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INTRODUCTION

Pregnancy, childbirth, the puerperium, and the newborn transition to extrauterine life are natural physiologic
processes. The healthy mother and her infant usually require little in the way of medical intervention during
these life events; they may however, benefit greatly from comprehensive nursing care. Maternal-Infant nurs-
ing is provided in diverse settings from homes and schools to Third-World clinics, hospitals, and OB
Intensive Care Units. Perinatal health promotion and wellness teaching form the foundation of this care and
lay the groundwork for healthy families of the future. For the families experiencing a complicated pregnancy
or birth, skilled nursing care based on sound scientific knowledge is provided—not instead of, but in addi-
tion to health promotion and wellness teaching. Knowledge and respect for cultural variations is essential to
modern nursing practice. Perhaps in no other specialty are there so many culturally defined prescriptions and
proscriptions as those accompanying pregnancy, birth, and infant care.

The nursing process serves as a learning tool for students and as a practice and documentation format for
clinicians. Based on a thorough assessment, the nurse formulates a specific plan of care for each individual
client. The care plans in this book are provided to facilitate that process, not supplant it. To that end, each
cate plan solicits specific client data and prompts the nurse to individualize the interventions, consider cul-
tural relevance, and to evaluate the client’s individual response. The book provides basic nursing care plans
for healthy clients during the prenatal, intrapartum, postpartum, and newborn periods. Common perinatal
and neonatal complications for each section are then presented with associated care plans. Home visit care
plans are included for the prenatal, postpartum, and newborn clients, reflecting current practice.

I am grateful to my family, students, nurse colleagues, and the many mothers, fathers, grandmas, and babies
who have enriched my understanding and shaped my practice. This book is dedicated to my own mother,
Elizabeth Hobart Romaine, who taught me that it could be done.

Karla L. Luxner
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These plans have been developed to reflect com-
prehensive perinatal nursing care for mothers and
their infants. The book is divided into four units:
Pregnancy, Intrapartum, Postpartum, and
Newborn. Each unit begins with an overview of
the general physiologic and psychological changes
associated with the period. Additional pertinent
information is presented in flowchart format. A
Care Path for each unit provides an overview of
common health care practices during each period.

The basic nursing care plans in each unit provide
comprehensive care for healthy clients. These
should serve as the basic plan for most clients with
changes made to address individual situations. For
example, designing a client-specific plan of care
may include combining nursing diagnoses from
the basic care plan and one or more complica-
tions. The practitioner should add, delete, and
combine diagnoses as dictated by assessment of
the individual client.

Perinatal and neonatal complications are briefly
described, including risk factors and common
medical care if indicated. Important relationships
are presented in flowcharts to facilitate under-
standing of the basis for care. Nursing diagnoses
relevant to the complication are cross-referenced
when applicable and followed by specific diag-
noses common for the condition.

Nursing care begins with a comprehensive review
and assessment of each individual client. The data
is then analyzed and a specific plan of care devel-
oped. The format for each nursing care plan in
this book is summarized below.

* Nursing diagnoses as approved by the North
American Nursing Diagnosis Association

(NANDA) taxonomy.

* Related factors (etiology) for each diagnosis are
suggested and the user is prompted to choose
the most appropriate for the specific client.

* Defining characteristics for each actual diagno-
sis are listed with prompts to the user to
include specific client data from the nursing
assessment.

* Goals are related to the nursing diagnosis and
include a time frame for evaluation to be speci-
fied by the user.

* Appropriate outcome criteria specific for the
client are suggested for each goal.

* Nursing interventions and rationales are com-
prehensive. They include pertinent continuous
assessments and observations. Common thera-
peutic actions originating from nursing and
those resulting from collaboration with the pri-
mary caregiver are suggested with prompts for
creativity and individualization. Client and
family teaching and psychosocial support are
provided with respect for cultural variation and
individual needs. Consultation and referral to
other caregivers is suggested when indicated.

* Evaluation of the client’s goal and presentation
of data related to the outcome criteria is fol-
lowed by consideration of the next step for the
client.

It is hoped that the user will individualize these
care plans not only by inserting pertinent client
data when prompted, but also find stimulation to
include creative intetventions not listed here.
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PREGNANCY

Healthy Pregnancy

Pregnancy is a normal physiologic process. The
goal of health care during pregnancy is to promote
and maintain the health of the mother and fetus.
Risk assessment, problem identification and inter-
vention, and health teaching are important aspects
of prenatal care.

Physical Ghanges

The placental hormones influence changes in
maternal physiology during pregnancy. These hor-
mones maintain pregnancy and promote an opti-
mal environment for the growing fetus.

* Physiologic changes include a 50% increase in
blood volume, an increased sensitivity to CO>,
and a need for higher insulin production.

* Mechanical changes result from the growing
uterus and include pressure on the bladder dur-
ing the first and third trimesters, a shifting cen-
ter of gravity, and stretching of uterine liga-
ments,

Lab Value GChanges

Non-pregnant Pregnant

Hgb (g/dL) 12-16 11-13
Het (%) 36-48 33-39
BUN (mg/dL) 10-16 7-10
Albumin (g/dL) 4.3 3.5
WBC (mm3)  4000-11000 5000-15000

Psychological Changes

Developmental issues and possibly hormone levels
influence changes in maternal emotions and out-
look. Maternal psychological tasks of pregnancy

may include:

¢ Acceptance of the fact of pregnancy (first
trimester)

¢ Acknowledgement of the fetus as a seperate
being (second trimester)

¢ Preparation for birth and motherhood (third
trimester)

Fetal Growth and Development

Fetal growth and development are monitored at
each ptenatal visit. The gestational age of the fetus
is calculated from the mother’s last normal men-
strual period. A full-term pregnancy is 40 weeks
(plus or minus 2 weeks) from the LNMP.

¢ During the first trimester all organ systems
develop and the fetus is most vulnerable to ter-
atogens.

¢ The fetal heart rate (FHT) can be heard with a
doppler from 8-12 weeks. Normal FHT's are
from 120-160 beats per minutes.

* Fetal movement (“quickening”) is usually
noticed by the mother from 16-20 weeks.

* Lanugo is fine hair, which covers the fetus from
about 20 weeks until the third trimester when
it thins and disappears.

* Vernix caseosa is a thick cheesy secretion that
covers and protects the fetal skin from about 26
weeks. This disappears by term except in body
creases.

* Viability depends on maturation of the respira-
tory and neurological systems. A fetus born as
early as 24 weeks may survive but will require
intensive care.
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PREGNANCY

Prenatal Care Path

Week | Interview Physical Tests Teaching Referral Other
Exam
Chief c/o Ht., Wt., B/P, CBC, ABO, Normal Social PNV, iron
13t Med/OB hx TPR, reflexes Rh, VDRL, pregnancy, Services,
visit Psychosocial Physical exam Rubella titer, | Nutrition, WIC
Religious Fundal ht. & FHT | Antibody Substance
Cultural if indicated titer, (HBsAg) | abuse, Fetal
Concerns & Pelvic exam, (HIV), U/A, growth &
resources adequacy, Pap, GC, development,
Risk assessment size/dates chlamydia Danger signs
(u/s)
12
Client concerns Wt., vital signs, Urine dip for | As needed As needed
FHT, fundal ht. protein &
glucose
16
MSAFP
20 Quickening? Urine dip
(ultrasound)
24
Client concerns & Home visit
discomforts l
28 v
Hgb. S/S PTL RhoGAM
1hr. GTT, pm
Rh/antibody
titer if Rh
neg
32 Urine dip Childbirth
Education
VBAC prn
34
Home visit
Breast prep
childbirth ed.
36 cultures:
p-strep, GC, Chart to
chlamydia L&D
38 to
del. v Pelvic exam if \ 4 v
contractions
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PREGNANCY

Basic Gare Plan: Healthy
Pregnancy

The nursing care plan is based on a thorough
nursing history, assessment, and review of medical
and laboratory findings. Specific client-related
data should be inserted wherever possible and
within parentheses.

Nursing Gare Plans
Health Seeking Behaviors: Prenatal Care

Related to: Client’s desire for a healthy pregnancy
and newborn.

Defining Characteristics: Client makes and keeps
prenatal care appointment (date). Client states
(specify: e.g.; “I think that I am pregnant; I want
to have a healthy baby”). List appropriate subjec-

tive/objective data.

Outcome Criteria

Client will keep all prenatal appointments.

Client will call the health care provider for any
concerns related to pregnancy.

INTERVENTIONS

RATIONALES

Establish rapport: ensure
privacy, listen attentively,
and allow adequate time to
address client’s concerns.

Assess reason for secking
care, remain nonjudgmen-
tal, use open-ended ques-
tions, and observe nonver-

bal clues.

Assess knowledge level of
pregnancy and prenatal
care (previous OB hx).

Client will feel comfort-
able in the care setting and
be willing to share con-
cerns.

Client concerns are the
basis of nursing care,
Therapeutic techniques
help the nurse obtain the
most information.

Assessment provides data
for development of an
individualized teaching
plan.

INTERVENTIONS

RATIONALES

Assess client concerns
related to pregnancy/pre-
natal care: e.g., cultural
expectations; emotional,
family, financial concerns.

Observe interaction with
significant other, if pre-
sent.

Describe the components
of care with rationales

(schedule of care, fetal

assessments, lab tests, etc.).

Provide emotional support
during invasive or painful
procedures.

Modify plan of care based
on client requests/needs
(e.g., female physician,
teaching session rather
than literature for illiterate
clients).

Provide the name and
phone number (specify)
for client to call with any
questions.

Provide written informa-
tion about pregnancy.

Refer client as needed

(WIC, social services, etc.).

Evaluation

Socioeconomic concerns
may interfere with che
ability to obtain care.
Issues may interfere with
compliance,

Observation provides
informarion about social
support.

Understanding what to
expect allays fear and pro-
motes compliance.

Most women dislike pelvic
exams. Nursing support
can decrease discomfort by
promoting relaxation.

Individualizing the rou-
tines of prenaral care
shows respect for the
client’s unique needs and
concerns.

Often questions will arise
outside of appointments.
Client will feel comfort-
able with a person to con-
tact.

Written information is
available to the client in
her home.

Ensures client will obtain
needed assistance.

(Date/time of evaluation of goal)
(Has goal been met?not met? partially met?)

(Has client kept all prenatal appointments? Give
data.)

(Has client called with concerns? Give data.)
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(Revisions to care plan? D/C care plan? Continue
care plan?)

Nutrition, Altered: Less Than Body
Requirements

Related to: Increased demands of pregnancy,
inability to obtain/ingest/utilize adequate nutri-
ents.

Defining Characteristics: Specify: (Client’s report-
ed daily intake v. requirements for this pregnancy,
reported nausea and vomiting, pica), (EGA, Hrt,
Wrt, Hgb and Het, serum albumin, blood glucose,
condition of skin, hair, nails, teeth); list appropri-
ate subjective and objective data.

Goal: Client will ingest adequate nutrients during
pregnancy for maternal and fetal needs (date/
time to evaluate).

Qutcome Criteria

Client reports eating a balanced diet based on the
Food Guide Pyramid modified for pregnancy (or
prescribed diet).

Client takes prenatal vitamins and iron as pre-

scribed.

Client gains 25 to 35 pounds during pregnancy
(2-5 pounds first 12 weeks, 1 pound/week there-
after), (1 for multiple gestation).

INTERVENTIONS

RATIONALES

Assess current food intake;
24 hour diet recall; pica;
and appetite changes (at
each prenatal visit).

Assess for nausea and vom-
iting (amount, times).

Assessment provides base-
line data. Pica is the inges-
tion of non-food substances
(dir, starch, ice, etc).

Assessment provides infor-
mation about the client’s
ability to ingest and absorb
nutrients.

INTERVENTIONS

RATIONALES

Assess skin (texture, tur-
gor), hait, eyes, mouth,
nails for signs of adequare
nutrition.

Assess weight at each visit
and compare with previous
weight and expected gains.
Remain nonjudgmental
about weight gain.

Assist client to compare
her usual diet with the
Food Guide Pyramid rec-
ommendations for preg-
nancy.

Praise positive cating
habits and discuss the rela-
tionship with optimal fetal
growth and development.

Assist client to plan a
nutritious diet using the
Food Guide Pyramid mod-
ified for pregnancy taking
into account personal and
cultural preferences and
financial ability (specify:
diabetic, vegetarian,
kosher, etc.).

Teach client to avoid high-
ly processed foods or those
with many artificial addi-
tives {clients with PKU
need to avoid phenylala-
nine).

Reinforce need for prenatal
vitamins and iron if pre-
scribed.

Assessment provides infor-
mation about general
nutrition status. Skin
should be smooth and
elastic, hair shiny, nails
smooth, pink, and not
brittle.

Assessment provides infor-
mation about weight gain
and the pattern of gain.
Shows respect for client
and helps allay fears related
to weight gain.

Involving the client in
assessment and planning
encourages compliance.

Praise reinforces healthy
eating. Understanding the
fetal needs provides incen-
tive for obtaining opti-
mum nutrition.

Promotes compliance by
recognizing individual
variations and includes
client in planning.

Unprocessed, natural foods
contain the most nutrients.
Additives may adversely
affect the fetus (high
phenylalanine levels may
cause mental retardation in

the fetus of PKU moms).

Provides additional nutri-
ents that may be difficult
to obtain by diet alone.
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INTERVENTIONS

RATIONALES

Reinforce positive nutri-
tion habits at each prenaral
Vvisit,

Refer to dietitian, as need-
ed (e.g., diabetes mellitus,
strict vegetatian).

Evaluation

Reinforcement motivates
the client to maintain a
healthy diet during preg-

nancy.

Referral provides addition-
al information and support
for clients with special
dietary needs.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client report eating a balanced diet based
on the Food Guide Pyramid modified for preg-

nancy?)

(Does client take prenatal vitamins and iron as

prescribed?)

(What is client weight gain? )

(Revisions to care plan? D/C? Continue?)

Injury, Risk for: MaternallFetal

Related to: Exposure to teratogens, complications

of pregnancy.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client and her fetus will not experience any
injury during pregnancy.

Outcome Criteria

Client denies any exposure to teratogens.

Client denies experiencing any danger signs of

pregnancy.

Clients B/P remains < 140/90, reflexes same as
baseline (specify), urine negative for protein.

FHT’s remain between 120-160; growth is appro-

priate for EGA.

INTERVENTIONS

RATIONALES

Assess maternal risk for
exposure to teratogens (at
first prenatal visit): envi-
ronmental toxins, medica-
tions/drugs, employment,
or pets.

Assess wt gain, B/D, reflex-
es, edema; dip urine for
protein and glucose (at
each visit) and compare to
baseline data. Assess
immunity to rubella
(history, immunization) s

Assess fetal well-being at
cach visit. Ask about fetal
movement, listen to FHT
for a full minute, measure
fundal height, and com-
pare 1o EGA.

Perform, or assist with,
other fetal assessments as
indicated or ordered (spec-
ify: CVS, amniocentesis,
NST, ultrasound, CST,
biophysical profile, etc.).

Teach client to avoid expo-
sure to teratogens during
pregnancy:
medications/drugs not pre-
scribed by the physician,
including OTC meds;
radiation (including x-
rays); cat licrer or raw
meat; viral infections

Assessment provides infor-
mation about dlient risk
factors. The fetus is at
highest risk from terato-
gens during the first 12
weeks when organogenesis

takes place.

Signs & symptoms of PIH
include an increase in B/P
of 30/15mmHg or more,
sudden 4in wt, edema,
and proteinuria.
Gestational diabetes may
cause consistent glycosutia;
rubella is a known teratogen.

Complications of pregnan-
cy may affect the fetus by
interfering with placental
function. The stressed
fecus may have ¥ move-
mencs or ¥ fundal heighr.
Size-dates discrepancies
may indicate [UGR.

Testing provides informa-
tion about fetus. The fetus
may exhibit signs of dis-
tress such as decreased
FHR variability or late
decelerations.

Client may be unaware of
tisks associated with com-
monplace exposures.
Provides needed informa-
tion to help prevent harm
to the fetus.
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INTERVENTIONS

RATIONALES

(rubella); prolenged expo-
sure 1o heat (hot tubs,
saunas); alcohol.

Teach good body mechan-
ics and appropriate exer-
cise: not to lie flat on back;
wear sensible shoes; keep
back straight and feet apart
when bending/lifting;
usually may engage in
nonweight-bearing exer-
cises (e.g., swimming,
cycling, walking); avoid
over-heating.

Teach client to wear both
lap and shoulder seat belts;
lap belt should be worn

low.

Discuss safe sex practices
with client and significant
other if available (e.g., risks
of STD/HIV, proper use
of condoms); address any
concerns the couple may
have about sex during

pregnancy.

Teach good hygiene prac-
tices: hand washing, wip-
ing front to back after

using the toilet, daily
bathing.

Teach warning signs that
client should report: severe
nausea and vomiting, s/s of
infection, vaginal bleed-
ingfwatery discharge,
severe headache, visual dis-
turbances, epigasttic pain,
severe abdominal pain, s/s
of preterm labor, marked
changes in fetal move-
ment.

Avoids maternal or fetal
injury while allowing the
client to continue to par-
ticipate in appropriate
exercise during pregnancy.

The mother and fetus are
at highest risk of injury
from being thrown from
the car in an accident.

Client may not know how
to protect herself and the
fetus. Client and signifi-
cant other may have con-
cerns about sexuality dur-

ing pregnancy.

Good hygiene prevents the
spread of microorganisms,
prevents fecal contamina-
tion of vagina/urethra.

These are s/s of serious
complications of pregnan-
cy: hyperemesis gravi-
darum, placenta previa,
placental abruption,
pregnancy-induced hypet-
tension, PROM, preterm
labor, fetal distress. Early
identification ensures
prompt treatment.

INTERVENTIONS RATTONALES

Written reinforcement
enables client to review
teaching at home.
Verification allows for clar-
ification and ensures
understanding.

Provide written reinforce-
ment of teaching topics
and verify understanding.

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
(Does client deny any warning signs?)
(What is B/P? reflexes? urine protein?)

(What are FHT’s? Is fetal growth appropriate for
EGA?)

(Revisions to Care Plan? D/C? Continue?)
Pain (discomfort)
Related to: Physiologic changes of pregnancy.

Defining Characteristics: Specify: (client’s report
of nausea & vomiting, backache, leg cramps etc.
Client should rate on a scale of 1 to 10.
Appropriate objective data: grimacing, etc.).

Goal: Client will experience less discomfort relat-
ed to pregnancy (date/time goal to be evaluated).

QOutcome Criteria

Client reports a decrease in discomfort to less than

(specify on a scale of 1 to 10).

Client does not show objective signs of discomfort
(grimacing, etc; specify what client had been indi-
cating).
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INTERVENTIONS

RATIONALES

Assess client for discomfort
at each prenatal visit.
Observe for nonverbal
signs such as grimacing,
guarding, etc. Ask client if
she has any discomfort.

Ask client to rate the dis-
comfort on a scale of 1 to
10 with 1 being the least
and 10 the most.

Assess what the client usu-
ally does to alleviate the
discomfort and how effec-
tive that has been.

Explain the physiologic
basis for each discomfort
the client identifies and
suggest possible interven-
tions for each discomfort.

Specify:

(Nausea and vomiting: Eat
frequent small meals, dry
carbohydrates or hard
candy before rising in the
morning.)

(Fatigue/fainting: Teach
client to obtain 7-8 hours
of sleep at night and plan
for a rest ot nap during the
day. Teach to rise slowly
when changing position
and if she feels faint to sit
and lower her head.)

(Urinary frequency: Teach
client to void frequently,
not to “hold it.” Teach
Kegel exercises and

Client may think discom-
fort is normal during preg-
nancy, or may not wish to
complain. Some cultures
do not approve of showing
discomfort.

A rating scale helps the
nurse to measure the effec-
tiveness of interventions.

Provides information
about the methods already
tried by the client to allevi-
ate discomfort.

Understanding the physio-
logic basis helps to allay
fear, an emotion that may
increase the discomfort.

Keeping the stomach nei-
ther empty nor too full
and avoiding greasy or
highly spiced foods may
help. N&V may be related
to high hCG levels in early
pregnancy; this usually
improves by the second
trimester.

Fatigue may be due to hor-
mone changes in first
trimester and T demands
during last trimester.
Postural hypotension may
be related to venous pool-
ing in the lower extremi-
ties from general vascular
relaxation.

May be caused by pressure
on the bladder from the
enlarging uterus - more
common during first and

INTERVENTIONS

RATIONALES

signs/symptoms of UTI to
report: pain, burning, and
urgency in addition to fre-
quency.)

(Vaginal discharge (leukor-
rhea): Assess for infection,
STD’s; teach client to wear
cotton underwear and
bathe daily. May wear peri
pad if changed frequently.)

(Leg cramps: Assess calci-
um intake. Teach client to
extend her leg and dorsi-

flex the foot of the affected

leg to relieve cramp.)

(Heart burn (gastroe-
sophageal reflux): Teach
client to eat small frequent
meals, avoid fatty foods
and flat positioning,
Instruct to take antacids as
prescribed [specify: e.g.,
Maalox].)

(Varicose veins: Teach
client to change positions
frequently, rest with legs
clevated, engage in regular
exercise and wear support
hose without garters.)

(Backache: Needs to be
differentiated from
preterm labor. Assess for
contractions; teach good
body mechanics and pelvic
rock exercise. Teach client
to wear low sturdy shoes
and rest with feet elevated.)

(Braxton-Hicks contrac-
tions: Teach client to dif-
ferentiate from labor: usu-

lasc crimesters, UTT’s may
cause preterm labor and
need to be identified and
treated early.

Hyperplasia and ) vaginal
and cervical secretions are
the result of hormone
changes. Good hygiene

may prevent infection.

Cramps may be related to
possible calcium imbalance
or uterine pressure.

Progesterone causes ¥
motility and relaxes the
cardiac sphincter. Increased
uterine pressure causes gas-
troesophageal reflux.
Antacids neutralize gastric
acid.

Decreased peripheral vas-
cular resistance, P blood
volume, and uterine pres-
sure may cause venous sta-
sis leading to P varicose
veins and risk for throm-
bus formation.

Preterm labor is often felt
as lower back pain. In the
third trimester the center
of gravity shifts which puts
added stress on lower back
muscles.

The uterus contracts
throughout pregnancy.
Labor contractions usually
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INTERVENTIONS

RATIONALES

ally painless, dont Pin
intensity over time, may
decrease if activity changes
(walking or resting).
Suggest client practice
breathing techniques with
B-H contractions.

Notify caregiver for
unusual symptoms or
severe discomfort.

Evaluation

A over time, becoming
more uncomfortable no
matter what the client
does. Client may feel reas-
sured about labor if she
practices with Braxton-
Hicks contractions.

Unusual or severe discom-
fort may indicate a com-
plication.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What does client report the intensity of discom-
fort to be on a scale of 1 to 10?)

(Describe objective signs of discomfort or change
in them {e.g., client is smiling and no longer gri-

macing?])

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Prenatal home visits provide information about
the client’s home environment and family support
system. Additional benefits are client convenience
and comfort, which facilitate learning.

Nursing Gare Plans
Basic Care Plan: Healthy Pregnancy (7)

Home Maintenance Management:
Impaired

Related to: (Specify: inadequate finances, lack of
understanding, insufficient support systems, etc.)

Defining Characteristics: Specify: (Client states
she can’t maintain the home — home is dirty,
infested, overcrowded, etc. Home has no plumb-
ing, heat, window screens, etc. Client states she
can’t afford basic hygiene needs; has inadequate
support systems to help with finances and mainte-
nance, etc.).

Goal: Client will maintain a safe, clean, and
growth-promoting home environment by
(date/time to evaluate).

Outcome Criteria
Client will identify hygienic needs in the home
(specify).

Client will obtain financial assistance to maintain

home (specify).

Client will develop a plan to improve home main-
tenance support system (specify).

INTERVENTIONS

RATIONALES

Assess client’s understand-
ing of the need for a clean,
safe, growth-promoting
environment for herself
and her family.

Assess home environment
for water supply, plumb-
ing, air quality, heating,
screens, cleanliness, food
preparation area, and
bathing facilities.

Assess client’s plans for
newborn care area (sepa-
rate room, area of other
room, crib, bassinet, etc.).

Assist client to identify
needed changes in the
home (specify: safety
issues, cleanliness, basic
services, etc.).

Provide teaching about
factors the client doesn’t

identify (specify).

Inform client of communi-
ty services and agencies
that may offer support in
meeting basic home main-
tenance needs (specify).

Assist the client to develop
a plan to improve and
maintain a clean, safe, and
growth-promoting home

(specify).

Make referrals as needed to
help client implement plan
(specify: Social services,
WIC, community agen-
cies, etc.).

Assessment provides infor-
mation about the client’s
understanding of basic
home maintenance needs.

Assessment provides infor-
mation about the safety
and cleanliness of the
home environment for the
client and family.

Assessment provides infor-
mation about the client’s
knowledge of infant needs
and her plans to meet
them.

Process involves the client
in the plan tw improve
home maintenance.

Provides information
about basic home mainte-
nance needs.

Teaching provides infor-
mation about available
resources.

Assistance promotes self-
esteem and encourages the
client to maintain a
healthy environment.

Referrals provide addition-
al financial or resource
assistance to client.
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Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
(Has client identified hygienic needs? Specify.)
(Has client obtained financial assistance? Specify.)

(Has client developed a plan to improve support
systems? Specify.)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Family Coping: Potential for Growth

Related to: Family adaptation and preparation for
birth of new member of family.

Defining Characteristics: Family members
describe impact of pregnancy in enhancing growth
(specify: e.g., sibling states “I'm going to be a big
brother and help take care of the baby!” etc.).
Family members are involved in prenatal visits and
preparations for baby (specify: e.g., husband
attends childbirth classes, Grandma plans to baby-
sit, etc.).

Goal: Family will continue to cope effectively dur-
ing pregnancy by (date/time to evaluate).

Outcome Criteria

Family will express positive feelings about the
pregnancy.

Family will be involved in prenatal care and prepa-

rations for the new baby (other specifics as appro-
priate).

INTERVENTIONS RATIONALES

Assess family structure and
encourage participation in
home visit as appropriate
(specify according to ages
of children).

Client may be part of 2
nontraditional family,
Participation during the
prenatal period helps the
family to bond with the
new baby.

INTERVENTIONS

RATIONALES

Assess family members’
responses to the pregnan-
cy: verbal and nonverbal.

Provide information about
changes the family may
experience due to the preg-
nancy and birth (specify
for each family member).

Provide age-appropriate
(specify) information to
siblings of new baby: pic-
tures, books, stories, etc.

Identify and praise effec-
tive coping mechanisms
used by the family (speci-

fy).

Refer family members to
approptiate childbirth edu-
cation classes (specify: sib-
ling, grandparent, and
VBAC dlasses, etc.).

Evaluation

Family members may need
assistance to identify feel-
ings and thoughts about
the new baby.

Information provides
anticipatory guidance to
help the family adjust to
changes they will experi-
ence.

Enhances the child’s self-
esteem to be included in
the home visit with age-
appropriate methods.

Identification and praise
provides positive reinforce-
ment to the family and
helps identify skills they

already possess.

Childbirth education pro-
vides additional informa-
tion about the childbear-
ing process for different
age groups.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does family express positive feelings about the

pregnancy?)

(Is family involved in prenatal care and prepara-

tions for the new baby?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Knowledge Deficit: Preparation for Labor

and Birth of Newborn

Related to: (Specify: first pregnancy, first VBAC,

etc.)
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Defining Characteristics: Client expresses a lack
of knowledge about preparing for labor and birth
of newborn (specify). Client expresses erroneous
ideas about labor and birth of newborn (specify).

Goal: Client will obtain knowledge about prepara-
tion for labor and birth of newborn (date/time to

evaluate).

Outcome Criteria

Client is able to describe what happens during
normal labor and vaginal delivery.

Client & significant other prepare a birth plan.

INTERVENTIONS

RATIONALES

Assess client and signifi-
cant other’s perceptions

about what happens dur-
ing childbirth.

Teach client & significant
other about the stages and
phases of labor using visual
aids: 1st stage: contrac-
tions, effacement & dilata-
tion, 3 phases (latent,
active, transition); 2nd
stage: contractions, push-
ing, birth; 3rd stage: con-
tractions, placenta delivery.

Teach clienc & significant
other to differentiate true
from false labor: true labor
contractions get more
intense and closer together
over time, are unaffected
by position or activity
changes.

Assessment provides infor-
mation about the client’s
learning needs and possible
fears.

Understanding the physi-
ology of labor and birth
decreases fear and intet-
rupts the fear >tension -
pain syndrome. Decreases
the perception of discom-
fort and assists the client
and significant other to
become active participants
in the birth. Visual aids
enhance verbal and written
instruction.

Teaching provides needed
information aboutr when
labor has begun.

INTERVENTIONS

RATIONALES

Inform client when to
come to hospital: when her
water breaks, when con-
tractions are 5 minutes
apart for primigravida or
regular for a multipara (per
caregiver’s preference).

Teach methods to cope
with discomfort (specify:
breathing relaxation tech-
niques, back rub,
whirlpool, birthing ball,

etc.).

Describe specific pharma-
cological pain relief meth-
ods that may be available
to client (specify: IV anal-
gesia, epidural, intrathecal,
local, etc.).

Inform client and signifi-
cant other of the routine
admission orders for her
health care provider (speci-
fy: prep, enema, IV, blood

work, etc.).

Inform client and signifi-
cant other that they will
need to make decisions at
the time of delivery:
whether or not to have cir-
cumcision for a boy baby,
and on a method of feed-
ing their baby (breast, bot-
tle, and combination).
Discuss the benefits of
breast-feeding.

Verify client and signifi-
cant other’s understanding
of information presented.

Provides necessary infor-
mation. Clients should be
seen after membranes rup-
ture to rfo a prolapsed
cord. Clients will be more
comfortable at home until
active labor.

Teaching provides infor-
mation so client & signifi-
cant other can choose the
most effective methods to
cope with discomfort.

Description provides infor-
mation to the client before
she is in pain. This allows
client participation in deci-
sion making for pain relief
methods prior to onset of

labor.

Information about what to
expect when client is
admitted to the hospital
helps decrease anxiety.

Information provides an
opportunity for anticiparo-
ry guidance related to con-
siderations about circumci-
sion and the benefits of
breast-feeding.

Verification insures that
client & significant othet
have accurate informartion
about labor and birth.
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INTERVENTIONS RATIONALES

Assist client and significant A birth plan empowers the

other to make a birth plan client to become a partici-

based on the information pant in the birth of her

provided. Instruct the
client to share the plan
with her provider and the
hospital staff on admission
(send plan to L&D prior
to admission if very differ-
ent from routine care).

Refer client to written
information, childbirth
education classes, and/or
her health care provider as
indicated for additional

Evaluation

baby. It ensures that all
participants understand
the client’s wishes.

Referral provides more
information to interested
clients.

Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
g P y

(Does client describe what occurs during normal

labor and delivery?)

(Has client made a birth plan?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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The pregnant teenager is at risk for physical, psy-
chological, and socioeconomic complications.
Early prenatal care that is sensitive to the needs of
adolescents can decrease these risks and help the
adolescent gain control of her future.

Physiologic Risks

* Poor dietary habits, anemia, substance abuse
(including cigarettes), STD’s

* Preterm birth, low birth-weight (LBW) infant

* Pregnancy-induced hypertension (PIH)

* Cephalopelvic disproportion (CPD) leading to

cesarean delivery (greater risk if under 15 years

old)
Psychological Issues

* Striving for identity formation and indepen-
dence; authority figures may be seen as a threat

to autonomy - may have difficulty asking for
help

¢ Concerned about confidentiality - may use
denial as a major coping mechanism

* Strong peer influence — may fear isolation and
rejection; pregnancy may be seen as a “rite of
passage” or cultural norm

* Concerned with body image: often idealistic
regarding pregnancy, relationships, and mother-
hood; preoccupied with self

* May engage in risk-taking behaviors; feels invul-
nerable; may be impulsive and unpredictable at
times

Socioeconomic Issues

* Many adolescent mothers drop out of school
and never complete their basic education

o Lack of education leads to decreased career
options, low-paying jobs, poverty and depen-
dence on the welfare system

* High divorce rates for adolescent marriages
reflect their difficulty in establishing stable fam-
ilies; the grandmother may end up caring for
the infant

* Children of adolescent mothers are at risk for
developmental delays, neglect, and child abuse
as well as adolescent pregnancy themselves

Nursing Care Plans
Basic Care Plan: Healthy Pregnancy (7)
Basic Care Plan: Prenatal Home Visit (13)

Additional Diagnoses and Care
Plans

Decisional Conflict

Related to: Pregnancy options (specify: marriage,
single parenting, adoption, termination of preg-

nancy).

Defining Characteristics: Client verbalizes uncer-
tainty about choices; delays decision making;
reports distress (specify: e.g., “I don’t know what
to do,” “My Dad is gonna kill me”; client doesn’t
seek prenatal care until second trimester, etc.) .

Goal: Client will be able to make an informed
decision about pregnancy by (date/time to evalu-
ate).

Outcome Criteria

Client will list her options as she sees them. Client
will describe the advantages and disadvantages of
cach option. Client will relate her fears and anxi-
eties about each option. Client will make and fol-
low through with a decision.
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INTERVENTIONS

RATIONALES

Assess client’s usual
method of making deci-
sions (e.g., alone, with
help from friends and/or
parents, etc.).

Ask client to describe deci-
sions she has made in the
past that she feels good
about.

Assess the reason the client
is having difficulty making
a decision: fear of parent
or boyfriend’s response,
value conflict, lack of

information about options.

Encourage client to involve
her significant others spec-
ify: parents, boyfriend,
etc.) in helping her to
explore options.

Assist client to explore her
values about pregnancy
and to identify those that
are most important to her;
remain nonjudgmental.

Assist client to list the pos-
sible choices she thinks she
has (specify: keeping the
baby, marriage, living at
home, adoption, termina-
tion of pregnancy, etc.).

For each option, ask client
to explore her fears and
anxieties as well as the
risks of not making a deci-
sion.

Assist client to list advan-

tages and disadvantages of
each option. Provide accu-
rate information as needed

Assessment helps client to
explore how she usually
makes major decisions.
Intervention shows respect
for client as someone capa-

ble of making decisions.

Assessment reinforces self-
esteem and the belief that
she can make good deci-
sions.

Client may feel confused
and afraid. Identifying the
main concerns helps the
client begin to begin the
decision-making process.

Social support can posi-
tively affect the outcome
of adolescent pregnancy.

Individual, social, and cul-
tural values and mores are
important to the adoles-
cent’s growing sense of her
own identity.

Listing options is the first
step in logical decision
making. Only the client
can decide which options
are possible for her.

Fears and anxieties may
negatively affect the client’s
ability to think clearly.
Denial is a common cop-
ing mechanism.

Exploring advantages and
disadvantages based on
accurate information helps
the client to see which

INTERVENTIONS RATIONALES

(e.g., open and closed options are most likely to
adoption, education result in a positive out-
options, GED, abortion, come.

etc.).

Encourage and or assist
client to seek spiritual
advice if this is important
to her. Refer to agencies as
indicated (teen pregnancy
groups, etc.).

Client may have a strong
need for spiritual advice
and direction.

Encourage client to make a
decision regarding preg-
nancy as soon as possible.

Encouragement reinforces
the client’s right to make
her own decisions.

Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Has client listed her options? Has client described
advantages and disadvantages of each option? Has
client related her fears and anxieties? Has client
made a decision and is she following through?)

(Revisions to care plan? D/C cate plan? Continue
care plan?)

Health Maintenance, Altered

Related to: Substance abuse (specify: tobacco,
alcohol, marijuana, etc.); poor dietary habits
(specify: high fat diet, inadequate nutrients, etc.);
lack of understanding (specify: sexuality/reproduc-
tive health care needs).

Defining Characteristics: Client reports smoking
cigarettes (specify packs/day), drinking, or using
other drugs (specify substance and amount).
Client reports poor dietary habits (specify T fat
diet, skips meals, drinks soda instead of milk, etc).
Client states inaccurate information about sexuali-
ty/reproductive needs (specify: e.g., “I don’t need
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to see a doctor, I feel fine™).

Goal: Client will change behaviors to maintain

health by (date/time to evaluate).

Qutcome Criteria

Client will identify unhealthy behaviors.

Client will verbalize plan to engage in healthy
behaviors (specify: stop smoking, avoid alcohol
and other drugs, eat a balanced diet for pregnancy,

obtain prenatal care, etc.).

INTERVENTIONS

RATIONALES

Develop a trusting rela-
tionship with client.
Remain nonjudgmental.

Assess underlying reasons
for unhealthy behaviors
(consider poor self-esteem,
history of abuse, etc.).

Discuss the physiologic
risks associated with the
behaviors (specify: anemia,
pteterm birth, LBW or
addicted infant, fetal alco-
hol syndrome, complica-
tions of pregnancy associ-
ated with adolescent moth-
ers: PIH, CPD, STD’,

etc.).

Assist client to plan
healthy behaviors (specify:
quit smoking, change
dietary habits, obtain pre-
natal care, etc.).

Praise client for planning
and attempts to change
behaviors.

Trust is necessary for the
client to talk about behav-
iors that may make her feel

guilty.

Assessment provides infor-
mation about motivation
for unhealthy behaviors
(may lack knowledge,
poverty, addiction, peer
pressure, cultural norms,
etc.).

Client will be informed of
the risks to herself and her
baby if she doesn’t improve
her health maintenance
behaviors. Early prenatal
care has been shown to
decrease the physiologic

risks,

Client will identify the
problem and decide on a
plan for change.

Praise may reinforce
attempts to alter behavior.

INTERVENTIONS

RATIONALES

Assist client to obtain
needed resources (specify:
WIC, AFDC, social ser-
vices etc.).

Refer client to appropriate
supportive services
(specify: smoking cessation
program, substance abuse
programs, 12-step, peer
support groups, resource
mothers programs, etc.).

Evaluation

Poverty may be a factor in
poor dietary habits. Lack
of transportation may
affect ability to obtain pre-
natal care.

Support programs have
been successful in helping
clients to overcome addic-
tion and maintain healthy
lifestyles. Peer groups and
resource mothers programs
are effective with adoles-
cents.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially mer?)

(Has client identified unhealthy behaviors?

Specify.)

(Does client verbalize a plan to change unhealthy

behaviors? Specify.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Growth and Development, Altered

Related to: Physical changes of pregnancy, inter-
ruption of the normal psychosocial development

of adolescence.

Defining Characteristics: Clients younger than 15
have not completed their own skeletal growth
(specify: age, ht, wt, and percentile). Client
expresses dislike of body image changes (specify).
Client reports difficulty in school, with peers, or
parent(s) related to the pregnancy and/or plans for

the future (specify).

Goal: Client will demonstrate adequate growth
and age-appropriate psychosocial development
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while accomplishing the developmental tasks of

pregnancy.

Qutcome Criteria

Client will gain appropriate weight for pregnancy
and normal physical growth. Client will make
plans to complete at least a high school education.
Client reports satisfactory relationship with par-
ent(s), significant other, and peers. Client will

express acceptance of pregnancy and body changes.

INTERVENTIONS

RATIONALES

Assess client’s physical
growth at each prenatal
visit.

Reinforce nutrition teach-
ing relating it to the

client’s growth needs as
well as the fetus.

Assess the impact of preg-
nancy on client’s education
and future plans for a
career.

Discuss body image issues
and correct misconcep-
tions (e.g., “T'll never wear
a bikini again”).
Encourage client to finish
basic schooling and make
realistic plans for the
fucure including childcare.

Assist client to assess rela-
tionships with parent(s),
significant other, and
peers, and plan ways to
improve these if needed.

Teach client about the
developmental tasks of
adolescence (Erikson) and
the tasks of pregnancy.

Assessment provides infor-
mation about physical
growth.

Young adolescents may
need more nutrients and
calories than usual during

pregnancy.

Teen pregnancy may
adversely affect the devel-
opment of a mature identi-

ty.

The adolescent may fear
mutilation or permanent
disfigurement from preg-
nancy.

Lack of education leading
to low income becomes a
vicious cycle for many teen
mothers,

Pregnancy may affect rela-
tionships. Teens need
social interaction in order
to develop identity and
independence.

Teaching may decrease
some confusion from con-
flicting feelings and
desires.

INTERVENTIONS RATIONALES

Make referrals as indicated
(specify: school counselor,
social services and financial
assistance, home-tutors,
etc.).

Social support will assist
the client to become a
mature and productive
member of society.

Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Has client gained appropriate weight for preg-
nancy and normal growth? Specify. Does client
verbalize a plan to complete her education?
Specify. Does client report satisfactory relation-
ships? Specify. Does client verbalize acceptance of
pregnancy and body changes? Give quote if
possible.)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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The incidence of multi-fetal pregnancies is
increasing due to use of drugs that induce ovula-
tion and other infertility technologies such as in
vitro fertilization (IVF).

The fetuses may either be monozygotic (identical)
resulting from one ovum that divides, or dizygotic
(fraternal) where more than one ovum is released
and fertilized. This can be determined by exami-
nation of the placenta(s) and membranes or DNA
studies after birth. Monozygotic twins are at
greater risk for discordancy (twin-to-twin transfu-
sion) and cord entanglement.

Physiologic Risks
* Spontaneous abortion, malformations

Preterm birth, LBW

* Abnormal growth: discordancy, IUGR
¢ Increased incidence of PIH

* Maternal anemia, PP hemorrhage

* Placenta and cord accidents

* Abnormal fetal presentation

Medical Care

* Close observation: prenatal visits q 2 weeks
until 26 weeks, then weekly.

¢ Serial (monthly) ultrasounds to assess growth of
cach fetus and try to determine if monozygotic
or dizygotic fetuses.

e Increased iron (60-100 mg) and folic acid (1
mg) is usually prescribed.

* Maternal hemoglobin may be checked each
trimester.

Tests for fetal well-being beginning at 30 weeks

— NST, BPP, possibly doppler flow studies and

amniocentesis to determine L/S ratios.

* More frequent vaginal exams to rule out
preterm effacement and dilatation of cervix.

* Bed rest may be prescribed from 28-30 weeks
(or if cervical changes are noted) until birth.

* Cesarean birth is planned for about 50% of
twin pregnancies, and for almost all with
greater numbers of babies due to abnormal pre-
sentations.

Nursing Gare Plans
Basic Care Plan: Healthy Pregnancy (7)

Increase calorie intake by 300 kcal per fetus per
day. (Twin pregnancy should gain 40-45 pounds.)

Basic Care Plan: Prenatal Home Visit (13)

Knowledge Deficit: Preterm Labor
Prevention (74)

Related to: Inexperience with multiple gestation
pregnancy.

Defining Characteristics: Client has not experi-
enced preterm labor before, is unaware of sensa-
tions of PTL. Client is at increased risk for
preterm birth: multiple gestation (specify: twins,
triplets, etc.).

Impaired Gas Exchange, Risk for: Fetal
(82)

Related to: Decreased oxygen supply secondary to
complications of multiple gestation (specify:
monozygotic multiple pregnancy, cord entangle-
ment, placental insufficiency, twin-to-twin trans-
fusion, etc.).
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Additional Diagnoses and Gare
Plans

Anxiety

Related to: Fears for well-being of mother and
fetus secondary to complicated pregnancy.

Defining Characteristics: Client verbalizes anxiety
about pregnancy outcome (specify: feels physically
threatened, afraid babies will die, can’t sleep, etc.).
Client rates anxiety as a (specify) on a scale of 1 to

10 with 1 being no anxiety and 10 being the

most.

Goal: Client will demonstrate a ¥ in anxiety by
(date and time to evaluate).

Qutcome Criteria

Client will rate anxiety as a (specify) or less on a
scale of 1 to 10 with 1 being least, 10 most.

Client will appear calm (specify: not crying, no

tremors, HR < 100, etc.).

INTERVENTIONS

RATIONALES

Assess for physical signs of
anxiety: tremors, palpita-
tions, tachycardia, dry
mouth, nausea, or
diaphoresis.

Assess for mental and
emotional signs of anxiety
at each visit: nervousness,
crying, difficulty with con-
centration of memory, etc.

Ask client to rate anxiety
on a scale of 1 to 10 with
1 being calm and 10 very
anxious.

Provide reassurance and
support: acknowledge anx-
iety, allow time for discus-

Anxiety may cause the
“fight or flight” sympathet-
ic response. Some cultures
prohibit verbal expression
of anxiety.

Anxiety may interfere with
normal mental and emo-
tional functioning.

Rating allows measure-
ment of anxiety level and
changes.

Severe anxiety may inter-
fere with the client’s ability
to take in information.

INTERVENTIONS

RATIONALES

sion, and use touch (if cul-
turally appropriate).

Ask client how she usually

copes with anxiety and dis-
cuss if this would be help-

ful now.

Encourage client to involve
significant other(s) in
attempts to identify and
cope with anxiety.

When client is calmer, val-
idate concerns and provide
client with factual infor-
mation about complica-
tions of pregnancy and
what will be done to lessen
the risks (specify: NST,
BPP, bedrest, perinatolo-
gist, etc.).

Assist client to plan coping
strategies for anxiety dut-
ing pregnancy. Suggest the
following possibilities:
breathing and relaxation,
creative imagery, music,
biofeedback, talking to
self, etc. (suggest others).

Arrange a tour of the
NICU if appropriate.
Prepare client and signifi-
cant other for what they
will see and hear in the
unit,

Provide information about
counseling or support
groups as appropriate
(specify: groups for parents
of multiple gestation, con-
genital anomalies, etc.).

These measures may help
¥ anxiety levels.

Allows identification of

“adaptive coping mecha-

nisms v. maladaptive (e.g,
smoking, alcohol, etc).

Significant others are also
under stress during com-
plicated pregnancy.

Client may be overly fear
ful. Understanding
empowers the client to
participate in her own cai
by understanding the risk
and treatment options thi
may be offered.

Developing a plan to
address anxiety promotes
sense of control, which
enhances coping ability.

Familiarity decreases fear
of the unknown.
Preparation decreases anx

ety.

Severe anxiety may requit
individual counseling.
Support groups provide
reassurance and coping
strategies.
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Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(How does client rate her anxiety as now? Does
client appear calm? Specify: not crying, smiling,

pulse 72, etc.)

(Revisions-to care plan? D/C care plan? Continue

care plan?)

Activity Intolerance

Related to: Prescribed bedrest during pregnancy.

Defining Characteristics: Client reports (specify:
weakness, fatigue, difficulty concentrating, etc.).
Client is physically de-conditioned (specify: has
lost weight, short of breath, weak pulse, etc.).
Client reports psychological symptoms (specify:
boredom, depression, etc.).

Goal: Client will experience minimal negative
effects from enforced bedrest during pregnancy by

(date/time to evaluate).

Qutcome Criteria

Client will participate in exercises for bedrest as
approved by her care provider.

Client will identify 3 activities to combat bore-
dom and depression during bedrest.

INTERVENTIONS

RATIONALES

Plan time to spend with
client (specify: e.g., 15
minutes q shift if hospital-
ized), sit down, listen
actively to client’s con-
cerns.

Assess client’s perception
of the need for bedrest;
correct any misunderstand-
ings. Reinforce positive
outlook.

Clients report that caring
and empathy from nurses
is most helpful.

Intervention assists client
to comply with bedrest.
Thinking about helping
the baby helps the client to
tolerate enforced bedrest.

INTERVENTIONS

RATIONALES

Assess B/D, pulse, breath
sounds, and muscle
strength (specify time
frame). Ask client how she
feels physically (e.g., weak,
tired, nauseated, s.o.b.,
etc.).

Assess client’s perception
of the main stresses of bed,
rest (e.g., boredom, role
strain, sleep disturbance,
etc.).

Assist client to plan 3
activities she can do in bed
to cope with the stresses
(specify: reading, writing
lists, phone calls, music,
TV, needlework, etc.).

Teach client to eat 6 small
meals a day, rather than 3
large ones. Include 8 glass-
es of water a day, increase
intake of fiber and fresh

fruits and vegetables.

Teach client to avoid lying
flat on her back: side-lying
ot high fowlers (if permit-
ted) are preferred.

Collaborate with client’s
health provider to have a
physiotherapist (PT) teach
client exercises that can be
done on bedrest.

Review and reinforce exer-
cises (specify when: e.g., at
each visit).

Share with caregiver recent
research indicating that
bedrest is not necessarily
beneficial during compli-
cated pregnancy.

Bedrest results in & car-
diac output, ¥ aercbic
capacity, muscle atrophy,
¥ GI motility, and fluid
and electrolyte changes.

Isolation and confinement
may lead to emotional and
family conflict. Sleep dis-
turbances are common as
client naps during the day.

Planning empowers the
client to take control of
her situation and plan
individualized activities to
cope with the stresses of
bedrest.

Decreased appetite, wt.
loss, indigestion, heart-
burn, and constipation are
common with prolonged
bedrest.

Supine position may cause
uterine compression of the
inferior vena cava, which
can lead to hypotension
and fetal distress.

Intervention provides safe
exercise to ¥ the ill effects
of bedrest. Exercises need
to be chosen thar don't
stimulate contractions.

Review & reinforcement
provide feedback to client
abourt performing exercises
correctly.

Discussion promotes
research-based practice.
The nurse acts as a client
advocate.
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Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Does client exercise as prescribed? Describe rou-
tine, times, etc.)

(Which 3 activities has client identified to combat
the boredom and depression of bedrest?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Hyperemesis gravidarum is a rare condition (1%
of pregnancies) of severe nausea and vomiting
which starts in the first 20 weeks of gestation. The
vomiting results in weight loss, dehydration, aci-
dosis from starvation, alkalosis from loss of
hydrochloric acid, and electrolyte imbalances. The
fetus is at risk for [UGR, abnormal development,
and death if the condition is not treated.

The cause of hyperemesis is unknown. Theories
include psychological as well as physiological caus-
es. It is diagnosed by its severity (weight loss > 5%
of pre-pregnancy weight) and by ruling out other
possible causes such as hydatidiform mole, gas-
troenteritis, or pancreatitis.

* Fluid replacement with intravenous therapy:
DsLR or DsNS with multivitamins and elec-
trolytes

* Antiemetic drug therapy

* Possible nasogastic feeding once nausea has
decreased, or TPN (total parenteral nutrition)
may be necessary

* Possible psychiatric consult

Nursing Gare Plans

Health Seeking Behaviors:
Prenatal Care (7)

Related to: Desire for a healthy pregnancy and

newborn.

Defining Characteristics: Client keeps all prenatal
appointments. Client complies with plan of care
for controlling hyperemesis gravidarum.

Injury, Risk for: Maternal/Fetal (9)

Related to: Excessive nausea and vomiting during
pregnancy.
Family Coping: Potential for Growth (14)

Related to: Family adaptation and assistance with
care of mother experiencing hyperemesis gravi-
darum.

Defining Characteristics: Family members share
in household duties normally done by the client
(specify). Family members assist the client to cope
with excessive nausea and vomiting.

Anxiety (22)

Related to: Fears for maternal and fetal well-
being.

Defining Characteristics: Client and family
express anxiety about fetal tolerance of excessive
nausea and vomiting (specify). Client and family
express fear for client’s health (specify). Client
rates anxiety on a scale of 1 to 10 (specify).

Additional Diagnoses
and Gare Plans
Fluid Volume Deficit

Related to: Excessive [osses and insufficient intake:
nausea and vomiting.

Defining Characteristics: Client reports nausea &
vomiting (use quotes, indicate amounts). A serum
sodium (other labs as available). Insufficient
intake (describe amount/24 hours), weight loss
(specify), dry mucous membranes, and ¥ skin
turgor.

Goal: Client will demonstrate fluid balance by
(date/time to evaluate).
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QOutcome Criteria

Client will have intake equal to output.

Client’s mucous membranes will be moist, skin

turgor will be elastic.

INTERVENTIONS

RATTIONALES

Assess intake & output:
measure all fluid intake
(p-o., IV, NG, TPN, etc.)
and compare to all outpur
(emesis, urine, NG aspi-
rate, diaphoresis, etc.).
(Specify timing: e.g., q
1-24 hours depending on
dehydration and fluid

rates.)

Assess client’s weight on
same scale each morning.

Assess for signs of dehydra-
tion: poor skin turgor, dry
mucous membranes and
skin, 1 urine specific
gravity, * BUN, 1 Her,
vital sign changes: ¥ B/P,
% pulse (specify timing).

Assess for signs of elec-
trolyte imbalance: muscle
weakness, cramps, irritabil-
ity, irregular heart beat.
Monitor electrolyte lab val-
ues.

Initiate and maintain IV
therapy as ordered (specify:
fluids, rate, site, via pump,
etc.).

Assess IV rate and site for
redness, swelling, and ten-
derness at each visit.
Change tubing q 24 hours.
(If client is on IV therapy

Assessment provides infor-
mation to determine posi-
tive or negative fluid bal-
ance. Normal adult intake
equals output (usually
about 2500 ml in and out
in 24 hours).

Weight changes provide
information on severity of
losses.

Fluid moves out of the tis-
sues to replace losses in the
vascular space; urine and
blood become concentrat-
ed, circulating volume ¥,
and heart rate P to com-
pensate.

Potassium and magnesium
are lost through prolonged
vomiting. Potassium plays
an important role in the
myocardium.

Provides fluid replacement
until vomiting is under
control (specify how fluid
ordered will correct

deficit).

IV infiltration, or infection
at the site are possible
complications of IV thera-
py- Clients may benefit
from IV therapy at home,

INTERVENTIONS

RATTIONALES

at home, teach client and
significant others to main-
tain IV, run pump, assess
site, etc.)

Administer antiemetic
medications as ordered
(specify: drug, dose, route,
and time).

Monitor for side effects of
medications (specify for
each drug). Teach client
about common or serious
side effects to report.

Suggest to client that lying
down in a quiet room may
relieve the nausea.

Provide information about
acupressure as a possible

additional therapy.

Provide support and teach-
ing about the risks of
dehydration to client and
significant others.

Evaluation

(Specify action of pre-
scribed drug related to
nausea and vomiting.)

(Specify the problems with
each side effect related to
the drug and nussing diag-
nosis.)

Client may need “permis-
sion” to lie down frequent
ly.

Many women report a ¥
in nausea and vomiting
with acupressure wrist

bands.

The client and significant
others will need support tc
cope with the demands of
hyperemesis.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Specify client’s intake and output in cc’s/time

frame.)

(Describe client’s skin turgor and mucous mem-

branes.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Nutrition, Altered: Less Than Body

Requirements

Related to: Inability to ingest or absorb nutrients

due to excessive vomiting.
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Defining Characteristics: Client reports anorexia
and vomiting and is unable to eat (specify amount
of food client has been able to keep down/time).
Client is not gaining appropriate weight or is los-

ing weight (specify).

Goal: Client will absorb sufficient nutrients for
maternal needs and fetal growth by (date/time to

evaluate).

Outcome Criteria

Client will ingest and absorb (specify caloric
requirements for this client) kcal/day.

Client will gain appropriate weight (specify gain
and time frame: e.g., 2-4 pounds in first

trimester).

INTERVENTIONS

RATIONALES

Assess weight and weight
gain at each visit.

Assess for physiologic signs
of starvation: jaundice,
bleeding from mucous
membranes, or ketonuria
at each visit,

Once acute nausea has
passed, begin oral intake as
tolerated: clear liquids
{broth, juices), potato
chips, small meals of any
desired foods q 2 - 3

hours.

Suggest herbal teas such as
ginger, mint, or
chamomile.

If client is to receive TPN,
initiate and titratc accord-
ing to physician’s orders
and nursing protocols

(specify).

Monitor blood glucose as
ordered. Report levels over
120 mg/dL.

Provides information
about nutritional status.

Deficiencies of vitamins C
and B-complex,
hypothrombinemia, and
ketosis may result from
insufficient nuttition.

Many women report that
they can't tolerate water,
desire salty foods (chips
have 1 potassium, folic
acid, and vitamin C than
saltines), feel better if lig-
uids aren’t taken with
meals.

Ginger offers relief for
some women; herbal teas
may be soothing.

TPN can be formulated to
provide glucose, lipids,
amino acids, electrolytes,
minerals, and trace ele-
ments.

Hyperglycemia may be
detrimental to the fetus.

INTERVENTIONS

RATIONALES

Monitor labs for triglyc-
erides, cholesterol level &
liver function.

If client is to receive naso-
gastric feedings, insert tube
according to nursing pro-
tocols. Ensure proper
placement (add specifics),
use pump.

Initiate feedings of pre-
scribed product {specify) at
50 cc/hour and increase as
client tolerates to 75 cc/hr
(specify amount to be
given/day as ordered).

Teach client to maintain
infusion if at home, teach
to assess tube placement,
may also teach to reinsert
tube with assistance of sig-
nificant others.

Maintain strict 180 while
on TPN or NG feedings.

Refer client to Registered
Dietitian and/or support
groups as needed (specify).

Evaluation

Excessive fats may cause
maternal hypetlipidemia,
P cholesterol.

Proper placement of feed-
ing tubes prevents aspira-
tion of the feeding solu-
tion. A pump ensures cor-
rect rate with no boluses of
glucose.

Infusion rates should be
adjusted according to the
client’s feelings of fullness.
After client is comfortable,
rate may be P to provide
specified amounts.

Client may need feeding
tube for days or weeks
until nausea has stopped.
Allows client to participate
in her care.

Provides information to
avoid overload.

Support groups may offer
additional ideas, dietitian
can help the client plan an
optimum diet.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(List kcal/day that client is receiving. Compare
with those needed for this client.)

(What is client’s weight gain/loss? Is this appro-

priate for goal?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Theoretical Causes

M hCG
N estrogen
gastric dysrhythm
psychiatric

l

Excessive Nausea & Vomiting

/ v \
Fluid & Electrolyte Dehydration Starvation
Imbalance
v
Acid-Base Hypovolemia
Imbalance
i V protein ¥ vitamins
¥ renal function l
¥ dysrhythmias \ jaundice
bleeding
v v
¥ placental perfusion ¥ fetal nutrition
v
Fetus
IUGR
CNS malformation

death



PREGNANCY

31

Threatened Abortion

Vaginal bleeding during the first half of pregnancy
is considered a sign of a threatened spontancous
abortion. About 20-25% of women will experi-
ence some bleeding in early pregnancy. About half
of these will eventually abort in a matter of days
or even weeks. Uterine cramping and/or low back
pain often accompanies this bleeding. The other
causes of early spotting or bleeding may be
implantation of the trophoblast, cervical lesions,
or polyps disturbed by exercise or intercourse.
These conditions usually do not cause pain or
cramping.

Other serious causes of vaginal bleeding during
the first trimester may be ectopic pregnancy or
gestational trophoblastic disease. All pregnant
women should be taught to report any vaginal
bleeding to their health care provider.

Medical Gare

* Sterile speculum exam to t/o dilatation of the
cervix (inevitable abortion)

* Bedrest with analgesia if needed
* Hgb and Hct if bleeding heavily, CBC, blood

type and screen

* Vaginal ultrasound, serum £ hCG, progesterone
levels to assess if conceptus is alive

o Possible D&C if no living conceptus or missed
abortion, followed by examination of the tissue
for abnormalities

* Rh negative mothers who are not sensitized are
given RhoGam after an abortion

Anxiety (22)
Related to: Possible pregnancy loss.

Defining Characteristics: Client verbalizes fears
about pregnancy loss (specify). Client is (specify
physical signs of anxiety e.g., crying, pale, tremors,
etc.).

Fluid Volume Deficit, Risk for (66)

Related to: Excessive losses: vaginal bleeding dur-
ing pregnancy.

Additional Diagnoses
and Care Plans
Infection, Risk For

Related to: Internal site for organism invasion sec-
ondary to vaginal bleeding during pregnancy.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Client will not experience infectious process
by (date/time to evaluate).

Outcome Criteria

Client will maintain (specify: oral, tympanic, etc.)
temperature < 100°F. Vaginal discharge will not be
foul smelling.

INTERVENTIONS

RATIONALES

Assess for signs of infec-
tion (specify how often:
e.g-, q 4 hrs): temperature
(route), pulse, B/P, odor of
vaginal discharge, abdomi-
nal tenderness.

Wash hands thoroughly
with warm water, soap,
and friction before and
after providing client care.
Teach client to wash her

Provides information
abour the signs of inflam-
matory response and
infectious processes.

Effective handwashing
removes pathogenic organ-
isms from the hands.
Prevents transmission of
microotganisms.
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INTERVENTIONS RATIONALES Grieving, Anticipatory

hands before and after Related to: Threatened abortion, potential for
using the bathroom, infant with congenital anomalies (specify).
changing peri pads, and

before eating, etc.

Monitor lab values as
obtained: CBC, cultures,

etc. Notify caregiver of any
abnormal values.

Wear clean gloves when
changing peri pads for
client.

Teach client to change peri
pad frequently (specify: at
least q 2h or when soiled).

Teach client to wipe and
clean perineum from front

to back.

Administer antibiotics as
ordered (specify: drug,
dose, route, times for each
drug). Monitor for side
effects of each drug (speci-

fy).

Teach client to always take
whole course of antibiotics

as prescribed (specify).

Teach client signs of infec-
tion to report: fever,
abdominal tenderness, foul
vaginal discharge.

Evaluation

Allows early identification
of infectious processes and
allows prompt treatment.

Protects client and nurse
from cross-contamination.

Decreases dark moist envi-
ronment, which enhances
growth of microorganisms.

Prevents contamination of
vagina with fecal microor-

ganisms.

(Specify action of each
antibiotic: e.g., destroys
bacterial cell walls.)

Teaching prevents develop-
ment of antibiotic resistant
bacteria.

Provides information the
client needs to identify
infections early.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s temp? Is vaginal discharge foul

smelling?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Defining Characteristics: Client and significant
other report perceived loss (specify quotes: e.g., “I
think 'm going to have a miscarriage,” “We're

afraid the baby will be damaged,” etc.).

Goal: Client and significant other will begin the

grieving process.

QOutcome Criteria

Client and significant other identify the meaning
of the possible loss to them. Client and significant
other are able to express their grief in culturally

appropriate ways (specify).

INTERVENTIONS

RATIONALES

Assess the client and sig-
nificant other’s beliefs

abour the likelihood of

perceived loss.

Provide accurate informa-
tion (specify: percentages
of miscarriage with current
condition, viability with
these diagnoses, congenital
anomalies, etc.).

Assist client and significant
other to describe what the
perceived loss means to
them. Don't offer interpre-
tations such as “You can
always have another baby,”
etc.

Allow and support the
client and significant
other’s cultural expressions
of grieving (specify: anger,
crying, screaming, tearing
of clothes, etc.).

Assessment provides infor-
mation and allows clarifi-
cation,

Client and significant
other may be ovetly anx-
ious due to being unin-
formed about current con-
dition or may not realize
how serious the situation
is.

With an early abortion,
the client may feel relieved
or devastated. Identifying
the meaning of this Joss for
themselves helps to begin
the grief process.

Different cultures express
grief in different ways —
the nurse needs to allow
and facilitate grief work
without being judgmental.
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INTERVENTIONS

RATIONALES

Teach client and signifi-
cant other about the nor-
mal grief process & stages
and whar they may experi-
ence. Provide written
materials if literate.

Support client and signifi-
cant other in the stage they
are in and assist with reali-
ty-orientation (specify: “I
can see that you are angry,
this is a normal way to
feel,” or “I can see that you
are still hoping things will
turn out OK, I am hoping
50 100").

Allow visitors as client
wishes.

Explain to client that seda-
tion may delay grief work.

Ask client and family if
there are cultural traditions
that they would like to
observe. Facilitate as need-

ed.

Offer to contact the
clienrt’s clergy or the hospi-

tal chaplain if indicated.

Evaluation

Knowing that depression,
insomnia, crying, and
anger are normal reactions
will help the family to
cope with these feelings.

Assists the client and sig-
nificant other to work
through the process with-
out feeling disapproval.
Presents reality. Anger may
be turned on staff who
need to recognize that this
is normal.

Client advocacy: may wish
no visitors or a large sup-
port group.

Sedation may cloud the
events with which the
client must cope.

Provides information and
support for the cultural
needs of the family.

Religious support may be
helpful to some clients.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What do client and significant other describe as
the meaning of the possible loss? Use quotes.
Describe grief reactions the client and significant
other express: crying, anger, being stoic, etc.
Relate to culture as indicated.)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Threatened Abortion

Causes

18t trimester: abnormal development (50%)
2nd trimester; maternal infection, chronic diseases, endocrine
defects, autoimmune (antiphospholipid antibodies, HLA)
incompetent cervix, uterine defects,
environmental toxins

)

Threatened Abortion

vaginal bleeding/spotting before 20 weeks
cervix closed, may or may not have cramping

— N

Inevitable Continued
Abortion Pregnancy
obvious rupture of bleeding stops
membranes,

cervical dilatation,
cramping, bleeding

Missed Abortion
death of the
conceptous
without expulsion

Complete

Abortion

expulsion of the

complete products

of conception;
# bleeding and
cramping stop

Incomplete

Abortion
retention of some
tissue, usually the
placenta; bleeding
& cramping
continue; requires
D&C
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Pregnant women are at increased risk of infection
due to the hormonal and immune changes that
support pregnancy. Infection may affect the fetus
by crossing the placenta or ascending the vagina.
During the first trimester, infections may result in
spontancous abortion or fetal developmental
defects. Later, infections may cause preterm birth,
CNS defects, or neonatal infection and sepsis.

Prevention of infection is the primary goal.
Prenatal screening and identification of risk fac-
tors, along with client teaching, can lead to early
identification and prompt treatment.

Medical Care

* Rubella vaccination prior to pregnancy

* Screening for TORCH infections, Group B
streptococcus, and possibly hepatitis and HIV

* Medications: prophylactic antibiotics, antiviral:
zidovudine (AZT), antiinfectives, immune
globulins, etc.

* Fetal screening/ultrasounds to determine effects
of infections

Nursing Gare Plans
Anxiety (22)

Related to: Effects of prenatal infection on devel-
oping fetus.

Defining Characteristics: Client expresses concern
about the effects of infection on fetus (specify).
Client exhibits physical signs of anxiety (specify:

e.g., tension, pallor, insomnia, crying, etc.).

Grieving, Anticipatory (32)

Related to: Perceived potential loss of fetus, or
developmental defects secondary to infection.

Defining Characteristics: Client exhibits distress
about the perceived loss (specify: e.g., crying, sor-
row, anger, guilt, anorexia, etc.).

Decisional Conflict (17)

Related to: Continuing pregnancy with diagnosis
of (specify: HIV, fetal developmental defects, etc.).

Defining Characteristics: Client expresses conflict
about continuing pregnancy (specify: uncertainty,
questioning of personal values, etc.). Client delays
making a decision.

Additional Diagnoses
and Gare Plans
Infection, Risk for

Related to: Specify conditions that cause risk (e.g.,
heart disease, HIV positive, IV drug abuser, histo-
ry of recurrent STDs, etc.).

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Client will not experience infectious
processes by (specify date/time to evaluate).

Qutcome Criteria

Client reports no symptoms of infection (specify:
no fever, malaise, respiratory congestion, diarthea,
urinary burning, etc.). Client describes steps to
avoid infection (specify: handwashing, avoiding
people with infections, dirty needles, safe sex prac-
tices, etc.).
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INTERVENTIONS

RATTONALES

Assess for fever, malaise,
anorexia, weakness,
fatigue, night sweats, respi-
ratory congestion, diar-
thea, utinary burning, skin
lesions, joint pain, and
swollen lymph nodes.

Assess client for risk
behaviors: IV drug abuse,
recurrent STD’s.

Wash hands before and
after caring for client.
Teach client to wash fre-
quently: before eating,
before and after using the
bathroom, etc.

Teach client to avoid con-
tact with people with
infections (large crowds,
enclosed areas).

Use and teach client’s fam-
ily to use clean gloves if
handling body fluids; use
masks, eye shields, etc. as
indicated. Do not recap
needles; clean spills with
bleach solution in the
home.

Monitor lab values as
obtained for signs of infec-
tion risk (specify: cultures,
CBC, ELISA, Western
Blot, PCR, HIV culture,
CD4, etc.).

Use protective isolation
techniques (gloves, mask,
gowns for staff or visitors,
etc.) for clients at high risk
due to immune suppres-
sion.

Assessment provides infor-
mation about signs and
symptoms of active infec-
tious processes and oppor-
tunistic infections such as
pneumocystis carinii pneu-
monia, Kaposi’s sarcoma,
and lymphoma.

Identifies clients at risk for
infection.

Friction and hot water
remove many microorgan-
isms from the hands and
prevent their transmission.

Protects client from infec-
tions spread by respiratory
droplets.

Follows CDC guidelines to
prevent transmission of
blood-borne pathogens to
caregiver or others in the
family of client.

Provides information
about the microorganism
causing the infectious
process.

Interventions protect
immune-compromised
client from contact with
infection.

INTERVENTIONS

RATIONALES

Administer drugs as
ordered {specify: drug,
dose, route, and times).

Administer prophylactic
antibiotics prior to dental
work, birth, and invasive
procedures if ordered.

Monitor for side effects of
medications (specify for

each).

Provide emotional support
and accurate information
about the prognosis for the
pregnancy (specify for each
infectious agent the client

has).

Refer client and family as
indicated (specify: drug
treatment programs, psy-
chological counseling, and
support groups, eic.).

Evaluation

(Describe action of each
drug related to the infec-
tious agent.)

Prevents bacterial endo-
carditis in client at risk;
e.g., hx of rheumatic fever,
heart disease.

Provides information
about client tolerance of
the medication.

Provides information and
support to help the client
cope with a diagnosis that
may endanger the fetus or

herself.

Referrals provide addition-
al information and assis-
tance to client and family.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
(Does client deny s/s of infection? List s/s. Does
client identify how to avoid infection? Use quotes)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Hyperthermia

Related to: Physiologic response to infectious

process.

Defining Characteristics: Increased body temper-
ature (specify), warm, flushed skin, tachycardia.

