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T
his fifth edition of Introductory Maternity & Pediatric Nursing reflects the underlying philos-
ophy of love, caring, and support for childbearing women, their children, and their families. 
The content has been updated and revised according to the most current information available. 
Our goal in this text is to keep the readability of the text at a level with which the student can 

be comfortable because we recognize that the nursing student has limited time to study and learn 
maternity and pediatric nursing content. This fifth edition was carefully reviewed, edited, and 
developed in format to make what was a very readable text even more readable and easy to follow.

In this text, we recognize that cultural sensitivity and awareness are important aspects of 
caring for childbearing and child-rearing families. We also recognize that many children and preg-
nant people live in families other than two-parent family homes and therefore refer to reinforcing 
teaching and supporting childbearing clients and family caregivers of children in all situations and 
family structures.

Maternal–child healthcare has seen a shift from the hospital setting into community and home 
settings. More responsibility has fallen on the family and family caregivers to look after the preg-
nant client or ill child. We stress the importance of reinforcing teaching with the client, the family, 
and the child, with an emphasis on prevention.

We have attempted to identify all possible unfamiliar terms and define them within the text 
in recognition of the frustrations that can result from having to turn to a dictionary or glossary for 
words that are unfamiliar. This increases reading ease for students, decreases time necessary to 
complete assigned readings, and enhances understanding of the information.

The nursing process is used as the foundation for presenting nursing care. Nursing care plans 
are included that support the student in the clinical setting in recognizing potential concerns of 
their clients. Implementation information is presented in a narrative format to enable discussion of 
how planning, goal setting, and evaluation can be put into action. In the nursing process sections, 
nursing care focus is used instead of “nursing diagnosis” to more accurately reflect what the nurse 
is doing—that is, focusing on nursing care.

A full-color format, current photos, drawings, tables, and diagrams further aid students in 
using this text. Hundreds of drawings and photos are included in this fifth edition.

CLINICAL JUDGMENT

When caring for clients, the nurse uses their nursing knowledge and goes through a decision-
making process to determine client needs. The nurse recognizes and prioritizes client concerns 
and takes action to help the client attain goals and have positive outcomes. The nurse uses clinical 
reasoning and clinical judgment throughout this process.

An important aspect of the National Council Licensing Exam (NCLEX) is to measure the 
ability of the nurse to use critical thinking skills and good clinical judgment to provide safe, 
effective, and quality care for every client. A goal in this text is to give the student opportunities 
and support to help in developing those clinical judgment skills.

RECURRING FEATURES

In an effort to provide the student opportunities to develop those clinical judgment skills and 
to offer the student and instructor a text that is informative, exciting, and easy to use, we have 
incorporated a number of special features throughout the text, many of which are included in each 
chapter.

Preface
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Unfolding Case Studies
A short client-based clinical scenario is presented at the beginning of each chapter. The student is 
provided relevant information so they have the opportunity to critically evaluate the appropriate 
course of action. The student is challenged to think about the information introduced in the case 
study as they read the chapter. A mid-chapter scenario helps keep the student engaged and offers 
an opportunity to review content and again use critical thinking and clinical judgment skills. At 
the end of the chapter, the student is reminded of the clinical scenario from the beginning and 
mid-chapter and posed questions to promote critical thinking, review understanding of content 
material found in the chapter, and use clinical judgment to determine appropriate actions in caring 
for this client.

Learning Objectives
Measurable, student-oriented objectives are included at the beginning of each chapter. These help 
guide the student in recognizing what is important and why, and they provide the instructor with 
guidance for evaluating student understanding of the information presented in the chapter.

Key Terms
A list of terms that may be unfamiliar to students but essential to understanding the chapter’s con-
tent are found at the beginning of each chapter. The first appearance of these terms in the chapter 
is in boldface type alongside the definition as part of the paragraph. All key terms can be found in 
the glossary at the end of the text.

Nursing Process and Care Plans
The nursing process serves as an organizing structure for the discussion of nursing care covered 
in the text. This feature provides the student with a foundation from which individualized nursing 
care plans can be developed. Throughout the text, Nursing Process and Care Plan sections provide 
students with a model to follow when using the information from the nursing process to develop 
specific nursing care plans for use in their clinical experiences. Each of these sections includes 
nursing assessment (data collection), outcome identification and planning, relevant nursing care 
focuses, implementations, and evaluation of the goals and desired outcomes. Emphasis is placed 
on the importance of involving the family and family caregivers in the assessment (data collection) 
process. In the Nursing Process and Care Plan sections, we have used terminology from Lippincott 
Advisor’s Problem-based Care Plans. These are used to represent appropriate concerns for a 
particular condition, but we do not attempt to include all problems that could be identified. The 
student will find the goals specific, measurable, and realistic and will be able to relate the goals 
to client situations and care plan development. The evaluation of the goal and desired outcome 
provide a goal for each nursing care focus and criteria to measure the successful accomplishment 
of that goal.

Nursing Procedures
Nursing Procedures detail needed equipment and step-by-step instructions to help the students 
understand procedure they will encounter as nurses. These instructions can be easily used in a 
clinical setting to perform nursing procedures.

Concept Mastery Alerts
Concept Mastery Alerts are placed in select locations throughout the texts and highlight com-
monly misunderstood concepts. They also provide students with helpful explanations to clarify 
the concepts.

Tips for Reinforcing Family Teaching
Information that the student can use in reinforcing teaching with maternity clients, family caregiv-
ers, and children is presented in highlighted boxes ready for use.

Clinical Secrets
This is a recurring feature that shows a nurse who provides brief clinical pearls that students will 
find valuable in caring for clients in clinical settings. Examples of the types of important issues 
highlighted include safety, nutrition, and pharmacology concerns, as well as cultural and commu-
nication tips.
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Personal Glimpse With Learning Opportunity
Personal Glimpses, included in every chapter, present actual first-person narratives that are uned-
ited and just as the individual wrote them. Personal Glimpses offer the student an individual’s 
view of an experience they had and expounds upon that person’s feelings about or during the 
incident. These narratives are presented to enhance student understanding and appreciation for 
others’ feelings. A Learning Opportunity at the end of each Personal Glimpse encourages students 
to think of how they might react or respond in the situation presented. These questions further 
enhance the student’s critical thinking skills.

Cultural Snapshot
These boxes highlight issues and topics with cultural considerations. The student is encouraged to 
think about cultural differences and stress the importance of accepting the attitudes and beliefs of 
individuals from cultures other than their own.

Tables, Drawings, and Photographs
These important aspects of the text have been updated and developed in an effort to help the stu-
dent visualize the covered content. Many color photographs in a variety of settings are included.

Key Points
Key Points listed at the end of each chapter help students focus on important aspects of the chap-
ter. Key Points provide a quick review of essential content and address all Learning Objectives 
stated at the beginning of the chapter.

Internet Resources
Current websites are included at the end of each chapter as starting-point resources to help stu-
dents gather information on certain conditions, diseases, and disorders. Websites that offer support 
and information for families are listed as well.

LEARNING OPPORTUNITIES

In order to offer students opportunities to check their understanding of material they have read and 
studied, we have included many learning opportunities throughout the text.

Test Yourself
These questions are interspersed throughout each chapter and are designed to test understanding 
and recall of the material presented. The student will quickly determine if a review of what was 
just read is needed.

Developing Clinical Judgment—Chapter Workbook
At the end of each chapter, the student will find a workbook section to help bolster development 
of clinical judgment and mastery of critical thinking needed to care for maternity and pediatric 
clients. This section includes:

•	NCLEX-Style Review Questions written to test the student’s ability to apply the material from 
the chapter. These questions use the client–nurse format to encourage the student to critically 
think about client situations as well as the nurse’s response or action. Alternate format style 
questions, including multiple response questions, are included.

•	Study Activities which are interactive activities that require the student to participate in the 
learning process. Important material from the chapter is incorporated into this section to help 
the student review and synthesize chapter content. Instructors will find many of the activities 
appropriate for individual or class assignments. 
»» Within the Study Activities, many chapters include an Internet Activity that guides students 
in exploring the internet. Each activity takes the student step-by-step into a website where they 
can access new and updated information as well as resources to share with clients and families. 
Some websites include fun activities to use with pediatric clients. These activities may require 
the use of Acrobat Reader, which can be downloaded free of charge.

•	Critical Thinking: What Would You Do? which present real-life situations and encourage the 
student to think about the chapter content in practical terms. These situations require students 
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to incorporate knowledge gained from the chapter and apply it to real-life problems using clin-
ical judgment skills. Questions provide the student with opportunities to problem solve, think 
critically, and discover their own ideas and feelings. The instructor can also use the questions as 
tools to stimulate class discussion.
»» Dosage Calculations are found in the workbook section of each pediatric chapter where dis-
eases and disorders are covered. These questions ask students to practice dosage calculations. 
This skill can be directly applied in a clinical setting.

ORGANIZATION

The text is divided into 10 units to provide content in an orderly approach. The first unit helps 
build a foundation for students who are beginning their study of maternity and pediatric nursing. 
This unit introduces the student to caring for childbearing women and children in various settings.

Maternity nursing content is covered in Units 2 to 6. Maternity topics that address low-risk 
women are covered first in Units 2 to 5. Unit 6 addresses issues related to at-risk pregnancy, 
childbirth, and newborn care. The instructor may choose to teach the normal content of pregnancy 
followed by the at-risk pregnancy chapters. The authors designed the content so that normal con-
siderations would be covered first by instructors and then followed by discussion of the at-risk 
woman, fetus, and neonate with the hope that this grouping will ensure all normal content is cov-
ered before any at-risk topics are addressed, thereby reducing the need for parenthetical content in 
the at-risk chapters. It also encourages the student to review the normal chapters alongside study-
ing at-risk content. This repetition of content is designed to help cement student understanding of 
the material. In Unit 6, the at-risk disorders are organized so that an explanation of the disorder is 
covered first and then followed by a discussion of medical treatment and nursing care.

Pediatric nursing content comprises Units 7 through 10. The basic approach to the study of 
caring for children is organized within a unit discussing health promotion for normal growth and 
development in each age group. Subsequent units discuss foundational pediatric nursing topics as 
well as special concerns. Finally, the specific health problems seen in children are covered using 
a body systems approach. This user-friendly approach to the study of nursing care of children is 
often used in nursing education curricula.

