VNSG 2463

OB

Clinical Information

Medication List

The following is a list of frequently administered meds that serves as a foundation for clinical practice at this level. This list is not intended to be all-inclusive. The student is expected to demonstrate knowledge verbally/written format while in the program.

Methergine

Simethicone/Mylicon/Mylanta Gas

RhoGam

Rubella Vaccine

Duramorph

Vicodin/Lortab/Norco

Motrin

Colace

Calcium Gluconate

Magnesium sulfate (IM or IV)

Oxytocin Injection

Terbutaline

Stadol

Cytotec

Hemabate

Aqua-Mephyton-neonatal

Erythromycin Ophthalmic Ointment

Hepatitis B Vaccine

Obstetrical Office/Clinic Setting

Clinical Objectives
Upon completion of this unit, the student should be able to:

A.
Observe the care of clients in the ante-natal setting.  [C]
B.
Perform when possible:  [C, S3, 5, 6, 7, 8]
1.
collection of specimens (not catherizations)

2.
weighing of clients

3.
vital signs

4.
assisting with examinations

5.
FHTs

6.
assisting the nurse with other office procedures

C.
Evaluate the teaching needs of the client.  [C, S2.2]
D.
Assist the nurse in the clinical setting.  [C, S2, 3, 4, 5, 6, 7, 8]
E.
Will not administer medications or perform invasive procedures.

F.
Identify methods of birth control.  [C]
G.
Record, in outline form, hour by hour, the events occurring in the time span assigned in the ambulatory care setting.  [C, S3, 6.2]
Obstetric Office/Clinic Setting

Clinical Focus
I.
Objectives:

At the end of this learning experience, the student should be able to:

A.
Observe the care of clients in the ante-natal setting.  [C]
B.
Assist the nurse with non-invasive office procedures B  NO MEDICATIONS or INVASIVE
Procedures i.e. catherization, etc.  [C, S2, 3, 5, 7]
C.
Evaluate teaching needs of the client.  [C, S3.1]
D.
Assist the nurse in teaching the ante-natal client.  [C, S2.2]
II.
Preparation:

A.
Read text content.

B.
Review the following procedures:

1.
Ultrasound

2.
Amniocentesis

3.
Culdoscopy and/or Culposcopy

4.
Endometrial Biopsy

5.
D&C

6.
Norplant insertion & removal

7.
Amniocentesis

C.
Bring stethoscope, black pen, nurse=s watch, note pad.

III.
Assignment:

A.
Report to clinical on time and in school uniform; complete with ACC patch and picture identification.

B.
Complete clinical objectives.

C.
Demonstrate professional conduct.

D.
Turn in completed diary the first class day after clinical experience.

IV.
Evaluation:

A.
Complete required written assignment on time.

B.
Communicate significant experiences with clinical instructor.

Intra-Partum Clinical Objectives
Upon completion of this unit, the student should be able to:

A.
Given a specific format, state writing the requested information on the following drugs:  [C, S3.2, 3.3]
1.
Calcium gluconate

2.
Magnesium sulfate (IM or IV)

3.
Oxytocin Injection

4.
Terbutaline

5.
Stadol

6.
Cytotec

7.
Hemabate

B.
Demonstrate practice of labor and delivery asepsis by wearing the scrubs required by hospital policy.  [C, S5, 4.1]
C.
Perform, when possible WITH INSTRUCTOR SUPERVISION the following skills:  [C, S2.3, 5, 7]
1.
enema

2.
catheterization

3.
prepping the patient for delivery

4.
infant footprints

5.
infant identification bands

D.
Assist in the care of a mother in labor by participating in

1.
admission of a client to the labor room  [C, S2.3, 3]
2.
provision of safety and comfort measures to minimize fear, pain, and anxiety  [C, S2.3, 5, 6.3, 7]
a.
coach with breathing exercises

b.
assist with positioning

c.
inclusion of family support members

d.
administer medications with instructor supervision, no IV meds

3.
monitoring progression of labor and fetal well-being by:  [C, S2.3, 4, 5, 6, 7, 8]
a.
report to designated staff nurse behavioral clues exhibited by the mother that are indicative of each stage of labor including transition

b.
correlate behavioral cues with internal progression of the fetus through the birth canal.