Goal: Client will have a return to normal body
temperature by (specify date/time).
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QOutcome Criteria

Client’s temperature will be < 102° E

INTERVENTIONS

RATIONALES

Assess temperature (specify
route), B/B, pulse, and res-
piration every (specify time
frame: e.g., q 2-4 hours).

Assess client for dehydra-
tion: dry skin and mucous
membranes, poor turgor,
sunken eyes, output >
intake, etc. (specify how

often).

Assess fetal heart tones
(specify frequency ot
maintain on continuous
EBM if condition war-
rants).

Assess for contractions
(specify to palpate or mon-
itor with EFM for speci-
fied amount of time).

Provide Mluids either by
mouth or IV as ordered
(specify: type of fluids,
whether isotonic or hypo-
tonic, amounts, routes, via
pump, times, etc).

Teach client to recognize
dehydration (thirst, dry
mouth, etc.) and to M flu-
ids early.

Monitor lab values as
obtained (specify: cultures,
etc.).

Administer (or teach client

Provides information
about temperature
changes, vital sign
response: with % temp,
HR ?rcspiration T, B/P
may ¥ due to hypo-

volemia.

Assessment provides infor-
mation about hydration
status. Hyperthermia caus-
es fluid loss by metabo-
lism, respirations, and
diaphoresis.

Maternal fever and dehy-
dration cause fetal tachy-
cardia. Hypovolemia may
compromise placental flow
and lead to fetal distress.

Maternal dehydration is
implicated in uterine con-
tractions which could [ead

to preterm labor and birth.

Maintains hydration as
fluid is lost from hyper-
thermia. (Isotonic fluids
act as replacement only,
hypotonic fluids cause
fluid to move across mem-
branes and back into the
cells if severely dehydrated.)

Prevents complication of
preterm labor. Pregnant
women have a P need for

fluids.

Lab tests may indicate
which organism is respon-
sible for fever.

(Specify action of drug in

INTERVENTIONS

RATIONALES

to take) antipyretics only
as ordered by health care
provider (specify: drug,
route, times, etc.).

Keep environmental tem-
perature at 72°F, cover
client with light blankets,
add blankets if chilling

occurs.

Encourage and provide for
rest during illness.

Evaluation

reducing temperature —
aspirin is contraindicated
during pregnancy due to
antiplateler activity.)

Promotes heat loss to the
environment and promotes
comfort, reduces chilling
that may A metabolic
activity.

Rest ¥ metabolic activity.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s temperature?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Social Isolation

Related to: Fear of rejection secondary to commu-

nicable disease.

Defining Characteristics: Client is diagnosed with
(specify: HIV infection, AIDS, herpes, condylo-
ma, etc.). Client reports feeling alone and being
unable to make contact with others (specify with

quotes).

Goal: Client will report 4 social interaction by

(date/time to evaluate).

Outcome Criteria

Client will identify 2 strategies to 4 social interac-
tions. Client will verbalize correct information

about her condition.
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES
Establish a supportive rela- The client is vulnerable Assist dlient to plan 2 Provides a beginning for

tionship with clienc.
Ensure privacy. Take time,
use good eye contact and
therapeutic communica-
tion techniques.

Teach client accurate infor-
mation about the disease:
agent, mode of transmis-
sion, and treatment
options (specify for condy-
loma, herpes, HIV/AIDS,
etc.).

Teach client how to avoid
spread of the infection to
others (specify: handwash-
ing, condoms, abstinence
during outbreaks, etc.)
Verify understanding,

Explore misconceptions
that the client and other
people may have about the
infection and how it is
spread.

Discuss ways to provide
accurate information to
others and when it would
be important to do so
(specify for each condi-
tion).

Ask client to describe her
current social network:
family, friends, co-workers,
neighbors, etc.

Explore how client thinks
her social network may
change related to her diag-
nosis.

Provide a safe environment
and encourage client to
express her fears and feel-
ings.

and benefits from the sup-
port of the nurse who
shows respect and caring
for the client as a worthy

individual.

Provides information with
which to counter possible
misconceptions about the
condition.

Empowers the client to
care for herself and other
people.

Identifies myths and mis-
information about the
infection.

Helps to reduce fear of
rejection by practicing how
to tell others of the infec-
tion.

Provides baseline informa-
tion about client’s social
network.

Validates the client’s feel-
ings, allows exploration of
fears about how others will
react to the diagnosis.

Empowets the client to
work toward changing a
situation she dislikes.

strategies to improve inter-
action with others during
the next week.

Encourage client to initiate
interaction with one other
person she trusts in the
next week.

Provide simple written
materials, videos, etc.
which client can use to
teach others — help client
to practice using the infor-
mation.

Refer client to support
groups as appropriate for
this client (specify: HIV
support groups, counsel-
ing, parenting groups,

hobbies, etc.).

Evaluation

improving social interac-
tion within a specified
time frame.

Helps the client to be real-
istic and practice how to
teach others factual infor-
mation about the condi-
tion.

Provides information and
support from others who
are coping with the same
diagnosis.

Gives client some options
she may think of trying to
meet new people who may
be supportive.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
g p Y

(Describe strategies that client has chosen to

improve social interaction.)

(Does client verbalize correct information about

her diagnosis?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Infection

Maternal Infection

Fetal-Neonatal Exposure

~ |

Ascending
Across Placenta Chorioamnionitis
Viruses Bacteria
Rubella Group B f-hemolytic
CMV streptococcus
Herpes Bacterial vaginosis
HIV
Protozoa
Toxoplasmosis
Spirochete
Syphilis
Fetal-Neonatal Effects
Congenital Malformations
(TORCH infections)
Spontaneous Abortion
Stillbirth Preterm SROM
Preterm Birth

Neonatal Sepsis

I

Vaginal

Bacteria

Group B B-hemolytic
streptococcus
Gonorrhea
Chlamydia
Trichamoniasis

Viruses
Herpes
Hepatitis B
HIV

Congenital Infection
(HIV, syphilis, herpes)
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The use of alcohol, tobacco, and illegal “street
drugs” such as marijuana, cocaine (crack), heroin,
PCP, and LSD can lead to an increase in perinatal
mortality and morbidity. Miscarriage, malnutri-
tion, infection, IUGR, placental abruption, still-
birth, preterm birth, congenital malformations,
and mental retardation may result from maternal
substance abuse during pregnancy.

All pregnant clients should be assessed for sub-
stance use in a caring and nonjudgmental manner.
The client may delay seeking prenatal care for fear
of reprisal. Clients frequently abuse several sub-
stances although they may only admit to one.

Definitions
* Psychological Dependence: The substance is

used for pleasure or to avoid pain/problems.
Results in intense craving and compulsive use.

* Physical Dependence: The body adapts to the
chemical. Results in tolerance (dosage must be
increased to produce the same effect) and with-
drawal syndrome (uncomfortable physiological
symptoms result from discontinuation of the

chemical).

* Addiction: The substance-dependent person
continues to use it in order to experience the

pleasure AND to avoid the discomfort of with-
drawal.

Medical Gare

* Urine toxicology screening: may be done at
intervals during pregnancy

s Fetal well-being screening: ultrasounds, NST,
BPP, etc. — high risk pregnancy

* Referral to Alcoholics Anonymous, addiction
counseling, or psychiatric consult if indicated

* Heroin may not be discontinued abruptly as it
will lead to decreased placental blood flow;
methadone maintenance therapy may be used
for women addicted to narcotics though it does
cross the placenta

Nursing Gare Plans
Basic Care Plan: Prenatal Home Visit (13)
Health Maintenance, Altered (8)

Related to: Lack of understanding about effects of
substance abuse during pregnancy. Lack of readi-
ness to change behaviors detrimental to self and
fetus.

Defining Characteristics: Client continues sub-
stance abuse during pregnancy. Client exhibits
emotional fragility; behavior disorders; symptoms

of abuse (specify).

Knowledge Deficit: Preterm Labor
Prevention (74)

Related to: Inexperience or lack of understanding
about the connection between substance abuse
and preterm labor.

Defining Characteristics: Maternal substance
abuse (specify) during pregnancy. Client expresses
incorrect information about substance abuse or
preterm labor (specify: e.g., “A seven month baby
does better than a nine month baby.”)

Gas Exchange, Impaired, Risk for: Fetal
(82)

Related to: Placental insufficiency secondary to
substance abuse (specify).
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Growth and Development, Risk for

Altered: Fetal

Related to: Maternal substance abuse (specify)

and ¥ nutrition.

Defining Characteristics: Inadequate maternal
weight gain (specify). Evidence of SGA fetus or
fetal TUGR (specify fetal size/gestational age); con-

genital defects (specify).

Goal: Fetus will experience appropriate growth
and development during pregnancy.

Outcome Criteria

Client’s fundal height will be within 2 cm of value
for gestarional age between 18 and 30 weeks. Fetal
growth and development appears appropriate on
ultrasound — no fetal anomalies identified.

INTERVENTIONS

RATIONALES

Assess fundal height (spec-
ify frequency: e.g., each

visit, each week, etc.).

Assess maternal nutrition
and weight gain (specify
frequency). Reinforce
nuttition teaching,

Assess fetal heart tones by
EFM (specify frequency).

Teach mother to count
and chart fetal movements
and review (specify fre-
quency).

Perform tests for fetal well-
being as ordered (specify:
e.g., NST, OCT, BPP, etc.)
report nonreassuring
results to caregiver.

From approximately 18 to
30 weeks, fundal height in

cms equals gestational age.

Substance abuse may lead
to poor nutrition and
inadequate weight gain.

Provides information on
fetal well-being.

The severely affected fetus
may show a decrease in
movement.

Provides information
about fetal well-being.
Ensures health care
provider is aware of testing
results.

INTERVENTIONS :

RATIONALES

Monitor results of fetal
testing (specify: Doppler
flow studies; ultrasounds:
fetal growth, physical
anomalies, amniotic fluid
volume (AFV).
Ampniocentesis: congenital
anomalies, L-S ratio, phos-
phatidylglycerol levels,

etc.).

Explain all testing and
results to client in terms
she can understand.

Teach client about the pos-
sible/actual fetal effects of
her substance abuse (speci-

fy).

Encourage client to abstain
from subsrance abuse and
praise efforts to do so.

Refer client for substance
abuse counseling or sup-
port groups (specify) if
unable to stop on her own.

Notify NICU, pediatri-
cian, perinatologist, and/or
neonatologist of fetal con-
dition and plans for deliv-

ery.
Evaluation

Provides information
about fetal warning signs:
decreased cord blood flow,
decreased AFV; cardiac or
neurological anomalies
may accompany alco-
holism; L-S ratio of 2:1 or
more and/or PG presence
indicare fetal marturicy.

Allows client to participate
in care of her fetus.

Client may be unaware of
detrimental fetal effects of
substance abuse.

Provides reinforcement for
client attempts to abstain.

Provides additional
encouragement and assis-
tance to client trying to
stop using substances.

Promotes multi-discipli-
nary involvement in deci-
sions regarding fetal carc
and delivery.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially mer?)

(What is fundal height/gestational age?)

(What are results of ultrasound? growth? develop-

ment? anomalies?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Coping, Ineffective Individual

Related to: Substance abuse behavior in response
to stress.

Defining Characteristics: Client reports substance
abuse (specify: alcohol, tobacco, cocaine, amounts,
years of use, etc.). Client states she uses substance

to cope with stress (specify, use quotes).

Goal: Client will cope effectively with stress with-
out substance use by (date/time to evaluate).

Qutcome Criteria

Client will identify stresses that lead to addictive
behaviors. Client will plan ways to avoid stress in
personal life. Client will use effective coping
strategies to deal with unavoidable stress.

INTERVENTIONS

RATIONALES

Establish rapport by con-
veying a nonjudgmental
and caring attitude while
presenting reality.

Assist client to identify all
substances she abuses, and
approximate amounts used
—allow time, suggest others
if client hesitates.

Teach client about the
effects of the substances
she uses on herself and her
fetus. Describe how each
affects fetus and mother.

Offer to assist client to
develop more effective
coping mechanisms.

Assist client to explore
original reasons for sub-
stance abuse and any
relapses if she has tried to
stop.

Clients who are substance
abusers may have learned
to be manipulative to
avoid negative conse-
quences.

Client may attempt to
avoid admitting to all sub-
stances which are used or
the amounts used.

Provides information
about the negative conse-
quences of each substance.

Reassures client she is not
alone and is worthy of the
attention of the nurse.

Provides information
about history and stimuli
for substance abuse.

INTERVENTIONS

RATIONALES

Assist client to identify
current stress in her life,
which accounts for contin-
uing substance abuse

For cach stress identified,
help client to plan a way
to avoid the stress if possi-

ble.

Teach effective coping
techniques: relaxation,
exercise, meditation, etc.

Encourage client to identi-
fy potential sources of
emotional support (speci-
fy: family, significant
other, support groups,
etc.).

Praise client for attempts
to stop substance abuse
and encourage continued
attempts if she has a
relapse.

Refer to appropriate pro-
fessional support (specify:
Aleoholics Anonymous,
Narcotics Anonymous,
psychiatric nurse coun-
selors, or others as ordered:
e.g., psychiatrist, in-patient
psychiatric unit, etc.).

Evaluation

Provides information
about stresses in the
client’s currenc life.

Avoidance of “trigger” situ-
ations will make it easier
to avoid using the sub-
stance.

Teaching provides infor-
mation about possible
effective coping strategies
for handling stress.

Social support influences
the client’s ability to effec-
tively cope with stresses.

Provides positive reinforce-
ment. Clients may have
many relapses before final-
ly being able to stop sub-

stance abuse.

The client may need more
assistance than the nurse is
prepared to offer. Support
groups such as AA are
often successful in helping
clients to quit substance
abuse.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(List stresses client has identified)

(List ways client has decided to avoid specific

stresses.)

(Describe coping strategies client has decided to
use to cope with unavoidable stresses.)

(Revisions to care plan? D/C care plan?

Continue care plan?)
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Associated Factors
social attitudes/environment
stress, occupation (access)
low self-esteem, poor coping
skills, lack of knowledge
familial substance abuse
frequently uses combination
of substances, amounts used

Signs/ Symptoms
delay in seeking care
hx of spontaneous abortion
stillbirth, LBW infants
malnutrition, dental decay
sinusitis, chronic URI’s
cellulitis (track marks)
infections, poor personal hygiene

Maternal Substance Use

alcohol
tobacco
cocaine (crack)
heroin
PCP, LSD, others

Fetal-Neonatal Effects Maternal Effects
spontaneous abortion Cocaine: cardiac dysrhythmias
chromosome breakage myocardial infarction, stroke, seizure

congenital heart defects placental abruption, sudden death
spinal anomalies
intestinal atresia

limb anomalies
brain anomalies
GU malformations
perinatal death
Fetal Alcohol Syndrome
developmental delays
mental retardation

Growth
LBW
IUGR

FIT



PREGNANCY

45

Diabetes mellitus is a metabolic disorder caused
by inadequate insulin production. Insulin is a hor-
mone that moves glucose from the blood into the
cells for energy use or storage. Diabetes mellitus is
broadly classified as Type I (insulin dependent,
IDDM) or Type II (non-insulin dependent,
NIDDM), depending on the severity of the
deficit.

Gestational diabetes mellicus (GDM) results from
the inability to meet the need for increased insulin
production during pregnancy. The mother’s body
stores more glucose during the first half of preg-
nancy and later, the placental hormone hPL (hCS)
works to resist maternal insulin, allowing more
glucose to be available for the fetus. GDM may be
controlled by diet alone or may require insulin
injections.

* Native American, Hispanic, or African-
American heritage

¢ Family hx of diabetes

* Previous GDM

* Previous unexplained stillbirth
¢ Previous infant > 9.5 pounds
* Maternal obesity

* Maternal age > 30

* Pre-eclampsia/eclampsia
® Bacterial infections
¢ Macrosomic infant

* Polyhydraminos

¢ Preterm birth

Stillbirth (IDDM only)

Congenital anomalies: heart defects, neural tube

defects (IDDM only)
Neonatal RDS, polycythemia, hyperbilirubine-

mia

* Dietary control: 30-35 kcal/kg of ideal body
weight/day ADA diet with no concentrated
sweets

* Blood glucose monitoring

* Medication: insulin (human) — oral hypo-
glycemic medications are contraindicated (ter-
atogenic)

¢ Urine testing for glucose and ketones
o MSAFP at 16-18 weeks

¢ Fetal movement counts

o NST weekly from 28-32 weeks

e Ultrasound for anomalies, AFV, and fetal
growth patterns

¢ Possible: OCT, BPP, amniocentesis for lung
maturity

e Possible induction at 38-39 weeks and/or
cesarean delivery

Nursing Gare Plans
Fluid Volume Deficit, Risk for (31)

Related to: Osmotic dehydration secondary to
hyperglycemia.

Anxiety (22)

Related to: Threat to biologic integrity secondary

to complicated pregnancy. Threat to well-being of
fetus secondary to maternal illness.
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Defining Characteristics: Client expresses appre-
hension about self and fetal well-being (specify).
Client exhibits physical tension ( heart rate, B/D,

etc.).

Gas Exchange, Impaired, Risk for: Fetal,

(82)

Related to: Placental vascular changes secondary

to poor glycemic control.

and Gare Plans

Injury: Risk for Maternal/Fetal

Related to: Fluctuations in internal environment:
hyperglycemia or hypoglycemia.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Mother and fetus will not experience any
injury from hyper-, hypoglycemia by (date/time to

evaluate).

QOutcome Criteria

Client maintains fasting blood glucose between
80-105 mg/dL, and urine is negative for ketones.
Fetal growth is appropriate for gestational age.
Fetus moves at least 10 times in 2-hour count.

INTERVENTIONS

RATIONALES

Assess client’s blood glu-
cose and HbA,  as
ordered (specify method
and timing: e.g. FSBG,
GTT, post-prandial, q.i.d.,
q.d., weekly, etc.).

Review client’s home test-
ing records at each visit.

Provides information
about glycemic control
during pregnancy: blood
glucose > 105 mg/dL fast-
ing or 120 mg/dL 2 hour
post-prandial may require
insulin administration. If
HbA, . is > 8.5, fetus is at
? risk for congenital
anomalies.

INTERVENTIONS

RATIONALES

Assess urine for glucose
and ketones (specify tim-
ing). Review client’s home
testing record at each pre-
natal visit.

Monitor client’s compli-
ance with diet (specify:
e.g., 2500 kcal ADA w/o
concentrated sugar divided

into 3 meals and 3 snacks
daily).

Monitor client’s self-
administration of human
insulin SC as ordered
(specify: type, timing, &
dosage).

Teach client to record daily
“kick counts” after 28
weeks: After a meal, when
baby is active, sit comfort-
ably and count fetal move-
ment until 10 “kicks” have
been recorded. Call health
provider if ¥ fetal move-
ment, fewer than normal
kicks, or < 10 in 2 hours.

Explain purpose of
MSAFP test ar 16-18
weeks to 1/o fetal neural
tube defects.

Monitor fetal testing as
ordered (specify: BPD,
ultrasound, fetal echocar-
diogram amniocentesis).

Assess client for signs of
PIH at each prenatal visit
(B/P. wt gain, proteinuria,
edema, and reflexes).

Excess blood glucose spills
into urine. Inability to use
glucose leads to # far and

protein metabolism result-
ing is ketoacidosis.

GDM may be controlled
by diet alone if client com-
plies. This diet provides
steady blood glucose levels
throughout the day.

Appropriate insulin
administration maintains
normal blood glucose lev-
els w/o causing hypo-
glycemia: may be adminis-
tered by insulin pump or
injection.

Fetal movement counts are
an inexpensive way to pro-
vide daily information
abour fetal well-being
without being invasive. A
decrease in fetal movement
may indicate distress.
Allows client to be a par-
ticipant in her care.

Fetuses of mothers with
IDDM and poor glycemic
control are at M risk for
NTD.

Provides information
about fetal growth, com-
plications, and lung matu-
rity.

Client with diabetes is at

higher risk for PIH.
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INTERVENTIONS

RATIONALES

Perform weekly NST’s as
ordered from 28-32 weeks
(or more frequently-speci-
fy), CST or OCT as

ordered.

Measure fundal height at
each visit, compare to pre-
vious value, and correlate
to estimated gestational
age.

Coordinate referrals as
ordered (specify: petinatol-
ogist, endocrinologist, dia-
betic nurse educator,
dietitian etc.).

Evaluation

Reactive NST is reassuring
sign of fetal well-being.
Nonreactive NST needs

further assessment such as
CST or OCT.

Macrosomic fetus is at risk
for birth trauma, shoulder
dystocia and may need
cesarean delivery.

Coordination of referrals
insures continuity of care
and communication
between multiple health

care providers.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s fasting blood glucose? What is
fetal growth pattern relative to gestational age?
How often is fetal movement felt in 2 hours?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Knowledge Deficit

Related to: Lack of information about diabetes

mellitus during pregnancy.

Defining Characteristics: (Specify: new diagnosis
of GDM). Client (and significant other) verbalize
lack of knowledge about diabetes during pregnan-
cy — request information about pathophysiology,
treatment, prognosis, self-care options (specify, use

quotes).

Goal: Client and significant other will verbalize
knowledge about gestational diabetes by

(date/time to evaluate).

Qutcome Criteria

Client and significant other will verbalize an
understanding of glycemic control during her
pregnancy: diet, exercise, BG, and urine testing

(insulin administration).

Client and significant other demonstrate skills
needed for control of diabetes during pregnancy
(specify: e.g., blood glucose monitoring, urine
dipsticks, SC insulin administration, etc.).

INTERVENTIONS

RATIONALES

Provide a comfortable
environment for learning,
invite client to include sig-
nificant others, allow ade-
quate time for questions.

Assess client and signifi-
cant other’s knowledge of
diabetes mellitus and abili-
ty to learn needed skills.

Describe maternal and
fetal pathophysiology of
GDM in simple terms: use
visual aids and written
materials; verify under-
standing.

Teach client and signifi-
cant other about the physi-
ologic rationale for the diet

Facilitates learning of com-
plex content; significant
others may provide sup-
port and reinforce learning
at home,

Provides baseline data for
planning education about
diabetes and self-care-
individualizes content to
client learning level.

Basic information the
client needs to understand
the condition and assess
her physiologic responses.

Understanding the physi-
ology will enhance compli-
ance and allow the client
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INTERVENTIONS

RATIONALES

plan prescribed (specify:
e.g., 2400 cal ADA, divid-
ed into 3 meals and 3
snacks, etc.).

Instruct client and signifi-
cant other in proper use of
blood glucose monitoring
equipment. Demonstrate
and have client perform a
return demonstration.

Teach client to perform
urine testing for glucose
and ketones: observe
client’s ability to read
results accurately.

(If insulin is prescribed:
Instruct client and signifi-
cant other in insulin
administration: include
storage, drawing up accu-
rate dosage, rolling vial to
mix, draw up clear
(Regular) insulin before
cloudy (NPH) if mixing
types, SC technique, rota-
tion of sites — allow client
to demonstrate skill at next
dosage.)

Teach client to engage in
regular nonstrenuous exer-
cise such as walking or
swimming and to adjust
diet according to activity

level.

Teach client and signifi-
cant other the s/s of hypo-
glycemia (BG < 70 mg/dL)
and how to treat it:
Immediately eat some sim-
ple carbohydrate - glass of
fruit juice, honey, etc.
Follow this with 15 gm of
a complex carbohydrate
such as a slice of toast or

to modify her diet based
on activity levels and BG
testing.

Ensures client understands
procedure and can perform
skills correctly.

Ensures client is capable of
testing urine and under-
stands how to read results.

Teaching promotes safe
and accurate insulin
administration technique —
enhances self-esteem to
master this skill.

Exercise promotes utiliza-
tion of dietary CHO and
may ¥ insulin need. May
need to  CHO intake
before vigorous activity or
¥ insulin if ill.

Promotes recognition of
condition and allows fast
treatment to avoid compli-
cations. Empowers the
client and significant other
to recognize and handle
situation. Simple CHO 1
BG levels quickly but is
metabolized quickly so
needs to be followed with

INTERVENTIONS

RATIONALES

crackers and peanut butter,
wait 15 minutes and retest
BG.

Teach client and signifi-
cant other the s/s of hyper-
glycemia, the dangers of
diabetic ketoacidosis, and
to check BG and notify
health care provider
{administer insulin).

Instruct client to report
any signs of illness or
infection to caregiver as
diet or insulin needs may
change quickly.

Instruct client to keep a
record of all BG and urine
testing, insulin administra-
tion, diet, and activity lev-
els. Review record with
client at prenatal visits.

Provide written reinforce-
ment of all teaching topics,
reassure client that you
will return to review con-
tent (specify when).
Suggest writing down
questions.

Refer client to other
resources as needed (speci-
fy: American Diabetic
Association, support
groups, etc.).

Evaluation

longer-lasting CHO to
maintain blood levels.

Promotes recognition and
fast treatment to avoid
DKA.

Clients with GDM are at
greater risk of infection,
which may result in DKA.

‘Written record provides
information about client’s
individual responses.
Allows client to modify
self-care as needed.

Provides alternative source
of information, reinforces
content and ensures client’s
questions will be answeted.

Resources provide addi-
tional information and
support.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Do client and significant other verbalize under-
standing of: diet, exercise, BG, and urine testing

(insulin administration?)
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(Did client and significant other demonstrate
blood glucose monitoring, urine dipsticks, SC
insulin administration, etc?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Maternal

A need for insulin
(glucose storage & fetal use)

(hPL - insulin resistance)
+

insufficient production of insulin
in beta cells of pancreas

V¥ insulin

Inability of glucose to enter cells for

/ energy metabolism or storage \

M blood glucose levels A fat & protein metabolism

polyuria A triglycerides
polyphagia & amino acids
polydipsia 1 ketones
| PLACENTA |
0 fatty!cids
M glucose Fetal & amino acids L
i M ketones

A insulin production
M growth & fat deposits
¥ lung maturation

polycythemia

!

Neonatal
4 brai
Hypoglycemla development
Macrosomia
Jaundice
RDS
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Heart Disease

Heart disease is the number four cause of mater-
nal mortality after hypertension, hemorrhage, and
infection. Rheumatic fever is declining as a cause
of heart disease but advances in treatment of con-
genital defects means that more of these women
are now likely to become pregnant.

Pregnancy increases the workload of the heart.
Cardiac output is increased from 15-25% by 8
weeks of gestation and peaks at 30-50% by mid-
pregnancy. The left ventricle has an increased
workload, pulse rates increase, and there is a
decrease in peripheral and pulmonary vascular
resistance. The diseased heart has a decreased car-
diac reserve and may have difficulty adapting to
these changes.

Classification of Heart Disease
(NYHR)

Clients with Class I and II heart disease have a
potential for good pregnancy outcome. Those
with Class III or IV are at risk for serious compli-
cations and may be advised to avoid pregnancy.

* Class I — Uncompromised: Physical activity is
not limited by angina or symptoms of cardiac
insufficiency

¢ Class II — Slightly Compromised: Comfortable
at rest but normal activity causes fatigue, palpi-
tations, dyspnea, or angina

¢ Class III — Markedly Compromised:
Comfortable at rest but less than ordinary activ-
ity causes excessive fatigue, palpitation, dysp-
nea, or angina

¢ Class IV — Severely Compromised: Unable to
perform any activity without discomfort; may
experience angina or signs of cardiac insuffi-
ciency while at rest

* Diagnostics: echocardiogram, chest x-ray, elec-
trocardiogram, auscultation for murmurs, pos-
sible cardiac catheterization

* Medications: vitamins and iron, flu vaccine,
Heparin (coumadin is teratogenic), thiazide
diuretics, furosemide, cardiac glycosides (digi-
talis), prophylactic antibiotics for dental or sur-
gical invasive procedures and for delivery

* Close monitoring to avoid excessive weight gain
(24# goal), anemia, fluid retention, PIH, and
infection

o Plan for low forceps vaginal delivery with
epidural anesthesia

* Hospitalization for Class IIT or IV prior to
delivery with possible invasive hemodynamic
monitoring

Nursing Gare Plans
Anxiety (22)

Related to: Actual or perceived threat to biologic
integrity secondary to effects of pregnancy on pre-
existing heart disease.

Defining Characteristics: (Specify: client states
feeling nervous; anxious, anticipates misfortune.
Client exhibits physiologic signs of anxiety: trem-
bling, palpitations, pallor, etc.). Client reports
cognitive signs of anxiety: unable to concentrate,
confusion, etc.).

Infection, Risk for (35)

Related to: Underlying heart disease and
decreased cardiac reserve.

Activity Intolerance (26)

Related to: Fatigue, insufficient oxygenation for
normal activity.
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Defining Characteristics: (Specify: client reports
weakness and fatigue. Client exhibits shortness of
breath, dyspnea, tachypnea with activity [specify
level]. Specify changes in pulse and B/P with

activity.)

Decreased Cardiac Output

Related to: Inability of the heart to adapt to
hemodynamic changes of pregnancy secondary to
mechanical, electrical, or structural alterations.

Defining Characteristics: Client reports (specify:
fatigue, syncope, angina at rest, with normal activ-
ity, with exertion. Specify: ¥ B/B, ECG changes,
1 pulse,¥ peripheral pulses, ¥ urine output, ¥

CVP, etc.).

Goal: Client will maintain adequate cardiac out-
put during pregnancy (date/time to evaluate).

Qutcome Criteria

Client will maintain stable B/P (Specify: e.g. sys-
tolic > 100 mmHg), pulses regular rhythm, rate
< 100, urine output > 30 cc/hr.

INTERVENTIONS

RATIONALES

Assess B/P (specify sites)
and apical pulse for 1
minute noting rate and
rthythm, assess peripheral
pulses (specify frequency).

(Assess CVP or Swan Ganz
readings if applicable
[specify timing] - monitor
for complications: trauma,
infection, emboli, dys-
rhythmias, pneumothorax,
etc.)

Systolic B/P < 100 mmHg,
pulse > 100 or irregular
with ¥ peripheral pulses,
may indicate ¥ C.O.

Central venous pressure
provides information
about circulating blood
volume; Swan Ganz
catheter provides informa-
tion about pulmonary
pressures.

INTERVENTIONS

RATIONALES

Assess for changes in pulse

and respirations associated

with activity change (speci-
fy frequency). Compare o

previous findings.

Assess for ECG changes if
applicable [specify timing].

Assess urine output (speci-
fy frequency: e.g., qh, q
shift). Teach client to
report if output estimated
at < 30 cc/hr.

Assess fetal well-being
(specify frequency: e.g.,
continuous, q shift, weekly
etc.) FHR, reactivity, fetal
movement counts, fundal
height, etc.

Monitor lab values and
test results: potassium, cal-
cium, ECG, echocardio-
gram, amniocentesis, etc.

Administer drugs such as
digitalis, 8-blockers, and
calcium channel blockers,
as ordered (specify: drug,
dose, route, and times).
For digoxin, assess apical
pulse for 1 min and hold
dose if HR < 60 — notify
M.D. Monitot serum K+
levels.

Assess for therapeutic and
adverse effects of each drug
(specify: e.g., s/s digitalis
toxicity: anorexia, nausea,
vomiting, bradycardia, and

dysrhythmias).

¥ C.O. results in tachy-
cardia and tachypnea (res-
pirations > 24) with
activity. Worsening condi-
tion indicates cardiac
decompensation.

Dysthythmias may cause
¥ C.O. or be sympto-
matic of ¥ cardiac func-
tion.

Provides information
abour adequacy of C.O.
relative to renal blood flow
and the effect on renal
function.

Assessment provides infor-
mation about adequacy of
cardiac output and utero-
placental blood flow, fetal
oxygenation, and nutri-
tion/growth.

Assessment provides infor-
mation about electrolytes
critical for cardiac func-
tion; cardiac pathology;
fetal marurity.

Digitalis (cardiac glyco-
side) increases the strength
of the myocardial contrac-
tion while decreasing the
rate and workload of the
heart (specify action of
each drug relative to car-
diac output) d K+
increases risk of digiralis
toxicity.

Assessment provides infor-
mation about the desired
effect and early recognition
of complications of drug
therapy.
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INTERVENTIONS

RATTIONALES

Assess social support and

include family and/or sig-
nificant other in teaching
about condition and care.

Teach client med. adminis-
tration (specify: e.g., for
digitalis need to teach to
take apical pulse) and
adverse effects to report
(signs of digitalis toxicity).

Teach client to rest in bed
for 10 hours at night and
for 30 minutes after meals.
Teach client to lie in left
lateral position and to sit
with feet elevated.

Teach client use of anti-
embolism stockings if pre-
scribed: teach to roll on,
check pulses, color of toes,
and sensation.

Teach client and family of
need to limit activity to no
more than light house-
work, not to climb stairs,
and to avoid emotional
stress (bedrest if ordered).

Teach client and signifi-
cant other warning signs of
cardiac decompensation to
report immediately: pro-
gressive severe dyspnea,
fatigue, tachycardia, palpi-
tations, or syncope, chest
pain on exertion.

Refer to support groups if
available, social service
agencies, etc. (specify).

Client will need good
social support for lifestyle
changes needed during
tisk pregnancy.

Teaching provides infor-
mation to ensure safe
administration of cardiac

drugs.

Resting decreases workload
on the heart. These posi-
tions facilitate venous
return and renal and
uteroplacental perfusion.

Anti-embolism stockings
prevent venous stasis and
provide mechanical stimu-
lation for venous return.

Limiting activity decreases
cardiac workload — extent
of limitations depends on
degree of cardiac disease:
Class I or IV may need
complete bed rest.

Teaching allows for
prompt treatment to pre-
vent further complications
such as CHF or dysrhyth-

mias.

Referrals may provide
social or financial support.

Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s B/P? Is systolic > 100 mmHg?
What is client’s pulse rate and rhythm? Is rate

< 100? What is client’s urine output? Is output >
30 cc/hr?)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Fluid Volume Excess

Related to: Compromised regulatory systems sec-
ondary to heart disease and * circulating volume

of pregnancy.

Defining Characteristics: Client reports dyspnea,
shortness of breath, edema (specify where, how
much: e.g., dependent, periorbital, +2, +3... pit-
ting). Intake > output (specify), T wt. gain
greater than expected for gestation (specify).

Goal: Client will not exhibit excess fluid reten-
tion by (date/time to evaluate).

QOutcome Criteria

Client will report ¥ dyspnea. Client will have ¥
edema (specify: e.g., < +2 dependent). Urine out-
put will approximately equal intake. Weight gain
will be no more than (specify based on gestation).

INTERVENTIONS

RATIONALES

Weigh client (at each pre-
natal visit) and compare to
expected gain for gesta-
tion.

Assess for edema (at each
visit): dependent, sacral (if

Unexplained weight gain is
an early sign of fluid reten-
tion.

Increased fluid volume of
pregnancy and gravity may
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INTERVENTIONS

RATTIONALES

lying), fingers (check
rings), facial, and perior-
bital. Rate extent (+1, +2,
etc.). Compare to previous
findings.

Assess skin turgor and stri-
ae gravidarum (stretch
marks) development (at
each visit).

Assess for other signs of
PIH (at each visit): B/P,
hyperreflexia, epigastric

pain, and visual distur-

bances. Assess urine for

protein.

Assess for cough, respira-
tions noting rate and ease.
Auscultate lungs noting
any rales (crackles),
rhonchi, or wheezes (at
each visit).

Assess for jugular (neck)
vein distention (at each
visit).

Assess intake and output
and urine specific gravity
(specify time frame). Teach
client to assess intake and
output at home and to

report urine output < 30
cc/hr.

Administer diuretics as
ordered ecarly in the day
{specify: drug, dose, route,
times) and assess results
(teach client to self-admin-
ister diuretics if indicated).

Monitor lab results as
obtained. Note serum
albumin, sodium and
potassium levels.

account for dependent
edema (physiologic edema
of pregnancy).

Increased fluid retention in
the extravascular spaces
causes taut skin. Striae
may develop rapidly as
skin stretches.

Clients with heart disease
are at higher risk of devel-
oping PIH.

Cough, dyspnea, &
tachypnea (> 24) are signs
of ¥ oxygenation possibly
caused by pleural effusions
resulting from FVE,

Jugular distention is an
indication of systemic
venous congestion.

Oliguria indicates ¥ renal
perfusion, which activates
the renin-angiotensin-
aldosterone system causing
Na+, K+, and H,O reten-
tion and P sp. gr. of
urine,

(Describe how specific
drug works to cause diure-
sis.} Teaching client about
medications enables her to
participate in her care and
assess for therapeutic or
adverse effects.

Monitoring labs provides
information on fluid and
electrolyte balance.

INTERVENTIONS

RATTIONALES

Assist client to plan a diet
4 in iron and protein &
essential nutrients with no
added salt. Explain ratio-
nale for diet changes.

Teach client to position
herself with head & shoul-
ders raised and a wedge
under right hip co tilt
uterus to the left.

Instruct client and signifi-
cant othet to notify physi-
cian if client experiences
P dyspnea, tachypnea, a
“smothering” feeling,
cough, or hemoptysis.

Evaluation

Low protein, 1 sodium
contributes to fluid reten-
tion. Iron is needed for
hemoglobin.
Understanding the ratio-
nale helps the client to
comply.

Upright position facilitates
breathing, and left uterine
displacement increases
renal and uteroplacental
blood flow and fetal perfu-

sion.

Instruction allows for
prompt treatment to avoid
complications from con-
gestive heart failure.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
(Does client report ¥ dyspnea?)

(Describe edema, does urine output approximately
equal intake? What was client’s wt gain?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Tissue Perfusion, Altered: placental

cardiopulmonary

Related to: Changes in circulating blood volume,

secondary to heart disease.

Defining Characteristics: Specify: (pallor,
cyanosis, ¥ B/P [specify normal and present B/P],
* capillary refill time [specify how many seconds],
¥ 520, levels [specify], anemia {specify Hgb &
Hct), fetal IUGR, and/or late decelerations on

EFM).

Goal: Client will experience adequate cardiopul-
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monary and placental tissue perfusion by

(date/time to evaluate).

Outcome Criteria

Client’s B/P will be > (specify: e.g., 100/60
mmHg). Sa0, will be > 95%. Fetal growth will
be appropriate for gestational age. FHR will be
110-160 with average variability and no late decel-

erations.

INTERVENTIONS

RATIONALES

Assess B/P and pulses, skin
color and temperature,
mucous membrane color,
capillary refill time, SaO,
(if available), clubbing of
fingers/toes, and level of
consciousness (LOC) (state
how often).

Assess fetal growth com-
pared ro expected rate, and
monitor FHT for rate
(110-160), variability, and
accelerations or decelera-
tions. Perform NST or
OCT as ordered (state
when to assess fetal well-

being).

Assess client for anemia:
monitor labwork as
obtained (e.g., H&H).

Provide oxygen via face
mask or nasal cannula at
(specify rate) as ordered.

Administer cardiac glyco-
side medications (or oth-
ers) as ordered (specify:
drug, dose, route, time).
Monitor for therapeutic
and adverse effects.

Assessment provides infor-
mation about circulation:
C.0., oxygenation at the
capillary level, chronicity
of hypoxemia, oxygenation

of the CNS.

Assessment provides infor-
mation on placental func-
tion. Changes in baseline
FHR with loss of variabili-
ty or late decelerations
indicate ¥ oxygenation or
placental petfusion.

Tissue oxygenation is
dependent on adequate
hemoglobin levels.

Provides supplemental
oxygen to tissues.

Cardiac glycosides pro-
mote C.O. by slowing and
strengthening contraction
of the myocardium (speci-
fy action of other drugs).
Prevents complications of
drug therapy.

INTERVENTIONS

RATIONALES

Teach client to rest in left
lateral position or semi-
fowlet’s with a wedge
under right hip and to
change position at least q
2h.

Provide egg crate mattress
and extra pillows for client
on bedrest. Provide ROM
as needed (specify timing).
Assess skin condition dur-
ing bath noting any red-
dened areas.

Teach client to avoid tight
or restrictive clothing.

Teach client to do daily
“kick counts” of fetal

movement.

Reinforce measures to
ensure optimal oxygena-
tion: diet, iron and vita-
mins, and no smoking,

Evaluation

Rest and positioning facili-
tate placental perfusion.
Position change prevents
skin breakdown from con-
tinuous pressure on one
area.

Interventions prevent
development of pressure
sores from ¥ tissue perfu-
sion over bony promi-
nences.

Tight clothing may furcher
¥ circulation.

Provides information on
fetal oxygenation.

Reinforcement supports
the client in making
lifestyle changes to
improve tissue perfusion.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Specify client’s B/P. What is SaO, level? Is fetal
growth appropriate for gestational age? What is
baseline FHR? Are there any accelerations or

decelerations?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Heart Disease

Rheumatic Heart Disease
Congenital Heart Disease
Others
Pregnancy
Mt C.0. (30-50%)
¥ pulmonary & peripheral
vascular resistance +
¥ B/P, N P, A stroke volume
obstruction
abnormal openings
v weak myocardium
A Cardiac Workload
+
WV Cardiac Capacity
Cardiomyopathy
¥ perfusion sympathetic V¥ renal Right ventricle Left ventricle
coronary stimulation perfusion weakness weakness
arteries ‘ ¢ ¢ i
+ peripheral M renin, 1 systemic 4 pulmonary
¥ O, vasoconstriction angiotensin, venous pressure
aldosterone, congestion
ADH
v v v
tachycardia {(pallor PH20 & Na* jugular vein pulmonary edema
diaphorgsis) retention distension
ll hepatomegaly
v M edema
A need for O2 4 circulating  sudden weight ¥ O2
(tachypnea) v volume gain fatigue
A venous return * tachypnea
\ cough
1 venous rales
engorgement hemoptysis

v

., Congestive Heart Failure
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Pregnancy Induced
Hypertension (PIH)

Pregnancy induced hypertension (PIH) is defined
as persistent B/P readings of 140/90 mmHg or
higher (or an ¢levation of more than 30 mmHg
systolic or more than 90 mmHg diastolic over

baseline B/P) which develops during pregnancy.

Pre-eclampsia is diagnosed when the hypertension
is combined with proteinuria (of 300 mg/L or
more in a 24 hour specimen) and or pathological
edema. The edema is generalized, not dependent,
and can be assessed in the hands and face. Pre-
eclampsia is further divided into mild and severe.
Severe pre-eclampsia is diagnosed when the dias-
tolic B/P is > 110 mmHg or the client experiences
persistent 2+ or more proteinuria (or > 4 g/L in
24 hours). Ominous signs of severe pre-eclampsia
are severe headache, visual disturbances, and epi-
gastric pain. These signs may indicate impending
eclampsia.

Eclampsia is PIH that progresses to maternal con-
vulsions. High maternal and fetal mortality and
morbidity is associated with eclampsia.

PIH usually develops in the third trimester. An
exception to this is found in molar pregnancies
when severe PIH can develop during the first 20
weeks. The cause of PIH is unknown with theo-
ries including immunologic factors and abnormal
prostaglandin synthesis. The only known cure is
delivery.

Risk Factors
* nulliparity

* maternal age < 18 or > 35

* family hx of PIH

e large uterine mass: hydatidiform mole, multiple
gestation, fetal hydrops (Rh sensitization), dia-
betes mellitus

e African-American heritage, hx chronic renal or
vascular disease

* complications are the result of vasospasm and
vascular damage

* congestive heart failure

* cerebral: edema, ischemia, seizures, hemor-
rhage/stroke = coma, death

* pulmonary edema

* portal hypertension = liver rupture
* retinal detachment

* coagulopathy: HELLP, DIC

* fetal hypoxia and malnutrition: ITUGR, fetal
distress

* placental abruption

* Mild pre-eclampsia (B/P < 140/90, no IUGR):
bedrest, evaluation twice a week

* B/P sustained > 140/90: hospitalization, bed-

rest

* Severe pre-eclampsia (B/P 160/110, proteinuria,
edema, ominous s/s: severe headache, visual dis-
turbances, epigastric pain, oliguria): hospitaliza-
tion, stabilization, and delivery (induction or
cesarean)

* Medications - MgSO, IV or IM (prevents con-
vulsions) and hydralazine (Apresoline) p.o., or
IV (lower B/P). Cervical ripening if indicated,
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pitocin induction, possibly betamethasone IM
(induce fetal lung maturity)

* Laboratory tests: H&H, platelets, serum creati-
nine, BUN, liver enzymes, coagulation studies,
24 hour urine for protein and creatinine clear-
ance

o Fetal testing: u/s, fetal size, NST, OCT, BPR,

AFV, amniocentesis for lung maturity

Nursing Care Plans
Anxiety (22)

Related to: Actual or perceived threat to biologic
integrity of mother and fetus secondary to compli-
cation of pregnancy.

Defining Characteristics: Client expresses feelings
of apprehension or nervousness (specify). Client
exhibits physical signs of tension or anxiety (speci-
fy: e.g., trembling, diaphoresis, insomnia, etc.).

Activity Intolerance (23)

Related to: Prescribed bedrest secondary to hyper-
tensive complication of pregnancy.

Defining Characteristics: Client exhibits increased
B/P > 15 mmHg with activity. Client reports
weakness, fatigue (specify) after bedrest.

Gas Exchange, Impaired, Risk for: Fetal
(82)

Related to: Placental separation secondary to vas-
cular damage and hypertension.

Additional Diagnoses
and Gare Plans
Injury, Risk for: Maternal/Fetal

Related to: Tonic-clonic convulsions.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client and fetus will not experience injury
from convulsions by (date/time to evaluate).

Outcome Criteria

Client does not exhibit tonic-clonic convulsions,
FHR remains between 110-160 withour late

decelerations.

INTERVENTIONS

RATIONALES

Assess maternal B/P, B, R

(specify frequency: c.g., q
5-15 min, gh).

Assess DTR’s (specify fre-
quency) and compare to
baseline prenatal DTR’s:

0 = no reflexes
+1 = hyporeflexia
+2 = normal DTR
+3 = brisk DTR
+4 = very brisk, with

clonus

Assess for signs of worsen-
ing condition (specify tim-
ing): headache, N&V,
visual disturbances, or epi-
gastric pain,

Provide decreased sensory
stimulation: dim lights,
provide a quiet atmos-
phere, limit visitors to sig-
nificant other.

Initiate and monitor
MgSO, administration IV
via pump or IM (Z-track)
as ordered (specify dose)

Assessment provides infor-
mation about escalation of
hypertension, which may
precede convulsions.

Hyperreflexia, especially
with clonus, indicates cere-
bral irritation, which may
precede convulsions.
MgSO; toxicity may first
be suspected with absent
DTRS.

Assessment provides infor-
mation on increased CNS
irritability and porral
hypertension — ominous
signs indicating imminent
convulsions.

Interventions decrease
cerebral stimulation. sig-
nificant other may provide
reassurance and comfort.

MgSO, is a CNS depres-
sant that ¥ acetylcholine
release at motor neurons

preventing convulsions.
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INTERVENTIONS

RATIONALES

with % solution). Report
respiration < 12 and d/c
MgSOy — support respira-

tion.

Inform client of expected
side effects of IV adminis-
tration: feeling of warmth.

Maintain strice bedrest.
Keep side rails up (X4)
and padded (with bath
blankets), keep oral airway
at bedside.

Monitor magnesium levels
as obtained:

6-8 mg/100 ml = thera-
peutic range

8-10 mg/100 ml — patellar
DTR disappears

12+ mg/100 ml = respira-
tory depression

Monitor houtly urine out-
put and inform physician
if < 30 cc/hr.

Keep calcium gluconate
and a syringe at the bed-
side for emergency use.

Administer antihyperten-
sive medications as ordered
(specify: e.g., hydralazine)
and per protocol (e.g., give
IVP slowly over 1 minute,
assess B/P q 2-3 minutes
etc.).

Implement continuous
EFM and assess for
changes in fetal well-being.
(specify frequency of docu-
mentation).

May cause resp. depres-
sion/arrest.

Teaching prepares client
for expected sensations to
avoid anxiety.

Interventions prevent
injury from tonic-clonic
movements. Airway is
available to maintain air-
way during seizure.

Monitoring levels provides
information on therapeutic
range and helps avoid
magnesium toxicity or res-
piratory arrest.

The kidneys excrete
MgSO, — intervention
prevents toxic accumula-
tion.

Calcium reverses respirato-
ry depression caused by
magnesium toxicity.

Desctibe action of specific
medications (e.g.,
hydralazine ¥ B/P by
ditect action on arterial
smooth muscle.

Fetal monitoring provides
information about baseline
rate or late decelerations.
Convulsions may interrupt
placental perfusion or lead
to placental abruption.

INTERVENTIONS

RATIONALES

Inform client and signifi-
cant other about all proce-
dures and medications
provided.

If client has a convulsion:
insert the airway if possi-
ble, protect client from
injury, note duration and
activity during seizure,
assess airway and fetal
well-being after seizure,
perform vaginal exam. Stay
with client and have some-
one else notify the physi-
cian.

Keep other caregivers
(specify: e.g., perinatolo-
gist, neonatologist)
informed of client and
fetus condition.

Evaluation

Information decreases anx-
iety about unfamiliar ther-
apies.

Interventions protect the
client from injury; provide
information about CNS
activity during convulsion
and fetal response; cervix
may become completely
dilated during a seizure.

Informing the caregivers
ensures continuity of care
and allows a team
approach to ensure mater-

nal/fetal well-being.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Has client had a convulsion? What is FHR base-
line? Any late decelerations?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Fluid Volume Deficit

Related to: Fluid shift to the extravascular space
secondary to ¥ plasma protein and colloid osmot-

ic pressure.

Defining Characteristics: Edema (describe e.g.,
3+ pitting, periorbital etc.), abnormal weight gain
(specify), ¥ urine output (described), * hemat-
ocrit (specify) s/s pulmonary edema (specify:

cough, rales, etc.).




60

MATERNAL-INFANT NURSING CARE PLANS

Goal: Client will maintain intravascular fluid vol-
ume by (date/time to evaluate).

QOutcome Criteria

Client will exhibit decreased edema (specify: e.g.,
2+ or less), increased urine output (specify hourly
amount), hematocrit will return to normal for

pregnancy (specify: e.g., < 40%).

INTERVENTIONS

RATIONALES

Assess for edema (specify
frequency):

+1 = slight pedal and

pretibial edema

+2 = marked dependent
edema

+3 = edema of hands, face,
periorbital area, sacrum

+4 = anasarca with ascites

Position client on her left
side, maintain strict
bedrest. Suggest client
remove jewelry and give to
significant other.

Insert foley catheter (as
ordered) and measure strict
hourly intake and output,
check urine specific gravi-
ty, and dip urine for pro-
tein,

Maintain IV fluids via
pump as ordered (specify
fluid type and rate: e.g.,
LR ar 60 cc/hr). Assess site
(specify frequency) for red-
ness, edema, or tenderness.

(Assess & monitor hemo-
dynamics via CVP line or
Swan Ganz catheter if

Assessment provides infor-
mation on the extent of
the fluid shift from
intravascular to extravascu-
lar spaces. Provides infor-
mation about improve-
ment of condition.

Left lateral positioning
facilitates renal and placen-
tal perfusion. Jewelry may
become constrictive with
edema.

Retention catheter pro-
vides information about
urine output and fluid bal-
ance. Output < 30 ml/hr
ot sp. gravity > 1.040 indi-
cates severe hypovolemia.

IV provides venous access
and careful fluid replace-
ment. Pump protects
against accidental fluid
overload. Assessment pro-
vides information about
IV infiltration or infection.

Assessment provides accu-
rate measurement of
intravascular fluid volume.

INTERVENTIONS

RATIONALES

inserted. Norms: CVP — R
atrium: 5-15 mmHg; pul-
monary artery wedge pres-
sure PAWP - 8-12
mmHg.)

Auscultate lungs (specify
frequency). Note any
changes: e.g., development
of a cough or rales that
don’t clear after 2-3 deep
breaths. Notify caregiver.

Explain all procedures and
rationales to client and sig-
nificanc other.

Evaluation

Comoplications include
trauma, infection, emboli,
and cardiac dysrhythmias.

Assessment provides infor-
mation about the develop-
ment of pulmonary
edema.

Explanation decreases anx-
iety about unfamiliar
events.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Describe edema, houtly urine output, and latest

hematocrit level)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Tissue Perfusion, Altered: Cerebral,
Hepatic, Renal, Placental, Peripheral

Related to: Vasospasm, coagulopathies secondary
to vascular endothelial damage.

Defining Characteristics: Client reports (specify:
severe headache, blurred vision or “seeing spots,”
nausea, epigastric pain, ¥ fetal movement).
(Specify: hyperteflexia [specify], oliguria [specify],
proteinuria, IUGR, fetal distress, fetal demise, ¥
platelets, 4 AST and ALT, bleeding gums,

petichiae, etc.).

Goal: Client and fetus will experience adequate
tissue perfusion by (date/time to evaluate).
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Outcome Criteria INTERVENTIONS RATIONALES
Client will deny any headache, visual distur- Monitor client for HELLP ~ HELLP syndrome may be

bances, or epigastric pain. Client will have platelet
count > 100,000/mm?, liver enzymes (AST &
ALT), WNL (specify for lab), fetal heart rate will
remain between 110-160 without late decelera-

tions.

INTERVENTIONS

RATIONALES

Assess temp (q 2 h), B/B, B
R (q 15-30 minutes or
specify).

Assess LOC, monitor for
severe headaches and
hyperreflexia (specify fre-
quency).

Assess for nausea and vom-
iting, epigastric pain, or
jaundice. Monitor lab
work for liver enzymes

(AST [SGOT] and ALT
[SGPT)).

Assess intake and urine
output via foley catheter,
monitor urine sp. gravity
and proteinuria. Monitor
lab work as obtained:
BUN, serum creatinine,
and uric acid.

Mouitor fetal growth pat-
tern using fundal height,
serial ultrasound measure-
ments (if provided).

Provide continuous EFM
if indicated. Monitor FHR
for ? or ¥ baseline, wan-
dering baseline, ¥ vari-
ability, or late decelera-
tions.

Assess client’s skin condi-
tion, color, temperature,
turgor, and edema (specify
frequency).

Assessment provides
ongoing informartion about
physiologic changes.

Assessment provides infor-
mation about neurological
perfusion and irritation.

Assessment and monitor-
ing provide information
about hepatic perfusion,
distention, portal hyper-
tension, and liver damage.

Assessment provides infor-
mation about renal perfu-
sion, GFR, and damage to
glomerular endothelium.

Assessment provides infor-
mation about placental
perfusion and transfer of
nutrients to the fetus.

Continuous EFM provides
information about ¥ pla-
cental perfusion and
impaired gas exchange to
the fetus.

Assessment provides infor-
mation about client’s
peripheral perfusion.

syndrome: hemolysis, T
liver enzymes, and ¥
platelets.

Monitot client for the
development of dissemi-
nating intravascular coagu-
lation (DIC): easy bruis-
ing, epistaxis, bleeding
gums, hematuria, petechi-
ae, or conjunctival hemor-

rhages.

Administer acetaminophen
as ordered for elevated
temperature. Monitor for
signs of infection.

Keep client’s caregiver
informed of client’s status
and new information as
obtained,

Transfuse blood products
and coagulation factors as
ordered per agency proto-
col.

Provide emotional support
to client and family.
Explain all equipment and
procedures. Arrange for
health care providers to
meet with client and fami-
ly to discuss plans, Arrange
for significant other (fami-
ly) to tour NICU if indi-
cated.

Evaluation

associated with severe pre-
eclampsia,

Clients with HELLP syn-
drome may progress to
develop DIC, which may
result in spontaneous hem-
orrhage. Infection or fever
reduces platelets further.
Aspirin is thrombocy-
topenic. Acetaminophen
daes not affect platelets.

Client’s condition may
deteriorate quickly.
Delivery is indicated with
HELLP regardless of EGA.

Intervention provides
replacement of necessary
blood and clotting compo-
nents.

Illness and the potential
for a poor outcome may
frighten client and family.

Knowledge decreases anxi-
ety related to unfamiliar
events and equipment.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client deny any headache, visual distur-
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bances, or epigastric pain? What is the plarelet
count? Are liver enzymes (AST and ALT) WNL
(specify for lab)? What is FHR? Are there any late

decelerations?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Diversionary Activity Deficit

Related to: Isolation and inability to engage in
usual activity secondary to prolonged bed-

rest/hospitalization.

Defining Characteristics: Client reports boredom,
depression (specify with quotes), flat affect, com-
plaining, or appears disinterested.

Goal: Client will engage in diversionary activities
as condition permits by (date/time to evaluate).

Outcome Criteria

Client will plan and participate in 3 appropriate
activities within limitations imposed by illness.

INTERVENTIONS

RATIONALES

Assess desired activities
and limitations imposed
by physician’s order, or
client condition.

Plan to spend quality time
with client (specify: e.g., 1
hour each day).

Explain rationales for limi-
tations to client and signif-
icant other.

Assist client and significant
other to develop a list of
diversionary activities
allowed in the plan of care.

Suggest additional activi-
ties client may not think

Assessment provides infot-
mation about client’s
desires and their congruen-
cy with the medical regi-
men.

Validates client’s concerns
and worth as a person.

Understanding rationale
for limits improves com-
pliance.

Intervention involves client
and significant other in
plan of care.

Suggestions provide
options for diversionary

INTERVENTIONS

RATIONALES

of: e.g., books on tape,
music therapy, computer
activities (Internet if avail-
able) and games, needle-
work, scrapbooks, etc.

Suggest that client and
family may like to decorate
the hospital room with
pictures, cards, window
painting, etc.

Allow client to make deci-
sions regarding timing of
routine care whenever pos-
sible (e.g., bathe in the
evening rather than morn-
ing).

Encourage visitors (includ-
ing children) if client’s
condition allows. Suggest
scheduling visits through-
out the day and evening —
allow flexible hours.

For clients with a small
social support network,
suggest having pastoral
care ot a volunteer come
visit client.

Consider allowing a
favorite pet to visit in
client’s room.

Suggest an outing on a
stretcher if condition
allows and physician
agrees.

Suggest an occupational
therapy referral for client
(or play therapist if avail-
able, for an adolescent).

Evaluation

activities ~ stimulates
thinking about additional

ideas.

Suggestions promote per-
sonalization of the envi-
ronment and provide
diversionary activity for
the client.

Decision making promotes
a sense of control over
daily activities.

Visitors provide social sup-
port. Scheduling avoids
having all visitors come at
once.

Suggestion promotes social
diversion for clients who
have few visitors.

Pet visits may help meet
client’s emotional needs
and provide diversion.

A change of scenery may
provide stimulation and
diversion for client.

Referrals promote age-
appropriate diversionary
activity.

(Date/time of evaluation of goal)
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(Has goal been met? not met? partially met?)

(Has client planned and participated in at least 3
diversionary activities? Specify.)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Pregnancy Induced Hypertension (PIH)

/ Vasospasm

A blood pressure
¥ circulating volume v
M extravascular fluid ¥ organ perfusion vascular damage
l l I vascular and
lacenta cerebral retinal kidneys — liver hematologic
edema edema system
ischemia l l l
IUGR ¢ visual oliguria periportal microangiopathic
¥ fetal headache disturbance Na* retention | hemorrhagic hemolysis
02 proteinuria necrosis platelet adherence
fibrin deposition
retinal
detachment
v v
abruptio —seizure @ ¥ plasma MNAST____ |V platelets
coma proteins N ALT
v v
pulmonary  peripheral
edema ~  edema
CHF
v v I v
fetal intracranial subcapsular HELLP
distress hemorrhage renal tubular hematoma syndrome
CVA necrosis
liver
acute renal rupture DIC
/ failure
v
fetal <« maternal
death death
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Placenta Previa

Placenta previa is an abnormally low implantation
of the placenta in relation to the internal cervical
os. As the cervix softens, late in the second
trimester and then dilates, the placenta is pulled
away, opening the blood-filled intervillous spaces
and possibly rupturing placental vessels. The result
is bleeding which may be mild or torrential. Often
the first episode of bleeding is mild and resolves
spontaneously. As pregnancy progresses however,
the cervical changes increase, and bleeding
becomes more profuse. The classic sign of placenta
previa is painless, bright red vaginal bleeding.

Placenta previa is classified as:

* Total previa — the placenta completely covers
the internal os

* Partial previa — the placenta covers a patt of the
internal cervical os

* Marginal previa — the edge of the placenta lies
at the margin of the internal os and may be
exposed during dilatation

* Low-lying placenta — the placenta is implanted
in the lower uterine segment but does not reach
to the internal os

Low-lying placentas or previas diagnosed by ultra-
sound early in pregnancy often resolve as the
uterus and placenta both grow. This is called pla-
cental migration. Previas noted after 30 weeks ges-
tation are less likely to migrate and more likely to
cause significant hemorrhage.

* advanced maternal age

* multiparity

* previous uterine surgery

* large placenta (multiple gestation, erythroblasto-
sis)

e maternal smoking

* Ultrasound exams to determine migration of an
carly-diagnosed previa or classification of the
previa as total, partial, marginal, or low-lying

* With a small first bleed, client may be sent
home on bedrest if she can get to a hospital

quickly

* If bleeding is more profuse, client is hospitalized
on bed rest with BRE, IV access; labs: H&H,
urinalysis, blood group & type and cross-match
for 2 units of blood on hold, possible transfu-
sions; goal is to maintain the pregnancy until
fetal maturity

* No vaginal exams are performed except under
special conditions requiring a double set-up for
immediate cesarean birth should hemorrhage
result

* Low-lying or marginal previas may be allowed
to deliver vaginally if the fetal head acts as a
tamponade to prevent hemorrhage

¢ Cesarean birth, often with a vertical uterine
incision, is used for total placenta previa

Nursing Gare Plans
Activity Intolerance (23)

Related to: Enforced bedrest during pregnancy
secondary to potential for hemorrhage.

Defining Characteristics: Specify: (e.g., client
exhibits weakness, palpitations, dyspnea, confu-
sion, etc.).
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Impaired Gas Exchange, Risk for: Fetal
(82)

Related to: Disruption of placental implantation.
Diversionary Activity Deficit (62)

Related to: Inability to engage in usual activities
secondary to enforced bedrest and inactivity dur-

ing pregnancy.

Defining Characteristics: Specify: (e.g., client
states she is bored or depressed about bedrest.
Client exhibits flat affect, appears inattentive,
yawning, is restless, etc.).

Additional Diagnoses
and Gare Plans
Fluid Volume Deficit: Maternal

Related to: Active blood loss secondary to distupt-
ed placental implantation.

Defining Characteristics: Describe bleeding
episode (amount, duration, painless/painful,

abdomen soft/hard), ¥ B/B, 1 P & R ¥ urine
output (specify values), pale, cool skin, P capil-
lary refill (specify).

Goal: Client will exhibit improved fluid balance
by (date/time to evaluate).

Qutcome Criteria

Client will experience no further vaginal bleeding;
pulse < 100; B/P > (specify for individual client);
capillary refill < 3 seconds.

INTERVENTIONS RATIONALES

Provides information
about active bleeding v.
old blood, tissue loss, and
degree of blood loss.

Assess color, odor, consis-
tency, and amount of vagi-
nal bleeding: weigh pads
(1g=1cc.

INTERVENTIONS RATIONALES
Assess hourly intake and Provides information
output. about maternal and fetal

Assess B/P and P (specify
frequency) and note
changes. Monitor FHR.

Assess abdomen for ten-
derness or rigidity ~ if pre-
sent, measure abdomen at
umbilicus (specify frequen-
).

Assess temperature (speci-

fy: e.g., q 2-4h).

Assess Sa0,, skin color,
temperature, moisture, tur-
gor, and capillary refill
(specify frequency).

Assess for changes in LOC;
note complaints of thirst
or apprehension.

Provide supplemental
humidified oxygen as
ordered via face mask or
nasal cannula at 10-12
L/min.

Initiate IV fluids as
ordered (specify the fluid
type & rate).

Position client supine with
hips elevated if ordered or
left lateral position if stable

(specify).

physiologic compensation
for blood loss.

Assessment provides infor-
mation about possible
infection, placenta previa,
or abruption. Increasing
abdominal girth suggests

active abruption.

Assessment provides infor-
mation about development
of infection, Warm, moist,
bloody environment is
ideal for growth of

microorganisms.

Assessment provides infor-
mation about blood vol-
ume, O, saturation, and
peripheral perfusion.

Assessment provides infor-
mation about cerebral per-
fusion.

Intervention increases
available oxygen to satu-
tate decreased hemoglobin.

IV replacement of lost vas-
cular volume.

Position decreases pressure
on placenta and cervical
os. Left lateral position
improves placental perfu-
sion.

Lab work provides infor-
mation about degree of
blood loss; prepares for
possible transfusion.
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INTERVENTIONS

RATIONALES

Monitor lab work as
obtained: H&H, Rh &
type, cross-match for 2
units RBC’s, urinalysis,
etc. Arrange portable ultra-
sound as ordered.

Determine if client has any
objections to blood trans-
fusions — inform physician.

Administer blood transfu-
sions as ordered with client
consent per agency proce-
dure.

Monitor closely for trans-
fusion reaction following

agency policy and proce-

dutes (specify).

Provide emotional support;
keep client and family
informed of findings and
continuing plan of care.

Administer prenatal vita-
mins and iron as ordered;
provide a diet high in iron:
lean meats, dark green
leafy vegetables, eggs,

whole grains.

(Prepare client for cesarean
birth if ordered: e.g.,
severe hemorrhage, abrup-
tion, complete previa at
term, etc.)

Evaluation

Ultrasound provides infor-
mation about the cause of

bleeding.

Client may have religious
beliefs related to accepting
blood products.

Provides replacement of
blood components and
volume.

Potentially life-threatening
allergic reaction may result
from incompatible blood.

Support and information
decrease anxiety and help
client and family to antici-
pate what might happen

nexe.

Diet and vitamins replace
nutrient losses from active
bleeding to prevent anemia
— iron is a necessary com-
ponent of hemoglobin.

Cesarean birth may be
necessary to resolve the
hemortrhage or prevent
fetal or maternal injury.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(When was last bleeding noted? What is client’s

B/P, D, capillary refill time?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Fear

Related to: Threat to maternal and/or fetal sur-
vival secondary to excessive blood loss.

Defining Characteristics: Specify (Client states
she is frightened [quotes]; client is crying, trem-
bling, eyes are dilated. Client complains of muscle
tension, dry mouth, palpitations, inability to con-

centrate, etc.).

Goal: Client will exhibit decreased fear by

(date/time to evaluate).

QOutcome Criteria

Client will identify her fears and methods to cope
with each. Client will report a decrease in fearful-

Nness.

INTERVENTIONS

RATIONALES

Provide adequate time for
discussion and a calm
environment.

Validate the perception
that the client, family are
feeling fearful.

Assist client and family to
identify specific fears.

Listen actively to client
and family’s perception of
threat.

Provide accurate and hon-
est information about
client’s condition and
expected plan of care.

Assist client and family to
identify ways to cope wich

Calm environment and
unhurried discussion pro-
mote a decrease in anxiety.

Validation provides infor-
mation about client’s
behavior.

Assistance allows idenufi-
cation of frightening
thoughts.

Active listening promotes
understanding of client
and family’s perceptions.

Fears may be based on
unrealistic imaginings or
misunderstanding.

Planning a response to
cope with situation may
alleviate feelings of help-
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INTERVENTIONS RATIONALES
fears (e.g., preparation for lessness.
getting to the hospital

quickly should bleeding

begin).

Suggest and teach relax-
ation techniques, creative
visualization, etc.

Assess degree of fearfulness
after discussion. Validate
client’s feelings and plan
for further discussion as

needed.

Arrange for other health
providers to talk with
client as appropriate (spec-
ify: e.g., pastoral care,
NICU staff, etc.).

Evaluation

Interventions promote
relaxation and a sense of
control.

Evaluates effectiveness of
teaching and discussion.
Provides continual sup-
port.

Increased information may
help client and family to
feel calmer about possible
outcomes.

(Date/time of evaluation of goal)

(Has goal been met? not mee? partially met?)

(List fears client verbalized. Does client report a

decrease in fearfulness?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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painless
vaginal bleeding

!

/ ultrasound \
complete previa marginal previa
partial previa low-lying placenta

\,

bleeding stops
fetus stable

!

bedrest
observe

bleeding continues
bleeding restarts

v v

cesarean birth vaginal or
cesarean birth
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Preterm Lahor

A term pregnancy lasts from 38 to 42 weceks after
the LNMP. Preterm labor refers to progressive
uterine contractions, after 20 weeks and before 38
weeks gestation, that result in cervical change
(effacement and dilatation). Preterm is a descrip-
tion of fetal age, not maturity or size.

Preterm birth is the number one cause of neonatal
morbidity and mortality. Preterm birth may result
from preterm labor, spontaneous preterm rupture
of membranes, or the baby may be delivered early
because of severe maternal or fetal illness. Infants
born between 24 and 34 weeks have the highest
incidence of complications. Complications may
result in permanent physical and mental disabili-
ties. Advances in neonatal intensive care have
resulted in greatly improved outcomes for infants
born after 34 weeks of gestation.

The exact cause of preterm labor is unknown as is
the exact mechanism that begins term labor. All
pregnant women should be assessed for risk fac-
tors and monitored carefully during pregnancy.

* Previous preterm labor or birth
e Infection: maternal or fetal

* Chronic maternal illnesses: heart disease, kidney
disease, diabetes mellitus

» Uterine or cervical anomalies or scarring, DES
exposure, trauma, abdominal surgery

e Pregnancy factors: multiple gestation, T amni-
otic fluid (hydramnios), PTH, placenta previa or
abruption, SROM

¢ Low socioeconomic status

* Frequent prenatal visits and assessments for
clients at risk

* Home uterine monitoring, decreased activity,
bedrest, p.o., tocolytics, subcutaneous terbu-
taline pump

* Hospitalization, hydration, antibiotics as indi
cated

* Tocolytics: MgSOy;, R-adrenergic receptor age
nists (ritodrine, terbutaline), others:
prostaglandin inhibitors, calcium channel

blockers

o Testing: urinalysis, f3-strep, fetal fibronectin,
amniocentesis: L/S ratio, phosphatidylglycerc

¢ Betamethasone to T fetal lung maturity

* Cervical cerclage for incompetent cervix

Nursing Gare Plans
Anxiety (22)

Related to: Threat to fetal well-being secondary
preterm labor/SROM.

