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	Patient name: Demi Davis
	Age: 32
	Gender: Female
	Text1: Gestational diabetes, mild preeclampsia, previous C-section (3 years ago)
	SubjectiveRow1: Patient reports moderate pain (7/10) at the surgical site, fatigue, and difficulty breastfeeding due to discomfort. She expresses concerns about wound healing and managing pain while caring for her newborn.

She also mentions feeling anxious about post-surgery recovery.
	ObjectiveRow1: Vital signs stable: BP 120/80, HR 80 bpm, Temp 98.6°F, RR 18 breaths/min

Incision site is clean, dry, and intact with minimal serosanguineous drainage. No signs of infection.

Lochia is moderate and appropriate for post-C-section.

Pain is noted with palpation around the incision area. Mobility is limited due to surgical pain.
	Nursing diagnosisRow1: - Acute pain related to surgical incision and tissue trauma.
- Impaired physical mobility related to postoperative pain and discomfort.
- Risk for infection related to surgical wound.
- Anxiety related to concerns about recovery and pain management.
	LongtermRow1: Patient will experience complete wound healing without signs of infection by 6 weeks postpartum.
	ShorttermRow1: Patient will report pain levels ≤3/10 within 48 hours, with effective pain management strategies.
	LongtermRow2: Patient will regain full mobility and ability to perform self-care activities independently by discharge.

	ShorttermRow2: Patient will demonstrate the ability to breastfeed comfortably within 24 hours.
	LongtermRow3: 
	ShorttermRow3: 
	LongtermRow4: 
	ShorttermRow4: 
	Nursing interventionsRow1: 1. Monitor pain levels and administer prescribed pain medication (e.g., acetaminophen, ibuprofen) as needed, evaluating effectiveness within 30-60 minutes.
2. Encourage early mobilization such as leg exercises, sitting up, and short walks around the room starting 12 hours post-surgery.
3. Assess the surgical site for signs of infection (redness, warmth, discharge) every shift and change dressings as prescribed.
4. Provide breastfeeding support by helping the patient find comfortable positions, such as side-lying or using a nursing pillow.
	RationaleRow1: 1. Pain control promotes comfort and supports recovery.
2. Early mobilization reduces the risk of complications like deep vein thrombosis (DVT) and helps restore normal function.
3. Regular monitoring helps detect early signs of infection, preventing complications.
4. Supporting breastfeeding reduces anxiety and encourages bonding with the newborn while minimizing discomfort.
	EvaluationRow1: Pain: Patient reports pain reduced to 3/10 within 48 hours, pain medications administered as scheduled with noticeable improvement.
Mobility: Patient ambulated short distances around the room by post-op day 2 with minimal assistance.
Wound Care: Surgical site remains clean, dry, with no signs of infection noted during each assessment.
Breastfeeding: Patient successfully breastfed in a comfortable side-lying position with minimal pain on post-op day 1.
Anxiety: Patient verbalized decreased anxiety about recovery and wound healing after receiving reassurance and education.
	Name: Sarah Mitchell, RN
	License number: RN1234567
	Contact number: (555) 123-4567
	Text2: Patient’s spouse is present and has been educated on assisting with wound care and infant handling to minimize the patient's strain.

Discharge education includes follow-up appointment scheduling, signs of infection to report, and safe mobility exercises.


