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Abstract

L.M., a twenty-six year-old Caucasian female, was admitted to Aultman Hospital on September 14, 2008 for a scheduled cesarean section due to breech position. L.M. is gravida one, para one, and abortion zero. L.M. gave birth to a female at thirty-eight weeks gestation. The infant weighed six pounds and thirteen ounces and had no known complications. The infant was monitored for risk for infection, risk for impaired skin integrity, ineffective thermoregulation, and risk for ineffective infant feeding pattern. L.M. was monitored for risk for infection, acute pain, risk for constipation, and risk for ineffective breastfeeding. A care plan was developed for the postpartum mother and infant, and was followed until the time of discharge unless indicated otherwise. The patients will be discharged on September 17, 2008, and given the necessary and proper discharge teaching.
Caring for the Postpartum Mother and Newborn

       Presenting to us on September 14, 2008 is a twenty-six year-old Caucasian female named L.M.. She has come to triage for a scheduled cesarean section secondary to fetal breech positioning. This means the fetal head is up by the maternal rib cage, and the buttocks of the fetus has descended into the maternal pelvis instead of the head. A cesarean delivery, the making of an incision into the uterus to retrieve fetus, is required in order to avoid complications and possible fetal distress that would arise with a normal vaginal delivery. L.M.’s gynecological history indicates she is thirty-eight weeks gestation, stating her last menstrual period was in October of 2007, and her estimated date of delivery is September 28, 2008. This patient was chosen as a learning experience that steps outside the realm of a normal vaginal delivery. The fetal positioning and requirement of a cesarean section puts the patient and fetus both at a higher risk for complications and postpartum infections. This document will not only provide information on the patients themselves, but it will also give nursing rationales taken to give proper care. Tables are provided at the end of this document, including laboratory data for the mother and the newborn and medications. 
       L.M. has been admitted to Aultman Hospital as a gravida 1, para 1, abortion 0, and living children 1. This informs us she is currently pregnant with a single fetus; gravida 1, she has carried one pregnancy for at least twenty weeks whether born alive or dead; para1,  has had no abortions or fetal deaths that occurred before twenty weeks; abortion 0, and has one living child; living children 1. L.M.’s husband is present and shows much interest in her pregnancy. There are no physical or emotional signs of abuse. Within the household the husband does most of the cooking while they both go grocery shopping. L.M. is a young adult with straight blonde, shoulder length hair. She is pale in skin color and appears well groomed. She currently weighs 233 pounds and stands 5 foot 5 inches tall.  During her pregnancy L.M. has gained a total of twenty-four pounds and has a BMI of 38.8 which puts her in the category of obesity. BMI stands for body mass index which is an index for estimating obesity. It is obtained by dividing weight (Kg) by height (m²) and factoring in age. Any result over 27.3 in females is considered obese. 
       L.M. comes to us with no known significant medical history. She states only knowing of her father to have colon cancer and her brother to have a heart murmur. Other findings indicate she has a surgical history of a tonsillectomy, which is the surgical removal of her tonsils. She is currently experiencing no complications within her pregnancy other then nausea and vomiting. She has no known drug allergies, and is currently taking Zoloft for depression, Phenergan for nausea related to an increase level of HCG, and prenatal vitamins to prevent and treat vitamin deficiencies. L.M. denies any use of alcohol, illicit drugs, and is not a smoker. 

OB/GYN History

       This is L.M.’s first delivery. Even though she plans to breastfeed, L.M. is very hesitant and nervous since she did not attend prenatal classes. These classes provide information on breastfeeding, which she needs since she plans on breastfeeding, cesarean and vaginal deliveries, breathing techniques, and distraction to decrease anxiety and help with pain management. 