Defining Characteristics: Specify: (e.g., client is
trembling, eyes dilated, shaking, crying, etc.
Client verbalizes anxiety about fetal well-being).

Activity Intolerance (23)

Related to: Prescribed bedrest or decreased actix
secondary to threat of preterm labor.

Defining Characteristics: Specify: (e.g., client
reports feelings of weakness, fatigue, shortness ¢
breath, etc.).




72

MATERNAL-INFANT NURSING CARE PLANS

Diversionary Activity Deficit (62)

Related to: Inability to engage in usual activities
secondary to attempts to avoid preterm labor and

birth.

Defining Characteristics: Specify: (e.g., client
reports feelings of boredom or depression related
to bedrest or lack of activity).

Additional Diagnoses
and Care Plans
Injury, Risk for: Maternal/Fetal

Related to: Risk for preterm birth. Adverse effects
of drugs used to prevent preterm birth.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Client and fetus will not experience
preterm birth or injury from drugs used to stop
preterm labor by (date/time to evaluate).

Qutcome Criteria

Contractions will stop. FHR will remain 110-160
with accelerations.

Client’s B/P will remain > 100/70 (or specify for
client), pulse < 120 (or specify), respirations > 14,
DTR’s 2+ (or specify for client).

INTERVENTIONS RATIONALES

Positioning facilitates
uteroplacental perfusion.
Supine position causes
compression of the inferior

Position client on left side
as much as tolerated.
Change to right side if

client becomes uncomfort-

able - avoid supine posi- vena cava by the heavy

tion. uterus, ¥ blood flow to
the heart and ¥ B/P and
placental perfusion.

Explain all procedures and
equipment to client and

Client and significant
other may be experiencing

INTERVENTIONS

RATIONALES

significant other. Provide
accurate information while
providing emotional sup-
port.

Place external fetal moni-
tor on client; also assess
uterine contractions by
palpation to determine fre-
quency, intensity, and
duration (specify frequen-
.

Assess FHR for baseline
rate, variability, accelera-
tions, or decelerations
{specify frequency).

Perform sterile vaginal
exam if indicated (as
ordered) — limit exams.

Place client on cardiac
monitor if ordered. Obtain
baseline vital signs.
Monitor for tachycardia or
dysrhythmias.

Start an IV with designat-
ed fluids (specify) ac
ordered rate (specify) via
IV pump. Provide bolus if
ordered then reduce rate as

ordered (specify).

Prepare piggyback IV
tocolytic medication as
ordered or per policy
(specify: e.g., drug
strength, dose, IV solu-
tion). Piggyback tocolytic
to mainline IV and begin
infusion via pump at des-

high anxiety and need

repeated explanations.

External tocodynamometer
does not provide informa-
tion on contraction inten-
sity, may not show preterm
labor contractions.

Assessment provides infor-
mation about fetal well-
being.

Vaginal exam provides
information abour fetal
presentation and labor
progress — excessive exams
may introduce infection or
stimulate labor.

Beta-adrenergic agonists
(ritodrine, terbutaline)
may cause hypotension
from relaxation of smooth
muscle resulting in tachy-
cardia and additional stress
on the heart.

Provides venous access,
hydration, and a port for
piggyback medications.

Careful preparation of
tocolytic drugs ensures the
proper dose will be given.
Piggyback allows the drug
to be discontinued while
maintaining venous access.
Pump ensures the client
receives the right dose.
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INTERVENTIONS

RATIONALES

ignated rate (specify load-
ing dose and titration).

Teach client about side
effects of the drugs; (speci-
fy: MgSO causes feelings
of warmth, flushing; terbu-
taline or ritodrine may
cause ¥ B/ tachycardia
(mom and baby), feeling
“jittery,” possible N&V).

Monitor maternal vital
signs, breath sounds, and
DTRs as ordered or per
protocol for drug (specify).

Monitor houtly 1&0O -
notify physician if output
< 30 cc/hr. Assess skin tur-
gor, mucous membranes

(specify frequency).

Apply TED hose if
ordered.

Discontinue tocolytic and
notify physician if signs of
complications develop
(specify: for B-adrenergics,
chest pain, > 6 PVC's/hr,
s.0.b., maternal HR > 140,
FHR > 200, etc.; for
MgSOy , respirations < 12,
absent DTR?, etc.).

Monitor labs as obtained
noting potassium and glu-
cose levels if f-adrenergics
are used, magnesium level
if MgSOy is used (speci-
fy).

Keep antidotes to medica-

tions at bedside (specify:

calcium gluconate for

Teaching prepares client
for unfamiliar sensations,
¥ anxiety for client.

Monitoring provides infor-
mation about response to
drug.

Monitoring provides infor-
mation about fluid bal-
ance. Adequate renal func-
tion is necessary for excre-
tion of the drugs.

Compression stockings
facilitate venous return
from extremities.

Discontinuing the drug
prevents serious complica-
tions from tocolytic med-
ications: cardiac dysrhyth-
mias, pulmonary edema,
and respiratory depression.

Monitoring labs provides
information about compli-
cations of drug therapy:
hyperglycemia,
hypokalemia, and magne-
sium toxicity.

Antidotes reverse the
action of drugs (specify for
drug used).

INTERVENTIONS

RATIONALES

MgSOy, beta-blockers may
be used for R-adrenergic
tocolytics).

Administer p.o. tocolytics
as ordered (specify: when,
drug, dose, and time).

Provide and monitor
results of fetal testing as
ordered: amniocentesis for
L/S ratio, PG’s, NST, etc.

Administer betamethasone
IM as ordered (specify:
dose, timing). Explain
rationale to parents.

Arrange for a NICU nurse
to talk with client and
family about preterm
infants and the NICU

environment.

Ensure that all involved
health care providers are
kept informed of client’s
status.

Evaluation

(Describe action of p.o.
tocolytic.) Allows client to
be maintained without IV
meds.

Fetal testing provides
information on fetal martu-

tity and well-being.

Glucocorticoids may be
given between 28-34
weeks and delivery delayed
for 24-48 hours in an
attempt to hasten fetal
lung maturity.

Consultation provides
anticipatory information
to client at risk for preterm

birth.

An informed health care
team ensures readiness and
continuity.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Have contractions stopped? Is FHR between
110-160 with accelerations? What are client’s v/s:

B/B, P, R, and DTRs?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Knowledge Deficit: Preterm Labor

Prevention

Related to: Unfamiliarity with preterm labor
(signs/symptoms, and prevention).

Defining Characteristics: Client reports that she

doesn’t know the s/s of preterm labor (specify with
quote). Client is at risk for preterm labor (specify:
substance abuse, multiple gestation, IDDM, etc.).

Goal: Client will verbalize 1 knowledge about
preterm labor by (date/time to evaluate).

QOutcome Criteria

Client will describe s/s of preterm labor (specify:
regular contractions, lower back pain, pelvic pres-

sure, cramps, €tc.).

Client will describe steps to take to avoid preterm
labor (specify: drink 2-3 quarts/day, void q 2h,
stop smoking, report early s/s UTI, etc.).

INTERVENTIONS

RATIONALES

Assess client’s risk factors
for preterm labor, educa-
tion level, and ability to
understand teaching (pro-
vide interpreter if needed).

Provide a comfortable
quiet setting for teaching —
invite family to participate
in session(s).

Assess client’s understand-

ing of the risks of preterm
labor and birth for her
baby.

Correct any misconcep-
tions and provide informa-
tion on fetal lung develop-
ment.

Assessment provides infor-
mation to guide planning
an individualized teaching
program to ensure client
understanding,

Interventions decrease dis-
tractions and promote
learning; family may rein-
force teaching and help
client comply.

Some clients may believe
that preterm infants have
few problems or that 7
month babies do better
than 8 month gestations

(old wives tale).

Accurate information
encourages compliance.

INTERVENTIONS

RATTIONALES

Help client to identify
Braxton-Hicks contrac-
tions she may be experi-
encing;: if she says she
doesn't have any, ask her if
the baby ever “balls up”
(or other terms to help
understanding) and
explain that this is a con-
traction.

Teach client to palpate
Braxton-Hicks contrac-
tions at the fundus, mov-
ing fingertips around.
Teach to time frequency of
contractions from the start
of one contraction to the
beginning of the next.
Praise efforts.

Teach client to lie down
on her left side 2 or 3
times 2 day and palpate for
contractions noting fetal
movements (“kick counts”
and to keep a journal of
findings.

Teach client other s/s of
preterm labor to report:
dull low back pain, pelvic
pressure, abdominal
cramping with or without
diarrhea, or an increase in
vaginal discharge (especial-
ly if watery or bloody);
other s/s of infection.

Teach client s/s of urinary
tract infections to report;
frequency, urgency ot
burning on urination.
Teach to wash hands and
wipe from front to back
after using the bathroom.

Assistance empowers the
client to recognize mild
uterine contractions. Many
women are unaware that
Braxton-Hicks are contrac-
tions even if they are not

painful.

Teaching promotes self-
care and assessment skills.
The fundus is the thickest
part of the uterus where
contractions are most easi-
ly felt.

Teaching promotes aware-
ness of sensations of con-
tractions and fetal move-
ment. Journal provides a
written record of activity.

Teaching empowers client
to recognize subtle signs of
preterm labor. Client may
not experience contrac-
tions as such.

Urinary tract infections
may precede preterm labor.
Hand washing and wiping
front to back prevents fecal
contamination of urethra
or vagina.
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INTERVENTIONS

RATIONALES

Instruct client to drink a
glass of water or juice
every hour, or 2-3
quarts/day and to void at
least every 2h while awake.

Teach client to avoid
overexertion, heavy lifting,
or staying in one position
for long periads (sitting or
standing). Have employer
contact physician if this is
a problem.

Instruct client to avoid
nipple stimulation and
possibly avoid sexual inter-
course or to use condoms
as advised by caregiver.

Teach proper administra-
tion of p.o. tocolytics if
ordered (specify: drug,
dose, route, times, etc.).
Teach side effects to call
physician for (specify).

Arrange for additional
teaching if terbutaline
pump and/or home uter-
ine monitoring is to be
used.

Encourage client to stop
smoking if indicated-refer
to support group or smok-
ing cessation program.

Instruct client that if she
feels an unusual increase in
contractions to drink a
large glass of warer and lie
down on her left side. If
pattern continues for 20-
30 minutes or becomes
more intense to call the

Dehydration or a distend-
ed bladder may increase
uterine irritability/activity.

Teaching helps client avoid
ligament and muscle
strain, changing position
facilitates circulation,
uteroplacental perfusion,
and venous return,

Instruction avoids activity
that may cause the release
of oxytocin from posterior
pituitary gland. Semen
contains prostaglandins
that may affect uterine
activity.

(Describe action of specific
drug as it relates to uterine
activity. Specify why these

side effects are dangerous.)

Additional instruction pro-
vides information the
client needs if these
modalities are ordered.

Smoking has been impli-
cated in preterm labor.

Instruction allows client to
have some control over
evaluation of preterm
labor.

INTERVENTIONS

RATIONALES

physician or go to the hos-
pital for evaluation.

Praise client and family for
ability to comply with
instructions and reinforce
thac each day labor is held
off is another day for her
baby’s lungs to mature.

Provide pamphlets, books,
videos, and refer client and
family to support groups if
available.

Evaluation

Provides encouragement
and incentive for compli-
ance.

Reinforces teaching, may
provide additional coping
ideas.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What signs of preterm labor can client identify?
What steps to avoid preterm labor does client ver-

balize?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Preterm Lahor

SROM
maternal systemic choriocamnionitis
disease
heart
kidney
diabetes
incompetent cervix Preterm overdistended uterus
uterine anomalies Labor multiple gestation
hydraminos
fetal demise complications of pregnancy
anomalies PIH
previa
abruption

Unknown Causes
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Preterm Rupture of
Membranes

Preterm rupture of the fetal membranes describes
ruptured membranes before 38 weeks of gestation.
The term refers to the gestational age of the fetus
at the time of rupture. Premature rupture of
membranes (PROM) describes membrane rupture
before the onset of labor. PROM may occur with
cither term or preterm gestations. The terminolo-
gy for ruptured membranes with no labor before
38 weeks gestation would be preterm premature
rupture of membranes or PPROM.

Like preterm labor, the exact cause of preterm
rupture of membranes is unknown. Infection,
which may not be clinically apparent, is often
implicated and is also one of the most serious
complications.

* Gross rupture early in pregnancy: deformities
(amputation) from adhesion of amnion (amni-
otic bands) to fetal parts, musculoskeletal defor-
mities from fetal compression, pulmonary

hypoplasia

¢ Infection: chorioamnionitis, maternal postpar-
tum endometritis

* Abnormal presentation (breech, transverse lie)
* Prolapsed cord
* Possible abruption

o Severe decelerations during labor from cord
compression

o Maternal/fetal infection

Overdistended uterus: multiple gestation, poly-
hydraminos

Preterm labor and factors that cause preterm

labor

* Incompetent cervix

Maternal trauma

* Confirmation of rupture of membranes:
nitrazine test; sterile speculum exam to visualize
fluid and cervix; ferning test of fluid

* Determination of gestational age of fetus:
LNMPB, ultrasound measurements, and possible
amniocentesis to determine L/S ratio and pres-

ence of PG

* Expectant management: monitor for infection
and contractions — may discharge to home on
bedrest with BRP after stabilization

* Utinalysis and daily CBC

* Vaginal cultures for gonorrhea, group B strepto-
coccus; possible antibiotic therapy if positive; if
infection is evident, the fetus is delivered by
induction or cesarean

* Serial fetal testing: daily NST, Biophysical
Profiles (BPP), ultrasound estimation of amni-
otic fluid index (AFI), possible weekly amnio-
centesis for lung maturity

* May give glucocorticoids (betamethasone) to
enhance fetal lung maturation — may use
tocolytics to prevent birth for 24 to 48 hours
after administration
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» If fetus is mature, may carefully induce labor
after waiting 12 hours for labor to ensue natu-

rally

Nursing Gare Plans
Anxiety (22)

Related to: Threat to maternal or fetal well-being
secondary to risk for infection or preterm birth.

Defining Characteristics: Specify: (Client reports
increased worry and anxiety. Client exhibits diffi-
culty remembering information, crying, etc.).

Activity Intolerance (23)

Related to: Enforced bedrest during complicated
pregnancy.

Defining Characteristics: Specify: (Client reports
feeling weak or tired; decreased muscle tone, con-
stipation, etc.).

Diversionary Activity Deficit (62)

Related to: Inability to engage in usual activity
due to enforced bedrest.

Defining Characteristics: Client reports boredom,
depression (specify). Client exhibits withdrawal,
sleeps more than usual, etc. (specify).

Injury, Risk for: Maternal/Fetal (72)

Related to: Tocolytic drugs used to delay birth for
administration of glucocorticoids.

Additional Diagnoses
and Gare Plans
Infection, Risk for: Maternal/Fetal

Related to: Site for organism invasion secondary
to preterm rupture of fetal membranes.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client and fetus will not experience infec-
tion related to preterm rupture of membranes by

(date/time to evaluate).

Outcome Criteria

Client’s temperature will be < 99.5° F, amniotic
fluid will remain clear with no offensive odor.

INTERVENTIONS

RATIONALES

Confirm rupture by testing
external fluid (no vaginal
exams) with nitrazine
paper. Note date and time
of ruprure.

Apply external fetal moni-
tor; assess fetal well-being
and palpate for uterine
contractions (specify fre-
quency of monitoring).

Assist caregiver with sterile
speculum exam, ferning
test, and vaginal cultures —
monitor the lab results.

Obtain specimens for
CBC and urinalysis as
ordered (specify: e.g., daily
CBC) — monitor the lab

results.

Administer antibiotics as
ordered (specify drug,
dose, route, time).

Provide accurate informa-
tion and emotional sup-
port to client and family.
Allow time for questions,

Assess client’s temperature
q 2-4 hours (specify).
Notify caregiver if
>99.5°F

Positive nitrazine test pro-
vides documentation of
rupture date and time.
Vaginal exam might intro-
duce microorganisms.

Assessment provides infor-
mation about fetal well-
being and preterm labor.

Interventions provide
information about mem-
brane status and possible
infection.

Laboratory studies provide
information about possible
inflammation and infec-
tious processes.

(Specify action of individ-
ual drug.)

Client and family may be
anxious and confused
about prognosis for their

baby.

Assessment provides infor-
mation about the develop-
ment of infection.
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INTERVENTIONS

RATIONALES

Monitor color, amount,
and odor of vaginal dis-
charge. Notify caregiver if
increased amount, color
changes, or foul odor is
noted.

Maintain client on bedrest
with BRP (shower) if
ordered.

Assist/instruct client in
good hygiene practices:
hand washing technique,
perineal care. If client
wants to wear a peri pad
for leakage, instruct her to
change it at least every 2
hours.

Monitor fetal well-being:
perform daily NST’s as
ordered, note presence of
variable decelerations;
arrange other testing as
ordered (specify: e.g., BPP,
amniocentesis for L/S ratio
and PG, ultrasound for
AFI).

If client is to be discharged
to home, teach her to read
a thermometer accurately,
to take her temperature
every 4 hours, remain on
bedrest with BRP, avoid
sexual intercourse, and
notify her physician for:
temp > 99.5° F, uterine
tenderness/contractions, 1
leakage, or foul-smelling
discharge.

Evaluation

Thick foul-smelling fluid
may indicate chorioam-
nionitis; increased fluid
loss may put the fetus at
risk for cord prolapse.

Bedrest may decrease the
amount of active fluid loss.

Teaching helps prevent the
spread of microorganisms
from the envitonment to
the genital area. Moist,
warm peripad provides a
favorable environment for
organism growth.

Monitoring provides infor-
mation about fetal stress,
which may result from
sepsis; cord compression,
maturity, and amount of
amniotic fluid.

Teaching promotes safety
and self-care. Some clients
have difficulty reading a
regular thermometer, signs
of infection may necessi-
tate delivery.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s temperature? Is fluid clear with
no fou!l odor?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Membrane Rupture < 38 weeks

+ nitrazine test
+ ferning test

Calculation of Gestational Age

Monitor for Infection

v
< 34 weeks — P s/s of infection €— > 34 weeks
No labor No labor
No s/s infection No s/s infection
v
Expectant Expectant
management Delivery management or
(steroids) Induction after
Fetal testing A 12 hours

without labor

L/S ratio 2:1
PG present
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Most serious maternal illnesses or complications of
pregnancy create risks for the fetus too. Teratogens
may seriously disrupt development of the embryo.
Maternal anemia or poor nutrition may result in
inadequate oxygen and nutrients for the develop-
ing fetus. Abnormal maternal blood components
may also affect the fetus as in hyperglycemia or
Rh isoimmunization. Anything that intetferes
with placental or cord perfusion decreases fetal gas
and nutrient/waste exchange. Cord entanglement
can lead to fetal death or distress during labor.

The fetus at risk should be closely monitored
throughout pregnancy. Interventions are designed
to provide an optimum intrauterine environment.
Once viability has been reached, the risks of
preterm birth are weighed against the risks of con-
tinuing in a hostile uterine environment.

Risk Factors

* Serious maternal discase: heart, kidney, hyper-
tension, and others

* Maternal anemias

* Diabetes mellitus

¢ Infections (STD, bacterial, HIV)

* Multiple Gestation

* Oligohydraminos or polyhydraminos
* Rh isoimmunization

* PIH, HELLP, DIC

* Placenta previa/abruption

* Preterm ruptured membranes or labor
* JUGR, fetal anomalies

e Postterm pregnancy (42+ weeks)

* Testing: CVS, NST, OCT, ultrasound, BPP,
Doppler Flow Studies, amniocentesis, PUBS,
fetal echocardiogram, MR, etc.

* Medications given to the mother: iron supple-
ments, oxygen, insulin, Rh immune globulin,
antibiotics, antivirals, tocolytics, glucocorticoids

* Fetal blood transfusion, fetal surgery

* Induction or cesarean delivery if indicated

Nursing Gare Plans
Anxiety (22)

Related to: Perceived threat to fetal well-being sec-
ondary to complications of pregnancy; maternal
illness; identified fetal anomalies.

Defining Characteristics: Specify: (Client reports
feeling anxious, upset about prognosis for her
baby. Client is crying, angry, trembling, etc.).

Grieving, Anticipatory (32)
Related to: Potential for fetal death or injury.

Defining Characteristics: Specify: (Client and
family express distress over fetal prognosis, exhibit
indications of denial, anger, guilt, etc.).

Additional Diagnoses
and Gare Plans
Knowledge Deficit: Fetal Testing

Related to: Lack of experience or information
about fetal testing (specify tests).

Defining Characteristics: Client and family ver-
balize unfamiliarity with the prescribed test or
misinformation about the tests (specify: use
quotes).
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Goal: Client and family will gain knowledge
about the suggested fetal test(s) by (date/time to
evaluate).

Qutcome Criteria

Client and family will describe the testing proce-
dure and risks and benefits of the proposed fetal

INTERVENTIONS

RATIONALES

material presented. Correct
misundetstandings.

Refer client for further
information to her physi-
cian, perinatologist or oth-

S/O correctly understand
teaching content.

Referrals provide client
with addicional sources of
information.

testing.

INTERVENTIONS

RATIONALES

Assess client and family’s

previous understanding or
perception of the proposed
fetal testing (specify tests).

Reinforce caregiver expla-
nations of the test includ-
ing preparation needed,
actual procedure, duration,
information to be gained
(benefits) and when the
results will be available.
Identify any risks to fetus
or mother (specify for each
test). Use visual aids,
videos, or written informa-
tion as indicated.

Allow time for questions
about the testing or fetal
condition that indicates a
need for testing. Ask client
abour cultural or religious
concerns if indicated.

Provide emotional support
without encouraging false
hopes. Encourage family
and friends’ support of
client and significant
other.

Verify understanding of

Assessment provides base-
line information to plan
needed teaching content.

Provides information the
client and family need to
make informed decisions
about fetal testing,
Primary caregiver is
responsible for informing
the client of risks/benefits.
Explanation helps the
client and family to evalu-
ate the proposed testing.
Visual aids and written
information enhances
understanding.

An unhurried approach
promotes understanding
and comfort. Clients from
some cultures may need to
be encouraged to ask ques-
tions, some religions disal-
low blood transfusions.

Honesty and support helps
client and significant other
to express and cope with
fears.

Ensures that client and

ers (specify: e.g., genetic
counselar).

Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Do client and family describe the test procedure,
risks and benefits? Use quotes.)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Gas Exchange, Impaired, Risk for: Fetal

Related to: Specify: insufficient placental func-
tion, altered cord blood flow, ¥ oxygen-carrying
capacity of maternal blood [anemia, substance
abuse], fetal hemolysis, etc.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Fetus will demonstrate adequate gas
exchange for intrauterine environment by
(date/time to evaluate).

Outcome Criteria

Fetal growth will be appropriate for gestational age
(fundal height, ultrasound), FHR between 110-

160 without late or severe variable decelerations.
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INTERVENTIONS

RATIONALES

Assess fetal growth pattern
compatred to expected rate

using serial fundal height or

ultrasound reports.

Monitor maternal lab work
for anemia or Rh sensitiza-
tion (antibody titers, indi-
rect Coombs test) as
obtained.)

Teach client to take iron
supplements as ordered and
avoid substance abuse to
enhance the amount of
oxygen available for the
fetus.

Assess any vaginal dis-
charge: fluid, bleeding, etc.
(specify frequency if active
loss).

Assess FHR for baseline
rate, variability, accelera-
tions, and decelerations

(specify frequency).

Perform NST, OCT, etc. as
ordered. Assist with other
tests as appropriate (specify
for each test ordered).
Monitor results.

Explain all procedures and
equipment to client and
significant other. Provide
reassurance and emotional
support.

Position client on left side
or semi-fowlers with wedge
under right hip.

Monitor intake and output,
assess hydration: skin tur-
gor, mucous membranes,
and urine sp. gravity
(specify frequency).

Assessment provides infor-
mation about adequacy of
placental nutrient transfer
to rule out TUGR.

Provides information
about O,-carrying capacity
of blood; antibodies may
cause hemolysis of fetal
RBCs.

Teaching promotes com-
pliance with medical regi-
men, helps client to partic-
ipate in caring for her
fetus.

Assessment provides infor-
mation about cause of
hypovolemia, anemia,
potential for cord com-
pression.

Assessment provides infor-
mation about oxygenation,
cord compression, placen-
tal perfusion.

Testing provides informa-
tion about fetal reserve;
other tests may indicate
cause of impaired gas
exchange.

Decreases anxiety about
unfamiliar procedures and
anxiety about the condi-
tion of the fetus.

Facilitates placental perfu-
sion by avoiding compres-
sion of the vena cava.

Monitoring provides infor-
mation about maternal
fluid balance and placental
perfusion.

INTERVENTIONS

RATIONALES

Assess maternal B/P and
pulse {specify frequency).

Ensure adequate hydra-
tion: oral or IV fluids as
ordered (specify p.o.

amounts/hr, IV fluid, &

rate).

Provide humidified oxygen
at 10-12 L/min via face-
mask or n/c as needed
(specify: e.g., Sickle Cell

crisis, late decelerations).

Administer medications as
ordered (specify drug,
dose, route, time e.g. Rh
immune globulin
(RhoGAM), SC terbu-
taline for a prolapsed cord
etc.).

Arrange for tour of NICU
if indicated by fetal condi-
tion or prognosis. If client
is unable to tour unit, have
NICU nurse come talk to
her,

Evaluation

Maternal hypotension may
lead to tachycardia and ¥
placental perfusion.

Dehydration may affect
placental perfusion leading
to inadequate gas exchange
for the fetus.

Interventions provide %
oxygen for the fetus.

(Describe action of specific
drug related to factors that
alter fetal gas exchange.)

Impaired gas exchange for
the fetus may necessitare
NICU stay due to preterm
delivery or other perinaral
problems.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is fetal growth compared to expected size

for gestation?)

(What is FHR? Are there decelerations?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Maternal Factors

anemia ¥ C.0. vascular 4— 1 blood exposure to
malnutrition hypovolemia damage glucose teratogens

smoking dehydration PIH antibodies

¥ B/P infections —|
N
¥ Placental Perfusion
v
LGA
hemolysis
v anemia
v v
¥ nutrients > IUGR preterm
¥ oxygen fetal hypoxia SROM
A '\ cord /
compression
A
Fetal Factors
v

multiple fetuses congenital defects

cord entanglement
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UNIT Ii: INTRAPARTUM

Labor and Birth

Basic Care Plan: Labor and Vaginal Birth
Basic Care Plan: Cesarean Birth
Induction & Augmentation
Regional Analgesia
Failure to Progress
Fetal Distress
Abruptio Placentae
Prolapsed Cord
Postterm Birth
Precipitous Labor and Birth
HELLP/DIC
Fetal Demise
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Labor and Birth

Vaginal birth is a normal physiologic process that
begins with softening of the cetvix (ripening) and
increased uterine contractility. The contractions
become stronger and more regular causing efface-
ment (thinning) and dilatation of the cervix, and
descent of the fetus. Once the cervix is completely
dilated, second stage contractions are assisted by
maternal pushing efforts and the infant is born.
Following a brief respite, the placenta and mem-
branes are expelled and the uterus contracts to
prevent excessive bleeding.

Approximately a fourth of pregnant women in the
United States today will give birth by cesarean sec-
tion for various reasons. Nurses have done much
to make this surgical experience a time of family
bonding and celebration.

The goal of nursing care is to facilitate the natural
progression of labor and delivery, safeguard the
surgical client, and encourage family participation.
Cultural sensitivity and client advocacy are impor-
tant attributes of the labor and delivery nurse.
Risk assessment for both mother and fetus begins
with a review of the prenatal record followed by
an admission assessment and continual assess-
ments throughout labor and birth.

Stages of Lahor

* 1st Stage: Begins with onset of regular uterine
contractions and ends with complete dilatation
of the cervix (10 cms); divided into: Latent
Phase: 0 to 4 cms dilatation, Active Phase: 4 to
8 cms dilatation, and Transition Phase: 8 to 10
cms

* 2nd Stage: From complete dilatation of the
cervix to birth of the baby

3rd Stage: From birth of the baby to delivery of
the placenta

4th Stage: Immediate post-birth recovery lasting
from 1 to 4 hours

Cardiovascular: ® WBC'’s during labor; during
contractions: T maternal C.O.,, 1 B/B ¥ P as
uteroplacental blood is shunting back into
maternal circulation

Respiratory: 1 respiratory rate; may hyperven-
tilate causing respiratory alkalosis

Gastrointestinal: ¥ motility and digestion; may
experience nausea & vomiting of undigested

food

Psychological Changes

Latent Phase: May be talkative and excited that
labor has started

Active Phase: Becomes more serious and
focused on contractions; concerned about abili-
ty to cope with discomfort

Transition Phase: Client becomes more irritable
and may lose control during contractions; con-
vinced that she can’t do it; very introverted or
sleeping between contractions

2nd Stage: Works hard at pushing and sleeps or
appears exhausted between contractions

3rd Stage: Client is usually elated with birth of
baby and pushes on request to deliver placenta

4th Stage: Client is alert and ready to bond or
breast feed her baby; may be talkative and hun-

gry
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During the peak of a moderate contraction (@ 50
mmHg pressure) placental blood flow stops and
the fetus must rely on oxygen reserves. Uterine
resting tone between contractions is required to
replenish oxygen supplies.
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Passageway, Passenger, and Powers

Outlet: Transverse
Diameter: > 10 cm

Cervix

ripe
soft & elastic
w/o scarring
Vagina & Perineum

soft and elastic w/o
extensive scarring

Occiput, Sacrum
QA, OP, ROA, ROP, LOA,
LOP, SA, SP, RSA, RSP, LSA,
LSP

Fetal Head Size
overlapping of
skull bones
(molding)
Fetal Shoulder Size

shoulder dystocia
clavicular fracture

Maternal Pelvis Fetal Size Uterine
& Soft Tissues Presentation, Position Contractions
Pelvic Types Lie Frequency
gynecoid (50%) O longitudinal Irregular
transverse Regular
android amount of time from the
Attitude beginning of one
anthropoid O contraction to the
flexed beginning of the next
platypelloid ( )]
Presentation Duration
Pelvic Planes cephalic length of time from the
breech beginning to the end of
Inlet: Diagonal Conjugate: the average contraction
>12.5-13 cm Position
Intensity
Midpelvis: Interspinous LorR
Diameter: > 10.5 cm Anterior or Posterior strength of the

contraction as palpated
mild, moderate, strong,
or
measured by an
intrauterine pressure
catheter (IUPC)
in mmHg

Resting Tone
allows uteroplacental

perfusion between
contractions

Position

Maternal positioning
may shorten labor

Psyche

Maternal anxiety and
tension may lengthen labor
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Intrapartum Gare Path

Assessments | Activity Comfort Nutrition | Other
Teaching
Latent Admission Ambulation if Explain all Clear liquids Social
Phase assessment, v/s, membranes procedures & (light meals) service
vaginal exam prn intact or with equipment, include consult as
nitrazine/fern SROM and S/0 and family indicated
urine dip for head engaged
protein, U/A, CBC Review/teach
contractions breathing and
EFM X 20 min relaxation
techniques for labor
B/P, P, R, and
FHR assessment
q 1h (low risk)
q 30” (high risk)
Temp q 4h until
ROM then q 2h
Active B/P, P, R, ctx & Ambulation if | Assist with Clear liquids Anesthesia
Phase FHR assessment desired, breathing & sips & chips epidural if
q 30 (low risk) rocking chair, relaxation, IV fluids desired
q 15” (high risk) bed on L side whirlpool, massage,
Vag exam as music, birth ball,
needed medications as
i desired
Transition | Observe bloody Bedrest or Support S/O Notify
show, signs of 2nd chair as back pressure for physician or
stage: grunting, desired, hands | OP, effleurage as CNM &
pushing, & knees for OP | desired prepare for
hiccoughs, emesis delivery for
multipara
20d Stage B/P,P,R, ctx & Squatting or Teach physiologic Notify
Fetal response to side lying to 2nd stage. physician,
pushing push; avoid Describe sensations CNM &
q 15” (low risk) breath-holding | Cool wash cloth, prepare for
q 5” (high risk) or supine perineal massage delivery as
position indicated
Birth Time of birth As desired allow to hold infant As needed
Apgar @ 1&5 min if stable
}
3 Stage Time, maternal Oxytocics
B/P, P, R v after
placenta
4t Stage Temperature Breast feeding, regular diet Infant: eye
B/P, P, R, bonding with family prophylaxis,
fundus/lochia, v vitamin K
episiotomy & Encourage voiding wt., length
bladder checks Peri care, ice pack if
ql5 min X 4, needed Arm/leg
q 30 min X 2, bands,
ghX2 footprints,
then routine fingerprints
infant physical

exam, Gestational
age assessment
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Basic Gare Plan: Labor and

Vaginal Birth

The nursing care plan is based on a thorough
review of the prenatal record, nursing admission
assessment, and continual assessments during
labor. Specific client-related data should be insert-

ed wherever possible.

Nursing Gare Plans
Health Seeking Behaviors: Labor

Related to: Desire for a safe labor and vaginal
birth of a healthy newborn.

Defining Characteristics: Client seeks medical
care for perceived signs of labor. Client states
(specify: e.g., “I think I'm in labor; my water

broke; is my baby okay?”). List appropriate subjec-

tive/objective data.

Goal: Client continues health seeking behaviors

throughout pregnancy.

QOutcome Criteria

Client will verbalize agreement with the plan of
care for labor (specify: EFM, 1V, birth plan

requests, etc.). Client participates in self-care dur-

ing labor.

INTERVENTIONS

RATIONALES

Interview client alone.
Establish rapport, ensure
privacy, listen attentively
and observe nonverbal
cues (provide an inter-
preter prn}.

Assess client’s chief com-
plaint (reason for seeking
care).

Privacy allows client to
provide information and
express concerns openly.

Assessments need to be
adapted to client condition
with prioritization of activ-
ities.

INTERVENTIONS

RATIONALES

If in active labor, quickly
assess stage of labor and
fetal well-being; notify
caregiver of client’s status.
Assess client’s knowledge
of labor and birth (child-
birth classes, other births
she’s experienced).

Ask client who she would
like to have present during
her labor and birth, Allow
family to be present as
client wishes.

Teach client and signifi-
cant others about equip-
ment (specify: e.g., EFM)
and procedures {(specify:
e.g., labs, IV) that have
been ordered by her care-
giver. Explain rationales
for each. Allow time for
questions,

Modify plan of care based
on client’s requests {e.g.,
female caregivers only) if
safe to do so. Collaborate
with caregiver for changes
in routine orders (specify:
e.g., ho enema, no EFM).

Teach (review) stages and
phases of labor with client.
Inform client of her cur-
rent status and how her
baby is adapting to labor.

Inform client of timing of
routine vital signs and fetal
assessments, and when
vaginal exams might be
done. Orient client to the
setting (call lights, phone

system, etc.) and show

Assessment provides infor-
mation about individual
learning needs.

The nurse acts as a client
advocate in allowing
desired support people and
keeping others out of the
client’s room.

Teaching empowers client
and significant other to
become participants in

labor and birth.

Modifying routine care
shows respect for the client
as an individual with the
tight to participate in deci-
sions regarding care.

Information helps client to
evaluate how she feels
compared to her labor sta-
tus, and provides reassur-
ance that her baby is also
being cared for.

Information about expect-
ed interventions helps the
client understand what is
happening. Knowledge
empowers the client to
control aspects of her envi-
ronment to P comfort

during labor.
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INTERVENTIONS

RATIONALES

how she may adapt it for
comfort (e.g,, lighting
switches, thermostat, extra
blankets, etc.).

Encourage client to stay
out of bed as long as possi-
ble to allow position to
help advance her labor.
Provide non-skid slippers
and robe for ambulation,
suggest rocking chair when
she is tired of walking
{birthing ball or whirlpool
if available — specify use).

Provide emotional support
and praise as needed to
encourage client and sig-
nificant other to cope with

Encouragement promotes
healthy behaviors to facili-
tate the progress of normal
labor.

Emotional support and
praise reinforce client and
significant other’s sense of
control during labor.

ation techniques (specify others) effectively during
labor.

Goal: Client will continue to be able to effectively

manage her labor by (date/time to evaluate).

Qutcome Criteria

Client adapts breathing techniques as labor pro-
gresses (specify). Client is able to relax during and

INTERVENTIONS RATIONALES

Praise reinforces client’s
belief in her ability to
manage labor and birth,

Praise client’s efforts to
cope with labor contrac-
tions and significant

other’s coaching ability and significant other’s
throughout labor and coaching ability.
birth.

the demands of labor and

birth.
Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client verbalize agreement with the plan of
care for labor? [Specify EFM, 1V, birth plan

requests etc.].

(Does client participates in self-care during labor?

Specify: e.g., walking, etc.)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Management of Therapeutic Regimen,
Effective: Individual

Related to: Physiological and psychological chal-
lenges of labor.

Defining Characteristics: Client states (specify:
e.g., "I can handle this now; I think I'll switch to
the other breathing”). Client uses breathing/relax-

Inform client and signifi-
cant other of labor
progress and what changes
to expect before they
occur. Provide approximate
time frames (e.g., transi-
tion will probably last < an
hour for a multipara).

Suggest alternative coping
techniques if client is hav-
ing difficulty (specify: e.g.,
changes in position,
breathing pattern, focus
point/keep eyes open, pres-
sure over sacrum, music,
massage, cool wash cloth,
birthing ball, whitlpool,
etc.).

Remind client to relax
during and between con-
tractions. Assist significant
other to evaluare degree of
client’s relaxation.

Role model coaching and
support during contrac-
tions if needed, then

Information and anticipa-
tory guidance help client
and significant other to
feel some control over
events, Transition is the
most difficult part of labor.

Client and significant
other may benefit from
alternative methods of
coping with the discomfort

of labor.

Relaxation saves energy
and decreases the fear-ten-
sion-pain cycle by decreas-
ing tension.

Role modeling shows sig-
nificant other how to help
the client. Significant
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INTERVENTIONS

RATIONALES

encourage significant other
to take over role.

Reassure client that if she
feels she needs pain med-
ication that she can still

participate actively in the

birth of her baby.

Inform client when she is
close to second stage.
Provide constant support
to client and significant
other during the contrac-
tions of transition and sec-
ond stage.

Encourage client to begin
bearing-down efforts when

she feels the urge to push.

Instruct client to bear

down at the peak of the
contraction for no more
than 6 seconds at a time

and to exhale or make
noise if she wishes.

Encourage client to change
positions frequently during
second stage (e.g., sitting
in chair, on birthing ball,
squatting, walking, hands
and knees, etc.).

Show significant other the
fetal head as it comes into
view. Allow client to wear
a glove and touch the
baby’s head as desired.

Offer praise to client and
significant other for their

good work after the birth.

other may feel over-
whelmed by the compe-
tence of staff and need
encouragement to partici-
pate.

Reassures the client that
she is not a failure if she
needs pharmacological
help to cope with the dis-
comfort of labor.

Information allows client
to evaluate what is hap-
pening. Client and signifi-
cant other may need extra
support to handle the
intensity of transition and
second stage.

Maternal efforts are more
effective when the fetus
has descended far enough

1o initiate Ferguson’s reflex.

Physiologic management
of second stage causes less
stress to the fetus than sus-
tained maternal breath

holding.

Position changes facilitate
descent of the fetus and
empower the client to be
in control of her birthing.

Seeing or touching the
baby’s head reinforces
maternal efforts to give

birth.

Praise reinforces family’s
bonding and positive
memoties of their birth
experience.

between contractions (other specifics as appropri-

ate).

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did client adapt breathing techniques as labor

progressed? Specify.)

(Was client able to relax during and between con-

tractions?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Injury, Risk for: Maternal and Fetal

Related to: Dystocia, cephalopelvic disproportion,
fetal malposition or presentation, precipitous

birth, etc.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client and her infant will not experience
any injury during labor and birth (evaluate after

birth).

Qutcome Criteria

Client’s labor progress will be within the normal
pattern on a labor curve. The fetus will descend at
> 1 cm/hr during second stage.

INTERVENTIONS

RATIONALES

Review prenatal record for
pelvic measurement,
length of previous labors,
and size of infant.

Assess fetal lie, presenta-
tion, and attitude using
Leopold’s maneuvers.
Inform caregiver of abnor-
malities.

Perform baseline vaginal
exam; repeat only as need-

Review provides informa-

tion about the passageway
and pelvic adequacy; iden-
tifies clients ac risk for pre-
cipitous births or dystocia.

Assessment provides infor-
mation about the fetus as
passenger.

Assessment provides infor-
mation about progress of
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INTERVENTIONS

RATIONALES

ed to determine progress.
Assess presentation, posi-
tion, station, membrane
status and effacement and
dilatation of the cervix
during vaginal exams.
Document progress on a
labor curve.

Assess contraction frequen-
¢y, duration, intensity, and
uterine resting tone q 30”
during active labor {(q 15”
if high risk), and q 15
during second stage (q 5”
if high risk). Palpate con-
tractions if external EFM
is being used. If TUPC is
used, document intensity
in mmHg,

Assess fetal well-being on
same schedule as contrac-
tions by auscultation or
EFM. Assess and docu-
ment baseline FHR, vari-
ability, and periodic and
nonperiodic changes
according to agency proto-
col.

Encourage client to change
position frequently during
labor: walk, sit on birthing
ball, in rocking chair, etc.

Notify care giver of non-
reassuring FHR and insti-
tute independent nursing
measures as appropriate:
decrease or discontinue
oxytocin if infusing, initi-
ate maternal position
changes, give oxygen at 8-
12 L/min via face mask, 1
IV fluids, perform vaginal
exam, etc.

labor, fetal position, and
descent. Use of a labor
curve allows comparison
with the normal patterns
for primiparas or multi-
paras.

Assessment provides infor-
mation about contraction
and adequacy of uterine
resting tone. External
EFM does not provide
information on intensity.
Contraction intensity with
IUPC is measured in
mmHg: 30-40 = mild, 50-
60 = moderate, 70-80 =
strong.

Assessment provides infor-
mation about fetal oxy-
genation, and adequacy of
oxygen reserves during
contractions.

Position changes may facil-
itate fetal descent through
the pelvis.

Independent nursing mea-
sures are designed to
improve fetal oxygenation
by decreasing uterine con-
tractions, relieving cord
compression, providing
supplemental oxygen,
increasing perfusion, and
identifying factors that
may be causing the dis-
tress.

INTERVENTIONS

RATIONALES

Notify care giver if client is
not making expected labor
progress (e.g., dilatation of
> lem/hr in active labor,
descent of > lem/hr in
2nd stage.

Keep client and significant
other informed of labor
progress and fetal well-
being.

If infant experiences shoul-
der dystocia at birth, assist
caregiver in applying
McRoberts maneuver: flex
mother’s thighs onto
abdomen, apply suprapu-
bic pressure to rotate
shoulder under symphysis.

Evaluation

Timely notification alerts
care giver to possible dys-
tocia, need for augmenta-
tion with oxytocin, or a
reevaluation of pelvic ade-
quacy.

Information allows client
and significant other to
anticipate what will hap-
pen and to participate in
decisions.

Shoulder dystocia occurs
after the head delivers,
when the anterior fetal
shoulder becomes lodged
behind the symphysis
pubis. McRobert’s maneu-
ver widens the angle of the
pelvic outlet.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Was client’s labor progress within the normal

labor curve?)

(Did the fetus descend at > 1 cm/hr during sec-

ond stage?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Infection, Risk for: Maternal/Fetal

Related to: Invasive procedures and ruptured
membranes during labor and birth.

Defining Characteristics: None, since this is a

potential diagnosis.
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Goal: Client and fetus will not experience infec-
tion from invasive procedures used during labor
and birth by (date/time to evaluate).

Qutcome Criteria

Client’s temperature will remain < 100°F; new-
born’s temp will be < 98.9°F

INTERVENTIONS

RATIONALES

Assess maternal tempera-
tute q 4h until membranes
ruptute, then q 2h until
birth.

Assess maternal pulse and
FHR baseline according to
protocol for stage of labor.

Assess amniotic fluid for
color and odor during each
vaginal exam. Limit vagi-
nal exams.

Assess any invasive devices
(e.g., catheter, IV, continu-
ous epidural) for s/s of
infection: redness, edema,
discomfort, warmth, etc. q
4h or as indicated.

Maintain medical asepsis
by frequent hand washing;
use clean gloves when in
contact with body fluids.

Use sterile technique per
agency protocol for inva-
sive procedures: e.g., IV
therapy, vaginal exams,
placement of a spiral elec-
trode, AROM, catheteriza-

tion, etc.

Change under-buttocks
pads frequently (at least q

Assessment provides infor-
mation about inflammato-
ry processes.

Maternal and fetal tachy-
cardia may indicate infec-
tion.

Foul-smelling or thick,
cloudy amniotic fluid may
indicate chorioamnionitis.
Bacteria may be intro-
duced during vaginal
exams,

Systematic assessment pro-
vides information about
inflammation and infec-
tious processes allowing
eatly treatment.

Frequent hand washing
prevents the spread of
pathogens; clean gloves
protect the caregiver from
pathogens.

Sterile technique prevents
the intreduction of
microorganisms into sterile
areas of the body.

Interventions promote
cleanliness and avoid a

INTERVENTIONS

RATIONALES

2h) to keep client dry.
Keep epidural dressing dry.
Provide perineal care as
needed, cleaning from
front to back.

Maintain a clean environ-
ment: ensure that house-
keeping has cleaned the
room (OR), equipment,
and bathroom (whirlpool);
empty trash as needed.

Avoid sharing equipment
with other clients or other
units in the hospital.

Encourage client to void q
2h during labor. Provide
privacy, run water, etc. to
stimulate urination. Teach
sfs of UTT to report: fre-
quency, urgency, burning.

Wash perineum prior to
vaginal birth per hospital
protocol using sterile tech-
nique. Wash from front to
back using a new sponge
for each wipe — clean labia
first and wash over the
vagina last.

For cesarean birth, per-
form abdominal scrub and
shave-prep per agency pro-
tocol, remove scalp elec-
trode, assist with mainte-
nance of sterile technique
during the surgery.

After the placenta has
delivered and any suturing
is completed, apply a ster-
ile perineal pad (ice pack if

moist dark environment
where bacteria may multi-
ply. Front-to-back cleans-
ing prevents fecal contami-
nation of vagina/urethra.

Cleaning prevents the
spread of nosocomial
infections within the hos-

pital.

Equipment should be des-
ignated for obstetrics only
to prevent cross-contami-

nation.

Urinary stasis during preg-
nancy provides an opti-
mum environment for
bacterial growth. Voiding
frequently avoids the need
for catheterization.
Teaching allows early iden-
tification of a UTL

Cleaning the perineum ¥
the number of microor-
ganisms that may invade
the vagina or lacerations

during birth.

Interventions ¥ the num-
ber of microorganisms that
may be introduced into
the abdominal cavity and

uterus during surgery.

Sterile peri pad prevents
the introduction of
microorganisms to the
vagina, episiotomy, or lac-
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INTERVENTIONS

RATTIONALES

indicated) front to back
without touching the inner
surface. Teach client how
to apply peri pads.

For cesarean birth, observe
and maintain the sterile
abdominal dressing,

Wear clean gloves to pro-
vide immediate care to the
newborn and until after
the first bath.

Assess infant’s temperature,
pulse, and respirations at
birth. Note how long
membranes have been rup-
tured.

Administer newborn eye
prophylaxis as ordered
(specify medication &
dose). Cleanse eyes fitst.

If removing epidural
catheter per anesthesia
order, note that entire
catheter is withdrawn,
assess puncture site for
redness, edema, and
drainage. Apply a Band-
Aid.

Monitor lab resulss for
signs of infection. Notify
caregiver if s/s of infection
develop in client or infant.

erations. Ice, ¥ edema.
Application avoids fecal
contamination.

A wet dressing provides a
medium for microorgan-
ism growth.

Clean gloves protect the
caregiver from blood-
borne pathogens.

Assessment provides infot-
mation about possible sep-
sis (tachycardia, tachyp-
nea). Prolonged rupture of
membranes priot to birth
increases the risk for infec-
tion.

Eye prophylaxis prevents
neonatal ophthalmic infec-
tions (specify action of
drug that is used).

Interventions rule out any
retained fragments of
catheter; local signs of
inflammation or infection,
a Band-Aid protects punc-
ture site.

Monitoring lab work
allows early identification
and treatment of infec-
tions.

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s temperature? What is newborn’s

temperature?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Fluid Velume Deficit, Risk for
Related to: ¥ p.o. intake, 1 losses.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client will not experience a fluid volume
deficit by (date/time to evaluate).

Outcome Criteria

Client will maintain urine output of 30 cc/hr or
greater, mucous membranes will remain moist,

B/P 2 (specify for client).

INTERVENTIONS

RATIONALES

Assess client hx for risk
factors for hemorrhage
(specify: e.g., overdistend-
ed uterus, clotting prob-
lems, etc.).

Assess client’s B/P, P, & R
(specify frequency).

Assess intake and output
every hour during labor
and recovery.

Assessment provides infor-
mation about client’s
propensity for perinatal
hemorrhage.

Hypovolemia results in ¥
B/P; the body compensates
by vasoconstriction and
PP ¥ volume leads to
hypoxia and T R.

Assessment provides infor-
mation about fluid bal-
ance.
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES

Assess skin color, temp, Pale, cool skin, poor skin oxytacics as ordered (speci- (specify action of drug

turgot, and moisture of turgor, and dry lips or fy: drug, dose, route, time). ordered).

lips/mucous membranes membranes may indicate ,

(specify frequency). fluid loss/dehydration. Estlm.atc blood_los.s by . The degree of blood loss
counting ot weighing peri- may not be apparent from

Encourage p.o. fluid intake Oral fluid intake promotes pads. Soaked pad in 15 appearance of vaginal dis-

(specify: type & amounts)
during labor if allowed.

Initiate and maintain IV
fluids and/or blood prod-
ucts as ordered (specify
fluids and rate).

Monitor lab results as
obrained (specify: e.g.,
Hgb, Het, urine sp. gravi-
ty, clotting studies, etc.).

Monitor vaginal losses:
bloody show and amniotic
fluid. Notify care giver of
excessive bloody show or if
fetus develops severe vari-
able decelerations.

Note any unusual bleeding
(e.g., from injection sites,
gums, epistaxis, petichiae)
and inform caregiver.

After delivery of the pla-
centa, assess uterine posi-
tion, tone and color and
amount of lochia; observe
for hematomas and note
integrity of incisions (spec-
ify frequency).

Encourage frequent emp-
tying of the bladder after
birth (catheterize as need-
ed). Massage the uterus if
boggy, guarding over the
symphysis. Administer

fluid replacement for
insensible losses during
labor.

Provides replacement of

fluid and/or blood losses.

Changes in Hgb and Het
indicate the extent of
blood loss. 1 sp. gravity
may indicate fluid loss.
Clotting studies indicate
the client at P risk for
hemorrhage.

Monitoring provides infor-
mation about abnormal
blood loss: possible placen-
tal abruption, or need for
amnioinfusion 1o prevent
fetal cord compression.

Abnormal bleeding may
indicate a clotting abnor-

mality.

Assessments provide infor-
mation about uterine dis-
placement and tone; vagi-
nal blood loss, hidden
bleeding, and wound
dehiscence.

Bladder distension may
inhibit uterine contraction
leading to excessive bleed-
ing. Massage stimulates
uterine tone (over-stimula-
tion may cause relaxation),

min is excessive. (1 gm = 1
cc if weighing pads).

Notify caregiver if bleeding
continues after nursing
interventions.

Evaluation

charge. Estimation helps
determine replacement
requirements.

Continued blood loss may
indicate retained placental
fragments or a cervical lac-
eration,

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s urine output? Is it 30 cc/hr or
greater? Are mucous membranes moist? What is
client’s B/P? Is it 2 (specify for client)?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Basic Gare Plan:
Gesarean Birth

Clients may be scheduled for a cesatean birth for
several reasons including pelvic contracture,
abnormal fetal presentation (c.g., transverse lie,
breech), complete placenta previa, active genital
herpes, or a previous cesarean with a classical uter-
ine incision.

Complications that arise during labor that may
lead to cesarean birth include prolapsed cord, fetal
distress, failure to progress, and cephalopelvic dis-
proportion (CPD).

Nursing Gare Plans
Inffection, Risk for: Maternal/Fetal (94)

Related to: Site for organism invasion secondary
to surgery.

Fluid Volume Deficit, Risk for (96)

Related to: Excessive losses secondary to wound
drainage.

Additional Diagnoses
and Gare Plans

Anxiety

Related to: Threat to biologic integrity secondary
to invasive procedure and concern for fetal well-
being.

Defining Characteristics: Client states (specify
using quotes: e.g., “I'm nervous; frightened; tense”
etc.). Client is trembling, crying; has 1 pulse, 1
B/P (specify other physiologic signs of anxiety).

Goal: Client will cope effectively with anxiety by
(date/time to evaluate).

QOutcome Criteria

Client reports ¥ anxiety; pulse and B/P are with-
in normal limits (specify for client); client appears
calmer: is no longer crying, not trembling.

INTERVENTIONS

RATIONALES

Assess client for physical
and emotional signs of
anxiety: trembling, crying,
tachycardia, hypertension,
dry mouth, or nausea.

Acknowledge client’s anxi-
ety. Provide information
about fetal status, realistic
reassurance and suppott:
stay with client, speak
slowly and calmly, use
touch as indicated (note
cultural variance in use of
touch).

Explain all procedures and
equipment on a level client
can understand. Provide
information about expect-
ed neonatal care. Repeat
information as needed.

Include significant other in
teaching and support.
Encourage a support per-
son to participate in
cesarean birth if appropri-
ate.

Teach coping mechanisms
(specify: e.g.. relaxation &
breathing techniques, visu-
alization, etc.) to client
and significant other.

If client is to have cesare-
an, teach about what will
happen during and after
the birth, frequent v/s,
need to turn, cough, deep

Assessment provides infor-
mation about emotional
and sympathetic nervous
system response to pet-
ceived threat.

Acknowledgment validates
client’s feelings.
Reassurance and support
help the client to regain
control. Personal space
requirements and tolerance
for touch varies with indi-
viduals and cultures.

High anxiety may interfere
with concentration and
ability to process informa-
tion. Understanding
decreases anxiety about
unfamiliar experiences.

Significant other may also
be anxious about surgical
interventions. Presence of
a support person decreases
client’s anxiety.

Effective coping helps the
client and significant other
to increase feelings of self-
control during stressful
experience.

Preoperative teaching pro-
vides anticipatory guidance
about the post-operative
interventions and how
client can help herself.
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INTERVENTIONS

RATIONALES

breathe, incision pain and
relief methods available
(specify: e.g., epidural
morphine, PCA pump, IM
narcotics, splinting inci-
sion with pillow, etc.).

Introduce client and signif-
icant other to members of
the surgical and neonatal
team if appropriate and
explain their roles in the

birth.

If client is to have general
anesthesia, describe sensa-
tions she may feel, remain

by her side and hold her

hand until she is asleep.

Describe sensations the
client may feel if having
epidural anesthesia: pres-
sure, pulling and tugging,
etc.

Describe what is happen-
ing during surgery and/or

neonatal resuscitation.

Ensure that client can see
and touch infant before
transfer.

Arrange to visit the client
on the Ist or 2nd postpar-
tum day to review the
birth and answer any ques-
tions.

Praise client and signifi-
cant other for their effec-

tive coping skills after the
birth,

Knowledge of pain relief
measures helps ¥ anxiety
about pain.

Introductions validate the
client’s individuality and
worth.

Anticipatory guidance
enhances the client’s ability
o cope when new sensa-
tions ate felt. Touch may
be especially reassuring at
this time,

Anticipatory guidance
enhances the client’s ability
to cope when new sensa-
tions are felt.

Information decreases anx-
iety about unfamiliar
scenes and sensations.

Intervention promotes
attachment and ¥ anxiety
about newborn.

Review and discussion
assists the client to form an
accurate impression of her
birth experience.

Praise may teinforce posi-
tive coping skills in the
future.

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client report ¥ anxiety? What is pulse and
B/P? Does client appear calmer? e.g., no longer

crying, not trembling?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Pain

Related to: Tissue trauma secondary to abdominal
surgery, post-delivery uterine contractions.

Defining Characteristics: Client reports pain
(specify degree using a scale of 1 to 10 with one
being least, 10 being most), facial grimace, crying,
guarding of incision, etc. (specify).

Goal: Client will experience a decrease in pain by

(date/time to evaluate).

Outcome Criteria

Client reports decreased pain (specify depending
on what was reported first: e.g., < 5 on a scale of 1
to 10). Client is relaxed, not grimacing or crying,
appropriate guarding of incision.

INTERVENTIONS

RATIONALES

Assess location and charac-
ter of pain when the client
reports discomfort. Assess
for cultural variations in
pain response if indicated
(e.g., Asian client may
smile and deny any pain
even with abdominal
surgery).

Assess client’s perception
of pain intensity using a

Assessment provides infor-
mation about the cause of
pain: may be incisional,
uterine, or may indicate a
complication such as
hemaroma, Different cul-
tures have vatied accepted
responses to pain, which
may differ from the
nurse’s.

Assessment provides quan-
titative information about
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES
scale of 1 to 10 with 1 client’s perception of pain Teach client about the Understanding the physi-

being the least and 10
being the most pain.

Administer appropriate
pain medication as ordered
(specify drug, dose, route,
times. Instruct ptin PCA
pump use if indicated).

Assess client for pain relief
(specify timing for particu-
lar drug given). Observe
for adverse effects (specify
for drug: e.g., itching, uri-
nary retention with

epidural morphine).

Keep narcotic antagonist
{(naloxone) available if
client has received narcotic
analgesia.

Assist client to change
positions, encourage
ambulation as soon as pos-
sible. Provide a comfort-
able environment {(temper-
ature, lighting, etc.).

Teach client to ask for pain
medication before pain
becomes severe or before
planned activity.

Teach client nonpharma-
cological interventions:
(specify: e.g., splinting
incision with piflow,
rolling to side before rising

from bed, etc.}.

Offer nonpharmacological
pain interventions if
desired: e.g., therapeutic
touch, back rub, music,
etc.

and guides the choice of
medications. Level of pain
is what the client says it is.

{Specify rationale for
choosing the drug: e.g., is
drug contraindicated if
breast feeding? Describe
action of specific drug.)

Assessment provides infor-
mation about client’s
response to medicartion.

Naloxone reverses the
effects of narcotics in cases
of overdose.

Position changes decrease
muscle tension, ambula-
tion decreases flatus, com-
fortable environment
enhances relaxation.

Pain medication is more
effective and less is needed
if given before pain is
severe. Premedication
affords pain relief for activ-
ity.

(Specify rationale: e.g,,
splinting and rolling to the
side prevents traction on
the incision site.)

Nonpharmacological inter-
ventions may use distrac-
tion or the gate-control
theory to ¥ pain percep-
tion.

physiology of after-pains
(relate to breast-feeding as
indicated).

Notify caregiver if pain is
not controlled or if com-

ology may ¥ anxiety and
pain perception associated
with after-pains.

Caregiver may order a dif-
ferent analgesic or decide

plications are suspected. to re-evaluate the client.

Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What degree of pain does client report? Is client
calm? relaxed? not grimacing, etc? Describe client’s
activity.)

(Revisions to care plan? D/C care plan? Continue
care plan?)
Positioning Injury (Perioperative), Risk for

Related to: Positioning and loss of normal sensory
protective responses secondary to anesthesia.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Client will not experience any positioning
injury for duration of anesthesia.

Outcome Criteria

Client’s B/P remains 2 (specify for client). Client
denies any leg or back pain after anesthesia wears

off.

INTERVENTIONS RATIONALES

Assess client for any previ-
ous back or leg injuries or
conditions that may be
affected by surgical posi-

tion.

Assessment provides infor-
mation about pre-existing
risk factors for periopera-
tive injury.
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES

Assist with positioning for Propet positioning facili- up after surgery. Note any sue injury.

epidural anesthesia as tates introduction of the reddened or blanched

needed. epidural catheter and areas,

If client has epidural anes-
thesia, protect her legs
from possible falls or tor-
sion injury- SR 1,
guard legs if knees are
raised to insert foley, etc.

Position client supine on
the operating table with a
wedge under her right hip
and a pillow under her
head. Apply safety straps.
Align spine and neck ar all
times. Tilt the table to the
left as ordered.

Evaluate feral heart rate
prior to abdominal scrub
and draping.

Ensure that client’s legs are
in a natural, aligned posi-
tion without crossed ankles
before draping (inform
client not to cross ankles if
preparing for general anes-
thesia). Assist anesthesia
provider with natural posi-
tioning of client’s arms at
side or on arm board

Use padding for bony
prominences {(e.g., pad
arm boards, heels, etc.).

After surgery is completed,
move client to a stretcher
using a roller and draw
sheet and enough staff to
maintain client’s body
alignment during move,

Assess client’s skin condi-
tion as she is being cleaned

avoids client injury.

Interventions protect the
client’s legs from falling
and hyperextending the
hip joint.

Safety strap prevents client
falls. Alignment presents
nerve injury. Tilting the
uterus to the left facilitates
matetnal venous return
and uteroplacental perfu-
sion.

Assessment provides infor-
mation about placental
petfusion.

Natural positioning pre-
vents torsion and pro-
longed mechanical pressure
on nerves and circulatory
system during surgery.

Padding decreases pressure
over bony areas, which can
interfere with circulation.

Maintaining alignment
prevents torsion or twist-
ing of the client’s body.
Providing adequate staff
prevents staff injuries.

Assessment provides infor-
mation about possible tis-

Assess return of motor and
sensory function in legs as
epidural wears off.
Maintain safety precau-
tions (side rails up, etc.)
until client has full use of
extremities.

Notify caregiver and anes-
thesia provider of any
unusual findings or com-
plaints.

Evaluation

Assessment provides infor-
mation about when client
may safely use her legs
again,

Notification allows care-
giver to investigate possible

injury.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially mer?)

(Did client’s B/P remain > (what was specified for
client)? Does client deny any leg or back pain
after anesthesia has worn off?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Parent-Infant Attachment, Risk for Altered

Related to: Barriers to or interruption of attach-
ment process secondary to surgical routine or ill-

ness of mother/infant.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client will demonstrate appropriate attach-
ment behaviors by (date/time to evaluate).

Qutcome Criteria

Parents will hold infant following birth.

Parents and infant will make eye contact. Parents
will verbalize positive feelings towards infant.
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INTERVENTIONS

RATIONALES

Assess maternal feelings
towards the fetus prior to
birth: e.g., “Do you have a
name chosen?” Note non-
verbal cues.

Inform parents of fetal
responses as assessed by

FHR prior to birth.

Assess cultural expectations
of the parents and their
families related to mother-
baby care after birth.
Solicit information about
dierary needs, and who is
expected to care for the
infant. Share informarion

with all staff.

Provide parents with an
opportunity to see and
touch the baby immediate-
ly after birth. If infant
needs resuscitacion, allow
parents to see and touch
infant prior to transfer to
nursery.

Delay eye prophylaxis and
other unnecessary proce-
dures until parents have
had an opportunity to
hold infant for 30 minutes
to 2 hours per protocol.

For cesarean births with
general anesthesia, allow
the father (or significant
other) to be present after
induction to bond with
the infant.

For cesarean births, take
infant to recovery room
with mother and encour-
age her to hold and breast
feed infant if desired.

Assessment provides infor-
mation about prenatal
attachment to the fetus.

Information helps the par-
ents view ferus as a real

baby.

Assessment provides infor-
mation about cultural vari-
ations: e.g., in some cul-
tutes the mother is expect-
ed to rest while others care
for the infant, Cold foods
may be prohibited during
the puerperium.

Mothers and infants are
ready to form attachment
in the first few minutes
after birth. If the infant is
ill, seeing and touching the
baby reduces parental anxi-
ety and fosters attachment.

Eye prophylaxsis may
interfere with the infant’s
ability to see his parents’
faces. The first period of
sensitivity lasts 30 — 90
minutes.

Allowing father to be pre-
sent fostets parent-infant
attachment even if mother
is asleep.

Post-operative clients, who
are not too sedated, are
able to interact with their
baby just as vaginal birth
mothers do.

INTERVENTIONS

RATIONALES

For vaginal births, keep
the infant with the par-
ents. Teach parents about
assessments and interven-
tions as they are per-
formed.

Administer pain medica-
tions to the mother as

needed (specify).

Encourage and facilitate

breast-feeding immediately
after birth if indicated.

Encourage parents to hold
their baby skin-to-skin
(kangaroo care).

Promate bonding by
pointing out attractive fea-
tures of the infant and his
response to the parents.

Praise parental care-giving
skills as indicated.

Assess attachment behav-
jors of parents: eye con-
tact, touch, and verbaliza-
tion about the baby. Share
observations with caregiver
and postpartum staff.

If infant is ill and taken to
nursery, take parents to see
infant as soon as client is
stable. Encourage parents
to participate in caring for
infant in the nursery as
possible.

Acttachment requires prox-
imity. Involvement in
assessments and interven-
tions facilitates the begin-
ning of parenting skills.

Pain may distract the
client from attachment
and bonding with her
infant.

Early breast-feeding pro-
vides lactose for the infant
after the stress of labor;
nipple stimulation causes a
release of oxytocin for the
mother: 1 uterine con-
traction and ¥ vaginal

bleeding.

Skin-to-skin positioning
provides warmth for the
infant and facilitares
artachment.

Intervention helps parents
adjust their idealized
thoughts abour the baby
with the real baby.

Parenting is a learned
process. Praise promotes
self-esteem.

Failure to make eye con-
tact, avoidance of touch,
or negative expressions
may indicate attachment
problems, which need to
be evaluated further.

Interventions foster attach-
ment and reduce parental
anxiety. If infant is very ill,
parents may be afraid to
touch or care for their

baby.
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INTERVENTIONS

RATIONALES

If infant is transferred 10
another facility, provide
parents with photos and
mementos of the infant
before transport and the
phone number of the facil-
ity.

If mother is too ill to care
for infant, or if cultural
presctiptions intetfere with
infant care, encourage
father or other family

membet to stay in room.

Refer parents as needed
(specify: e.g., social ser-
vices, congenital anomaly
support groups, grief sup-
port, etc.).

Evaluation

Interventions promote
attachment and informa-
tion until the client is
reunited with her infant.

Family-centered care pro-
motes attachment with all
family members.

Intervention provides addi-
tional assistance for par-
ents having difficulty wich
attachment or supports
cultural beliefs.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did parents hold infant following birth? Did par-
ents and infant make eye contact? Did parents
verbalize positive feelings towards infant? Specify

using quotes.)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Induction & Augmentation

Induction refers to artificial stimulation of labor
before it has spontaneously started. Augmentation
is artificial stimulation to enhance labor after it
has begun naturally.

Reasons for induction include maternal and fetal
conditions that prohibit continuing the pregnan-
cy. These may include: severe PIH, fetal demise,
IUGR, prolonged ruptured membranes,
choricamnionitis, diabetes mellitus or other severe
maternal illnesses, and verified postterm pregnan-
cy. Induction may be accomplished by use of cer-
vical ripening agents if the cervix is unfavorable,
followed by amniotomy, and oxytocin infusion.
Augmentation usually consists of amniotomy
and/or oxytocin infusion to increase the intensity
and frequency of hypotonic uterine contractions.

Contraindications to induction or augmentation
are contraindications to labor contractions and
vaginal birth. These include fetal distress, com-
plete placenta previa, active genital herpes, CPD,
previous classical uterine incision, and fetal mal
presentation. Care should be taken to verify fetal
gestational age prior to inducing labor.

Medical Gare

* Fetal maturity assessment: LNMP, serial ultra-
sound measurements, and possibly amniocente-
sis for L/S ratio

* Determination of fetal lie, presentation, and sta-
tion

* Assessment of cervical readiness for labor:
effacement, dilatation, position, and consisten-
cy (Bishop’s scoring may be used)

* Cervical ripening agents (PGE, gel, dynopros-
tone, or misoprostol) may be used to soften the
cervix prior to oxytocin induction

¢ AROM (artificial rupture of membranes) may
stimulate contractions

* Continuous EFM; intravenous oxytocin
(Pitocin) piggybacked to a mainline IV via an
infusion pump; dilution of pitocin is per order.
Pitocin is titrated to labor pattern and fetal tol-
erance

Nursing Gare Plans

Basic Care Plan: Labor and Vaginal Birth
e2)

Additional Diagnoses
and Gare Plans
Injury, Risk for: Maternal/Fetal

Related to: Effects of drugs used to induce or aug-
ment labor.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Client and fetus will not experience any
injury related to the use of drugs used to induce
or augment labor by (date/time to evaluate).

Qutcome Criteria

Contraction frequency not less than q 2-3 min-
utes, not more than 60 second duration, and ade-
quate resting tone between contractions. FHR
remains reassuring with no late decelerations.

INTERVENTIONS RATIONALES

Assessment provides base-
line data prior to induc-
tion or augmentation,
Position facilitates placen-
tal perfusion.

Obtain baseline maternal
v/s. Assess fetal presenta-
tion, position, station, and
cervical effacement and
dilatation. Position client
on left side if tolerated.
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES
Apply EFM and obtain a Assessment provides data Mix oxytocin in IV solu- Oxytocin has an antidi-

20-minute strip prior to
beginning induction.
Assess baseline FHR, vari-
ability, and periodic and
nonperiodic changes. If
FHR are nonreassuring,
notify provider without
starting oxytocin.

Assess uterine activity by
palpation or IUPC before
starting induction.

Explain induction or aug-
mentation rationale and
procedure to client and
significant other before
starting. Allow time for
questions.

