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The purpose of the assignment is to follow a patient from beginning to end of their pregnancy with focus on the intrapartal and postpartum assessments and stages of pregnancy. My patient is a 29-year-old female who is G3 P2 T1 P1 A1 L2. She has been admitted due to a planned C-section. She delivered a baby girl at 40weeks gestation. The patient has a history of anxiety and depression and is being seen by her MD Kimberly J Stockmaster (see Appendix A).
	My patient had a low transverse c-section with spinal anesthesia. She had IV access and was receiving fluids during her procedure as well as anesthesia. Fetal heartrate stayed within normal limits (140) with no accels or decels noted. Due to having a scheduled C-section my patient had no contractions and did not go through the stages of labor. The teaching that was administered was about the process of the C-section, what to expect, she was talked through the entire procedure, and she was explained the complications that could occur.
	During her postpartum stage fundal massages, fluid maintenance, focused assessments on the surgical site, promotion of maternal and newborn bonding was performed, promotion of breastfeeding, and comfort measures were performed. To provide comfort she has support from family and friends as well as pain meds, positioning, and ice packs. We made sure to track her I&Os so that we could make sure she was staying hydrated and having adequate output after the anesthesia. She did have pain with breastfeeding, so she was set up with lactation to help her work through what was happening and help her have better feedings. 
	The care provided does conform to the current standards of care and they met the needs of the patient.  When it comes to assessment, we made sure to assess mom head to toe before her c-section, baby and mom head to toe after c-section, and continued head to toe and focused assessment on mom and baby. An example of the focused assessment on mom was her incision and for baby it was her umbilical cord. When it came to outcomes we educated mom and dad on how long mom would need to rest, how long it would take for the incision to heal, how to identify infection, and we educated also on baby and how often she should be eating and going to the bathroom and when they should start to become concerned and bring her back in for a checkup. When we were planning, we made sure to include mom and dad on what they wished to accomplish before discharge. We planned on mom meeting with lactation to help with breastfeeding and we planned on baby having an appointment with her pediatrician before they were discharged from the hospital. Lastly, when it came to implementation, we made sure to have all the therapeutic measures that we had planned for at hand. For pain management we had ice packs, support, position changes, and pain meds. We called and had lactation visit mom anytime she was breastfeeding to help her with the pain she was experiencing during breastfeeding, and we made sure that all questions were answered when they came up. There are 3 nursing diagnosis that I will go over. First, we assessed how mom and baby were doing with breastfeeding and found that there was a risk for imbalanced nutrition due to the patient having pain with breastfeeding which led to baby not getting the necessary nutrition that it needed. To fix this we set mom up with lactation to help her and also added supplemental formula through a bottle for baby to have. Second, we planned for a risk of infection due to mom having a c-section and there being an incision. To treat and prevent infection we made sure that hand washing and staying clean was a priority as well as doing multiple assessments on the incision to check for signs and symptoms of infection. We also proactively made sure to wipe the patient down with CHG and prep her before surgery. For further treatment as shown through studies, making sure to visually check the site each day, wash hands, using antibiotics, not removing hair at the operative site, and many more are strategies that we can and do implement to keep our patients at less risk (Calderwood et al., 2023). The third and final diagnosis was anxiety due to the mom having a history of anxiety and being on meds. We made sure that mom took her meds and stayed on time with her doses. We also had regular mental health check-ins and talked through any worries that she had. Through research it has been proven that as nurses when we screen, teach, and help a patient manage their anxiety we increase perceived self-efficacy in patients with anxiety (Matthew, 2022). In the end before the patient was discharged her incision was healing well and had no signs of infection, her anxiety was under control and she had support around her if she needed them, and with help from lactation and supplemental formula baby is getting the nutrition she needs and mom is not in as much pain. 
	My patient had a risk factor of preeclampsia. I chose this risk factor due to her having a history of preeclampsia and because of the potential side effects it has on mother and baby. “The primary cause of preeclampsia is abnormal placentation. (Uzan, 2011)” “This abnormality may lead to chronic placental ischemia and oxidative stress which can cause fetal complications such as intrauterine death and intrauterine growth retardation due to the chronic placental ischemia and due to oxidative stress substances such as cytokines, oxidized lipids, serum soluble vascular endothelial growth factor, and free radicals are released into the maternal circulation which cause endothelial dysfunction with hyperpermeability, thrombophilia, and hypertension, so the body can compensate for the decreased flow in the uterine arteries. (Uzan, 2011)” “This all can occur because of what we believe is the nitric oxide pathway which is a major contributor to the control of vascular tone. (Uzan, 2011)” Upon admission my patient had no signs or symptoms of preeclampsia. Some signs and symptoms that we would look out for, however, would be high blood pressure, headache, swelling, nausea, vomiting, shortness of breath, blurry vision, and dizziness. There are different treatment methods depending on how severe the patient’s preeclampsia is. If the preeclampsia is not severe the focus is on controlling it through rest, antihypertensive medications, and anticonvulsants (Mayo Foundation). Antihypertensives will help bring blood pressure down while the anticonvulsants will prevent seizures. If the preeclampsia is severe, they will give corticosteroids to help the babies lungs develop quicker and they may even wish to deliver the baby before 37 weeks. If not, as severe they will likely wait till after 37 weeks. This also goes for the method of delivery. The less severe the preeclampsia the more likely you are to be ok with a vaginal birth while if you have severe preeclampsia, it is better to have a c-section (Mayo Foundation). Patient teaching would include the use of these medications, the risk factors that preeclampsia can have on her and baby, and how she can help us in management of the preeclampsia with resting and elevating her extremities. The more she takes care of herself the better she will be.
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Appendix A
Case Study Client Assessment

