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THE ISLAMIC UNIVERSITY OF GAZA

FACULTY  OF NURSING 

MATERNITY NURSING CARE PLAN

Student name --------------------------------                       Date ---------------------------

Clinical area   --------------------------------                     Evaluator ---------------------

==================================================

NURSING ADMISSION DATA BASE

Client initials-------------------          Age------------------           sex  :  ------------------

   Date of admission ------------------  Via : -------------------       Source of data --------

Condition of arrival : wheelchair ------------  Walking -------------- Stretcher : ---------

Reason for hospitalization --------------------------------------------------------------------

Confirmed diagnosis ---------------------------------------------------------------------------

Medication taken at home : 

A : Prescribed : No ------------------------  Yes ( Specify )---------------------------------

-----------------------------------------------------------------------------------------------------

B : Non-prescribed : No ------------------- Yes ( Specify ) --------------------------------

-----------------------------------------------------------------------------------------------------

 Past medical history ---------------------------------------------------------------------------

-------------------------------------------------------------------------------------------------

Family history : ----------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------

Assessment ( Subjective Date ) 

1) Heath maintenance - Perception pattern

A- Smoking : No -----------------  Yes : number of packs / day ----------------------------

Quit ( Date ) ----------------------   .

B- Alcohol  : No ------------------  Yes --------------------- amount -------------------------

C- Allergies ( Drug , food , dyes ) : No ------------------------ Yes ( Specify ) ------------

2) Activity 1 Exercise Pattern 

Self care ability : ( use codes : 1 = independent  2 = needs assistance, 3 = dependent)

	
	1
	2
	3

	Feeding

Bathing 

Dressing / Grooming

Toileting 

Mobility
	
	
	


Assistive devices : No ----------------------  Yes ( Specify ) -------------------------------

-----------------------------------------------------------------------------------------------------

3- Nutrition / Metabolic Pattern

A- Diet : Typical diet at home -----------------------------------------------------------------

              Prescribed diet -----------------------------------------------------------------------  

              No. of meals ---------------------------------------------------------------------------

B- Appetite : Normal -------------------  Increased-------------------- Decreased ----------

C- Nausia : No ------------------------  Yes ---------------------------

D- Vomiting : No -------------------------------- Yes ( describe ) ----------------------------

E- Stomatatis  : No ------------------------------- Yes  ----------------------------------------

F- Dysphagia : No -------------------------------- Yes  ----------------------------------------

G- Weight changes last 6 months : No -------------------------------- Yes ------------------

      Kgs gained/ lost -------------------------------------------------

H- Dentures : Upper --------------------------- , Lower ---------------------------------------

     Partial -------------------------- With patient : Yes ----------------------, No ------------

4- Elimination Pattern .

A- Bowel habits :

      No. of BMs / day -----------------------------, LBM -------------------------------------     Constipation ---------------------------------,    Diarrhea --------------------------------- ,

     Incontinency ---------------------------------,     Bleeding ------------------------------ ,

     Painful defecation ---------------------------- ,      Ostomy ----------------------------- 

     Assistive devices : No ----------------------- ,      Yes ( Specify ) -----------------------

     ----------------------------------------------------------------------------------------------

B- Urinary Habits :-Frequency ------------------------------- , Color ---------------------, 
 Dysuria --------------Urgency -------------------- , Hematuria ----------------------------, 

Incontinancy -----------------Ivocturia --------------------, Retention ---------------------, 
Anuria -------------------------

Burning --------------------,  Assesstive devices : No ---------------- Yes (specify)  
5) Sleep /Rest Pattern

A- Habits ---------------------------- Hrs/ night, ----------------- AM naps, -----------------

     PM-naps .

B- Problems : No -------------------    Yes ( Specify ) ----------------------------------------

-----------------------------------------------------------------------------------------------------

C- Use of drugs : No --------------- ,    Yes ( Specify ) --------------------------------------

-----------------------------------------------------------------------------------------------------

6) Cognitive/ conceptual Pattern .

A- Hearing : Impaired ( Rt, Lt ) ------------------------- , Deaf ( Rt/Lt ) ------------------

    Tinnitus ------------------------- , None -------------------------------------

B- Vision : Impaired ( Rt/Lt ) -------------------- Glassess -------------------------------

     Contact lenses --------------------------- , Blind  ( Rt,Lt ) --------------------------------

     None ---------------------------------------------------------------------------------------

C- Vertigo : No ------------------------------------, Yes ---------------------------------------

D- Discomfort / Pain : No -------------------------- , Yes ( Describe )-----------------------

--------------------------------------------------------------------------------------------------

7) Coping stress / self perception pattern :-

A- Major concerns regarding hospitalization or illness : --------------------------------- 

----------------------------------------------------------------------------------------------------       

B- Major loss / change : No -------------------------- , Yes ( Specify )----------------------

-----------------------------------------------------------------------------------------------------

C- Coping mechanisms : ----------------------------------------------------------------------- 
8) Sexuality / Reproductive Pattern .