If cervical ripening agent is
to be used, follow agency
protocol for IV access,
placement, length of time
to remain supine, and how
long to wait before begin-

ning oxytocin (specify).

If uterine hyperstimulation
ot nonreassuring FHT
develop, remove the ripen-
ing agent, turn client to
left side, provide humidi-
fied oxygen at 8-12 L/min
via facemask, and notify
physician. Administer a
tocolytic as ordered.

Start mainline IV as
ordered by care provider
(specify which fluids and
rate) with an 18 gauge (or
larger) catheter on non-
dominant arm or hand,
avoiding use of armboard.

about fetal well-being prior
to beginning oxytocin.
Increased intensity of con-
tractions might be harmful
to an already stressed fetus.

Assessment provides base-
line data about contrac-
tions and resting tone.
Contractions may be ade-
quate without oxytocin.

Explanation decreases
client and significant
othet’s anxiety about the
procedure and reason for
1t.

Cervical ripening prepara-
tions have different
requirements for place-
ment and timing. Agency
protocol may require a
heparin lock or KVO IV.

Cervical ripening agents
may cause uterine hyper-
stimulation and decreased
uteroplacental perfusion
causing fetal hypoxia.
Tocolytics decrease uterine
activity.

Mainline IV provides
venous access should oxy-
tocin need to be discontin-
ued. 18 gauge or larger
needle is indicated if client
might need blood; place-
ment allows client use of

her hand.

tion as ordered by care
provider (specify fluid
type, amount, and how
many units of oxytocin).

Thread oxytocin IV tubing
through an infusion pump.
Piggyback oxytocin to
mainline IV at a distal
port. Begin infusion as
ordered (specify: e.g., 0.5

mU/min or 1 mU/min).

Assess maternal B/P, B R,
and assess fetal baseline
heart rate, variability, peri-
odic, and nonperiodic
changes q 30 min or
before increasing oxytocin
infusion rate.

Assess uterine contractions
for frequency, duration,
intensity, and resting tone
by palpation or IUPC q
15-30 min or before
increasing oxytocin.

Titrate oxytocin as ordered
to obtain cotitractions q 2-
3 min, of 60 second dura-
tion, and moderate inten-
sity with adequate resting
tone. Once active labor is
established, the oxytocin

dose may be decreased.

Decrease or discontinue
oxytocin if contractions are
closer than q 2 min or last

uretic effect by causing
retention of free water.
Caregiver may choose an
electrolyte fluid (rather
than dextrose and water)
to ¥ this effect. Dilution
determines the volume for
each milliunic (mU).

Pump ensures correct
dosage is given.
Piggybacking the drug
maintains IV access if oxy-
tocin needs to be discon-
tinued. Using a distal port
allows oxytocin to be dis-
continued without addi-
tional drug infusing
through excess tubing.

Assessment provides infor-
mation about complica-
tions of oxytocin: fluid
excess, ruptured uterus,
fetal distress.

Assessment provides infor-
mation about effects of
oxytocin needed for titra-
tion of the drug.

Most clients will have ade-
quate contractions with 10
mU/min or less of pitocin.

Uterine hyperstimulation
may result in ¥ placental
perfusion causing fetal
hypoxia or uterine rupture.
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INTERVENTIONS RATIONALES Evaluation

> 90 seconds or there is an (Date/time of evaluation of goal)

P in resting tone (> 20 (Has goal been met? not met? partially mert?)
mmHg with IUPC).

Observe client for unusual (Describe contraction frequency, duration, and
discomfort. intensity and uterine resting tone. Describe base-
Notify physician if hypet- Oxytocin has a short half- line FHR, variability, periodic and nonperiodic

tonus continues after oxy-
tocin has been discontin-
ued. Administer tocolytics
as ordered {specify, drug,
dose, and route).

Discontinue oxytocin if a
nonreassuring fetal heart
rate pattern develops.
Position client on her left
side, increase mainline
IVE provide humidified
oxygen at 8-12 L/min via
facemask. Notify physician
of fetal heart rate pattern,
actions taken, and result.
Document notification.

Encourage client to void q
2h. Monitor hourly intake
and output.

Perform sterile vaginal
exams as needed to moni-
tor progress of labor.

Keep client and significant
other informed of labor
progress and any changes
in the plan of care.

life (3-5 min). Continued
hypertonus may indicate
the need for tocolytics to
relax the uterus and
increase placental perfu-
sion. {Action of drug.)

Oxytocin may cause uter-
ine hyperstimulation or
increased resting tone,
which interferes with pla-
cental perfusion.
Interventions increase pla-
cental perfusion and oxy-
gen available to the fetus.

Oxytocin has a slight
antidiuretic effect.
Interventions prevent blad-
der distention and pro-
vides information about

fluid balance.

Vaginal exams provide
information about effec-
tiveness of induction or
augmentation.

Information promotes
understanding and
decreases anxiety, which
may slow labor progress.

changes.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Fluid Volume Excess, Risk for

Related to: Water intoxication secondary to anti-
diuretic effect of oxytocin and administration of

intravenous fluids.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client will not experience fluid volume

€XCCSS.

Outcome Criteria

Client’s urine output is > 30 cc/hr.

Client does not experience altered level of con-

sciousness, or convulsions.

INTERVENTIONS

RATIONALES

Monitor hourly intake and
output while oxytocin is
infusing.

Observe client for signs of
water intoxication includ-
ing subtle changes in men-
tal status, confusion,
lethargy, nausea, and/or
convulsions. Discontinue
oxytocin and ¥ mainline

to KVO; notify physician.

Monitor lab values as
obtained.

Urine output may ¥ as
oxytocin causes the kid-
neys to reabsorb free water.

Oxytocin dosage > 20
mU/min is associated with
¥ urine output. Excessive
retention of free water
causes a hyponatremic,
hypoosmotic state, result-
ing in cerebral edema.

Serum sodium < 120
mEg/L or plasma osmolal-
ity < 240 mOsm/kg indi-
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INTERVENTIONS RATIONALES Gas Exchange, Impaired, Risk for: Fetal
cate immanent water Related to: Cord compression secondary to
intoxication. AROM and prolapse of the umbilical cord.

Collaborate with caregiver With large doses of oxy- Defining Characteristics: None, since this is a

to mix oxytocin in an elec-
trolyte solution rather than
dextrose and water.

When oxytocin needs to
be infused at > 20
mU/min for several hours,
increase the strength of the
infusion rather than the
volume (e.g., mix 10 U
oxytocin in 500 cc fluid so
that 3 cc/hr=1 mU/min or
10 U oxytocin in 250 cc
fluid so that 1.5 cc/hr =

1 mU/min).

Assess mainline IV rate
each hour. As oxytocin
infusion is increased,
decrease mainline IV rate
to provide IVF at ordered
rate (specify: e.g., 125
cc/hr).

If labor is not established
after 8 hours, collaborate
with caregiver to discon-
tinue the infusion until the
next day.

Evaluation

tocin, the risk of water
intoxication is greater if
oxytocin is mixed with
electrolyte-free water and
dextrose.

Strengthening the solution
decreases the volume that
needs to infuse.

Mainline may be periodi-
cally opened up for mater-
nal hypotension or fetal
distress. Intervention
avoids infusing large
amounts of fluid as oxy-
tocin is increased.

Intervention promotes
client rest and decreases
the risk of water intoxica-
tion from high doses of
oxytocin.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
g p y

What is urine output? Is client’s level of con-
P

sciousness appropriate? Has client had any convul-

sions?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

potential diagnosis.

Goal: Fetus will not experience impaired gas

exchange after AROM.

QOutcome Criteria

FHT remain reassuring (specify) after AROM.

Prolapsed cord is not palpated on vaginal exam

after AROM.
INTERVENTIONS RATIONALES
Assess baseline FHR before Assessment provides infor-

membranes are ruptured.
Note variability and pres-
ence of accelerations or
decelerations.

Explain AROM procedure
to client including expect-
ed benefits and sensations
she may feel (warm, wer,
no pain, possible * con-
tractions).

Encourage client to
breathe deeply and relax
during procedure.

Assess fetal presentation,
position and station prior
to AROM. Notify caregiv-
er of findings.

Position client on chux or
pads and assist caregiver to
petform AROM by open-
ing amnihook and apply-
ing gentle fundal pressute
if requested.

mation about individual
fetal baseline heart rate
and well-being.

Explanation decreases anx-
iety about procedure and
ensures client understand-
ing and cooperation.

Client relaxation facilitates
vaginal exam and amnioto-
my.

Fetus should be cephalic or
frank breech and well-
engaged with presenting
part against the cervix to
prevent prolapsed cord.

Dry pads will absorb
excess fluid. Light fundal
pressure may be needed to
expel fluid and move the
presenting part against the
cervix to prevent prolapsed
cord.
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INTERVENTIONS RATIONALES

If RN is to perform Many boards of nursing do
AROM, obtain order, not allow staff nurses to
ensure that presenting part petform AROM or may

is cephalic and well-
engaged against the cervix.
If not, notify caregiver of
findings and do not per-
form AROM. Perform
procedure according to
agency protocol. Palpate
for a prolapsed cord after
fluid has escaped.

Assess FHR immediately
after amniotomy and
through the next few con-
tractions.

Note date and time of
AROM on EFM strip and
in chart.

Observe color, amount,
and odor of amniotic fluid
at time of AROM and
during each subsequent
vaginal exam.

Provide a dry chux or pad
after AROM. Change pads
frequently throughout
duration of labor.

Assess client’s temp q 2h
after membranes have rup-
tured until birth.

If nonreassuring variable
decelerations develop,
change maternal position,
provide oxygen at 8-12
L/min via facemask, and
perform vaginal exam to

require extra competency
instruction and certifica-
tion. The RN is responsi-
ble for knowing what the
state board defines as the
scope of practice, and per-
forming the procedure
safely.

Assessment provides infor-
mation about fetal oxy-
genation. Prolapsed cord
may be obvious or occult.

Documentation provides
information about activi-
ties affecting fetal condi-
tion during labor.

Assessments provide infor-
mation about fetal well-
being: meconium indicates
stress unless fetus is
breech, blood may indicate
abruption, an unpleasant
odor may indicate infec-
tion.

Dry pads keep client com-
fortable and decrease the
warm, wet environment
favored by microorgan-
isms.

Assessment provides infor-
mation about possible
development of infection.

Decreased amniotic fluid
may cause cord compres-
sion resulting in variable
decelerations. Maternal
position change may
relieve the pressure on the
cord.

INTERVENTIONS

RATIONALES

rule out prolapsed cord.
Notify caregiver of severe
variable decelerations,
interventions, and fetal
response.

Provide for amnioinfusion
as ordered per agency pro-
tocol {specify).

Prepare client for emer-
gency cesarean if ordered
for prolapsed cord or fetal
distress.

Evaluation

Amniocinfusion may be ini-
tiated to reduce pressure
on the cord.

Obstruction of fetal gas
exchange may require
emergency cesarean birth.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Is FHR reassuring? Describe FHT: bascline, vari-
ability, periodic, and nonperiodic changes. Does
vaginal exam rule out prolapsed cord after

AROM?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Induction & Augmentation

Contractions

/ ? \
No Yes

’ v

Induction Augmentation

!

cervical oxytocin
readiness? start at
0.5 mU/min

No Yes

v

cervical
ripening agents v
» oxytocin
start at
1-2 mU/min

——» titrate oxytocin &
to labor pattern
and fetal
response
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Pain relief measures that affect a specific body area
are termed regional analgesia or anesthesia. The
drugs (usually local anesthetic and/or a narcotic
analgesic) are injected near specific nerves. Local
anesthetics interrupt the transmission of impulses
for pain, motor, and sensory nerves. Narcotics
bind to opioid receptors and decrease pain percep-
tion only. Commonly used local anesthetics in
obstetrics are lidocaine, bupivicaine hydrochlo-
ride, and 2-chloroprocaine hydrochloride.
Commonly used narcotics are fentanyl, sufentanil,
and morphine.

The most common regional anesthesia used in
childbirth is local perineal infiltration for episioto-
my. Another common usage in the United States
is epidural analgesia/anesthesia employed for labor
pain and cesarean birth. Epidurals may employ
local anesthetics alone or combined with nar-
cotics. Intrathecal analgesia is injection of a nar-
cotic into the subarachnoid space. This provides
pain relief without motor, sympathetic, or sensory
block. Other types of regional analgesia some-
times used in childbirth include pudendal, and
spinal blocks.

Epidural using local anesthetics:

* maternal hypotension from sympathetic block
causing vasodilation and pooling of blood in
the legs; may result in nonreassuring FHR pat-
terns

* may interfere with labor pattern causing pro-
longed labor; may lead to cesarean birth

¢ may block maternal urge to push; may be asso-
ciated with increased use of forceps

* high block or complete block may result in res-
piratory arrest

* post dural-puncture headaches

* systemic toxicity rcsulting in convulsions, car-
diac depression, and dysthythmias

Epidural narcotics:
* respiratory depression
* urinary retention, bladder distension

* pruritis, nausea, and vomiting

* Regional analgesia and anesthesia (excluding
local infiltration) should be provided by a quali-
fied, credentialed, licensed anesthesia care
provider who injects the drugs, stabilizes the
client, and is available to adjust dosage and
treat complications

* Contraindications may include hypovolemia,
coagulation defects or anticoagulant therapy,
and local infection

¢ IV of a balanced salt solution (c.g., Ringer’s
Lactate) with a bolus of 500-1000 cc given
prior to epidural placement to avoid hypoten-
sion

* After aspiration to avoid injecting the drug into
a blood vessel, a test dose is given to rule out
sensitivity

* Drugs may be given by single injection or a
catheter may be placed for repeated or continu-
ous epidural analgesia

Nursing Care Plans
Infection, Risk for (94)

Related to: Site for organism invasion secondary
to presence of epidural catheter.
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Positioning Injury (Perioperative), Risk for

(101)

Related to: Loss of usual sensory protective

responscs.

Additional Diagnoses and Plans

Pain (Acute)

Related to: Uterine contractions and perineal

stretching during labor.

Defining Characteristics: Client reports pain
(specify rating on a scale of 1 to 10 with 1 being
least, 10 most) and requests pain relief measures
(specify: e.g., “Can I have my epidural now?”).
Client is grimacing, crying, etc. (specify).

Goal: Client will experience a decrease in pain by

(date/time to evaluate).

QOutcome Criteria

Client will report a decrease in pain (specify: e.g.,
< 5 on a scale of 1 to 10). Client will not be cry-
ing or grimacing (specify for individual response).

INTERVENTIONS

RATIONALES

Assess client for pain every
hour during labor. Note
verbal and nonverbal cues.
Assess location and charac-
ter. Ask client to rate pain
on a scale from 1 to 10
with 1 being least, and 10
being the most pain.

Accept the client’s inter-
pretation of pain and avoid
cultural stereotyping,

Explain the physiology of
the discomfort the client is
experiencing (c.g., back
labor and OP position,

Assessment provides infor-
mation about ctiology of
pain (e.g., contractions,
petineal stretching, or
uterine rupture.) Rating
allows objective quantita-
tive reassessment.

Pain is a personal experi-
ence. The expression of
pain is influenced by cul-
tural norms.

Explanations decrease fear
of the unknown and assist
the client to cope with dis-
comfort.

INTERVENTIONS

RATIONALES

cervical dilatation, pressure
during descent).

Reinforce client’s use of
breathing and relaxation
techniques learned in
childbirth classes. Support
coaching from significant
other.

Assist client and significant
other with suggestions and
implementation of non-
pharmacological pain relief
measures if desired (speci-
fy: e.g., position changes,
back rub, massage,
whirlpool, etc.).

Explain the medical pain
relief options available to
the client (specify: IV nar-
cotics, epidural, intrathe-
cal, etc.). Briefly discuss
advantages and disadvan-
tages of each option.

Administer systemic anal-
gesia as ordered (specify:
drug, dose, route, & time).

Notify anesthesia care
provider if client is to have
regional analgesia.

Monitor maternal and fetal
response to medication;
observe for adverse effects

{specify for drug).

Reevaluate client’s percep-
tion of pain after drug has
taken effect (specify time
frame for drug given)
using a scale of 1 1o 10.

Notify caregiver or anes-
thesia provider if measures

Support assists the client
and significant other to use
techniques learned in

childbirth education

classes.

Client may wish to have
an unmedicated birth and
only need support rather
than drugs to cope with
the discomfort of labor

and birth.

Information empowers the
client to decide between
the available options to
meet her individual needs.

(Specify action and side
effects for each drug.)

Early notification pro-
motes timely pain relief if
anesthesia provider is not
readily available.

{Specify for drugs given:
e.g., IV narcotics may
cause ¥ FHR variability)

Timing of pain relief varies
with different drugs and
routes.

Pain relief measures need
to be individualized.
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES
arent effective in decreas- Client may respond better Start an IV if ordered An IV provides venous

ing client’s perception of
pain.

Evaluation

to a different drug or high-
er dosage.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What does client rate pain on a scale of 1 to 10?
Is client crying or grimacing? Describe activity.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Injury, Risk for: Maternal and Fetal

Related to: Effects of drugs used for pain relief

during labor and birth.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client and fetus will not experience any
injury from medications used during labor by

(date/time to evaluate).

Qutcome Criteria

Client’s B/P, P, R remain within normal limits
(specify a range for client). FHT remain reassur-

ing and newborn exhibits spontaneous respirations

at birth.

INTERVENTIONS

RATIONALES

Assess client’s baseline vital
signs before analgesia
administration.

Assess fetal well-being
(FHR, variability, accelera-
tions, or decelerations)
before providing analgesia.

Assessment provides infor-
mation about individual
baseline to help identify
any adverse drug effects.

Assessment provides infor-
mation about baseline fetal
status to help identify any
adverse drug effects.

(specify fluid and rate: e.g.,
for epidural, give bolus of
500-1000 cc if ordered).

Administer IV push anal-
gesia slowly during a con-
traction (specify: drug,
dose, and time).

Raise side rails, place call
bell within reach and
instruct client not to get
out of bed after receiving
narcotic or epidural anal-
gesia.

Reassess client’s B/P, P, and
R and feral well-being at
expected peak of drug
action (specify for drug).

Time systemic narcotics to
avoid respiratory depres-
sion in the newborn (spec-

ify for individual drug).

If client is to receive an
epidural encourage the
client to void before the
procedure.

Apply continuous EFM
for clients receiving region-
al analgesia. Document
assessments of fetal well-
being per agency protocol.

Ensure that oxygen, suc-
tion, and resuscitation
drugs and equipment
including bag and mask
are readily available.

Assist anesthesia care
provider to provide epidur-
al or intrathecal analgesia

access for hydration and
treatment of complica-
tions.

Intervention prevents a
large bolus of drug from
crossing the placenta.

Interventions promote
safety by preventing mater-

nal falls while sedated.

Assessment provides infor-
mation about client’s phys-
iologic response to drug
and fetal effects.

Narcotics given to the
mother should wear off
before or peak after birth
to avoid respiratory depres-
sion in the newborn.

Epidural analgesia may ¥
the sensation of a full blad-
der and the ability to void
easily.

Continuous EFM provides
information about effects
of analgesia on the fetus.

Systemic effects of regional
analgesia may result in life-
threatening complications
(tespiratory arrest, cardiac
dysrhythmias, etc.).

Assistance facilitates
epidural placement.




114

MATERNAL-INFANT NURSING CARE PLANS

INTERVENTIONS

RATIONALES

by obtaining supplies and
positioning client as indi-
cated.

Assess client for dizziness,
slurred speech, numbness,
tinnitus, or convulsions
after epidural test dose is
given.

After dose is given, assist
with repositioning client
and assess maternal v/s and
fetal status per protocol
(specify: e.g., q 27 X 20)”
erc,).

If client develops hypoten-
sion or nonreassuring
FHT, position on left side,
provide a bolus of IVE,
and administer humidified
oxygen at 8-12 L/min, If
improvement not noted,
notify anesthesia provider.

Assess bladder and encour-
age voiding q 2h.
Catheterize as ordered if

bladder is distended and

client is unable to void.

Palpate contractions and
assist client to push during
second stage if needed.

Assess and support new-
barn’s respiratory efforc at
birch. Have neonatal
naloxone and resuscitation
equipment ready for all
births.

Ensure that entire epidural
catheter is removed after
delivery by noting mark
on the tip.

Assessment after test dose
provides eatly indications
of central nervous system
toxicity.

Repositioning the client
facilitates therapeutic
effects of the epidural
drugs. Epidurals may cause
hypotension due to sympa-
thetic block and pooling of
blood in legs.

Maternal hypotension
decreases placental blood
flow leading to late decel-
erations. Interventions
should 1 blood volume,
oxygen saturation, and pla-
cental flow.

Interventions prevent blad-
der distension, which may
abstruct labor and result in
bladder injury and infec-
tion.

Epidural may interfere
with the urge to push dur-
ing second stage.

Labor analgesia may cause
neonatal respiratory
depression. Naloxone is a
narcotic antagonist.

Mark indicates entire

catheter has been removed
and hasn’t broken off.

Evaluation

(Date/time of evaluation of goal)

(Has goal been mee? not met? partially met?)

{(What are client’s B/B, P. and R? Did FHT remain
reassuring? Did newborn exhibit spontaneous res-
pirations?)

{Revisions to care plan? D/C care plan? Continue
care plan?)
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local narcotic
anesthetic agents
agents
/ \

local spinal block epidural block intrathecal

infiltration l analgesia

vaginal birth vaginal or labor pain labor pain
tissue repair cesarean vaginal or vaginal birth

birth cesarean birth
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Failure to Progress

Failure to progress refers to labor dystocia with a
lack of progressive cervical dilatation and or fetal
descent. Systematic assessment of the “P’s” of
labor may help define the cause. Evaluation of the
powers may show that the contractions are too
weak or uncoordinated. A discrepancy between
fetal size or position (passenger) and the pelvis
(passageway) may inhibit fetal descent. High
maternal anxiety (psyche) and maternal position-
ing may also interfere with labor progress.

¢ Evaluation of fetal size, presentation, position,
and pelvic adequacy

* AROM or oxytocin augmentation may be initi-
ated if uterine hypotonus is diagnosed and

CPD ruled out

* Forceps or vacuum extraction may be tried if
the problem develops in the second stage

¢ Cesarean delivery for CPD

Nursing Care Plans
Injury, Risk for: Maternal and Fetal (93)

Related to: Cephalopelvic disproportion, dystocia,
prolonged labor, etc.

Anxiety (99)

Related to: Perceived threat to self or fetus sec-
ondary to prolonged labor with lack of progress.

Defining Characteristics: Client expresses feelings
of helplessness and tension, expresses worry about
fetal well-being (specify, using quotes). Client
exhibits signs of anxiety (specify: e.g., crying,
withdrawn, or angry and critical, etc.).

Additional Diagnoses and Plans

Fatigue

Related to: Increased energy expenditure and dis-
couragement secondary to prolonged labor with-

out progress.

Defining Characteristics: (Specify length and pro-
gression of client’s labor.) Client states (specify:
e.g., ‘I'm so tired, I can’t do this anymore”).
Client is (specify: uncooperative, crying, lethargic,

listless, irritable, etc.).

Goal: Client will experience a decrease in physical
and mental fatigue by (date/time to evaluate).

QOutcome Criteria

Client verbalizes understanding of plan of care.
Client rests between contractions. Client is coop-
erative and not crying (specify other objective

measurements).

INTERVENTIONS

RATIONALES

Allow client to express
feelings of frustration and
fatigue. Validate concerns.

Provide physical and emo-
tional support to client
and significant others.

Inform client and signifi-
cant others about expected
labor progress and realistic
evaluation of client’s labor
pattern.

Assess for the causes of
failure to progress: powers,
passenger, passageway,
position, and psyche.

Notify caregiver of lack of
progress, client’s fatigue
and assessment findings.

Interventions validate
client’s perceptions of the
experience.

Client may expend more
energy being distressed.
Family may also be tired.

Client and family may
have unrealistic expecta-
tions about labor progress.

Assessment provides infor-
mation about possible
causes and infers solutions
to the problem of failure
to progress.

Information assists caregiv-
er in determining a plan of
care for client.
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INTERVENTIONS RATIONALES client cooperative and not crying? Specify other
objective criteria.)

Explain medical plan of Explanation helps dispel

care to client and signifi-
cant other (specify: e.g.,
sedation, augmentation).

Ensure hydration by pro-
viding fluids as ordered.
Suggest fruit juices (if
cesarean is unlikely) or IV
solutions with added dex-
trose. Provide refreshments
for significant other if
desired.

Provide a calm environ-
ment; dim lights, ¥ vol-
ume on monitor, ask extra
visitors to leave. Assist
client to conserve energy
by resting between con-
tractions, and accepting
sedation if ordered.

Instruct client in relaxation
techniques and mental
imagery. Offer soothing
music, a back rub, or mas-
sage as indicated.

Encourage significant
other to rest also. Provide
pillows and blankets if
needed.

Keep client and significant
other informed of labor
progress, fetal status, and
changes in plan of care.

Evaluation

feelings of helplessness and
hopelessness.

Dehydration and starva-
tion contribute to fatigue
during labor. Significant
other may neglect personal
needs when focusing on
client.

Decreased environmental
stimulation promotes rest.
Client may feel that she is
a failure if she accepts
medication.

Interventions promote
conservation of energy and
positive thoughts facilitat-
ing mental and physical

relaxation.

Support person may also
be fatigued and anxious,
adding to client’s distress.

Information promotes a
sense of trust and relax-
ation.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client verbalize understanding of plan of
care? Is client resting between contractions? Is

(Revisions to care plan? D/C care plan? Continue

care plan?)

Energy Field Disturbance

Related to: Slowing or blocking of energy flow

secondary to labor.

Defining Characteristics: Disruption of the
client’s energy field as perceived by nurse experi-
enced in therapeutic touch (specify: e.g., tempera-
ture, color, distuption, or movements of the visual

field).

Goal: Client will regain harmony and energy field
balance by (date/time to evaluate).

QOutcome Criteria

Client reports feelings of relief after therapeutic
touch. Labor progress resumes.

INTERVENTIONS

RATIONALES

Assess possible causes of
failure to progtess. If phys-
iological causes are not
apparent, note if client
exhibits psychological dis-

tress.

Explain therapeutic touch
to client and assess client’s
desire for the intervention.

Reassure client that she
may stop the procedure if
she feels uncomfortable.

Notify a nurse qualified to
perform therapeutic touch

Assessment provides infor-
mation about the possible
causes of failure to
progress. Psychological fac-
tors may hinder labor
progress.

Client may not know
about therapeutic touch as
an intervention.
Permission needs to be
obtained and client safety
assured before any inter-
vention.

Reassurance may encour-
age client to try this inter-
vention.

Practitioners of therapeutic
touch have had specialized
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INTERVENTIONS

RATIONALES

of client’s request for the
intervention.

Provide privacy and avoid
interruption of the process
(e.g., time labor assess-
ments to promote uninter-
rupted time for therapeutic
touch).

Encourage and facilitate
rest after therapeutic touch
is completed.

Evaluate client’s verbal and
nonverbal response to
intervention. Monitor
labor progress.

Evaluation

instruction and supervised
practice.

Therapeutic touch is a very
personal experience. The
practitioner needs to focus
on the client’s energy field
in order to facilitate the
flow of healing energy.

Rest promotes harmony
and balance of energy flow.

Evaluation provides infor-
mation about effectiveness
of intervention.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client report feelings of relief? Specify using
quotes. Has labor progressed? Specify changes in

dilatation or descent.)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Passageway Passenger Powers
contracted pelvis macrosomia hypotonic contractions
cervical scarring abnormal presentation or  uncoordinated contractions

pathological retraction ring position analgesia/anesthesia
maternal positioning psychological factors
\ / fear, tension
Lack of progress in
cervical dilatation
and/or

fetal descent
after active labor has begun

l

/ Prolonged Labor \

Maternal Fetal
infection distress
exhaustion birth trauma

uterine rupture
post partum hemorrhage
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Fetal Distress

Fetal well-being during labor is assessed by evalua-
tion of the FHR pattern. The healthy fetus is able
to compensate for the normal interruption of oxy-
gen delivery during the peak of contractions. A
reassuring FHR pattern includes a stable individ-
ual baseline rate (usually between 110-160), pres-
ence of variability (notably STV; assessment ter-
minology varies), presence of accelerations and
absence of variable or late decelerations.

When the oxygen supply is inadequate to meet
fetal needs, changes in the FHR pattern indicate
fetal distress. Common causes are placental insuf-
ficiency, cord compression, and anemia. Signs of
fetal distress include decreased fetal movement,
nonreassuring or ominous FHR patterns, and
meconium in the amniotic fluid (unless fetus is a
breech presentation).

Risk Factors

e PIH

* diabetes mellitus

* uterine hypertonus

* hemorrhage

* infection

* maternal hypotension

® maternal or fetal anemia

* oligohydramnios

* cord entanglement/prolapse

* preterm or JUGR fetus

Medical Gare
* Continuous EFM with scalp electrode; IVE, dis-

continue oxytocin, change maternal position,
give humidified oxygen at 8-12 L/min.

* Fetal scalp sampling
* Amnioinfusion

* Delivery by forceps, vacuum extraction, or
cesarean section if indicated

Nursing Gare Plans
Anxiety (99)

Related to: Threat to fetal well-being, perceived
possible fetal loss or injury.

Defining Characteristics: Client expresses anxiety
(specify using quotes: e.g., “I'm scared. Is my baby
going to be all right?”). Client exhibits physiologi-
cal signs of anxiety (specify: e.g., tension, pallor,
tachycardia, etc.).

Additional Diagnoses and Plans
Gas Exchange, Impaired: Fetal

Related to: Inadequate oxygen supply secondary
to (specify: placental insufficiency, cord compres-
sion, or anemia).

Defining Characteristics: (Specify details of non-
reassuring or ominous FHR pattern, BPP find-
ings, laboratory values: e.g., maternal Hgb, fetal
scalp pH, O, and CO, if available).

Goal: Fetus will experience improved gas exchange
by (date/time to evaluate).

Outcome Criteria

FHR returns to individual baseline rate with a
reassuring pattern: present STV, no late or severe
variable decelerations. APGAR score is > 7 at 1
and 5 minutes.
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INTERVENTIONS

RATIONALES

Monitor FHR, contrac-
tions, and resting tone
continuously by EFM and
palpation. Apply scalp
electrode if possible.

Assess FHR systematically
q 15 min during 1st stage
and q 5 min during 2nd
stage of labor.

Assess color, amount, and
odor of amniotic fluid
when membranes rupture
and hourly thereafter.

Assess for vaginal bleeding,
abdominal tenderness, or

4 abdominal girth.

Assess maternal B/P, P, and
R on same schedule as
FHR; assess temp q 2h
after ROM.

Discontinue oxytocin if
infusing and the fetus
shows signs of distress.

Ensure adequate maternal
hydration. Increase rate of
IV or start IV as ordered
(specify: fluid, site, rate).

Administer humidified
oxygen at 8-12 L/min via
facemask. Explain rationale
to client and significant
others.

Position client on left side.
If severe variable decelera-
tions occut, try alternative

Monitoring provides con-
tinuous information about
fetal oxygenation. Internal
scalp electrode provides
the most accurate FHR
information.

Frequent assessment for
high-risk clients provides
informarion about fetal
well-being and response to
interventions.

Assessment provides infor-
matjon about passage of
meconium, bleeding, pos-
sible oligohydramnios, ot
development of infection.

Assessment provides infor-
mation about possible pla-
cental abruption.

Assessment provides infor-
mation about maternal
homeostasis and possible
development of chorioam-
nionitis.

Oxytocin may cause uter-
ine hypertonus, which
interferes with placental
perfusion and fetal oxy-

genation.

Maternal dehydration and
hypovolemia ¥ placental
perfusion and fetal oxygen

supply.

Intervention provides 1
oxygen saturation of
maternal blood perfusing

placenta.

Positioning the client on
her left side facilitates pla-
cental perfusion.

INTERVENTIONS

RATIONALES

positions: left, right sides,
knee-chest, etc. Explain
putpase to client and sig-
nificant others.

Perform sterile vaginal
exam if indicated to rule
out prolapsed cord and
evaluate labor progress.

If prolapsed cord is felt or
suspected (severe variable
decelerations or bradycar-
dia), keep hand in vagina
and apply pressure to hold
presenting part off the
cord. Position client in
knee-chest or trendelen-

burg and call for help.

Administer tocolytic med-
ication as ordered (specify:
e.g., terbutaline 0.25 mg
SC).

Evaluate and document
fetal response to interven-
tions.

Notify caregiver of FHR
pattern, interventions, and
fetal response.

Offer calm explanations
and reassurance to client
and significant others
while providing care.

Implement amnioinfusion
as ordered (specify: fluid,

rate, warmer, etc.).

Alternative positions may
relieve cord compression
indicated by variable decel-
erations. Explanations pro-
mote client compliance.

Vaginal exam provides
information about possible
causes of distress.
Compression of a pro-
lapsed cord interferes with
oxygen delivery to the
fetus. Rapid feral descent
may cause a prolonged
deceleration.

Contraction pressure caus-
es the prolapsed cord to be
occluded causing fetal dis-
tress or death.
Interventions help relieve
pressure of the cord until
fetus can be delivered by
cesarean.

Tocolytics ¥ uterine activ-
ity and improve fetal oxy-
genation if uterine hyper-
tonus or a prolapsed cord
is causing distress.

Evaluation provides infor-
mation about effectiveness
of interventions.

Notification provides care-
giver with information
about fetal starus.

Interventions for fetal dis-
tress may be frightening to
client and her family.

Amnioinfusion may ¥
cord compression and
dilute thick meconium to
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INTERVENTIONS

RATIONALES

Assist caregiver with fetal
scalp sampling if needed.

Prepare client for delivery
if indicated (specify: for-
Ceps, vacuum extractor, or
cesarean).

Notify neonatal caregivers
(specify: pediatrician,
neonatologist, NICU) of
fetal distress and expected
birth route and time.

Provide additional equip-
ment as needed for birth
(specify: e.g., forceps, vac-
uum extractor, delee
mucous trap, etc.).

Ensure that neonatal resus-
citation equipment is ready
and in working order and
preheat warmet before
every birth.

Implement or assist with
neonatal resuscitation at
birth: dry infant quickly,
clear airway (intratracheal
suctioning for thick meco-
nium), stimulate crying,
assess respitation, HR, and
color. Provide oxygen,
PPV, chest compressions,
and drugs as
indicated/ordered.

prevent fetal or neonatal
meconium aspiration.

Assistance helps obtain a
sample of fetal blood used
to determine acid-base sta-
tus.

Preparation facilitates
emergency delivery of the
distressed fetus who has
not responded to intrauter-
ine resuscitation efforts.

Notification ensures that
caregivers are prepared to
resuscitate the newborn at

birth.

Preparation avoids delay
when delivery is needed
for fetal distress. Thick
meconium should be suc-
tioned from the pharynx
after birth of the head.

Interventions avoid delays
after infant is born.
Warmer prevents cold
stress that further compro-
mises oxygenation in the
newborn.

Nurses present at delivery
should be prepared to
resuscitate the newborn
until medical assistance is
available. A person skilled
at intubation should be
present at all births.
Interventions promote
neonatal oxygenation.

INTERVENTIONS

RATIONALES

Assess APGAR scote at 1
and 5 minutes after birth
(continue q 5 min until
score is greater than 6).

Allow parents to see and
touch infant before trans-
fer to the nursery or
NICU.

Discuss events with client
and significant other after
infant is transferred.

Evaluation

APGAR assessment pro-
vides quantitative measure-
ment of fetal oxygen and
neurological status.

Intervention promotes
attachment and bonding.

Discussion promotes client
understanding of unfamil-
iar events.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Describe FHR pattern after interventions. What
was Apgar score at 1 and 5 minutes?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Cord Compression Placental Insufficiency Anemia
prolapse vB/P maternal
oligohydraminos hemorrhage fetal isoimmunization
entanglement, knots placental infarct
n] uterine hypertonus
|

N

Fetal Hypoxemia

Compensatory Mechanisms

Inadequate Adequate
. ¥
possible tissue hypoxia homeostasis
hypercapnia
(1 CO2)
v
anaerobic metabolism
(N lacth acid)
respiratory acidosis metabolic acidosis
(NHY, ¥ pH) (MY, ¥ pH)

cell destruction
organ d ge

permanent disability
or death
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Placental abruption is the separation of a normally
implanted placenta before birth of the baby. The
separation may be partial or complete. A marginal
abruption describes detachment of the edges of
the placenta. Partial separation may also occur in
the center of the placenta. With a total placental
abruption the entire placenta detaches.
Hemorrhage from the exposed surfaces may be
obvious or occult. The amount can vary from
mild with a marginal abruption to torrential with
a total separation. Classic symptoms of abruption
are abdominal tenderness and board-like abdomi-
nal rigidity with or without vaginal bleeding. Fetal
prognosis is poor if > 50% of the placenta detach-
es. Maternal complications include development
of DIC, hypovolemic shock, kidney or heart fail-
ure, and increased risk for post partum hemor-
rhage. The cause is unknown but abruptio placen-
tac may be associated with hyptertensive disorders,
maternal cocaine use, abdominal trauma, and
uterine overdistention.

* Ultrasound examination of the placenta

* IV fluid and electrolyte replacement; blood

transfusion as needed

* Laboratory studies to rule out DIC: platelets,
fibrinogen, fibrin degradation products, PT,
and PTT

* Cesarean delivery if the fetus exhibits distress
* Vaginal delivery may be preferred for a fetal

demise or if the fetus is tolerating a partial
abruption

* Close observation may be employed if the
abruption is small, the fetus is immature, and
appears stable

Nursing Gare Plans
Fluid Volume Deficit, Risk for (96)

Related to: Excessive losses secondary to prema-
ture placental separation.

Impaired Gas Exchange: Fetal (121)

Related to: Insufficient oxygen supply secondary
to premature separation of the placenta.

Defining Characteristics: Signs of fetal distress
(specify: loss of variability, late decelerations,
tachycardia, or bradycardia, etc.).

Fear (129)

Related to: Perceived or actual grave threat to
body integrity secondary to excessive bleeding,
and threat to fetal survival.

Defining Characteristics: Client verbalizes fare
(specify using quotes). Client exhibits physiologic
sympathetic responses (specify: e.g., dry mouth,
pallor, tachycardia, nausea, etc.).

Additional Diagnoses and Plans

Tissue Perfusion, Altered (placental, renal,
cerebral, peripheral)

Related to: Excessive blood loss secondary to pre-
mature placental separation.

Defining Characteristics: (Specify: estimated
blood loss, FHR pattern, B/P compared to base-
line, pulse, severe abdominal pain and rigidity,

pallor, changes in LOC, ¥ urine output, etc.).

Goal: Client will maintain adequate tissue perfu-
sion by (date/time to evaluate).

Qutcome Criteria

Client will maintain B/P and pulse (specify for
client: e.g., > 100/60, pulse between 60-90), skin
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warm, pink, and dry. Urine output > 30 cc/hr.
Client will remain alert and oriented. FHR pat-

tern remains reassuring.

INTERVENTIONS

RATIONALES

Assess client’s Sa0,, B/B B,
and R (specify frequency).

Monitor for restlessness,
anxiety, “air hunger,” and
changes in level of con-
sciousness.

Monitor all intake and
output {insert foley
catheter as ordered).
Evaluate blood loss by
weighing peri pads or chux
(1 gm = 1 cc). (Specify fre-
quency of documentation.)
Notify caregiver of 1 losses.

Continuously monitor
FHR pattern and compare
to baseline data from pre-
natal record. Inform care-
giver of nonreassuring
changes.

Assess for uterine irritabili-
ty, abdominal pain, rigidi-
ty, and increasing abdomi-
nal girth (measure
abdomen at umbilicus).
{Specify frequency.)

Assess client’s skin color,
temperature, moisture, tur-
gor, and capillary refill

(specify frequency).

Assessment provides infor-
mation about client’s tissue
perfusion. Hypovolemia
causes ¥ B/P with P and
1 R as compensatory
mechanisms for ¥ perfu-
sion and hypoxemia.

Intervention provides
information of developing
indications of inadequate
cerebral tissue perfusion.

Monitoring provides infor-
mation about renal perfu-
sion and function and the
extent of blood loss. Partial
abruption may progress
rapidly to complete abrup-
tion.

The fetus may initially
respond to ¥ placencal
perfusion by raising the
FHR above the normal
baseline. Nonreassuring
FHR is an indication for
delivery.

Assessment provides infor-
mation about severity of
placental abruption.
Bleeding may be occult
causing abdominal rigidity
and pain.

Assessment provides infor-
mation about peripheral
tissue perfusion.
Hypovolemia results in

INTERVENTIONS

RATIONALES

Initiate IV access with 18
gauge (or larger) catheter
and provide fluids, blood
products, or blood as
ordered (specify fluids and
tate).

Monitor laboratory values
as obtained (e.g., Hgb,
Het, clotting studies).

Observe client for signs of
spontaneous bleeding (e.g.,
bruising, epistaxis, seeping
from puncture sites, hema-
turia, etc.).

Keep client and significant
othet informed of condi-
tion and plan of care.

Notify caregivers and pre-
pate for immediate deliv-
ery and neonatal resuscita-
tion if maternal or fetal

Evaluation

shunting of blood away
from the peripheral circu-
lation to the brain and
vital organs.

Intervention provides
venous access to replace
fluids. Size 18 gauge or
larger is preferred to trans-

fuse blood.

Laboratory studies provide
information about extent
of blood loss and signs of
impending DIC.

Observation provides
information about the
depletion of clotting fac-
tors and development of
DIC.

Information promotes
understanding and cooper-
ation.

Continued blood loss or
development of DIC may
fead to marernal or fetal
injury or death.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s B/P and P? Is skin warm, pink,
and dry? Is urine output > 30 cc/hr? Is client alert
and oriented? Describe FHR pattern.)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Possible Causes

hypertension
cocaine abuse
trauma
sudden changes in
intrauterine pressure

i l

Partial Separation Total Separation

’

massive vaginal or
concealed hemorrhage

Marginal Central
(symptoms depend on (symptoms depend on
degree of separation) degree of separation) i
uterine tetany
board-like rigidity
mild to moderate mild to moderate abdominal/ t?ack Eain
vaginal bleeding concealed bleeding A abdominal girth
uterine irritability » fetal death
FHT may be reassuring (100%)
(if progressive separation) —— maternal shock
VB/P, AP
v
uterine tetany ¥ platelets
fetal distress ¥ fibrinogen
(¥ variability) A fibrin degradation
(late decelerations) products
> 50% separation
severe fetal distress DIC v
renal failure
heart failure

emergency delivery
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Prolapse of the umbilical cord may occur when
the membranes rupture and the presenting part is
not well-engaged and seated against the cervix.
The cord is then washed down in front of the pre-
senting part. Pressure from contractions compress-
es the cord against the presenting part resulting in
fetal distress or death from hypoxia. An occult
prolapse occurs when the cord is wedged between
the presenting part and the cervix but cannot be
seen or felt by the examiner. Severe variable decel-
erations and fetal bradycardia after ROM are signs
of a prolapsed cord; either occult or palpable/visi-

ble.

* small fetus (preterm or IUGR)
* contracted pelvis

* transverse lie or complete or footling breech
presentation

* multiple gestation
* hydraminos

* labor with an unengaged fetus, grand multi-

parity

* Prevention: bedrest with bulging or ruptured
membranes and an unengaged fetus

* Pressure is applied to the presenting part to

hold it off the cord until birth

¢ Client may be placed in knee-chest or trende-
lenburg position to relieve cord compression
until birth. These measures are often imple-
mented by nurses who are the first to identify
the emergency

* If the cord is pulsating, the fetus is alive and
rapid cesarean delivery is indicated

Nursing Gare Plans
Gas Exchange, Impaired: Fetal (121)

Related to: Insufficient oxygen delivery secondary
to cord occlusion.

Defining Characteristics: Signs of fetal distress
(specify: severe variable decelerations, loss of vari-

ability, etc.).

Additional Diagnoses and Plans
Fear

Related to: Perceived grave danger to fetus and
self from obstetric emergency.

Defining Characteristics: Client states (Specify:
e.g., “I'm scared; This can’t be happening!” etc.).
Client is crying, confused, appears pale, ? Pand
R, dry mouth, etc. (specify).

Goal: Client will cope with fear during emer-
gency.
Outcome Criteria

Client and significant other can identify the
threat. Client is able to cooperate with instruc-
tions from caregivers.

INTERVENTIONS RATIONALES

Calm information decreas-
es client and significant
other’s fear. It is more
frightening to “sense” that
something is wrong than
to know what it is.

Inform client and signifi-
cant other of a problem as
soon as it’s identified.
Speak slowly and calmly.

Describe the problem in
simple terms and what

Simple explanations are
less frightening than com-
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES
interventions might be plicated physiology or Visit client after birth Discussion provides an

expected (specify: e.g., for
prolapsed cord the nurse

will hold the baby up until

a cesarean can be done).

Explain all equipment and
procedures as they're being
done (specify: e.g., foley
catheter, IV etc.).

Inform client and signifi-
cant other of things they
can do to help (specify:
e.g., position changes;
keep oxygen mask on; sig-
nificant other can support
client breathing and relax-
ation, etc.).

Observe client and signifi-
cant other for signs of dis-
tress: pallor, trembling,
crying, etc.

Provide emotional support;
validate fears. Encourage
significant other to remain
with client during birch if
passible.

Inform client and signifi-
cant other of infant’s con-
dition at birth.

Allow client and signifi-
cant other to hold infant
as soon as it is born, Defer
nonessential newborn care
(if condition allows).

Praise client and signifi-
cant other for their coop-
eration and coping during
a stressful birth.

medical terminology the
client may not understand.

Explanation promotes
understanding of unfamil-
iar interventions and
decreases fear of the
unknown.

Information promotes a
sense of control over
frightening events by
allowing client and signifi-
cant other to be involved
in the solutions.

The “fight ot flight” sym-
pathetic response may
indicare P fear. Significant
other may need attention.

Emotional support and
validation helps client and
significant other to cope
with fears.

Information increases a
sense of control and ability
to cope.

Intervention provides reas-
surance that the baby is all
right and promotes par-
ent-child attachment and
bonding,

Praise enhances self-
esteem. Intervention shows
that the client’s abilities are

valued.

(specify when: e.g., 1st or
2nd PP day) to discuss
events surrounding birth.
Clarify any misconceptions

opportunity for client and
significant other to relive
the experience and fill in
any gaps in understanding

about the emergency. before discharge.

Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
8 p Y

(Did client and significant other verbalize correct
understanding of the emergency? Was client able
to cooperate with instructions? Specify.)

(Revisions to care plan? D/C cate plan? Continue
care plan?)
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Prolapnsed Gord

Unengaged Presenting Part

SROM/AROM

cord precedes
presenting part

cord compression

v

occlusion fetal arteries occlusion fetal vein

F____J acute hypoxia «—

A CO2 buildup

respiratory v
acidosis v sympathetic response € fetal hypotension
(Mepinephrine &
fetal hypertension D E— norepinephrine) +
N FHR
tissue hypoxia
baroreceptor
stimulation l *
l ¥ oxygen
anaerobic metabolism ¢
vagal response
A lactic acid v
¥ FHR
¥ FHR

metabolic acidosis
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Postterm Birth

A pregnancy that continues to 42 weeks or more
after the LNMP with fertilization two weeks later,
is considered to be postterm. The postterm fetus is
at higher than normal risk for hypoxia, birth
injury, meconium aspiration, and hyperbilirubine-
mia in the neonatal period. The cause of pro-
longed pregnancy is unknown though some con-
genital anomalies are associated with postterm
birth including anencephaly and congenital adren-
al hypoplasia.

Sometimes the date of the LNMP is hard to deter-
mine, or the woman may have had a long men-
strual cycle in which case the fetus really isn’t post-
term even at 42+ weeks.

The truly postterm neonate has a characteristic
appearance. The infant appears alert, is long and
thin with abundant scalp hair and long finger-
nails. The skin may be meconium stained, loose,
dry and peeling, with little subcutaneous fat. No
vernix or lanugo are present.

* fetal macrosomia; birth trauma, shoulder dysto-
cia, cesarean birth

* oligohydramnios: dry, cracked skin; cord com-
pression & acute hypoxia

* placental aging with ¥ exchange of oxygen and
nutrients: chronic hypoxia; fetal loss of subcuta-
neous tissue: appears long and thin

* passage of meconium due to hypoxia; meconi-
um staining

* risk for aspiration

* polycythemia

o Careful determination of dates: LNMP, fundal
height, serial ultrasound measurements

* Daily fetal movement counts by client after 40
weeks

* Weekly cervical exam, NST and ultrasound for
amount of amniotic fluid; may be 2 times per
week after 42 weeks

¢ Other fetal testing possible: BPP or OCT
(CST)

¢ Induction at 42 weeks if dates are accurate and
cervix is favorable

¢ Uncertain dates: close surveillance with induc-
tion if ¥ fetal movement perceived by the
mother or ¥ amniotic fluid

* Fetal monitoring during labor with scalp elec-
trode and possibly IUPC; possible amnioinfu-

sion
o Cesarean birth for unsuccessful induction

* Suctioning of oropharynx after birth of the
head and before birth of the chest, tracheal suc-
tioning before infant is stimulated for the first

breath

Nursing Gare Plans
Gas Exchange, Impaired: Fetal (121)

Related to: Aging placenta, oligohydramnios and
cord compression.

Defining Characteristics: Signs of fetal distress
(specify: e.g., decreased variability, late decelera-
tions in labor).
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Injury, Risk for: Maternal and Fetal (93)

Related to: Fetal macrosomia, risk for shoulder

dystocia.

Anxiety (99)

Related to: Prolonged pregnancy and threat to

fetal well-being.

Defining Characteristics: Client expresses concern

about prolonged pregnancy (specify using quotes).
Client states she is worried about the baby (speci-

fy).

Additional Diagnoses and Plans
Aspiration, Risk for Fetal/Neonatal

Related to: Passage of thick meconium in the
amniotic fluid prior to birth.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not aspirate meconium at birth.

Qutcome Criteria

Infant does not experience aspiration of meconi-
um. Airway is clear, respirations at birth are 40-

60.

INTERVENTIONS

RATIONALES

Assess color and character
of amniotic fluid when
membranes rupture and
each hour thereafter and
during each vaginal exam.,

Notify primary caregiver if
fluid is meconium stained
and fetus is not breech
presentation.

Assessment provides infor-
mation about passage of
meconium and whether it
is thin or thick. Thick
meconium is more likely
to cause meconium aspira-
tion syndrome.

Notification allows care-
giver to consider amnioin-
fusion and plan for suc-
tioning at birth. A breech
may pass meconium due
to pressure, not hypoxia.

INTERVENTIONS

RATIONALES

Monitor fetus continuous-
ly during labor. Note non-
reassuring patterns and
notify caregiver. Apply
scalp electrode to deter-
mine STV if indicated.

Ensure that a caregiver
skilled at tracheal suction-
ing and intubation is pre-
sent at every delivery.

Ensure that all infant
emergency equipment is
ready at birth. Arrange
laryngoscope, suction, and

catheter for immediate use.

Preheat overhead warmer.

Instruct client that she will
need to stop pushing after
the head has been born so
that meconium may be
suctioned before the baby
breathes.

When the head is deliv-
ered, assist client to avoid
pushing by panting or
blowing,

After the caregiver has suc-
tioned the oropharynx and
nasopharynx, gently carry
infant to warmer, fold
warm blanket over baby
and assist with tracheal
suctioning. Do not stimu-
late infant until after tra-
cheal suctioning.

Auscultate the infant’s
breath sounds and note
respiratory rate and effort
(specify how frequently).

A postterm fetus may
experience chronic or
acute hypoxia due to aging
of the placenta or oligohy-
dramnjos.

Presence of a skilled care-
giver allows for smooth
and prompt suctioning of
meconium below the vocal
cords before the first
breath is taken.

Preparation avoids delay in
tracheal suctioning after
infant is born.
Maintaining warmth ¥
infant’s metabolic needs
and oxygen requirements.

Instruction ensures mater-
nal cooperation while the
pharynx is being suc-
tioned.

Panting or blowing keeps
the glottis open and ¥
maternal bearing-down
efforts.

Interventions allow the
mouth and nose to be
cleared of meconium, and
the trachea to be visualized
and suctioned before the
infant is stimulated and
takes its first breath.

Assessments provide infor-
mation abour success of
interventions.
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INTERVENTIONS RATIONALES

Document and notify Notification, in addition
nutsery personnel of to documentation, ensures
meconium fluid and inter- continuity of care.

ventions at delivery.

Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did infant aspirate meconium? Was any meconi-
um suctioned from the pharynx or trachea? Is air-
way clear? What is respiratory rate?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Postterm Birth

macrosomia

(> 4000 g)

\4

CPD
shoulder
dystocia

!

birth
trauma

42+ weeks
placental aging
¥ nutrients ¥ oxygen ¥ amniotic
fluid
cord
compression
hypoglycemia
polycythemia chronic acute
hypoxia hypoxia
¥ subcutaneous
tissues l—‘_—l
passage of meconium
“old man”
appearance
v
hyperbilirubinemia

meconium aspiration

v

syndrome (MAS)

¥ vernix

dry skin
cracks

meconium
staining
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Precipitous Lahor
and Birth

Precipitous labor is defined as a labor that lasts
three hours or less from start to finish. Precipitous
birth is any birth that happens much faster than is
normally anticipated. This may result in an unat-
tended birth. The fetus may suffer head trauma
from rapid descent through the birth canal. When
the contractions are very intense or tumultuous,
the mother is at risk for lacerations: cervical, vagi-
nal, perineal, periurethral, or even uterine rupture.
This type of rapid intense labor may also be asso-
ciated with amniotic fluid embolus or postpartum
hemorrhage.

Clients who are at risk for precipitous labor and
birth are those who have had a previous precipi-
tous labor/birth; clients with a large pelvis or a

small fetus; and clients with uterine hypertonus.

* Close observation of clients with risk factors;
client may be asked to stay close to the hospital
as she reaches term gestation

¢ Client may be induced if she lives far from the

hospital

s Tocolytics may be used to decrease the intensity
of contractions

Nursing Gare Plans
Pain (112)

Related to: Tumultuous labor contractions and
maternal tension.

Defining Characteristics: Client verbalizes acute
pain (specify using quotes or a pain scale). Client
is (specify: crying, grimacing, etc.).

Fear (129)

Related to: Perceived threat to self and fetus sec-
ondary to rapid labor progress, possibility of unat-

tended birth.

Defining Characteristics: Client verbalizes fear
(specify using quotes). Client exhibits physiologi-
cal signs of sympathetic response (specify: e.g.,
tachycardia, tachypnea, dry mouth, pallor,

tremors, etc.).

Additional Diagnoses and Plans
Tissue Integrity, Risk for Impaired

Related to: Mechanical trauma from uterine
hypertonus and rapid fetal descent.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client will not experience tissue injury dur-

ing birth.

Outcome Criteria

Perineum is intact after delivery.

INTERVENTIONS

RATTONALES

Palpate contractions for

frequency, duration, inten-
sity, and resting tone (spec-
ify frequency). Assess FHR
per agency protocol (speci-

fy).

Notify caregiver if uterine
resting tone lasts less than
60 seconds between con-
tractions.

Stay with the client experi-
encing tumultuous con-

Assessments provide infor-
mation about hypertonic
uterine activity and fetal
well-being.

Notification provides
information about fetal
risk. The caregiver may
elect to use tocolytics to T
resting tone to improve
placental perfusion.

Staying with the client
avoids an unattended
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INTERVENTIONS

RATIONALES

tractions. Provide reassur-
ance.

Obtain precip equipment.
Notify caregiver of rapid
progress. Wash hands,
open precip pack; don
sterile gloves if birth

appears imminent.

Encourage client to blow
or pant if the urge to push
occurs before complete
cervical dilatation.

Support the client’s per-
ineum as the head crowns.
Ask client to blow as the
head delivers. Suction the
infant’s nose then mouth.
Check for a nuchal cord
and slip over the head or
double-clamp and cut the
cord.

Guide infant’s body down
to slide the anterior shoul-
der under the symphysis
pubis, then up to deliver
the posterior shoulder.

Observe client for signs of
placental separation. Ask
her to push to expel the

placenta.

After the placenta and
membranes completely
deliver, massage the uterus,
put the infant to breast,
and/or administer oxytocin
per standing orders (speci-
fy: drug, dose, and route).

birth. Client may be
frightened by the intensity

of the contractions.

Preparation allows a sterile
controlled birth by caregiv-
er. Sterile technique pre-
vents the introduction of
microorganisms during

birth.

Intervention may help
avoid cervical or vaginal
lacerations.

Gentle counter pressure
and a slow delivery of the
head help prevent rapid
expulsion and tearing of
the perineum.

Guidance during birth
helps prevent perineal or
vaginal tears during deliv-
ery of the infant’s shoul-
ders.

As the placenta separates,
there may be an 1 in
bleeding, the cord may
lengthen, the fundus
changes shape. Maternal
pushing facilitates delivery
of the placenta.

Interventions help prevent
excessive postpartum
bleeding by stimulating
contraction of the uterus
via mechanical and
endogenous or exogenous
oxytocin.

INTERVENTIONS

RATIONALES

Assess perineum for lacera-
tions, hematomas, or ™
vaginal bleeding.

Provide routine post-deliv-
ery care to mother and
infant per protocol until
caregiver arrives.

Evaluation

Assessment provides infor-
mation about possible tis-
sue injury.

Post delivery care promotes
attachment and helps pre-
vent complications.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Were any lacerations noted after delivery?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Precipitous Labhor and Birth

Labor < 3 hours
Rapid Birth
Fetal Effects Maternal Effects
hypoxia lacerations
head trauma amniotic fluid embolus

hemorrhage
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HELLP/DIG

HELLP is a complication of PIH that may or may
not advance to disseminated intravascular coagula-
tion (DIC). HELLP stands for Hemolysis,
Elevated Liver enzymes (AST & ALT), and Low
Platelets. The underlying pathology is vasospasm
that results in damage to the endothelial layer of
small blood vessels. Platelets adhere to the vessel
lesions (resulting in low serum platelet levels), fib-
rin is deposited, and red blood cells are damaged
(hemolysis) as they are forced through the vessel.
Microemboli clog the vasculature of organs result-
ing in ischemia and tissue damage (elevated liver
enzymes). The treatment is delivery and resolution

of PIH.

Disseminated Intravascular Coagulation (DIC) is
also known as consumptive coagulopathy. The
normal coagulation process is overstimulated and
the coagulation factors are used up. This places
the client at risk for hemorrhage. The underlying
pathology may be endothelial damage as in
HELLDP, or tissue damage resulting in release of
thromboplastin. DIC may be associated with
abruptio placentae, chorioamnionitis, sepsis, fetal
demise, or retained products of conception. Subtle
signs of DIC include bleeding from injection sites,
spontaneous bleeding from the nose or gums,
bruises, and petechiae. The treatment is delivery
and correction of the underlying cause.

Lab Value Changes

HELLP DIC

Fibrinogen N ¥
Fibrin degradation ) )
products

(FDP, FSP)

Platelets \ ¥

PT and PTT wal prolonged

» HELLP: Stabilization of PIH (MgSO,) induc-

tion, and delivery either vaginal or cesarean

* DIC: Stabilization and delivery, preferably vagi-
nal without an episiotomy

* IV fluids with a 16 or 18 gauge cannula, foley
catheter, intake and output

* Transfusions with packed RBC’s

* Fresh frozen plasma (FFP) to replace fibrinogen
and clotting factors

* Cryoprecipitate to replace fibrinogen

Nursing Gare Plans
Fluid Volume Deficit, Risk for (96)

Related to: Excessive losses secondary to inade-
quate protective mechanisms.

Gas Exchange, Impaired: Fetal (121)

Related to: Maternal microangiopathic hemolytic
anemia secondary to coagulopathy.

Defining Characteristics: Signs of fetal distress
(specify: e.g., loss of FHR variability, late decelera-
tions, tachycardia, or bradycardia).

Tissue PeZ"‘u.rion, Altered (placental, renal,
cerebral, hepatic) (125)

Related to: Vascular occlusion by microemboli
secondary to consumptive coagulopathy.

Defining Characteristics: (Specify: e.g., Fetal
IUGR, oliguria, BUN and creatinine, changes in
LOC, liver enzymes, etc.)

Fear (129)
Related to: Threat to physiologic integrity of
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client and fetus secondary to serious complication

of pregnancy.

Defining Characteristics: Client and family
express fear (specify using quotes). Client exhibits
signs of fear (specify: e.g., crying, withdrawn,

tremors, pallor, etc.).

Protection, Altered

Related to: Abnormal blood profile: thrombocy-
topenia, anemia, decreased clotting factors.

Defining Characteristics: Altered clotting (speci-
fy: e.g., platelets < 50,000/pL, fibrinogen < 300
mg/dL, 1 fibrin degradation products, prolonged
PT and PTT, ¥ Hct, etc.). Bleeding from nose,

gums, and injection sites. Petechiae, bruising, etc.

(specify).

Goal: Client will regain intrinsic protection mech-
anisms by (date/time to evaluate).

QOutcome Criteria

Client does not exhibit bleeding from injection
sites, gums, etc., (specify for client). Clotting fac-
tors increased to (specify for client: e.g., platelets >
150,000/uL, fibrinogen 2 300 mg/dL).

INTERVENTIONS

RATIONALES

Assess client for signs of
abnormal bleeding from
injection sites, oozing from
IV, mucous membranes,
bruising, or petechiae.

Start and maintain IV
access with a 16 or 18
gauge cannula (specify flu-
ids and rate as ordered).

Administer PRBC’s, FFP,
and/or cryoprecipitate IV

Assessment provides infor-
mation about subtle signs
of bleeding related to clot-
ting deficiencies.

IV access allows rapid
medication administration
and replacement of fluids,
blood, and blood products.
Large bore IV cannulas are
needed for RBC replace-

ment,

Intervention provides
replacement of blood and

INTERVENTIONS

RATIONALES

as ordered per agency pro-
tocol (specify: product,
amount, and time).

Monitor for transfusion
reactions: changes in v/s,
chills, fever, urticaria, rash-
es, dyspnea, and diaphore-
sis throughout transfusion
per agency protocol.

Gently insert and anchor a
foley catheter. Monitor
houtly intake and outpu.
Notify physician if output
< 30 cc/hr.

Menitor laboratory values
as obrained for improve-
ment or worsening of con-
dition.

Pad sides of bed with bath
blankets. Avoid any trau-
ma or breaks in the client’s
skin (e.g., injections). If
injection is necessary,
apply pressure for 5 full
minutes after needle is
removed.

Position client on her left
side and monitor fetus

continuously using soft
EFM belts.

Take manual B/P ratcher
than electronic. Wrap cuff
gently around extremity
without wrinkles.

Explain clotting deficiency
and treatment to client
and significant other. Offer
reassutance and support.

clotting factor losses.

Monitoring allows prompt
recognition and treatment
of transfusion reactions.

Gentle insertion prevents
trauma and bleeding.
Renal vascular occlusion
may occur leading to
ischemia and necrosis.

Laboratory values may
provide information about
clotting profile, renal and
hepatic function. Monitors
the effect of treatment on
condition.

Padding prevents bruis-
ing/bleeding from
mechanical trauma.
Avoiding breaks in the skin
maintains vascular integri-
ty to prevent hemorrhage.

Position promotes placen-
tal perfusion. Tight belts
may cause bruising,

Electronic B/P machines
may inflate the cuff too
tightly and cause bleed-
ing/bruising.

Client and significant
other may be confused and
frightened by unfamiliar
interventions.
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Evaluation

(Date/time of evaluation of goal.)
(Has goal been met? not met? partially met?)

(Does client exhibit any bleeding? What are clot-
ting factor lab values?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Disseminated Intravascular Goaguiation

abruption
Tissue Damage chorioamnionitis
fetal demise

Release of Tissue PIH '.—_—y Vascular Endothelial Damage
Thromboplastin Sepsis l
Extrinsic Pathway 3 Intrinsic Pathway
INTRAVASCULAR
COAGULATION
A fibrinogen — fibrin — - fibrinogen levels ¥ clotting factors
thrombocytopenia
fibrin deposition
microemboli
l 4 fibrinolysis
vascular occlusion (™ fibrin degradation
ischemia products, FDP - v
l anticoagulant)y —— Hemorrhage

renal necrosis
ARDS
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Fetal death after 20 weeks gestation is often
referred to as an Intrauterine Fetal Demise
(IUFD) or stillbirth. Causes of fetal demise may
be related to complications of pregnancy such as
PIH, diabetes, hemorrhage, a cord accident, or
fetal anomalies. No apparent cause is found in
approximately 25% of cases.

The mother may notice a lack of fetal movement
and decreased breast size. Fundal height may not
correlate with expected gestational age. Frequently
the first sign is an absence of FHT on ausculta-
tion. Fetal death is confirmed by real-time ultra-
sound. Ninety percent of women will sponta-
neously labor and deliver within three weeks of
fetal death. When the pregnancy continues
beyond a month, the mother is at risk for devel-
oping DIC due to the release of tissue thrombo-
plastin.

The attachment process begins early in pregnancy.
Fetal demise represents an emotionally devastating
tragedy for the mother and family. Normal grief
responses that may be noted during labor include
denial, anger, bargaining, and depression. The
birth of a subsequent baby may be accompanied
by renewed grief for the lost child.

* May wait 2 to 3 weeks if client desires, to see if
labor begins spontaneously

* Monitoring of blood clotting factors to avoid
DIC

¢ Induction with oxytocin if near term and cervix
is favorable

» Use of cervical ripening agents followed by oxy-

tocin if cervix is unfavorable

* Prostaglandin E, suppositories may be used
before 28 weeks to induce labor

* Analgesia and sedation is often ordered

* EFM may be applied with the toco only or an
IUPC inserted

* Autopsy to determine cause of death

Any of the intrapartum care plans would be
appropriate without interventions designed to
ensure fetal well-being.

Additional Diagnoses and Plans
Injury, Risk for

Related to: Effects of suppository medications
used to terminate pregnancy with IUFD before 28
weeks.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Client will not experience any injury during
labor or birth.

Outcome Criteria

Client’s vital signs remain stable (specify for client,
give ranges for temperature, B/P, P, and R. EBL <
500 cc after birth.

INTERVENTIONS RATIONALES

Assess TPR, B/P, and con-
traction status prior to
insertion of suppository.
May place toco only of
fetal monitor or use palpa-
tion to assess contractions.

Assessment provides base-
line information about
maternal homeostasis and
uterine activity.

Explanations help the
client and significant other

Explain procedure and
expected outcome to client
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INTERVENTIONS

RATIONALES

(specify: e.g., vaginal sup-
positories initiate contrac-
tions; birth is usually
accomplished within 24
hours).

Position client supine for
10-15 minutes after sup-
pository is inserted.

Administer aceta-
minophen, antidiarrheal,
and antiemetic drugs as
ordered (specify drug,

dose, route, and times).

Monicor vital signs duting
induction per protocol
(specify: e.g., /B B R q
30 min, temp q 2h etc.).

Monitor client for cramp-
ing or contractions. Notify
physician if pain or vaginal
bleeding appears excessive.
Count or weigh pads for
more than expected
amounts of bleeding,

Provide pain medication as
needed (specify: drug,

dose, route, and time).

Notify caregiver if cramp-
ing subsides withour suffi-
cient cetvical softening and
dilatation.

Perform vaginal exams
only as needed. Observe
client for signs of second
stage expulsive efforts.

Initiate oxytocin induction
as ordered and per proto-
col.

to anticipate what will
happen next. Facilitates
coping with unfamiliar
experience.

Positioning facilitates
absorption of drug and
prevents expulsion.

Prophylactic medications
help ¥ adverse effects of
drug. PGE, causes fever,
nausea, vomiting, and
diarrhea in most clients.

Vital signs provide infor-
mation about complica-
tions of induction and
adverse effects of medica-
tions. Fever is a normal
response to PGE,.

Drug may cause intense
contractions that could
result in uterine rupture,
Pad count or weighing
helps estimate EBL (1 g =
1 cc).

Describe action of specific
drug.

Drug dose may need to be
repeated after 6 hours up
to 3 doses.

Client’s labor may progress
more tapidly than usual.

Once cervix is softened,
oxytocin may be effective
in inducing labor.

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What are client’s vital signs? What is EBL after

delivery?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Grieving, Anticipatory

Related to: Intrauterine fetal loss.

Defining Characteristics: Client and significant
other express distress about loss (specify for client:
e.g., " This can’t be happening”). Client and signif-
icant other exhibit (specify denial “The baby is
still moving, I can feel her”; anger at staff; or guilt
“I shouldn’t have done...” etc.).

Goal: Client and significant other will begin the
grieving process by (date/time to evaluate).

QOutcome Criteria

Client and significant other are able to express
their grief in a culturally acceptable manner.
Client and family are able to share their grief with

each other.

INTERVENTIONS

RATIONALES

Assess the client and sig-
nificant other’s response to
the expected loss: denial,
anger, bargaining, depres-
sion, etc.

Provide support without
offering false hopes (speci-
fy for client: e.g,, if in
denial, don't force accep-
tance of loss; explain that
denial is a normal coping
mechanism).

Client and significant
other may present to the
hospital in any phase of
the grief process. Client
may move in and out of
the stages.

Coping mechanisms assist
the client to gradually face
the loss. Knowledge assists
the client and family to
move through their grief.
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INTERVENTIONS

RATIONALES

Ensure that all caregivers
and auxiliary staff are
aware of the client’s loss
(e.g., sign on door).

Support cultural grief
behavior of client and fam-
ily (e.g., screaming, tearing
clothes, etc). Provide for
privacy if needed and
remain nonjudgmental.

Provide clear explanations
and instructions. May
need to repeat informa-
tion.

Encourage parents to talk
about the baby and their
feelings about the loss. Use
touch as culturally appro-
priate.

Allow visitors as client and
significant other desire.

