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Abstract

We performed an assessment on a woman and her baby twenty-four hours postpartum. We will tell the antepartum, intrapartum, and postpartum data as well as describe the assessments for both mom and baby. Lab results and important nursing diagnosis will be explained as well as concerns for ongoing care. 

Introduction

Our patient was LW a 33 year old female born on January 19th 1976, who is gravida 4 para 4. She weighed 65.50 kg (133.1 lbs) at admittance and was 158cm (about 5 ft 2 in) tall. We chose this patient because she had postpartum hemorrhage and signs of possible DVT/SVT. The purpose of our paper is to explain about our patient and the nursing care that we provided during our clinical day. 
LW is a 33 year old female with a last menstrual period of approximately December 28th 2008 and an estimated due date of October 4th 2009. She is gravida 4 para 4; she has been pregnant four times and she delivered her forth baby on September 20th 2009. She had her forth vaginal delivery at 38 weeks gestation resulting in the birth of a 7 lb 11 oz male baby without any vaginal tearing. She received epidurals for babies one and two, but no anesthesia for babies three and four. She does not smoke, drink, or abuse other substances. No significant socioeconomic factors were found that could hinder her recovery. She has no significant family history and a personal medical history of just a tonsil and adenoids removal and tube placement in her ears as a child. She had no known allergies and the only medications she took during pregnancy were her prenatal vitamins. There were no problems or complications during the pregnancy as well as no restrictions placed on her diet. She attended prenatal classes during her first pregnancy but did not during the three subsequent pregnancies. Overall, the pregnancy went well with no real concerns or evidence of problems.
Assessment of Mother

On 9/20/2009 at 0745 I entered room 414 and introduced myself. I then checked the patient ID band to make sure that the name matched the chart and asked her how she was feeling and her pain level. Next I obtained the patients vital signs every four hours as ordered due to hemorrhaging. Hemorrhaging is caused by uterine atony (relaxation of the uterus) due to over distention, preeclampsia, intra-amniotic infusion, use of magnesium sulfate, retained placenta fragments, laceration of genital tract, vulvar, vaginal, sub peritoneal hematomas, and coagulation disorders. Her vital signs were: Temperature-36.2 C, Pulse-80, Resperation-16, and Blood Pressure 90/40. She was alert and oriented and able to move all extremities. Her skin was pink, warm and dry. I listened to her lungs and they were clear with a regular breathing pattern. No cough or signs of distress were observed. Her heart sounds and pulses were normal, no edema noted, and capillary refill <3. Her nipples were sore but intact and her breasts were soft. I then asked the patient when she voided last and assessed her abdomen area. Her abdomen was soft, bowel signs present in all quadrants. She said she had no pain when I palpated her abdomen, except slight cramping. Pain 1/10. Motrin was given.  She was continent in bowel and bladder. She said she has had hemorrhoids since her first baby; last bowel movement 9/20/09. Her uterus was firm and at a -2. I then asked her when she last changed her pad and assessed her perineum; it was intact with moderate lochia rubra. I then offered her a sitz bath but she declined, stating that she was never offered one before so she did not need it. I next assessed her legs for the homans sign and she expressed pain in both calves when I flexed them. A Venous Doppler was performed to assess for the presence of blood clots in the lower extremities. Pedal pulses present, no pedal edema noted. IV site assessed and heplock removed.
Assessment of Baby

First I checked the ID band on the baby and matched it to his mother. Security device in place. I then took his Temperature-36.8 C, Pulse-130, and Respirations-42. Skin was pink, warm, and dry with good tone. His mouth was pink and moist. Moro, Sucking, Rooting, and Babinski reflexes were all present. His abdomen was soft with no distention noted. Bowel sounds present in all four quadrants. He was continent in bowel and bladder, three wet and one soiled diaper from 0800 to 1600 on 9/21/09. Cord drying; cord care performed. Fontanels palpated both soft and level. Eye and ear alignment WNL, extremities were symmetrical with full range of motion. I listened to his lungs and they were clear, delivering even, unlabored respirations. Heart sounds and pulses were regular and he demonstrated vigorous crying. Molding Caput and low blood sugar were present at birth but cleared up before my assessment. I assessed his pain level, he was calm and sleeping, and he was then taken for his circumcision. Upon return I assessed his pain again, and he was calm and sleeping. Baby is breastfed with supplementation, he ate at 0710 on the left and right breasts for a total of twenty-five minutes, 1045 – ½ oz bottle, 1245 ten minutes on the left breast, 1345- ten minutes on the right breast, 1540- ten minutes on the left breast. 
Laboratory Analysis

Laboratory data collected from the patient is all within a normal range. Her blood type is A+. She is Rubella immune, HIV negative, GBS negative, and has no apparent STD’s. She had a complete series of pre natal blood work done on 3/11/09. 

Patient Results           Patient Results                        Normal Range

     3/11/09                       9/20/09

WBC-8.74                     WBC 12.08    

4500-11,000 mm3
 RBC-4.18                     RBC- 4.05          

4.2-5.4 million mm3
 Hgb-13.3                      Hgb-13.5              

12-16 g/dl

 Hct- 37.3                      Hct-38.4              

38-47 %

 Platelets- 259               Platelets-219                         150,000-400,000 mm3
 MCV-89.3                    MCV- 94.9              
 
80-100

 MCH-31.7                    MCH-33.2                

27-33

 MCHC-35.5                 MCHC-35.1              
32-36 %

Medications
Patient was on pre natal vitamins and was given Cytotec in the hospital for post partum hemorrhaging.