Unit 1, Overview of Maternal and Pediatric Healthcare
Unit 1 introduces the student to a brief history of maternity and pediatric nursing in Chapter 1 
and discusses current trends in maternal–child healthcare in addition to maternal–child health 
status concerns. A discussion of the nursing process is also included. This edition uses Lippincott 
Advisor’s Problem-based Care Plans as the foundation for developing and defining the nursing 
care focuses for each nursing care plan. Chapter 2 follows with a discussion of the family, its 
structure, and family factors that influence childbearing and child-rearing. The chapter introduces 
community-based healthcare and discusses various settings in the community through which 
healthcare is provided for maternity clients and children.

Unit 2, Foundations of Maternity Nursing
Unit 2 introduces the student in Chapter 3 to male and female reproductive anatomy, which is 
essential to the understanding of maternity nursing. The menstrual cycle and the sexual response 
cycle are also addressed. (Note: Pelvic anatomy is addressed in Chapter 8, and breast anatomy is 
addressed in Chapter 15.) Chapter 4 continues with a discussion of special reproductive issues to 
include family planning, elective termination of pregnancy, and issues of fertility.

Unit 3, Pregnancy
Unit 3 begins in Chapter 5 with a discussion of fetal development from fertilization through the 
fetal period. Chapter 6 introduces the student to how pregnancy is determined and physiologic 
and psychological adaptations of women during pregnancy; the chapter ends by outlining nutri-
tional requirements of pregnancy. Chapter 7 covers the nurse’s role in prenatal care and common 
fetal assessment tests. This chapter also discusses common discomforts of pregnancy women 
may experience, elements of self-care during pregnancy that the nurse needs to inform women 
about, substance use during pregnancy, and information to help women prepare for labor, birth, 
and parenthood.
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Unit 4, Labor and Birth
Unit 4 begins with a discussion of the labor process in Chapter 8. The four components of birth, 
the process of labor, and maternal and fetal adaptations to labor are covered. Female pelvic anat-
omy is discussed here. Chapter 9 introduces the student to concepts of pain management during 
labor and birth. The chapter begins with an overview of the characteristics and nature of labor 
pain as well as general principles of labor pain management. Nonpharmacologic and pharmaco-
logic methods of pain management are reviewed. Chapter 10 covers the nurse’s role during labor 
and birth to include observation of uterine contractions and fetal heart rate. Chapter 11 discusses 
procedures the health care provider may utilize to assist in delivery of the fetus. Topics covered 
include induction and augmentation of labor, assisted delivery (episiotomy, vacuum, and forceps 
delivery), cesarean birth, and vaginal birth after cesarean.

Unit 5, Postpartum and Newborn
Unit 5 begins with a discussion of normal postpartum adaptation, nursing assessment, and nurs-
ing care in Chapter 12. Chapter 13 covers topics related to normal transition of the neonate to 
extrauterine life, general characteristics of the neonate, and the initial nursing assessment of the 
newborn. Chapter 14 presents the nurse’s role in caring for the normal newborn and includes nurs-
ing care considerations in the stabilization and transition of the newborn, normal newborn care, 
assessment and facilitation of family interaction and adjustment, and discharge considerations. An 
emphasis is placed on teaching new parents how to care for their newborn. Chapter 15 explores 
issues related to infant nutrition. Breast-feeding and formula-feeding are presented, along with 
factors that affect a woman’s selection of a feeding method. Advantages and disadvantages of 
each method are presented. Physiology of breast-feeding, including breast anatomy, is covered 
here. The nurse’s role in assisting women who are breast-feeding and who are formula-feeding 
is discussed.

Unit 6, Childbearing at Risk
Unit 6 begins with Chapter 16 and focuses on the pregnancy that is placed at risk by preexisting 
and chronic medical conditions of the woman. This chapter covers the major medical conditions, 
such as diabetes and heart disease, as well as exposure to infectious agents harmful to the fetus, 
threats from intimate partner violence, and age-related concerns on either end of the age spectrum. 
Chapter 17 introduces the student to the pregnancy that becomes at-risk because of pregnancy-
related complications and disorders. Threats from hyperemesis, blood incompatibilities, bleeding 
disorders of pregnancy, and hypertensive disorders are presented. Chapter 18 covers topics asso-
ciated with the at-risk labor, such as dysfunctional labor, preterm labor, postterm labor, placental 
abnormalities, and emergencies associated with labor and birth. Chapter 19 looks at conditions 
that place the postpartum woman at risk. Postpartum hemorrhage, infection, venous thromboem-
bolism, and postpartum mental health issues are addressed. In Chapter 20, gestational concerns 
and acquired disorders of the newborn are discussed. Chapter 21 addresses congenital disorders of 
the newborn, including congenital malformations, inborn errors of metabolism, and chromosomal 
abnormalities.

Unit 7, Health Promotion for Normal Growth and Development
Unit 7 begins with Chapter 22, Principles of Growth and Development, which provides a founda-
tion for discussion of growth and development in later chapters. The issues of children of divorce, 
latchkey children, runaway children, and homeless children and families are examined. Influences 
on and theories of growth and development are presented. The rest of this unit is organized by 
developmental stages from infancy through adolescence. It includes aspects of normal growth and 
development.

Unit 8, Foundations of Pediatric Nursing
Unit 8 presents Chapter 28, which covers collecting subjective and objective data from children 
and families. The chapter also includes interviewing and obtaining a history, general physical 
assessments and examinations, and assisting with diagnostic tests. Chapter 29 presents the pedi-
atric unit, infection control in the pediatric setting, admission and discharge, children undergoing 
surgery, pain management, the hospital play program, and safety in the hospital. Chapter 30 covers 
specific procedures for pediatric clients as well as the role of the nurse in assisting with procedures 
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and treatments. Chapter 31 includes dosage calculation, administration of medications by various 
routes, and intravenous therapy.

Unit 9, Special Concerns of Pediatric Nursing
Unit 9 begins with Chapter 32, which presents concerns that face the family of a child with a 
chronic condition. The chapter discusses the impact on families caring for a child with a chronic 
condition and the nurse’s role in assisting and supporting them. Chapter 33 explores the serious 
issue of child abuse in its many forms. It addresses the problems of domestic violence and parental 
substance abuse and the impact that they have on children. This chapter also includes issues sur-
rounding children who are the victim of bullying. Chapter 34 concludes this unit with the dying 
child. A teaching aid is included in this chapter to help the nurse perform a self-examination to 
help reflect on their personal attitudes about death and dying, as well as concrete guidelines to use 
when interacting with a grieving child or adult.

Unit 10, The Child With a Health Disorder
Unit 10 is structured according to a body systems approach as the basis for discussion of diseases 
and disorders seen in children. Each chapter begins with a brief review of basic anatomy and 
physiology of the discussed body system. Throughout the text, family-centered care is stressed. 
Nursing process and care plans are integrated throughout this unit. Developmental enrichment and 
stimulation are stressed in sections on nursing process. The basic premise of each child’s self-
worth is fundamental in all of the nursing care presented.

Appendices, Glossary, and References
Seven appendices are included at the back of the text and contain important information for the 
nursing student in maternity and pediatrics courses. Appendices include:

•	Appendix A: Standard and Transmission-Based Precautions
•	Appendix B: Good Sources of Essential Nutrients
•	Appendix C: Breast-Feeding and Medication Use
•	Appendix D: Cervical Dilation Chart
•	Appendix E: Growth Charts
•	Appendix F: Pulse, Respiration, and Blood Pressure Values for Children
•	Appendix G: Temperature and Weight Conversion Charts

The text concludes with a Glossary of key terms, an English–Spanish Glossary of maternity 
and pediatric phrases, and a listing of References and Selected Readings.

TEACHING AND LEARNING RESOURCES

Resources for Instructors
Tools to assist you with teaching your course are available on the Instructor Resources on 

 at https://thePoint.lww.com/Hatfield5e. Resources include:
•	A Test Generator that lets you put together exclusive new tests from a bank containing over 

1,200 questions that span the text’s topics in both maternity and pediatrics and is meant to help 
you assess student understanding of the material.

•	An extensive collection of materials is provided for each book chapter.
	 1.	� Pre-lecture Quizzes (and answers) are quick, knowledge-based assessments that allow you 

to check student reading.
	 2.	� PowerPoint Presentations provide an easy way for you to integrate the textbook into the 

classroom experience, either via slide shows or handouts.
	 3.	� Guided Lecture Notes walk you through the chapters, objective by objective, and provide 

you with corresponding PowerPoint slide numbers.
	 4.	� Discussion Topics (and suggested answers) can be used as conversation starters or in online 

discussion boards.
	 5.	� Assignments (and suggested answers) include group, written, clinical, and web assignments.
	 6.	� Case Studies with related questions (and suggested answers) give students an opportunity to 

apply their knowledge to a client case similar to one they might encounter in practice.
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•	An Image Bank lets you use the photographs and illustrations from this textbook in your own 
presentation materials for your course.

•	Answers to Workbook Questions from the book are provided and may be given to students.
•	A sample syllabus provides guidance for structuring your maternity and pediatric nursing 

course.

Resources for Students
Valuable learning tools for students are available on  at https://thePoint.lww.com/
Hatfield5e. Resources include:
•	NCLEX-style Review Questions that correspond with each book chapter help students review 

important concepts and practice for the NCLEX.
•	Watch and Learn Videos demonstrate important concepts related to the developmental tasks of 

pregnancy, cesarean delivery, breast-feeding, care of the hospitalized child, medication adminis-
tration, and developmental considerations in caring for children. Icons appear in the text to direct 
students to relevant video clips.

•	A Spanish–English Audio Glossary provides helpful terms and phrases for communicating 
with clients who speak Spanish.

•	Learning Objectives from each chapter, Heart & Breath Sounds, and CDC Immunization 
Schedule for children are also included.