c.
determine and record vital signs, fetal heart tones, and uterine contractions

d.
report to the designated staff nurse deviations from normal regarding vital signs, fetal heart tones, and uterine contractions

E.
Describe the effects and nursing responsibilities of analgesics and anesthetics in your assigned clients;  [C, S3, 7, 8]

F.
Evaluate the theory signs/symptoms of labor and delivery in contrast to the sign/symptoms displayed by the client.  [C, S3.1, 3.2, 3.3, 7]
G.
Assist in the immediate nursing care of the newborn:  [C, S3, 7]
1.
perform the immediate appraisal using the Apgar scoring chart

2.
obtain footprints of the infant on the identification papers

3.
apply identification bands

H.
Describe in writing the purpose, procedure, nursing responsibilities, and complications of the client.  [C, S3, 4, 5, 7]
1.
augmentation and induction with Pitocin

2.
amniotomy B rupture of membranes (SROM; AROM)

3.
external and internal uterine and fetal monitoring

4.
prostin cervical ripening

I.
Assist, when possible, in the nursing care of the client with the conditions listed in Objective H.  [C, S2, 3, 4, 5, 7]
1.
(1993).  Use of prostaglandins for induction of labor.  Journal of Nurse Midwifery, 38(2) (supplement), 42S-48S.

Intra-Partum Clinical Focus
I.
Objectives
At the end of this learning experience, the student should be able to:

A.
State in writing the requested information on the listed medications (in syllabus), for intra-partum.  [C, S3.2, 3.3, 6.2]
B.
Be able to verbalize the expected action, side effects and nursing implications of the required mediations.  [C, S3.2, 3.3, 6.4]
C.
Assist the hospital staff in managing care of the intra-partum client.  [C, S2.3]
D.
Differentiate between the basic normal physiological changes that occur during intra-partum and signs/symptoms of maladaption.  [C, S3, 7]
E.
Recognize the psychological adjustments that normally occur during the intra-partum period.  [C, S3, 7]
II.
Preparation
A.
Prior to the experience, read:

McKinney and Ashwill.  Maternal-Child Nursing, Chapters 17-20.

B.
Review lecture notes related to this area.

C.
Report to clinical area on time.

III.
Assignments
A.
While working directly with co-assigned nurse, perform an assessment of the intra-partum client EXCLUDING VAGINAL EXAMS.

B.
Assess client’s contraction pattern to include frequency, duration, and intensity.

C.
Assess client’s behavior during the 4 stages of the birth process.

D.
Observe types of analgesia used for the caesarean delivery.

E.
Follow client through the recovery phase, and assist nurse in the recovery process.

G.
Turn in medication cares and assignment upon arrival to clinical.

IV.
Evaluation
Clinical post conference may include discussion on:

A.
Normal physical and psychological variations for the intra-partum client.

B.
Appropriate interventions that can help facilitate your intra-partum experience.

C.
Difficulties encountered during the intra-partum day.

The Post-partum Clinical Objectives
Upon completion of this unit, the student should be able to:

A.
Given a specific format, state in writing the requested information on the following drugs.  MUST KNOW GENERIC NAMES for these medications:  [C, S3.2, 3.3]
1.
Methergine

2.
Simethicone/Mylicon/Mylanta Gas

3.
RhoGam

4.
Rubella Vaccine

5.
Duramorph

6.
Vicodin B Lortab – Norco 

7.
Motrin

8.
Colace

B.
Perform a nursing assessment.  [C, S3.1, 3.2, 3.3, 5, 7]
C.
Record the information gathered in the nursing assessment on the assessment guide of the client assignment sheet and on the client=s chart.  [C, S3.3, 3.2, 7.4]
D.
Utilizing a given outline, actively assist in the nursing care of the ante/post-partum client.  [C, S7.4]
E.
Demonstrate caring behaviors to the ante/post-partum client.