Encourage parents to name
the baby if not already
done. Refer to the baby by

name.

Encourage client and sig-
nificant other to see and
hold the baby. Clean and
wrap infant in warm blan-
ket (may apply lotion or
powder to infant). Prepare
parents for how the baby
will look and feel (e.g.,
bruising, cold, etc.). Point
out attractive characteris-
tics of the baby. Allow par-
ents to bathe and dress

baby if desired.

Intervention prevents
anguish from well-inten-
tioned comments about

the baby.

Grieving is an individual
process influenced by cul-
tural norms that may be
very different from the
fnurses.

Client and significant
other may be distracted
and have trouble concen-
trating on information.

Encouragement provides
permission to grieve
together openly. The use of
touch has cultural implica-
tions.

Intervention promotes
family support for client
and significant other while
protecting them from
unwanted guests.

Naming the baby validates
the existence and loss of

the child.

Seeing and holding the
baby validates the birth of
a unique individual and
the loss. The infant gener-
ally doesn't look as bad as
the parents might imagine
it does. Bathing and dress-
ing the baby provides an
oppottunity to parent the
infant before giving it up.

INTERVENTIONS

RATIONALES

Prepare a memory packet
for the parents. Include
pictures of the baby, foot-
prints, a lock of hair if
requested, etc. If client
refuses packet, file it safely
for future requests.

Assist parents to make
decisions regarding dispos-
al of the remains, transfer
to a postpartum or gyn
room, and early discharge
if possible.

Provide information about
the normal grief process
(written and verbal).

Discuss gender differences
in gtieving: e.g., the moth-
er has usually formed a
longer attachment to the
fetus than the father has.

Provide age-apptoptiate
information abour helping
siblings to cope with their
grief.

Refer client and significant
other to a grief support
group (specify for area).

Evaluation

Memory items provide
tangible evidence of the
reality of the baby. Clients
may initially reject the
packet and then want it
later (e.g., on the anniver-

saty of the birth).

The hospital may be pre-
pated to dispose of
remains if under 20 weeks.
Some funeral homes do
not charge for the services
to young couples who have
a stillborn,

Information assists client
to understand feelings that
may be overwhelming at
times.

Discussion facilitates open
communication between
parents to prevent anger or
guilty feelings about differ-
ences in grieving.

Understanding of death
varies with age. Ensures
that siblings are not for-
gotten.

Support groups may help
client and significant other
to cope with loss.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
8 P y

(Give example of how client, significant other, and
family expressed and shared their grief with each

other.)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Related to: Perinatal loss.

Defining Characteristics: Client expresses feelings
of rejection, of disturbance in spiritual belief sys-
tem (specify: e.g., “How could God do this?”).

Goal: Client will experience relief from spiritual

INTERVENTIONS

RATIONALES

Contact the client’s spiritu-
al advisor or pastoral care
deparement if client
desires.

Evaluation

A spiritual advisor may
offer support and comfort
to the client and family

distress by (date/time to evaluate).

Outcome Criteria

Client will be able to express feelings about belief

system and pregnancy loss.

Client verbalizes that spiritual needs are being

met.

INTERVENTIONS

RATIONALES

Assess client’s usual means
of expressing spiritual
beliefs (c.g. church, syna-
gogue, temple, meditation,
etc.). Avoid making
assumptions about beliefs.

Encourage client and sig-
nificant other to express
feelings about spirituality
related to perinatal loss:
anger, doubt, or failure to
find comforr.

Reassure client and signifi-
cant other that anger and
doubt are a common reac-
tion to loss.

Offer to pray or meditate
with client (or ask another
caregiver to do this) if
desired.

Ask client and family if
there are spiritual rituals
that may be done for the
parents or infant (e.g.,
infant baptism).

Assessment provides infor-
mation about the client’s
beliefs and gives “permis-
sion” to talk abour these
matters.

Client and significant
other may feel that it is
inappropriate to discuss
these feelings.
Encouragement facilitates
identification of feelings.

Client and significant
other may feel guilty about
being angry or having
doubts,

Prayer or meditation may
help the client to seek spir-
ftual assistance.

Baptism may provide com-
fort for clients belonging
to certain religions. Rituals
may include bathing the
infant, chanting, etc.

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Is client able to express feelings about belief sys-
tem? Does client indicate that spiritual needs are
being met? Specify: e.g., talked with pastor,

memorial service planned, etc.).

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Signs of Fetal Death
¥ fetal movement
loss of FHT
V' breast size
¥ estriol levels
Spalding’s sign
(over-riding of cranial bones)

Confirmation of Fetal Death

real-time ultrasound
absence of fetal heart activity

v v

Spontaneous Induction
labor and birth (to prevent DIC)
PGE;
ripening agents
oxytocin
1

v

Emotional Response
(Kubler-Ross Stages of Grieving)

Denial
Anger
Bargaining

Depression

T

Acceptance
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UNIT Il : POSTPARTUM

Healthy Puerperium

Basic Care Plan: Vaginal Birth
Basic Care Plan: Cesarean Birth
Basic Care Plan: Postpartumn Home Visit
Breast-Feeding

Postpartum Hemorrhage
Episiotomy and Lacerations
Puerperal Infection

Venous Thrombosis
Hematomas

Adolescent Mother

Postpartum Depression

Parents of the At-Risk Newborn
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“eallhv P"erneri“m * Cardiovascular: Loss of < 500 cc blood for vagi-

nal birth, < 800 cc for cesarean birth is com-
pensated for by loss of placental circulation and
¥ uterine circulation. An 1 C.O. due to the
fluid shift may cause ¥ pulse. B/P should
remain WNL.

The puerperium, or postpartum period, begins
physiologically with the birth of the baby and lasts
for approximately six weeks. During this time the
maternal reproductive organs recover from preg-

nancy and ovulation may return in non breast- * GI: Hunger and thirst are common after birth.
feeding mothers. Psychological adjustment to the Decreased GI motility, perineal or hemorrhoid
birth of a new baby certainly may take longer discomfort may lead to constipation.

than six weeks. Sometimes a “fourth trimester” is
Lah Value Changes

described to include mental and emotional adap-

tation as well as the physiologic recovery from

childbirth.

Physical Changes Heb/Ht P | ek
¢ Uterine Involution: The uterus contracts after WBC t 2 weeks
expulsion of the placenta to prevent hemor- Clota
rhage from the placental site. After the first 24 Fa::)tt;irslg t 4-5 weeks

hours, the uterine fundus ¥ one cm/day until
it is no longer palpable above the symphysis
pubis at 10 days.

Endometrial Regeneration: Restoration of the
endometrium takes 3 weeks except at the pla-
cental site, which takes up to 6 wecks.

Lochia: rubra (2-3 days), serosa (7-10 days),
and alba (1-2 weeks, or up to 6 weeks).

Perineum: Usually redness and edema are pre-
sent after birth. May have an episiotomy, lacer-
ations, bruising, or hematomas. The urethra
may be edematous.

Breasts: Engorgement (venous and lymphatic
congestion) occurs on about the third day after
delivery. Secretions change from colostrum to

milk on about the third to fifth day after birth.

Fluid Balance: Client exhibits characteristic
diuresis and diaphoresis as fluid moves from the
extravascular spaces back into circulation.

Psychological Changes

Attachment and bonding behaviors: eye con-
tact, touch, enfolding, talking/smiling, and
identification process.

Taking-In Phase: Mother relives birth experi-
ence, focuses on own physical needs, dependen-
cy on others.

Taking-Hold Phase: Client is more indepen-
dent, focuses on caring for self and infant,
needs education and reassurance that she is

capable.

Maternal Role Attainment: Client moves from
the idealized fantasies during pregnancy to try-
ing to care for infant as others advise, to inde-
pendent decisions regarding parenting.

Up to 80% of new mothers experience
“Postpartum Blues”: depression and emotional
lability associated with unexpected crying, fecl-
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ing overwhelmed. Occurs within the first week
and lasts no more than 2-3 days. Should be dif-
ferentiated from postpartum depression.
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Cultural Diversity

All cultures have beliefs related to maternal/infant care after childbirth. The nurse should ask the client about
her individual cultural beliefs to avoid stereotyping. Assessment of the following areas may reveal cultural
prescriptions and prohibitions.

Activity/Rest

Nutrition

Hygiene

Safety

Spirituality

Infant Care
Breast-Feeding

Other

* no activity restriction, rooming-in desirable, rest when the baby does,
father helps at home, PP exercises

¢ avoid rooming-in, someone else cares for baby while mother rests and
regains her strength

* bedrest under several blankets for 7 days to 3 months

e female relatives or hired women help with baby

* activity may be restricted up to 40 days

* increase calories and calcium for lactation; otherwise, lose weight gained
during pregnancy

* eat and drink only foods/liquids considered “hot” and avoid those considered
“cold” (not necessarily related to temperature or spices)

* special traditional foods may be indicated (c.g., seaweed soup, steak dinner)

» shower and hair washing as soon as possible

¢ avoid cold air or water; no showers

* avoid bathing until lochia stops

* don't wash hair for one week; wear head covering for warmth

e infant car seat; infant sleeps in crib, not with mother

* avoidance of evil influences: no praise of infant, don’t touch infant’s head,
use of talismans/protective objects

¢ infant sleeps with mother, carried close to body

* infant Baptism/Christening, Bris

* naming ceremony (may be named after someone special)
* rituals performed by father

* burial/burning of placenta

* breast offered at birth, feed on demand, avoid formula supplements

¢ colostrum discarded, infant fed sugar-water or honey and water until
milk comes in (3-5 days)

* infant dressed in diaper and shirt, loose blanket

* infant tightly wrapped, belly-binder applied

* cigars, flowers, balloons, announcements

* men are excluded from birth or contact with lochia

* desired visitors include family, friends, neighbors

e freely ask for pain medication and information

* avoid complaining or showing pain, avoid eye contact
* avoid asking questions and bothering the staff
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Postpartum Care Path: Vaginal Birth

Birth Assessments Teaching Meds/Tx Other
1+ hour . .
TPR, B/P normal newborn IV pitocin diet as tolerated
OB gls”"X 4 with snacks
B/P, P, fundus, holding infant ice pack to
lochia, perineum bulb syringe perineum X 8 hr mother/baby ID
hemorrhoids
breast assessment | breast-feeding: analgesics prn
bladder ¥ rooting, latching on,
epidural catheter removing, frequency
removed
bonding: eye infant security
contact/touch answer all questions
4 hours .
TPR handwashing d/c IV prn ambulate
OB+ q30"X2 peticare with assistance
thenqlhrX2 peri meds Tucks, peri- to BR
fundus/lochia spray
empty bladder g 4hr OB Gift Pack
{void/catheter} nursing:
leg movement & breast care
sensation nutrition
1 fluids
infant handling
attachment bottle feeding:
burping,
positioning
breast care
8 hours
TPR, Homan’s sign, self-care stool softener activity as
breast assessment nutrition PNV tolerated
& OB ¥ q shift if activity/rest
WNL elimination sitz bath shower prn
heat
bladder ¥ Jactation
after void specialist prn
X 2 or until WNL
1st PP day
H&H infant care: cord, RhoGAM social services
bathing, circ. care, Rubella WIC
bowel movement safety, prn prn
immunizations
Discharge
¢ v/s, OB ¥ WNL Unit phone # and ¥ | car seat v
written instructions prescriptions
elimination WNL given given mother/baby
appointments
infant/self-care warning s/s reviewed | enema or stool
adequate infant & self-care softener prn referral for home

reviewed
contraception, PP
exercises, PKU, &
immunizations,
reviewed

visit
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Postpartum Care Path: Cesarean

Birth Assessments | Teaching Meds/Tx Other
1+ hour S e
IV, foley pain relief IV with pitocin mother/baby ID
temp, LQC, pain, | TCDB, splinting
&0 pain relief:
B/P, P, R, Sa0: normal newborn duramorph
dsg CD&l e PCA pump
fundus/lochia answer all questions M/TV
q5" X4
ql15°X2 pericare
q30"X2
glhX2
bonding: eye
contact/touch
4 hours o v ] )
B/P,T,P, R, holding infant sips & chips
dsg CD&I bulb syringe or DAT with
fundus/lochia snacks
g4h X2 handwashing
pericare
LOC, MAEE fundus/lochia
bowel sounds
1&0 infant security
8 hours up with
B/P, T, P, R, breast-feeding: rooting, assistance
fundus/lochia latching-on, removing,
dsg CD&I frequency, breast care
bowel sounds
Homan’s sign, bottle feeding:
breast assessment | positioning, burping,
and bonding breast care v
q 8h
1&0
i
1= PP day + djec IV prn CL liquids or DAT
self-care: d/c foley prn with snacks
bladder ¥ g 4h nutrition, i
{catheterize prn) body mechanics ambulate with
activity frest assistance
H&H elimination
lactation
specialist prn
224 PP day bladder +
after void X 2 infant care: cord care p.o. pain meds regular diet with
or untilt WNL bathing, circ care, RhoGAM snacks
assess for BM safety, immunizations Rubella prn ambulate w/o
] assistance
3 PP day v o
incision care remove dsg prn shower prn
assess infant and | review infant and self- staples removed
self-care care steri-strips
Discharge ) v o
v/s, OB YWNL Unit phone # and prescriptions car seat
incision CD& written instructions given | given mother/baby
elimination WNL warning s/s reviewed enema or stool appointments
infant/self-care infant/ self-care, softener prn referral for home
adequate contraception, PKU, and visit
immunizations reviewed
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Basic Gare Plan:
Vaginal Birth

The nursing care plan is based on a thorough
review of the prenatal record, labor and delivery
summary, and continuing postpartum assess-
ments. Individual data should be inserted whenev-
er possible.

Nursing Gare Plans
Infection, Risk for (165)

Related to: Site for invasion of microorganisms
(specify: e.g., episiotomy, lacerations, catheteriza-
tion, etc.).

Pain (166)

Related to: Tissue trauma and edema after child-
birth, uterine contractions (after-pains), engorged
breasts, etc.

Defining Characteristics: Client reports pain
(specify site and type of pain, rating on a scale of
1 to 10 with 1 being least, 10 most). Client is
(specify: e.g., grimacing, crying, guarding, request-
ing pain meds, etc.).

Additional Diagnoses and Plans
Fluid Volume Deficit, Risk for

Related to: Active losses after childbirth (vaginal
or cesarean), inadequate intake.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Client will not experience a fluid volume
deficit by (date/time to evaluate).

Outcome Criteria

Clients pulse is < 100, B/P > (specify for client),
mucous membranes moist and pink, fundus is
firm with moderate-small amount of lochia.

INTERVENTIONS

RATIONALES

Assess client’s hx for risk
factors for hemorrhage
(e.g., long labor, use of
pitocin, overdistended
uterus, clotting problems,
etc.).

Assess client’s B/P, P, & R
(specify frequency).

Assess uterine tone, posi-
tion, and color and
amount of lochia; observe
for hemaromas and
integrity of incisions or

dressings (specify frequency).

Massage the uterus if
boggy, guarding over the
symphysis pubis. Do not
overstimulate.

Administer uterotonic
drugs as ordered (specify:
drug, dose, route, time).

Encourage frequent emp-
tying of the bladder at
least q 4h (cacheterize prn
as ordered).

Estimate blood loss by
counting or weighing peri-
pads. Soaked pad in 15
min is excessive. 1 gm = 1

cc if weighing pads.

Assessment provides infor-
mation about client’s risk
for puerperal hemorrhage.

Hypovolemia results in ¥
B/P; the body compensates
by vasoconstriction and

P P. ¥ volume leads to
less available oxygen and

t R

Assessments provide infor-
mation about uterine dis-
placement and tone, vagi-
nal blood loss, hidden
bleeding, and wound
dehiscence.

Massage stimulates uterine
contraction. Guarding pre-
vents uterine prolapse.
Overstimulation may cause
uterine relaxation and
hemorrhage.

Specify action of drug
ordered (e.g., oxytocin,
ergotrates, and
prostaglandins).

Bladder distension may
displace the uterus up and
to a side causing ¥ tone

and 1 bleeding.
The degree of blood loss

may not be apparent from
appearance of vaginal dis-
charge. Estimate helps
determine replacement
requirements.
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INTERVENTIONS

RATIONALES

Assess intake and output
(specify frequency).

Assess skin color, temp,
turgor, and moisture of
lips/mucous membranes

(specify frequency).

Monitor lab results as
obrained (specify: e.g.,
Hgb, Het, urine sp. gravi-
ty, clotting studies, etc.).

Inform caregiver of any
signs of unusual bleeding
(e.g., from injection sites,
gums, epistaxis, or petechi-
ae).

Initiate and maintain IV
fluids and blood products
as otdered (specify fluids

and rate).

Encourage p.o. fluid intake
(specify culturally appro-
priate types and amounts)
if allowed.

Notify care giver if bleed-
ing continues after nursing
interventions.

Evaluation

Assessment of intake and
output provides informa-
tion about fluid balance.

Pale, cool skin, poor skin
turgor, and dry lips or
membranes may indicate
fluid loss/dehydration.

Monitoting provides infor-
mation about fluid loss.
Increased urine specific
gravity may indicate ¥
fluid. Hgb and Het indi-
cate the extent of blood
loss. Clotting studies indi-
cate the client at P risk for
hemorrhage.

Bleeding from unusual
sites may indicate a clot-

ting abnormality.

Intervention provides
replacement of fluid or
blood losses.

Encouragement promotes
fluid replacement for loss-
es. Some cultures prefer
hot liquids after childbirth
and may avoid cold drinks.

Continued blood loss may
indicate retained placental
fragments or a cervical lac-
eration requiring medical
treatment.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is client’s pulse? B/P? Are mucous mem-
branes moist and pink, fundus firm with moder-
ate-small amount of lochia? Specify findings.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Spiritual Well-Being:

Enbanced, Potential for
Related to: Life-affirming experience of childbirth

and motherhood.

Defining Characteristics: Client reports spiritual
well-being (specify: e.g., “There must be a God,”
“This gives meaning to my life,” etc. — does not
need to be religious in nature). Client exhibits a
sense of awareness, inner peace, and trust in rela-
tionships with infant and family (provide exam-
ples). Client offers prayers of thanksgiving.

Goal: Client will continue to experience spiritual
well-being by (date/time to evaluate).

Outcome Criteria

Client expresses continued feelings of spiritual
well-being. Client exhibits nurturing behaviors

towards infant.

INTERVENTIONS

RATIONALES

Assess client’s perceptions
about the experience of
giving birth.

Offer accurate information
if client has questions
about the experience.

Assess client’s religious
preferences or any desired
spiritual practices that are

related to childbirth.

Facilitate religious or spiri-
tual practices as indicated
(specify for client).

Assessment provides infor-
mation about client’s per-
ceptions.

Information assists the
client to construct an accu-
rate birth story.

Assessment provides infor-
mation about the client’s
spiritual needs.

Client and family may
have special requests (e.g.,
a time/place for a ceremo-
ny, the placenta for burial,
etc.).
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INTERVENTIONS

RATIONALES

Contace client’s spiritual
advisor or hospital pastoral
care if client wishes.

Observe client’s nurturing
behaviors towards infant.

Offer assistance and expla-
nations as needed about
caring for the infant.

Praise client for her nur-
turing and skill with infant
care,

Evaluation

Intervention ensures that
client has access to a spiri-
tual advisor if she wishes.

Spiritual well-being pro-
motes love and commit-
ment towards others.

Inexperienced clients may
need assistance with
infant-care skills,

Praise reinforces nurtuting
of the infant and enhances
client’s self-esteem,

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client report feclings of spiritual well-being?
Does client nurture her infant? Specify client’s

activities.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Knowledge Deficit: Infant and Self-Care

Related to: Limited experience and skill in provid-
ing infant care and self-care after giving birth.

Defining Characteristics: Client is a primipara (or
first time to breast-feed, etc.). Client expresses
need for information about self- or infant care
(specify). Client reports inaccurate perceptions
about self- or infant care (specify).

Goal: Client will gain cognitive knowledge and
psychomotor skills needed for self- and infant care

by (date/time to evaluate).

Outcome Criteria

Client verbalizes understanding of self-care and
infant care instruction. Client demonstrates psy-
chomotor skills needed for infant and self-care.

INTERVENTIONS

RATIONALES

Assess client’s previous
experience with childbirth
or caring for a newborn
infant.

For clients who have expe-
rienced childbirth before,
ask if they have any ques-
tions about infant or self-
care. Review current infor-
mation with client.

Teach client as nursing
care is provided and rein-
force with videos, follow-
up instruction, and written
materials (if client is liter-
ate). Obtain the services of
an interpreter as needed.
Include significant other
and family in teaching.

Teach client about utetine
involution, fundal tone,
and lochia. Instruct in per-
ineal care, handwashing,
use of peri-bottle, wiping
from front to back, correct
application of pads, avoid-
ing sex, tampons, or
douches per caregiver
instructions.

Teach cesarean clients to
care for incision per care-
giver instructions (specify).
Teach signs and symptoms
of infection to report.

Teach client to care for
infant: demonstrate use of
bulb syringe, safety and
nurturing for the infant
and holding, feeding,
burping, diapering, cir-
cumcision care (if indicat-
ed), cord care, bathing,
how to take a temperature,

Assessment provides infor-
mation about client’s cur-
rent knowledge base and
experience.

Clients may have had diffi-
culty in prior experiences
with infant or self-care.
Reviewing material with
multiparous clients ensures
that accurate information
is provided.

Varied teaching methods
facilitate learning by
addressing client’s individ-
ual learning style.
Repetition and inclusion
of the family may be help-
ful as the client experiences
increased sensory input
during the puerperium.

Instruction aids the client
in gaining skills and
knowledge needed for self-
care. Interventions remove
pathogens from the hands,
cleanse the perineum, and
prevent trauma and fecal
contamination of per-
ineum.

Information assists the
client to care for incision,
prevent infection, and pro-
mote healing.

Instruction promotes con-
fidence for the mother as
she gains skills.
Observation and reinforce-
ment ensure appropriate
technique.
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INTERVENTIONS

RATIONALES

and when to call the doc-
tor. Observe client as she
cares for infant and rein-
force positive attempts.

Instruct client in breast
care. For non-nursing
mothers teach to wear a
snug bra, avoid stimula-
tion of the breasts and to
use ice packs (frozen peas)
or mild analgesics as
ordered for discomfort.
Reassure client that dis-
comfort should subside in
a day or two.

Teach breast-feeding
mothers to wash their
hands before feeding, wash
their breasts without soap,
wear a support bra, and
inspect the nipples for pain
or sores after each feeding.

Teach client to continue
PNV, drink 8-10 glasses of
watet/day, and eat a nutri-
tious diet. Use the food
guide pyramid to plan a
culturally acceptable diet
including fresh fruits and
vegetables, fiber, protein,
and vitamin C. Provide
information for breast-
feeding mothers about
extra fluids and dairy
products needed (specify).

Teach client to avoid stren-
uous activity or exercise for
six weeks. Provide infor-
mation from caregiver
about postpartum period
exercises,

Encourage client to obtain
adequate rest during the
puerperium, Teach her that

Information helps the
client to avoid activities
that may stimulate the
breasts and cause increased
discomfort from engorge-
ment,

Information helps the
client to avoid infection or
drying of the nipples.

Information helps the
client to plan for adequate
nutrition for recovery from
childbirth. Fresh fruits,
vegetables, and added fiber
help prevent constipation.
Protein and vitamin C
enhance tissue healing,
Nursing mothers require
extra calories and fluids to
produce milk and meet
their own needs.

Strenuous exercise may
cause postpartum hemor-
rhage before the placental
site is healed. Exercise
helps the client’s body
return to its pre-pregnancy
shape.

Client may try to do too
much, delaying healing
and risking exhaustion.

INTERVENTIONS

RATIONALES

activity that leads to an
increase in the flow of
lochia is a sign that she
needs to slow down.

Demonstrate respect for
client’s cultural prescrip-
tions and prohibitions
regarding postpartum care.

Teach client about the
return of menstruation and
ovulation. Inform about
the possibility of becoming
pregnant and assist her to
make contraceptive choic-
es.

Teach client about any
medications that are pre-
scribed for her after dis-
charge. Instruct breast-
feeding moms to avoid
taking medications with-
out checking with the
baby's caregiver first.

Provide information about
and phone numbers for
local support groups (spec-
ify: e.g., La Leche League,
Mothers of Twins, etc.).

Teach client about use of
infant car seat, need for
follow-up PKU, and infant

immunizations.

Provide written and verbal
information about danger
signs to call the primary
caregiver: fever, chills, 1
bleeding, foul smelling
lochia, % incision, breast
or leg pain, wound dehis-
cence, or burning on uri-
nation.

Observe client’s self-care
and infant care ability dur-

Client may need “permis-
sion” to rest.

Cultural respect avoids
conflicts about care that
may make the client feel

guilty.

Knowledge helps the client
to understand how her
body works and to make
personal decisions about
family planning.

Specify action, dose, route,
and indications for any
prescribed medications.
Most drugs distributed by
the blood are also found in
the breast milk.

Support groups may offer
increased information
about topics of special
interest to the client.

Information promotes
infant safety.

Informarion assists cthe
client to seek immediate
care for puerperal compli-
cations.

Observation provides
informarion about client’s
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INTERVENTIONS

RATIONALES

ing hospitalization. Refer
client for additional assis-
tance as needed (specify:
e.g., home visit).

Discuss the need for Rh
immune globulin
(RhoGAM) with Rh nega-
tive clients. Provide blood
type card.

Review and reinforce all
teaching at discharge.
Provide client with a
phone number to call for
questions after she gets
home.

Evaluation

ability to care for herself
and her baby after dis-
charge. Referral provides
additional education.

Rh-negative clients should
understand the need for
Rh immune globulin after
miscarriage or birth of an
Rh-positive baby to pre-
vent isoimmunization of
future infants.

Intervention promotes
access to continued infor-
mation after client is dis-

charged.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client verbalize understanding of self-care
and infant care information? Does client demon-
strate psychomotor skills needed for self- and

infant care? Specify.)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Basic Gare Plan:
Gesarean Birth

The nursing care plan is based on a thorough
review of the prenatal record, labor and delivery
summary, operative records, and a continual post-
partum assessment. Individualized data should be
inserted wherever possible.

Nursing Gare Plans
Fluid Volume Deficit, Risk for (159)

Related to: Excessive fluid losses secondary to
operative delivery. Inadequate intake for needs.

Spiritual Well-Being:
Enbhanced, Potential for (160)

Related to: Life-affirming experience of giving

birth.

Defining Characteristics: Describe client and sig-
nificant other’s response to birth (e.g., quotes
related to spiritual dimension of the experience).
Specify nurturing and loving behaviors of client
and significant other towards infant.

Knowledge Deficit:
Infant and Self-Care (161)

Related to: Limited experience with infant and
self-care (specify: e.g., first baby, first cesarean

birth, etc.).

Defining Characteristics: Client expresses lack of
knowledge about self- and infant care after birth
(specify). Client verbalizes incorrect information
about self- or infant care (specify).

Additional Diagnoses and Plans
Infection, Risk for

Related to: Site for microorganism invasion sec-

ondary to childbirth and/or surgical interventions.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Client will not experience signs of infection

by (date/time to evaluate).

Qutcome Criteria

Client’s temperature is < 100.4° F, P < 100, inci-
sion is dry and intact, edges well-approximated
without redness or edema, no foul-smelling lochia

or pelvic pain.

INTERVENTIONS

RATIONALES

Wash hands before and
after caring for client; use
gloves when indicated;
don't share equipment
with other units.

Assess client’s temperature,
B/P, B, and R (specify fre-
quency). Notify caregiver
if temp is > 100.4° F after
the first 24 hours, or if
pulse is consistently >100.

Teach surgical clients to
TCDB and encourage
ambulation. Instruct in leg
exercises while in bed.

Assess dressings or inci-
sions (specify frequency)
noting if dressing is clean,
dry, and intact, if incisions
exhibit redness, edema,
ecchymosis, drainage, and
approximation (REEDA).

Assess client for increased
abdominal tenderness dur-
ing fundal checks. Instruct
client to report continuous
pelvic pain.

Interventions help prevent
the spread of pathogens
between staff and patients.

Assessment provides infor-
mation about developing
infection: temperature may
be slightly * early due to
dehydration from labor.
Slight ¥ P is common
after birth and tachycardia
may indicate infection.

Teaching helps gain client
compliance to prevent pul-
monary stasis that may
lead to infection.

Assessment provides infor-
mation about developing
infection: Local inflamma-
tory effects cause redness
and edema. This may be
followed by purulent
drainage and wound dehis-
cence.

Assessment provides infor-
mation about inflamma-
tion of the endometrium.
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INTERVENTIONS

RATIONALES

Note color, odor, and con-
sistency of lochia. Instruct
client to report foul-
smelling lochia.

Provide catheter care per
agency protocol. Keep
catheter bag below the
level of the bladder and off
the floor. Use aseptic tech-
nique to obtain specimens.

Teach client to perform
peri care after elimination
and to change peripads fre-
quently, applying snugly
from front to back.

Encourage client to void
every 4 hours. Assess blad-
der emptying (specify fre-
quency). Catheterize only
as needed employing ster-
" ile technique. Instruct

client to report any burn-
ing or pain with urination.

Obtain specimens as
ordered (specify: e.g,. urine
specimens, wound cul-
tures)., Monitor lab results.

Inspect IV sites per agency
protocol. Note redness,
warmth, pain, or edema.
Discontinue or change site
as indicated.

Administer antibiotics as
ordered (specify: drug,
dose, route, times).

Encourage clients with an
episiotomy to take sitz

baths as ordered (specify).
Ensure that tub is cleaned

Foul smelling or purulent
lochia signals infectious
processes. Lochia has a
characteristic odor some-
what like menstrual dis-
charge.

Interventions keep the
opening to the urcthra
clean, prevent urine back-
flow and contamination of
catheter bag.

Teaching helps client keep
the perineum clean and
dry. Warm, moist environ-
ment facilitates the growth
of microorganisms.

Postpartum diuresis may
cause over-distention or
incomplete emptying of
the bladder. Urinary stasis
provides 2 medium for
growth of microorganisms.
Burning and pain are signs
of inflammation associated
with UTI,

Laboratory examination of
specimens is indicated to
determine the causative
organisms and their sensi-
tivity to antibiotics.

Inspection provides infor-
mation about the develop-
ment of inflammation and
infection at invasive sites.

Specify action of each drug
given,

The moist heat from a sitz
bath increases circulation
to the perineum and facili-
tates healing. Cleaning or

INTERVENTIONS RATIONALES

before each use or use
individual disposable tubs.

individual tubs prevent
cross-contamination.

Maintain a clean environ-
ment. Ensure that client’s
room and bathroom are
cleaned frequently and
appropriately.

A clean environment may
discourage the growth of
microerganisms.

Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(What is client’s temperature? pulse? Are incisions
dry and intact, edges well-approximated, without
redness or edema, no foul-smelling lochia or
pelvic pain?)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Pain

Related to: Tissue trauma secondary to surgery,
perineal trauma from vaginal birth, uterine invo-
lution; engorged breasts.

Defining Characteristics: Client complains of
pain (specify using quotes). Client rates pain on a
scale of 1 to 10 (specify). Client is grimacing,
guarding painful area, etc. (specify).

Goal: Client will experience a decrease in pain by
(date/time to evaluate).

Outcome Criteria

Client rates pain as less than (specify) on a scale of
1 to 10 with 1 being least, 10 being most. Client
appears calm, no grimacing or guarding of area.
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INTERVENTIONS

RATIONALES

Assess client’s pain using a
scale of 1 to 10 with 1
being least, 10 being most
(specify frequency).

Observe client for nonver-
bal signs of pain: grimac-
ing, guarding, pallor,
withdrawal, etc. (specify
frequency).

Assess location and charac-
ter of pain each time the
client reports discomfort.
Notify caregiver if unusual
pain develops.

Instruct client to use an ice
pack for 8 hours after birth
as ordered. Keep pack 2/3
full of ice.

Administer appropriate
pain medication as ordered
(specify: drug, dose, route,
times).

Assess client for pain relief
within an appropriate time
after medication adminis-
tration (specify for drug).

Observe client for adverse
effects of drug (specify for
drug given).

Instruct clients receiving
regular pain medication to
ask for the drug before
pain becomes unbearable.

Teach client about the
physiology of her discom-
fort (specify for client: e.g.,
after-pains when breast-
feeding are caused by stim-
ulation of oxytocin release
and uterine contraction).

Assessment provides objec-
tive measurement of the
client’s perception of pain.

Observation helps identify
discomfort when the dlient
doesn’t ask for help.
Cultural variations may
govern the expression of
pain.

Assessment provides infor-
mation about the cause of
pain. Unusual pain may
indicate complications.

Application of ice decreas-
es edema and provides a
local anesthetic effect.

Specify action of specific
drug and rationale for
choice.

Assessment provides infor-
mation about client’s
response to peak levels of
drug.

Observation allows early
detection and treatment of
adverse effects.

Pain medication is more
effective and lower doses
are needed if given before
pain becomes severe.

Knowledge may ¥ the
anxiety associated with
unfamiliar pain.

INTERVENTIONS

RATIONALES

Teach client nonpharma-
cological pain relief mea-
sures: positioning to avoid
pressure on painful areas;
splinting of incision; tight-
ening buttocks before sit-
ting to prevent traction on
perineum; wearing a snug
bra, if non-nursing; ensut-
ing the infant is latched on
and removed from the
breast correctly if breast-
feeding, etc.

Assist client to take a sitz
bath if ordered (specify
type available and method
to use). Instruct client to
use the sitz for approxi-
mately 20 minutes 3-4
times a day.

Teach client to perform
Kegel exercises (suggest

frequency).

Teach client correct use of
products ordered for relief
of episiotomy or hemor-
rhoid pain (specify: e.g.,
anesthetic ointments,
sprays, or witch hazel
pads).

Teach client to eat fresh
fruits and vegetables, and
whole grains daily and to
drink 8-10 glasses of water.
Administer stool softeners

as ordered (specify).

Encourage ambulation as
soon as possible after birth.
Evaluate client for develop-
ment of pain in the lower
extremities (Homan’s sign).

Teaching provides the
client with information
about self-care activities to
decrease pain.
Interventions decrease
pressure on painful areas
and incisions. Painful nip-
ples may be caused by
inadequate latching-on.

Moist heat from the sitz
bath promotes comfort
and healing by increasing
circulation to the per-
ineum.

Kegel exercises promote
perineal circulation and

healing.

Specify action of medica-
tions ordered.

Teaching provides infor-
mation the client needs to
make diet decisions that
will help prevent constipa-
tion. Stool softeners help
decrease pain from bowel
movements when client
has a 4th ° laceration or
episiotomy.

Ambulation decreases
venous stasis. Venous stasis
and ? platelets at birth
lead to potential develop-
ment of thrombophlebitis.
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INTERVENTIONS RATIONALES
Encourage client to plan Fatigue may add to per-
frequent rest periods in the ceptions of pain and dis-
first few postpartum tress.

weeks. Teach relaxation
techniques as needed.

Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially mert?)

(What does client rate pain on a scale of 1 to 10?
Does client appear calm? Is client grimacing or
guarding body areas?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Basic Gare Plan:
Postpartum Home Visit

The postpartum home visit enables the client to
receive additional assessment and instruction in
the comfort and reality of her own home. Many
questions about self- and infant care arise once the
mother has been discharged. The care plan is
based on a thorough review of the client’s records
and assessments made in the home.

Knowledge Deficit:
Infant and Self-Care (161)

Related to: Inexperience and limited information
about infant and self-care after childbirth.

Defining Characteristics: Client verbalizes lack of
knowledge or misunderstanding about infant
and/or self-care (specify using quotes). Client
exhibits incorrect self- or infant care techniques

(specify).

Additional Diagnoses and Plans
Family Coping: Potential for Growth

Related to: Adaptation of family to new family
member.

Defining Characteristics: Family members are
involved in care of the mother and newborn.
Family members verbalize positive reactions to
addition of a new family member (specify).

Goal: Family will continue to experience growth
in coping with the stresses of a new baby by
(date/time to evaluate).

Outcome Criteria

Family members express positive feelings about
their new baby and new roles in the family (other
specifics as indicated).

INTERVENTIONS

RATIONALES

Identify family structure
and encourage members’
participation in home visit.

Assess family members’
verbal and nonverbal
responses to the new baby.

Assess the infant’s sleeping
and eating patterns and
how these affect family
members.

Praise effective coping
mechanisms used by the

family (specify).

Discuss infant growth and
development with the fam-
ily. Point out infant reflex-
es and attachment behav-
iors.

Refer family to support
groups as indicated (speci-

fy).

Evaluation

Family may include grand-
parents or friends in addi-
tion to the nuclear family.

Birth of a new family
member alters each mem-
ber’s role in the family.

Frequent infant feeding
and lack of sleep are stres-
sors for new families.

Praise reinforces the fami-
ly’s effective coping with
the stress of a new baby.

Discussion provides antici-
patory guidance for family
to facilitate infant growth
and development.

Support groups may rein-
force positive coping.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Do family members report positive feelings about
their new baby and their changed roles in the

family? Specify.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Fatigue

Related to: Demands of caring for newborn while
recovering from childbirth.

Defining Characteristics: Client states she is
exhausted (specify). Client states she doesn’t have
enough energy to accomplish desired tasks (speci-
fy: e.g., fix dinner, care for other children, etc.).
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Client appears lethargic, has dark circles under
eyes, etc. (physical signs of fatigue).

Goal: Client will experience less fatigue by

(date/time to evaluate).

Outcome Criteria

Client identifies priority activities that she will
focus on during the postpartum period. Client
and family identify tasks that family members will

be responsible for.

INTERVENTIONS

RATIONALES

Assess client’s current rest
and activity patterns.

Assist client to identify pri-
mary cause of fatigue (e.g.,
worry, lack of sleep at
night, etc.).

Discuss physiologic factors
that increase fatigue during
the puerperium: long
labor, cesarean birth, epi-
siotomy pain, and anemia.

Assess client for postpar-
tum complications; exces-
sive bleeding or signs of
infection: fever, malaise,
redness, edema, purulent
drainage from incisions,
pelvic pain or foul-
smelling lochia. Notify
caregiver.

Help client express frustra-
tion related to infant care
and fatigue. Provide emo-
tional support and reassur-
ance.

Assess client for signs of
postpartum “blues” or

Assessment provides infor-
mation about adequacy of
client’s rest and activity
pattern.

Client may be too tired to
identify primary problem
without some assistance.

Understanding the physio-
logic basis of fatigue helps
the client plan self-care
activities to ¥ fatigue.

Excessive bleeding may
cause anemia and fatigue
related to insufficient
hemoglobin. Signs of
infection also include

fatigue.

Facilitating expression of
feelings validates the
client’s experience.

A short-lived period of
depression accompanied by

INTERVENTIONS

RATIONALES

depression. Discuss hor-
monal changes, role
changes, and exhaustion as
precipitating factors.

Discuss situational factors
that increase fatigue (e.g.,
small children to care for,
lack of social support sys-
tem, beliefs about house-
keeping, difficult-to-con-
sole infant, etc.)

Assist client and family to
identify strengths they can
use to cope with current
increased demands.
Reassure family that
expressed feelings are com-
mon and that most fami-
lies adjust by 6 weeks post-
partum.

Assist client and family to
identify priority activities
(e.g., mother and infant
care, eating, sleeping) and
those which may be
delayed (e.g., cleaning,
social responsibilities).

Assist client and family to
identify tasks that each
member can be responsible
for (specify for ages of
children).

Encourage the client to
rest ot sleep when the
infant is sleeping.

Teach relaxation tech-
niques, mental imagery, or
meditation to help cope
with tension.

Assess current diet and
encourage client to ingest

emotional fragility is com-
mon in the first few weeks
postpartum. Continued
depression needs further
investigation.

Discussion helps client and
family identify factors that
increase fatigue.

The family may have
unexpected resources and
strengths. Reassurance
helps decrease anxiety and
associated fatigue.

Identification of priorities
helps the family to deter-
mine essential and non-
essential tasks.

Delegation allows the
client to focus only on
essential activities.

Encouragement gives the
client permission to nap
frequently.

Anxiety produces increased
psychological demands and

reduces energy.

Poor nutrition and dehy-
dration add to feelings of
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INTERVENTIONS

RATIONALES

recommended amounts of
calories, protein, vitamin

C, and fluids.

Refer client for additional
assistance as indicated
(e-g.» WIC, counseling,

community services, etc.).

Evaluation

fatigue. Protein and vita-
min C are needed for tis-
sue regeneration after

childbirth.

Client may have inade-
quate financial means or
support system to cope
with postpartum stresses.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What are the priority tasks the client identified?
Which tasks did client and family identify that

family members will be responsible for?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Nutrition, Altered:

More Than Body Requirements

Related to: Intake in excess of that required for

metabolic needs.

Defining Characteristics: Client verbalizes a

desire to lose excessive weight gained during preg-

nancy (specify client’s current weight and pre-

pregnancy weight or ideal weight). Client reports

eating habits that are in excess of current needs

(specify: e.g., high in calories and fat, low in fruits

and vegetables).

Goal: Client will ingest and appropriate diet by

(date/time to evaluate).

Qutcome Criteria

Client identifies excesses in current diet. Client
plans a diet to meet nutrition and metabolic

needs.

INTERVENTIONS

RATIONALES

Assess client’s weight.
Compate to pre-pregnancy
weight and ideal weight
for height and build.

Encourage client to con-
tinue taking PNV as
ordered during puerperi-
um.

Describe normal weight
loss after childbirth: the
average mother loses 10-12
LB at birth followed by
average weight loss of 1 to
1v, LB/week during the
following 6 weeks.

Inform the client that she
should not attempt to diet
while breast-feeding.
Nursing clients will usually
lose weight faster due to
metabolic needs of lacta-
tion.

Assist client to review cur-
rent eating habits using a
24-hour diet recall and a
copy of the food guide
pyramid.

Provide client with a copy
of the food guide pyramid
and suggested diets for
weight loss after child-
birth.

Assist client to plan a
nutritious diet for her fam-
ily that incorporates cul-
tural preferences and
financial ability. Help
client to plan how to
reduce her own calories by
300/day. Include necessary
nutrients without added
fats or empty calories.

Assessment provides infor-
mation about appropriate
weight for individual client
and evaluation of possible
excessive weight gain dur-

ing pregnancy.

Supplements replenish vit-
amin and iron supplies

decreased by pregnancy
and birth.

Client may have unrealistic
expectations about weight
loss after giving birth.

Nursing mothers require
increased calories to pro-
duce milk. Breast-feeding
increases metabolism and
usually weight loss as well.

Review provides informa-
tion about current intake
compared to nutritional
needs.

Visual aids and reading
materials provide the client
with a source of continued
information at home.

Assistance ensures that cor-
rect foods are chosen while
empowering the client to
make her own plan.
Generic diets may not be
affordable, include cultur-
ally preferred foods, or be
appropriate for the whole
family.
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INTERVENTIONS RATIONALES ty. Client and partner will identify ways to meet
. sexual needs during the puerperium.

Discuss the need for exer- Walking is generally an

cise as well as dietary mod-
ification to lose weight.
Encourage client to begin
with daily walking and
exercise program with
advice of her caregiver.

Refer client to a dietitian
as indicated (specify: e.g.,
diabetic moms, clients

with unusual diets or spe-

cial needs).

Evaluation

appropriate postpartum
exercise. The client should
avoid strenuous exercise
until the placental site has
healed at approximately 6

weeks.

A dietitian is specifically
prepared to advise clients
with numerous or unusual
nutrition questions.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What excesses did the client identify in her diet?
What diet plan did the client make to meet nueri-
tional and metabolic needs?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Sexuality Patterns, Altered
Related to: Effects of childbirth on sexual behav-

10T.

Defining Characteristics: Client reports negative
petceptions about sexuality after childbirth (speci-
fy: e.g., “My husband is hounding me to have sex
and I don’t want to” or “I'm really afraid that it’s
going to hurt”). Client reports lack of interest in
sexuality. Client reports concern about sexual feel-
ings during breast-feeding (specify).

Goal: Client and partner will report satisfactory

patterns of sexuality by (date/time to evaluate).

Qutcome Criteria

Client and partner will verbalize understanding of
postpartum physiologic changes affecting sexuali-

INTERVENTIONS

RATIONALES

Establish rapport with the
client and partner (if avail-
able). Provide privacy for

discussion of sexuality.

Offer general information
about reproductive con-
cerns and sexuality after

childbirth. Elicit questions.

Identify the need to
abstain from sexual inter-
course (as advised by care-
giver) until the placental
site has healed (lochia has
stopped and perineal inci-
sions or lacerations are
healed: usually 3-4 weeks
for vaginal birth) to avoid
infection or trauma.

Discuss postpartum physi-
ology that may interfere
with sexuality: fatigue,
vaginal and perineal sore-
ness, lack of lubrication
until ovulation recom-
mences, and breast tender-
ness.

Assist client and partner to
identify ways to meet sexu-
al needs during the puer-
perium (suggest other
forms of expression of
affection, varied positions,
use of water-soluble lubri-
cants, etc.).

Reinforce the understand-
ing that subsequent preg-
nancy is possible even

Client and partner may
feel uncomfortable dis-
cussing sexual concerns in
front of anyone else (e.g.,

children).

Offeting general informa-
tion allows the client and
partner to ask questions
they may have been too

shy to bring up.

Client and partner may
not understand the ratio-
nale for abstinence in the
immediate postpartum
period. Many couples
resume sexual relations
before the six-week post-
partum visit.

Information decreases
unwarranted anxiety about
altered sexuality related to
physiologic changes during
the puerperium.

Assistance empowers client
and partner to adapt to
transient physiologic
changes while providing
information about possible
solutions.

Client may believe that she
can't get pregnant if she’s
breast-feeding or until
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INTERVENTIONS

RATIONALES

before the first postpartum
menses begin.

Provide contraceptive
counseling as indicated.

Reassure nursing clients
that pleasurable pelvic sen-
sations associated with
breast-feeding are a normal
result of uterine contrac-
tion stimulated by the
release of oxytocin.

Refer client to caregiver for
unusual signs of pain on
intercourse or sexual dys-
function.

Evaluation

menstruation returns.

Client may need informa-
tion about contraceptive
options.

Reassurance validates the
client’s perceptions and
allays guilt feelings that
may be present when
breast-feeding results in
pleasurable sensations.

Unusual pain or dysfunc-
tion may be the result of
physical or psychological

complications.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did client and partner verbalize understanding of

postpartutn physiologic changes affecting sexuali-
ty? Have client and partner identified ways to
meet sexual needs during the puerperium?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Lactation is a normal physiologic process that pro-
vides optimum nutrition for the infant. The hor-
mones of pregnancy prepare the breasts for lacta-
tion. The process is completed when the placenta
separates and there is an abrupt drop in estrogen
and progesterone. This allows the unobstructed
influence of prolactin to stimulate milk produc-
tion. Oxytocin is released by the posterior pitu-
itary gland in response to suckling. This hormone
causes contraction of the uterus (enhances involu-
tion) and the myoepithelial cells in the breast alve-
oli. Milk is then released into the ducts and sinus-
es and ejected from the nipples. This is known as
the “let-down reflex.” The infant’s cry or even just

thinking about the infant may stimulate the reflex.

If the mother is very tense and anxious, the let-
down reflex may be inhibited causing frustration
for both infant and mother.

Colostrum is a clear yellow secretion produced by
the breasts for the first four or five days after
birth. It is gradually replaced by production of
mature breast milk. Colostrum contains antibod-
ies that may protect the infant from pathogens. In
some cultures colostrum is thought to be
unhealthy for the newborn and is discarded.

On the 3rd or 4th day after birth the mother may
notice breast discomfort associated with venous
and lymphatic engorgement accompanying the
start of lactation. This usually subsides within 24-
48 hours. Frequency of nursing has a direct effect
on the level of prolactin released and therefore on
the amount of milk produced. Most women will
be discharged from the hospital before milk pro-
duction begins. Anticipatory guidance and follow-
up may be needed to ensure success.

Contraindications

* Maternal cytomegalovirus, chronic hepatitis B,
or HIV infection

* Maternal need for medications that may
adversely affect the infant (the mother may
pump her breasts for the duration of drug ther-
apy and resume breast-feeding later)

* human milk is 95% efficiently used by the
human infant: breast-fed infants experience less
constipation and gas than bottle-fed infants

* nursing accelerates uterine involution and loss

of weight gained during pregnancy
¢ children who were breast-fed have higher IQ

scores
* breast-fed infants have fewer allergies

* breast milk is free, warm, sterile, and always
available

* the mother may feel “tied to the infant” in the
early puerperium while supply is being estab-

lished
* leaking breasts

* need to plan ahead to pump breasts when the
mother will not be available for feedings

Nursing Care Plans

Spiritual Well-Being, Enhanced, Potential
fopr (160)

Related to: Life-affirming experience of success-
fully breast-feeding a newborn infant.
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Additional Diagnoses and Plans
Breast-Feeding, Effective

Related to: Maternal-infant dyad satisfaction and
success with breast-feeding process.

Defining Characteristics: Client reports satisfac-
tion with the breast-feeding process (specify: e.g.,
“I always breast-feed my babies, it’s so easy”).
Client positions infant to ensure good latch-on at
the breast. Infant exhibits regular sucking and
swallowing, appears content after feeding.

Goal: Maternal-infant dyad continues to experi-
ence effective breast-feeding by (date/time to eval-

uate).

Qutcome Criteria

Client reports continued satisfaction with breast-
feeding. Client demonstrates skill with breast-
feeding. Infant appears content after feeding.

INTERVENTIONS

RATIONALES

Promate breast-feeding as
soon as birth if client wish-
es. Delay nonessential
nursing care for 1-2 hours
(e.g., weighing, footprints,
eye prophylaxis, vitamin K
injection, etc.).

Demonstrate respect for
cultural variations in
breast-feeding practices
(e.g., some cultures discard
the colostrum and feed the
infant sugar water until the
milk comes in).

Encourage skin-to-skin
contact for mother and
infant. Place a warm blan-
ket over mother and baby.

Eatly breast-feeding takes
advantage of the first peri-
od of reactivity, promotes
maternal homeostasis, and
provides comfort for the

infanc after birth.

Deeply held cultural
beliefs are not likely to be
changed by disapproval.
Respect for variances pro-
motes self-esteem and cul-
tural integrity.

Skin-to-skin contact pro-
vides tactile stimulation,
promotes attachment, and
maintains the infant’s tem-
perature.

INTERVENTIONS

RATIONALES

Assess client’s previous
experiences, knowledge,
and skill (positioning,
latch-on, removal, etc.)
with breast-feeding, Elicit
questions or concerns.
Share current research
findings as appropriate.

Ask client to share any tips
she may have for others
about breast-feeding (e.g.,
relieving engorgement,
promoting “lec-down”
reflex, pumping, working,
erc.).

Facilitate client’s breast-
feeding by not offering
supplements to the infant,
promoting rooming-in,
etc. as client desires.

Praise client and infant for
effective breast-feeding
activity.

Evaluation

Assessment provides infor-
mation about knowledge
and skills. Client may ben-
efit from current research

findings.

Intervention promotes
client’s self-esteem and
provides anecdotal infor-
mation about successful
breast-feeding techniques.

Interventions promote
infant’s interest in nursing
and allow frequent stimu-
lation of the breasts.

Praise reinforces effective
breast-feeding,

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client report continued satisfaction with
breast-feeding? Does client demonstrate skill with
breast-feeding? [Specify: e.g., positioning, latch-
on, removal, etc.] Does infant appear content after

feeding?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Nutrition, Altered: Less Than Body

Requz'rements

Related to: Increased caloric and nutrient
demands secondary to breast-feeding.

Defining Characteristics: Client is breast-feeding
her infant and reports, or is observed, eating less

than the recommended daily allowance of calories
and/or nutrients for effective lactation (specify for

client).

Goal: Client will ingest adequate calories and
nutrients to promote effective lactation by

(date/time to evaluate).

Qutcome Criteria

Client verbalizes the caloric and food guide pyra-
mid requirements for good nutrition while breast-
feeding her baby. Client plans to eat appropriate

nutrients.

INTERVENTIONS

RATIONALES

Assess client’s weight,
weight gain during preg-
nancy, and ideal weight.
Calculate caloric require-
ments for lactation (usual-
ly 500 kcal over regular
dietary needs).

Assess client’s usual intake
using 24-hour diet recall.

Provide client with written
and verbal information
about daily nuttient and
caloric needs during lacta-
tion: PNV, 4 servings pro-
tein, 5 servings dairy (1
quart milk), 2-3 servings
fruit (2 vitamin C-rich), 2-
3 servings vegetables (1+
green leafy), 2-3 quarts flu-
ids.

Assessment provides infor-
mation about client’s
weight and individual
caloric needs (2500 to
3000 calories for lacta-
tion).

Assessment provides infor-

mation about current
intake,

Written instruction allows
client to review material
once she is discharged. For
illiverate clients, materials
may be in picture format.
Individual instruction pro-
motes compliance.

INTERVENTIONS

RATIONALES

Assist client to compare
usual diet with needs for
lactation. Explore food
preferences and cultural
prescriptions.

Assist client to plan daily
food choices to meet lacta-
tion needs while allowing
for cultural/personal pref-
erences and financial abili-
ty. Provide time to prob-
lem solve with client.

Suggest that client have
fluids accessible during
breast-feeding sessions.

Refer client for financial or
nutritional assistance as
needed (specify: e.g., social
services, WIC, dietitian).

Evaluation

Assistance empowers the
client to evaluate her
intake compared to needs
for lactation.

Client is most likely to
adhere to a plan of her
own devising. Pre-printed
diets often are not culeur-
ally sensitive, contain dis-
liked foods (e.g., liver),

and are too expensive.

Breast-feeding stimulates
thirst. This is a good time
to include additional flu-

ids.

Referral helps clients with
financial or unusual nutri-
tional needs (e.g., diabetic

or PKU mothers).

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did client verbalize the caloric and food guide
pyramid requirements for good nutrition while
breast-feeding her baby? Did client plan to eat
appropriate nutrients? Specify.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Breast-Feeding, Ineffective

Related to: Specify (e.g., maternal anxiety/insecu-
rity/ambivalence, or discomfort, ineffective infant
sucking/swallowing secondary to prematurity, cleft
lip/palate, etc.).
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Defining Characteristics: Specify (e.g., infant not
latched-on to breast correctly, nonsustained suck-
ling, maternal perception of insufficient milk pro-
duction, reports no “let-down” reflex, extremely

sore nipples, etc.).

Goal: Client and infant will demonstrate effective
breast-feeding by (date/time to evaluate).

Outcome Criteria

Client will identify actions to promote effective
breast-feeding. Infant will latch-on correctly and

nurse for 10 minutes.

INTERVENTIONS

RATIONALES

Offer to assist client with
breast-feeding.

Assess client’s beliefs, pre-
vious experience, knowl-

edge, and role models for
breast-feeding.

Provide for privacy and a
calm, relaxed atmosphere.
Reassure client that breast-
feeding is a natural activity
in which her body is pre-
pared to engage.

Teach client that relaxation
is necessary for effective
breast-feeding. Describe
how the infant’s behavior
and the “let-down” reflex
are affected by her emo-
tions.

Instruct client about com-
fortable positions for
breast-feeding. Suggest she

keep a glass of water close

Offering assistance obtains
permission to assist client.

Assessment provides infor-
mation to help plan assis-
rance. Lack of knowledge
or support for breast-feed-
ing may interfere with
client’s ability to succeed.

Anxiety and embarrass-
ment interfere with learn-
ing. Reassurance helps
client to believe in the wis-

dom of her body.

Teaching helps client
understand that infants
respond to their mother’s
emotional state and ten-
sion level. Maternal ten-
sion and emotional upset
inhibit the “let-down”
reflex causing frustration
for the infant,

Comfort pramotes relax-
ation. Nursing stimulates
thirst and the client
shouldn't interrupt feeding

INTERVENTIONS

RATIONALES

by and use pillows for sup-
port.

Describe the feedback loop
of milk production and
suckling. Inform client
that infant will need to
nutse often (g 1 to 3 hr) at
first in order to build up
milk supply. The infant
may need to nutse more
frequently later during
growth spurts at 2 and 6
weeks, then again at 3, 4,
and 6 months of age.

Teach client that the infant
will empty a breast within
10-15 minutes. The client
may chose to alternate
breasts once or more often
during each feeding. The
“hind milk” or last milk in
the breast contains T fac
content to promote
growth.

Describe and demonstrate
her infant’s reflexes that
facilitate breast-feeding
(rooting, latching-on).

Assist client to get herself
and infant into a comfort-
able position for nursing
with infant’s body flat
against hers: “tummy-to-
tummy.”

Teach client that the infant
needs to have most of the
areola in his mouth in
order to empty the milk
sinuses and avoid nipple
soreness.

to go get a drink. Piflows
may help support client’s
arms to avoid discomfort
or fatigue.

Understanding the rela-
tionship between milk
supply and infant’s suck-
ling empowers the client to
evaluate frequency of
breast-feeding.
Anticipatory guidance
related to growth spurts
helps the client feel secure
about her mitk supply.

Understanding the physi-
ology of breast-feeding
promotes self-confidence
and decision making about
method for breast-feeding.

Demonstration increases
client’s understanding of
infant reflexes that pro-
mote effective nursing.

Client may benefit from
suggestions about infant
and self-positioning to
avoid fatigue and promote
correct latching-on.

Teaching provides infor-
mation about breast-feed-
ing technique to avoid
complications.
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INTERVENTIONS

RATIONALES

Encourage client to stimu-
late infant’s rooting reflex
and help the infant to
latch-on while his mouth
is open.

Show client how to hold
her fingers in a “C”
around the breast while
nursing to ensure the
infant’s nose is not cov-
ered.

Teach the client how to
break the suction by slip-
ping a finger into the
infant’s mouth before
removing him from the
breast.

Praise client for skill devel-
opment and nurturing
behaviors. Reinforce that
breast-feeding is a natural
process.

Instruct client in breast
care: wash hands before
nursing; wash nipples with
warm water and no soap,
allow to air dry; may rub
some colostrum or milk
into nipples after feeding,

Describe what client wil
feel when her milk “comes
in” (breast engorgement)
and what she can do to
ease discomfort: suggest
warm showers, application
of warm, moist cabbage
leaves for 15 min, 1 fre-
quency of breast-feeding or
expression of milk, mild
analgesics (acetaminophen)
as ordered by caregiver.

For nipple soreness, teach
client to ensure the infant
has the whole areola in his

Encouragement and assis-
tance help the client to
develop needed skills for
initiating nursing her
infant.

Demonstration facilitates
maternal understanding.
Newborns are obligate
nose-breathers and will
detach from the breast if
unable to breathe.

Teaching correct way to
remove infant from the
breast helps client avoid
sore nipples.

Praise increases self-worth
and promotes confidence
in abilities.

Instruction promotes self-
care. Handwashing pre-
vents the spread of
pathogens; soap may dry
the nipples causing cracks;
colostrum and milk have
healing properties.

Anticipatory guidance and
suggestions decrease anxi-
ety and promotes effective
self-care. Moist heat causes
vasodilatation and decreas-
es venous and lymphatic
congestion; cabbage leaves
are anecdotally reported to
be effective, emptying the
breasts ¥ feelings of full-

NESS.

Interventions promote
nipple integrity and heal-
ing; the hungry infant may

INTERVENTIONS

RATIONALES

mouth; begin with non-
tender side first; apply
warm, moist compresses
{breast pads or tea bags) to
nipples after feeding. Rub
milk into nipples and
allow them to air-dry.
Avoid using nipple shields.

Teach client that infants
are usually alert in the first
hour after birth and again
at 12 to 18 hours, but oth-
erwise are often very
sleepy. The baby will wake
up when he is hungry.

Reassure client that the
baby is getting enough
milk if he gains weight,
wets 6 or more diapers per
day, and appears content
for an hour or more after
eating.

Encourage client to
explore her feelings about
breast-feeding. Discuss
client concerns about
modesty, working, etc.

Praise client’s attempts and
successes. Reinforce the
benefits of breast-feeding if
only for the first few weeks
or months.

Refer client as indicated
(specify: e.g., to a lactation
specialist, other mothers
breast-feeding multiple
infants, books on breast-
feeding, or La Leche
League, etc.).

suck more vigorously on
the first side; moist heat
promotes dilation and
healing; milk has healing
properties. Nipple shields
have been shown to ¥ the
amount of milk the infant
can obtain.

Teaching the mother to
respond to her infant’s
hunger cues promotes self-
confidence and success.
New mothers often feel
that they have failed if
their infant is sleepy and
doesn’t nurse well in the
hospital.

Mothers are sometimes
concerned when they cant
measure how much milk
the infant has received. Six
wet diapers indicate ade-
quate fluid intake.

Client may have concerns
that increase anxiety and
interfere with successful
breast-feeding.

Praise helps bolster self-
confidence and intent to
continue breast-feeding.

Referral provides addition-
al information and assis-
tance. A lactation specialist
may be needed for contin-
ued difficulty or special
needs. La Leche League
provides information and
support for breast-feeding
mothets.
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Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did client identify actions to promote effective
breast-feeding? Specify. Did infant latch-on cor-
rectly and nurse for 10 minutes?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Postpartum Hemorrhage

Puerperal hemorrhage is classified as early (within
the first 24 hours) or late (after the first 24 hours
and up to 6 wecks postpartum). The causes of
early hemorrhage are uterine relaxation (atony),
lacerations, uterine rupture, hematomas, retained
placental fragments, and coagulation deficiencies
(DIC). Late puerperal hemorrhage may be related
to abnormal healing of the placental site or
retained placental fragments. The amount of
blood lost during a hemorrhage greatly exceeds
the usual definition of more than 500 cc.

* poor general health status: malnutrition, infec-
tion, anemia, PIH, clotting deficiencies

* over-distended uterus during pregnancy: macro-
somic infant, hydramnios, multiple gestation,
uterine fibroids

* grand multiparity

* rapid or prolonged labor, oxytocin induction or
augmentation

* medications: MgSQOy;, deep general anesthesia
(halothane)

* placental defects: history of previa, abruption,
incomplete separation, placenta acreta

o difficult birth: forceps rotation, intrauterine
manipulation

Medical Gare

¢ Evaluation of the placenta and membranes for
completeness followed by intrauterine examina-
tion and manual removal of any missing pieces

* Fundal massage or bimanual compression of the
uterus

* Uterotonic medications: oxytocin, methyler-
gonovine maleate (Methergine), Ergotrate, or
prostaglandins

* Evaluation of the cervix and vagina for lacera-
tions if the fundus is firm and bleeding contin-
ues

* IV fluid replacement, initiation of a second IV,
and blood transfusion as needed

* Foley catheter to evaluate renal function, oxy-

gen therapy

* Surgical exploration and repair as indicated: lac-
eration repair, hematoma evacuation and liga-
tion of bleeders, possible ligation of uterine
arteries or hysterectomy

Nursing Gare Plans
Fluid Volume Deficit, Risk for (159)

Related to: Excessive losses secondary to compli-
cation of birth (specify: e.g., atony, lacerations,
etc.).

Infection, Risk for (165)

Related to: Compromised defenses secondary to
decreased circulation, puerperal site for organism
invasion.

Additional Diagnoses and Plans

Tissue Pefuion, Altered (cerebral, renal,
peripheral)

Related to: Excessive blood loss secondary to
(specify: e.g., uterine atony, retained placental
fragments, lacerations of the birth canal, retroperi-
toneal hematoma, etc.).

Defining Characteristics: Specify (e.g., EBL, B/P,
B R, Sa0,, skin color and temperature, urine

output, LOC, etc.).
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Goal: Client will maintain adequate tissue perfu-
sion by (date/time to evaluate).

Qutcome Criteria

Client will maintain B/P and pulse (specify for
client: e.g., > 100/60, pulse between 60-90), skin
warm, pink, and dry; urine output > 30 cc/hr;
client will remain alert and oriented).

INTERVENTIONS

RATIONALES

Assess client’s B/P, B, R,
and Sa0y, (specify fre-
quency).

Assess fundus, perineum,
and bleeding. Evaluate
blood loss by weighing

peri pads or chux (1 gm =
1 cc). (Specify frequency of
documentation.) Notify
caregiver of P losses.

Insert foley catheter as
ordered. Monitor hourly
intake and output.

Monitor for restlessness,
anxiety, c/o thirst, “air
hunger,” and changes in
level of consciousness.

Administer humidified
oxygen at 8-12 L/min via
facemask as ordered.

Assess client for abdominal
pain, rigidity, increasing
abdominal girth, vulvar or
vulvovaginal hematomas.

Assess client’s skin color,
temperature, moisture, tur-

Assessment provides infor-
mation about hypo-
volemia. Excessive losses
cause ¥ B/P with? P and
P R as compensatory
mechanisms,

Assessment provides infor-
mation about uterine tone
and position, hematoma
development, extent of
losses.

Interventions provide
information about renal
perfusion and function.
Intake and output evalu-
ates fluid balance.

Intervention provides indi-
cations of inadequate cere-
bral tissue perfusion.

Intervention provides sup-
plemental oxygen for tis-
sues.

Assessment provides infor-
mation about possible
uterine rupture or internal
hematoma formation and

hidden bleeding.

Assessment provides infor-
mation about peripheral

INTERVENTIONS

RATIONALES

gor, and capillary refill
(specify frequency).

Administer medications as
ordered (specify: ¢.g., oxy-
tocin, ergotrates,

prostaglandins).

Initiate secondary IV
access with 18 gauge (or
larger) catheter and pro-
vide fluids, blood prod-
ucts, or blood as ordered
(specify fluids and rate).

Monitor laboratory values
as obtained (e.g., Hgb,
Hct, clotting studies).

Observe client for signs of
spontaneous bleeding (e.g.,
bruising, epistaxis, seeping
from puncture sites hema-
turia etc.).

Keep client and significant
other informed of client’s
condition and current plan
of care.

Notify caregiver of all find-
ings and prepare for imme-
diate surgical intervention

if ordered.

Evaluation

tissue perfusion.
Hypovolemia results in
shunting of blood away
from the peripheral circu-
lation to the brain and
vital organs.

Specify action of drugs.

Intervention provides
venous access to give med-
ications or replace fluids.
Size 18 gauge or larger is
preferred to transfuse

blood.

Laboratory values may
provide information about
extent of losses or impend-

ing DIC.

Observation provides
information about the
depletion of clotting fac-
tors and development of

DIC.

Information promotes
understanding and cooper-
ation.

Surgical intervention may
be required if other mea-
sures are ineffective in
stopping hemorrhage.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What are client’s B/P and P? Is skin warm, pink,
and dry? Is urine output > 30 cc/hr? Is client alert

and oriented?)
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(Revisions to care plan? D/C care plan? Continue

care plan?)

Fear

Related to: Perceived grave danger to self or
infant secondary to (specify: e.g., postpartum
hemorrhage, infant with a congenital anomaly,

etc.).

Defining Characteristics: Client or significant
other state (specify: e.g., “I'm scared; What's
wrong with my baby?” etc.). Client and signifi-
cant other demonstrate physical signs of fear
(specify: e.g., sympathetic response: pale, T P,
1 R, dry mouth, nausea, etc.).

Goal: Client and significant other will cope with
fear while emergency interventions are being

employed.

Outcome Criteria

Client and significant other can identify the
threat. Client is able to cooperate with instruc-

tions from caregivers.

INTERVENTIONS

RATIONALES

Inform client and signifi-
cant other of a problem as
soon as it’s identified.

Speak slowly and calmly.

Describe the problem in
simple terms and what
interventions might be
expected (specify: e.g., for
hemorrhage the nurse will
start another IV, massage
the fundus; the neonatolo-
gist is resuscitating the
baby, etc.).

Explain all equipment and
procedures as they're being
done (specify: e.g., foley
catheter, IV, ambu bag and
mask, etc.).

Calm information ¥ fears.

It is more frightening to
“sense” that something is
wrong than to know what
it is.

Simple explanations are
less frightening than com-
plicated physiology or
medical terminology the

client may not understand.

Explanation promotes
understanding of unfamil-
iar interventions.

INTERVENTIONS

RATIONALES

Inform client and signifi-
cant other of things they
can do to help (specify:
e.g., position changes;
keep on oxygen mask; sig-
nificant other can support
client, etc.).

Observe client and signifi-
cant other for signs of dis-
tress: pallor, trembling,
crying, etc. Provide emo-
tional support.

Encourage significant
other to remain with
client.

Allow expression of feel-
ings (helplessness, anger).
Support cultural variation
in emotional expression.

Inform client and signifi-
cant other when crisis has
passed. Provide informa-
tion about what will hap-
pen next.

Praise client and signifi-
cant other for their coop-
eration and coping during
a stressful event,

Visit client after birth
(specify when: e.g., 1st or
2nd PP day) to discuss
events surrounding birth.
Clarify any misconceptions
about the emergency or
complication.

Information promotes a
sense of control over
frightening events to be
able to be involved in the
solution.

The “fight or flight” sym-
pathetic response may
indicate 1 fear. Emotional
support helps the client
and significant other to
cope.

Significant other provides
support during a stressful
period. Allows understand-
ing of events.

Intervention shows respect
for client’s experience and
cultural expression of emo-
tion.

Information allows client
and significant other to
reevaluate their feelings
and consider what to
expect next.

Praise enhances self-
esteem. Intervention shows
thar the client’s abilities are

valued.

Visiting the client after the
crisis has passed provides
an opportunity to relive
the experience and fill in
any gaps in understanding

before discharge.
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Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Did client and significant other verbalize correct
understanding of the emergency? Was client able
to cooperate with instructions? Specify.)

(Revisions to care plan? D/C care plan? Continue
care plan?)