 
Lippincott® CoursePoint is an integrated, digital curriculum solution for nursing education that 
provides a completely interactive and adaptive experience geared to help students understand, 
retain, and apply their course knowledge and be prepared for practice. The time-tested, easy-to-
use, and trusted solution includes engaging learning tools, evidence-based practice, case studies, 
and in-depth reporting to meet students where they are in their learning, combined with the most 
trusted nursing education content on the market to help prepare students for practice. This easy-to-
use digital learning solution of Lippincott® CoursePoint, combined with unmatched support, gives 
instructors and students everything they need for course and curriculum success!

Lippincott® CoursePoint includes:

•	Engaging course content with a variety of learning tools to engage students of all learning styles.
•	Adaptive and personalized learning helps students learn the critical thinking and clinical judg-

ment skills needed to help them become practice-ready nurses.
•	 Immediate, evidence-based, online nursing clinical-decision support with Lippincott Advisor 

for Education.
•	Unparalleled reporting provides in-depth dashboards with several data points to track student 

progress and help identify strengths and weaknesses.
•	Unmatched support includes training coaches, product trainers, and nursing education consul-

tants to help educators and students implement Lippincott® CoursePoint with ease.
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12 The Postpartum Woman

T
he processes of pregnancy and birth cause the woman to adapt both 
psychologically and physiologically. During the postpartum period, 
sometimes referred to as the fourth trimester of pregnancy, the woman 
must adjust to the reality of her new role as mother while her body 

recovers from pregnancy and childbirth. The postpartum period, or 
puerperium, encompasses the 6 to 12 (Berens, 2020) weeks after birth. 
This is sometimes referred to as “the fourth trimester.” For ease of discus-
sion, the puerperium is subdivided into three categories: the immediate 
postpartum period, which covers the first 24 hours; the early postpartum 
period, or first week; and late postpartum period, which refers to weeks 2 to 
12. This chapter discusses the adaptations a low-risk woman makes during 
the puerperium and the nursing care that promotes healing and wellness.

MATERNAL ADAPTATION DURING THE 
POSTPARTUM PERIOD

Physiologic Adaptation
The woman’s body undergoes tremendous changes during pregnancy. 
Every body system and organ is affected. During the postpartum period, 
the body recovers from the changes that occurred and returns to its 
normal prepregnancy state.

L e a r n i n g  O b j e c t i v e s
At the conclusion of this chapter, you will:

	 1.	�Describe physiologic adaptations the woman’s body goes 
through during the postpartum period.

	 2.	�Discuss psychological adaptation during the postpartum period 
regarding attachment, bonding, and postpartum blues.

	 3.	�Describe the 11 main areas that are covered in a postpartum 
examination.

	 4.	�Describe nursing interventions in the early postpartum period.
	 5.	�Compare and contrast the postpartum nursing care of the 

woman who delivers vaginally with that of the one who deliv-
ers by cesarean.

	 6.	�Outline the nurse’s role in preparing the postpartum woman 
for discharge.

K e y  T e r m s
afterpains
attachment
boggy uterus
bonding
breakthrough pain
colostrum
diastasis recti
en face position
grand multiparity
involution
lochia
postpartum blues
puerperium

Mei Chu has just delivered her second child 4 hours ago. Her 
newborn weighs 9 lb (4,082 g), and she wants to breastfeed. 
You enter her room to do her postpartum examination. What 
findings would you expect to see, and what findings would you 
need to report to the registered nurse (RN)? What might be 
some of Mei’s concerns?
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Reproductive System
The organs and hormones of the reproductive system must 
gradually return to their nonpregnant size and function. 
Involution is the process through which the uterus, cervix, 
and vagina return to the nonpregnant size and function.

Uterus
Uterine Contraction and Involution.  Immediately after 
the placenta delivers, the uterus contracts inward, a process 
that seals off the open blood vessels at the former site of 
the placenta. If the uterus does not contract effectively, 
the woman will hemorrhage. The clotting cascade is also 
initiated to help control bleeding. Gradually, the decidua 
sloughs off, new endometrial tissue forms, and the placental 
area heals without leaving fibrous scar tissue.

Uterine contraction also leads to uterine involution, 
which normally occurs at a predictable rate. Uterine involu-
tion is monitored by measuring fundal height. Immediately 
after delivery, the uterus should be contracted firmly with the 
fundus located midline and at about the level of the umbilicus. 
The day after delivery, the fundus is found one fingerbreadth 
(1 cm) below the umbilicus. The normal process of involution 
thereafter is for the uterus to descend approximately one fin-
gerbreadth per day until it has descended below the level of 
the pubic bone and can no longer be palpated. This occurs by 
the 10th to 14th postpartum day (Fig. 12-1).

Several factors promote uterine contraction and invo-
lution. Breast-feeding stimulates oxytocin release from the 
woman’s posterior pituitary gland, which stimulates the 
uterus to contract. Oxytocin given via the IM or IV route can 
also help the uterus contract. Early ambulation and proper 
nourishment also foster normal involution.

In addition, there are factors that can inhibit or delay 
uterine involution. A full bladder impedes uterine contrac-
tion by pushing upward on the uterus and displacing it away 

from the midline. Any condition that overdistends the uterus 
during pregnancy can lead to ineffective uterine contrac-
tion after delivery. Examples include multifetal pregnancy, 
polyhydramnios, maternal exhaustion, excessive analgesia, 
and oxytocin use during labor and delivery. Other factors 
that can hinder effective contraction of the uterus include 
retained placental fragments, infection, and grand multi-
parity (five or more pregnancies). When the uterus does not 
contract effectively, blood and clots collect in the uterus, 
which makes it even more difficult for the uterus to contract. 
This leads to a boggy uterus and hemorrhage if the condition 
is not corrected. A boggy uterus is a term used to describe 
a uterus in the postpartum period that is not contracted and 
feels soft and spongy, rather than firm and well contracted.

Afterpains.  Uterine pain felt after delivery is referred to as 
afterpains. After a multipara delivers, the uterus contracts 
and relaxes at intervals. This leads to afterpains, which 
can be quite severe. For the primipara, the uterus normally 
remains contracted, and afterpains are less severe than that 
of the multipara. However, breast-feeding, because it causes 
the release of oxytocin, increases the duration and intensity 
of afterpains for both the primipara and multipara. For some 
women, afterpains are severe enough to require medication.

Lochia.  The uterus must shed its lining that helped nourish 
the pregnancy. Blood, mucus, tissue, and white blood cells 
compose the uterine discharge known as lochia during the 
postpartum period. Lochia progresses through three stages:

  
•	Lochia rubra: Occurs during the first 3 to 4 days; is of 

small to moderate amount; is composed mostly of blood; 
is dark red in color; has a fleshy odor.

•	Lochia serosa: Occurs during days 4 to 10; decreases to a 
small amount; takes on a brownish or pinkish color.

•	Lochia alba: Occurs after day 10; becomes white or pale 
yellow because the bleeding has stopped, and the dis-
charge is now composed mostly of white blood cells.

  
Lochia may persist for the entire 6 weeks after deliv-

ery but often subsides by the end of the second or third 
week. Lochia should never contain large clots. Other abnor-
mal findings include 
reversal of the pattern 
(e.g., the lochia has 
been serosa, then goes 
back to rubra), lochia 
that fails to decrease 
in amount or actually 
increases versus grad-
ually decreasing, or is 
malodorous.

Ovaries
Ovulation can occur as soon as 3 weeks after delivery. 
Menstrual periods usually begin within 6 to 8 weeks for  
the woman who is not breast-feeding. However, the lac-
tating woman may not resume menses for as long as  
18 months after giving birth. Although lactation may suppress 

Postpartum day 1
Postpartum day 2
Postpartum day 3
Postpartum day 4
Postpartum day 5
Postpartum day 6
Postpartum day 7
Postpartum day 8
Postpartum day 9

Umbilicus

FIGURE 12-1  Uterine involution.

Warning!
Normal lochia has a fleshy, 
but not offensive, odor. If 
the lochia is malodorous 
or smells rotten, suspect 
infection. Report this 
finding immediately to 
the RN or health care 
provider.
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ovulation, it is not a 
dependable form of 
birth control. It is wise 
for the woman to use 
some type of birth 
control to prevent an 
unplanned pregnancy 
when she resumes sex-
ual activity.

Cervix
During labor, the cervix thins and dilates. This process does 
not occur without some trauma. Directly after delivery, the 
cervix is still partially open and contains soft, small tears. It 
may also appear bruised. The internal os closes after a few 
days. Gradually, the muscle cells regenerate, and the cervix 
recovers by the end of the 6-week puerperium. The external 
os, however, remains slightly open and has a slitlike appear-
ance in comparison with the dimple-like appearance of the 
cervix of a nulliparous woman (Fig. 12-2).

Vagina and Perineum
The vagina may have small tears that will heal without inter-
vention. Immediately after delivery, the walls of the vagina 
are smooth. Rugae begin to return to the vaginal walls after 
approximately 3 weeks. The diameter of the introitus gradually 
becomes smaller by contraction. Muscle tone in the perineum 
never fully returns to the pregravid state; however, Kegel exer-
cises may help increase the tone and enhance sexual enjoy-
ment. Because breast-feeding suppresses ovulation, estrogen 
levels remain lower in the lactating woman, which can lead to 
vaginal dryness and dyspareunia (painful intercourse).

The labia and perineum may be edematous after 
delivery and may appear bruised, particularly after a dif-
ficult delivery. If an episiotomy was done or perineal tears 
repaired, absorbable stitches will be in place. The edges of 
the episiotomy or repair should be approximated (intact). 
The episiotomy takes several weeks to heal fully. The labia 
tend to be flaccid after childbirth.

Breasts
Colostrum, the antibody-rich breast secretion that is the 
precursor to breast milk, is normally excreted by the breasts 
in the last weeks of pregnancy and continues to be excreted 
in the first few postpartum days. Prolactin levels rise when 

estrogen and progesterone levels fall after delivery of the 
placenta. Suckling at the breast also causes prolactin levels 
to rise. Prolactin stimulates milk production by the breasts, 
and the milk normally comes in on the third day. See 
Chapter 15 for a detailed discussion of breast physiology, 
milk production, and breast-feeding.