Prenatal Lab Work

       L.M.’s prenatal lab work indicates she is B+, making her exempt from the need for Rhogam. Rhogam is a sterilized solution for those that do not contain Rh in their blood, Rh-. Exposure to Rh+ blood during pregnancy causes manufacturing of antibodies that destroy Rh+ blood cells. Any future deliveries of Rh+ fetuses will end in fetal death if Rhogam is not administered within seventy-two hours of delivery. Other lab results show signs of anemia which is common during pregnancy, decreased hematocrit and decreased hemoglobin. Hematocrit is the percentage of total blood volume that consists of erythrocytes. While hemoglobin is the iron containing pigment of the red blood cells which carries oxygen from the lungs to tissues. This shift is caused by an increased need for blood in fetus and placenta. Her glucose results were 158, and no further testing was noted. Also available were results of immunity for Rubella, also known as German measles, and Varicella, also known as chickenpox. She tested negative for Group B beta strep, which is usually harmless in healthy adults, but can cause a relatively rare but very serious infection in newborns. She tested negative for Hepatitis B, a virus that causes inflammation of the liver. L.M. was also scheduled for an obstetrical ultrasound on July 15, 2008. She was twenty- nine weeks and two days gestation. Results showed normal findings, and the fetus was in the 50th percentile for growth.
 Prenatal Diagnosis
       Nursing diagnoses for L.M. during her pregnancy:
· Risk for constipation related to a decrease in gastric motility and pressure on lower colon. 

· Nausea related to elevated estrogen levels or decreased gastric motility and pressure on cardiac sphincter from enlarged uterus.

· Risk for activity intolerance related to fatigue and shortness of breath secondary to pressure of enlarging uterus on diaphragm and increased blood volume.

· Knowledge deficit related to not attending prenatal classes

Labor and Delivery

       Onset of labor was documented at 0000 on September 14, 2008. L.M. stated a positive SROM at 2245 on September 14, 2008. SROM is the spontaneous rupture of membranes. When this occurs a moderate amount of clear to red-tinged fluids are released. This is the amniotic sac rupturing, a normal result of dilation of the cervix. When the cervix is said to dilate, it means the cervical canal of the uterus is expanding in preparation for passage of the fetus. 

       Once her membranes ruptured, L.M. had an IUPC, or internal monitor, placed. This is inserted vaginally by the doctor to measure contractions more accurately, and monitor the fetal heart rate for any possible complications that can arise such as a cord prolapse or cord compression. A cord prolapse involves the premature expulsion of the umbilical cord during labor before the delivery of fetus. Cord compression occurs when the fetus is cutting off its own vital blood supply. Interventions to correct this can be repositioning patient to decrease pressure put on the cord, or by placing the bed in trendelenberg position to allow gravity to assist with the reinsertion of the cord back into the vagina. Trendelenberg position is when the head of the bed is lower than the foot of the bed.
Labor Medications

       Administration of Lactated Ringers is given intravenously from time of arrival through labor to maintain hydration and electrolyte balances. A mix of Lactated Ringers and Pitocin is also given to facilitate uterine smooth muscle contractions. Solution was obtained by diluting 1 milliliter of Pitocin in 1000 milliliters Lactated Ringers for a concentration of 10milliunts/mL. Infusion rates are slowly increased until desired outcome of contraction rates and stimulation of labor is reached. Zofran and Reglan, antiemetics, are both ordered in the incidence of nausea. An epidural is used to alleviate the sensation of pain during labor by inhibiting sensory nerve impulses. Nubain was also administered as a sedative prior to surgery. Nubain can also help to decrease itching. The both of these allowed for the cesarean section to take place with the absence of pain. Ephedrine is used in conjunction with an epidural to treat hypotension related to the use of an anesthetic.

       Delivery of baby occurred at 2305 on September 14, 2008. Delivery of placenta took place one minute later at 2306.

