Clinical Support Materials for NRS 210 and NRS 350

Chart Review Exercise: This is to be completed and attached to the Teaching Project

 Section 1: Demographics 

1. Mother’s initials:
____
__
Age: 

2. Father’s initials:
Age: 

3. Mother’s educational background and type of employment:

4. Father’s educational background and type of employment: 

5. Children, names and ages: 

6. Other people living with couple and relationship to the couple: 

7. Cultural and socioeconomic status:

Section 2: History with Previous Pregnancies

Number of previous pregnancies: G:_______ P (T:______P:______A:______L:______) 

A. Provide the following information for each previous pregnancy (use additional paper if need): Outcome of each previous pregnancy (list details below for each pregnancy):

Date and year of birth: Weeks gestation at time of birth (e.g., 38 6/7 wks): 

Gender of baby: 

Weight of baby: 

Health status of baby (at birth and at present):

B. Previous labor and birth experience (list details below for each previous labor and birth): 
Overall perception (good/bad, scary, wonderful, etc.):

Length (total labor, active labor, pushing): 

Spontaneous/induced: 

Pain medications used (IV, epidural):

Natural birth interventions used (birthing ball, Jacuzzi, ambulation, etc.):

Birth setting (hospital, birth center, home): 

Vaginal birth/cesarean birth/forceps or vacuum assisted birth:

 Perineal outcome (intact, laceration, episiotomy):

Complications (bleeding, IUGR, preterm labor, hypertension, gestational diabetes, etc.):

C. Previous postpartum experience (list details below for each previous postpartum experience): Method of feeding (breast, bottle, both) and how long:

Help at home: Pain (perineal, breast, uterine cramping/contractions):

Colic: Infant sleep patterns: Postpartum blues/postpartum depression:

D. Any other relevant information: 
Section 3: History of current pregnancy

LMP: ________________________
EDB: ______________________ Number of prenatal visits: _______
Planned or unplanned pregnancy: ____________ 

Common discomforts during pregnancy: ______________________________________

Complications of pregnancy:

Emotional adjustments during the pregnancy: Relevant social history:

Labs/procedures, medications, other relevant information:

Section 4: Summary of Labor and Birth

Weeks gestation at birth: __________ Type of birth (NSVD, C/S, forceps, vacuum):

Length of labor: First stage: _______ Second stage: _______ Third stage: ________

Spontaneous vs. induced labor: Method(s) of pain management:

Date and time of birth: ____________
Apgar scores: ____________________ 

Complications:

 Family/friends present and their role(s) in labor: 

Family’s satisfaction with their labor and birth experience:

Other relevant information:

Section 5: Summary of Postpartum Hospitalization

Vital signs (range): 

Postpartum assessment summary:

Labs/procedures, medications, other relevant information: 
Patient education provided family responses to birth experience/new baby, plans for help at home, and any complications, date of discharge, and plans for discharge:

Section 6: Infant Information

1. Gestational age at birth

2. Gender

3. Weight and length

4. Skin

5. Fontanels

6. Vital signs

7. Method of feeding

8. Blood type

9. Complications

10. Other data (medications, procedures [e.g., circumcision, IV], labs, etc.)

Section 7: Teaching-Learning

Based on your chart review and with your patient’s individual needs in mind (e.g., is this her first baby, did she have a vaginal or cesarean birth, has she had any complications, is her baby healthy, how is she feeding her baby, etc.), list five priority teaching-learning needs for your mom-baby couplet. Provide a detailed response, including the specifics of your plan for teaching.
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Clinical Preparation—Labor and Delivery

Directions: Prior to clinical, complete all biological and psychosocial assessment areas, rationale for assessments, and expected assessment data for normal labor-and-delivery patient. After the clinical day, complete the worksheet by entering the assessment data on your patient.

	Biological Assessment Data
	Rationale for 

Assessments
	Expected Data for 

Low-Risk Labor Patient
	Actual Assessment Data

	1. EDD or EDC
	
	
	

	2. Parity and history of prior pregnancy and

 L & D
	
	
	

	3. Vital Signs
	
	
	

	4. FHR: baseline, periodic changes, variability
	
	
	

	5. Contraction pattern
	
	
	

	6. Cervical dilation, effacement, fetal status, position and station
	
	
	

	7. Vaginal secretions: bleeding, amniotic fluid
	
	
	

	8. Pain
	
	
	

	9. Hydration
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	Psychosocial/Cultural Assessment Areas
	Rationale for Assessments
	Assessment Data

	1. Knowledge and preparation for labor and birth
	
	

	2. Expectations of labor and birth
	
	

	3. Personal hygiene and self-care
	
	

	4. Coping Style
	
	

	5. Emotional status
	
	

	6. Cultural issues
	
	

	7. Support person’s style of support
	
	

	8. Support person’s knowledge of labor and birth
	
	

	9. Effects of previous labor and birth experiences on the present experience
	
	

	10. Interactions between laboring woman and support person(s)
	
	

	11. Role of family and friends who are present during labor and birth
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Clinical Preparation Worksheet—Postpartum

Directions: Prior to clinical, complete all biological and psychosocial assessment areas, rationale for assessments, and expected assessment data for low-risk postpartum woman. After the clinical day, complete the worksheet by entering the assessment data on your patient.