F.
Assist in managing the care of the post-partum client with complications by adapting the provisions of care to the individual needs of the client.  [C, S2.3, 4, 7.2]
G.
Administer medications safely ONLY under supervision of clinical instructor.  [C, S3.3, 5, 6.3, 2.3]
H.
Identify teaching needs of the new mother.  [C, S2.2]
1.
hygienic measures

2.
comfort measures

3.
nutrition needs

4.
fluid and elimination needs

5.
rest needs

6.
emotional needs

7.
breast feeding

8.
discharge planning

I.
Incorporate teaching needs into the clients’ plan of care.  [C, S2.2, 7.5, 7.6]
J.
Record in the client’s chart any instructions which were given to the client.  [C, S6.2]
K.
Record in the client’s chart the behaviors which validate the effectiveness of the teaching plan.  Incorporate these teaching needs into the client plan of care.  [C, S2.1, 6.2, 7]
L.
Record in the client’s chart any behaviors which have been observed between mother and infant (bonding).  [C]
M.
Identify the effects of maternal complications on the bonding process.  [C, S7.6]
N.
State in writing the plan of care.  Be sure to include the following items in the plan of care:  [C, S2.3, 3.7]
1.
long-term goal

2.
potential or actual problems and/or needs (nursing diagnosis)

3.
short-term goal

4.
nursing interventions

5.
rationale

6.
evaluations

O.
Chart information that is consistent with nursing care provided to the client including observations obtained through the use of assessment skills.  [C, S3, 6, 7]
P.
Report to the designated staff member all information pertinent to the continuity of care for the assigned client.  [C, S8]
Post-Partum Clinical Focus
I.
Objectives
At the conclusion of this clinical experience, the student will:

A.
Differentiate between basic normal physiologic changes that occur in the post partum period as a woman’s body returns to a pre-pregnant state, and signs/symptoms of maladaption.  [C, S3.2, 7.6]
B.
Recognize the psychological adjustments that normally occur during the post partum period.  [C, S3.1, 3.2, 3.3]
C.
Demonstrate a complete, accurate post partum assessment on a low risk client.  [C, S3.1, 3.2, 7.2, 7.3]
D.
Describe topics of importance for parent education during the post partum period.  [C, S2.2]
E.
Explain the role of the nurse in post partum parent education and the use of the Post Partum Teaching Checklist.  [C, S2.2, 7.4]
F.
Demonstrate appropriate post partum self-care and baby care teaching, based on the individual needs of the client.  [C, S2.2, 7.3]
G.
Describe the attachment process that occurs within the developing family.  [C]
H.
differentiate between parental behaviors that indicate a healthy attachment process occurring and those behaviors that indicate maladaption to the newborn.  [C, S7.6]
I.
Describe and demonstrate nursing interventions that facilitate a positive adaption process.  [C, S2.3]
J.
Document objective parental behaviors that indicate the occurrence of parent-infant attachment on the client=s chart.  [C, S3.1, 6.2]
II.
Preparation
A.
Prior to the experience, read:

McKinney & Ashwill (2000). Maternal-Child Nursing, Chapter 21.

B.
Review the video (RVS Media) Post Partum Nursing Assessment the 12 Point Check WQ 500 P 858, 1988

C.
Report to clinical at assigned time.

III.
Assignments
A.
Turn in med cards and Physiological Changes on first post partum day.

B.
Following a demonstration/practice period with an instructor present, complete a post partum assessment on your assigned client.  Include psychological as well as physical aspects.  Utilize standard precautions for blood/body fluids when appropriate.

C.
Document your assessment findings, after approval by your instructor.

D.
Attend, if possible, a Mother-baby class or other educational opportunities.

E.
Set aside time during the clinical day to provide specific education to your client and/or family unit regarding self-care and baby care.  This education should be designed to meet your clients’ specific needs.  Utilize teaching aids available as a resource and guide.

F.
Document all teaching done on the post partum teaching check list.

G.
Assess for attachment occurring between your client/family and newborn.  Include the father of the child and siblings if present.

H.
Document assessment findings using objective terminology.

IV.
Evaluation
A.
Clinical post-conference may include discussion on:

1.
Normal physiological and psychological variations for the post partum client.

2.
Individualization of the teaching plan to meet the needs of the various types of clients.

3.
Parental behaviors indicating a healthy attachment or problem behaviors indicating problems with the attachment process.

4.
Appropriate nursing diagnoses which can be formulated based on data collected.

5.
Appropriate interventions that can help facilitate your client=s post partum experience.

6.
Difficulties encountered during post partum day.

B.
Submit completed care plan the first class after the first 2 days on post partum.

Post-partum Written Assignments

Physiological Changes
Bring completed along with med cards the first day assigned to post-partum.