	
Prenatal Course History
	29

	
Age:

	

	Ethnicity/Cultural Background
	Hispanic/Latina

	Single/Married/Committed Relationship/Sexual Preference
	Committed relationship

	Educational Level

	

	Occupation
	

	GTPAL
	[bookmark: _Hlk203632896]G3 P2 T1 P1 A1 L2

	Past Pregnancies
	2 past pregnancies

	
Dates of Delivery
Outcomes (SVD or C/S)
Risk factors
Current Status of children 

	Her current birth was on 7/1/25
C/s with history of C/s for past children
Risk factors of preeclampsia and HELLP
2 living, 1 passed

	LMP/EDC (EDD)
Planned pregnancy?
	yes

	Prenatal Care
(Where, when started, number of visits)
Number of ultrasounds/significant findings
Other testing
	The Group for Women, started in September, unsure on number of visits

3 ultrasounds with no significant findings


	Nutrition/Vitamins (any changes with pregnancy
	Takes vitamin D and prenatal vitamins

	Gynecological History
	PAP smears yearly since 21, no history of rape, is not currently on birth control but was previously, menarche was when she was 13, is regular (monthly) and lasts 4-5 days. Currently only has 1 sexual partner.

	
Menarche (onset, duration and frequency), PAP smears,  (problems or procedures?), sexual partners, history of rape or abuse. Birth control use.
	

	Medical or Surgical History
	History of past c-section

	Any traumas?
Surgeries 
Normal childhood diseases?
	

	Psychological History
	Diagnosed with anxiety and depression.
No history of PPD
Patient is breastfeeding and bonding with her child. Evident through her asking many questions about how to better help her child, calling baby by name, dressing baby up while in hospital, and holding baby whenever she can.

	History of psychological illnesses?
History of Postpartum Depression?
Evidence of Bonding?
	

	Social/Cultural Factors
	Has health insurance, lives in a house, no religious or spiritual beliefs that will impact care, has a significant other and family/friends as her support system

	Health insurance
Living quarters
Religious or spiritual beliefs
Support System
Community Resources
	

	Intrapartal Course
	

	Initial Assessment
Vital signs
SVE/SROM/Bleeding/Problems
	BP- 132/74
HR-97
T-98.2
RR- 18

Patient came in for a planned repeat C-section, she had no complications


	Fetal Monitoring
External or Internal or Both
FHR Baseline
Reactive/Nonreactive
Accels 
Early/Late/Variable Decels?
Risk factors associated with this pregnancy?