187

POSTPARTUM
Postpartum Hemorrhage
Risk Factors
Birth Trauma
v retained placental vaginal v
uterine atony or membrane cervical coagulation defects
fragments lacerations
large hematomas
¢ v
ineffective fundus firm bleeding from
bleeding from I uterine continued all sites
placental site contraction bleeding/shock l
l ¢ correction of
uterine repair of underlying
exploration lacerations cause
removal of ligation of
fragments arteries fluid replacement
transfusion
drugs blood and
bimanual blood products

compression



This Page Intentionally Left Blank



POSTPARTUM

189

Enisiotomy and
Lacerations

Episiotomy is an intentional incision into the per-
ineum designed to facilitate birth and avoid per-
ineal lacerations. Midline episiotomy is the most
common procedure in the United States.
Mediolateral episiotomy is an incision from the
midline of the posterior vagina and extends at a
45° angle to either left or right. Mediolateral epi-
siotomies provide more room without danger of
extension into the rectum. They bleed more and
cause greater discomfort postpartum than midline
episiotomies.

Lacerations of the perineum or vagina may occur
during birth. This is more common in nulliparas
and young clients, when an episiotomy has been
done (extension), or the client has a vacume
extractor or forceps-assisted birth.

Glassification
* Ist degree: laceration through the skin and

mucous membrane only

* 2nd degree: continues into the underlying fascia
and muscles of the perineal body

* 3rd degree: continues through to the anal
sphincter

* 4th degree: extends through the rectal mucosa

Medical Care

* Surgical repair under local or regional anesthesia

* Mild analgesics, anesthetic sprays or cream, stool
softeners; clients with epidurals may receive
intrathecal narcotics for 4th degree
lacerations/extensions

* Application of ice packs for the first 8 hours
followed by sitz baths (warm ot cool) 3 or 4
times per day

Nursing Gare Plans
Pain (166)

Related to: Tissue trauma secondary to {(specify:
e.g., operative obstetrics, vaginal birth).

Defining Characteristics: Client reports pain
(specify location and severity based on a scale of 1
to 10). Client exhibits grimacing, crying, reluc-
tance to move affected area, etc. (specify).

Infection, Risk for (165)

Related to: Site for organism invasion secondary
to (specify: e.g., episiotomy, lacerations, etc.).

Additional Diagnoses and Plans

Urinary Elimination Patterns, Altered

Related to: Diminished bladder tone and sensa-
tion secondary to (specify: e.g., childbirth trauma;
anesthesia; periurethral edema).

Defining Characteristics: Client exhibits bladder
distention and inability to completely empty
bladder when voiding (specify for client).

Goal: Client will regain normal urinary elimina-
tion patterns by (date/time to evaluate).

Outcome Criteria

Client demonstrates ability to empty bladder
completely every 2 to 4 hours. Client verbalizes
signs and symptoms of urinary tract infection to
report.
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INTERVENTIONS

RATIONALES

Assess for bladder disten-
tion whenever fundal
height is checked after
childbirth,

Encourage client to void
every 2 to 3 hours after
birth. Provide for privacy,
assist client to bathroom if
possible, ot to sit on bed-
pan, run water, pour warm
water over perineum, etc.
Measure amount voided

until normal pattern is
established.

Monitor intake and output
(specify frequency).

Assess for bladder disten-
tion after each voiding
until the client demon-
strates ability to empty
bladder completely.

Catheterize, using sterile
technique, clients who
have a distended bladder
and are unable to void, or
have not voided within 4

hours after birth.

Reassess client in 2 hours
and if still unable to void,
insert a retention (foley)
catheter as ordered.

Administer antibiotics as
ordered by caregiver {speci-
fy: drug, dose, route, and
times).

Teach client to wash hands
before and after using the
bathroom and to wipe and
apply peripads front to
back.

Assessment provides infor-
mation abourt bladder dis-
tention.

A distended bladder inter-
feres with uterine contrac-
tion and may cause hem-
orrhage (atony).
Interventions may stimu-
late micturation. Client
should void at least 100 cc
each time.

Monitering intake and
output provides informa-
tion about expected diure-
sis and bladder emptying.

Assessment provides infor-
mation about bladder
emptying. Bladder tone
and sensation may return

slowly after childbirth.

Catheterization relieves
bladder distention when
client is unable to void.
Sterile technique avoids
introduction of microor-
ganisms into the bladder.

Retention catheter pre-
vents bladder distention in
clients who have not
regained bladder sensation
and tone.

Caregiver may order
antibiotics to avoid urinary
tract infection. (Specify
action of drug.)

Teaching provides infor-
mation the client needs to
avoid the introduction of
pathogens into the urinary
tract,

INTERVENTIONS

RATIONALES

Inform client about post-
partum diuresis and
diaphoresis. Reassure client
that P urine output is
expected and that she
shouldn’t delay voiding.

Teach client the signs and
symptoms of urinary tract
infection to report to care-
giver: frequency, urgency,

Information empowers the
client to care for self with
an understanding of puer-
peral physiology. Frequent
voiding prevents urinary
stasis, which provides a
medium for infection.

Teaching ensures that the
client will recognize signs
of developing infection
and seek appropriate med-

burning or pain with uri- ical care.

nation.

Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Does client demonstrate ability to empty bladder
every 2 to 4 hours? Does client verbalize signs and
symptoms of UTI to report?)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Constipation, Risk for

Related to: Decreased muscle tone and GI motili-
ty after childbirth, dehydration, fear of discomfort

secondary to episiotomy, lacerations, or hemor-

rhoids.

Goal: Client will obtain relief from constipation
by (date/time to evaluate).

QOutcome Criteria

Client has an adequate bowel movement. Client
verbalizes understanding of need for fiber and flu-
ids in her diet.
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INTERVENTIONS

RATIONALES

Assess usual bowel partern
and date of last bowel
movement. Assess bowel
sounds.

Inform client thac the
bowels tend to be sluggish
afrer childbirth due to hor-
monal influences, ¥ mus-
cle tone, dehydration, and
the lack of food during
labor.

Reassure client that a
bowel movement is not
going to disrupt her stitch-
es.

Promote comfort of per-
ineum and hemorrhoids
by use of sitz baths, sprays,
creams, etc. as ordered

{specify).

Instruct client to stimulate
bowel motility by earing
fiber, fresh fruits and veg-
etables, drinking 8 to 10
glasses of fluids per day,
and mild exercises such as

walking daily.

Administer stool softeners
as ordered (specify with
nursing measures: €.g,.
with a full glass of water).

Fvaluate effectiveness of
stool softener (specify tim-

ing).
Administer enema or sup-
pository (specify) as

Evaluation

Assessment provides infor-
mation about normal
bowel habits and current
peristaltic activity.

Client may be expecting to
have a daily bowel move-
ment and become alarmed
by any delay.

Client may be fearful of
damaging perineal inci-
sions or experiencing great
pain with passage of stool.

Sitz baths promote circula-
tion, comfort, and healing
{specify how specific spray,
cream, etc. works).

Client may be unfamiliar
with information. Client
may find new motivation
to improve diet and exer-
cise in order to prevent
constipation.

Specify action of ordered
drug and rarionale for
DUISING Measures.

Evaluation provides infor-
mation about success of
intervention.

Specify action of particular
type of enema or supposi-
tory.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Has client had an adequate bowel movement?
Does client verbalize the importance of fiber and
fluids in her diet to prevent constipation?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Enisiotomy and Lacerations

Crowning of

/ FetallHead\
perineal stretching unassisted episiotomy
lubrication and spontaneous midline or mediolateral
support birth
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Puerperal Infection

Bacterial infection of the reproductive tract during
the postpartum period used to be called “childbed
fever.” This was the cause of significant maternal
mortality and morbidity before the introduction
of aseptic techniques and antibiotics. Uterine
infection usually occurs at the placental site, the
endometrium, and/or the myometrium, though it
may spread resulting in pelvic cellulitis or peri-
tonitis.

The most significant sign of puerperal infection is
fever greater than 100.4° F after the first 24 hours.
The accepted definition includes that fever is
found on any 2 of the first 10 postpartum days,
when taken by mouth every 4 hours. The client
may also experience malaise, anorexia, chills,
abdominal pain, and slowing of involution.
Lochia may be profuse, bloody, frothy, with a foul
odor, or may be scant and nonoffensive. Elevation
of WBC’s is normal during the early puerperium.

Fever may also result from respiratory complica-
tions, breast engorgement or mastitis, throm-
bophlebitis, pyelonephritis, and local wound
abscesses (cesarean, vaginal, or perineal). When
these causes are ruled out, puerperal infection is
suspected.

* cesarean birth

* extensive vaginal or uterine manipulation

* multiple vaginal exams

* long labor, prolonged ruptured membranes
* intrauterine fetal monitoring

* chorioamnionitis

* retained placental fragments

* Administration of broad-spectrum antibiotics

(BO. or IV)
¢ CBC with sedimentation rate
* Urinalysis

* Cultures

Nursing Gare Plans
Infection, Risk for (165)

Related to: Spread of microorganisms from the
reproductive tract.

Pain (166)

Related to: Inflammation and edema of reproduc-
tive tract secondary to invading microorganisms.

Defining Characteristics: Client reports pelvic
pain (specify: abdominal tenderness, deep continu-
ous pain, etc.). Client rates pain (specify) on a
scale of 1 to 10 with 1 being least, 10 being most.
Client is (specify: e.g., crying, grimacing, guarding
abdomen, etc.).

Additional Diagnoses and Plans
Parenting, Risk for Altered

Related to: Delayed attachment secondary to
maternal illness or discomfort.

Goal: Client will exhibit appropriate parenting
behaviors (by date/time to evaluate).

QOutcome Criteria

Client makes eye contact with infant; strokes,
hugs, and talks to infant. Client states desire to
care for infant.
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INTERVENTIONS

RATIONALES

Assess attachment behav-
iors recorded at birch.
Note alterations., Validate
findings with client (e.g.,
“You don’t seem to have
the energy to hold your
baby now?”).

Evaluate the possibility of
cultural variation related to
infant care responsibility
{e.g., is Grandmother or
sister caring for the baby?),

Promote culturally relevant
parenting activities
through flexible visiting
hours and access to infant
as desired by parents.

Encourage client to share
feelings about disruption
of parenting. Offer emo-
tional support and empa-
thy.

Promote sleep and rest by
scheduling nursing care to
avoid interruptions (speci-

fy).

Provide opportunities for
the client to see and hold
het baby. Provide photos
and encourage phone calls
if infant is restricted to
nursery

Role model infant care and
appropriate parenting
behaviors when infant is in
room. Point out positive
features and infant
responses 1o sensory stimu-
lation.

Assessment provides infor-
mation about the etiology
of altered parenting to dis-
tinguish between illness
and psychological causes.

Evaluation provides infor-
mation about the family's
expectations related to
infant care and “parenting”
activities as defined by
western European culture.

Adjustment of hospital
rules and routines should
be made to promote fami-
ly-centered care. The nurse
acts as client advocate.

Client may experience
guilt and depression
because she is unable to
care for her infant.
Support assists client to
cope; empathy validates
client’s feelings.

Rest is necessary to pro-
mote healing. Much nurs-
ing care can be resched-
uled.

The mother and baby need
opportunities to engage in
the artachment process.

Client may not have expe-
rienced appropriate moth-
ering behaviors, Noting
infant’s features and
responses facilitates attach-
ment,

INTERVENTIONS

RATIONALES

Provide nonsedating pain
relief before client holds or
attempts to feed infant,

Assist client to feed her
infant if possible or to
pump breasts to maintain
milk supply if unable to
nutse (e.g., drug therapy).

Encourage father or family
to feed and care for the
infant, in the client’s room
if possible, when the client
is unable to do so.

Offer praise and positive
feedback for effective par-
enting behaviors,

Perform infant assessments
at client’s bedside while
providing information
about the infant (e.g.,
reflexes, fontanels, behav-
iors, etc.).

Make referrals as needed
(specify: e.g., social ser-
vices, counseling, parent-
ing groups).

Evaluation

Pain or sedation may dis-
tract or decrease attention
and interfere with atrach-
ment.

Feeding the infant is a pri-
mary parental task that
facilitates attachment and
self-esteem. Many drugs
cross into the breast milk.

Providing care and feeding
promotes parenting skills.
The client may observe
care and offer parenting
advice,

Praise promotes self-
esteem. Feedback provides
information about effective
behaviors.

Assessment at the bedside
provides the client with
the opportunity to get to
know her baby as an indi-
vidual.

Client may need addition-
al help 1o parent effective-

ly.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client make eye contact with infant? Does
she touch and talk to her baby? Does client report
the desire to care for her infant?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Puerperal Infection

lower uterine segment
placental site

S

v
blood transport of bacteria

v
septic pelvic thrombophlebitis

Normal Vaginal Bacteria
Bacteria deposited by
vaginal exams
internal monitoring
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ruptured membranes
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warmn, moist environment
blood and necrotic tissue

bacterial proliferation
and colonization
tissue invasion
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myometritis
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(pelvic cellulitis) “_—1

rupture of parametrial abscess
lymphatic transport of bacteria

peritonitis
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Venous Thromhosis

The formation of blood clots in either superficial
(SVT) or deep veins (DVT) is a potential compli-
cation of childbirth. The term thrombophlebitis
refers to thrombus (clot) formation due to inflam-
mation of the veins, as in septic pelvic throm-
bophlebitis. Emboli are clots that have detached
from the vein wall and travel through the blood-
stream. Pulmonary embolism describes the situa-
tion when a clot lodges in the pulmonary artery.
Complete occlusion of the artery results in severe
respiratory distress and death.

Puerperal physiology that predisposes to thrombus
formation includes increased clotting factors and
platelets, decreased fibrinolysis, and release of
thromboplastin from the placenta, membranes,
and decidua.

Risk Factors

* venous stasis: immobility
* history of thrombus formation

* varicose veins, heart disease, hemorrhage,
anemia

* traumatic birth
* puerperal infection

* maternal obesity, advanced age, grand
multiparity

Pulmonary Embolism

* sudden onset respiratory distress: dyspnea,
tachypnea, cough, rales, hemoptysis, chest pain,
tachycardia, diaphoresis, pallor, cyanosis, feel-
ings of impending doom

SVT

* more common
with history of

varicosities

* saphenous vein most
common

* symptoms begin
3-4 days postpartum
* local heat, and

redness along
vein

¢ tenderness, firmness
or bumps along vein

Medical Gare

Pulmonary Embolism

DVT
more common with
history of thrombosis
femoral vein, pelvic
veins symptoms
begin around 10 days
postpartum
fever, chills, pale,
cool, edematous leg:
“milk leg”
positive Homan’s
sign pain: foot,
leg, inguinal, pelvic

* Respiratory support: oxygen

* Medications: IV heparin, streptokinase, and

others

* surgical embolectomy

SVT

® bedrest with elevation

of leg above heart

* support hose
* heat application
* analgesics prn

DVT

strict bedrest with
clevation of legs above
heart

application of moist
heat

Medications: IV
heparin gradually
converted to warfarin,
analgesics, antibiotics
if pyrexic

Serial clotting studies:
PT, PTT

gradual return to
ambulation with sup-
port hose

Discharged on war-
farin (Coumadin)
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Nursing Gare Plans
Pain (166)

Related to: Inflammation and ischemia secondary
to phlebitis.

Defining Characteristics: Client reports pain in
affected extremity (specify using quotes and a pain
scale). Positive Homan's sign (specify extremity).

Anxiety (203)

Related to: Perceived threat to biologic integrity
secondary to risk for pulmonary embolism.

Defining Characteristics: Client expresses feelings
of apprehension (specify). Client is (specify: e.g.,
restless, tense, crying, etc.).

Parenting, Risk for Altered (193)

Related to: Interruption of bonding process sec-
ondary to maternal illness.

Rdditional Diagnoses and Plans
Injury, Risk for

Related to: Venous obstruction, anticoagulant
medications, risks for embolism.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Client will not experience any injury by
(date/time to evaluate).

Qutcome Criteria

Client’s leg doesn’t exhibit pain, pallor, redness, or
edema. Bilateral pedal pulses are equal. No signs
of respiratory distress: dyspnea, tachypnea. Client
doesn’t experience abnormal bleeding: bleeding
gums, bruising, petechiae, or hematuria.

INTERVENTIONS

RATIONALES

Assess client’s v/s and
lower extremities for color,
temperature, edema, and
tenderness {Homan's sign)
q 8h.

Instruct client to maintain
bedrest with legs elevated
as ordered (specify). Avoid
massaging affected leg.

Maintain warm, moist
heat to affected Jeg as
ordered.

QObserve client for signs of
pulmonary embolism.
Notify physician and pro-
vide respiratory support,

Administer anticoagulant
medications as ordered
(specify: e.g., drug, dose,
route, and times).

Monitor lab values. Inform
physician before giving
heparin if APPT is outside
of range (specify).

Keep antidotes to antico-
agulant drugs available:
protamine sulfate for
heparin, vitamin K for
warfarin.

Closely monitor client for
signs of abnormal bleed-
ing: bleeding gums, easy
bruising, epistaxis, or
hematuria. Assess stoals for
occule blood as indicated.

Assessment provides infor-
mation about the develop-
ment of superficial or deep
vein thrombosis.

Elevation of legs facilitates
venous return, Rest and
avoiding massage ¥ acrivi-
ties that might lead 1o
embolism,

Hear causes vasodilatation
and 1 circulation to area
to resolve thrombus faster.

Observation helps identify
pulmonary embolism early.
Respiratory support may
help if the embolus is not
occluding the pulmonary
artery.

Specify action of individ-
ual drug. Anticoagulants
prevent further thrombus
formation while the body
natuarally dissolves the clot.

Usual range for APPT dut-
ing heparin therapy is 1.5
to 2.5 times normal.
Longer times may indicate
risk of hemorrhage.

Antidotes reverse the
effects of anticoagulant
medications and decrease
the risk of hemorrhage.

Abnormal bleeding may
indicate excessive anticoag-
ulant therapy.
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INTERVENTIONS

RATIONALES

Administer antibiotics as
ordered (specify drug,

dose, route, times).

Measure client’s leg and
apply antiembolism stock-
ings (TED hose) as

Specify action of drug.

Antiembolism stockings
promote venous return
and ¥ venous stasis.

ordered.

Assist client with ambula-
tion when ordered.

Assistance avoids injury
and allows early identifica-
tion of complications.

Explain all interventions Understanding promotes
and rationales to client and compliance and decreases
family. anxiety.

Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Does client’s leg exhibit pain, pallor, redness, or
edema? Are bilateral pedal pulses equal? Does
client exhibit any signs of respiratory distress? Did
client experience abnormal bleeding?)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Management of Therapeutic Regimen,
Ineffective

Related to: Insufficient understanding of condi-
tion and therapeutic regimen.

Defining Characteristics: Client verbalizes desire
to learn about condition and manage own care

(specify).

Goal: Client will manage therapeutic regimen
effectively by (date/time for evaluation).

Qutcome Criteria

Client describes factors contributing to and
actions she can take to avoid venous thrombosis.

Client relates intent to comply with therapeutic

regimen.

INTERVENTIONS

RATIONALES

Assess client’s previous
knowledge about venous
thrombosis.

Encourage questions at
any time and family par-
ticipation in learning.

Discuss the impact of
venous stasis on thrombus
formation.

Assist client to identify
ways to avoid venous sta-
sis: avoid prolonged stand-
ing or sitting, change posi-
tions at least every 2 hours,
avoid crossing legs or using

knee gatch on bed.

Assist client to identify
ways to increase venous
return: need to wear sup-
port hose correctly,
planned rest periods with
legs elevated.

Teach client about her
medications: (specify: e.g.,
warfarin, heparin, antibi-
otics), dose, route, time,
drug interactions, need for
follow-up lab tests, excre-
tion in breast milk, etc.

Inform client about risks
of bleeding with anricoag-
ulants and signs and symp-
toms to report immediate-

ly.
If client is taking warfarin,

teach about dietary sources
of vitamin K (green, leafy

Assessment provides infor-
mation about client’s
knowledge base.

Encouragement assures
comfort when asking ques-
tions. Family support pro-
motes compliance.

Discussion provides infor-
mation about physiologic
cause and effect.

Assisting client to identify
risk factors empowers her
to gain control over her
risk.

Assistance empowers the
client and enhances self-
esteem. Incorrectly applied
hose may cause constric-
tion.

Anticoagulant drugs may
have serious adverse effects
if taken improperly. Client
should not take other
drugs including OTC
without checking with
caregiver.

Early identification of
abnormal bleeding allows
prompt administration of
the antidote.

Ingestion of large amouncs
of vitamin K may ¥ the
effectiveness of warfarin.
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INTERVENTIONS

RATIONALES

vegetables) and possible
effects on drug therapy.

Ask dlient to review teach-
ing and repeat important
concepts. Provide with
written information as well

as verbal feedback.

Praise client for demon-
strated learning of new
material. Provide with
phone number to call for
further questions.

Evaluation

Interventions reinforce
learning of new material.
Written information may
be reviewed at home.

Praise reinforces self-
esteem. Provision of phone
number ensures access to
additional information.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially mer?)

(Does client describe factors contributing to and
actions she can take to avoid venous thrombosis?
Does client relate intent to comply with therapeu-

tic regimen?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Risk Factors
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A hematoma forms when injury to a blood vessel
allows bleeding into adjacent tissues. Hematomas
sustained as a resulc of birth trauma are usually
small but they may be large enough to result in
life-threatening hemorrhage. Puerperal hematomas
commonly develop in the vulvar, vulvovaginal,
vaginal (at the level of the ischial spines), or
retroperitoneal areas.

The primary symptom of a hematoma is constant
pain that may be severe. Other symptoms include
rectal pressure or difficulty voiding. Abdominal
pain with increasing girth and unexplained signs
of shock may result from a large retroperitoneal
hematoma.

Risk Factors

¢ gobstetrical interventions: episiotomy, puden-
dal block, forceps delivery

s genital varicose veins

* precipitous birth

* prolonged second stage
* macrosomic infant

* primipara

* PIH, clotting abnormalities

Medical Gare

s Application of ice packs to perineum after deliv-
ery and observation

e Incision, evacuation, and ligation of bleeding
vessels if indicated

* Vaginal packing

* Administration of broad spectrum antibiotics

* Administration of blood and clotting factors if
indicated

* Laparotomy with ligation of hypogastric artery
or possible hysterectomy for severe hemorrhage

Nursing Gare Plans
Fluid Volume Deficit, Risk for (159)

Related to: Excessive losses secondary to disrupted
vasculature.

Pain (166)

Related to: Ischemia and edema secondary to
blood vessel trauma.

Defining Characteristics: Client reports discom-
fort (specify location, type, and severity using a
pain scale). Client exhibits (specify: e.g., guarding,

grimacing, moaning, etc.).

Additional Diagnoses and Plans
Anxiety

Related to: Perceived threat to self or infant sec-
ondary to (specify: e.g., postpartum or neonatal
complication).

Defining Characteristics: Client verbalizes anxiety
(specify: e.g., feels physically threatened, afraid
baby will die, can't sleep, etc.). Client rates anxiety
as a (specify) on a scale of 1 to 5 with 1 being no
anxiety and 5 being the most.

Goal: Client will demonstrate decreased anxiety
by (date and time to evaluate).

QOutcome Criteria

Client will rate anxiety as a (specify) or less on a
scale of 1 to 5 with 1 being least, 5 the most anxi-
ety. Client will appear calm (specify not crying, no
tremors, HR < 100, etc.).
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INTERVENTIONS

RATIONALES

Assess for physical signs of
anxiety: tremots, palpita-
tions, tachycardia, dry
mouth, nausea, or

diapboresis.

Assess for mental and
emotional signs of anxiety:
nervousness, crying, diffi-
culty with concentration
or memoty, etc.

Ask client to rate her feel-
ings of anxiety on a scale
of 1 to S.

Provide reassurance and
support: acknowledge anx-
tety, provide time for dis-
cussion, and use touch if
culrurally appropriate.

Encourage client to involve
significant other(s) in
attempts to identify and
cope with anxiety.

When client is calmer, val-
idate concerns with factual
information about posepar-
tum or newborn condition
and what will be done to
lessen the risks (specify:
bedrest, ice packs, sitz
baths, antibiotics, consults,
etc.).

Ask client how she usually
copes with anxiery and if

this would be helpful now.

Assist client to plan coping
strategies for anxiery.
Suggest possibilities: medi-
tation, breathing and relax-
ation, creative imagery,

music, biofeedback, talk-

Anxiety may cause the
“fight or flight” sympathet-
ic response. Some cultures
prohibit verbal expression
of anxiety.

Anxiety may interfere with
normal mental and emo-
tional functioning.

Rating allows measure-
ment of changes in anxiety

level.

Severe anxiety may inter-
fere with the client’s ability
to take in information.
Interventions may help ¥
anxiety levels.

Significant others are also
under stress during com-
plicated pregnancy.

Client may be ovetly fear-
ful. Realistic understand-
ing of risks and treatment
options empowers the
client to participate in her
own care.

Intervention promotes
identification of adaptive
coping mechanisms v. mal-
adaptive (e.g., smoking,
alcohal, etc.).

Developing a plan to
address anxiety promotes a
sense of control, which
enhances coping ability.

INTERVENTIONS RATIONALES

ing to self, etc. (suggest

others).

Arrange a tour of the Familiarity and knowledge
NICU if appropriate, ot decrease fear of the

ask for a consult with unknown.

appropriate caregivers

(specify).

Provide information about
counseling or support
groups as appropriate
(specify: groups for parents
of multiple gestation, con-
genital anomalies, etc.).

Evaluation

Severe anxiety may require
individual counseling.
Support groups provide
reassurance and coping
strategies,

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What does the client rate her anxiety as now?
Does client appear calm? — specify: not crying,

smiling, pulse 72, etc.)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Vessel Trauma
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The adolescent mother may feel overwhelmed by
the reality of her infant and the physical discom-
forts of the puerperium. In addition, she and her
baby may have experienced a complicated preg-
nancy or birth. These factors may lead to a pro-
longed “Taking-In” phase characterized by with-
drawal and preoccupation with physical needs.

Teaching methods should take into account the
client’s age and maturity level. The baby’s father
should be included when possible. Adolescents
may focus on the concrete physical tasks of infant
care and neglect sensory stimulation. They may
feel shy about asking questions. A supportive
atmosphere fosters learning. Contraceptive coun-
seling and sex education are important topics, as
many adolescent mothers will experience a repeat
pregnancy. Social support, financial ability, and
educational goals need to be assessed and appro-
priate referrals made.

In addition to the basic care plans for vaginal or
cesarean birth, the following nursing diagnoses
may apply to the adolescent mother.

Nursing Gare Plans
Parenting, Altered (193)

Related to: Conflict between meeting own needs
and those of infant secondary to maternal imma-
turity.

Defining Characteristics: Specify client behaviors:
e.g., inappropriate or non-nurturing behavior
towards infant, lack of attachment behaviors (give
examples). Client verbalizes dissatisfaction with
infant or own parenting skills.

Coping, Ineffective Individual (214)

Related to: Inadequate psychological/maturational
resources to adapt to adolescent parenting.

Defining Characteristics: Specify: e.g., client ver-
balizes inability to cope or meet expectations of
maternal role (quotes). Client exhibits/reports use
of inappropriate coping mechanisms (specify: e.g.,
substance abuse).

Body Image Disturbance

Related to: Effects of pregnancy and birth, surgery
(specify).

Defining Characteristics: Client verbalizes nega-
tive response to body after childbirth (specify: e.g.,
“Look how ugly I am!”). Client exhibits negative
nonverbal response to body changes (specify: gri-
macing, crying, etc.).

Goal: Client will demonstrate acceptance of body
changes by (date/time to evaluate).

Outcome Criteria

Client will verbalize acceptance of body changes
associated with pregnancy and birth. Client plans
health-promoting postpartum diet and exercise
program.

INTERVENTIONS

RATIONALES

Establish a trusting rela-
tionship with client.
Provide for ptivacy and
time for discussion. Sit
down.

Encourage client to express

her feelings about body

Discussion of body image
requires a trusting safe
relationship. Sitting down
shows the client thar the
nurse is available and will-
ing to talk.

Client may need encour-
agement to express nega-
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INTERVENTIONS

RATIONALES

changes, how she views her
body now, and fears about
the permanency of
changes.

Assist client to list her con-
cerns and provide accurate
information about each
concern.

Reassure client that
abdominal muscle tone
will return and may be
improved with postpartum
exercises as approved by
her caregiver.

Inform client that she may
not be able to wear her
pre-pregnancy clothes for a
while if they have a fitted
waist. Suggest clothing
with loose or elastic waist-
bands (e.g., sweat pants).

If client has an abdominal
incision, prepare her for its
appearance before remov-
ing the dressing (specify:
e.g., size, location, staples,
or stitches).

Describe how the incision
may look when healed and
the importance of incision
care to avoid infection and
abnormal scarring.

Discuss the appearance
and cause of stretch marks
on hips, abdomen, and
breasts.

Reassure client that stretch
marks will fade with time
and may become hardly
noticeable. Inform her that
creams and lotions will not
fade the marks but may

tive feelings and fears
about her body changes.
Expression increases self-
awareness.

Identification of specific
concerns allows develop-
ment of a plan to address
each concern.

The flabby abdominal
appearance after childbirth
may be the most apparent,
unusual, and distressing
change for new mothets.

Client may assume that
she will return to her usual
shape as soon as the baby
is born. Clothing may be
an important indication of
social status for client.

Preparation helps decrease
anxiety when viewing an
incision for the first time.

Description provides antic-
ipatory guidance and rein-
forces teaching about care
of the incision.

Stretch marks are common
during pregnancy and may
be very distressing to the
client.

Reassurance and informa-
tion help the client cope
with permanent changes
and incorporate them into
her new body image.

INTERVENTIONS

RATIONALES

make her feel more com-
fortable.

Provide information about
weight loss during the
puerperium. Assist client
to plan an individualized
diet and exercise program.

Teach client about breast
changes during the puer-
petium. Reassure her that
breast size doesn’t indicate
ability to nurse her baby.
Inform her that breast-
feeding will not make her
breasts sag but will help
her lose weight.

Encourage client to discuss
concerns about body
image and sexuality (e.g.,
she is unattractive to men
now, her vagina is
stretched out, and she will
be sexually unappealing,
etc.). Correct misconcep-
tions.

Provide information about
self-care related to postpar-
tum diaphoresis and lochia
flow (e.g., frequent show-
ers, pad changes, use of
peti bottle, sitz baths).

Encourage family and

friends to be supportive to
client; correct any miscon-
ceptions they may express.

Provide positive reinforce-
ment for indications of
positive body image:
grooming, posture, etc.

Information empowers the
client to develop strategies
to improve body image
after childbirth. Optimum
diet and exercise will assist
the client to look and feel
her best.

Teaching corrects common
misconceptions about
breast-feeding and its
effects on body image.

Discussion of concerns
allows correction of mis-
conceptions that may be
fostered by society and
some care providers.
Promotes positive sexual

identity.

Information assists the
client with personal
grooming and care of her

body.

Social support increases
the adolescent client’s self-
esteem.

Positive responses reinforce
client’s attempts to recon-
cile her new body image
and make the most of it.
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INTERVENTIONS

RATIONALES

Arrange consults as indi-
cated (specify: e.g., psychi-
atric, dietary, etc.).

Refer client to community
agencies as indicated after
discharge (specify: e.g.,

Anorexia nervosa and
bulimia are psychiatric dis-
ordets related to a distort-
ed body image.

Support groups provide
the client with additional
information and self-help

teen parent program, sup- skills.
port groups, etc.).

Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Does client verbalize acceptance of body changes
associated with pregnancy and birth? Does client
plan health-promoting postpartum diet and exer-
cise program?)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Family Processes, Altered

Related to: Specify (e.g., role confusion secondary
to adolescent parenthood, illness of a family mem-
ber, birth of a high-risk newborn, etc.).

Defining Characteristics: Specify (e.g., family
doesn't communicate openly and effectively
among members [Grandmother tells client “You're
doing it all wrong, let me do it”]. Family is not
adapting effectively with crisis of birth [specify:
e.g., family express anger and disapproval towards
client or infant. Family or father of the baby refus-
es to visit client, won't talk about or hold the

baby, etc.]).

Goal: Family will adapt to birth and resume effec-
tive functioning by (date/time to evaluate).

Outcome Criteria

Family verbalizes acceptance of infant and new
mother. Family identifies external agencies and

support resources.

INTERVENTIONS

RATIONALES

Observe family interac-
tions and reactions to the
mother and infant.

Demonstrate respect and
concern for family in a
cating and nonjudgmental
manner.

Provide the family with
feedback about perceptions
(specify: e.g., “This must
be difficult for your family.
It’s hard to adjust to being
a grandmother when
you're so young,” etc.).

Encourage verbalization of
individual feelings without
artacking family members
(e.g., guilt, anger, blame,
etc.).

Provide accurate informa-
tion to family members
about client’s/infant’s con-
dition and prognosis.

Encourage family members
to identify primary con-
cerns. Assist them to note
similarities and areas of
conflict.

Assist the family to list pri-
orities, identify choices,
and plan ways to adjust to
the situation.

Observation provides
information about family
dynamics and reactions to

birth.

Disrespect or judgmental
behavior will close lines of
communication berween
the family and the nurse.

Feedback helps the family
to verify or correct percep-
tions, and acknowledge
feelings and conflicts.

Expression of negative feel-
ings allows the family to
acknowledge the problems
they need to work on.

Information assists the
family to adapt to a chang-
ing situation and helps
allay unrealistic fears.

Encouragement facilitates
open communication
about concerns.

Assisting the family to pri-
oritize and problem-solve
builds on family strengths.
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INTERVENTIONS

RATIONALES

Encourage family to main-
tain open communication
and support of each other.

Provide feedback about
observed family strengths.

Assist family to identify
additional social supports
they can call on (specify:
e.g., extended family,
friends, religious groups).

Provide referrals as indicat-
ed (specify: support

groups, counseling, etc.).

Evaluation

Open communication and
support help the family
adapt to change.

Feedback helps the family
evaluate effectiveness of
family adaptation during
and after discussion.

Additional support may be
needed to foster family
adaptation. Family may
not recognize that help is
available from sources
other than themselves.

Referrals provide the fami-
ly with additional informa-
tion and help.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
g P y

(Does family verbalize acceptance of infant and
new mother? Specify using an example. Did fami-
ly identify external agencies and support resources
to contact? Which ones?)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Health Maintenance, Altered

Related to: Substance abuse (specify: tobacco,
alcohol, marijuana, etc.). Poor dietary habits
(specify: high fat diet, inadequate nutrients, etc.).
Lack of understanding about (specify:
sexuality/reproductive health care needs).

Defining Characteristics: Client reports smoking
cigarettes (specify number of cigarettes or

packs/day), drinking, or using other drugs (specify

type and amount). Client reports poor dietary
habits (specify: e.g., P fat diet, skips meals, drinks
soda instead of milk, etc.). Client states inaccurate
information about sexuality/reproductive needs

. « b .
(specify: e.g., “I don't need contraception because
I'm never having sex again”).

Goal: Client will change behaviors to maintain
health by (date/time to evaluate).

Qutcome Criteria

Client will identify unhealthy behaviors.

Client will verbalize plan to engage in healthy
behaviors (specify: stop smoking, avoid alcohol
and other drugs, eat a balanced diet, use contra-
ception to avoid repeat pregnancy, etc.).

INTERVENTIONS

RATIONALES

Assess client’s reasons for
unhealthy behaviors (may
lack knowledge, poverty,
addiction, peer pressure,
cultural norms, etc.).

Discuss the possible conse-

quences associated with
the behaviors (specify).

Assist client to plan
healthy behaviors (specify:
quit smoking, change
dietary habits, use contra-
ception, etc.).

Offer praise and positive
reinforcement for plans to
change behaviors.

Relate healthy behaviors to
good parenting of the
client’s new baby.

Assessment provides infor-
mation abour motivation

for unhealthy behaviors.

Client will be informed of
the risks of unhealthy
behaviors.

Client will identify the
problem and decide on a
plan for change.

Praise and reinforcement
increase client’s motivation
for change.

Maternal health and role
modeling affects the child’s
health and behavior as he

grows up.
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INTERVENTIONS

RATIONALES

Provide information as
needed about healthy
behaviors (specify: e.g.,
nutrition, sexuality teach-
ing).

Assist client to obtain
additional resources if
indicated (specify: WIC,
AFDC, social services,
etc.).

Refer client to supportive
services (specify: smoking
cessation program, sub-
stance abuse programs,
peer support groups,
resource mothers pro-
grams, home tutors, etc.).

Evaluation

The client may lack neces-
sary knowledge about

nutrition, sexuality, etc.

Poverty may be a factor in
poor dietary habits. Lack
of transportation may
affect ability to obtain
health care.

Referral provides resources
that have been successful
in helping clients to over-
come addiction and main-
tain healthy lifestyles. Peer
groups and resource moth-
ets programs are especially
effective with adolescents.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client identify unhealthy behaviors? Did
client make plans to engage in healthy behaviors?

Specify.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Growth and Development, Altered

Related to: Physical changes of pregnancy and
birth. Interruption of the normal psychosocial
development of adolescence.

Defining Characteristics: Specify client’s age and
maturity level. Client is underweight/overweight
(specify ht, wt, and percentile). Client reports dif-
ficulty with peers, or parent(s) related to the preg-
nancy and baby. Client verbalizes confusion about
plans for the future (specify).

Goal: Client will demonstrate adequate growth
and age-appropriate psychosocial development
while accomplishing the developmental tasks of
parenting.

Outcome Criteria

Client will obtain needed nutrition for recovery,

lactation, and normal physical growth. Client will
make plans to complete at least a high school edu-
cation. Client reports satisfactory relationship with

parent(s), significant other, and peers.

INTERVENTIONS

RATTONALES

Assess client’s physical
growth compared to
norms for age.

Assess maturity of thinking
and ability to plan for the
future. Tailor discussion to
client’s developmental level
(specify: e.g., concrete
thinking, formal opera-
tions, etc.).

Reinforce nutrition teach-
ing relating it to the
client’s growth needs as
well as recovery and lacta-
tion if indicated.

Assess the impact of moth-
erhood on client’s educa-
tion and future plans for a
vocation or career.

Discuss body image issues
and correct misconcep-
tions (e.g., “I'll never wear
a bikini again).

Encourage client to finish
basic schooling and make

realistic plans for the
future including childcare.

Assessment provides infor-
mation about physical
growth.

Assessment guides plan-
ning. Young adolescents
may have difficulty relat-
ing current behaviors to
future consequences.

Reinforcement promotes
compliance. Young adoles-
cents may need more
nutrients and calories than
adule mothers do.

Teen parenting may
adversely affect education
and skill attainment and
the development of a
matute identity.

The adolescent may fear
mutilation or permanent
disfigurement from birth.

Encouragement assists the
client to plan for her
future. Inadequate educa-
tion and low income
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INTERVENTIONS

RATIONALES

Assist client to assess rela-
tionships with parent(s),
significant other, and peers
(plan ways to improve

these if needed).

Teach client about the
developmental tasks of
adolescence (Erikson) and
stages of maternal role
attainment.

Refer client as needed
(specify: e.g., special
schooling/vocational pro-
grams, etc.).

Evaluation

become a vicious circle for
many teen mothers.

Motherhood may affect
relationships. Teens need
social interaction in order
to develop identity and
independence.

Teaching may decrease
some confusion from con-
flicting feelings and
desires.

Referrals may assist the
client to plan a future for
herself and the infant.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does client choose appropriate nutrition? Does

client have plans to finish high school? Does client

report satisfaction with relationships?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Postpartum Depression Signs & Symptoms
Psychiatric disorders that manifest themselves dur- “Blues” Depression

ing the puerperium are often called “postpartum
blues,” “postpartum depression,” or “puerperal
psychosis,” although these terms are not recog-
nized in the Diagnostic and Statistical Manual of
Mental Disorders, 3rd Edition revised (DSM-
IIIR). Major depression and psychosis during the
puerperium are most likely to affect women with
a history of psychiatric illness (20%-25% recur-
rence rate postpartum). The experience of “post-
partum blues,” however, is much more common
(50%-80% of all new mothers) and may be relat-
ed to hormonal changes and adjustment to new
motherhood.

Restlessness, agitation, labile mood swings (elation
to despondency), abnormal sleep patterns, irra-
tionality, hallucinations, and delirium may be
used to identify psychosis. The client may have a
history of bipolar illness, schizophrenia, or previ-
ous puerperal psychosis. The client may experi-
ence suicidal ideation, which needs immediate
psychiatric intervention.

* history of psychiatric illness or postpartum-
depression

unwanted pregnancy

lack of stable relationships

lack of financial and emotional support

multiple babies

low self-esteem, dissatisfaction with self

The client who exhibits signs of depression, and
her family, need information and assessment to
differentiate the “blues” from major depression.

Early onset: first few  * Late onset: 4th week
days up to 1 year

Short-lived: 2-3 days  * Continue for more
than 2 weeks

Mild depression

* Anxiety, irritability, * Hopelessness, help-

crying episodes lessness

* Agitation or exagger-
ated slowness of
movement

* Appropriate fatigue

® Insomnia or excessive
sleeping

* § interest
¥ energy
Unable to concen-
trate

* Appetite changes

* Feelings of guilt or
worthlessness
* Thoughts of death or

suicide

3 33 . . v .
* “Blues™: anticipation, recognition, reassurance

* Major depression or psychosis: psychotropic
medications including antidepressants, antipsy-
chotics, lithium, tranquilizers. Psychotherapy,
counseling or day-treatment programs. Possible
hospitalization and/or electroconvulsive therapy

(ECT).

Nursing Gare Plans
Anxiety (203)

Related to: Actual or perceived threat to self-con-
cept secondary to difficulty adapting to birth and
parenting.
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Defining Characteristics: Client reports feelings
of (specify: e.g., nervousness, helplessness, and loss
of control). Client exhibits (specify: e.g., irritabili-
ty, lability, crying, withdrawal, etc.).

Parenting, Risk for Altered (193)

Related to: Ineffective adaptation to stressors asso-
ciated with parenting a new infant.

Defining Characteristics: Client exhibits a lack of
or inappropriate parenting behaviors (specify).
Client verbalizes (specify: e.g., frustration with
baby, self, or ability to care for infant).

Family Processes, Altered (209)

Related to: Gain of new family member.

Defining Characteristics: Family system is not

. ) . X .
supportive (specify). Family doesn’t (specify: e.g.,
communicate openly, meet the physical or emo-
tional needs of its members, etc.).

Additional Diagnoses and Plans
Coping, Ineffective Individual

Related to: Inadequate psychological resources to
adapt to motherhood; unsatisfactory support sys-
tems; altered affect secondary to imbalance of
neurotransmitters

Defining Characteristics: Client verbalizes that
she is unable to cope (specify). Client is unable to
care for self or infant (specify: e.g., poor hygiene,
doesn’t respond to infant’s cues, etc.). Client uses
inappropriate coping mechanisms (specify: e.g.,
denial, substance abuse, etc.). Client exhibits
destructive behavior (specify).

Goal: Client will engage in more effective coping
behaviors by (date/time to evaluate).

Outcome Criteria

Client will identify current stresses leading to inef-

fective coping.

Client will explore personal strengths and plan
new ways to cope with stresses.

INTERVENTIONS

RATIONALES

Assess client’s affect, per-

sonal hygiene, and interac-
tion with a support system
(c.g., visitors, phone calls).

Assess client’s attachment
behavior towards her
infant: eye contact, hold-
ing, touch, talking to the
baby, etc. Evaluate cultural
variation if indicated.

Notify caregiver if client
avoids looking at or touch-
ing infant or makes nega-
tive comments about
infant.

Establish trusting relation-
ship with client. Spend
time with client, provide
for privacy, and remain
nonjudgmental.

Encourage client to
explore how she is feeling
using therapeutic commu-
nication skills (e.g., use of
open-ended questions:
“Can you tell me how
you're feeling now?” or
reflection: “You seem to be
sad today”).

Assess client for severe
depression or thoughts
about death or suicide.
Notify caregiver immedi-

Assessment provides infor-
mation about client’s abili-

ty to cope.

Poor attachment behavior
may signal a risk for
neglect or abuse of the
infant. In some cultures
the new mother is not
expected to provide infant
care in the early puerperi-
um.

Negative comments and
avoidance of infant may
signal that the infant needs
protection.

Establishment of trust pro-
motes a sense of safery and
support for the client.

Therapeutic communica-
tion assists the client to
identify and explore her
emotions.

Clients who are severely
depressed or talking about
death/suicide need imme-
diate psychiatric help.
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INTERVENTIONS

RATIONALES

ately about any indication
of suicidal ideation.

Evaluate client’s ability to
relate information in a
coherent and generally
organized manner.

Note any bizarre behav-
iors: inappropriate laugh-
ter, talking to someone
who isnt present, evidence
of delusional thinking or
hallucinations. Inform
caregiver of client’s behav-
ior.

Assist client to identify,
and rank in intensity, all
current stressors in her life.

Observe client’s nonverbal
behaviors as she describes
feelings and stressors.

Ask client how she usually
copes with similar stressors
in her life and if this is an
effective method.

Explore alternative coping
mechanisms with client.
Help client identify ways
to avoid the stressor,
change the situation, or
cope with what can’t be
changed.

Help client identify per-
sonal strengths that have
helped her in the past.
Explore how these can
help in the present.

Provide positive reinforce-
ment for description of
positive coping mecha-
nisms.

Evaluation provides infor-
mation about organization
of client’s thought process-
es.

Bizarre behavior may indi-
cate mania or psychosis.

Identification and ranking
of stressors helps the client
organize her thinking.

Observation provides addi-
tional information about
the client and what she is
saying.

Asking the client to identi-
fy and evaluate usual cop-
ing mechanisms increases
client’s self-awareness.

Exploration assists the
client to identify the
potential to alter a stressor
and alternatives to usual
coping methods.

Identification of strengths
promotes self-esteem and
decreases feelings of help-
lessness,

Positive reinforcement
enhances client’s self-
esteem and encourages
effective coping.

INTERVENTIONS

RATIONALES

Assist client to identify
healthy behaviors she can
use to reduce unavoidable
stresses (e.g., exercise,
meditation, relaxation
techniques, etc.).

Assist client in formulating
a plan to cope mote effec-
tively with stressors in her

life.

Encourage client to seek
and accept social support
during the puerperium.

Teach client and signifi-
cant other the signs and
symptoms of postpartum
“baby blues™: transient
feelings of sadness, crying,
common emotional labili-
ty, and feelings of mild
depression in the first few

days after childbirch.

Encourage significant
other to be supportive to
client during this time and
reassure them that this
only lasts 2 or 3 days.

Provide information about
signs and symptoms of
developing major depres-
sion to report to client’s
caregiver: severe depression
with late onset, lasts more
than 2 weeks, and inter-
feres with normal activities
of daily living,

Encourage client and sig-
nificant other to plan ways
to cope with stress of hav-
ing a new baby when they
go home.

Exercise, meditation, and
relaxation techniques help
to relieve stress and
improve health.

Assistance encourages the
client to commir to posi-
tive changes.

Client may have unrealisti-
cally high expectations for
herself or may need “per-
mission” to ask for help.

Information provides
anticipatory guidance for
recognition of emotional
fragility that occurs in the
first few weeks after birth.

Encouragement of support
promotes effective family
coping.

Information allows dlient
and significant other to
differentiate between the
“blues” and major depres-

sion after childbirth.

Planning helps family cope
with stresses related to car-
ing for a newborn.
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INTERVENTIONS

RATTIONALES

Provide information about
community support ser-
vices (specify: e.g., support
groups, mental health

agencies, etc.).

Provide for follow-up
phone call or arrange a
home visit with dlient at 2
to 3 weeks postpartum.

Evaluation

Information helps client
and family to obtain addi-
tional help after discharge.

Follow-up helps reinforce
effective coping and iden-
tify additional problems
that may develop after dis-
charge.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
24 p y

(Did client identify current stresses leading to
ineffective coping? Did client explore personal
strengths and plan new ways to cope with stress-

es?)

(Revisions to cate plan? D/C care plan? Continue

care plan?)
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Postpartum Stresses

+

Risk Factors

! ' !

history of history of discomfort
bipolar illness major depression fatigue
schizophrenia previous postpartum anxiety over
previous puerperal depression parenting skill
psychosis low self-esteem emotional let-down
socioeconomic stress unwanted pregnancy difficult infant
Psychosis Major Depression “Postpartum Blues”
agitation late onset early onset
irrationality persistent (>2 wk) self-limiting (2-3 days)
labile mood hopelessness mild depression
insomnia helplessness anxiety, irritability
confusion feelings of failure sudden crying
delusions worthlessness, guilt fatigue
hallucinations sleep and appetite changes
Suicide Risk Support
Risk to Infant Information
l Reassurance

Psychiatric Care
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Parents of the
At-Risk Newhorn

The birth of a preterm infant, an infant with a
congenital anomaly, or a compromised newborn
requiring intensive care disrupts the normal par-
ent-infant attachment process. In the case of
preterm birth, the client may not have completed
the developmental tasks of pregnancy. Congenital
anomalies may be life-threatening or disfiguring.
An otherwise normal term newborn may experi-
ence distress during labor and require resuscitation
at birth, or the baby’s condition may deteriorate in
the first few hours of life.

All parents must relinquish their “fantasy” baby in
order to form an attachment with their real baby.
For parents of an at-risk newborn, shock, disbe-
lief, grief, guilt, and a sense of failure may compli-
cate this process.

Nursing Gare Plans
Fear (185)

Related to: Life-threatening condition of the new-

born (specify).

Defining Characteristics: Parents express great
apprehension about condition and prognosis of
newborn (specify using quotes). Parents exhibit
physiologic indications of sympathetic response
(specify: e.g., pallor, tremor, etc.).

Family Processes, Altered (209)

Related to: Disruption of family routines and
expectations secondary to birth of high-risk new-
born.

Defining Characteristics: Family is not adapting
constructively to crisis (specify: e.g., lack of com-
munication between family members, lack of
emotional support for each other, etc.).

Additional Diagnoses and Plans
Parent-Infant Attachment, Risk for Altered

Related to: Unexpected outcome to pregnancy
(specify: preterm birth, infant with congenital
anomalies, compromised neonate). Barriers to
attachment secondary to intensive care environ-

ment.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Parents will engage in the attachment
process with their infant by (date/time to evalu-

ate).

QOutcome Criteria

Parents will see, touch, and talk to their baby.
Parents will verbalize positive feelings towards

their baby.

INTERVENTIONS

RATIONALES

Provide parents with infor-
mation about their infant
at birth (specify: e.g.,
breathing, need for resusci-
tation, visible anomalies).

Encourage parents to see
and touch their baby

before transfer to the nurs-
ery.

If infant is to be trans-
ferred to another facility,
take parents to the nursery
to see the baby or have the
baby brought to them in a
warmer before transport.
Take pictures of the baby
and give to parents with a
set of footprints.

Information helps the par-
ents to cope with reality
rather than fears of the
unknown. Parents pick up
on nonverbal cues from
staff when there is a prob-
lem at birth.

Seeing and touching the
baby are important to
facilitate attachment even

if the baby is ill.

The parents need to see
their baby to begin the
attachment process. When
the infant is transported,
pictures and footprints
provide tangible evidence
of the baby’s existence.
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INTERVENTIONS

RATIONALES

Ask transport team to call
when they arrive and pro-
vide parents with an
update on the baby’s con-
dition. Provide parents
with phone number of
receiving facility-and
encourage calls to check
on baby.

Assess parents’ level of
understanding about the
baby’s problems.

Provide accurate informa-
tion from a consistent
source for parents (e.g.,
neonatologist, primary

NICU nurse, etc.).

Atrrange for the parents to
visit their baby in the
NICU as soon as possible
after birth.

Provide parents with antic-
ipatory guidance before
going to the NICU: what
they will see and hear in
the unit, what they may
expect their baby to look
like including equipment
around him. Use written
materials or videos to rein-
force teaching.

Focus parents’ attention on
their baby. Point out
attractive features or indi-
vidual ateributes. Address
variations from the way a
normal term newborn
looks (e.g., preterm skin
may be red, thin; imma-
ture genitalia; baby may be
pale, retracting, etc.).
Show pictures of babies

Providing information
allays fears the parents may
have and establishes a rela-
tionship with the new
facility.

Assessment provides infor-
mation about parent’s
learning needs.

Accurate information from
a trusted source helps the
parents tesolve their grief
and attach to their baby.

Early visitation encourages
attachment. There may be
a “sensitive period” for
optimal parental attach-
ment.

Anticipatory guidance
decreases the anxiety
encountered in an unfa-
miliar environment. The
infant may have many
monitors attached to him.
Pictures in books, or
videos help the parents
visualize what the NICU is
like.

Parents may be distracted
by the noise and machin-
ery of the NICU, increas-
ing their feeling of separa-
tion from the infant.
Drawing their attention to
the baby helps them begin
the identification process.
Parents may be afraid to
ask questions about abnor-
mal-looking attributes.

INTERVENTIONS

RATTIONALES

with corrected anomalies if
indicated (e.g., cleft lip).

Encourage parents to make
eye contact, talk to, and
touch their infant. Explain
that the infant needs to
hear their familiar voices,
see them, and feel their
touch too.

Explain each monitor that
is attached to the baby:
what it monitors, how it’s
attached, where the read-
out is, and what is a nor-
mal range. Explain any
alarms that “go off.”

Provide parents with the
phone number of the unit,
the name of their baby’s
nurses and instruct them
to call or visit when they
want to.

Assist parents to review
their labor, birth, and any
resuscitation events.
Provide accurate informa-
tion and correct miscon-
ceptions.

Encourage parents to
express their feelings about
their baby’s birth. Reassure
them that many parents
feel guiley, angry, helpless,
or depressed.

Provide parents with infor-
mation about parent-
infant attachment. Note
the importance cven if the
baby doesn’t survive (if this
is indicated).

Pictures of corrections are
reassuring with disfiguring
anomalies.

Parents may be afraid they
will hurt their baby or
interfere with equipment if
they touch him. Providing
comfort in the form of
sound and touch is a par-
enting task.

Parents may harbor mis-
conceptions about equip-
ment attached to their
baby. They may become
upset when the numbers
on the read-out change or
an alarm sounds.

Intervention promotes
trust and a sense of securi-
ty for parents to know how
to get information about

their baby.

Review helps parents
incorporate the events sur-
rounding the birth into
their present situation.

Encouragement promotes
expression of normal feel-
ings that the parents may
think are shameful.

Resolution of grief is facili-
tated if the parents have
been able to form an
attachment to their baby.
Knowing that they cared
for their baby in some way
comforts them,
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INTERVENTIONS

RATIONALES

Encourage parents’ assis-
tance with care-giving
activities for their baby:
changing diapers, helping
with skin care, etc.
Acknowledge ambivalent
feelings they may have
about the baby’s nurses.

Encourage the mother
who planned on breast-
feeding her baby to pump
her breasts and bring in
the milk for her baby
when he is allowed to eat.
Praise mother’s commit-
ment to her baby.

Compliment parents on
care-giving activities and
interest in their baby.

Teach parents about their

baby’s individual responses.

Plan neonatal behavioral
assessments for a time
when parents are visiting
and show them appropri-
ate ways to stimulate their

baby (specify).

Promote family support
and participation {(e.g.,
grandparents, siblings,
etc.).

Keep a record of parents’
or family’s visiting patterns
and phone calls about
their baby.

Encourage parents to dis-
cuss how they feel towards
their baby after several vis-
its.

Notify caregiver and initi-
ate referrals to social ser-
vices if family avoids con-
tact with their baby.

Encouraging parents to
assist promotes attachment
to the infant. Parents may
feel grateful and jealous of
NICU nurses who care for
their baby.

Breast milk is usually the
ideal food for the at-risk
newborn. The mother will
need to make a major
commitment to pump,

store, and deliver her milk
for the baby.

Compliments provide
feedback about parenting
skiils and atrachment.

Assessments provide par-
ents with important infor-
mation about their baby’s
behavior. A preterm or
compromised neonate may
not respond to parental
stimulation as older sib-
lings did.

Intervention facilitates the
whole family’s attachment
to the baby.

A record provides informa-
tion about family attach-

ment or avoidance of the
baby.

Encouragement helps par-
ents identify beginnings of
emotional attachment.

Infants who are separated
from their parents for a
long time after birth are at
high risk for neglect or
abuse.

INTERVENTIONS

RATIONALES

Provide support to parents
whose infant has a genetic
defect. Arrange consulta-
tion with a genetic coun-
selor,

Provide information about

additional support systems:

¢.g., NICU parents
groups, parents of children
with congenital anomalies,

Evaluation

Genetic defects may
engender guilt and blame
in the parents. Genetic
counselors are experienced
in helping parents cope
and plan for future preg-

nancies.

Support groups can offer
information and ideas to
enhance parents adapta-

tion.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did parents see, touch, and talk to their baby?
Have parents verbalized positive feelings towards

their baby?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Grieving, Anticipatory

Related to: Potential for neonatal loss secondary
to prematurity, compromised neonate or infant
with congenital anomalies (specify).

Defining Characteristics: Client and significant
other report perceived threat of loss (specify
quotes: e.g., “Our baby is going to die isn’t he?
Will our baby ever be normal?”).

Goal: Client and significant other will begin the

grieving process.

Qutcome Criteria

Client and significant other identify the meaning
of the possible loss to them.

Client and significant other are able to express
their grief in culturally appropriate ways (specify).
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INTERVENTIONS

RATIONALES

Assess the parents beliefs
about the perecived loss.

Provide accurate informa-
tion about the baby’s con-
dition and prognosis.
Provide information
updates from a consistent
source.

Encourage and assist par-
ents to form an attach-
ment to their baby. (If the
baby is nonviable, allow
parents to hold the infant
until he or she expires.)

Assist parents to describe
what the perceived loss
means to them. Don't
minimize the loss {e.g.,
“Well at least she isn't
brain-damaged”).

Support the family’s cul-
tural expressions of
loss/grief in a respectful
and nonjudgmental man-
ner.

Teach parents about nor-
mal grieving and relate it
to their loss of a perfect
baby. Diescribe feelings

that they may experience.
Provide written materials if
literate.

Support parents in the
stage they are in and assist
with realicy-orientation
(specify: ¢.g.. “I can see
that you are angry, this is a
normal way to feel,” or “I
can sce that you are hop-
ing things will turn out
OK; I am hoping so t00”).

Assessment provides infor-
mation and clarification,

Parents may be overly anx-
ious due to being unin-
formed about current con-
dition. Provision of a con-
sistent source helps prevent
conflicting information.

Grief work is facilitated if
the parents formed an
attachment to the baby
and provided some care
before death.

Identifying the meaning of
this loss helps the parents
know what they are griev-
ing for and begin the grief

process.

Different cultures express
grief in different ways —
the nurse needs to allow
and facilitate grief work
without being judgmental.

Knowing that shock,
anger, disbelief, guilt, and
depression, etc. are normal
reactions will help the par-
ents to cope with these
feelings.

Suppott assists the parents
to identify the stage they
are in and work through
the process without feeling
that the nurse is judging
them.

INTERVENTIONS RATIONALES

Encourage parents to ask Social support helps ease

for support from family the burden of grief and
and social support system, may help with future
needs.

Offer to contact the pat-
ents’ clergy or the hospital
chaplain if desired.

Religious support may be
helpful to parents.

Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What do client and significant other describe as
the meaning of the possible loss? Use quotes.
Describe grief reactions the client and significant
other express: crying, anger, being stoic, culturally
prescribed responses, etc.)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Breast-Feeding, Interrupted

Related to: Specify (e.g., prematurity, NPO status
of high-risk neonate, congenital anomalies: cleft
lip/palate, etc.).

Defining Characteristics: Mother desires to
breast-feed her infant but is unable to do so
because of (specify: e.g., infant is on IV fluids
only; preterm infant or infant with congenital
anomaly is unable to suck/swallow effectively,
etc.).

Goal: Client will maintain lactation and provide
milk for infant until breast-feeding can be
resumed.

Qutcome Criteria

Client will identify actions to promote lactation.
Client will verbalize understanding of pumping,
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INTERVENTIONS

RATIONALES

Discuss client’s original
intent and desire to pro-
vide breast milk for her
infant.

Assess beliefs, previous
experience, knowledge,
and role models for breast-
feeding.

Provide information (writ-
ten and verbal) about the
benefits of breast milk for
her baby. Teach client that
breast milk is easily
digestible, provides anti-
body protection, reduces
development of allergies.

Provide information (writ-
ten and verbal) about
pumping the breasts, stor-
ing milk (plastic bottles
only), and bringing the
milk to the hospital for the
baby.

Provide for privacy and a
calm, relaxed atmosphere.
Reassure client that lacta-
tion is a natural activity in
which her body is prepared
to engage.

Teach client that relaxation
is necessary for effective
lactation. Describe how
the “lec-down” reflex is
affected by her emotions.

Instruct client to get into
comfortable positions for
pumping. Suggest she keep
a glass of water close by.

Client may be unaware
that she can still provide
milk for her baby if nurs-

ing is contraindicared.

Lack of knowledge or sup-
port for breast-feeding may
interfere with client’s abili-
ty to succeed with pump-
ing until nursing can be
resumed.

Teaching provides rein-
forcement for providing

breast milk for the high-

risk neonate.

Information helps the
client to initiate lactation
and store her milk safely.

Anxiety and embarrass-
ment interfere with learn-
ing, the “let down” reflex,
and milk production.
Reassurance helps client to
believe in the wisdom of

her body.

Teaching pramotes effec-
tive breast milk produc-
tion. Maternal tension,
emotional upset, or embar-
rassment may inhibit the
“let-down” reflex.

Comfort promotes relax-
ation. Pumping (or breast-
feeding) stimulates thirst.

INTERVENTIONS

RATIONALES

Describe the feedback loop
of milk production and
breast stimulation.

Teach client to pump at
least 8 times in 24 hours.
Instruct client to stroke
her breast while pumping;
the “hind milk” or last
milk in the breast contains
fat content to promote
growth.

Instruct client in breast
care: wash hands before
pumping; wash nipples
with warm water and no
soap; allow to air dry.

Praise client for commit-
ment, skill development,
and nurturing behaviors.

Describe what client will
feel when her milk “comes
in” (breast engorgement)
and what she can do to
ease discomfort: suggest
warm showers, application
of warm, moist cabbage
leaves, 1 frequency of
expression of milk, mild
analgesics (acetaminophen)
as ordered by caregiver.

Encourage client to
explore her feelings about
pumping. Discuss client
concerns about working,
etc.

Praise client’s attempts and
successes. Reinforce the

Understanding the rela-
tionship between milk
supply and stimulation
enhances the client’s ability

to provide breast milk for
her baby.

Frequent pumping stimu-
lates milk production.
Understanding the physi-
ology of lactation pro-
motes self-confidence.

Instruction promotes self-
care. Handwashing pre-
vents the spread of
pathogens; soap may dry
the nipples causing cracks.

Praise increases self-worth
and promotes confidence
in abilities.

Anticipatory guidance
decreases anxiety and pro-
motes effective self-care.
Moist heat causes vasodi-
latation and decreases
venous and lymphatic con-
gestion. Cabbage leaves are
anecdotally reported to be
effective in relieving dis-
comfort. Emptying the
breast % the sensation of
fullness.

Client may have concerns
that increase anxiety and
interfere with successful
lactation.

Praise helps build self-con-
fidence and intent to con-
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INTERVENTIONS

RATIONALES

benefits of breast milk if
only for the first few weeks
or months.

Assist client to obtain a
breast pump after dis-
charge from the hospital.

Refer client as indicated
{specify: e.g., to a lactation
specialist, CNS, other
mothers, or La Leche
League, etc.).

tinue supplying breast
milk.

The client may be able to
purchase, rent, or borrow a
pump from different agen-
cies.

A lactation specialist is
prepared to assist mothers
with special needs. La
Leche League provides
information and support
for breast-feeding mothers.

storing, and delivering breast milk for her baby.

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
B p y

(Did client identify actions to promote lactation?
Does client verbalize understanding of pumping,
storing, and delivering breast milk for her baby?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Parents of the At-Risk Newhorn

Unexpected Pregnancy Outcome

Preterm Birth Congenital Anomalies Compromised Neonate
Separation Shock and Disbelief
actual Guilt, Sense of Failure
environmental Anticipatory Grieving
Interruption of Parent-Infant
Attachment
Avoidance Acceptance
Neglect
Failure to Thrive Resume Attachment

Abuse
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UNIT 1U: NEWBORN

Healthy Newborn

Basic Care Plan: Term Newborn

Basic Care Plan: Newborn Home Visit
Circumcision

Preterm Infant

Small for Gestational Age (SGA, IUGR)
Large for Gestational Age (LGA, IDM)
Postterm Infant

Birth Injury

Hyperbilirubinemia

Neonatal Sepsis

HIV

Infant of Substance Abusing Mother
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Heaithy Newhorn

The healthy term infant is prepared for the dra-
matic transition to extrauterine life by the events
of normal labor and vaginal birth. Contractions
result in gradually decreased fetal oxygen and pH
and increased carbon dioxide during labor.
Descent through the birth canal squeezes the
chest, removing some lung fluid. Changes in
blood chemistry combine with thermal stimula-
tion of birth into a cooler environment, and a
suddenly expanded chest to stimulate the first
breath. Respiration causes pressure changes in the
cardiopulmonary system that result in gradual clo-
sure of the foramen ovale, ductus arteriosus and
ductus venosus thus initiating adult-type circula-
tion. The infant is born awake, alert, and with the
necessary reflexes to begin breast-feeding and
bonding with his patents.

The goals of nursing care for the newborn are to
provide warmth and safety, identify any life-
threatening problems, and facilitate post-natal
adaptation and parent-infant attachment.

Warmth and Safety

* The infant is dried immediately and placed in a
warm environment: skin-to-skin with the
mother or on a pre-warmed dry blanket under
a radiant warmer with controlled temperature

* Medications: vitamin K 0.5 to 1 mg, IM to pre-
vent hemorrhagic disease of the newborn; eye
prophylaxis to prevent ophthalmia neonatorum
(1% silver nitrate, 0.5% erythromycin, or 1%
tetracycline ophthalmic preparations) following
birth; hepatitis B vaccination and genetic
screening before discharge

* Identification includes matching leg and arm-
bands with the mother and possibly footprints

and fingerprints before the mother and infant
are separated

* Infant security systems to prevent abduction
vary by agency

* Bathing is delayed until temperature stabilizes
(gloves are worn until the intitial bath is com-

pleted)

* Cord care and circumcision care to prevent
infection or hemorrhage

* Use of a car seat for discharge

* Immediate assessment of respiratory effort,
heart rate, and color followed by appropriate
resuscitation measures

* Apgar scoring at 1 and 5 minutes: heart rate,
respiratory effort, color, muscle tone, and reflex
irritability; continued at 5 minute intervals
until a score of 7 or better is obtained

* Physical assessment and measurements

* Gestational age assessment correlated with new-
born weight and length

¢ Neonatal behavioral assessment

¢ Parent-infant attachment assessments

* Encouragement of breast-feeding and interac-
tion during the periods of infant reactivity: first
period during the first 30 minutes after birth is
followed by sleep; the second period begins
around 4 to 6 hours after birth and lasts 2 to 4
hours

* Encouragement and support for rooming-in
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¢ Parent teaching: normal newborn appearance
and behavior; infant care and feeding
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Gardiopulmonary Transition

Cord cutting

First breath
surfactant loss of
placental
{ surface opening of vascular bed
tension of alveoli
alveoli l
T PO,——» Ductus ¢— | PGE;
i Arteriosus
constriction
vasodilation & functional
opening of closure
Pulmonary
Circulation
v
J pulmonary
vascular
resistance ¢ &
T pulmonary | pressure T pressure
vascular right atrium  left atrium
volume

+ \/

1 lymph circulation

¢ functional closure of
Foramen Ovale
absorption
of excess

lung fluid

T systemic
volume

T systemic
vascular
resistance

L

loss of
umbilical
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return

functional
closure of
Ductus
Venosus
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Birth Assessment Meds/Tx Nutrition Teaching/Other
Elimination
1+t hour apgar neonatal resuscitation breast-feeding protmote attachment
TPR (hourly X 4) vit. K 0.5mg IM v suck/swallow | ID bands
# cord vessels triple dye or alcohol swab footprints/thumbprint
to cord + stool | Infant security
cord blood to lab v urine
(Rh neg. mom) instruction: breast-
skin-to-skin or warmer feeding, burping,
weight, length (37°C) w probe in place holds, bulb syringe,
OFC, chest circ. newborn
characteristics
2u0d hour B/Px1 erythromycin 0.5% first water hepatitis B
heel-stick Hct ophthalmic, O.U. (bottle baby) information
physical + blood glucose all
assessment SGA, LGA, & prn
gestational age
assessment
4 hours TPR q 8 hr if — hepatitis B vaccine first formula
stable per protocol
breast feeding ongoing teaching
v maternal first bath if temp stable q2-4 at bedside
HBsAg
return to warmer until
stable then open crib
cord care ____
8 hours formula q 3-4
breast q 2-4 lactation
assess feeding specialist prn
q 8 hr
1st day weight circumcision photos
(MD exam circ care .
w/in 24 hr) teach circ care
assess voiding
after circ % v
Discharge . ¥
weight 4 ID bands & remove
remove cord clamp
MD exam
. provide PKU info
metabolic screen appointment for ¥ up
infant-care
information sheets
gift pack
car seat
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Basic Gare Plan:
Term Newhorn

The care plan is based on a review of the prenatal

record, labor and delivery summary, gestational
age assessment and a thorough physical assess-
ment. Specific infant data should be inserted

wherever possible.

Nursing Gare Plan

Airway Clearance, Ineffective

Related to: Excessive secretions (specify if cause is

identified: e.g., secondary to cesarean birth).

Defining Characteristics: Infant experiences chok-

ing or gagging on excessive secretions; tachypnea;
abnormal breath sounds (specify).

Goal: Infant will experience a clear airway by

(date/time to evaluate).

Qutcome Criteria

Infant’s respiratory rate will be between 30-60
bpm. Bilateral breath sounds will be clear to aus-

cultation.

INTERVENTIONS

RATIONALES

Suction infant’s mouth,
then nares with bulb
syringe after birth of the
head.