Nursing diagnoses for L.M. during labor and delivery:

· Acute pain related to uterine contractions during labor

· Fear related to unpredictability of uterine contractions, surgery, and possibility of having an impaired infant

· Anxiety related to insufficient knowledge of anesthesia and cesarean section surgery

· Risk for infection related to cesarean section surgery
Postpartum Assessment

       Upon assessment of L.M. after her cesarean section findings were as follows:

· Blood pressure 128/78

· Heart rate 60 beats per minute
· Temperature 36.9 degrees Celsius
· Respirations 16 breaths per minute
L.M. was alert and oriented times 4, with no visual disturbances. She had no complaints of headache. She moved all extremities with strong limb movements and her reflexes were present in the biceps, brachial, and patellar. L.M.’s capillary refill was less than two seconds. Homan’s sign was negative in both of her lower extremities, experiencing no pain in the calves upon dorsiflexion of foot. Edema was present and pulses were present and easily palpable. Respiratory distress was absent, cough was absent, and breath sounds were equal bilaterally. There was no bleeding at the incision site, staples were present, with good approximation and no drainage noted. Skin was pink in color, no diaphoresis, and was warm to touch. Her abdomen was firm upon palpation with bowel sounds present in all four quadrants.  L.M.’s breasts were soft, nipples within normal limits, no tenderness, redness, or peeling. Her lochia, the discharge of blood, mucus, and tissue from the uterus during the puerperal period, was heavy and rubra in color, red with clots. The puerperal period refers to the first 42 days following childbirth and expulsion of the placenta. The fundus, is the hollow body of the uterus which is found between the umbilicus and pubis. It was firm upon palpation, with minimal discomfort noted. Fundal height was determined to be at -1, which is one finger below the umbilicus. A foley catheter was present with bright yellow urine and no sediments. Last bowel movement was on September 14, 2008 and was brown and liquid in character. Examination of intravenous line showed no redness or swelling, catheter intact, no complaint of pain, and was located in the right arm infusing with Lactated Ringers at 125mL/hr.
Postpartum Lab Work
       Postpartum lab values indicate low levels of red blood cells, hematocrit, and hemoglobin. These findings all relate to one another for the fact they are centered on the amount of blood and number of cells circulating within the blood stream. During pregnancy anemia is a common finding and by adding the stress and blood loss from the cesarean section, this can further decrease findings. All other testing came back within normal limits so no additional testing was needed.

Postpartum Medications
       Throughout L.M.’s postpartum period, she was ordered to receive Toradol, a nonopioid analgesic for pain, Nubain, a nonopioid analgesic that also helps decrease itching after a cesarean section, and Senokot, a stool softener. L.M. remained on Lactated Ringer’s to keep her hydrated.

Nursing Diagnoses for L.M. during her Postpartum Period

· Risk for infection related to bacterial invasion secondary to trauma during cesarean delivery

· Acute pain related to trauma to body during cesarean delivery

· Risk for constipation related to decreased intestinal peristalsis (postdelivery) and decreased activity

· Risk for ineffective breastfeeding related to inexperience or engorged breasts

Introduction to Newborn

       Upon delivery at 2305 on September 14, 2008, a baby girl was born, S.M.. Initial assessment revealed a weight of six pounds and thirteen ounces, and a height of nineteen and a half inches. Head to toe findings indicated pink, dry skin, mouth moist and pink with hard palates intact, moro, suck, and babinski reflexes all present. Moro reflex involves startling the infant by striking the surface on which the newborn rests, the infant responds by rapid abduction and extension of the arms followed by adduction of the arms.  The suck reflex is determined by placing your pinky in the infant’s mouth to stimulate a sucking movement by the infant. The babinski reflex is determined by stroking the infants foot and when the toes fan out it is said to be a positive reflex. Review of musculoskeletal system indicates all digits present, legs the same length with symmetrical skin folds, clavicles and spinal cord intact. Abdomen is soft and round not distended, bowel sounds present, chord dry, face is symmetrical, fontanels soft and present, pupils, iris, and sclera present with no drainage, ears line up with outer canthus of eyes, nares present, cry is vigorous with good tone, and extremities symmetrical with full range of motion. Respirations equal and clear bilaterally, symmetrical chest, heart rate indicates good rhythm and strength, no grimacing, pain level declared zero out of ten. Anus was patent and visible, proper genitalia, no lanugo present, and ankle sensor intact. Lanugo is downy hair that covers areas of an infant’s body especially when premature. Vitals were as follows: heart rate 116 beats per minute, respirations 31 breaths per minute, and a temperature of 35.9 degrees Celsius. Temperature is thought to be low due to exposure to cold air in room; baby was uncovered providing more surface area for heat to be lost. APGAR score at one minute was four, and score at five minutes was nine. APGAR is used to evaluate an infant’s heart rate, respiration rate, muscle tone, response to stimuli, and color at intervals of one minute and then at five minutes. Each factor is scored zero, one, or two, and maximum score equals ten. A score of seven to ten is considered good to excellent.