Definition of Puerperium
Definition of Involution
Describe the physiological changes which occur during the post-partum period:
I.
Involution

A.
Uterus/Fundus

B.
Afterpains/Aftercramps

C.
Abdominal wall – not Abdominal Distention

D.
Lochia

II.
Systemic Changes

A.
Diuresis/Diaphoresis

B.
Weight loss

C.
Vital signs

D.
Exhaustion

III.
Progressive Changes

A.
Lactation

B.
Return of menstruation

C.
Resumption of birth control measures:  Include which methods can and cannot be used and the reasons why

IV.
Care Plan – due the first class day after the first 2 days assigned to post-partum clinical experience

Postpartum Tidbits
1.
Nursing documentation at Brackenridge is called “PIE” charting.  This stands for Problem, Intervention, and Evaluation.  You will address the client’s identified problems, your interventions and then evaluate the client’s progress in response to your intervention or in regard to the problem.  You will be taught how to do this in orientation to OB.

2.
You must address identified client problems from the problem list at least once every eight (8) hours.

3.
In addition to problems from the problem list, any pertinent data not related to identified problems should be entered in the data/assessment column.

A.
You will make an initial entry which includes a brief assessment statement (most of the assessment data is entered elsewhere).

B.
During your shift, you also need to make a descriptive statement about maternal-infant bonding.  Include in an assessment entry your observations of parental-infant interaction.  (Don’t just state “bonding well.”)

C.
For breastfeeding families, you need to assess how the baby is breastfeeding.  You need to observe the infant’s attachment at the breast and assess the mother’s comfort with breast feeding at least once a shift.  Then make a statement about your observations in the assessment column.  (“Infant nursing well with good latch on; mother stated there is no nipple discomfort” or whatever you observe.)

4.
Record the first three voids postpartum or after foley removal on the graphic sheet (amount or q.s.).  Be sure and add pertinent assessment information (i.e., amount, fundus position after voiding, inability to void) as an assessment entry if there is concern.

5.
Discharge sheet – A separate discharge teaching sheet is to be completed on each client at the time of discharge.  You must also complete the back of the form and note in the data/assessment column:  “Verbalized understanding of discharge teaching” or something indicating the client’s response.

Other:

Vaginal delivery cls with vaginal tears or episiotomies are to be offered/encouraged/taught to do a sitz bath tid.

Cesarean delivery cls may be offered a sitz bath depending on assessed need.

Assist your cl up for the first three (3) voids so you can note the above and be there if she gets dizzy.  (Take an ammonia inhalant with you.)

Once meal trays come up they will be warmed and then you will pass trays for your clients.

Care Plans:

The postpartum (PP) care plan is where you can bring the whole OB process together.  You have a list from which to build a “standardized” care plan.  You will then individualize the care plan by adding a.e.b. onto your dx statement for the problems your client exhibited and by your evaluations.  You may add any interventions specific to your client you wish.

The PP care plan is NOT to be a med-surg care plan with added PP details.  If you do your care plan on a C/S cl, do not write diagnoses for the generic surgical cl.  Write them up for the OB cl using the standardized list.

Make the dx specific to the PP process.  Use the info from your physiological changes assignment to write the R/T part of your dx.

In addition, you may add individualized dx for your pt that relate to the OB process.  Examples:

Alt. in sexual patterns

Alt. in body image

Breastfeeding, ineffective

Alt. in fluid volume (PIH)

Ineffective family/individual coping

Impaired communication

Client Teaching: Please develop teaching plan for the following:

hemorrhoids

endometritis

incisional infection

thrombophlebitis

post partum depression

Austin Community College

Vocational Nursing Program

Post Partum Care Plan
	Student Name

	Date/s of Care
	Decade

Sex of Infant

Gravida

Para

	Current Medical Diagnosis
	
	

	
	Type of Delivery
	

	
	Episiotomy/Laceration
	

	Past Medical History
	Breast or Bottle Feeding
	

	
	Allergies
	

	
	
	

	
	
	


Nursing Process:  I.  Assessment

Nursing Care Responsibilities

	Vital Signs:

Time:


B/P

P

T

R














	Neuro Vital Signs:
















Daily Weight: 




Diet/Special Feedings: 









Accuchecks:  Time/Result 



Time/Result 



Time/Result 



IV Sol: 



        Site: 



       Rate: 



       SL Site: 