Position infant with head
slightly down and on a
side. Stimulate crying if
needed.

Suctioning before birth of
the shoulders clears the
upper airway before the
first breath. Neonates are
obligate nose-breathers;
suctioning the nares may
cause gasping and aspira-
tion of mouth contents if
mouth has not been
cleared first.

Positioning facilitates
drainage of fluid by gravi-
ty. Crying opens the ait-
way and improves lymph

INTERVENTIONS

RATIONALES

Assess respiratory rate and
effort, note nasal flaring,
retractions, or grunting
(specify frequency of

assessment).

Repeat suctioning with
bulb sytinge or wall suc-
tion only as needed to
remove excessive secre-
tions.

Auscultate bilateral breath
sounds and apical pulse
(specify frequency).

When stable, place infant
skin-to-skin with mother
covered by a warm blanket
with bulb syringe readily
available.

Monitor infant for
episodes of increased secre-
tions (choking and gag-
ging) during periods of
reactivity. Clear airway
with bulb syringe as need-
ed.

Teach mother to use bulb
syringe: Depress bulb first
then insert syringe into
side of infant’s mouth and
release bulb compression.
Remove from mouth and
depress bulb to discharge
contents. Clear mouth
before suctioning nose.

Notify caregiver if secre-
tions continue to be exces-
sive.

drainage and absorption of
excess lung fluid.

Assessment provides infot-
mation about effectiveness
of suctioning and stimula-
tion to clear the airway.
Tachypnea, flaring, grunt-
ing, and retracting are
signs of respiratory dis-
tress.

Excessive suctioning may
stimulate a vagal response,
causing bradycardia and
further compromise.

Auscultation provides
information about fluid in
the lungs and heart rate,
rhythm, and regularity.

Skin-to-skin promotes
warmth and attachment.
Bulb syringe allows imme-
diate clearance of secre-
tions.

Infant may experience
additional secretions and
need for suctioning during
the first and second peri-
ods of reactivity.

Teaching parents promotes
timely airway clearance.
Depressing bulb first
avoids blowing secretions
into infant’s lungs.
Inserting syringe into side
of mouth avoids vagal
stimulation from touching

back of pharynx.

Copious sectetions are a
sign of tracheoesophageal
malformations.
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Evaluation INTERVENTIONS RATIONALES
(Date/time of evaluation of goal) place blanket over mother
(Has goal been met? not met? partially met?) and baby.

Teach family about the Teaching provides infor-

(What is respiratory rate? Are breath sounds clear

bilaterally?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Thermoregulation, Ineffective

Related to: Limited neonatal compensatory meta-
bolic temperature regulation.

Defining Characteristics: Temperature fluctua-
tions in response to environmental factors: e.g.,
birth into cool environment, wet body, etc.).

Goal: Infant will be maintained in a neutral ther-
mal environment by (date/time to evaluate).

Qutcome Criteria

Infant’s axillary temperature will remain between

36.5 and 37°C (97.7 — 98.6°F).

INTERVENTIONS RATIONALES
Dry newborn thoroughly Drying quickly and plac-
and quickly and discard ing on a warm, dry surface

the wet blanket. Place
infant on a warm blanket
under a pre-warmed radi-
ant warmer for initial
assessment.

Assess axillary temperature
at birth and when indicat-
ed (specify frequency).

Wrap infant in warm blan-
ket and carry to mother.
May place infant skin-to-
skin with mother and

prevents heat loss by evap-
oration.

Axillary temperature is
prefetred to avoid risk of
rectal perforation.
Assessment provides infor-
mation about the neonate’s
tempetature regulation.

Kangaroo care provides for
warmth and bonding

infant’s need for warmth
and to keep the infant’s
head covered.

Return infant to warmer as
needed. Unwrap infant
(except diaper) while
under warmer.

Position the temperature
ptobe over non-bony area
on infant’s abdomen and
secure with foil patch. Set
controls to maintain skin
temperature of 36.5 and
37°C. Check that alarms

are turned on.

When temperature is
37°C, infant may be
quickly bathed while
remaining under radiant
warmer. Wash and dry the
head first, then expose and
wash one area of body at a
time and dry thoroughly
before moving on to
another area.

Avoid placing infant on
cool surfaces or using cold
instruments in assessment
(e.g., scale, stethoscope).

When temperature has sta-
bilized after bath, dress
infant in a shirt, diaper
and hat, wrap in 2 blan-

mation the family needs to
care for their baby. The
infant’s head provides a
large surface area for heat
loss.

The radiant warmer heats
surfaces exposed to it.
Covering the infant
decreases the amount of
warmth reaching his skin.

Placing the probe over a
bony area will give a false-
high skin temp. reading
causing the warmer to shut
off prematurely. The
warmer should be set to a
physiologic range and
alarms turned on to pre-
vent over-heating the
infant.

Bathing quickly in a warm
environment avoids heat
loss from evaporation and
convection.

Placing the infant on a
cool surface or using cool
instruments increases heat
loss by conduction.

Interventions promote
warmth while assessing the
infant’s ability to regulate
his temperature in an open
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INTERVENTIONS

RATIONALES

kets and transfer to open
ctib. Monitor temp per
protocol and return to
warmer if needed.

Place cribs away from win-
dows, avoid drafts or air
conditioning blowing on
the sides of the crib or on

the infant,

Maintain room tempera-
ture at 72°F Teach family
to adjust infant’s coverings
after discharge to the room
temperature based on how
they are feeling (e.g., if it
is very warm, the baby
doesn’t need to be dressed
in sweaters).

Evaluation

crib.

Heat may be lost directly
from the infant’s body to
cooler air (convection) and
to cooler surfaces close to
the infant’s body by radia-
tion.

Teaching assists parents to
care for their infant. The
infant may suffer from
hyperthermia if over-
dressed.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is infant’s temperature? Has it been stable?

Specify.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Infection, Risk for

Related to: Exposure to pathogens, invasive proce-

dures (specify: e.g., cord cutting, injections, heel
sticks, circumcision), breaks in skin integrity
(specify: e.g., abrasions, spiral electrode site, etc.),

immature immune system.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not experience infection by

(date/time to evaluate).

Outcome Criteria

Infant receives prophylactic eye ointment (speci-

fy).

Sites of invasive procedures or broken skin (speci-
fy) show no signs of infection (specify for each:
e.g., no redness, edema, purulent discharge, etc.).

INTERVENTIONS

RATIONALES

Perform a 3-minute hand
sctub prior to caring for
mothers and infants. Wash
hands before and after
touching infant. Wear
gloves until after the
infant’s first bath and
when changing wet or
soiled diapers.

Do not place shared-items
in infant’s bed (e.g., ther-
mometers, stethoscopes,
etc.).

Assess maternal records for
history of infections and
their treatment, HBsAg,
time of membrane rup-
ture, maternal fever, appli-
cation of internal fetal
monitoring, operative
delivery.

Assess newborn's axillary
temperature at birth and
report hyperthermia to
caregiver.

Assess newborn for com-
promised skin integrity:
punctures from scalp elec-
trodes, abrasions, etc.
Document findings and
include areas in future
assessments for develop-
ment of redness, edema, or
putulent drainage.

A 3-minute scrub removes
most pathogens. Washing
hands before and after
touching infant prevents
the transmission of
microorganisms between
babies. Gloves protect the
caregiver from blood-
borne pathogens.

Sharing equipment may
transfer microorganisms
from one infant to the
next.

Assessment of maternal
records provides informa-
tion about the risk of
infection for this neonate.

An infant born with a
fever may have experienced
intrauterine infection.

Assessment provides infor-
mation about potential
sites for invasion by
pathogens. Monitoring
ensures early identification
of infection.
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INTERVENTIONS

RATIONALES

Assess cord for number of
vessels without touching
the cur surface. Provide
cord care as ordered (speci-
fy: e.g., triple dye, baci-
tracin, alcohol, etc). Assess
cord for foul odor or putu-
lent drainage at each dia-
per change.

Wipe excess secretions
from infant’s eyes.
Administer eye prophylaxis
as otdered (specify: e.g.,
erythromycin 0.5% oph-
thalmic ointment O.U.)
within 2 hours of birth.

Provide mother with infor-
mation about hepatitis B
vaccination; obtain con-
sent. Administer 1st dose
of vaccine to infant per
protocol (specify drug,
dose, and route).

Administer injections and
petform heel sticks using
aseptic technique.
Document sites and add to
future assessments.

Assess circumcision for
signs of infection during
each diaper change. Rinse
penis with water only and
place a gauze pad with
petroleum jelly over penis
(unless a Plastibell has
been used) at least 4 — 5
times per day.

Assess infant for signs of
infection: temperature
instability beyond the first
few hours, feeding prob-

The cut surface of the
umbilical cord presents a
site for proliferation of
microorganisms.

Neonatal eye prophylaxis is
a legal requirement to pre-
vent ophthalmia neonato-
rum caused by exposure to
gonorrhea and/or chlamy-
dia in the vagina. Waiting
for a few hours promotes
attachment during the first
petiod of reactivity.

Infants of mothers who are
positive for HBsAg should
receive the vaccine at birth.
It is recommended for all
newborns to prevent
hepatitis B infection.

Aseptic technique prevents
introduction of pathogens
during injections and heel

sticks.

Assessment provides infor-
mation about developing
infection. Gauze protects
the surgical site; petroleum
jelly prevents gauze stick-
ing 1o the site.

Neonates may exhibit sub-
tle signs of infection com-
pared to older infants. The
infant may merely not

INTERVENTIONS

RATIONALES

lems, lethargy, pallor,
apnea, or diarrhea. Notify
caregiver,

Teach parents to care for
circumecision and not to
remove yellowish exudate.

Teach family to avoid
exposing the infant to peo-
ple with infections.
Instruct family to wash
their hands before han-
dling the infant.

Teach parents to use a
thermometer before dis-
charge. Instruct them to
take the infant’s tempera-
ture only if he appears ill
(hot, lethargic, refusal to
eat, diarrhea, dehydrated,
etc.) and to call the doctor
for fever > 101°F rectally
or 100.4°F axillary.

Evaluation

“look right” or behave
“normally.”

Yellowish exudate is granu-
lation tissue. Removal may
cause hemorrhage and
increase the risk of infec-
tion.

Teaching helps the family
to care for their baby and
prevent infection.

Parents may not know
how to use and read a
thermometer, Guidelines
are provided to ensure
prompt treatment if the
infant becomes ill.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did infant receive eye prophylaxis? Specify time,
drug, etc. Provide an assessment of cord, circumci-
sion, injection sites, and any areas of broken skin.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Nutrition, Altered: Less Than Body

Requirements

Related to: Limited intake during the first few

days of life.
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Defining Characteristics: Weight loss (specify
birth weight compared to current wt.). Mother’s
milk has not come in. Insufficient intake of calo-

ries (specify caloric needs for individual infant and

compare with caloric intake. A term newborn
needs 120 calories/kg/day: mature breast milk and
regular formula usually contain about 20 cal/oz).

Goal: Infant will establish feeding pattern to
obrain needed nutrients by (date/time to evalu-

ate).

Outcome Criteria

Newborn demonstrates effective suck and swallow
reflexes. Breast-fed baby nurses well during first 4
hours after birth. Bottle-fed baby retains first

water and formula feeding,

Infant produces at least six wet diapers per day.
Total weight loss is < 10% of birth weight.

INTERVENTIONS

RATIONALES

Weigh infant at birth and
cach day without diaper or
clothing, Cover scale with
blanket and zero before
weighing. Protect from
falls without touching
infant, Compare to previ-
ous weights.

Assess infant’s suck reflex
during initial assessment.
Check swallowing during
first feeding.

Observe infanrt for first
stool and urine. Monitor
all intake and output.

Assess airway clearance and
bowel sounds during the

Monitoring infant’s weight
losses/gains provides infor-
mation about nutritional
status.

Infant needs to be able to
suck and swallow effective-
ly to obtain nourishment
from breast or bottle,

Passage of first stool indi-
cates a patent anus, first
urine indicates renal func-
tion. Monitoring &0
provides information
about nutrition and fluid
balance.

Infants may have 1 secre-
tions during reactive peri-

INTERVENTIONS

RATIONALES

periods of reactivity.
Encourage breast-feeding
after birth, during second
period of reactivity and
every 2-3 houss.

Assist breast-feeding moth-
er as needed. Instruct her
to burp infant when
changing breasts and when
finished and to place
infant on right side after
eating.

Refer to lactation specialist
as needed.

Inform parents that the
infant is getting enough
milk if he gains weight and
produces six or more wet

diapers per day.

Provide culturally sensitive
care to clients who wish to
wait until their milk
comes in to breast-feed
their babies. Pravide warer
and formula as ordered

(specify).

Provide sterile water to
infants whose mothers
choose not to breast-feed
within 4 hours. Assess for
excessive gagging, choking,
or vomiting and notify
caregiver.

If infant tolerated water
feeding, assist mother to
provide first formula feed-
ing (specify formula and

amount) as ordered.

ods that should be cleared
0 prevent aspiration or
choking during feeding,
Usually bowel sounds are
? during reactive periods
indicating teadiness to

feed.

Assistance helps mother 1o
feed her infant. Burping ¥
discomfort and spitting-
up. Placing on right side
facilitates stomach empty-
ing.

Lacration specialist can
assist the breast-feeding
mather who is having dif-
ficulry.

Parents, especially breast-
feeding, may worry about
whether their baby is get-
ting enough to eat.
Information provides reas-
surance.

Some cultures believe that
colostrum is not good for
the baby. Culturally sensi-
tive care promotes matet-
nal role-attainment.

Sterile water (like
colostrum) is nonirrirating
if aspirated. Assessment
provides information
about patency of esopha-
gus.

Formula feeding may
begin after assessment of
the infant’s ability to ingest
Water,
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES
Monitor infant for signs of Feeding intolerance may Teach parents that weight Teaching provides infor-
feeding intolerance: exces- indicate congenital anom- loss of up 1o 10% is not- mation the parents need to
sive spitting up, abdominal alies or complications. mal after birth but then assess their infant’s growth.
distention, abnormal their baby should gain
stools. Notify caregiver. about an ounce per day
Provid hi bortl Teachi after that for the first 6

rovide teaching to bottle- eaching promotes parent- months.

feeding family as needed:
hold infant close with head
higher than stomach (do
not prop the bottle);
ensure nipple is full of for-
mula; burp infant after
each ounce ot more fre-
quently, and when fin-
ished; place infant on right
side after cating.

Teach parents that a small
amount of regurgitated
formula is normal after
eating but to notify care-
giver if infant vomits the

whole feeding.

Inform bottle-feeding
mothers of the schedule
suggested by her caregiver
(specify) and ensure that
sterile formula is available
for feedings.

Praise parents for success-
ful feeding of their new
baby. Inform mothers that
newborns may be sleepy
while they recover from
birth but will wake up and
be hungry by the time the
milk normally comes in.

Teach parents about the
normal newborn’s stools:
meconium, transitional,
and milk stools: colar,
consistency, smell, and fre-
quency (specify for bottle-
or breast-fed babies).

infant attachment; pre-
vents aspiration; ¥ middle
ear infections; ¥ gas, dis-
comfort, and spitting up;
facilitates stomach empty-
ing.

Feeding may need to be
repeated if latge amount
was vomited. Increasing
force and frequency of
vomiting may indicate
pyloric stenosis.

Formula takes longer to
digest than breast milk so
the infant can usually go
longer between feedings.
Formula should be thrown
away after 1 hour to pre-
vent contamination.

Praise enhances self-esteem
and promotes parental
role-attainment. Mothers
may feel like failures if the
infant is sleepy and won't
nurse “on time.”
Reassurance promotes con-
fidence.

Teaching helps parents to
identify normal variations
in infant stools.

Provide written and verbal
instructions on infant
feeding (and formula
preparation) at discharge
per infant’s caregiver.
Provide phone number of
nursery and information
about community
resources (specify: e.g.,
WIC, La Leche League).

Evaluation

Instruction and resources
help parents care for their

baby after discharge.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did newborn demonstrate effective suck and
swallow reflexes? Did breast baby nurse well dur-
ing 1st 4 hours? Did bottle baby retain 1st water
and formula? How many wet diapers in last 24

hours? What % of birth-weight has infant lost?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Injury, Risk for

Related to: Immaturity and dependency on others

for care.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not experience injury by

(date/time to evaluate).




NEWBORN

239

Outcome Criteria

Newborn receives vitamin K injection. Mother
demonstrates safety when handling, positioning,
and caring for infant. Metabolic screening is

begun before discharge.

INTERVENTIONS

RATIONALES

Administer vitamin K, per
order (specify time, dose)
IM into the middie third

of the vastus lateralis.

Place matching identifica-
tion bands on infant’s arm
and leg and mother’s arm
before separating mother
and baby. Check numbers
before giving infant to
mother.

Obtain footprints and
mother’s fingerprint per
protocol before separation.

Inform parents about hos-
pital’s infant security sys-
tem (specify).

Promote attachment and
bonding at every opportu-
nity. Perform most infant
care at bedside and teach
parents to provide care.
Praise parents’ skill and
point out infant’s individu-
ality and response to them.

Perform physical assess-
ment and gestational age
assessment of newborn.
Obtain B/P and heel-stick
Hct per order (specify).
Notify caregiver of abnor-
mal findings.

Vitamin K is synthesized
by intestinal bacteria and
used in production of pro-
thrombin. Injection is pro-
vided to prevent neonatal
hemorrhage. The vastus
lateralis is a safe site for
neonatal injections.

Matching identification
prevents mix-up of moth-
ers and babies.

Prints may be used for
identification if well done.
Also given as souvenirs

Infant security system pre-
vents abduction.

Interventions enhance par-
ents’ motivation and care-
giving skills to promote
infant safety.

Assessments provide infor-
mation about abnormali-
ties and risk factors. ¥
B/P may indicate hypov-
olemia, T Het > 65%
indicates polycythemia.

INTERVENTIONS

RATIONALES

Assess blood glucose level
per protocol (specify).
Initiate feeding per orders
(specify) if blood sugar is
< 40 mg/dL, and re-check
blood glucose level.

Monitor infant for devel-
opment of jaundice.
Notify categiver.

Teach family to pick up
and always hold infant by
supporting neck and spine.
Demonstrate various posi-
tions (e.g., football hold,
cradling, and upright).
Assist family to rerurn-
demonstrate. Instruct fam-
ily to never shake the baby.

Teach family to position
infant on right side, sup-
ported by a rolled blanket,
after feeding. Inform fami-
ly that infant should not
sleep on his stomach or
with a pillow.

Show family how to use
the bulb syringe to clear
excess secretions and stim-
ulate the infant to cry
should he become pale or
apneic. Reassure family
that a nurse will respond
quickly to their concerns
during hospitalization.

Teach parents how to
bathe their baby, prevent-
ing chilling or burning.
Instruct them to give
sponge baths only until the
cord falls off.

Hypoglycemia may result
in brain damage.

Neonatal jaundice indi-
cates hyperbilirubinemia
that, if severe, may cause
kernicterus and brain dam-
age.

Teaching family to support
infant’s neck and spine
helps prevent injury to the
spinal cord.

Infants sleeping on their
stomach have an increased
incidence of SIDS. Placing
infant on right side after
eating facilitates stomach

emptying.

Information assists family
to clear infant’s airway.

Teaching helps family pre-
vent cold stress or hyper-
thermia. Sponge bathing
helps keep the cord dry to
prevent infection.
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INTERVENTIONS RATIONALES
Teach family to never leave Teaching prevents falls.

infant alone on an unpro-
tected surface.

Provide information on
normal infant behavior
and care. Teach ways to
comfort a crying infant:
burping, feeding, chang-
ing, motion, use of a paci-
fier, etc.

Obtain specimens for
metabolic screening before
discharge. Inform parents
of the need for repeat test-
ing (specify where and
when).

Provide appointment for
newborn check up. Inform
parents about the need for
immunizations for their

baby.

Reinforce teaching and
provide the nursery phone
number and written infor-
mation on infant care at
discharge. Ensure that
infant is propetly placed in
a car seat at discharge.

Evaluation

Infant may roll or turn
over before parents expect.

Anticipatory guidance
helps parents to provide
safe care for their baby.

Metabolic screening pro-
vides information about
conditions that can cause
mental retardation or
handicaps unless treated.

Newborn exams and
immunizations help identi-
fy abnormalities and pre-
vent serious illness.

Reinforcement helps par-
ents assimilate informa-
tion. Phone number pro-
vides additional help after
discharge. A properly used
car seat protects the infant
riding in an automobile.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Date, time, dose, route and site of vitamin K
injection? Was metabolic screening begun? Did
mother demonstrate safe care and handling of her

baby?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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The newborn home visit allows assessment of the
home environment and family adaptation to hav-
ing a new baby. The family benefits from an
opportunity to have their questions answered in
the comfort of their own home. Anticipatory
guidance is provided to promote optimal growth
and development of the infant. The care plan is
based on a review of prenatal and hospital records
and assessments made during the visit.

Nursing Gare Plans
Family Coping: Potential for Growth (169)

Related to: Effective family adaptation to birth
and care of newborn.

Defining Characteristics: Family members are
able to describe the impact of the new baby.
Family members are moving in the direction of
providing a healthy and growth-promoting envi-
ronment and lifestyle.

Additional Diagnoses and Plans
Health Seeking Behaviors

Related to: Limited knowledge and experience
caring for a newborn.

Defining Characteristics: Infant’s mother and
family seek information to promote the infant’s

health (specify: e.g., “When should I feed him

cereal? Does he need to eat more?” etc.).

Goal: Family will obtain information about pro-
moting infant health by (date/time to evaluate).

QOutcome Criteria

Family participates actively in home visit by ask-
ing questions about their baby. Family states
intentions to keep all well-baby appointments and
obtain immunizations on schedule.

INTERVENTIONS

RATIONALES

Invite family to participate
in assessments of their
baby. Provide continual
information as obtained
and praise positive parent-
ing evidence.

Note general appearance,
hygiene, warmth, and
color of infant.

Evaluate anterior fontanel,
infant’s head and eye
movement. Evaluate baby’s
response to noise.

Auscultate infant’s heart
rate and thythm, and
breath sounds. Note respi-
ratory rate and effort.

Inspect umbilicus for red-
ness or drainage. Note
whether cord has fallen off.
Ask family about bathing
and skin care practices.
Teach not to use powders
on baby.

Evaluate diaper area for
rashes. Suggest frequent
diaper changes, exposing
the area to air several times
a day and use of a bartier
ointment (e.g., A&D) for
diaper rash.

Ask family about infant’s
elimination patterns: fre-

Participation enhances
family’s knowledge about
their baby and promotes
feeling comfortable when
asking questions.

Assessment provides infor-
mation about family’s need
for more information relat-
ed to hygiene, appropriate
coverings, or neonatal
jaundice.

Provides information
about hydration and
Neurosensory status.

Cardiorespiratory assess-
ment provides information
about infant’s physiologic
health.

Assessment provides infor-
mation about family’s
understanding of bathing
and skin care for their
baby. Powders may be
aspirated and cause irrita-
tion.

Diaper rash is a common
parental concern. Exposure
to air facilitates healing;
ointments protect the skin
from urine and feces.

Information about elimi-
nation indicates adequate
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INTERVENTIONS

RATIONALES

quency, color, and consis-
tency of stools; # of wet
diapers per day.

Ask family about infant’s
sleeping pattern during the
day and night. Provide
reassurance and suggest
sleeping when the baby
does for the first few
weeks.

Weigh the infant and com-
pare to birch weight. Ask
family about infant feeding
behavior: If breast-feeding,
is milk in? How often, and
for how long does baby
nurse? For formula babies,
how often and how many
ounces does he take?

Provide information and
support for feeding as
needed (specify).

Assess attachment and
bonding: Does family
touch and comfort infant?
Do they talk to him mak-
ing eye contact? Do they
say nice things about the
baby? Does baby respond?

Assess sibling’s response to
the new baby. Provide
information about safety
related to siblings.

Assess infant’s sleeping area
for safety concerns: screens
on windows, firm crib
mattress without pillows.
Crib: not painted with
lead-based paint; slats no >
2 3/8 inches apart; side
rails kept up and locked.
Provide infotmation as
needed.

nutrition and function of
the gastrointestinal system.

Many babies seem to have
their days and nights con-
fused during the eatly
weeks. Parents often seek
information about how to
cope with fatigue.

Successful feeding with
weight gain indicates ade-
quate infant nutrition.

Mothers may have many
questions and concerns

about feeding their baby.
A lack of bonding behavior

may indicate ineffective
parenting. Lack of infant
attachment behavior may
indicate sensory deficits.

Focusing on siblings pro-
motes self-esteem. Sibling
rivalry depends on the
older child’s age and
dependency needs.

Assessment provides infor-
mation about family’s
knowledge, or need for
information about safety.

INTERVENTIONS

RATIONALES

Encourage family to ask
questions. Reinforce need
for follow-up immuniza-
tions, metabolic screening,
and well-baby check-ups.

Refer family as indicated
(specify: e.g., additional
home visit for specific
need, social services, WIC,
AFDC, support groups,
etc.).

Evaluation

Family should feel com-
fortable secking informa-
tion about healthy behav-
iors for their baby.
Reinforcement of impor-
tant preventive-care needs
improves compliance.

Family may need addition-
al assistance to provide
optimum care for their
new baby.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
g p y

(Did family participate in home visit? Does family
state intent to provide preventive health care for

their baby?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Infant Behavior, Organized: Potential for

Enbanced

Related to: Normal infant behavior.

Defining Characteristics: Infant is able to regulate
heart rate and respiration (specify rates). Infant
exhibits normal reflexes (specify). Infant’s move-
ments are smooth without tremors. Infant exhibits
appropriate state behaviors (specify: e.g., sleeps
soundly, is alert upon waking, follows object with
eyes, responds to sound, etc.). Infant is consoled

easily (describe).

Goal: Infant will continue appropriate growth and

development.

Outcome Criteria

Parents verbalize understanding of normal infant
behavior, Parents verbalize intent to stimulate
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infant development appropriately (specify: e.g.,
provision of visual, auditory, and tactile sensory
input). Parents demonstrate ways to decrease

excessive stimulation.

INTERVENTIONS

RATIONALES

Discuss infant’s needs for
sleep and stimulation with
parents. Identify different
infant states: deep sleep,
active REM sleep, drowsy,
awake, quiet alert, over-
stimulated, and crying.

Provide parents with a list
of possible infant behav-
ioral cues.

Assist parents to identify
their baby’s behavioral cues
indicating stability and
organization (quiet, alert,
consolable or self-consol-
ing) compared with peri-
ods of disorganization and
distress (crying, arching,
looking away, yawning).

Instruct patents to respond
appropriately to infant’s
cues by providing interac-
tion and stimulation dur-
ing periods of organization
and comfort with
decreased stimulation
when disorganized.

Suggest ways to provide
visual stimulation: chang-
ing mobiles with medium-
range, high-contrast colors
and geometric shapes or
human faces; changing
facital expressions and
mimic infant’s expressions.

Suggest ways to provide
auditory stimulation: clas-

Discussion facilitates par-
ents’ understanding of
theit baby’s behaviors and
needs.

A list helps parents identi-
fy infant behaviors they
may have overlooked.

Assistance enables patents
to explore their infant’s
behavioral cues and what
they mean.

Instruction provides infor-
mation about ways to
enhance infant’s develop-
ment.

The newborn prefers dis-
tinct shapes, colors, and
the human face. Infant
responds by fixed staring,
bright, wide eyes to new
visual stimuli.

Infants respond to sound
by becoming alert and

INTERVENTIONS

RATIONALES

sical music, vary speech
tone and patterns, reciting
poetry, using the infant’s
name frequently.

Suggest ways to provide
tactile stimulation: skin-to-
skin contact, gentle touch,
stroking, infant massage,
and toys with varied tex-
tures.

Suggest rocking, infant
swing, placing infant in a
front-cartier and going to a

walk.

Discuss hand-to-mouth
behaviors as self-consoling.
Provide information about
the infant’s need for non-
nuttitive sucking,

Help parents identify ways
to decrease excess stimula-
tion: proving a quiet place
to sleep, decreasing excess
noise, etc.

Praise parents for promo-
tion of their infant’s devel-
opment.

Provide anticipatory guid-
ance about infant growth
and developmental
changes. Provide referral to
parent groups or commu-
nity agencies as indicated.

Evaluation

searching for the source.

Touch may help the new-
born return to organized
state when upset: e.g.,
swaddling, patting.

Movement is often sooth-
ing to the infant and pro-
vides vestibular stimula-
tion.

Infants have an innate
need to engage in sucking
which eating alone may
not satisfy. Allowing hand-
to-mouth or use of a paci-
fier may meet the infanc’s
needs.

Infants need periods of
calm and decreased stimu-
lation in order to reorga-
nize behaviors.

Praise promotes parental
self-esteem and enhances
developmentally appropri-
ate infant care.

Anticipatory guidance and
SUppOTrL groups assist par-
ents to provide appropriate
stimulation to meet their
baby’s changing develop-
mental needs.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)
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(Did parents verbalize understanding of normal
infant behavior? Did parents verbalize intent to
stimulate their baby appropriately? Did parents
demonstrate comforting and ways to ¥ stimula-
tion of their infant?)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Nutrition, Altered: Risk for More Than
Body Requirements

Related to: Parents’ lack of knowledge about
infant nutrition needs, familial obesity.

Defining Characteristics: Parents and/or siblings
of infant are obese. Infant is gaining excessive
weight for age (specify). Parent reports feeding
infant solid food before 4-5 months of age (speci-

fy).

Goal: Infant will receive nutrition appropriate for
age by (date/time to evaluate).

Outcome Criteria

Infant will gain appropriate weight for age (speci-
fy: e.g., 1 ounce per week). Infant is fed a diet
appropriate for age (specify: e.g., breast milk, iron-
fortified infant formula).

INTERVENTIONS RATIONALES

Assess infant’s weight gain
compared to expected
gain. Assess daily intake.

Assessment provides infor-
mation about excessive

weight gain and feeding.

Assess parents’ beliefs Parental beliefs may need
about infant feeding and to be challenged to pro-
weight gain (e.g., does mote proper infant feed-
cereal help the baby sleep ing.

through the nighte? A fat

baby is a healthy baby?).

Provide information about
the infant’s non-nutritive
sucking needs.

Parents may be feeding the
infant too much just
because he appears to
enjoy sucking.

INTERVENTIONS

RATIONALES

Provide accurate informa-
tion to parents about their
baby’s daily calorie needs
(specify) and how many
ounces of formula he
needs daily (specify) or
approximation with nurs-
ing mothers.

Provide information about
infant’s iron needs. Teach
parents to use iron-forti-
fied formula as instructed
by their caregiver. Instruct
breast-feeding mothers to
continue to take prenatal
vitamins and iron and eat
a healthy diet while nurs-
ing their babies.

Explain to parents that
solid food remains mostly
undigested in the new-
born’s stomach, providing
him with little nourish-
ment. Teach parents to
delay introduction of solid
food until 4-6 months.

Assist family to evaluate
their eating habits.
Reinforce positive eating
habits and discuss the con-
sequences of obesity.

Help family plan a nutri-
tious diet based on the
food guide pyramid and
excluding excess fat and
calories. Provide written
(or picture) resources.

Refer family members to a
dietitian or community
resources as indicated
(specify: e.g., weight-loss
groups).

Accurate information helps
parents develop an appro-
priate feeding plan for
their baby.

Term newborns have
stored enough iron in their
liver for approximately 4-6
months. Milk has little
iron content.

Feeding the infant doesn’t
result in appreciably longer
sleep periods and is not
beneficial to the infant.

If the family has poor eat-
ing habits with obesity, the
infant will grow up learn-
ing poor habits. Obesity is
implicated in heart disease,
diabetes, and early death.

Parents may be unfamiliar
with nutritional needs and
meal-planning using the
food guide pyramid.
Written ot picture
resources will help in the
future.

Referral helps the family
gain additional informa-
tion and support for
dietary changes.
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Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Is infant’s weight gain appropriate? Specify. Is
infant being fed an appropriate diet? Specify.)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Male circumcision is the surgical removal of the
foreskin (prepuce) covering the glans penis. This is
usually done for religious, cultural, or social rea-
sons. There have been conflicting medical recom-
mendations for and against circumcision in recent
years. The American Academy of Pediatrics, in
1989, stated “Newborn circumcision has potential
medical benefits and advantages as well as disad-
vantages and risks.”

Religious circumcision rites are usually performed
after the infant is discharged. When circumcision
is to be performed in the hospital, the parents
need to give informed consent and the procedure
is usually done on the day before discharge. The
procedure is delayed if the infant is preterm,
unstable, or has urethral anomalies or evidence of
a bleeding disorder.

* pain
* hemorrhage
* infection

* damage

¢ The infant should have received his vitamin K
injection at birth; the procedure is done several
hours after a feeding to prevent vomiting and
aspiration

¢ The infant is restrained on a circumcision board
with arms and legs secured to prevent move-
ment

* Anesthesia: none, or an anesthetic cream

applied topically, or dorsal penile nerve block

with 1% lidocaine without epinephrine

* Circumcision is performed using a clamp
(Gomco, Mogen) or Plastibell; the clamp is
removed after circumcision, the rim of the
Plastibell remains in place until it falls off after

a week

Nursing Gare Plans
Infection, Risk for (235)

Related to: Incision site for microorganism inva-

sion and colonization.

Additional Diagnoses and Plans

Pain

Related to: Tissue trauma secondary to surgery.

Defining Characteristics: Infant is crying, irrita-

ble, and restless with interrupted sleep patterns
(describe for individual infant).

Goal: Infant will demonstrate decreased pain by

(date/time to evaluate).

Outcome Criteria

Infant sleeps without disturbance. Infant is not

grimacing or crying.

INTERVENTIONS

RATIONALES

Assess infant for signs of
pain during and after pro-
cedure: grimacing, crying,
restlessness and interrup-
tion in normal sleep pat-
terns.

Apply sterile 4X4 gauze
pad with petroleum jelly
or A&D ointment to cir-
cumcised penis (except if
Plastibell was used). Cover
with a loose diaper.

Assessment provides infor-
mation about physiologic
responses to pain.

Sterile lubricated gauze
prevents the wound stick-
ing to the gauze and pro-
tects the wound from
pathogens. Loose diapers
decrease pressure on the
wound.
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INTERVENTIONS RATIONALES Evaluation

Dress and wrap infant in a ‘The infant has not eaten (Date/time of evaluation of goal)

blanket and take him to for several hours before cir- 5 3 . 5

his mother to be fed and cumcision and may have (Has goal been met? not met? partially met?)

comforted immediately
after circumcision.

Instruct mother to cuddle
and talk to her baby while
feeding him and to avoid
putting pressure on the
penis until healed.

Position infant on his side
after circumcision. Provide
access to his hands or a
pacifier if mother agrees,
for non-nutritive sucking.

Observe infant for voiding
after circumcision. Note
amount and adequacy of
stream. Instruct parents to
monitor voiding and noti-
fy caregiver if infant has
problems voiding.

Change and teach parents
to change diapers frequent-
ly after circumcision.

Cleanse and teach parents
to clean the penis by
squeezing water over it and
apply the lubricated gauze
(except Plastibell citcumci-
sion) and loose diaper for
2 to 3 days after circumci-
sion.

Administer mild analgesics
if ordered (specify drug,
dose, route, times).

Teach parents whose infant
was circumcised with a
Plastibell that the rim
should fall off within 8
days and to notify caregiv-
er if it doesn't.

become chilled during the
procedure.

Instruction helps the
mother comfort her baby
and avoid discomfort.

Side-lying decreases pres-
sure on the penis. Sucking
provides comfort for the
infant.

Edema after surgical proce-
dure may interfere with
infant’s ability to void.

Teaching prepates parents
to care for their baby.
Urine is irritating to the
open wound.

Cleaning removes urine
and promotes healing.
Water only is squeezed
over penis to avoid chemi-
cal or mechanical injury.

Specify action and side
effects of drug if ordered

Parents need information
to prevent complications
after discharge.

(Is infant crying? grimacing? Sleeping uninterrupt-

ed?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Fluid Volume Deficit, Risk for

Related to: Active losses secondary to surgical
complication. Increased vulnerability secondary to

immaturity.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will exhibit adequate fluid volume by

(date/time to evaluate).

Outcome Criteria

Infant will exhibit no bleeding from circumcision
site after procedure. Infant’s intake will be similar
to output. Infant’s mucous membranes will be
moist, fontanels flat, and skin turgor elastic.

INTERVENTIONS

RATIONALES

Ensure that vitamin K was
given at birth. Assess fami-
ly history for bleeding dis-
orders. Notify caregiver
before surgical procedures
are done.

Assess surgical site for
bleeding after procedure.
Apply gentle pressure to
the area with sterile gauze
and notify the physician.

Teach parents not to wipe
off the yellow-white exu-
date that forms on the
penis after circumcision.

Vitamin K is needed for
prothrombin synthesis.
Infant may have an inher-
ited clotting disorder.

Pressure is used to obtain
hemostasis. The physician
may order application of

gel foam or need to ligate
the blood vessel.

The exudate is granulacion
tissue. Removal may cause

bleeding.
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INTERVENTIONS

RATIONALES

Assess infant’s heart rate
and respiration after proce-
dure.

Observe and instruct par-
ents to check circumcision
site for signs of bleeding
during each diaper change.

Weigh infant daily and

compare to previous

weight,

Monitor all intake and
output (specify: e.g., weigh
or count diapers), check
fontanels and skin turgor q
8 hours.

If infant is receiving IV
fluids, monitor houtly
180, utine specific gravity
and glucose, and lab values
for Hgb, Het, and elec-
trolytes as obtained.

Maintain a neutral thermal
environment. Humidify
any oxygen the infant
receives.

Evaluation

Tachycardia and tachypnea

may be signs of excessive
fluid loss.

Frequent observation pre-
vents hemorrhage.

Weight loss should not be
more than 1% ta 2% per
day. Excess may indicate
dehydration

Intake and output provides
information about fluid
balance. Dry mucous
membranes and poor skin
turgor indicate tissue dehy-
dration.

IV fluids put the infant at
risk for FVD or FVE,
Urine sp. gravity > 1.013
indicates dehydration, gly-
cosuria may cause osmotic
diuresis, lab values indicate

hydration and electrolyte
balance.

Excessive heat from radiant
warmers or phototherapy
1 fluid losses. Humidified
oxygen prevents drying of
mucous membranes.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did infant have any bleeding after circumcision?
What is infant’s I8&O? Describe infant’s skin tur-
gor, mucous membranes, and fontanels.)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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As a religious rite: Jewish males are circumcised on their 8th day as a symbol of a biblical covenant.
Islamic males are circumcised between 4 and 13 years of age.

As a rite of passage to manhood, circumcision is performed at puberty in some cultures.

In the United States, circumcision is often done to conform to the cultural norm: because the baby’s father
or brothers were circumcised

Medical opinions and research findings are inconclusive about the health benefits of neonatal circumcision.
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Preterm Infant

An infant born before 37 weeks of gestational age
is described as preterm. The preterm infant may
have difficulty adapting to extrauterine existence
because of the premature function of his body sys-
tems. The younger the infant, the more problems
are likely to arise. Thus, infants born after 30
weeks gestation have a better prognosis than those
born earlier.

Size is not a good indication of gestation as some
infants are small for their gestational age (SGA),
or large for gestational age (LGA). The term low
birth-weight (LBW) is assigned to an infant
weighing less than 2500 g., very low birth-weight
(VLBW) for those less than 1500 g. and extremely
low birth-weight (ELBW) infants weigh less than
1000 g.

Complications

* Respiratory Distress Syndrome (RDS)
¢ Ineffective temperature regulation

s Persistence of fetal circulation: Patent Ductus

Arteriosus (PDA)
o Intraventricular hemorrhage (IVH)
* Infection
* Necrotizing Enterocolitis (NEC)
* Feeding problems
* Fluid & Electrolyte imbalances
* Hyperbilirubinemia

 Complications related to intensive care

* Respiratory assessment and support; surfactant

replacement; oxygen; artificial or mechanical
ventilation

s Maintenance of a neutral thermal environment

* Careful management of fluid and electrolytes:

insertion of an umbilical artery catheter (UAC)
or IV

* Lab tests, x-rays, CT scans, sensory and devel-
opmental testing

* Medications as indicated: e.g., surfactant,
antibiotics, indomethacin for PDA, etc.

* Nutritional assessment and support: blood glu-
cose monitoring, TPN, breast milk, or 24 calo-
rie formula via gavage if unable to suck and
swallow

* Treatment of complications as they arise

Nursing Care Plans
Thermoregulation, Ineffective (234)

Related to: Immaturity and lack of subcutaneous
and brown fat.

Defining Characteristics: Specify infant’s gesta-
tional age and birth weight. Specify temperature
variations and use of warming devices.

Gas Exchange, Impaired (269)

Related to: Insufficient surfactant production.
Immature neurological development.

Defining Characteristics: Specify gestational age,
Apgar, blood gases, color, respiratory effort, etc.

Fluid Volume Deficit, Risk for (248)

Related to: Inadequate intake and excessive losses
secondary to preterm birth.
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Infection, Risk for (235)

Related to: Sites for invasion of microorganisms.
Immature immunological defenses secondary to
preterm birth.

Parent-Infant Attachment, Risk for Altered
(219)

Related to: Barriers to attachment secondary to
neonatal intensive care of preterm infant.

Infant Behavior, Disorganized (301)

Related to: Immature CNS secondary to preterm
birth.

Defining Characteristics: Specify for infant (e.g.,
periods of apnea, bradycardia, muscle
twitching/tremors, difficult to console, weak cry,
etc.).

Additional Diagnoses and Plans
Breathing Pattern, Ineffective

Related to: Immature neurological and pulmonary
development and fatigue.

Defining Characteristics: Preterm birth (specify
gestational age), changes in respiratory rate and
patterns: tachypnea, apnea, nasal flaring, grunting,
retractions (specify for infant).

Goal: Infant will experience an effective breathing
pattern by (date/time to evaluate).

Qutcome Criteria

Infant’s respiratory rate is between 40 and 60
breaths per minute. Infant experiences no apnea.

INTERVENTIONS RATIONALES

Assess respiratory rate and
pattern. Note nasal flaring,

Assessment provides infor-
mation about neonate’s

INTERVENTIONS

RATIONALES

grunting, retractions,
cyanosis, and apnea.

Provide respiratory assis-
tance as needed: suction,

oxygen, PPV.

Assist with intubation and
surfactant administration if
needed.

Collaborate with the
physician and respiratory
therapist to maintain effec-
tive mechanical ventilation
for infant as indicated
{specify: e.g., IPPB, inter-
mittant positive-pressure

breathing).

Position infant on side
with a rolled blanket
behind his back.

Administer medications as
ordered (specify drug,
dose, route, times: e.g.,
calcium gluconate, amino-

phylline, caffeine).

Provide tactile stimulation
during periods of apnea.

Evaluation

ability to initiate and sus-
tain an effective breathing
pattern.

Assistance helps the new-
born by clearing the air-

way and promoting oxy-
genation.

The infant may need
mechanical assistance with
breathing. Surfactant is
needed to keep the alveoli
open.

Collaboration ensures that
the infant receives opti-
mum care. Mechanical
ventilation may be
required to maincain respi-
ration and oxygenation.

Side-lying position facili-
tates breathing.

Specify action of drugs
ordered.

Stimulation of the sympa-
thetic nervous system
increases respiration.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is infant’s respiratory rate? Is infant experi-
encing periods of apnea?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Nutrition, Altered: Less Than Body

Requirements

Related to: High metabolic rate, inability to ingest

adequate nutrients.

Defining Characteristics: Preterm (specify gesta-
tional age), respiratory distress, unable to suck or
swallow (specify: e.g., gags, drools, tires quickly);
(specify current caloric intake compared to calcu-

lated needs).

Goal: Infant will obtain adequate nutrition by

(date/time to evaluate).

QOutcome Criteria

Infant receives adequate calories to meet metabolic

needs (specify). Infant gains 20-30 g. per day after

stabilization.
INTERVENTIONS RATIONALES
Weigh infant daily. Daily weights indicate

Maintain strict hourly
intake and output.

Encourage mothers who
want to breast-feed their
babies. Provide informa-
tion on pumping, freezing,
and delivery of milk to the
hospital.

Decrease metabolic needs
of infant: maintain neutral
thermal environment, sup-
port oxygenation, decrease
stimulation.

Administer parenteral flu-
ids and TPN as ordered
(specify). Assess site and
rate hourly.

growth. After stabilization,
the infant should gain 20-
30 g/day. Strict intake and
output provides informa-
tion about FVD or FVE.

The mother may need to
pump her breasts to ensure
milk supply for when the
infant is able to breast-

feed.

Increased metabolism
requires 1 calories and ¥
those available for growth.

Total parenteral nutrition
(glucose, protein, elec-
trolytes, vitamins and min-
erals) may be needed for
extremely preterm infants

INTERVENTIONS

RATIONALES

Monitor for complications
of TPN (frequent blood
glucose checks [specify fre-
quency]; utine glucose,
protein, and specific gravi-

ty q 8h).

Observe for complications
of intralipids (infiltration,

temperature, vomiting,
and dyspnea).

Assess infant’s suck, swal-
low, and gag reflexes, and
bowel sounds.

Administer OG feedings if
infant has a weak suck,
swallow, and gag reflex, as
ordered (specify: e.g.,
breast milk or '/2 strength
formula - Pregestimyl).
Provide for non-nutritive

sucking with a pacifier or
hands.

Initiate oral feedings as
ordered (specify) if infant
has a coordinated suck and
swallow reflex. May need
to use a nipple for preterm
babies if bottle feeding.

Monitor for tespiratory
distress and fatigue with
feeding. Combine oral and
OG feedings as indicated
by infant’s response.

or those who can't tolerate
oral feeding.
Complications include
infiltration, FVE, and sep-
sis.

TPN may result in com-
plications such as hyper-
glycemia, osmotic diuresis
and dehydration.

Intralipids {facty acids) are
also needed for nutrition
and growth,

The infant needs a coordi-
nated suck and swallow
reflex, and an effective gag
reflex in order to begin
oral feeding. Bowel sounds
indicate peristalsis.

Orogastric feeding pro-
vides adequate calories.
Non-nutritive sucking may
gain weight.

When the infant is mature
enough, oral feedings are
begun. A preterm nipple
has a larger hole and is eas-
ier to suck on.

Monitoring provides infor-
mation about infant’s tol-
erance of feeding.
Combined OG and oral
nippling ensures adequate
calories are obtained.
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INTERVENTIONS RATIONALES INTERVENTIONS RATIONALES
Advance formula strength Advancing the formula Assess infant’s prenatal and Hypoxic events 1 blood

as tolerated per orders
(specify).

Monitor for complications
of oral feeding: assess
bowel sounds, measure
gastric residual, observe for
diarrhea, abdominal dis-
tention, occult blood in
stools.

Refer mother to lactation
specialist if needed. Praise
the quality of the mother’s
milk and reinforce desir-
ability to breast milk for
the baby.

Evaluation

slowly ensures tolerance.

Monitoring for complica-
tions allows early identifi-
cation and treatment. The
preterm infant is at risk for
NEC.

Referral assists the mother
to initiate and maintain
lactation. Providing milk is
an important mothering
activity and should be
praised.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(How many calories is infant receiving? What is
infant’s weight gain (or loss) pattern?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Injury, Risk for

Related to: Immature central nervous system:

? ICP, hypoxia, 4 bilirubin, and stress.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not experience CNS injury by

(date/time to evaluate).

Outcome Criteria

Infant does not exhibit any sign of seizures.
Anterior fontanel is flat and soft.

birth history for signs of
fetal distress or perinatal
hypoxia.

Provide a neutral thermal
environment.

Maintain adequate oxy-
genation. Avoid rapid fluid

administration.

Suction infant infrequently
and only as needed.

Position and turn infant
with head in alignment
with body and slightly ele-
vated (15°-30°).

Monitor TPR and B/P per
protocol (specify frequen-

cy).

Assess fontanels and head
circumference (specify fre-

quency).

Continuously monitor
infant for subtle changes in
behavior: lethargy, hypoto-
nia, 1 apnea and brady-
cardia, signs of seizures.

Monitor diagnostic studies
as obrained (specify: e.g.,
ultrasound of head).

Monitor labs as obtained:
Het, blood glucose, calci-
um, electrolytes, and
bilirubin levels.

Decrease stimulation by
clustering care and han-

flow to the CNS possibly
causing rupture of fragile
cerebral capillaries and
hemorrhage (IVH).

Cold stress results in 1
need for oxygen and a
physiologic stress response.

Interventions prevent +
ICP or rapid changes in
fluid volume that may
rupture capillaries.

Suctioning increases ¥

ICP.

Elevation of head ¥ ICP
turning head to side 1
ICP.

Hypotension, apnea and
bradycardia, temperature

instability are signs of
IVH.

Signs of IVH include
bulging fontanels and
increasing head circumfer-
ence.

Subtle behavioral changes
may indicate IVH.

Routine ultrasound of the
head may be ordered with-
in 48 hours to r/fo IVH.

Alterations in lab values
may indicate thart the
infant is at P risk for
CNS damage

Preterm infants are at 1
risk for kernicterus and
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INTERVENTIONS

RATIONALES

dling infant as little as pos-

sible.

Decrease environmental
stimuli (specify: e.g., noise,
lights, movement, and

people talking).

Teach parents rationale for
restricting handling of
infant. Promote gentle
touch and comfort mea-
sures. Teach parents to rec-
ognize when infanc is over-
stimulated.

Provide pacifier as indicat-
ed for comfort to prevent
crying.

Provide pain medications
as needed for procedures
(specify drug, dose, route,
and indication).

Administer other medica-
tions as ordered (specify:
e.g., Phenobarbital,
indomethacin, vitamin E,
etc.).

Monitor infants who have
had an IVH for develop-
ment of hydrocephalus.

risk for kernicterus and
brain damage at lower
bilirubin levels than term
infants.

Overstimulation results in
a physiologic stress
response that *B/PP
and ICP that may result in
IVH. NICU environments
may be brightly lit, noisy,
and too stressful for the
VLBW or ELBW infant.

Parents may feel that they
are being excluded from
caring for their infanc.
Teaching helps parents
make decisions about their
infant.

Crying * ICP; a pacifier
may be comforting for
infant who can suck.

Pain and crying 4 ICP
and should be controlled.

Specify action of medica-
tions ordered (e.g.,
Phenobarbital to control
seizures, indomethacin to
close PDA and facilitate
oxygenation).

Infants who have experi-
enced IVH are at P risk
for development of hydro-
cephalus within a month.

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially mer?)

(Does infant exhibit signs of seizures? Is anterior

fontanel soft and flat?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Skin Integrity: Impaired, Risk for

Related to: Premature skin development: thin,
fragile skin, ¥ subcutaneous fat; ¥ movement;

substances applied to skin.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not experience break in skin
integrity by (date/time to evaluate).

Qutcome Criteria

Infant’s skin is intact without reddened or excori-

ated areas.

INTERVENTIONS

RATIONALES

Handle infant gently; do
not pull or twist skin.

Assess skin daily for
impaired integrity: red-
dened areas, dry, cracked

areas, or excoriation.

Position infant on a pres-
sure-reducing mattress
(fleece, flotation). Change
position as tolerated.

Avoid use of tape on
infant’s skin. If necessary,
use protective hydrocolloid
barrier under tape.

Preterm infant’s skin is
fragile and susceptible to

injury.
Assessment provides infor-
mation about impaired

skin incegrity so treatment
can begin early.

The preterm infant has ¥
fat to pad bony areas.
Position changes may be
stressful to the VLBW or
ELBW infant.

Preterm infant’s skin is
thin and not securely
attached to underlayers.
Pulling on tape may tear
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INTERVENTIONS

RATIONALES

Apply barrier to areas of
excoriation and monitor
healing. Allow barrier to
peel off by itself, do not
pull.

Use hydrogel electrodes.
Rotate daily and inspect
skin.

Provide mouth care and
apply lubricant if needed
for dry lips.

Wash infant only as need-
ed with warm water. Use
mild soap on diaper area
only if needed to remove
feces.

Apply oil or lubricant as
ordered for dry skin after
bathing.

Cover central line sites
with transparent dressing
and assess hourly. Change
dressing per agency proto-
col.

Ensure that alarms are
turned on for warming
devices.

Evaluate the need before
putting anything on the
infant’s skin (e.g., alcohol,
tincture of benzoin,
provodone iodine, etc.).

the baby’s skin. Barriers
provide protection to the

skin.

Barriers protect the skin,
promote healing, and
allow visualization of the
area.

Standard electrodes may
damage the infant’s skin.
Rotation and visualization
decreases the potential for
skin impairment.

The infant’s mouth may
become dry and cracked.

The infant doesn't require
daily bathing other than
eyes, mouth, and diaper
area. Soap is irritating and
drying to the skin.

Preterm infant’s skin
absorbs more substances
than term infant’s,
Safflower oil may provide
the infant with additional
fatty acids.

Transparent dressings allow
houtly assessment to pre-
vent infection.

Warming devices can burn
the infant’s delicate skin.

The preterm infant’s skin
may absorb harmful sub-
stances or suffer a chemical
burn from substances that
are not harmful to mature
skin. If the substance must

INTERVENTIONS RATIONALES

be used, washing it off ¥

the chance of injury.

Wash off after application.

Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Is infant’s skin intact without reddened or excori-
ated areas? Describe.)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Small for Gestational Age
(SGA, IUGR)

The infant who is at or below the tenth percentile
for weight compared to gestational age is designat-
ed as SGA or small for gestational age. Benign fac-
tors that can affect size include heredity, sex, and
altitude, with high altitudes producing smaller
infants. Chromosomal defects (e.g., trisomies) and
dwarf syndromes also result in SGA neonates.
Intrauterine growth retardation (IUGR) results in
an SGA newborn that has not received optimum
intrauterine oxygen and nutrients for appropriate
growth.

IUGR infants who have been chronically
deprived, exhibit symmetrical growth retardation.
All organs and body systems are proportional but
small. Causes include drug and alcohol abuse,
maternal smoking, chronic maternal anemia (e.g.,
sickle cell), vascular disease (heart, renal), multiple
gestation, chromosomal anomalies, and congenital

infections (TORCH, syphilis).

The infant who experiences deprivation later in
pregnancy, may reveal asymmetric growth retarda-
tion. The newborn exhibits normal head circum-
ference and length, but appears wasted with a
small chest and abdomen. Hypertensive disorders
(PIH), placental infarcts, and advanced diabetes
mellitus may result in vascular damage with
decreased uteroplacental perfusion.

* decreased fetal reserves
* oligohydramnios
¢ labor intolerance: fetal distress

* meconium aspiration

* cold stress

hypoglycemia

hypocalcemia
* polycythemia

hyperbilirubinemia

* Identification of the infant at risk for [UGR:
fundal height, serial ultrasound growth mea-
surements; ultrasound to rule out congenital
anomalies

* Delivery if close to term or deteriorating condi-
tion

* Suctioning of meconium and neonatal resuscita-
tion at birth

* Thermoregulation, early feeding

* CBC, TORCH titer, urine CMV and drug

screening, chromosome studies, total bilirubin

Nursing Care Plans
Thermoregulation, Ineffective (234)

Related to: Limited metabolic compensatory regu-
lation secondary to age and inadequate subcuta-
neous fat.

Defining Characteristics: Temperature fluctua-
tions (specify age/wt, temperature changes and use
of warmers).

Gas Exchange, Impaired (269)

Related to: Specify (e.g., decreased reserves, inef-
fective respiratory effort, meconium aspiration).

Defining Characteristics: Specify (e.g., pale color
or central cyanosis, blood gas results, etc.).
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Parenting, Altered (295) INTERVENTIONS RATIONALES
Related to: Specify (e.g., separation secondary to blood glucose level until
infant illness, maternal substance abuse during the infanc is able to replen-
pregnancy, unwanted pregnancy, etc.). ish stores.
Defining Characteristics: Specify (e.g., infant is in Assess heel stick blood glu- SGA infants ate ac high

. L h d cose level within first hour risk for hypoglycemia due
NICU due to meconium aspiration, mother use and per protocol (specify: to decreased glycogen

drugs or alcohol during pregnancy, etc.).

and Care Plans

Injury, Risk for

Related to: Insufficient glucose for CNS
secondary to IUGR and ¥ glycogen stores, ¥
enzymes needed for gluconeogenesis, and

metabolism.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not experience injury from
hypoglycemia by (date/time to evaluate).

Outcome Criteria

Infant’s blood glucose levels remain above 40 g/dL
for the first 24 hours, then above 45 g/dL. Infant
does not exhibit signs of CNS injury: tremors, jit-

INTERVENTIONS

RATIONALES

Provide a neutral thermal
environment for infant.

Assess for and respond
quickly to signs of respira-
tory distress.

Feed infant as soon as pos-
sible after birth: breast-
feeding or formula fol-
lowed by feedings q 2-3
hours.

Cold stress causes T
metabolism and further
depletion of glucose.

Respiratory distress results
in ? energy expenditures
and depletion of glucose.

Eatly feeding promotes
normal blood glucose lev-
els after the stress of labor
and birth. Frequent feed-
ing helps maintain a steady

e.g., q 1-2 hours x 6, then
q 6h). Notify caregiver if <
40 mg/dL.

Supplement breast- or bot-
tle feedings with OG feed-
ing as ordered (specify).

Administer IV fluids as
ordered (specify solution,
rate) via pump.

Assess IV site, fluid, and
rate hourly, Do not
increase rate to “catch up”
nor stop infusion abruptly.

Monitor hourly intake and
output.

Observe infant for signs of
hypoglycemia: tremors, jit-
teriness, lethargy, muscle
tone, swearing, apnea,
seizure activity, LOC.
Assess blood glucose level.

reserves and increased
metabolism.

The SGA infant may have
a weak suck and need sup-
plements in order to main-
tain blood glucose and 1o
receive adequate calories:

120-130 cal/kg/day.
IV fluids with 10-15%

glucose solution may be
needed. Excessive rate of
infusion can lead to hyper-
glycemia and cellular dehy-
dration.

Extravasation of fluids can
cause tissue necrosis.
Increasing the rate causes
hyperglycemia, abrupt dis-
continuation causes hypo-
glycemia. The infusion
needs to be tapered off for
infant to adapt.

Intake and output and
daily weights provide
information abour ade-
quate intake and weight
gain or loss.

Signs of cerebral hypo-
glycemia are similar to
signs of other complica-
tions. Blood glucose level
is tested to verify behav-
ioral clues.
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INTERVENTIONS

RATIONALES

Monitor lab resules for
hypocalcemia or sepsis.

Explain all procedures and
rationales to parents.
Provide time for questions
and offer reassurance as

needed.

Hypocalcemia is frequently
associated with hypo-
glycemia. The symptoms
of hypocalcemia and sepsis
are similar to those of
hypoglycemia.

Explanations and reassur-
ance help parents to cope
with unexpected and unfa-
miliar procedures

teriness, lethargy, seizures, and coma.

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is infant’s blood glucose level? Describe
infant’s behavior: Are there any tremors, jitteri-
ness, lethargy, signs of seizures or ¥ LOC?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Tissue Perfusion, Altered

Related to: Increased viscosity of blood.

Defining Characteristics: Infant exhibits (specify:
Hct > 65%, plethora, persistent peripheral
cyanosis, ¥ peripheral pulses, respiratory distress,
jitteriness, hypoglycemia, seizures, hyperbiliru-

binemia).

Goal: Infant will experience adequate tissue perfu-
sion by (date/time to evaluate).

Qutcome Criteria

Infant’s Het will be < 65%. Infant will be pink

without cyanosis.

INTERVENTIONS

RATIONALES

Monitor infant’s Hct levels
as obtained.

Observe continuously for
signs of respiratory distress
(tachypnea, flaring, grunt-
ing, retractions, and
apnea). Provide respiratory
support as needed.

Assess heart rate, peripher-
al pulses, color and color
changes q 1 hour.

Assess intake and output
(specify frequency).

Monitor blood glucose lev-
els (specify frequency).

Obsetve infant for signs of
CNS perfusion: behavior

changes, seizure activity.

Provide IV fluids as
ordered (specify).

Assist with exchange trans-
fusions as indicated.

Monitor bilirubin levels as
obtained.

Explain all procedures and
assessments to parents.

Het levels above 65% indi-
cate polycythemia, which
causes stuggish blood flow
and poor tissue perfusion.

Respiratory distress is relat-
ed to poor pulmonary tis-
sue perfusion with resul-
tant P PVR and persistent
fetal circulation.

Hypoxemia results in
tachycardia and possibly
heart failure. Peripheral
pulses may be ¥, with
peripheral cyanosis while
the rest of the infant
appears ruddy.

Poor renal perfusion may
result in kidney damage.

Hypoglycemia results from
¥ stores and 1 consump-
tion of glucose related 1o
P metabolic demands.

Observation provides
information about signs of
¥ central nervous system
perfusion.

Fluids may be ordered to
decrease blood viscosity.

Partial plasma exchange
transfusion may be indi-
cated to lower blood vis-
cosity.

Excessive RBC’s become
damaged in the capillaries
and break down releasing
bilirubin, The infant is at
high risk for hyperbiliru-

binemia.

Explanations help the par-
ents to cope with unfamil-
iar procedures.
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Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is infant’s Hct? Describe infant’s color.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Growth and Development, Altered

Related to: Insufficient nutrients and oxygen for
optimal intrauterine growth and development;

preterm birth.

Defining Characteristics: Size/gestational age dis-

crepancy (specify: e.g., SGA, IUGR, LGA).
Preterm birth (specify gestational age). NICU

environment instead of with parents.

Goal: Infant will experience improved growth and

development by (date/time to evaluate).

QOutcome Criteria

Infant gains 20-30g. per day after stabilization.
Infant is able to maintain a quiet-alert state with
varying facial expressions indicating interest.
Infant exhibits hand-to-mouth movements and

sucking.

INTERVENTIONS

RATIONALES

Assess infant’s weight daily.

Promote optimum nutri-
tion by assisting parents
with feedings as needed
(specify: e.g., referral to a
lactation consultant, offer-
ing formula q2h, etc.).

Discuss infant develop-
ment with parents and
solicit ideas for appropriate
stimulation.

Daily weights provide
information about contin-
uing patterns of loss or
gain.

Adequate nutrients are
needed for growth.

Parents need information
in order to promote opti-
mal development of their

baby.

INTERVENTIONS

RATIONALES

Observe infant’s behavioral
cues and provide stimula-
tion only as tolerated
(specify signs of stress for
this infant: e.g., tachycar-
dia, tachypnea, yawning,
withdrawal, crying, etc.).

Promote rest by clustering
care, decreasing unneces-
sary noise and stimulation,
and covering the isolette
during sleep.

Describe and promote
kangaroo care with par-
ents.

Suggest ways to stimulate
the infant (specify: e.g.,
mobiles, photos, talking to
the baby, tapes of music,
womb sounds, rocking,
stroking, etc.).

Assist parents to provide
shott periods of infant
stimulation and note
infant’s responses.

Encourage sibling visits
with preparation for what
they will see and hear in
the NICU environment.

Provide additional infor-
mation about infant devel-
opment and referrals to
support groups as indicat-

ed (specify).

Observation provides
information about the
individual infant’s need for
rest or appropriate stimula-
tion.

Promoting periods of rest
allows the infant to reorga-
nize and decrease oxygen
and glucose use.

Skin-to-skin contact
between parent and infant
promotes infant develop-
ment and parental bond-

ing.

Provision of infant stimu-
lation to promote develop-
ment is a parenting role.
Parents may benefit from
suggestions.

Short periods of stimula-
tion help the parents assess
how their baby is respond-
ing without offering too
much stimulation at once.

Sibling visits promote fam-
ily bonding, stimulate the
infant, and reassure the
siblings that their baby is
real. Preparation decreases
anxiety.

Additional information
promotes engagement and
effective parenting. Books,
videos, and other parents
are potential resources.
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Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(What is infant’s weight gain pattern? Describe
infant’s behaviors and responses to stimulation.)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Large for Gestational Age
(LGA, IDM)

The infant who is at or above the 90th percentile
for weight compared to gestational age is designat-
ed as LGA or large for gestational age. Benign fac-
tors associated with LGA infants include heredity
(large parents tend to have large infants) and sex,
with males being generally larger than females.
Pathologic factors may be erythroblastosis fetalis,
transposition of the great vessels, Beckwith-

Wiedemann syndrome, and the infant of a diabet-
ic mother (IDM).

The diabetic mother with poor glycemic control
and an uncompromised vascular system delivers
large amounts of glucose to her fetus. The fetus
responds with increased insulin production by the
islet cells in the pancreas. Insulin facilitates uptake
of glucose and glycogen synthesis, lipogenesis, and
protein synthesis. This results in a macrosomic
infant with increased fat stores and organomegaly.
Birth deprives the infant of the expected glucose
supply placing the neonate at high risk for com-
plications of hypoglycemia. Insulin also acts as an
antagonist to lecithin synthesis and inhibits pro-
duction of phosphatidylglycerol (PG), thereby
delaying pulmonary maturation.

Gomplications (IDM)

* CPD, birth trauma: shoulder dystocia, cephal-
hematoma, fractures, Erb’s palsy, facial paralysis

* oxytocin use, forceps or cesarean delivery
* RDS, slow respiratory development

* hypoglycemia, hypocalcemia

* polycythemia, hyperbilirubinemia

¢ cardiomegaly, congenital heart defects, caudal

regression syndrome

* Prevention through maternal glycemic control
during pregnancy

* Estimation of fetal size and pelvic adequacy —
possible planned cesarean birth

* Frequent blood glucose testing after birth
* IV therapy with 10%-15% glucose until stable

* Assessment for injury: x-ray, CT scan

Nursing Gare Plans
Gas Exchange, Impaired (269)

Related to: Immature respiratory development
and insufficient surfactant production secondary
to maternal diabetes mellitus.

Defining Characteristics: Specify (e.g., signs of
respiratory distress at birth, central cyanosis,
blood gases, or oximetry readings).

Tissue Perfusion, Altered (261)

Related to: Obstruction secondary to blood vis-
cosity/polycythemia.

Defining Characteristics: Specify (e.g., color, res-
piratory effort, hematocrit, etc.).

Growth and Development, Altered (262)

Related to: Excessive glucose use secondary to
maternal diabetes mellitus.

Defining Characteristics: Specify infant’s age,
weight, and percentile.
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Additional Diagnoses and Plans

Injury, Risk for

Related to: Birth trauma secondary to large size;
insufficient glucose secondary to transient hyper-

insulinism.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not experience injury from
macrosomia or hypoglycemia by (date/time to

evaluate).

Outcome Criteria

Infant does not exhibit signs of birth trauma: frac-
tures, cephathematoma, Erb’s palsy, or facial paral-
ysis. Infant’s blood glucose levels remain above 40

g/dL in the first 24 hours.

INTERVENTIONS

RATIONALES

Review labor progress and
birth records for indica-
tions of prolonged labor or
difficult delivery (e.g., for-
ceps, shoulder dystocia,
etc.).

Provide warmth and assess
for cardiorespiratory stabil-
ity at birth.

Assess for signs of congeni-
tal anomalies: heart
defects, caudal regression
syndrome.

Assess infant for bruising,
decreased movement of
arms or facial asymmetry.
Palpate clavicles for frac-
tures: note crepitus. Assess
head for molding and

Review provides informa-
tion about potential
injuries and guides a thor-
ough assessment.

Cold stress and respiratory
distress deplete the infant’s
blood glucose supply.

Infants of diabetic mothers
are at increased risk for
congenital defects: trans-
position of the great arter-
ies, VSD, PDA, femoral
hypoplasia, and caudal

regression syndrome.

Macrosomia or forceps
intervention may result in
bruising or injury. Nerve
injury to the brachial
plexus ot facial netve
results in decreased move-
ment.

INTERVENTIONS

RATIONALES

injury. Differentiate
between caput succeda-
neum and cephathe-
matoma by noting posi-
tion of swelling relative to
cranial sutures.

Report findings of injury
to caregiver. Arrange fur-
ther testing as ordered
(specify: e.g., x-ray, CT

scan, etc.).

Discuss birth injuries and
treatment plan with par-
ents. Allow time for ques-
tions and refer to caregiver
as needed.

Feed stable infant within
the first hour after birth:
breast-feeding or formula
followed by feedings q 2-3
hours.

Assess heel-stick blood glu-
cose level within first hour
and per protocol (specify:
e.g., q 1-2 hours x 6, then
q 6h). Notify caregiver if <
40 mg/dL.

Monitor lab results for glu-
cose, calcium, hematocrit,
and bilirubin levels.

Administer IV fluids via
pump as ordered (specify
solution, rate). Assess IV
site and rate houtly.
Monitor hourly intake and
output.

Titrate feedings and IVF as
ordered to maintain ade-
quate blood glucose levels.

Additional testing may be
indicated to confirm clini-

cal findings.

Parents may become angry
about birth injuries.
Discussion and referral
helps increase understand-
ing.

The infant with hyperin-
sulinism will quickly
deplete his blood glucose
after birth.

Frequent blood glucose
assessments provide infor-
mation about effectiveness
of feedings or IVF in
maintaining blood glucose.

The infant of a diaberic
mother is also at risk for
hypocalcemia, poly-
cythemia, and hyperbiliru-

binemia.

1V glucose may be indicat-
ed to maintain blood sug-
ars. Frequent assessment
prevents complications of
IV therapy. Hourly 1&O
provides information

about fluid balance.
The infant will gradually

decrease insulin produc-
tion as glucose supply is
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INTERVENTIONS

RATIONALES

Observe infant for signs of
hypoglycemia: tremors, jit-
teriness, lethargy, ¥ mus-
cle tone, sweating, apnea,
seizure activity, ¥ LOC,
Assess blood glucose level.

Explain condition to par-
ents. Reassure them that
the infant’s insulin produc-
tion will probably adapt

within a few days.