Cardiovascular System
In the early postpartum period, the woman eliminates the 
additional fluid volume that is present during the preg-
nancy. This fluid loss occurs via the skin, urinary tract, and 
through blood loss. The woman who experiences a normal 
vaginal delivery loses approximately 300 to 500 mL of 
blood during delivery. 
If she has a cesar-
ean delivery, normal 
blood loss is between 
500 and 1,000 mL. 
As the blood volume 
returns to normal, 
some hemoconcen-
tration occurs that 
causes an increase in 
the hematocrit.

In the postpar-
tum period, plasma fibrinogen levels are elevated, as are 
other coagulation factors. This helps to protect the woman 
against hemorrhage, but at the same time it predisposes 
the woman to the development of blood clots in the deep 
veins of the legs called deep vein thrombosis (DVT). 
Dehydration, immobility, and trauma can add to the risk 
for DVT. (See Chapter 19 for discussion of DVT in the 
postpartum period.)

The white blood cell count is elevated to approximately 
15,000 to 20,000/mL and may reach as high as 30,000/mL. 
Leukocytosis, a high white blood cell count, helps protect 
the woman from infection, as there are multiple routes for 
infection to occur in the early postpartum period.

Immediately or very soon after delivery, the woman 
may experience shaking postpartum chills. Hormonal and 
physiologic changes are the likely cause of the shaking 
and chills. In any event, chills are not harmful, unless 
accompanied by fever greater than 100.4°F or other signs 
of infection. Chills normally resolve within minutes, 
especially if a prewarmed blanket is placed over the 
woman.

Did You Know?
The return of ovulation and 
menstrual bleeding do not 
always occur together. 
Explain to the woman that 
she may be able to 
conceive even before her 
menses resume.

A B

FIGURE 12-2  Appearance of the cervical os. A. Before the first 
pregnancy. B. After pregnancy.

TEST YOURSELF
44 Where is the fundus normally located on the 
first day after delivery?

44 Name three factors that can inhibit or delay 
uterine involution.

44 Name the three stages, in order, through which 
lochia progresses.

You Do the Math!
For every 250 mL of blood 
loss, the hemoglobin and 
hematocrit (H&H) fall by one 
and two points, respectively. 
So, if the woman’s H&H 
were 12 and 34, then 
fall to 10 and 30, the 
approximate blood 
loss is 500 mL.
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Vital Signs
The temperature may be elevated slightly during the first 
24 hours because of the exertion and dehydration of labor. 
After the first 24 hours, a temperature of 100.4°F or greater 
is abnormal and may indicate infection.

The blood pressure should remain at the wom-
an’s baseline level. An elevated blood pressure could 
be a sign of devel-
oping preeclampsia 
(see Chapter 17) and 
should be promptly 
reported. A fall-
ing blood pressure, 
particularly in the 
presence of a rising 
pulse, is sugges-
tive of hemorrhage. 
Monitor the woman 
carefully for a source 
of blood loss if her 
blood pressure drops.

It is normal for the pulse to be slow in the first week 
after delivery. The heart rate may be as low as 50 beats per 
minute. Occasionally, the woman may experience tachycar-
dia. This is more likely to occur after a difficult labor and 
delivery, dehydration, or it may indicate excessive blood 
loss.

Musculoskeletal System
The most pronounced changes are evident in the abdominal 
muscles, although other muscles may be weak because of 
the exertion of labor. The abdomen is soft and sagging in 
the immediate postpartum period. Often the woman has 
to wear loose or maternity clothing for the first few weeks 
after delivery. The abdomen usually regains its tone with 
exercise. However, in some women, the abdomen remains 
slack. In this situation, if another pregnancy occurs, the 
woman will have more problems with backache. Diastasis 
recti (also referred to as rectus abdominis diastasis) is a 
condition in which the abdominal muscles separate during 
the pregnancy, leaving part of the abdominal wall without 
muscular support. Exercise can improve muscle tone when 
this condition occurs. A woman is predisposed to poor mus-
cle tone and diastasis if she has weak muscles or is obese 
before the pregnancy, her abdomen is overdistended during 
the pregnancy, or if she is a grand multipara.

Gastrointestinal System
Immediately after delivery, the postpartum woman is often 
very hungry. The energy expended during labor uses up 
glucose stores, and food has generally been restricted. 
Restriction of fluids and loss of fluids in labor, in the urine, 
and via diaphoresis (sweating) often leads to increased 
thirst.

Constipation may be a problem. Intra-abdominal pres-
sure decreases rapidly after childbirth, and peristalsis is 
diminished. These factors make it more difficult for feces to 
travel through the gastrointestinal tract. The woman may be 

afraid to defecate in the early postpartum period because of 
hemorrhoidal discomfort and/or perineal pain. Suppressing 
the urge to defecate complicates the problem of constipation 
and may actually cause increased pain when defecation 
finally occurs. Iron supplementation adds to the problem. 
However, by the end of the first postpartum week, bowel 
function has usually returned to normal.

Urinary System
The urinary system must handle an increased load in the 
early postpartum period as the body excretes excess plasma 
volume. Healthy kidneys are able to adjust to the increased 
demands. Urinary output exceeds intake. Transient glycos-
uria, proteinuria, and ketonuria are normal in the immediate 
postpartum period.

During the process of labor and delivery, trauma can 
occur to the lower urinary system. Pressure of the descend-
ing fetal head on the ureters, bladder, and urethra can lead 
to transient loss of bladder tone and urethral edema. Trauma, 
certain medications, and anesthesia given during labor can 
also lead to a temporary loss of bladder sensation. Prolonged 
pushing can cause the perineum to become edematous, 
which can cause pressure around the urethra preventing the 
woman from being able to adequately void. The result can 
be urinary retention. Sometimes, the woman voids small 
amounts but does not completely empty the bladder, or she 
may not be able to void at all. Voiding may be painful if the 
urethra was traumatized.

The urinary system is more susceptible to infection 
during the postpartum period. Hydronephrosis, dilation 
of the renal pelves of the kidneys and ureters, is a nor-
mal change that occurs during pregnancy because of 
hormonal influences 
and increased renal 
blood flow. This 
condition persists 
for approximately 4 
weeks after delivery. 
Hydronephrosis and 
urinary stasis pre-
dispose the woman 
to urinary tract 
infection.

Integumentary System
Diaphoresis occurs in the first few days after childbirth as 
the body rids itself of excess water and waste via the skin. 
The woman notices the perspiration particularly at night. 
She may wake up and be drenched in sweat. This is a normal 
finding and is not a cause for concern.

The woman will likely have striae (stretch marks) on 
the abdomen and sometimes on the breasts. Immediately 
after birth, striae appear red or purplish. Over time, they fade 
to a light silvery color and remain faintly visible.

The nipples and areolas often darken in color during 
pregnancy and this color tends to lighten during the postpar-
tum period. In addition, a woman who has linea nigra (see 

Here’s a Clinical Tip!
For accurate blood pressure 
readings, have the woman sit on 
the edge of the bed for several 
minutes before measuring her blood 
pressure. If you take  
the blood pressure 
immediately after she  
sits up from a lying  
position, the reading  
may be falsely low  
due to orthostatic 
hypotension.

Check This Out!
If you palpate the fundus and find 
it above the umbilicus, deviated to 
the right side, and boggy, the 
most likely cause is a full 
bladder. Assist the woman 
to void, and then reevaluate 
the fundus. If it does 
not become firm after 
she voids, immediately 
notify the RN or  
health care provider.
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Chapter 6) may notice it darkening and then lightening in 
color during the postpartum period.

Weight Loss
Immediately after delivery, approximately 12 to 14 lb (5.5 
to 6.4 kg) is lost with the delivery of the fetus, placenta, 
and amniotic fluid. The woman loses an additional 5 to 15 
lb (2.3 to 6.8 kg) in the early postpartum period because of 
fluid loss from diaphoresis and urinary excretion (Berens, 
2020). The average woman will have returned to her pre-
pregnant weight 6 months after childbirth if she was within 
the recommended weight gain of 25 to 30 lb (11.4 to 13.6 
kg) during pregnancy. Some women take longer to lose the 
additional pounds. In general, the breast-feeding woman 
tends to lose weight faster than the woman who does not 
breastfeed because of increased caloric demands.

Psychological Adaptation
Role change is the most significant psychological adaptation 
the woman must make. This process occurs with each new 
addition to the family, but tends to be most pronounced for 
the first-time mother. Each child is unique with their own 
temperament and needs, and they must be integrated into the 
existing family structure. Therefore, the whole family must 
adapt to the addition of a new member.

As the nurse, you can influence the development of 
positive family relationships in many ways. Careful moni-
toring of maternal psychological adaptation and anticipatory 
guidance regarding postpartum blues and expected psycho-
logical adjustments can go a long way toward fostering a 
positive transition for the woman and the new family.

Becoming a Mother
A woman begins the process of becoming a mother during 
pregnancy as she anticipates the birth of the baby. She fan-
tasizes about and prepares for her newborn’s arrival. After 
the birth, the woman must take on the role of mother to the 
newborn. The two critical elements of becoming a mother 
are development of love and attachment to the child and 
engagement with the child. Engagement includes all the 
activities of caregiving as the child grows and changes. This 
transition is a continuously evolving process throughout the 
woman’s life.

Although each woman takes on the mother role in her 
own way, influenced by her culture, upbringing, and role 

models, there are patterns of behavior that are similar for 
all women. The woman adapts to her new role as mother 
through a series of four developmental stages:

  
	1.	� Beginning attachment and preparation for the infant 

during pregnancy
	2.	� Increasing attachment, learning to care for the infant, and 

physical restoration during the early postpartum period
	3.	� Moving toward a new normal in the first several months
	4.	� Achieving a maternal identity around 4 months

  
The stages overlap, and social and environmental vari-

ables influence their lengths.
In the early postpartum period, the new mother demon-

strates dependent behaviors. She has difficulty making 
decisions and needs assistance with self-care. She tends to 
be inwardly focused and concerned about her own physical 
needs such as food, rest, and elimination. She relives the 
delivery experience and has a great need to talk about the 
details. This process is important for her to integrate the 
experience into her concept of self. She may remain in this 
dependent, reintegration phase for several hours or days. 
This is not an optimum time to give the woman detailed 
newborn care information because the new mother is not 
readily receptive to instruction. Listen with an attitude of 
acceptance. No feeling the woman expresses is “wrong.” 
Help her interpret the events of her birth experience.