Newborn Lab Values and Medications
       Lab values obtained indicate that S.M. shows early signs of hyperglycemia. She has high glucose levels both before and after meals. Medications administered were Erythromycin ointment, which is instilled in both eyes after delivery as a prophylactic treatment to opthalmia neonatorum caused by Gonorrhea or Chlamydia infections. This is given to all infants as a precautionary. Phytonadione, Vitamin-K, was also administered to prevent possible hemorrhagic disease of the newborn. AD ointment was prescribed for the diaper area to prevent rash.

Nursing Diagnoses for Newborn

· Risk for infection related to vulnerability of infant, lack of normal flora, and open wound (umbilical cord)

· Risk for impaired skin integrity related to susceptibility to nosocomial infection and lack of normal skin flora

· Ineffective thermoregulation related to newborn extrauterine transition

· Risk for ineffective infant feeding pattern related to mother’s deficient knowledge of breastfeeding

Postpartum Mother Care Plan

1.) Risk for infection related to bacterial invasion secondary to trauma during cesarean section.
When advising a care plan for L.M., it is important to remember an “estimate of almost 25% of all nosocomial infections are related to post-operative surgical site infections (SSI). Nevertheless, the magnitude of this problem is probably underestimated since 19-65% of SSIs are first diagnosed only after a patient’s discharge from the hospital. Furthermore, with the increased financial pressure to shorten post-operative stays and to perform surgical procedures in outpatient clinics, it may be expected that an increasing number of SSIs will be detected only after hospital discharge” (Couto, 1998, p. 228). As nurses it is important that we teach proper methods on how to reduce infection related to bacterial invasion after a cesarean section. Hand washing is the easiest and most important way to reduce bacteria. It decreases the chances of transferring organisms that were picked up both by patient and by caregiver. The use of aseptic technique is very important during L.M.’s cesarean section. Prevention of wound and operative site contamination is accomplished by keeping the environment sterile. The use of sterile equipment, gloves, caps, and masks all maintain an aseptic field. Concerning wound care, it is proper technique to reduce airborne microorganisms that get into the incision site. Keeping the site clean and dry allows for proper healing with the decreased chances of microorganisms entering the incision site. It is very important to teach patients the signs and symptoms of infection, and that by maintaining proper caloric and protein intake in their diet will help the body store energy needed to fight off any infections. Most of all, limiting the time a patient is required to stay in the hospital will help reduce the chances for nosocomial infections. In sum, these are the most important interventions: 
· Handwashing

· Aseptic technique

· Reduction of airborne microorganisms

· Encourage and maintain caloric and protein intake in diet

· Teach signs and symptoms of infection to patient and family

2.) Acute pain related to trauma to body during cesarean section.
       A cesarean section is an invasive procedure that involves entering the uterus to extract fetus. “Non-steroidal anti-inflammatory drugs (NSAIDS) are used for the treatment of postoperative pain. The administration of these drugs before or immediately after induction of anesthesia reduces postoperative pain and analgesic requirement” (Al-Waili, 2000, p. 149). It is important to provide optimal pain relief and prescribed analgesics. “Analgesic drugs, either opioids or non-opioids, are necessary and useful for controlling postoperative pain after a cesarean section” (Ali-Waili, 2000, p. 148). Always assess the effectiveness of the analgesics and accept patient’s response to pain. It is best if pain relief measures are taught to patients to help them relax, this can also involve cutaneous stimulation. Critical interventions are as follows: 
· Provide optimal pain relief and prescribed analgesics