	Physiological Assessment Areas
	Rationale for Assessments
	Expected Assessment Data for Normal Vaginal Delivery
	Actual Assessment Data

	1. Breast
	
	
	

	2. Uterus
	
	
	

	3. Lochia
	
	
	

	4. Perineum REEDA

Episiotomy/lacerations

Rectum/homorrhoids
	
	
	

	5. Elimination:

     Bowel

     Bladder
	
	
	

	6. Homan’s sign
	
	
	

	7. Vital signs
	
	
	

	8. Lungs
	
	
	

	9. Activity
	
	
	

	10. Rest/comfort
	
	
	

	11. Hydration
	
	
	

	12. Neurological
	
	
	

	13. Lab results
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Clinical Preparation Worksheet—Postpartum   (continued)

	Psychosocial Assessment Areas
	Rationale for Assessment
	Expected Assessment Data for Normal Vaginal Delivery
	Actual Assessment Data

	1. Maternal phase
	
	
	

	2. Concerns about infant/infant care
	
	
	

	3. Personal hygiene:self-care
	
	
	

	4. Self-concept
	
	
	

	5. Recall of labor and birth
	
	
	

	6. Cultural issues
	
	
	

	7. Mother-infant interactions
	
	
	

	8. Father-infant   interactions
	
	
	

	9. Couple interactions
	
	
	

	10. Support system
	
	
	

	11. Plans for home care
	
	
	


                                                                        6

NEWBORN ASSESSMENT PREP 

Directions: Prior to clinical, complete the first two columns. After the clinical day, complete the worksheet by entering the assessment data on your newborn patient.

	
Assessment Area
	Rationale for Assessment
	Expected Findings for Term Neonate
	Actual Findings

	A. General appearance

1. Gestational age by maturity rating

2. Weight

3. Activity

4. Posture

5. Symmetry

6.Temperature
	
	
	

	B. Skin

1. Color

2. Coatings (eg. Lanugo, vernix)

3. Hydration

4. Rashes

5. Bruises

6. Pigmentation
	
	
	

	C. Head

1. Circumference

2. Shape

3. Fontanels

4. Eyes

5. Ears

6. Neck
	
	
	

	D. Chest

1. Circumference

2. Shape

3. Breast

4. Heart (rate, rhythm, sound)

5. Respiratory (rate, effort)

6. Clavicles


	
	
	

	E. Abdomen

1. Cord

2. Shape

3. Stools
	
	
	

	       F. Genitals
	
	
	

	        G. Skeletomuscular

1. Extremities

2. Spinal column
	
	
	

	       H. Reflexes

            1. Suck and    

                 rooting

             2. Grasp

             3. Moro

             4. Babinski

              5. Cry

         I. Behavior: periods of reactivity
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POSTPARTUM DATA COLLECTION WORKSHEET Maternal Information 

Patient initials: ___________ Rm #: ______ Age: _____

Primary language: _________________ Religion: __________ 

Marital status: _______________ Support person(s): _____________________________ 

G ____ T ____ P ____ A ____ L ____ Ages of children: ______________________ 

EDD: __________ Delivery date/time: _____________Method of delivery: __________ 

Laceration/episiotomy: ____________

Complications of pregnancy: ___________________________ 

Complications of labor & delivery: ______________________ EBL: _________ mL 

Chart Review

Allergies: ____________________ Admission Hgb/Hct: _____________ Postpartum 

Hgb/Hct:_____________ ABO/Rh: ________ Rubella: _______ HBsAg: _______ 

GBS: ______________ 

Baseline vital signs: ___________________________ 

Physical Assessment: __________________________ 

BM: ________ 

Last void time and amount: ____________ 

Activity level: ________ 

Diet: ________ 

Mother/infant interaction: __________________________________________________ 

Assessment of emotional state: ______________________________________________ 
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Last pain med : _______________________________________________

Complications of postpartum: _______________________________________________

Treatments and procedures:

Medications and IV:

 Scheduled
meds:

PRN
meds: 

Teaching needs: 

Priority client needs:
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Labor and Delivery Data Collection Worksheet