Most women move quickly from the dependent stage 
to increasing independence in self- and newborn care. After 
she has rested and recovered somewhat from the stress of 
the delivery, the new mother has more energy to concentrate 
on her infant. At this point, she becomes receptive to infant 
care instruction. The first-time mother in particular needs 
reassurance that she is capable of providing care for her 
newborn. She may feel that the nursing staff is more adept 
than she is at meeting the newborn’s needs. Therefore, it 
is important to encourage her to perform care for her new-
born while providing 
gentle guidance and 
support. She responds 
well to praise for her 
early attempts at 
childcare during this 
phase. This phase 
lasts anywhere from 
2 days to several 
weeks.

Development of Positive Family Relationships
Attachment is the enduring emotional bond that develops 
between the parent and infant. However, this process does not 
happen automatically. Attachment occurs as parents interact 
with and respond to their infant. In the early postpartum 
period, the woman may have a wide range of emotions and 
responses to her newborn. Humans seem to respond to gains 
and losses in similar ways. Disbelief and shock are often the 
initial reactions. The mother may say repeatedly, “I can’t 

TEST YOURSELF
44 A falling blood pressure and rising pulse in 
the early postpartum period is suggestive of 
______________.

44 Name two factors that contribute to constipation 
in the postpartum period.

44 Name two conditions to which the postpartum 
woman’s urinary system is susceptible.

Don’t Take Over!
Assist the woman to  
take care of her newborn 
rather than do all the care 
yourself. The new mother 
needs guidance,  
practice, and praise  
to begin to feel 
confident in her 
new role.
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believe I just had a baby.” Ambivalence is also a normal 
response. The new parents may communicate uncertainty 
over their readiness to take on the parent role. Frequently, 
the new mother may experience negative feelings about the  
newborn in the first few days after birth. However, she may 
not express these feelings because of the cultural expectation 
that “mothers always love their babies.” If she does express 
negativity, such as, “I’m not sure that I like my baby,” nurses 
or family members may reply in a way that denies or dismisses 
the emotion. “Oh, I’m sure you don’t mean that,” is one such 
dismissive response. It is important to remember that negative 
feelings are part of the process as the mother and newborn 
adjust to each other and become acquainted. Encourage the 
woman to express her feelings openly, and then show accep-
tance and let her know that her feelings are normal.

The initial component of healthy attachment is a pro-
cess called bonding. This is the way the new mother and 
partner become acquainted with their newborn (Fig. 12-3). 
The bonding process begins with a predictable pattern of 
parental behavior (Box 12-1). As bonding continues, she 
begins to spend more time holding the newborn in the en 
face position (the newborn’s face is in her direct line of 
vision and she makes full eye contact with the newborn). 
The new mother often talks to the newborn using high-
pitched tones. She smiles and laughs while she continues 
the en face posture.

 Concept Mastery Alert

It is natural for some women to appear to be tentative in 
handling their newborn. This behavior is not a “difficulty” 
accepting the role change, but rather a natural response 
to a dramatic event. The nurse should continue to assess 
the mother’s interactions with the infant before becoming 
alarmed.

 

FIGURE 12-3  A mom and dad bond with their newborn 
immediately after birth.

  B O X  1 2 - 1    � Progression of Initial Attachment 
Behaviors

The new mother and her partner both begin their interaction 
with the newborn in a fairly predictable sequence. Note that 
this process may take anywhere from minutes to hours to 
days. The health of the newborn may prevent some of these 
from happening immediately after birth.

	 1.	� Seeing and making eye contact with the infant. This is often 
accompanied by statements claiming the child (such as 
“She has my lips.”).

	 2.	� Exploration begins with light fingertip touching.
	 3.	� The new parent explores the newborn’s extremities.
	 4.	� Fingertip touching progresses to touching with the palmar 

surface of the parent’s hands.
	 5.	� Larger body surfaces are touched and caressed.
	 6.	� The infant is enfolded with the parent’s hands and arms and 

held closely.
	 7.	� Progressively more time is spent in the en face position 

talking to and smiling at the newborn.

 A  P e r s o n a l  G l i m p s e

I delivered my first child after 14 hours of intense labor. 
I went through my labor naturally without an epidural 
with the help of my doula. I pushed for 2 hours, so I was 
pretty exhausted after delivery. The midwife had to cut an 
episiotomy because she said it was a tight fit. My baby 
weighed 9 lb (4,082 g)! The next day while the baby was 
in the room, I remember that everything felt so unreal. I 
kept telling myself that I should feel happy. But all I really 
wanted to do was to cry. The nurse came in and told me 
what a beautiful baby I had and asked me her name. I 
started to cry and said that I wasn’t sure that I could be a 
good mother. I felt scared and confused and unready to 
take care of a baby. The nurse told me that the feelings 
I was having were very normal. She said that this was a 
huge change for me and that it takes time to get adjusted 
to the new mother role. She asked me if I had someone 
to help me at home. I told her that my sister was going 
to stay with me for several weeks. The nurse gave me a 
card with the phone number for the hospital. She wrote 
her name on it and told me that she would be happy to 
answer any questions I had after I went home. She said 
that I could talk to any of the nurses, if she wasn’t on duty 
when I called. I felt relieved. The nurse then stayed with 
me a while and watched while I changed the baby’s diaper. 
She told me that I was a quick learner and that I was very 
gentle with the baby. I felt so much better. I knew that it 
was going to be OK.

Holly

Learning Opportunity: Why do you think this new mother 
felt better after her interaction with the nurse? In what 
ways can you in your role as a nurse support the new 
mother when she expresses negative feelings about her 
newborn or her abilities as a mother?
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One import-
ant component in 
the development of 
healthy attachment 
between the new par-
ents and their new-
born is the amount 
and type of social 
support available to 
them. Access to sup-
portive friends and 
relatives enhances 
attachment. When a 
new mother is isolated and without adequate social support, 
attachment is threatened. In this situation, it is important 
to assist the woman in finding sources of support. Perhaps 
there is someone in her neighborhood or community who 
might be willing to provide support. Discuss the situation 
with the RN in charge. A referral for home health care visits 
or social services may be in order.

Healthy bonding behaviors include naming the new-
born and calling the newborn by name. Making eye contact 
and talking to the newborn are other indicators that healthy 
attachment is occurring. It is important to differentiate 
between a new parent who is nervous and anxious about 
her new role and one who is rejecting her parenting role. 
Warning signals of poor attachment include turning away 
from the newborn, refusing or neglecting to provide care, 
and disengagement from the newborn.

Traditional thinking assumed that the mother was the 
first and most important person to bond with the newborn. 
We now know that the newborn can make many bonds. 
The mother’s partner benefits from early contact with 
the newborn immediately after delivery. It is common for 
the partner to describe strong emotions of pride, joy, and 
other positive emotions when first holding the newborn 
and may be engrossed with the newborn. The partner also 
progresses through a pattern of touching similar to that of 
the mother.

Siblings also bond with the newborn (Fig. 12-4). There 
are special considerations that the parents need to make 
for older siblings. The birth of a new baby requires a role 
change for the sibling. Sometimes the newborn does not 
meet the sibling’s expectations. For instance, the baby might 
be a boy, but the sibling wanted a sister. It is common for 
the sibling to regress for a few days after the birth or use 
acting-out behaviors.

Postpartum Blues
Approximately 50% or more of postpartum women expe-
rience postpartum blues (Viguera, 2019), sometimes called 
the “baby blues.” Postpartum blues is a temporary con-
dition that usually begins about the third day after deliv-
ery, lasts for 2 or 3 days, and usually has resolved by 2 
weeks postpartum. Women who have had postpartum blues 
reported having one or more of the following: sadness or 
tearfulness for no apparent reason, irritability, anxiety, 
difficulty sleeping or eating, or may have decreased con-
centration. Women who have a history of premenstrual 
mood changes, antepartum depressive symptoms, cesarean 
section, not breast-feeding, family history of depression, or 

You Can Do It!
If the new mother makes a negative 
comment regarding her ability 
to care for the newborn, make 
your response accepting and 
supportive. You might reply, 
“It is natural to have  
feelings of uncertainty as 
you adjust to having a 
new baby.” Be creative, 
and come up with 
sincere, supportive 
phrases.

 C u l t u r a l  S n a p s h o t

In many non-Western cultures, women relatives provide 
much of the social support and assist the mother at home. 
It is important to include these relatives in the care of 
the mother and infant in the hospital. Often this support 
lasts for 30 to 40 days and may include confining the 
new mother to her home to protect her and ensure that 
she rests. This is common in Chinese, Indian, and Middle 
Eastern cultures.
  

 C u l t u r a l  S n a p s h o t

Some cultures do not name the newborn until after a naming 
or presentation ceremony or until the infant is of certain age. 
The mother and family may refer to the infant as “baby” 
or “child.” This is not a lack of bonding. In addition, some 
cultures may make limited eye contact or avoid touching the 
infant’s head as a way to protect the infant from unwanted 
attention from spirits they feel will harm the infant.
  

FIGURE 12-4  While the father bonds with his new son, the big 
sister takes a first peek at her new baby brother.
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stress around child care are at risk for the postpartum blues 
(Viguera, 2019).

Other factors that can contribute to postpartum blues 
include too much activity, fatigue, disturbed sleep patterns, 
and discomfort. It is important for the woman and her family 
to know that this is a normal reaction. Support by the wom-
an’s family and friends, help with child care activities, and 
infant care during the night are beneficial to the woman. The 
condition resolves in about 2 weeks after delivery.

If the condition lasts for more than 2 weeks, or if the 
symptoms become severe or interfere with her daily activ-
ities (e.g., the woman does not want to feed her infant or 
refuses to perform activities of daily living), the woman 
should contact her health care provider or seek medical 
attention at the emergency department immediately. (See 
Chapter 19 for a discussion of postpartum depression.)

POSTPARTUM ASSESSMENT AND 
NURSING CARE

Most women who deliver vaginally go home within 24 to 48 
hours after delivery and the woman who has a cesarean birth 
at about 72 hours after delivery. Therefore, when caring for 
the woman in the early postpartum period, it is essential to 
do thorough data collection to detect any complications that 
might be developing and to use every available opportunity 
to tell the woman about self- and newborn care.