Refer patents to additional
resources as indicated
(specify: e.g., infants with
congenital heart defects
may be referred to
American Heart
Association for more
information).

Evaluation

decteased. Titration
ensures adequate blood
sugar levels during this
transition.

Observation provides eatly
recognition of complica-
tions.

Parents may have high
anxiety if their infant

requires IV fluids.

Referrals provide addition-
al resources to parents with
special needs.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does infant have any birth injuries? What is
infant’s blood glucose level?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Infant of Diabetic Mother
IDM
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v
1 fetal blood glucose

v
1 fetal insulin production
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T uptake of amino acids 1 glucose uptake into { lipolysis
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1 protein synthesis T glycogen synthesis 1 lipid synthesis
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Postterm Infant

The infant born after 42 weeks of gestation is
defined as postterm. Primiparity, grand multipari-
ty, and history of prolonged pregnancy are factors
associated with postterm gestation. In some preg-
nancies thought to be postterm, an error has been
made in calculating gestational age due to varia-
tions in menstrual cycles and ovulation. Rare fetal
conditions associated with prolonged pregnancy
are anencephaly and fetal adrenal hypoplasia.

Complications of postmaturity are thought to be
associated with oligohydramnios and placental
degeneration. The fetus receives inadequate nour-
ishment and oxygen and suffers distress related to
cord compression. Meconium is passed and
remains thick because of decreased amniotic fluid.
The postmature infant has a characteristic appear-
ance. The infant is alert with eyes wide open. The
body appears long and thin with almost no subcu-
taneous fat. The infant’s skin is meconium
stained, loose, dry, and cracked, without vernix or
lanugo. Fingernails are long and may also be
stained.

* meconium aspiration syndrome
* perinatal hypoxia

* cold stress

* hypoglycemia

* polycythemia

* hyperbilirubinemia

* neonatal seizures

e Ultrasound for gestational age and fetal anom-
alies

o NST, CST, delivery before 43 weeks

* Suctioning on the perineum with visualization
and suction of meconium below the vocal cords
before initiation of respiration

* Respiratory support, blood gas analysis, x-ray

* Labs: blood glucose, Het, bilirubin

Nursing Gare Plans
Thermoregulation, Ineffective (234)

Related to: Immature regulatory mechanisms.
Insufficient subcutaneous fat and brown fat sec-
ondary to postmaturity.

Defining Characteristics: Specify infant’s gesta-
tional age. Describe temperature fluctuations and
warming devices used.

Injury, Risk for (260)

Related to: Insufficient glucose levels for metabo-
lism secondary to postmaturity.

Parent-Infant Attachment, Risk for Altered
(219)

Related to: Abnormal infant appearance sec-
ondary to postterm birth. Separation of infant and
parents secondary to need for intensive care.

Additional Diagnoses and Plans
Gas Exchange, Impaired

Related to: Meconium obstruction of airway.
Pulmonary immaturity resulting in deficient sut-
factant production. Persistence of fetal circulation.
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Defining Characteristics: Progressive signs of res-
piratory distress (specify: nasal flaring, grunting,
retractions, tachypnea, tachycardia, pallor,
cyanosis). Acidosis (specify ABG’s). (Specify x-ray
results: e.g., “ground glass appearance”). Specify
thick meconium visualized below the vocal cords.

Goal: Infant will experience adequate gas
exchange by (date/time to evaluate).

Qutcome Criteria

Infant will have a PaO, > 50-80 torr, PaCQO, of
45-55 torr, pH 7.25 — 7.45, SaO, > 94%.

INTERVENTIONS

RATIONALES

Assist caregiver to suction
the infant’s mouth and
nose when head is born
but before trunk delivers.

At birth, gently place
infant under a radiant
warmer. Dry quickly,
remove wet blankets, and

place on a dry, warm blan-
ket

Suction or assist with suc-
tioning the neonate at risk
for meconium aspiration
before stimulating respira-
tion.

When airway is clear, stim-
ulate respiration and resus-
citate per Neonatal
Resuscitation Protacol.

Assess respiratory rate.
Observe for signs of dis-
tress: flaring, grunting,
retracting, tachypnea,
apnea.

Assess infant’s color and
muscle tone.

Suctioning the oropharynx
clears meconium before
the chest is expanded at
birth.

Interventions prevent cold
stress, which also depletes
oxygen reserves.

Clearing the airway before
initiation of breathing pre-
vents meconium aspira-
tion.

The Neonatal
Resuscitation Protocol pro-
vides for optimal oxygena-
tion of a distressed
nconate.

Tachypnea (rate over 60)
indicates respiratory dis-
tress. Observations pro-
mote early recognition and
treatment for the compro-
mised neonate.

Assessment provides infot-
mation about the infant’s

INTERVENTIONS

RATIONALES

Auscultate apical heart rate
and breath sounds, assess
B/P (specify frequency).

Provide oxygen as needed
(Specify: blow-by, oxy-
hoad, PPV with ambu bag
and mask or endotracheal

tube).

Assist with exogenous sur-
factant administration as
indicated (Specify preven-
tive or rescue).

Assist with initiation of
mechanical ventilation as
indicated (specify: e.g.,
CPAP, IMV, IPPB with
PEEP, HFV, ECMO).

Monitor blood gas status
as obtained (specify: e.g.,
TcO,, TcPO,, Sa0,, and
ABG?).

Moniror ventilator settings
and FiO,. Assist with
assessments and weaning
infant from ventilator
when stable.

tissue oxygenation and
energy reserves.

Tachycardia may indicate
distress, bradycardia may
indicate severe distress.
Rales may indicate meco-
nium aspiration. Blood
pressure needs to be main-
tained for adequate pul-
monary perfusion.

Oxygen needs to be pro-
vided based on infant’s
condition and respiratory

ability.

Exogenous surfactant may
be administered to infants
with RDS or meconium
aspiration to replace defi-
cient surfactant and
decrease surface tension of
alveoli.

(Specify rationale for type
of mechanical ventilation
prescribed.)

Mechanical ventilation and
high oxygen levels are asso-
ciated with air leaks, pneu-
mothorax, retinopathy,
and bronchopulmonary
dysplasia. The goal is to
decrease settings and wean
the infant as soon as toler-
ated.

Monitoring blood gases
provides information
about infant’s response to
oxygen administration and
ventilation.
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INTERVENTIONS

RATIONALES

Administer IV fluids via
infusion pump as ordered
(specify fluid, site, rate).
Assess IV hourly.

Monttor houtly intake and
output.

Administer medications
(e.g., antibiotics, amino-
phylline, calcium glu-
conate, Priscoline,
dopamine) as ordered;
(specify: drug dose, route,
times).

Monitor infant for thera-
peutic and adverse effects
of medications.

Assist Respiratory
Therapist with chest phys-
iotherapy as ordered (spec-

ify).

Monitor x-ray results as
obtained.

Provide nutrition by TPN
or OG until infant is sta-
ble and able to suck.

Suction infant only as nec-
essary. Pre-oxygenate and
post-oxygenate infant
when suctioning.

Provide stimulation if
infant becomes apneic.

IV fluids are initiated to
maintain circulating vol-
ume and replenish glucose.
Hourly assessments pre-
vent fluid overload or
injury from infitcration.

Monitoring I&O provides
information about fluid
balance. Urine output

should be 1-3 cc/kg/hr.

(Specify action of pre-
scribed drugs in facilitating
gas exchange.)

(Specify therapeutic effects
expected related to gas
exchange. Provide rationale
for adverse effects.)

Chest PT may be ordered
to facilitate removal of
meconium and thick secre-
tions from the lungs.

Serial x-rays may indicate
worsening or improvement
of condition.

TPN or OG feedings pro-
vide glucose and nutrients
without excess energy
expenditure for the
neonate with respiratory
distress.

Pre- and post- oxygenation
replaces gases lost during
suctioning.

Stimulation increases sym-
pathetic nervous system

INTERVENTIONS RATIONALES
activity and stimulates res-
piration.

Explain all equipment and Information reduces par-

procedures to infant’s par-
ents.

Evaluation

ent’s anxiety about unfa-
miliar procedures and
equipment.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What are infant’s blood gases? Is the PaO, > 50-
80 torr? PaCO, between 45-55 torr ? pH 7.25 —

7.45? Sa0, > 94%?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Meconium Aspiration Syndrome

intrauterine hypoxia

!

meconium passage into
amniotic fluid

aspiration of meconium

|
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Birth injury

Infants at high risk for birth injury include breech

ptesentations, macrosomic infants, those experi-

encing a prolonged second stage of labor or opera-

tive obstetrics (forceps, vacuum extraction, and
cesarean delivery). Injuries may be minor such as
bruises, petechiae, abrasions, subconjunctival
hemorrhages, or small lacerations.
Cephalhematoma, fractures, and peripheral nerve
damage are more serious injuries that usually
resolve without further complication. Life-threat-
ening injuries include abdominal or spinal cord
injury, subdural or intracranial hemorrhage, and
perinatal asphyxia with hypoxic-ischemic
encephalopathy (HIE). Hypoxic-ischemic injury
may result in seizure disorder, cerebral palsy, or
mental retardation.

The goals of nursing care are to identify the infant
at risk and promote safe birth practices. All infants

should be assessed for potential injury soon after
birth. Prompt identification promotes early treat-
ment and may prevent further complications.

¢ Neonatal resuscitation

* Diagnostic studies: x-ray, ultrasound, CT scan,

EEG

* Laboratory: Hgb, Hct, blood glucose, bilirubin,
electrolytes, spinal fluid

* Prevention or treatment of metabolic and respi-
ratory acidosis

* Fluid and electrolyte administration
* Medication to control seizures

* Surgical repair

Nursing Gare Plans
Gas Exchange, Impaired (269)

Related to: Insufficient oxygen supply secondary
to intrautetine hypoxia, difficult delivery, birth
trauma.

Defining Characteristics: Progressive signs of res-
piratory distress (specify: nasal flaring, grunting,
retractions, tachypnea, tachycardia, pallor,
cyanosis). Acidosis (specify ABG’s).

Infection, Risk for (235)

Related to: Impaired defenses secondary to birth
trauma.

Additional Diagnoses and Plans
Injury, Risk for

Related to: Tissue trauma secondary to difficult or
precipitous birth process (specify e.g. malpresenta-
tion: breech, face; nuchal cord; shoulder dystocia;
forceps/vacuum assisted birth; prolonged second
stage, unattended precipitous birth, etc.).

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Infant will not experience further injury by
(date/time to evaluate).

Outcome Criteria

Identified birth injuries are resolved without com-
plication.

INTERVENTIONS

RATTIONALES

Review labor and delivery Review of the labor and

summary. birth record guides focused
assessment for potential
birth trauma.

Examine the infant under
a warmer with an adequate
light source.

Examining the infant
under a radiant warmer
allows complete visualiza-
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INTERVENTIONS

RATIONALES

Observe infant’s resting

posture for flexion, sym-
metry, and spontaneous

movement.

Assess skin for erythema,
ecchymosis, petechiae,
abrasions, or lacerations.

Assess head for shape,
position, and neck ROM.
Palpate for appropriate
molding, caput succeda-
neum, cephalhematoma,
or signs of skull fracture.
Palpate fontanels.

Observe face for symmetry
of muscle tone. Assess
blink, pupil, and suck

reflexes.

Assess eyes for subconjunc-
tival hemorrhage.

tion without causing cold
stress. A good light source
is needed to examine skin
discoloration.

Before disturbing the
infant, observation pro-
vides information about
possible fractures or neuro-
logical damage. Infant
should have all 4 extremi-
ties flexed (except frank
breech infants whose legs
may be extended due to
uterine positioning).

Skin assessment provides
information about soft tis-
sue trauma incurted dur-
ing birth. Facial petechiae
may result from a tight
nuchal cord, shoulder dys-
tocia, or facial presenta-
tion. Forceps injuries are
usually the shape of the
forceps.

Holding the head at an
angle implies neck injury,
inability to move through
ROM indicates neurologi-
cal damage. Caput is
edema of the presenting
part that usually crosses
sutures. Cephalhematoma
is bleeding into the perios-
teum and usually does not
cross sutures. Fractures
may be palpated as depres-
sions.

Abnormal reflexes indicate
cranial nerve injury.

Subconjunctival hemor-
rhages are usually benign,

INTERVENTIONS

RATIONALES

Assess nares for patency.

Assess extremities for sym-
metry of movement and
intact long bones. Palpate
clavicles noting any bumps
or crepitus.

Evaluate equality of palmer
and plantar grasp.

Assess abdomen for size,
shape, and distention or
discoloration. Auscultate
bowel sounds.

Evaluate infant reflexes:
Moro, Babinski, and trunk
incurvation.

Document and report
abnormal findings from
physical exam to infant’s
caregiver.

Assist with diagnostic
studies as ordered (e.g., x-
ray, CT scan).

Explain injury to parents.
Provide reassurance that
the condition should
resolve spontaneously (if
appropriate).

resulting from pressures on

the head during birth.

Deviated septum may

result from compression
during birth. Infants are
obligate nasal breathers.

Asymmetry of movement
or tone in extremities may
indicate nerve injury or
fractures. Palpation of the
clavicles provides informa-
tion about fractures, which
are common with large
infants.

Inequality of plantar or
palmer grasps may indicate
neurological injury.

Abdominal trauma may
result in internal bleeding
and shock.

Abnormal or lack of reflex
response to appropriate
stimulation may indicate
neurological injury.

Accurate documentation
facilitates evaluarion of
subsequent changes in
condition. Infant’s caregiv-
er should verify abnormal
findings.

Diagnostic studies provide
information about the sus-
pected injury.

Explanation and reassur-
ance promote parent
understanding and bond-
ing with their baby.
Frequently the injury will
resolve spontaneously
without disfigurement.
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INTERVENTIONS

RATIONALES

Monitor identified injuries

Continued assessment pro-

vides information about
resolution or need for
additional interventions.

every shift for resolution
and healing or develop-
ment of complications.

Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(Describe injuries identified. Is there evidence of
resolution without complications? Describe.)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Physical Mobility, Impaired

Related to: Neuromuscular injury; musculoskele-
tal injury secondary to difficult birth.

Defining Characteristics: Inability to move body
part, ¥ ROM, ¥ muscle strength (specify for
infant: e.g., signs of Etb’s palsy, facial paralysis,
fractures, neck or spinal cord injuries, etc.).

Goal: Infant will regain physical mobility by

(date/time to evaluate).

Outcome Criteria

Infant is able to move affected body part normally.
Infant doesn't experience complications from
impaired mobility (specify: e.g., aspiration, dis-
placed fracture, contractures, etc.).

INTERVENTIONS RATIONALES

Review labor and delivery Review of birth events and

summary and physical and assessment findings pro-
neurological assessment vides information about
findings. identified injuries affecting

physical mobility.

Assessment provides infor-
mation about the degree of

Assess for spontancous
movement of affected area,

INTERVENTIONS

RATIONALES

muscle tone, preferred
position, range of motion
or indications of pain,
(specify frequency).

Maintain anatomical align-
ment with use of blanket
rolls. Position infant on
unaffected side.

Dress and handle infant
carefully to avoid putting
additional strain on affect-
ed area.

Immobilize fractures as
indicated (specify: e.g.,
with a fractured clavicle,
the long sleeve of the
infant’s shirt may be
pinned across chest to

immobilize the arm on the
affected side).

Teach family to care for
the infant without putting
stress on the injured arm
or shoulder.

Evaluate the infant with
facial paralysis for abilicy
to suck and swallow. Assist
with feeding by use of a
soft nipple and holding the
infant’s mouth as needed.
Provide artificial tears or
lubrication for the affected
eye if it remains open.

Perform passive range of
motion exercises q 2-4
hours on the affected side
for infants with Erb’s palsy
as ordered.

Maintain splinting of arm
affected with Erb’s paraly-

immobility and signs of
improvement.

Anatomical alignment pre-
vents abnormal stress on
joints and tissues when the
infant is unable ro move
area spontancously.

Careful handling prevents
further injury and compli-
cations.

Immobilization promotes
comfort and healing of
fractures.

Teaching empowers family
to care for their infant
safely.

Evaluation and assistance
prevents aspiration and
promotes adequate nutri-
tion. Lubrication prevents
drying of the eye in facial
paralysis.

Passive ROM exercises
help to prevent contrac-
tures, physical deformities,
and promotes joint func-
tion during periods of
paralysis.

Splinting may be indicated
to maintain correct place-
ment of the humerus.
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INTERVENTIONS RATIONALES

Defining Characteristics: Specify for infant (e.g.,
Apgar scores < 7; inadcquate resuscitation efforts;

sis as ordered. Assess for
circulation and skin
integrity q 2 hours.

Teach family to perform
ROM exercises or main-
tain splinting as indicated.

Encourage family to hold
and stimulate infant,

Provide information about
the injury, expected dura-
tion of symptoms, and
referrals as indicated for

Evaluation

Assessments provide infor-
mation to ptevent compli-
cations from splint
(obstructed circulation,

skin break down).

Teaching family correct
techniques for ROM and
splint care ensures that
infant will receive needed
interventions after dis-
charge.

Family may be afraid of
hurting the infant.
Encouragement assists the
family to handle the infant
safely while meeting emo-
tional and developmental
needs.

Information helps the fam-
ily to cope with the new-
born’s injury. Referrals pro-
vide continuing care after

discharge.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Is infant able to move affected body part normal-

ly? Has infant experienced any complications from

impaired mobility? [Specify potential complica-
tions for particular injury.])

(Revisions to care plan? D/C care plan? Continue

care plan?)

Tissue Perfusion, Alteved (Cerebral)

Related to: Decreased cerebral blood flow and
oxygenation secondary to perinatal asphyxia
(hypoxia and ischemia). Increased ICP secondary
to birth trauma or intracranial bleeding.

acidosis [specify cord blood gases or ABG].
Decreased muscle tone; LOC [lethargy, comal;
seizures; abnormal posturing. Signs of ICP:
apnea, bradycardia, bulging fontanel, wide cranial

sutures, etc.).

Goal: Infant will experience adequate cerebral tis-
sue perfusion by (date/time to evaluate).

QOutcome Criteria

Infant is well-oxygenated (specify: e.g., SaO, >
94%) with arterial pH 7.25 — 7.45.

B/P appropriate for age and weight (specify
range). Anterior fontanel is soft and flat.

INTERVENTIONS

RATIONALES

Identify the at-risk fetus
and prepate for birth with
adequate personnel and
functioning equipment for
neonatal resuscitation
(specify: e.g., call NICU
staff, pediatrician, etc.).

Assess respiratory effort,
heart rate, and color at
birth. Provide vigorous
resuscitation to distressed
newborn per Neonatal
Resuscitation protocol.

Document immediate
assessments (including
Apgar and cord blood
gases), interventions and
infant response.

Provide warm humidified
supplemental oxygen thet-
apy as ordered (specify:
e.g., oxyhood, ventilator:
type, FiO,, rate, etc.).

Identification of the at-risk
fetus and preparation for
birth promotes effective
resuscitation of the dis-
tressed neonate,

Timely and correct neona-
tal resuscitation promotes
cerebral oxygenation and
prevents or cotrects acido-
sis.

Documentation assists in
identifying infants who
experienced intrauterine
hypoxia, provides informa-
tion about appropriate
resuscitation efforts and
infant’s response.

Interventions promote
cerebral oxygenation.
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INTERVENTIONS

RATIONALES

Monitor $20, , TcQ,, and
ABG’s as obtained.

Suction only as needed
providing oxygen before
and after intervention.

Position infant with head
midline and HOB elevat-
ed. Decrease environmen-
tal stimulation. Promote
rest by clustering care.

Assess anterior fontanel
(specify frequency).
Observe infant for behav-
ioral changes, decreasing
LOC, or shrill cry.

Maintain a neutral thermal
environment and normo-
glycemia by early feedings
or IV fluids (or TPN) as
ordered (specify). Monitor
blood glucose levels per
protocol (specify).

Assess B/P, apical and
peripheral pulses, skin
color, and capillary refill
(specify frequency).
Monitor Her as obtained.

Assess hourly intake and
output.

Observe infant for signs of
seizure activity (e.g., rhyth-
mic jittery movements that
persist when the extremity
is flexed or are accompa-
nied by rhythmic eye

movements).

Monitoring oxygen levels
provides information
about effectiveness of res-
piratory intetventions and
guides treatment.

Suctioning may ¥ oxygen
levels and P ICP.

Interventions promote

y ICP

Assessments provide infor-
mation about  ICP and
CNS irritation or depres-

sion.

Thermal and glucose regu-
lation promote optimum
cerebral oxygenation.

Assessments provide infor-
mation about tissue perfu-
sion.

Intake and output provides
information about infant’s
fluid balance and tissue
perfusion.

Observation provides early
identification of subtle
signs of cerebral injury.

INTERVENTIONS

RATIONALES

Assist with diagnostic test-
ing: blood glucose, calci-

um, and electrolyte levels;
spinal tap; EEG, CT scan.

Administer medications as
ordered (specify drug,
dose, route, time: e.g.,

Phenobarbital).

Provide support and infor-
mation for the infant’s
family. Encourage family
participation in care of
infant.

Provide referrals as indicat-
ed after discharge (specify:
e.g., pediatric neurologist,
social services, programs
for children with special
needs, early intervention
programs, etc.).

Evaluation

Diagnostic testing helps
rule out hypoglycemia,
hypocalcemia, or altered
electrolyte balance as a
cause for jitteriness. CSF is
obtained for signs of
bleeding or infection. CT
scan may identify brain
injury. EEG may identify

seizure activity.

(Specify action of drugs
ordered: e.g., anticonvul-
sant, antibiotic.)

Support, information, and
encouragement assist the
family to cope with their
infant’s condition and pos-
sible poor prognosis.
Providing care by the fami-
ly enhances bonding and
attachment.

Referral is indicated for the
family of an infant likely
to experience long-term
disability (e.g., cerebral
palsy, mental retardation,
etc.).

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is SaO, ? Is arterial pH 7.25 — 7.45?)

(Is B/P within specified range? Is anterior fontanel

soft and flat?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Breech Delivery

abdominal
trauma

bruising
hemorrhage
rupture:
liver

spleen
kidneys
bowel

v

cervical or
spinal cord
injury

Prolonged 2nd stage
CPD
perinatal hypoxia
shoulder cephalic
dystocia (forceps)
seizures
hypoxic-ischemic
encephalopathy
clavicle conjunctival forceps
fracture = hemorrhage marks
retinal bruises
peripheral  hemorrhage petechiae
nerve facial nerve abrasions
damage paralysis lacerations
Erb’s palsy
v
v cephalhematoma
cerebral palsy intracranial hemorrhage
mental retardation subgaleal hemorrhage

cranial fracture
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Hyperbilirubinemia is defined as a serum bilirubin
level greater than 12 mg/dL for a term neonate or
more than 15 mg/dL for a preterm infant. Asian
and Native American infants normally have higher
bilirubin levels than Caucasian or African-
American babies (up to 2 times as high).

Bilirubin is a by-product of red blood cell break-
down. It is normally conjugated in the liver and
excreted through the feces and urine, giving them
their characteristic color. When blood levels rise
above approximately 5 mg/dL, bilirubin moves
out of the blood causing jaundice (icterus), a yel-
low discoloration of the skin or sclera. Higher lev-
els may result in bilirubin deposits in the brain, a
condition known as kernicterus. Neurological
consequences of kernicterus may include: seizures,
ADHD, cerebral palsy, and mental retardation.
Kernicterus may result from bilirubin levels > 20
mg/dL in a term infant or as low as 12 mg/dL in
a compromised preterm baby. Jaundice is defined
as either pathologic or physiologic.

* Cause: excessive RBC destruction due to Rh or
ABO incompatibility (hemolytic disease) infec-
tion, polycythemia, cephalhematoma, acidosis,
and hypoglycemia

* Jaundice occurs within the first 24 hours of life
e Bilirubin rises more than 5 mg/dL/day
* Bilirubin levels exceed 12 mg/dL

e Cause: normal RBC breakdown, liver immatu-
rity, and lack of intestinal bacteria

* 50% of term and 80% of preterm neonates

* Jaundice begins after 24 hours (term) or 48
hours (preterm)

* Disappears by 7-10 days

» Bilirubin does not rise more than 5 mg/dL per

day
* Bilirubin levels do not exceed 13 mg/dL

* Breast-feeding and/or breast milk jaundice
begins 3-5 days after birth and may persist up
to 6 weeks

Biliruhin & Jaundice

Cephalocaudal progression of jaundice may be
used to roughly estimate the level of bilirubinema.

* 0.2-1.4 mg/dL — normal level, no jaundice

3 mg/dL — jaundice of nose only
5 mg/dL — jaundice of whole face

7 mg/dL — jaundice over chest

10 mg/dL — jaundice over abdomen

12 mg/dL - jaundice of legs

20 mg/dL — jaundice of soles/palms

¢ Early feeding, frequent breast-feeding

Lab work: Hgb, Hct, serum bilirubin, total pro-
tein, direct and indirect Coombs, reticulocyte
counts

¢ Transcutaneous bilirubin meter

Phototherapy

Exchange transfusion
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Nursing Gare Plans
Breast-Feeding, Interrupted (222)

Related to: Excessive bilirubin levels secondary to
breast milk jaundice.

Defining Characteristics: Physiologic jaundice
beginning at 4-5 days (specify infant’s age and
bilirubin level). Bilirubin level exceeds 15 mg/dL,
mother is instructed to interrupt breast-feeding
for 24 hours, pump breasts, and resume nursing as

desired when bilirubin levels fall.

Additional Diagnoses and Plans
Injury, Risk for

Related to: Increased blood levels of unconjugated
bilirubin; effects of phototherapy; effects of
exchange transfusion.

Defining Characteristics: None, since this is a
potential diagnosis.

Goal: Infant will not experience injury by
(date/time to evaluate).

QOutcome Criteria

Infants bilirubin levels are less than (specify for
individual infant). Infant does not exhibit signs of
neurological injury: irritability, lethargy, rigidity,
opisthotonos, or seizures. Infant’s temperature
remains between 36.5 - 37°C (97.7 — 98.6°F),
heart rate between 110-160, respirations between

INTERVENTIONS

RATIONALES

Review prenatal and labor
and delivery summary for
infant risk factors for
hyperbilirabinemia (e.g.,
hemolytic disease, preterm,
infection, hypoglycemia,
etc.).

Review provides informa-
tion about infants at high
risk for pathologic hyper-
bilirubinemia (e.g., Rh or
ABO incompatibility,
infection, cephalhe-
matoma, excessive bruising
or petechiae etc.).

INTERVENTIONS

RATIONALES

Assess infant for jaundice
by pressing skin over a
bony area and releasing,
Assess in natural light
moving from head to soles
of feet, including mucous
membranes and sclera
{specify frequency: e.g., q
shift). Assess transcuta-
neous bilirubin levels as
indicated.

Notify caregiver if jaundice
is noted within the firsc 24
hours, or if jaundice
extends to the infant’s legs,
increases by more than 5
mg/dL in one day, or
reaches 12 mg/dL.

Monitor serum bilirubin
levels as obtained (specify
frequency). If infant is
receiving phototherapy,
protect blood specimen
from light. Monitor other
lab work as obtained (e.g.,
Hgb, Het, platelets, total
protein, serum glucose,
etc.).

Observe infant for subtle
signs of neurological
injury: changes in behav-
ior, lethargy, irricability,
rigidity, opisthotonos, or
seizure activity. Notify
caregiver.

Explain the etiology and
significance of hyperbiliru-
binemia to family. Teach
them about the process
and goals of therapy (spec-
ify: e.g., phototherapy,

exchange transfusion).

Jaundice progresses in a
cephalocaudal direction.
Artificial light may mask
the beginning of jaundice.
Transcutaneous monitot-
ing is a noninvasive
method of determining
bilirubin levels.

Pathologic jaundice that
may lead to kernicterus
begins within the first 24
hours with bilirubin levels
rising to > 13 mg/dL and
increasing = 5mg/dL/day.
Phototherapy light will
degrade sample.

Monitoring provides infor-
marion about factors con-
tributing to the hyper-
bilirubinemia.

Changes may be subtle.
There is no specific blood
level that signals beginning
risk for kernicterus.
Preterm or compromised
neonates may be affected
at lower levels than healthy
term infants.

Explanations assist the
family to understand the
therapy. Ultraviolet light
changes unconjugated
bilirubin into a water-solu-
ble form (lumirubin) for
easier excretion.




NEWBORN

281

INTERVENTIONS

RATIONALES

Administer prescribed
phototherapy. If infant is
to be under bili lights,
cover infant’s closed eyes
with appropriate shield
applied to prevent slip-
ping. Place shield over
testes per protocol. Place
nude infant on diaper
under light source (specify
type and safety precau-
tions: e.g., distance of
light) and turn every 1-2
hours.

Monitor infant’s tempera-
ture and temperature of

isolette (specify frequency).

Provide phototherapy with
a fiberoptic bilirubin blan-
ket if available.

Provide meticulous skin
care to perianal area after
each stool. Assess skin q 2
hours. Do not use oil-
based products on infant’s
skin during therapy.

Remove infant from lights
for feedings and parent-
infant interaction. Remove
patches and assess eyes for
injury or drainage.

For infant who is to
receive exchange transfu-
sion, ensure NPO status
(specify time frame: e.g., 2

Eye shields protect the reti-
na from injury from ultra-
violet light. Covering testes
may protect them from
injury. Turning the nude
infant frequently allows
greater skin exposure to

the light.

Exposing the infant may
result in hypothermia,
Heat from phototherapy
lights may cause hyper-
thermia.

Bilirubin blankets promote
warmth and provide a
light source without the
need for eye shields.

Parents may interact more

with their baby.

Frequent loose greenish
bowel movements are a
common effect of pho-
totherapy. Skin care pre-
vents injury. Oil-based
products may cause burns.

Isolation during pho-
totherapy may interfere
with parent-infant bond-
ing. Frequent eye assess-
ments help detect injury
from light or incorrect eye
shield application.

Infants experiencing
pathologic hyperbiliru-
binemia from hemolytic
disease may require

INTERVENTIONS

RATIONALES

— 4 hours). Check resusci-
tation equipment and
place at bedside. Place
infant under a radiant
warmer with tempetature
probe in place for proce-
dure.

Check blood per agency
policy (specify). Warm
blood as indicated.
Monitor vital signs and
observe for signs of trans-
fusion reaction before,
during, and after exchange
transfusion.

Assist caregiver as needed.
Document amounts of
blood removed and
infused and infant’s toler-
ance of procedure.

Observe cotd for signs of
bleeding after procedure
and monitor infant for
therapeutic or adverse
effects.

Evaluation

exchange transfusion.
NPO status and emer-
gency equipment at bed-
side ensure rapid resuscita-
tion if a sensitivity reaction
occurs. The infant is under
a radiant heat source to
ptevent complications
from cold stress.

Interventions ensure that
the correct blood is given
to the infant. The blood
should be warmed in a
blood warmer to protect
the RBC's. Close monitor-
ing identifies carly signs of
transfusion reactions or
infant intolerance.

Assistance may be needed
to perform transfusion
smoothly. Documentation
details the amounts given
and withdrawn and
infant’s response.

Observation provides
information about hemo-
stasis, improvement of
condition, or complica-
tions.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially mer?)

(What is infant’s bilirubin level? Does infant
exhibit signs of neurological injury: irritability,
lethargy, rigidity, opisthotonos, or seizures? What
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is infant’s temperature? What are the infant’s heart

rate and respirations?)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Fluid Volume Deficit, Risk for

Related to: Increased losses from evaporation, and
frequent loose bowel movements. Decreased
intake secondary to the effects of phototherapy.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will maintain adequate fluid balance
during phototherapy (specify date/time to evalu-

ate).

Qutcome Criteria

Infant will have at least 6 wet diapers/day. Infant’s
skin turgor will be elastic, anterior fontanel soft
and flat, and mucous membranes moist.

INTERVENTIONS

RATIONALES

Monitor daily weight.

Assess infant’s hourly
intake and output (weigh
diapers, 1 gm = 1 cc).

Monitor numbser, color,
and consistency of bowel
movements.

Assess urine specific gravi-
ty (specify frequency).

Monitoring weight pro-
vides information about
excessive fluid losses.

Assessment of intake and
output provides informa-
tion about fluid balance.
Infant should have output
of 1-2 cc/kg/hour.

Phototherapy may result in
fluid loss from frequent
loose stools. Monitoring
provides information
about losses.

Specific gravity provides
information about fluid

balance. High sp. gravity

INTERVENTIONS

RATIONALES

Assess skin turgor, mucous
membranes, and anterior
fontanel q 2 hours.

Notify caregiver of signs of
dehydration.

Provide additional fluids
during phototherapy (spec-
ify: e.g., 25% more formu-
la with more frequent
feedings; breast-feed q 2-3
houts; additional water as
ordered).

Show parents how to assess
skin turgor, mucous mem-
branes, and fontanel for
signs of dehydration.
Teach them thart the infant
should have 6 to 8 wet
diapers daily.

Initiate and maintain IV
fluids as ordered (specify:

fluid, rate, site).

Assess IV site hourly for
rate, color, temperature,
and edema.

Monitor lab values as
obtained (specify :e.g.,
Het, electrolytes etc.).

(> 1.030) indicates dehy-
dration, low (> 1.010)
indicates fluid overload.

Assessment provides infor-
mation about dehydration
of tissues: skin turgor, dry
mucous membranes, and
sunken anterior fontanel.

Caregiver may initiate IV
fluids if p.o. intake is
insufficient to meet fluid
needs.

Additional fluids are neces-
sary to balance the losses
from therapy.
Phototherapy may result in
increased fluid losses
through the skin, urine,
and loose bowel move-
ments.

Explanations and teaching
assist parents to care for
their infant after discharge
and seek medical treat-
ment for dehydration.

IV fluids may be required
to maintain fluid balance
or venous access if infant is
to have an exchange trans-
fusion.

Assessment provides infor-
mation about complica-
tions of IV therapy: infil-
tration, infection, or incor-
rect rate.

Lab values indicate fluid
and electrolyte balance or
imbalance.
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(Date/time of evaluation of goal) Acknowledge family’s feel- Acknowledgement indi-

(Has goal been met? not met? partially met?)

(How many wet diapers has infant had? Describe
skin turgor, mucous membranes, and anterior
fontanel.)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Family Process, Altered

Related to: Disruption of family bonding and
attachment with infant due to treatment restric-
tions.

Defining Characteristics: Family system cannot
interact effectively with infant during photothera-
py (specify: e.g., infant under bili-lights except for
feeding, mother discharged before infant,
etc.).(Specify others: e.g., mother doesn’t come to
visit infant, parents don’t talk to each other, moth-
er is crying, etc.).

Goal: Family will adapt to disruption caused by
treatments by (date/time to evaluate).

QOutcome Criteria

The family will verbalize feelings associated with
disruption of interaction. Family will maintain a
functional process of support for one another.

INTERVENTIONS RATIONALES

Assessment provides infor-
mation about family
processes.

Assess family members'
interaction with each other
and infant.

Encouragement helps the
family to identify and ver-
balize feelings and con-
cerns. The family may be
worried about ability to
pay for extra hospital days.

Encourage family to talk
about their experience
regarding infant’s treat-
ments. Elicit feelings (e.g.,
fear, guilt, or isolation).
Discuss financial concerns
as needed,

ings and concerns. Assist
family to resolve feelings
and fears with accurate
information.

Teach family about the
usually benign nature of
infant’s condition as indi-
cated. Explain pathophysi-
ology and treatment ratio-
nales on a level they can
understand.

Remove infant from under
lights and remove eye
shields when family visits.
Encourage attachment and
bonding activities. Praise
parents for interaction and
note infant’s responses to

them.

Promote family cohesive-
ness by encouraging dis-
cussion and problem solv-
ing with input from all
members.

Help family to identify
options and make choices
as needed (specify: e.g.,
who cares for the home
and other children, is
home therapy an option,
etc.).

Refer family as indicated
(specify: e.g., social services
for financial problems;
counseling for dysfunc-
tional communication pat-
terns, etc.).

cates respect and validation
for family’s experience.
Providing accurate infor-
mation decreases fear of
the unknown.

Teaching reinforces fami-
ly’s understanding of the
condition and treatment.

Allays anxiety.

Interventions promote
family-infant artachment
and bonding. Eyc contact
is important for both baby
and parents. Praise rein-
forces positive behaviors.

Encouraging the family to
work with each other to
solve problems promotes
effective family processes.

Assistance helps the family
move from feelings to
planning solutions to their
identified problems.

Referral may be indicated
for financial concerns or
severely disrupted family
processes.
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Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially mer?)

(Specify feelings family verbalized. Describe how
family supports one another and decisions they
have made to maintain functionality as a family.)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Hynerbilirubinemia

Rh or ABO incompatibility
(othercauses) _________y T hemolysis of fetal RBC’s

\ v

T erythropoesis heme + globin ——1
unconjugated released into
bilirubin + iron —% blood stream
l- for reuse
bound to l
v protein
Erythroblastosis Fetalis hyperbilirubinemia
anemia jaundice
hypoxia kernicterus
heart failure +
bilirubin
v encephalopathy
Liver (+ glucuronyl transferase)
Hydrops Fetalis
conjugated bilirubin seizures
¢ mental
retardation
anasarca bile cerebral palsy
pulmonary effusion ¢
l intestine (+ intestinal bacteria)
severe respiratory distress ¢ ¢ ¢
cardiac failure stercobilin urobiligen reabsorption
feces urine

excretion
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The newborn is at increased risk for serious infec-
tion because of decreased immunity, ineffective
leukocytes, and a pootly defined inflammatory
response. Maternal immunoglobulin G (IgG)
crosses the placenta mainly during the last few
weeks of pregnancy and provides protection
against some bacteria. Preterm infants do not
receive this benefit. Breast-feeding provides
immunoglobulin A (IgA) and other substances
that protect the newborn from infection.

* Prenatal exposure may be transplacental (rubel-
la, CMV, HIV, syphilis, etc.) or from ascending
chorioamnionitis caused by bacteria associated

with preterm SROM.

* During labor and birth, the infant may be
exposed to pathogens such as group B -
hemolyrtic streptococcus, gonorrhea, her-
pesvirus, chlamydia, hepatitis B, and HIV from
the mother’s reproductive tract.

* External exposure at birth may include staphy-
lococci or enterococci.

* Nosocomial infections most frequently include
staphylococcus, enterococci, Klebsiella, or
Pseudomonas.

* vague, nonspecific changes; infant doesn’t look
right

* hypothermia, temperature instability
* poor feeding, abdominal distension

* hypoglycemia

hypotonia, ¥ activity

poor perfusion: pallor, mottling, cyanosis

signs of respiratory distress (8-strep)

* scizure activity

¢ Cultures and sensitivity: blood x 2, CSE urine

e CBC with diff, CRP, blood glucose, ABGs,
electrolytes, chest x-ray

¢ Antibiotics x 2 started before culture results;
continue for 1 to 3 weeks if cultures are positive
(appropriate drugs), 3 to 5 days if no growth

* Supportive care: IVE, oxygen, ventilation

* Observe for complications: DIC, meningitis

Nursing Diagnoses
ieffective (234)

Related to: Nonspecific effects of infection on
neonate.

Thermoregulatio:

Defining Characteristics: Specify fluctuations of
temperature and use of warming devices.

Fluid Volume Deficit, Risk for (282)

Related to: Decreased intake secondary to poor
feeding.

Parent-Infant Attachment, Risk for Altered
(219)

Related to: Separation of mother and infant sec-
ondary to need for neonatal intensive care.
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Infection, Risk for

Related to: Spread of pathogens secondary to
identified sepsis and an immature immune system

(specify others: e.g., portal of entry: UAC).

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not experience spread of infec-
tion by (date/time to evaluate).

Outcome Criteria

Infant’s heart rate remains < 160 (specify range for
infant). Respiratory rate < 60 (specify range).
Anterior fontanel is soft and flat.

INTERVENTIONS

RATIONALES

Ensure that all people
coming in contact with
infant wash their hands

well before and after
touching the baby.

Ensure that all equipment
used for infant is sterile,
scrupulously clean, or dis-
posable. Do not share
equipment with other
infants.

Place infant in isolette/iso-
lation room per hospital

policy (specify for agency).

Mainrain a neutral thermal
environment.

Hand washing prevents
the spread of pathogens

from person to person.

Interventions prevent the
spread of pathogens to the
infant from equipment.

Placing the infant in an
isolette allows close obser-
vation of the ill neonate
and protects other infants
from infection.

A neutral thermal environ-
ment decreases the meta-
bolic needs of the infant.
The ill neonate has diffi-
culty maintaining a stable
temperature.

INTERVENTIONS

RATIONALES

Assess TPR and B/P, aus-
cultate breath sounds

(specify frequency).

Assess anterior fontanel
(specify frequency) and
continually observe infant
for changes in activity or
behaviors (e.g., feeding,
slceping, jitteriness or
seizure activity, etc.).

Provide respiratory support
as indicated (specify: e.g.,
oxyhood, ventilato,r etc.).

Feed infant as ordered
(specify: e.g., breast, for-
mula, OG feedings, or
TPN). Provide for non-
nutritive sucking if unable
to breast- or bottle feed.

Administer IV fluids as
ordered via an infusion
pump (specify: fluids, rate,
site). Assess rate and site q
hour.

Administer antibiotics per
order (specify, drugs,
doses, routes and method
[e.g., syringe pump], and
times). Observe for adverse
effects (specify for each
drug).

Monitor lab results as
obtained (culture reports,

Assessments provide infor-
mation about the spread of
infection. T heart rate and
respirations, ¥ B/P are
signs of sepsis. Spread of
infection may cause respi-
ratory distress.

Assessment provides infor-
mation about possible
spread of infection to the
CNS: signs of meningitis.

Respiratory support may
be needed during the acute
phase of infection to pre-
vent additional physiologic
stress.

Nutritional needs may
increase during infection
while the infant may feed
poorly. OG feedings or
TPN ensure that nutrient
needs are met if the infant
is too ill to suck effectively.

IV fluids help maintain
fluid balance. An infusion
pump, hourly 180, and
site assessment help pre-
vent complications of ther-
apy: FVE, infiltration, and

infection.

{Specify action of each
drug. Specify adverse
effects.)

Lab results provide infor-
mation about the
pathogen and infant’s
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INTERVENTIONS

RATIONALES

CBC, differential, CRP,
electrolytes, drug peak and
trough, etc.). Notify care-

giver of abnormal findings.

Assess hourly intake and
output and daily weight.
Assess urine specific gravi-

ty q 8 hours.

Monitor infant for hypo-
glycemia, jaundice, devel-
opment of thrush, or signs
of bleeding (petechiae,

occult blood in stools).

Teach parents effective
handwashing techniques.
Encourage participation in
caring for their infant.

Evaluation

response to illness and
treatment.

Interventions provide

information about infant’s
fluid balance.

Assessments provide infor-
mation about development
of complications of infec-

tion: hypoglycemia, hyper-
bilirubinemia, opportunis-
tic infections, and coagula-

tion deficits/DIC.

Teaching parents helps
prevent the spread of
infection during hospital-
ization and at home.
Participation in care pro-
motes bonding and devel-
opment of the parenting
role.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(What is infant’s heart rate? respiratory rate? Is
anterior fontanel flat and soft?)

(Revisions to care plan? D/C care plan? Continue

care plan?)
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Immature Immunological System
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Human immunodeficiency virus, type 1 (HIV-1)
is the causative organism for AIDS (acquired
immunodeficiency syndrome). The HIV retro-
virus replicates in the nucleus of T-4 helper lym-
phocytes (identified by the CD4 surface antigen),
causing premature death of those cells. This results
in a profound depression of cell-mediated immu-
nity in the host. The body is eventually over-
whelmed by opportunistic infections. The virus is
transmitted by direct contact with infected blood
or body fluids.

There are three perinatal modes of transmission
for HIV. The fetus may be infected across the pla-
centa during pregnancy, the neonate may acquire
the virus during birth from exposure to maternal
blood and body fluids, or HIV virus in the breast
milk may infect the infant. The infant infected in
utero has a poor prognosis. One goal of nursing
care is to prevent the last two modes of transmis-
sion.

Newborns of HIV positive mothers will also test
positive at birth due to the HIV antibodies
received passively from the mother during the last
few weeks of pregnancy. Approximately one third
of these infants will actually be infected with the
virus. Additional testing is needed to determine
which infants have acquired the virus and which
have not. The polymerase chain reaction and HIV
culture tests may provide a diagnosis as early as 4
to 6 months of age while maternal antibodies are
still present for 15 to 18 months (basis of ELISA
and Western Blot tests). Most infants will be
asymptomatic at birth.

* possible craniofacial malformations if congenital
infection

* enlargement of liver and spleen
* swollen lymph glands
* failure to thrive, poor feeding, diarthea

* rash, cough, signs of pneumonia (Pneumocystis
carinii, interstitial pneumonitis)

¢ neurological or developmental deficits

* Maternal antiviral drug; zidovudine (AZT) dur-
ing the last two trimesters of pregnancy and
during labor and delivery

* Avoidance of an episiotomy or other actions
creating excess bleeding during birth, careful
suctioning of infant at birth, bathing of infant
before any injections or invasive procedures,
formula feeding

* Laboratory testing: urine screening, baseline
immunological tests

* Frequent pediatric follow-up visits; testing for

HIV infection

* Prophylactic drugs: infant is started on zidovu-
dine, trimethoprim-sulfamethoxazole (to pre-
vent pneumocystis carinii pneumonia), and
monthly doses of gamma globulin IV while
diagnostic tests are being done

Nursing Care Plans
Fluid Volume Deficit, Risk for (282)

Related to: Decreased intake secondary to poor
feeding. Increased fluid loss secondary to loose
stools/diarrhea.
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Infection, Risk for

Related to: Immature immunological system.
Possible exposure to maternal infected blood and

body fluids (HIV, Hepatitis B). Possible immune
suppression secondary to transplacental HIV

infection.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will not experience neonatal infection
by (date/time to evaluate).

Qutcome Criteria

Infant receives prophylaxis (specify: e.g., gamma
globulin). Infant appears free of opportunistic
infection: temperature is stable between 36.5 and
37°C (97.7 - 98.6°F), no respiratory distress,
abdomen is soft and nondistended without

hepatosplenomegaly.

INTERVENTIONS

RATIONALES

Use Standard Precautions
{formerly Universal
Precautions) when caring
for all clients. Wear gloves,
gowns, and eye shields as
needed to prevent expo-
sure to blood or body flu-
ids. Dispose of potentially
infectious items {diapers,
wipes, etc.) per agency pol-
icy (specify: e.g., hazardous
waste containers, red bags,
etc.).

Identify mothers at risk as
well as those with con-
firmed HIV or hepatitis B
infection. Avoid invasive
procedures during labor
and birth (e.g., fetal scalp
electrode, IUPC, episioto-
my, ot operative delivery).

Standard Precautions are
implemented to avoid
caregiver exposure to
blood-borne pathogens
such as HIV or hepatitis B
viruses.

Risk factors may include
IV drug abuse, multiple
sexual partners, history of
multiple STD’, or blood
transfusion before 1985.
Invasive procedures during
labor may infect the fetus.

INTERVENTIONS

RATIONALES

Suction infant well at birth
with bulb syringe or wall
suction device. Do not use
mouth suction devices.

Provide routine newborn
care: dry infant well w0
remove all blood and body
fluids.

Delay eye prophylaxis,
injections or other invasive
procedures until after the

firse bath.

Bathe infant thoroughly as
soon as possible after ini-
tial assessment. Return to
warmer until temperature
is stabilized.

Wash skin with soap and
water before injections or

heel sticks,

Label all specimens and
notify lab of infant’s HIV
exposutre per protocol.
Moniror lab results.

Monitor infant for signs of
opportunistic infection:
temperature instabilicy, res-
piratory distress, abdomi-
nal distension,
hepatosplenomegaly,
enlarged lymph glands,
activity, seizures, jaundice,
petechiae, skin lesions,
Candidiasis (thrush), or
chorioretinitis.

Suctioning removes infect-
ed maternal secretions.
Mouth suction devices cre-
ate risk of exposure for
caregiver.

The infant requires the
same care as any newborn:
thermoregulation, etc.
Drying the infant carefully
helps remove maternal
blood and body fluid from

the infant’s skin.

Delay helps avoid trans-
mission of the virus from
the infant’s skin into the

body.

Early and thorough
bathing removes maternal
blood and body fluids
from infant’s skin. Infants
bathed soon after birth
regain temperature stabili-
ty as well as those bathed

later.

Additional washing helps
prevent exposure from skin
during invasive procedures.

Interventions help prevent
exposure of laboratory per-
sonnel to potentially
infected specimens.

Monitoring provides infor-
mation about early signs
and symptoms of oppor-
tunistic infection.
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INTERVENTIONS

RATIONALES

Isolate infant if indicated
by presence of infection
(specify: e.g., CMY,

enteric infection, etc.).

Administer prophylactic
medications as ordered
(specify e.g. immune glob-
ulin for infants of hepatitis
B infected mothers).

Teach mother to wash her
hands before caring for
infant and to avoid expos-
ing the infant to visitors
with infections.

Teach mother that she will
need to botdle feed her
baby. Provide assistance as
needed.

Teach family about HIV
testing and prophylactic
medications that will be
provided for the infant.

Instruct family in Standard
Precautions to use when
caring for infanc (specify:
e.g., wash hands before
and after care, avoid con-
tact with wet diapers, etc).
Verify understanding.

Make appointments for
follow-up care before dis-
charge. Instruct family to
monitor the infant for
signs of infection and to
call the caregiver. Provide
phone numbers.

Isolation prevents trans-
mission of infection to
other infants in the nurs-

ery.

(Specify action of prophy-
lactic medication.)

Washing hands helps pre-
vent transmission of the
virus from the mother to
the infant. The infant may
already be HIV infected
and immune suppressed at

birth.

HIV may be transmitted
through breast milk.
Instruction helps the
mother provide optimum
nutrition for her baby.

Instruction ensures that
family understands the
delay in diagnosing
whether the infant is
infected or not and those
medications will be given
until then.

Standard Precautions help
prevent transmission of the
virus from the infant to
family members. Routine
infant care using standard
precautions is unlikely to
cause infection.

Making appointments
ensures follow-up care.
The infant will need to be
seen more frequently.
Information and phone
numbers help the family to
provide care for the infant.

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did infant receive appropriate prophylaxis?
Specify drug, dose, route, and time. Is infant free
of signs of infection? Describe temperature ranges,
respiratory and abdominal status.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Nutrition, Altered: Less Than Body
Requirements, Risk for

Related to: Feeding intolerance secondary to
infectious processes. Inadequate absorption of
nutrients secondary to diarrhea.

Defining Characteristics: None, since this is a

potential diagnosis.

Goal: Infant will obtain adequate nutrition for
body requirements by (date/time to evaluate).

Outcome Criteria

Infant will lose no more than 10% of birth weight
(specify for infant). Infant will ingest adequate
formula to meet body needs (specify calories and
ounces of formula needed each day).

INTERVENTIONS

RATIONALES

Weigh infant at birth and
each day without diaper or
clothing. Cover scale with
blanket and zero before
weighing. Protect from
falls without touching
infant. Compare to previ-
ous weights.

Assess infant’s suck reflex
during initial assessment.
Inspect oral cavity for signs

Daily weights provide
information abour infant’s
weight loss or gain.

Assessment provides infor-
mation about infant reflex
needed for successful feed-
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INTERVENTIONS

RATIONALES

of thrush (white patches)
and notify caregiver.

Administer medications as
ordered (specify: e.g.,
Nystatin for thrush).

Assess infant for first stool
and urine. Obtain speci-

mens as needed. Label and
notify lab of possible HIV
status per agency protocol.

Monitor all intake and
output {weigh diapers, 1
gm =1 cc).

Provide sterile water for
infant as ordered. Assess
for swallowing, excessive
gagging, choking, or vom-
iting and notify caregiver.

If infant tolerated water
feeding, assist mother to
provide first formula feed-
ing (specify formula type:
e.g., 24 calorie and
amount) as ordered.

Monitor infant for signs of
feeding intolerance: exces-
sive spitting up, abdominal
distention, test abnormal
stools for occult blood.
Notify caregiver.

Administer gavage feedings
or TPN as ordered (speci-
fy). Check for residual

before gavage feedings.

ing. The HIV positive
infant is at risk for oppor-
tunistic infection such as

thrush.

(Specify action of drugs
that are ordered.)

First stool and urine indi-
cate normal GI and renal
function. Specimens may
be needed for lab tests.
Lab personnel are alerted
to potentially infected
specimens.

Monitoring provides infor-
mation about fluid balance
and adequate caloric

intake.

Sterile water allows assess-
ment of infant’s feeding
ability with less risk for
injury from aspiration than
if formula were provided
first.

Intervention promotes
maternal-infant attach-
ment and bonding. Infant
is at risk for failure to
thrive and may be started
on high-calorie formula.

Feeding intolerance may
indicate presence of gas-
trointestinal infection.

Gavage or TPN feedings
provide optimal intake if
the infant cannot tolerate
oral feedings. Residual may
indicate intolerance of gav-
age feedings.

INTERVENTIONS

RATIONALES

Provide teaching to family
as needed: hold infant
close with head higher
than stomach (do not prop
the bottle); ensure nipple
is full of formula; burp
infant after each ounce or
more frequently, and when
finished; place infant on
tight side after eating.

Teach parents that a small
amount of regurgitated
formula is normal after
eating but to notify care-
giver if infant vomits the
whole feeding.

Inform mother of the
schedule suggested by her
caregiver (specify — may be
frequent small feedings)
and ensure that sterile for-
mula is available for feed-
ings.

Praise parents for success-
ful feeding of their new
baby.

Teach parents about the
normal newborn'’s stools:
meconium, transitional,
and milk stools: color,
consistency, smell, and fre-
quency. Instruct them to
notify caregiver for diar-
rhea or abnormal stools.

Teach parents that weight
loss of up to 10% is nor-
mal after birth but then
their baby should gain
about an ounce per day
after that for the first 6

months.

Provide written and verbal
instructions on infant

Teaching promotes effec-
tive infant feeding and
enhances family bonding
with infant.

Teaching provides infor-
mation the parents need to
differentiate normal spic-
ting up from vomiting that
may signal GI infection.

Information helps the
mother feed her baby
effectively. Sterile formula
for each feeding helps pre-
vent gastrointestinal infec-
tion.

Praise promotes effective
parenting,

Teaching provides infor-
mation the parents need to
distinguish normal new-
born bowel movements
from signs of infection or
diarrhea.

Teaching provides infor-
mation that may allay par-
ents’ fears about normal
neonatal weight loss.

‘Written and verbal infor-
mation provide reinforce-
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INTERVENTIONS RATIONALES

feeding (and formula
preparation) at discharge
per infant’s caregiver.

ment of caregiver’s instruc-
tions after family has been
discharged.

(specify for infant). Infant will ingest adequate
formula to meet body needs (specify calories and
ounces of formula needed each day).

Evaluation

(Date/time of evaluation of goal)
(Has goal been met? not met? partially met?)

(What is infant’s weight? What is percent of
weight loss? Specify infant’s caloric intake. Is this
adequate?)

(Revisions to care plan? D/C care plan? Continue
care plan?)

Parenting, Altered

Related to: Family at risk for developing parenting
difficulties secondary to maternal terminal iliness
with a potential that infant has a terminal illness.
Lack of knowledge, social isolation, and history of
risk-taking behavior.

Defining Characteristics: Lack of parental attach-
ment behaviors (specify: e.g., avoids eye contact
with infant, doesn’t talk to baby or explore with
fingers). Parents avoid holding or caring for
infant, make disparaging remarks about baby
(specify with quotes).

Goal: Infant will experience appropriate parenting
by (date/time to evaluate).

Qutcome Criteria

INTERVENTIONS

RATIONALES

Review prenatal and labor
records for information
abour maternal atticude

towards pregnancy and
birth of infant.

Establish rapport and
demonstrate respect for
parents by providing priva-
¢y and dedicated time to
discuss concerns.

Observe parent-infant
bonding and attachment
behaviors. Observe par-
ents’ care-taking activities.
Provide feedback to par-
ents about observations,

Encourage parents to iden-
tify and explore fears and
concerns about parenting
the infant now and in the
future.

Assess parents’ understand-
ing of infant’s condition
and provide accurate infor-
mation about the condi-
tion, treatment, and prog-
nosis (specify: e.g., for
HIV, hepatitis B, narcotic
addiction, etc.).

Provide information about
infant’s need for a safe nur-
turing environment to pro-
mote optimum growth
and development.

Assist family to evaluate
social and financial sup-
port systems. Discuss
resources that may be
available to the family.

Review provides informa-
tion about parenting risk

behavior that was identi-

fied earlier.

Providing a safe and non-
judgmental environment
assists the parents to feel
comfortable discussing
sensitive concerns.

Observation provides
information about the
presence of expected par-
enting behaviors. Feedback
gives the parents informa-
tion they may be unaware
of (e.g., that they avoid
looking at the baby, etc.)

Encouragement helps the
parents to begin to identify
fears and concerns.
Identification is necessary
in order to plan coping
strategies.

Accurate information
decreases unsubstantiated
fears and provides antici-
patory guidance to parents.

Parenting is a learned skill.
Informartion helps parents
to provide for infant’s
growth and development
needs.

The family may feel social-
ly isolated, family mem-
bers may avoid the infant,
financial concerns may
cause increased stress.
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INTERVENTIONS

RATIONALES

Help parents to make a
plan for provision of
appropriate care for their
baby (specify: e.g., may
include drug-treatment
program for parents, foster
care for baby, etc.).

Initiate referrals as indicat-
ed (specify: e.g., social ser-
vices, community
resources, early-interven-
tion programs, 12-step
programs, counseling,
etc.).

Evaluation

Resources may help ease
the financial burden and
social isolation of parents.

Planning to provide for
their infant’s needs is part
of effective parenting.
Intervention empowers
parents to make needed
changes in lifestyle or deci-
sions about infant care.

Referrals provide addition-
al resources for the parents
and infant.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Did parents discuss fears and risk of developing
parenting problems? Describe parents’ behaviors
toward infant (e.g., eye contact, holding, talking
to, and feeding the baby). Are they appropriate?)

(Revisions to care plan? D/C care plan? Continue

care plan?)




NEWBORN 297

HIV/RIDS
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Infants of mothers who use alcohol and/or illicit
drugs during pregnancy are at risk for congenital
defects, pregnancy complications, passive addic-
tion, or a combination of these problems. Social
or recreational alcohol and drug use is relatively
common in women of childbearing age in the
United States. Frequently the mother will use sev-
eral substances including tobacco. Fear of reprisal
may prevent the pregnant woman from seeking
help or admitting substance abuse to caregivers.

Signs & Symptoms

* pregnancy complications: placental abruption,
TUGR, fetal distress, meconium aspiration

* SGA, LBW, or preterm infant usually without
RDS

* congenital defects: craniofacial anomalies, heart,
brain defects

* abnormal muscle tone: rigidity, arching, or
hypotonia, lethargy

¢ irritable, difficult to console, shrill cry, sleep dis-
turbances

* tremors, sneezing, yawning, seizures

* uncoordinated suck/swallow reflex, poor feed-
ing, vomiting, diarrhea

* disorganized response to stimulation

* Heroin is replaced with methadone during
pregnancy. Dose is gradually reduced but not
discontinued to avoid fetal withdrawal

* Narcotic antagonists or agonist/antagonist drugs
are avoided for mom/baby to prevent sudden
narcotic withdrawal (e.g., Narcan, Stadol,
Nubain)

* Toxicology screen of mother and infant to iden-
tify substances

* DPositive drug screen for infant is reported to

DCES

* Labs: CBC, electrolytes, glucose monitoring,
urine specific gravity, cultures as indicated

* Sedation: Phenobarbital, paregoric, diazepam in
decreasing doses

¢ Decrease environmental stimulation, 1 calorie
formula

Nursing Diagnoses

Infection, Risk for (292)

Related to: Maternal risk behaviors.
Fluid Volume Deficit, Risk for (282)

Related to: Insufficient intake secondary to poor
suck and swallow. Excessive losses secondary to
diarrhea.

Parenting, Altered (295)

Related to: Family at risk for ineffective parenting
secondary to history of risk-taking behaviors and
ineffective coping with stress.
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Additional Diagnoses and Plans
Infant Feeding Pattern, Ineffective

Related to: Muscle weakness/hypotonia secondary
to neurological impairment, maternal substance
use, congenital defects, or lack of maternal skill

(specify).

Defining Characteristics: Infant is unable to initi-
ate or sustain an effective suck; unable to coordi-
nate suck, swallow, and breathing. Infant vomits
most of feedings (specify). Infant is unable to
obtain adequate calories (specify intake/calories
and calorie needs for this infant).

Goal: Infant will obtain needed nutrition by the

INTERVENTIONS

RATIONALES

Assess the mother’s skill in
feeding infant and infant’s
feeding pattern: suck, swal-
low, and coordination of
swallowing with breathing.

Assess caloric intake com-
pared with needs (specify).
Monitor intake and out-

put.

Support mother’s attempts
to feed baby and provide
teaching as needed: pro-
mote a quiet, calm envi-
ronment, upright position-
ing of infant, use of root-
ing reflex, support of
infant’s chin as needed.

Offer praise for mother’s
attempts to feed her baby.
Explain motor develop-
ment delays and interven-
tions to improve infant’s
feeding pattern.

Assessment provides infor-
mation about the potential
cause of ineffective feeding
patterns.

Assessment provides infor-
mation about fluid balance
and infant’s additional
caloric needs.

Support and teaching assist
the mother to feed her
baby and promote mater-
nal role attainment.

The mother may be
unsure of her skills and
feel inadequate if the
infant is a poor feedet.
Support and explanation
help the mother to under-
stand the infant’s needs.

INTERVENTIONS

RATIONALES

Supplement oral feeding
with gastric feeding to
ensure caloric intake as
ordered (specify formula
type, amount/day: e.g.,
150/250 keal/kg/day may
be ordered).

Encourage mother to hold
and cuddle infant during
gastric feedings (e.g., kan-
garoo care).

Provide for non-nutritive
sucking (pacifier, hands).

Consult with occupational
therapist as needed for
interventions to improve
oral muscle development
and coordination.

The infant needs adequate
calories for growth and
development of skills
needed to obtain nutrients

orally,

Kangaroo care during gas-
tric feeding promotes
maternal-infant attach-
ment and bonding and
calms infant to promote
digestion.

Non-nutritive sucking pro-
vides exercise to muscles
needed for an effective
feeding pattern.

Consult provides early
interventions to promote
optimum oral motor
development.

oral route by (date/time to evaluate).

Outcome Criteria

Infant ingests (specify ounces of formula/breast
milk per feeding/day). Infant gains appropriate
weight (specify). Infant shows increasing skill in
oral feedings (specify for baby: e.g., obtains '/ of

calories orally, etc.).

Evaluation

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Specify infant’s intake. Specify infant’s weight and
gain. Describe infant’s skill in oral feedings: e.g.,
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Defining Characteristics: Infant is irritable, rest-
less, and hyper-responsive to stimulation. Sleep
pattern is short and easily interrupted (specify:
e.g., sleeps lightly for 20 minutes and wakes with

a shrill cry).

Goal: Infant will experience an improved sleep
pattern by (date/time to evaluate).

QOutcome Criteria

Infant will sleep for (specify hours: e.g., 12-14
hours a day) without use of or gradual withdrawal

of sedative medications.

INTERVENTIONS

RATIONALES

Assess infant’s sleep/wake
pattern and response to
environmental stimuli.

Observe for signs of nar-
cotic withdrawal: hyperac-
tivity and irritability, mus-
cle rigidity, shrill cry,
sneezing, yawning. Notify
caregiver.

Decrease environmental
noise and light: cover iso-
lette with blanket, dim
nursery lights at night,
move noisy equipment,
avoid talking around
infant’s bed.

Teach mother about her
infant’s sleep pattern dis-
turbance and interventions
to promote rest.

Wrap infant snugly and
provide repetitive motion:
rocking, walking, or pat-
ting back.

Play soft music or womb
sounds and note infant’s

Assessment provides infor-
mation about infant’s cur-

rent patterns and responses
to stimulation.

Infants experiencing with-
drawal may need sedative
medications to promote
adequate rest during acute
phase.

Interventions decrease
environmental stimulation
and infant’s hyperactive
responses.

Share information and
suppott mother’s caretak-
ing activities.

Wrapping, holding, and
repetitive movements pro-
vide comfort, security, and
promote behavioral organi-
zation.

Soft sounds may be com-
forting to infant or may be

INTERVENTIONS

RATTONALES

response.

Provide for non-nutritive
sucking by using a pacifier
or keeping hands free.

Avoid waking infant for
nonessential care activities.
Cluster care while awake.

Teach breast-feeding
mother to avoid caffeine,
chocolate, gas-producing
foods (e.g., cabbage) and
highly spiced foods for a
week. Foods may then be
added one at a time and
infant’s response observed.

Administer sedatives as
ordered (specify: drug,
route, time). Assist caregiv-
er in decreasing dosage
according to infant’s
responses.

Evaluation

distracting.

Pacifier or hand sucking
provides comfort and pro-
motes rest for infant.

Interventions promote
infant sleep periods. Most
nursing care can be done

during wakeful periods.
The specified foods have

been reported by some
breast-feeding mothers ta
cause GI upset in their

babies.

(Specify action of particu-
lar drug.) Drugs interfere
with REM and deep sleep
stages and should be dis-

continued as soon as

possible.

(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Specify how long infant is sleeping. Specify
dosage of sedative if being used and if dose has

been decreased.)

(Revisions to care plan? D/C care plan? Continue

care plan?)

Infant Behavior, Disorganized

Related to: Altered CNS response secondary to
prenatal exposure to drugs/alcohol.




302

MATERNAL-INFANT NURSING CARE PLANS

Defining Characteristics: Specify (e.g., irritability,
tremors, seizures, tachycardia, tachypnea, apnea,
sneezing, gagging, yawning, hypotonia, lethargy,
shrill ery, difficult to console, etc.).

Goal: Infant will demonstrate increase in behav-
ioral organization by (date/time to evaluate).

Outcome Criteria

Infant demonstrates periods of calm, quiet alert
state. Infant shows less motor instability (specify:
e.g., tremors, rigidity, etc.). Holding can console

infant, rocking, talking.

INTERVENTIONS

RATIONALES

Assess infant’s behavioral
responses to stimuli.
Observe care-taking skills
and emotional responses of
parents.

Assist parents to identify
behavioral cues of infant.
Discuss infant’s disorga-
nized behavior with par-
ents. Involve them in plan-
ning and implementing
interventions to assist the
baby.

Handle infant slowly and
calmly. Maintain flexion
when handling baby.
Swaddle securely with
hands free for sucking.
Position in crib prone or
on side with blanket rolls
creating a nest.

Decrease environmental
stimulation as much as
possible: cover isolette with
a blanket, dim lights,

decrease noise. Alert others

Assessment provides infor-
mation about individual
infant’s responses to partic-
ular stimuli. Parents who
are substance abusers may
also be at risk for neglect
or abuse of their children.

Assisting parents to under-
stand their infant pro-
motes parent-infant attach-
ment and facilitates effec-
tive parenting of the diffi-
cult infant.

Interventions provide
external regulation of
motor control promoting
comfort and rest.

Excessive stimulation leads
to increased behavioral dis-
organization and expendi-
ture of energy needed for
growth and development.

INTERVENTIONS

RATIONALES

to infant’s needs by placing
sign on isolette.

Maintain a calm routine
for infant care. Cluster
activity and avoid over-
stimulation or interruption
of sleep.

Teach parents to provide
kangaroo care holding
infant securely in flexed
position against skin of
chest. Assess infant’s
response.

Gradually provide develop-
mental stimulation (touch,
talking, music, etc.) noting
infant’s response and
increasing or decreasing
stimulation based on
infant’s cues.

Teach parents about
growth and development
milestones for infancy.
Provide written materials if
appropriate.

Teach parents to maintain
a consistent routine for
baby after discharge.
Suggest trying an infant
swing for baby.

Initiate home follow-up
visit for infant. Provide
phone number for parents
to call with concerns.

Refer parents as indicated
(specify: e.g., early inter-
vention programs, social
service, counseling, etc.).

Providing a consistenc rou-
tine with clustered activity
assists the infant to orga-
nize behavior.

Kangaroo care may help
calm the infant, or may be
too stressful at first. Care is
based on infant’s response.

Developmental stimulation
supports infant’s growing
abilities based on individ-
ual response,

Anticipartory guidance
helps parents to provide
appropriate care for their

baby.

The infant benefits from
routine by developing pat-
terns of organized behav-
ior. Repetitive motion is
calming for some infants.

Home visits provide infor-
mation on infant’s progress
and parents’ care-taking
abilities. The infant may
be at risk for neglect or
abuse if parents become
frustrated with caring for a

difficult baby.

Referrals are initiated to
provide continual support
and surveillance.
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Evaluation
(Date/time of evaluation of goal)

(Has goal been met? not met? partially met?)

(Does infant exhibit periods of quiet alert state?
Describe changes in motor excitability. How is
infant consoled? Has this improved?)

(Revisions to care plan? D/C care plan? Continue
care plan?)
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Maternal Prenatal
Substance Abuse

l

l

Congenital Defects Pregnancy
_ FAS _ Complications
craniofacial malformations \ 4 PIH
congenital heart or brain . abruptio placentae
. defects Birth placenta previa
microencephaly asphyxia
preterm
LBW
v
withdrawal
/ (24 =72 hours) \
CNS GI Respiratory
tremor uncoordinated, weak 1 risk for meconium
shrill cry suck and swallow aspiration
irritability, restlessness vomiting tachypnea
lethargy loose stools apnea
sleep disturbance diarrhea 1 secretions
yawning, sneezing dehydration

hypertonus/hypotonus
T reflexes
difficult to console

L

v

Long-Term
Problems

mental retardation

behavior disorders
hyperactivity
1 incidence of
neglect/abuse

1 incidence of SIDS
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