	
External fetal monitoring 
No early or late decels
No reactive/nonreactive accels
History of preeclampsia and  HELLP

	Neonatal Course
	

	
Delivery Summary
Gestational age at delivery
SVD or C/S
Forceps or Vacuum
	
40 weeks gestation, born via low transverse c-section

Female
APGAR
1min: 8
5min: 9
7lbs 4.1oz
20.3in 

	Sex, Length/Weight
Apgar score
Resuscitation
(Blow by Oxygen/stimulation/ chest compressions?)
	

	Risk Factors

History of preeclampsia, past drug use, past history of chlamydia  



	Laboratory Findings
	Pregnancy
	Postpartum

	Blood type
	O+
	O+

	Rubella titer
	immune
	immune

	VDRL/RPR (Syphilis) 
	negative
	negative

	HBsAg (Hep B)
	negative
	negative

	GBS (Group B Strep)
	negative
	negative

	HIV 
	negative
	negative

	Chlamydia
	negative
	negative

	GC (Gonorrhea) 
	negative
	negative

	Glucose Screening
	negative
	negative

	Liver Enzymes (PIH)
	
	

	Uric Acid (PIH)
	
	

	WBC
	11.1
	

	RBC
	4.20
	

	Hct
	36.2
	29

	Hgb
	11.3
	9.5

	Urinalysis
	
	

	Medications/Dosage/Route/Side Effects
	
	

	Dizziness, cough, nausea, vomiting, headache, sore throat, tachycardia
	Albuterol/ 90mcg actuation Hfaa inhaler/inhaled
	Albuterol/ 90mcg actuation Hfaa inhaler/inhaled

	Drowsiness, lightheaded, dizziness, nausea, vomiting, stomach pain
	Butalbital/acetaminophen/caffeine, 50-325-40mg, PO
	Butalbital/acetaminophen/caffeine, 50-325-40mg, PO

	Loss of appetite, weight loss, nausea, vomiting, constipation, fatigue, headache, dizziness
	Cholecalciferol/ 10mcg/ PO
	Cholecalciferol/ 10mcg/ PO

	Stomach pain, numbness/tingling, swelling, rash, itching, change in glucose level, high blood cell count, black/tarry stools, vision problems, headache, drowsiness
	Prenatal vit-iron-folic acid/ 27mg-800mcg/ PO
	Prenatal vit-iron-folic acid/ 27mg-800mcg/ PO

	Bloody or black tarry stools, bloody or cloudy urine, fever, pain in the lower back, pinpoint red spots on the skin, skin rash, itching
	
	Acetaminophen/ 500mg/ PO

	Rectal bleeding, rash, stomach pain, nausea, throat irritation, diarrhea
	
	Docusate sodium/100mg/PO

	Nausea, constipation, stomach pain, confusion, indigestion, blurred vision, high BP, chest pain, shortness of breath	
	
	Ibuprofen/800mg/PO

	Nausea, vomiting, constipation, drowsiness, headaches, itching, rash
	
	Oxycodone/5mg/PO









Appendix B
Postpartum Assessment

	Physical Assessment
	Variations and possible causes
	Findings

	GTPAL G3T1P2A0L3
LMP 9/24/24 EDC 7/1/25
GA 40 weeks 
	Prenatal Care The Group for Women
Marital Status committed relationship
Religious Pref none
Occupation______________
Ethnicity/Race Hispanic
	Date Admitted: 7/1/25
From: (home or OB’s office): home
Reason for Admission:  c-section
Complications of this Pregnancy:
Repeat c-section

	
	Possible Findings
	Your Assessment

	Vital Signs

	Blood Pressure—should remain consistent with baseline during pregnancy.
	High BP (preeclampsia, essential hypertension, renal disease, anxiety). Drop in BP (may be normal; uterine hemorrhage).
	122/59

	Pulses—(50-90bpm)—Maybe bradycardia of 50-70bpm.
	Tachycardia (difficult labor and birth, hemorrhage).
	83

	Temperature— (36.6-38C or 98-100.4F).
	After first 24 hours temperature of 38C (100.4F) or above suggests infection.
	98.2

	Breasts

	General Appearance—Smooth, even pigmentation, changes of pregnancy still apparent; one may appear larger.
	Reddened area (mastitis).
	Smooth, even pigmentation