· Assess if the analgesic was effective

· Relate your acceptance of the person’s response to pain

· Teach noninvasive pain-relief measures such as relaxation or cutaneous stimulation, discuss various methods and their effects on pain

3.) Risk for constipation related to decreased intestinal peristalsis (post delivery) and decreased activity.
       “Constipation, a common disorder among Westernized communities, is especially prevalent during pregnancy, and up to 40% of women are likely to suffer symptoms at some stage of their pregnancy” (Derbyshire, 2006, p. 127). It is best to teach patient’s to increase both fiber and fluid intake to increase intestinal motility and to encourage them to get up and move around. “The aetiology of constipation during pregnancy is multifactorial and may be either hormonal in origin, or attributed to poor dietary habits, physical inactivity, or a combination of these factors” (Derbyshire, 2006, p. 127). Nonpharmacological methods should be tested first, and if no relief occurs with a change in diet and activity, stool softeners or laxatives can be given to achieve desired effect. It is important to remember to: 
· Increase fiber intake

· Increase fluid intake

· Administer stool softeners or laxatives

· Encourage movement when appropriate

4.) Risk for ineffective breastfeeding related to inexperience.
       L.M. has no prior experience breastfeeding, and by not taking prenatal classes this puts her at an even more of a disadvantage. 
Breastfeeding self-efficacy (maternal confidence) is a potentially modifiable variable that can predict breastfeeding outcomes, provides a clear theoretical framework to guide the development of interventions to improve breastfeeding outcomes, and has a valid and reliable instrument to assess and identify high-risk new mothers. Integrating self-efficacy enhancing strategies not only has the potential to improve the quality of care but may also increase a new mother’s confidence in her ability to breastfeed, so that if she does encounter difficulties, she will be able to persevere and continue (Blyth, 2002, p. 284). 
Upon first try at breastfeeding, encourage and support patient by providing supervision and explanation on methods of holding infant and positioning to achieve maximum outcome. If more assistance is required lactation specialists are available to show key techniques to provide optimal results. If engorgement of the breasts is noticed, or baby is unable to latch, a breast pump can be provided. In sum, the nurse should: 
· Provide option of seeing a lactation specialist

· Supervise breastfeeding’s

· Encourage and support the patient

· Provide breast pump if patient is engorged or unable to get a good latch

                                   Care Plan for the Newborn
1. Risk for infection related to vulnerability of infant, lack of normal flora, and an open wound (umbilical cord).
2. Risk for impaired skin integrity related to susceptibility to nosocomial infection and lack of normal skin flora

       As is the same for mother, it is important to remember to reduce the spread of microorganisms by the use of aseptic technique and proper hand hygiene. It is also important for newborn to maintain an adequate intake of calories and protein to provide energy needed to fight off infections. Immune systems in newborns, along with their normal flora, are poor and they need as much protection and support as possible to stay healthy. The umbilical cord is a site for infections if not well kept; clean and dry. A reduction in microorganisms is optimal for a healthy stay, along with reducing the time in the hospital. It is important to teach family how to recognize infection and proper ways of reducing incidence of infection, including washing hands anytime contact is made with infant, use clean linen, keep infant dry and warm, change diaper when soiled, and use proper technique when performing cord care. In sum, the nurse should remember to: 
· Limit length of stay in hospital

· Hand washing by anyone in contact with newborn

· Aseptic technique

· Proper cord care

· Reduction of airborne microorganisms

· Maintain proper nutrition; encourage caloric and protein intake in diet

· Teach signs and symptoms of infection to family of patient
3.  Ineffective thermoregulation related to newborn extrauterine transition.

