitis, gonococcal arthritis, septicemia, meningitis, vaginitis, and scalp abcesses.  Eye prophylaxis (0.5% erythromycin ointment) is given within the first hour 

of birth to prevent ophthalmia neonatorum. (Perry, 2010)

	Chlamydia
	
	
	
	

	Beta Strep


	
	
	
	

	Other/ Misc. testing:
	
	
	
	


                                MEDICATIONS: INCLUDE ALL SCHEDULED & PRN ORDERED FOR CLIENT
	Medication

Generic/Trade
	Safe Dose Range/

Ordered Dose
	Classification,

Action, &

Indication for Your Client
	Major Side Effects
	Nursing Implications
	Evaluation/

Effectiveness

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


MEDICATIONS: INCLUDE SCHEDULED & PRN ORDERED FOR CLIENT

	Medication

Generic/Trade
	Safe Dose Range/

Ordered Dose
	Classification,

Action, &

Indication for Your Client
	Major Side Effects
	Nursing Implications
	Evaluation/

Effectiveness

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Assessment

S=Supportive Data for Nursing Diagnosis

You must include all (3)below:

1. Subjective

2. Objective

3. Pathophysiology

/psychosocial


	        Diagnosis 

Nursing Diagnoses/ Client Problems (number in order of priority)

	Plan

Goals/Outcomes    Client Centered, Stated in Behavioral Terms with Desired Outcomes

(Must be specific and measurable)
	Implementation

Nursing Orders & Interventions

Include at least (7) specific interventions per problem.

  Asterisk (*) those interventions you implemented.
	Scientific Basis for Action (Interventions)

Rationale

Include source and page number for each intervention.
	Evaluation

Client Responses:

BE SPECIFIC!

	
	
	
	
	
	


REFERENCES
List all references used for care plan completion.  Use APA 6th edition format

 (REMOVE before submission):
Your reference list should appear at the end of your paper. It provides the information necessary for a reader to locate and retrieve any source you cite in the body of the paper. Each source you cite in the paper must appear in your reference list; likewise, each entry in the reference list must be cited in your text.

Your references should begin on a new page separate from the text of the paper; label this page "References" centered at the top of the page (do NOT bold, underline, or use quotation marks for the title).  All text should be double-spaced just like the rest of your paper.

                                                                           Basic Rules for APA Style
· All lines after the first line of each entry in your reference list should be indented one-half inch from the left margin (5-7 spaces). This is called hanging indentation.

· Authors' names are inverted (last name first); give the last name and initials for all authors of a particular work for up to and including seven authors. If the work has more than seven authors, list the first six authors and then use ellipses after the sixth author's name. After the ellipses, list the last author's name of the work. 

· Reference list entries should be alphabetized by the last name of the first author of each work.

· If you have more than one article by the same author, single-author references or multiple-author references with the exact same authors in the exact same order are listed in order by the year of publication, starting with the earliest.

· Capitalize all major words in journal titles.

· When referring to books, chapters, articles, or Web pages, capitalize only the first letter of the first word of a title and subtitle, the first word after a colon or a dash in the title, and proper nouns. Do not capitalize the first letter of the second word in a hyphenated compound word. 

· Italicize titles of longer works such as books and journals.

· Do not italicize, underline, or put quotes around the titles of shorter works such as journal articles or essays in edited collections.
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