Central Line 






I & O 






O2 Therapy: 





Mask/cannula 




Liters/min 




NG Tube: 





Suction 



Drainage 





Elimination Consideration: 





Foley  y/n 




Activity:  Bedrest 



Chair 



Ambulatory 



Up ad lib 




Personal Hygiene:  Bed Bath 


   Shower 


   AM/PM Care 

   Other 



Safety:  Bed Low 


    Call Bell 

    Side Rails 



Other Treatments:










	Assessment Data Day 1

(continue on back if necessary)
	Assessment Data Day 2

(continue on back if necessary)


AUSTIN COMMUNITY COLLEGE

VOCATIONAL NURSING PROGRAM

MEDICATION PROFILE
Include ALL medications given to your patient by ALL routes. It is vital that you be specific about this drug and its usage for your patient. Do not give general terms that do not relate to your patient!

	Medication + Route + Frequency
	Therapeutic Classification
	Rationale:  Why this drug is prescribed for THIS patient
	Nursing Implications

Inclusive of Assessment and Lab Considerations
	Side Effects

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Medication Profile this page and next (separate file)

Insert Lab Values Table here (separate file)

AUSTIN COMMUNITY COLLEGE

VOCATIONAL NURSING PROGRAM

LAB VALUES

	Labs
	Normal Values
	Client Values
	Significance of Values
	Why are labs abnormal?

How are they being corrected?
	Prep and Post Care

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


AUSTIN COMMUNITY COLLEGE

VOCATIONAL NURSING PROGRAM

DIAGNOSTIC PROCEDURES

	Procedure
	Purpose
	Client Prep
	Post Care Results

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Insert Diagnostic Procedures Table here (separate file)

DATA GATHERING GUIDE

I.
GENERAL OBSERVATIONS: (These observations should be made when you have initial contact with patient/client and several times throughout the shift as the patient’s/client’s condition warrants.  You should assess both the patient/client and his or her environment.

ASSESS FOR:

A.
Clinical signs of patient distress

B.
Safety

C.
Level of consciousness

D.
Vital signs/skin

E.
Special observations relative to patient/client medical diagnosis and/or condition (dressings, wounds, drainage tubes, IV, foley, incontinence, etc.)

II.
PHYSICAL ASSESSMENT: (After you have made your general observations, perform a physical assessment on your patient/client.  The depth of the assessment will depend on the patient’s/client’s need, your level in the program, and the learning experiences your instructor feels you need.  You can do some parts of your physical assessment while bathing the patient/client).

A.
Head & Neck : (include eyes, ears, nose, mouth and pharynx)

B.
Chest (thorax, lungs)

C.
Heart

D.
Abdomen

E.
Extremities (skin condition, temperature, Homan’s sign, pulses, nail, joints, mobility)

F.
Neuro vitals (LOC, ability to move, pupillary response, vital and reflexes)

III.
OTHER HUMAN NEEDS:
A.
Elimination (date of last BM, description control?) Urination (amount), appearance, urinary control?

B.
Nutrition (diet, amount eaten, height, weight)

C.
Psychosocial/Self-Esteem (age, life stage, feeling about self, behaviors exhibited)

The information to fulfill the requirements for description of illness is found on the purple sheet in your VNSG 2463 syllabus under the post partum section. Please answer all the areas listed and bring to clinical on first assigned day in post partium.

References:

Instructions For Ob Care Plan
Students are TO complete the attached care plan.

· Under each nursing diagnoses, prioritize the nursing diagnosis based on your patient situation. 

· Interventions are listed in the interventions column. Add additional nursing interventions as indicated for your patient situation.

· Under rationale, number rationale to coincide with the nursing intervention and provide the scientific rationale for that intervention.

· Under evaluation column, fill out evaluation criteria, include substantive data to explain how the evaluation met the STG and if nursing interventions were effective.

· Additional nursing diagnosis, specific to your patient are to be added in the spaces provided. If additional space is needed for nursing diagnoses please add additional sheet(s). 