       It is important to keep newborn warm since they lack proper thermoregulation. Infants do not shiver to produce heat, but are born with brown fat. This fat makes up about 5% of the body mass and is located on the back, along the upper half of the spine and towards the shoulders. It is of great importance to supply energy needed to maintain proper temperatures and avoid hypothermia. The key to maintaining proper thermoregulation is by keeping baby dry and swaddled. If needed a heat lamp can be used to bring up a newborn’s temperature; remove all blankets before placing under lamp, and apply skin probe. In sum, the nurse and the family should:
· Monitor temperature on schedule

· Keep newborn swaddled in blankets

· Put newborn under heat lamp without blankets and attach skin probe to abdomen, while monitoring temperature

· Keep newborn dry
4. Risk for ineffective infant feeding pattern related to mother’s deficient knowledge of breastfeeding.
       Breastfeeding a newborn does not always come easy to new mothers. It is important to make sure they have received proper knowledge, assistance, and guidance when feeding for the first time. Remind mom to keep a journal containing the times of feedings and the time on each breast. This can provide information on feeding patterns and assess if proper nutritional needs are being met. Positioning during feedings is important in providing comfort for mom while providing adequate positioning for nipple to mouth latch for newborn; additional education can be provided by a Lactation specialist. Provide dim lights and quiet for mom and newborn during feedings. This will encourage relaxation and increase the chance for newborn to latch. The nurse needs to: 
· Assess feeding pattern and nutritional needs

· Collaborate with clinical dietician to set caloric, volume, and weight gain goals

· Reduce unnecessary energy expenditure

· Consistency in approach to feeding

· Position, equipment, jaw or mouth manipulation

· Control of adverse environmental stimuli
Conclusion

       In conclusion, care plans allow for assessing, diagnosing, planning, intervening, and evaluating complications or risks of complications for a patient.  By following the care plans devised for the mother and the newborn, we will work to prevent infection, promote nutrition and comfort, and educate the patient about the safety and health of the newborn. The planned interventions will contribute to the overall well-being of the mother and the newborn, and will prepare them for discharge to the environment outside of the hospital. Without the proper care plan, medical errors are more likely to occur because the patients are not getting the complete care that they require. Although our care for the postpartum mother was centered on infection, acute pain, constipation, and breastfeeding, we failed to consider the weight of the mother. Prior to the pregnancy, the mother was overweight and had no known medical conditions related to her weight. During the intrapartum and postpartum periods, the mother remained overweight and had no known medical conditions related to her weight. Due to this medical evidence, we did not consider her body mass index or weight when developing our care plan. In addition, we failed to consider what effect her job and financial status had on the intrapartum period and will have on the postpartum period. The main concerns for the ongoing care of the postpartum mother are related to the mother’s surgery. L.M. must be monitored for infection, pain and any other complications related to her cesarean section. Our main goal is that her wound heals progressively, edges remaining well-approximated and free of foul-odor and discharge. In addition, the mother needs to be monitored for signs and symptoms of depression, since she was on anti-depressant medication during pregnancy. The management of depression is critical in the postpartum period. These concerns may be evaluated at the patient’s six-week postpartum appointment with her primary care physician. The main concerns for the ongoing care of the newborn are related to her overall health and development. The newborn’s life lies in the hands of her parents, who have been educated on the proper care of the newborn and the importance of routine visits to the primary care physician. 
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Table 1: Prenatal lab data
	Prenatal Tests
	Norms
	Patient results
	Analysis

	Type & Rh
	Rh+
	B+
	Does not need Rhogam

	Hematocrit
	34-46
	32.8 
	Low (signs of anemia)

	Hemoglobin
	12-16
	11.2
	Low (signs of anemia)

	Rubella
	Immune
	Immune
	normal

	1h glucose tolerance
	70-139mg/dl
	158mg/dl
	High (indicates a need for further testing)