After the initial recovery period, the woman may be 
transferred to a postpartum room. If she delivered in a labor, 
delivery, recovery, and postpartum setting, she will stay in 
the room in which she delivered. Whatever the setting, it 
is important to do a thorough initial examination and data 
collection when you are providing postpartum care.

Much of the data collection is done before the woman 
delivers and can be found on the initial admission assess-
ment done by the RN upon admission to the labor and deliv-
ery unit. It is important to check both the initial assessment 
and the prenatal record as part of the initial data collection. 
The labor and delivery nurse gives report to the postpartum 
nurse upon transfer. The report should include pregnancy 
history (including significant medical history), labor and 
birth history, initial postpartum recovery, and general new-
born data. If the postpartum nurse will also be caring for the 
newborn in addition to the mother (i.e., couplet or mother–
baby care), then more detailed newborn information will be 
given to the postpartum nurse.

The medical and pregnancy histories are important 
because they alert the postpartum nurse to risk factors that 
might lead to postpartum hemorrhage or other complica-
tions and give clues as to bonding potential and nursing 
interventions. Box 12-2 identifies important information to 
include in the postpartum report.

At least once per shift, perform a complete head-to-toe 
examination. A quick visual survey and speaking to the 
woman reveals her level of consciousness and affect. Assist 
her in emptying her bladder, if necessary, before beginning 
the examination. First, take the vital signs. Respirations 
should be even and unlabored. Be sure to rule out shortness 
of breath and chest pain. The heart rate should be regular 
without murmurs and may be as slow as 50 beats per min-
ute. The lungs should be clear in all five lobes (Fig. 12-5).

In addition to the general assessment, there are 11 main 
areas that must be monitored in the postpartum period: 
These are breasts, uterus, lochia, bladder, bowel, perineum, 
lower extremities, pain, laboratory studies, bonding, and 
maternal emotional status.

Initial Physical Findings in the First 
Hour Following Delivery
If the woman is going to hemorrhage, she is most likely to 
do so within the first postpartum hour. For this reason, mon-
itor her closely during this period. Measure her vital signs 
every 15 minutes during the first hour. With each vital sign 
check, determine the position and firmness of the uterine 

 C u l t u r a l  S n a p s h o t

The reported rates of postpartum depression vary among 
cultures. Reasons for this include the following: terms used 
to describe depression may not translate across different 
languages; commonly used postpartum depression screen-
ing tools were developed based upon primarily Western 
populations and may not adequately screen non-Western 
cultures for the presence of postpartum depression due to 
terms used; and some cultures consider sadness during 
the postpartum period as “shameful” and the woman may 
not be willing to disclose these feelings for fear of discrim-
ination. It is important to screen all women for postpartum 
depression and provide information on symptoms that 
require follow-up.
  

TEST YOURSELF
44 Describe behaviors that indicate positive 
attachment.

44 List the normal progression of interaction that 
occurs during the initial bonding experience 
between a new parent and the newborn.

44 Describe symptoms and risk factors for 
postpartum blues.

Remember Mei Chu from the beginning of the 
chapter. Since this is her second child and the child 
was greater than 4,000 g, what findings might 
indicate a problem with uterine involution? What 
information would you want to give her about 
afterpains that might be different than if this was her 
first delivery?
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fundus, the amount and character of lochia, and the status 
of the perineum and monitor for signs of bladder distention. 
If the woman had a cesarean delivery, also check the inci-
sional dressing for intactness, and determine if there is any 
incisional bleeding. Some institutions continue monitoring 
every 30 minutes for the second hour, then every 4 hours 
during the first 24 hours after delivery.

Breasts
Inspect the breasts and nipples for signs of engorgement, 
redness, or cracks. Palpate the breasts gently to determine 
if they are soft, filling, or engorged with milk. Note if there 
are any painful areas. Notice the nipples to determine if 
they are erect or inverted. The breasts should be soft during 
the first postpartum day and begin filling on the second and 
third days. Engorgement may occur on the third day. There 
should be no reddened areas on the breasts, and the nipples 
should be intact without cracks or fissures.

Uterus
Assess the uterus of the woman regardless of whether she 
had a vaginal or cesarean delivery. Make sure the woman 
has voided prior to checking the fundus. With the woman 
lying supine, palpate the fundus (Nursing Procedure 12-1). 
Note the tone (firm vs. boggy), position (midline vs. side-
lying), and height of the fundus in relation to the umbilicus. 
It should be firm, midline, and at the appropriate height in 
relation to the umbilicus, depending on what hour or day 
it is after delivery. Some women find this uncomfortable, 
especially multiparas. It is best to start the palpation gently 
and then add pressure as needed to palpate the fundus.

If the fundus feels boggy, apply slight pressure as you 
massage the fundus in a circular motion with the fingertips 
of your hand that is at the top of the fundus. This should 
cause it to become firm and the woman may notice a slight 
gush of locia. Reassure the woman this is a normal occur-
rence when the uterus contracts. Avoid vigorous fundal 
massage as this can overstimulate the uterus and cause it to 
become flaccid. Notify the RN if the woman required fundal 
massage and recheck the fundus within 15 to 30 minutes. If 
she is breast-feeding, encourage her to feed her infant as this 
will cause her body to release oxytocin, which will stimulate 
the uterus to contract as well.

For the woman who has had a cesarean birth, remem-
ber to check the fundus. It is not necessary to massage the 
fundus unless it is soft and the woman is bleeding vaginally. 
Any manipulation of the fundus increases pain. However, it 
is important to note fundal tone, position, and height. If the 

  B O X  1 2 - 2    � Labor and Delivery Nursing Report 
to Postpartum Nurse

Maternal Pregnancy History
•	 Maternal age
•	 Gravida and para (should now reflect the current birth)
•	 Gestational weeks
•	 Maternal blood type, Rh, and rubella status
•	 Complications experienced during the pregnancy
•	 Group B streptococcus culture status
•	 Any medical problems, including sexually transmitted 

infections and any preexisting medical conditions

Labor and Birth History
•	 The length of labor
•	 Type and time of membrane rupture including color and 

amount of fluid
•	 Any events during labor that needed intervention (such as 

late decelerations)
•	 Duration of pushing
•	 Type and time of birth
•	 Type and timing of analgesia or anesthesia administered
•	 Type and timing of any medications given (e.g., antibiotics 

or oxytocin)
•	 Any assisted birth techniques used (e.g., vacuum extraction, 

or episiotomy)
•	 Complications experienced during labor (including 

lacerations and if they needed repair)

Postpartum Recovery Information
•	 Status of the fundus, lochia, and perineum
•	 Last set of vital signs, time and values
•	 Type of pain, if any, and success of analgesics and comfort 

measures to control the pain
•	 Whether the woman ambulated after delivery and how she 

tolerated it
•	 Type and amount of IV fluids infusing, if any
•	 Voiding times and amounts since delivery
•	 Response of the woman and her partner to the newborn
•	 Support person(s) for the mother, their names, and relation 

to the mother
•	 If woman had a cesarean birth, include type of anesthesia, 

incisional dressing and incision, pain status, and if foley 
catheter present or not

Newborn Information
•	 Gender of infant
•	 Any significant details related to the infant postdelivery 

(e.g., low Apgar scores, resuscitation efforts needed after 
delivery, or congenital anomalies)

•	 The mother’s plans for feeding, times infant fed, and 
duration of breast-feeding

FIGURE 12-5  The nurse auscultates the lungs as part of a 
complete postpartum examination.
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woman has had a cesarean birth, she may find it helpful to 
place her hand on top of yours as you palpate the fundus. Be 
mindful of her incision with your supporting hand.

Lochia
Determine the amount and color of the lochia. The amount 
is documented as scant, small, moderate, or heavy. In the 
first few days postpartum, the color will be rubra or serosa. 
Lochia should not have a foul smell. Be sure to check under 
the woman’s buttocks for pooling. Ask her how many 
times she has changed her peripads (sanitary napkins) since 
the previous fundal 
check, and determine 
if she is saturating 
pads. The lochia 
should be rubra of 
small to moderate 
amount without large 
clots and no foul 
odor. Notify the RN 
if the postpartum 
woman is saturating 
more than one peri-
pad in an hour.

Bladder
The woman should be voiding adequate amounts (more than 
100 mL per each voiding) regularly. Voiding frequently in 
amounts smaller than 100 mL with associated suprapubic 

distention (a rounded area just above the symphysis pubis) 
is indicative of urinary retention. A full bladder prevents the 
uterus from contracting and can lead to extra bleeding. Also, 
the full bladder will cause the uterus to deviate to the side, 
away from the midline of the umbilicus.

If the woman pushed for a long time or had a large infant, 
she may have some edema around the urethra, which can 
prevent her from completely emptying her bladder, leading 
to some urinary retention. Regardless of her pushing or infant 
size, all women should be assessed for urinary retention.

The best way to assist the woman with emptying her 
bladder is to help her up to the restroom to void. However, 
sometimes this is not possible because of incomplete recov-
ery from regional anesthesia. In this instance, assist the 
woman to sit up on the bedpan, a position that may promote 
emptying of the bladder. Be certain that the woman has 
privacy. If she is having difficulty voiding, running water in 
the sink or using the peribottle to run warm water over the 
perineum may help. It also helps to give her plenty of time 
in which to void. If she feels rushed, this may contribute 
to urinary retention. If the woman cannot void on her first 
trip to the bathroom after delivery, it may be appropriate to 
allow her to wait for a while longer. If she is still unable to 
void and it has been longer than 6 hours or there are signs 
of bladder distention, you may need to perform an in-and-
out urinary catheterization to empty her bladder. Likewise, 
catheterization may be necessary if she is voiding small 
amounts (less than 100 mL) in frequent intervals. Notify the 
RN if signs of urinary retention are noted.