I- History of previous pregnancies:

   1- Total number of pregnancy ----------------------------------------------------------------

   2- Number of abolition -------------------------------------------------------------------------

   3- C/S ---------------------------------------------------------------------------------------------
   4- Still births -------------------------------------------------------------------------------------

   5- Infant death -----------------------------------------------------------------------------------
   6- Place of last birth ----------------------------------------------------------------------------
   7- Birth weight of new Born in grams -------------------------------------------------------
   8- Duration of breast feeding ------------------------------------------------------------------

   9- History of post partum hemorrhage -------------------------------------------------------
   10- Complication of pregnancy ---------------------------------------------------------------
   11- Hyper tension during pregnancy ---------------------------------------------------------
   12- Complication of delivery -----------------------------------------------------------------
   13- Family history of hypertension, diabetic -----------------------------------------------

Present pregnancy :


II- A- Menstruation : LMP ( Date ) ------------------------------------------------------------
     Menstruation Pronlems : No -------------------- , Yes ( Specify )------------------------

     -------------------------------------------------------------------------------------------------

B- EDD ---------------------------------------------------------------------------------------------
C- Use of contraceptives : No ----------------- , Yes ( Specify ) ----------------------------

-------------------------------------------------------------------------------------------------------
D- Breast feed at conception --------------------------------------------------------------------
E - Vaginal bleeding / discharge : No ---------------------- , --------------------------------- 
9) Role - Relationship Pattern

A- Occupation : --------------------------------------------------------------------------------- 

B- House - hold members / relationships : ---------------------------------------------------

----------------------------------------------------------------------------------------------------

C- Family concerns regarding hospitalization : ---------------------------------------------

-----------------------------------------------------------------------------------------------------

10) Value - Belief Patterns

A- Religion : -------------------------------------------------------------------------------------

B- Spiritual needs : -----------------------------------------------------------------------------

Physical Examination ( Objective Data ) 

1) Clinical data :

    General Appearance : -----------------------------------------------------------------------

     Hight -------------------- Weight -------------------------- Temperature :-----------------

2) Respiratory / Circulatory 

A- Blood Pressure :------------------------------------------------------------------------------

B- Respiration : Rate -----------------, Rhythm -------------------, Describe ---------------

---------------------------------------- Lung auscultation : Abnormal sounds No -----------

Yes ( Specify ) -----------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------

C- Pulse : Apical rate ---------------------- , Radial rate ------------------------------------

Rhythm ------------------------------------ . Heart ausultation : Abnormal sound : No ---, 

Yes ( Specify ) ------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------

3) Metabolic - Integumentary : 

A- Skin : color ------------------ , temperature ------------------ , Turgor ------------------

       Edema : No ----------------- , Yes ( Describe ) ------------------------------------------                               

      -------------------------------------------------------------------------------------------------

     Lesions : No ---------------- , Yes ( describe )---------------------------------------------

     -------------------------------------------------------------------------------------------------

     Pruritus : -------------------------------------------------------------------------------------

     Tubes : No ------------------- , Yes ( specify )---------------------------------------------

      ------------------------------------------------------------------------------------------------

B- Mouth : Gums ( describe ) ------------------------------------------------------------------

                  Teeth ( describe ) ------------------------------------------------------------------

                  Toungue ( describe ) --------------------------------------------------------------

C- A bdomen : Bowel sounds : Present ----------------------- , absent ---------------------

     Masses : No ------------------------- , Yes ( describe ) ------------------------------------

     ------------------------------------------------------------------------------------------------

     Tenderness : ------------------------- , Distention -----------------------------------------

4) Neuro / Sensory

A- Mental status - Orientation -----------------------------------------------------------------

                           - Level of consciousness ---------------------------------------------------

B- Speech - Spoken language ------------------------------------------------------------------

                 - Difficulty no ----------------- , Yes ( specify ) ----------------------------------


      ----------------------------------------------------------------------------------------

C- Pupils : ----------------------------------------------------------------------------------------

D- Eyes : -----------------------------------------------------------------------------------------

5) Musculo Skeletal

A- Range of motion : Full ------------------------- , Other ( specify ) -----------------------

B- Balance and gait : Steady ----------------- , Unsteady------------------------------------

C- Hand Grasps : Equal , ----------------------- Strong -------------------------------------,

     Weak / Paralysis ( Rt / Lt ) -----------------------------------------------------------------

D- Leg muscles : Equal -------------------------- , Strong ------------------------------------

     Week / Paralysis ( Rt / Lt ) -----------------------------------------------------------------
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