	Group B beta strep
	Neg
	Neg
	normal

	Hepatitis B
	Neg
	Neg
	normal

	Varicella
	Immune
	Immune
	Normal

	VDRL/RPR
	Not available
	N/A
	

	Urine C&S
	N/A
	N/A
	

	Sickle Cell Anemia
	N/A
	N/A
	

	Chlamydia/Gonorrhea
	N/A
	N/A
	

	PAP test
	N/A
	N/A
	

	Triple Screen
	N/A
	N/A
	


 *Prenatal lab data indicates a blood type and Rh of B+, signs of anemia indicated by a decreased hematocrit and hemoglobin levels, a high glucose reading of 158, immunity for Rubella and Varicella, negative results for Group B beta strep and negative Hepatitis B (Cavanaugh, 2003).
Table 2: Prenatal Diagnostic Testing
	Test 
	Date
	Norms
	Patient findings

	Obstetrical Ultrasound
	7/15/2008(29 wks, 2d gestation)
	
	Normal, Fetus was in the 50th percentile for growth


* An ultrasound done on July 15, 2008. L.M. was twenty-nine weeks and two days gestation. There were normal findings, and the fetus was in the 50th percentile for growth (Cavanaugh, 2003).
Table 3: Prenatal Medications

	Medications
	Dose, Route
	Indications for use
	Possible side effects
	Nursing Responsibilities

	Zoloft
	50mg oral
	Management of depression, panic disorder, OCD, PTSD, and anxiety
	Dizziness, drowsiness, HA, fatigue, N&V, diarrhea, hot flashes, 
	Weigh weekly, monitor mood changes, Assess for OCD behaviors, assess for panic attacks,  feelings of fear, helplessness, and horror

	Prenatal Vitamins
	One tablet per day
	Provide additional vitamins needed during pregnancy
	Difficulty breathing, swelling in lips, tongue or throat, upset stomach, HA or unusual taste in mouth.
	Educate the pt on the importance of compliance.

	Phenergan
	Oral 10-25mg q4h prn
	N&V
	confusion, disorientation & dizziness
	Monitor BP, P, R & N&V.  


(Deglin, J. & Vallerand, A., 2005).
Table 4: Postpartum Lab Data

	Tests
	Norms
	Patient results
	Analysis

	Hemoglobin
	12.0-16.0
	11.2
	Low : (may be developing anemia)

	Hematocrit
	34.0-46.0
	32.8
	Low (may be developing anemia)

	WBC
	4.5-10.8
	8.49
	WNL

	RBC
	4.10-5.30
	3.77
	Low (may be developing anemia)

	PLT
	150-400
	329
	WNL

	Mean PLT volume
	6.6-10.5
	8.2
	WNL

	Lymphocyte %
	20.0-40.0
	21.1
	WNL

	Monocyte %
	2.0-13.0
	3.7
	WNL

	Neutrophil %
	50.0-75.0
	74.7
	WNL

	Eosinophil %
	0.0-6.0
	0.2
	WNL

	Basophil %
	0.0-2.5
	0.3
	WNL

	TSH
	0.47-6.90
	1.07
	WNL

	Urine Specific Gravity
	1.006-1.029
	1.020
	WNL

	Urine Ph
	5.0-8.0
	7.5
	WNL

	Urobilinogen
	0.2-1.0
	0.2
	WNL


*Postpartum lab data shows low levels of RBC’s, hematocrit, and hemoglobin, indicating anemia, a common finding after a cesarean section. All other testing came back within normal limits (Cavanaugh, 2003).
Table 5: Newborn Lab data

	Test

Glucose
	
Norms
	Results
	Analysis

	Admission 0020
	40-50mg/dl
	40mg/dl
	WNL

	30minutes after feeding 0115
	40-50mg/dl
	70mg/dl
	High (may be a sign of hypoglycemia)

	Before meal 0600
	40-50mg/dl
	41mg/dl
	WNL

	After meal 0815
	40-50mg/dl
	51mg/dl
	High

	Before meal 1100
	40-50mg/dl
	51mg/dl
	High

	Before meal 1300
	40-50mg/dl
	60mg/dl
	High ( may indicate hypoglycemia)


*Newborn lab data shows normal findings other than high blood sugar levels resulting in a change of insulin levels, no longer coming from mom (Cavanaugh, 2003).