NURSING PROCEDURE 12-1  �Fundal Palpation and Massage

EQUIPMENT
Warm, clean hands

Clean gloves

PROCEDURE
	 1.	� Explain the procedure to the woman.
	 2.	� Instruct her to empty her bladder if necessary.
	 3.	� Wash hands thoroughly.
	 4.	� Position her supine with the head of the bed flat.
	 5.	� Locate and place one hand on the uterine fundus. It should 

feel hard and rounded—something like a melon.
	 6.	� Place the other hand in a cupped position just above the 

symphysis pubis, as in the picture. Use this hand to gently 
support the base of the uterus.

	 7.	� Gently palpate the fundus using the hand at the top of the 
fundus. Note if it is soft or boggy.

	 8.	� Notice the height, position and tone of the uterus.
	 9.	� If the fundus feels boggy (spongelike) or soft (instead 

of firm), then use your fingertips at the top of the fun-
dus, apply some pressure, and massage in small circular 
motions without lifting your hand off the top of the fundus. 
This should cause the fundus to become firm and you are 
massaging.

	 a.	� Vigorous fundal massage or overstimulation can cause the 
uterus to become flaccid rather than helping it contract. 
Take measures to avoid overmassaging the fundus.

	10.	� Wash hands.
	11.	� Notify the RN of the findings.

	 12.	� Document the findings and if fundal massage was needed, 
and outcome of the massage. The location of the fundus 
is documented as fingerbreadths above (+) or below (−) 
the umbilicus or at the level of the umbilicus. Document 
whether the fundus was midline or deviated to one side.

Notice This Difference!
Expect less lochia after a cesarean 
delivery than after a vaginal delivery. 
This is because the surgeon cleans 
out the uterine cavity with  
surgical sponges before 
suturing it closed, which 
removes much of the blood 
and debris. Report  
moderate amounts of 
lochia after a cesarean, 
as this may signal 
postpartum 
hemorrhage.
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Bowel
Next, visually inspect the abdomen and auscultate for bowel 
sounds. Bowel sounds should be present in all four quad-
rants. Ask the woman if she has had a bowel movement 
since delivery. Many women are very concerned about if 
they will have a lot of pain with their first bowel move-
ment, especially if they had an episiotomy or lacerations. 
Encourage them not to avoid the urge to defecate as this can 
lead to constipation.

All of the normal measures that help prevent consti-
pation are also helpful in the postpartum period. Adequate 
fluid intake keeps the feces soft, facilitating passage. Early 
ambulation stimulates normal bowel peristalsis. Adding 
plenty of fruits, vegetables, and fiber to the diet also helps 
to prevent constipation. A bulk-forming agent, such as psyl-
lium, may also be helpful. Sometimes the health care pro-
vider orders a stool softener for the first few days after birth.

Perineum
Assist the woman into the Sims position. Lift the top but-
tock, and with a good light source (such as a penlight or 
flashlight) inspect the perineum for redness, edema, and 
ecchymosis (Fig. 12-6). If the woman had an episiotomy 
or a laceration (tear), check the sutures, and be certain the 
edges are well approximated. Determine if there is any 
drainage from the stitches. Palpate gently with a gloved 
hand to determine if there are any hematomas forming in the 
area. Note any hemorrhoids. The perineum should be intact 
with only minimal swelling and no hematomas.

Lower Extremities
Inspect the extremities for edema (Fig. 12-7), equality of 
pulses, and capillary refill. Check for potential DVT by 
inspecting the woman’s calves. There should be no pain 
in the calves when the woman is walking. Feel along the 
calf area for any warmth or redness. The calves should 
be of equal size and warmth bilaterally. There should be 
no reddened, painful areas, and there should be no pain 
in the calves when she walks. Pain and/or one calf with 

redness, warmth, and greater size than the other could 
indicate DVT (see Chapter 19) and must be reported to 
the RN.

Assist the woman in ambulating as soon as possible 
after delivery. Early ambulation decreases the chance of 
thrombus formation by promoting venous return. Encourage 
liberal fluid intake as dehydration contributes to the risk 
of thrombus formation. After a cesarean delivery, some  
health care providers will order compression devices until 
the woman is ambulating.

Preventing Injury From Falls
The first time the woman gets up, she is at risk for faint-
ing and falling because of postural hypotension. When 
the woman is going to get out of bed for the first time 
after delivery, assist her in dangling her legs at the side of 
the bed for 5 minutes. If she is not feeling dizzy, assist her 
to the bathroom. Remain with her until she returns to bed. 
If she begins to feel dizzy at any time, help her sit down 
with her head forward for a few minutes. If she begins to 
black out, gently support her to the floor until she comes 
to. Another time she is at increased risk for fainting is 
the first time she is in the shower. The warm water may 
cause peripheral dilation of blood vessels, which leads 
to hypotension and fainting. Stay in the woman’s room 
while she is showering for the first time. Have a shower 
chair available for her to sit on if she begins to feel faint.

Pain
Determine if the woman is experiencing any pain. If so, 
investigate the source (e.g., afterpains, episiotomy, painful 
urination, pain in the calves). Determine the characteristics, 
quality, and timing of the pain. Provide comfort and phar-
macologic pain measures as appropriate. Note status of pain 
after pain relief measures are implemented. Some nursing 
care can cause pain. Fundal palpation can cause afterpains. 
Exhaustion can exacerbate pain; therefore make sure to 
cluster care, encourage the woman to rest, and limit visitors 
as appropriate.

FIGURE 12-6  Postpartum perineal observation. Notice that 
the woman is in the Sims position. The nurse lifts the upper 
buttock and inspects the perineum.

FIGURE 12-7  Monitoring of the lower extremities. The nurse 
checks the calf for edema, redness, and excess warmth and 
compares the diameter of both calves.
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Breast Pain
Investigate breast pain to determine if it is unilateral and 
associated with increased warmth and redness. This could 
be a sign of mastitis, a postpartum complication discussed in 
Chapter 19. If the breasts are painful bilaterally because of 
engorgement, interventions will be chosen based on whether 
or not the woman is breast-feeding.

If she is breast-feeding, warmth seems to help the most. 
Have her run warm water over her breasts in the shower, or 
place a warm washcloth as a compress on the breasts. If the 
engorgement is preventing the newborn from latching on, 
advise the woman to express some milk before attempting 
to breastfeed. Caution her to only express enough to soften 
the breast to enable the infant to latch. Overexpressing the 
breast can cause further engorgement.

If the breasts are engorged and the woman is bottle-
feeding her newborn, instruct her to keep a close-fitting sup-
port bra on 24 hours per day. This will provide comfort by 
supporting the extra weight in the breasts from the engorge-
ment. It will also help to prevent leaking of milk from the 
breasts. Cool compresses or an ice pack wrapped in a towel 
will usually be soothing and help suppress milk produc-
tion. She should refrain from any type of milk expression 
including allowing warm water to run over the breasts in the 
shower. The breasts will replenish any milk that is expressed 
or released.

If the nipples are painful during breast-feeding attempts, 
examine the nipples for cracks or fissures. Observe the 
woman when she puts her newborn to the breast, and ensure 
that she is positioning the newborn properly to prevent 
sore, cracked nipples. Encourage the use of a lanolin-based 
cream to keep the nipples soft and promote healing. A mild 
analgesic may be helpful. (See Chapter 15 for additional  
breast-feeding interventions.)

Afterpains
Ibuprofen or other nonsteroidal anti-inflammatory drugs 
(NSAIDs) are usually helpful if the source of pain is after-
pains. The health care provider often will order 600 to 800 
mg of ibuprofen every 6 to 8 hours as needed (PRN) for 
pain. For multiparas, it may be appropriate to schedule the 
medication around the clock, rather than waiting for the 
woman to ask for it. Timing administration of the drug so 

that the woman takes it 30 to 45 minutes before breast-feeding 
is also helpful because breast-feeding intensifies uterine 
cramping and associated afterpains. Nonpharmacologic 
methods that might be helpful include warm compresses 
to the abdomen, positioning for comfort, adequate rest and 
nutrition, and early ambulation.

Perineal Pain
If the pain is arising from the perineum, visually inspect 
the perineum before taking measures to control the pain. 
Check that the episiotomy is well approximated and that 
there are no signs of a hematoma. Early intervention 
within the first 24 hours include ice packs to the perineum 
(Nursing Procedure 12-2). Ice helps reduce swelling and 
ease painful sensations. Most institutions use special 
perineal ice packs that incorporate the cold source into 
the perineal pad. The ice pack should be on for 10 to 20 
minutes, then off for 10 to 20 minutes to be most effective. 
Be careful not to apply an ice pack without a cloth cover 
next to the perineum. The cloth cover will help to protect 
the perineal tissues from trauma caused by the ice pack 
adhering to the tissue.

NURSING PROCEDURE 12-2  �Application of Perineal Ice Packs

EQUIPMENT
A commercial ice pack or a clean glove and ice

Clean gloves

PROCEDURE
	1.	� Explain procedure to the woman.
	2.	� Wash hands thoroughly.
	3.	� Position her in dorsal recumbent position.
	4.	� Activate the commercial pack as instructed in the directions 

for use, or fill a clean glove with crushed ice, and tie a knot at 
the opening at the top of the glove.

	5.	� Cover the pack or the glove with a thin covering, such as a 
towel.

	6.	� Place the pack on the perineum.
	7.	� Assist her to a position of comfort.
	8.	� Wash hands.
	9.	� Leave in place for 10 to 20 minutes then remove for 10 to 20 

minutes. Repeat as necessary for comfort during the first 24 
hours postpartum.

	 a.	� If the ice pack is allowed to stay next to the perineum 
continuously for prolonged periods, tissue damage could 
result.