CARE PLAN FOR OBSTETRICAL ROTATION

Long-Term Goal:

	At risk for Alteration in cardiac output, decreased R/T blood loss from uterine atony or lacerations, cervical, perineal

GOAL: adequate blood volume AEB: V/S, urinary output, skin color & temp and no increased bleeding (no clots larger than quarter sized, no soaking of perineal pads greater than one per hour)

Priority______


	INTERVENTIONS

1.
Assess vital signs for ↑ pulse, ↓ B/P

2.
Assess peri pad for amount, color, characteristics of lochia

3.
Assess fundus for firmness, location


	RATIONALE


	EVALUATION



	At risk for infection, incisional or perineum R/T alteration in skin integrity AEB warmth, redness, pain, increased temperature

STG: no evidence of infection AEB by temp < 100.6, incision approximated with no redness, warmth, edema, or drainage

Priority ________


	INTERVENTIONS

1.
Assess VS

2.
Assess incisional area for S&S of infection

3.
Assess perineum for warmth, redness, edema, drainage

4.
Instruct patient in peri care, rinse with peri bottle past each BR trip, change peri pads q 2 hrs, apply sterile peri pads


	RATIONALE
	EVALUATION

	At risk for infection, breasts RT alteration in skin integrity AEB by warmth, redness, pain, and alteration in skin integrity

STG: Patient will not display increased signs of skin disruption and pain in breasts

Priority _____________


	INTERVENTIONS

1.
assess breasts for intact skin around nipple

2.
Assess breast for S&S of infection

3.
Teach patient not to use soap on breast

4.
Teach patient to wear firm support bra

5.
Teach patient to air dry

6.
Observe latch on






	RATIONALE
	EVALUATION

	At risk for Alteration in elimination, bladder distention RT perineal or urethral trauma, edema, loss of muscle tone, or decreased sensation

STG: Patient will exhibit normal bladder function AEB voiding without difficulty, emptying bladder each voiding, and a non palpable bladder

Priority _______


	INTERVENTIONS

1.
Assess patient for bladder distention q 6-8 hours

2.
Measure first three voidings or QS

3.
Measure I&O

4.
Use non invasive measures to encourage voiding such as ambulate to BR, run warm water over perineum, running water

5.
Catheterize per physician’s order






	RATIONALE
	EVALUATION

	At risk for Alteration in elimination, constipation

RT decreased muscle tone, decreased peristalsis, medications, pain

STG: normal bowel function AEB by active bowel sounds, passage of flatus, BM within 72 hours after delivery

Priority _________
	INTERVENTIONS

1.
Assess for presence of bowel sounds, passage of flatus, abdominal distention

2.
Encourage patient to drink at least 2 quarts of fluid/day

3.
Encourage patient to increase ambulation each day

4.
Encourage patient to include fiber in diet, fresh fruits and vegetables

5.
Administer ordered medications

6.
Monitor BM frequency






	RATIONALE
	EVALUATION

	At risk for alteration in peripheral circulation, thrombophlebitis RT venous stasis, decreased mobility, edema, or increased clotting factors

STG: Adequate peripheral perfusion AEB warm, pink extremities free of numbness, tingling, burning pain, redness, negative Homan’s sign

Priority ________
	Interventions

1.
Assess extremities for S&S of altered peripheral perfusion

2.
Encourage patient to perform ankle exercises and increase ambulation daily

3.
Teach patient to not cross legs and avoid popliteal pressure

4.
Encourage adequate fluids up to 2 quarts per day


	RATIONALE
	EVALUATION

	Knowledge deficit: self and infant care and parenting role RT new expectations and home management past delivery

STG: Knowledge to care for self and infant 

AEB by verbalization and demonstration of self and infant care

Priority ________


	interventions

1.
Assess parents current level of knowledge

2.
Provide post partum instructions on self and infant care

3.
Provide time to review over parent’s concerns

4.
Provide time for parent’s to demonstrate infant care

5.
Have patient demonstrate self care

6.
Review discharge instructions and provide parents with a copy of post partum and infant discharge instructions






	RATIONALE
	EVALUATION


ADDITIONAL NURSING DIAGNOSIS
	II. NURSING DIAGNOSIS
III. PLANNING
	IV. IMPLEMENTATION
	V. EVALUATION

	NURSING DIAGNOSIS/

SHORT-TERM GOAL(S) FOR EACH DIAGNOSIS
	PRIORITIES
	NURSING INTERVENTIONS
	RATIONALE
	DAILY EVALUATION

	
	Day 1
	Day 2
	
	
	

	
	
	
	
	
	


Insert Care Plan for Obstetrical Rotation (under separate file)