Patient’s initials: _________________

Maternal History Data

Age: _________ G: _____ T: _____ P: _____ A: _____ L: _____ EDD: ____________ 

Ethnicity: _________________ Primary language: __________________________

 Marital status: _________ Employment: _______________ 

L&D Admission History

Reason for presenting to unit: _________________________________________ 

Admission date/time: ______________________________ Membrane status: __________________ 

Color of fluid: ______________________ Cervical examination: _________________ 

Onset of labor (date/time):_______________ Maternal vital signs: _________________ 

Dipstick urine for protein/glucose: __________ 

Prenatal Record Review
No prenatal care: _______
Comments: _________________________________________ 

Prenatal care initiated at _____________________ gestation 

Vital signs: _______________________________________________________________ 

Height: __________ Weight: ___________ Weight gain: ___________

Laboratory results: Hgb: ___________ Hct: __________ ABO/Rh/antibody: ________________ 

Glucose screening: _____________ Hgb electrophoresis: ________________ Urine c/s: ___________ 

Toxicology screen, if indicated: _______________ 

Chlamydia: ___________ Gonorrhea: ____________ GBS: _____________ 

Hepatitis A, B, and C: ____________________________________ 

Herpes: ______________________ HIV: _____________________ Rubella: ________ 

Syphilis: _________ PPD: __________ CXR: _________ 

Other labs: ___________________________________________________

Sonogram results including placental location: ____________________________ 

Documentation of significant events: _______________________________________________ 

Substance abuse hx: _________________ Physical violence hx: ____________ 
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Medical and surgical hx, including allergies: _____________________________ 

Past Ob hx: ________________________________________________________ 

Type of childbirth education: ________________________________________________ 

Antenatal Assessment Results, if Indicated 

Nonstress test: ______________________ 

Contraction stress test: ___________________ 

Biophysical profile (BPP): __________________________ 

Amniotic fluid index (AFI): _________________________

L&D Labor Documentation
	Date/Time
	
	
	

	Fetal Assessment
	
	
	

	Monitor Mode
	
	
	

	Baseline FHR
	
	
	

	Baseline Variability
	
	
	

	FHR Pattern
	
	
	

	
	
	
	

	Uterine Activity
	
	
	

	Monitor Mode
	
	
	

	Frequency of Contractions
	
	
	

	Intensity of Contractions
	
	
	

	Uterine Resting Tone
	
	
	

	Oxytocin (mU/min)
	
	
	

	Cervical Status
	
	
	

	Vaginal Exam by
	
	
	

	Dilation (cm)
	
	
	

	Effacement (%)
	
	
	

	Station
	
	
	

	Assessments/Interventions
	
	
	

	Maternal Position
	
	
	

	Activity
	
	
	

	Maternal response to labor
	
	
	

	Pain Assessment
	
	
	

	Partner/Support Person
	
	
	

	Epidural/Pain Meds
	
	
	

	Maternal Vital Signs
	
	
	

	INITIALS
	
	
	


                                                                             12

Nursing Care Plan: Labor & Delivery

Directions: Based on your assessment data develop a nursing care plan for four (4) biological problems and/or potential problems and two (2) psychosocial problems and/or potential problems. You need to identify the cause of the problem or the potential problem. Goals must be measurable and attainable. Rationale for nursing actions should be included. Attach your postpartum data collection worksheet from your care of the patient, and use it as the basis of your care plan.

Actual/Potential Problems

Biological Problem #1: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Biological Problem #2: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Biological Problem #3: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Biological Problem #4:: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


                                                                              14

Psychosocial Problem #1: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Psychosocial Problem #2: 

Goal:

	Nursing Actions
	Rationale
	Evaluation/Modification
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Nursing Care Plan – Postpartum Nursing

Directions: Based on your assessment data, develop a nursing care plan for four (4) biological problems and/or potential problems and two (2) psychosocial problems and/or potential problems. You need to identify the cause of the problem or the potential problem. Goals must be measurable and attainable. Rationale for nursing actions should be included. Attach your postpartum data collection worksheet from your care of the patient, and use it as the basis of your care plan.

Biological Problem #1: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Biological Problem #2: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification
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Biological Problem #3: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Biological Problem #4:: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification
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Psychosocial Problem #1: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Psychosocial Problem #2: 

Goal:

	Nursing Actions
	Rationale
	Evaluation/Modification
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Nursing Care Plan – Newborn Nursing

Directions: Based on your assessment data, develop a nursing care plan for four (4) biological problems and/or potential problems

Biological Problem #1: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Biological Problem #2: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification
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Biological Problem #3: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification

	
	
	


Biological Problem #4:: 

Goal:

	Nursing Actions
	Rationales
	Evaluation/Modification
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