	Palpation—Depending on postpartal day, may be soft, filling, full, or engorged.
	Palpable mass (caked breast, mastitis). Engorgement (venous stasis). Tenderness, heat, edema (engorgement, caked breast, mastitis).
	soft

	Nipples—Supple, pigmented, intact; become erect when stimulated.
	Fissures, cracks, soreness (problems with breastfeeding), not erectile with stimulation (inverted nipples).
	Intact, right nipple pain with breastfeeding

	Abdomen

	Musculature—Abdomen may be soft, have a “doughy” texture; rectus muscle intact.
	Separation in musculature (diastasis recti abdominis).
	Not intact due to c-section, soft

	Fundus—Firm, midline; following expected process of involution
	Boggy (full bladder, uterine bleeding).
	Firm, midline

	Cesarean incisional site
	Incision intact, redness, drainage
	Intact, glue present

	May be tender when palpated
	Constant tenderness (infection)
	Non-tender

	Lochia

	Scant to moderate amount, earthy odor; no clots.
	Large amount, clots (hemorrhage). Foul-smelling lochia (infection).
	Light, no odor, no clots

	Normal progression: First 1-3 days: rubra. Following rubra: Days 3-10 serosa (alba seldom seen in hospital).
	Failure to progress normally or return to rubra from serosa (subinvolution).
	Normal progression

	Perineum

	Slight edema and bruising in intact perineum.
	Marked fullness, bruising, pain (vulvar hematoma).
	No bruising or edema

	Episiotomy—No redness, edema, ecchymosis, or discharge; edges well approximated.
	Redness, edema, ecchymosis, discharge, or gaping stitches (infection).
	No episiotomy

	Hemorrhoids—None present; if present, should be small and nontender.
	Full, tender, inflamed hemorrhoids.
	None present

	Costovertebral Angle (CVA) Tenderness

	None
	Present (kidney infection).
	none

	Lower Extremities

	No pain with palpation; negative Homan’s sign (if used in your facility, often not reliable).
	Positive findings (thrombophlebitis).
	No pain with palpation, negative Homan’s sign

	Elimination

	Urinary output—voiding in sufficient quantities at least every 4-6 hours; bladder not palpable.
	Inability to void (urinary retention). Symptoms of urgency, frequency, dysuria (UTI).
	Voiding in sufficient quantities

	Bowel elimination—should have normal bowel movement by second or third day after birth.
	Inability to pass feces (constipation due to fear of pain from episiotomy, hemorrhoids, perineal trauma).
	

	Cultural Assessment

	Determine customs and practices regarding postpartum care. (Fluids, foods, temperature, alone, company)
	
	Support from family/friends/significant other

	Psychosocial Assessment

	Bonding, Support?
	
	Bonding well, Support from family/friends/significant other

	Psychologic Adaptation

	During first 24 hours—Passive; preoccupied with own needs; may talk about her labor and birth experience; may be talkative, elated or very quiet.
	Very quiet and passive; sleeps frequently (fatigue from long labor, feelings of disappointment about some aspect of the experience; may be following cultural expectation).
	Calm, cooperative, tired

	By 12 hours—Beginning to assume responsibility; some women eager to learn; easily feels overwhelmed.
	Excessive weepiness, mood swings, pronounced irritability (postpartum blues, feelings of inadequacy; culturally proscribed behavior).
	Calm, cooperative, tired

	Attachment

	En face position; hold baby close; cuddles and soothes; calls by name; identifies characteristics of family members in infant; may be awkward in providing care
	Continued expressions of disappointment in sex, appearance of infant; refusal to care for infant; derogatory comments; lack of bonding behaviors (difficulty in attachment, following expectations of cultural/ethnic group).
	Holds baby close, cuddles and soothes, calls by name

	Initially may express disappointment over sex or appearance of infant but within 1-2 days demonstrated attachment behaviors.
	
	Had no initial expression of disappointment

	Client Education

	Has basic understanding of self-care activities and infant care needs; can identify signs of complications that should be reported
	Unable to demonstrate basic self-care and infant care activities (knowledge deficit; postpartum blues; following prescribed cultural behavior and will be cared for by grandmother or other family member).
	Has basic understanding of self-care and infant care needs, knows the signs of complications for herself and baby