Interventions

Regular and frequent assessment of fundal height and evidence of uterine tone or contractility alerted the nurse that the patient was hemorrhaging. At that point, careful observation and documentation was noted. The assessment was done visually by a pad count and assessing how much blood was being lost. The most important criteria to watch for are hypovolemic shock and the development of coagulation problems. Also, we kept a close watch on her vital signs as well as intake and output.
Explanation of Tests
Hemoglobin- Shows if a person is anemic. Anything below 11g/dl may require nutritional counseling or iron supplements.

HCT- If marked anemia or blood dyscrasins, perform CBC and Schilling differential cell count.
RBC- A count of erythrocyte in a specimen of whole blood.

Platelets- To look at coagulation factors and platelet count.

MCH- Mean Corpuscular Hemoglobin. Is an estimate of the amount of hemoglobin in an average erythrocyte . The total amount of hemoglobin and the number of erythrocytes present.

MCV- Mean Corpuscular Volume- An evaluation of the average volume of each red cell; derived from the ratio of volume and packed red cells which is the Hct in the total RBC’s.

MCHC- Mean Corpuscular Hemoglobin Concentration. An estimation of the concentration of hemoglobin in grams per 100 ml of packed RBC’s, derived from the ratio of hemoglobin to the hematocrit.

WBC and RBC labs were evaluated again on 9/20/09 and were slightly elevated due to the labor and delivery process. WBC was elevated to 12.08 and RBC was low at 4.05.
Evidence of care planning-Mother

After reviewing all of our findings we have gathered a few nursing diagnoses for the patient. Our first diagnosis is acute pain; we have decided that this fits in well. She has had a natural vaginal labor, free of all pain medication. She also has pain in her legs with a positive homans sign, pain like a Charlie horse when the leg is flexed. She has taken Darvocet, Motrin, and Tylenol as a treatment for the pain. The goal for our patient is that she experiences a decreased pain level. We are also going to instruct her that it is important that she tells us at the first feeling of pain, informing her that if she waits till the pain level is above 3 or 4 it is already high and will take longer to have an effect.

 To go along with the positive homans sign we choose the decreased cardiac output nursing diagnoses. The evidence is a blood pressure reading of 90/40, and the positive homans sign. She also has hemorrhaging and a loss of blood. To prevent embolisms in the lower extremities scd’s, sequential compression devices, have been applied to the legs to increase circulation by compressing the legs at regular intervals until the patient is able to walk well on her own. Vitals were taken every 4 hours, and a Venous Doppler was performed on the lower extremities to check for embolisms. Our goal is to prevent blood clots and raise the blood pressure.


We also decided on the nursing diagnoses of caregiver role strain. Our evidence on this comes from having 4 children. With a newborn that is going to need lots of time devoted towards him, it can be easy to get caught up in trying to give to everyone and take care of everything. Our goal is to help her understand that she can get help and prevent feeling overwhelmed and stressed. We educate her that it is healthy to take some time alone in the day while others give a helping hand, because it is important that she get adequate rest and does not need to do everything herself.
We also concluded that readiness for enhanced nutrition was a good nursing diagnosis. The evidence is that she is eating regularly, consumes adequate food and liquids, and expresses knowledge of healthy foods. This shows that her pattern of nutrient intake is sufficient for meeting metabolic needs. We will continue educating her that her nutritional needs must be met. Our goal is that she will continue with a healthy diet and nutritional intake. And the same goes with the baby, since he is receiving a supplement it important that she makes sure the infant is getting the required nutrients as well.


Our final nursing diagnoses was rather difficult, we choose readiness for enhanced spiritual well being. The evidence she has showed us is the purpose for existence, trust relationships with others, is highly motivated, and shows amplitudes of inner strength. We have noticed that our goal was to make her feel more present in the world and more motivated in life. She has showed us great awareness of herself and others, and knows that her life is important and has meaning.
Evidence of care planning-Baby


A nursing diagnosis that we chose for the baby is Imbalanced Nutrition: Less Than Body Requirements. Our evidence for choosing this diagnosis is that he had to receive supplements in addition to being breastfed because of his low blood glucose levels. Our goal is to ensure that he receives enough additional supplements to achieve normal blood glucose levels and eventually be stable on just breast milk. Our intervention is to continue to administer supplements and monitor blood glucose levels until they are within normal range. In addition we would also monitor the weight of the baby to ensure adequate weight gain.

Conclusion


We learned that cytotec is a drug given to help with hemorrhaging; it helps the uterus to contract, which can stop the bleeding. We also discovered it can be used to induce labor in some states. In addition we learned breastfeeding is an important part in a baby’s life, and when breastfeeding isn’t enough supplements must be given. Babies with low blood sugars are at high risks and must be supplemented to gain control.


There were many aspects that we didn’t look into. Since the baby has low blood sugar we should have looked at the mothers tests to see if she had diabetes or a history of it. We didn’t look at the stages of labor and the contraction patterns that occurred. We knew she had previous children and experience with children, but we didn’t know her education level and religious status, as it can play a major role in motherhood. No record of our patient’s fluid intake was documented either.


Our ongoing concerns with the patient are risk for blood clots and bleeding. We will be doing vitals every 4 hours and checking pads for amount of blood regularly. It is important to prevent the formation of embolisms and stop the bleeding. So we must make sure she is taking her meds for the bleeding and that the scd’s stay in place. Our last concern is the management of her pain. We don’t want the pain level getting to high after giving birth so it is important to assess pain regularly and provide medication as needed. After discharge, the patient should continue to be mindful of complications and continue with regular checkups.
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