 C u l t u r a l  S n a p s h o t

In many cultures of Asian Americans, African Americans, 
and Americans of Hispanic or Latinx ethnicities, main-
taining a hot–cold balance is important, especially in the 
postpartum and newborn period. Hot–cold balance impacts 
postpartum bathing/hygiene, room temperature, and dietary 
practices. The woman’s culture may avoid bathing during 
the postpartum time. The nurse suggesting that the woman 
take a shower may cause her internal conflict. On one hand 
she may not want to take the shower but on the other 
hand may want to respect the authority of the nurse. If the 
woman believes that she should be as warm as possible, 
she may be reluctant to use the perineal ice pack and 
she may want to keep the room very warm and avoid air 
conditioning. The woman may avoid drinking the ice water 
that the nurse provides. Inquire about the woman’s cultural 
customs and desires and use her answers to provide indi-
vidualized, culturally appropriate care.
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After the first 24 hours, warm sitz baths can be espe-
cially comforting for a woman with a sore perineum (Nursing 
Procedure 12-3). Throughout the first few postpartum days, 
mild analgesics combined with a narcotic are usually most 
helpful for perineal pain. Examples of combination products 
include acetamino-
phen with codeine or 
hydrocodone. Local 
anesthetics, such as 
witch hazel pads or 
benzocaine sprays, 
may be helpful in 
relieving perineal 
pain. Sitz baths, witch 
hazel pads, and/or 
products that contain 
hydrocortisone can 
also help reduce the 
pain associated with 
hemorrhoids.

Pain After Cesarean Birth
Pain management for the woman after cesarean birth is a 
priority when providing postpartum care. During the first 
24 hours, the anesthesiologist usually manages the pain. 
Generally, if the woman had a spinal narcotic administered, 
she will have orders for a PRN medication for breakthrough 
pain. Breakthrough pain occurs when the basal dose of 
analgesia does not control the pain adequately.

Another form of pain control that may be ordered is 
patient-controlled analgesia (PCA). This type of analgesia 
allows the woman to control how often she receives pain 
medication. The PCA pump delivers an opioid (usually 
morphine) into the IV line. The pump locks to prevent tam-
pering. The health care provider’s orders describe how much 
narcotic the woman receives when she pushes the button. 
The orders include a lockout interval so that the woman 
cannot accidentally overdose herself. Many women require 
reassurance that they cannot self-administer too much med-
ication when using PCA.

Infrequently, the anesthetist orders narcotics only at 
PRN intervals after cesarean birth. In this instance, consult 
with the RN about administering the narcotic around the 
clock for the first 24 hours. It is easier to control pain before 
it becomes severe, 
and adequate pain 
control in the first 
24 hours after sur-
gery reduces the total 
amount of pain med-
ication required. It is 
important to always 
assess the woman’s 
pain prior to adminis-
tering any pain medi-
cation and to reassess 
after the medication 
has been given.

The woman who is breast-feeding may be reluctant to 
take pain medication out of concern that the newborn may 
receive the medication. Inform her that adequate pain con-
trol is necessary so that she can ambulate well and provide 
self- and newborn care. Pain medications administered just 
prior to breast-feeding minimize the amount that the new-
born will receive at that feeding.

Pruritus is a common side effect of narcotics given by 
the spinal or epidural routes. This side effect can become 
quite uncomfortable and can lead to scratching and excori-
ation. An antipruritic, usually diphenhydramine, may help 
control this side effect even though the cause of the pruritus 
is not from histamine release. Small doses of naloxone, 
nalbuphine, or naltrexone have been shown to help with 
the pruritus (Grant, 2020). If nothing is ordered, notify the 
anesthetist. Other comfort measures include applying lotion, 
administering a back rub, and using cool compresses or 
diversion to help control the itching.

Another common source of pain for the woman 
who delivers by cesarean is gas pain. The woman is at 
increased risk for gas formation after a cesarean because 

NURSING PROCEDURE 12-3  �Assisting the Postpartum Woman With a Sitz Bath

EQUIPMENT
New sitz bath in manufacturer’s packaging with directions

Clean gloves

PROCEDURE
	1.	� Explain the procedure to the woman.
	2.	� Instruct her to empty her bladder, if necessary.
	3.	� Wash hands thoroughly.
	4.	� Place the sitz bath in the toilet as per the manufacturer’s 

instructions.
	5.	� Place the tubing in the allotted slot, and clamp the tubing.
	6.	� Fill the bag with warm (102°F to 105°F) water and hang it at a 

level of a few feet above the toilet.
	 a.	� Some women may prefer cooler water temperatures, 

which is an acceptable practice.
	7.	� Unclamp the tubing, and allow the warm water to fill the 

basin.

	8.	� Reclamp the tubing, and refill the bag with warm water. Seal 
the bag with the locking mechanism provided.

	9.	� Assist the woman to sit on the basin so that her perineum is 
submerged in the water.

	10.	� Ensure that she can reach the emergency call bell.
	11.	� Instruct her to unclamp the tubing periodically to allow water 

to run over the perineum and into the toilet.
	12.	� Encourage the woman to stay on the sitz bath for at least 20 

minutes.
	 a.	� Encourage the woman to use the sitz bath three times per 

day, or as needed for comfort.
	13.	� Provide a clean towel with which to pat dry and clean sani-

tary napkins to apply when she is finished.
	14.	� With clean-gloved hands, assist her to rinse out the basin, 

dry it, and store it for the next use.
	15.	� Wash hands.

Be Careful!
When administering combination 
products for pain, be certain you 
know the dose of each product in 
the combination. Be  
particularly watchful that  
you do not exceed 
the maximum daily 
recommended dosage  
of acetaminophen  
when giving products 
that contain this 
medication.

A Word of Caution!
Do not push the PCA button 
yourself, even if the woman  
does not push the button. 
Pushing the PCA button for 
the woman is called  
analgesia by proxy. This 
practice is dangerous 
because you or a 
family member could 
inadvertently cause 
respiratory arrest.



CHAPTER 12  The Postpartum Woman 253

of decreased peristalsis, the lingering effects of anesthesia 
and analgesia, and manipulation of the intestines during 
surgery.

Gas pain is usually not relieved by analgesics. Many 
surgeons order simethicone around the clock or PRN. 
Frequent and early ambulation stimulates peristalsis and 
passing of flatus. Instruct the woman to avoid very hot or 
very cold beverages, carbonated beverages, chewing gum, 
and drinking through straws. All of these things can increase 
the formation and discomfort of gas. Other medical inter-
ventions may become necessary, such as rectal suppositories 
or enemas. Encourage the woman to lie on her left side. This 
position facilitates the release of gas. Having the woman 
rock in a rocking chair may also provide comfort from gas 
pains.

Laboratory Studies
Monitor the hemoglobin and hematocrit (H&H). Note the 
H&H before delivery. Most health care providers order a 
postpartum H&H on the morning after delivery. If the val-
ues drop significantly, the woman may have experienced 
postpartum hemorrhage. Note the blood type and Rh. If 
the woman is Rh-negative, she will need laboratory studies 
to determine if she is a candidate for a Rho(D) immune 
globulin injection before discharge. Determine the woman’s 
rubella status. If she is nonimmune, she will need a rubella 
immunization before she is discharged home. If the woman 
needs both the Rho(D) immune globulin and rubella vac-
cine, notify the health care provider. The woman may need 
to have serum titers 6 to 8 weeks after the vaccination to see 
if she developed immunity to rubella as the Rho(D) immune 
globulin may prevent her body from making adequate anti-
bodies. A revaccination may be necessary if she remains 
nonimmune.

Bonding
Any time the newborn is in the room, note maternal–
newborn interactions. Observe the interaction during the 
infant’s feedings. Be aware of the woman’s culture and 
how that impacts her interactions with the newborn. Notice 
the quantity and quality of social support available to the 
woman. Inquire about preparations she made for the infant 
while pregnant and her plans for caring for the newborn 
after discharge. Box 12-3 lists warning signs of poor 
attachment.

Maternal Emotional Status
Monitor her mood and affect. Reinforce information given 
to her about postpartum blues. Reassure her that this is a 
common occurrence. Inquire about help she will have after 
discharge and how she feels about that help. Reinforce 
information given to her about postpartum depression. 
Emphasize that if she notices these symptoms that she 
should seek help immediately and that having these symp-
toms does not mean she is not a good mother. Many women 
are afraid to report symptoms of postpartum depression for 
fear of stigma.

Promoting Restful Sleep
Sleep and fatigue are contributing factors to the woman’s 
emotional status. To help the woman emotionally during 
the postpartum period, the nurse should encourage rest 
for the woman. Monitor the woman’s sleep–wake cycle. 
Encourage her to continue presleep routines that she nor-
mally uses at home. Promote a relaxing, low-stress envi-
ronment before sleep. Dim the lights and monitor noise and 
traffic near the woman’s room during sleep time. Medicate 
for pain if needed at bedtime. Plan care activities (i.e., 
cluster care) so that she can sleep undisturbed for several 
hours at a time. For instance, if the postpartum recovery is 
going well and vital signs have been stable, consult with 
the RN about waiting until the morning laboratory draw to 
obtain vital signs, rather than awaking the client at 2 am. 
Or instruct the woman to call you if she awakens in the 
night to use the restroom; you can perform the vital signs 
at this time.

Of course, it is 
challenging for a new 
mother to get enough 
sleep because new-
borns feed every 2 to 
3 hours. Encourage 
the woman to rest 
when the newborn 
is sleeping. She may 
also wish to get in the 
habit of maintaining a 
quiet atmosphere and 

  B O X  1 2 - 3    � Warning Signs of Poor Attachment

•	 Making negative statements about the newborn
•	 Turning away from the newborn
•	 Refusing to care for the newborn
•	 Withdrawing
•	 Verbalizing disappointment with the sex of the newborn
•	 Failing to touch the newborn
•	 Limited handling of the newborn

 C u l t u r a l  S n a p s h o t

In Asian cultures, in-law conflict between the woman and 
her mother-in-law can be a significant cause of stress and 
depression in the postpartum woman. The woman may 
regard the conflict as a family secret and therefore be 
unwilling to share this information with the medical staff. 
However, if the woman and her mother-in-law have a 
positive relationship and the mother-in-law provides strong 
postpartum support, this may help protect the woman 
against postpartum depression.
  

This is Illuminating!
The woman should always have 
adequate lighting when feeding the 
newborn during the night. This is so 
she can observe the infant’s  
facial color for any signs of 
cyanosis and also  
observe the newborn  
for any signs of  
choking or respiratory 
distress while they  
are feeding.
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keeping the lights low when feeding the newborn during the 
night. This practice helps develop their sleep–wake pattern 
so that it coincides with light and dark periods of the day. If 
the lights are on and the parents talk loudly and play with 
the infant in the middle of the night, they will think it is 
playtime and stay awake longer.

Nursing Process and Care Plan for 
the Postpartum Woman

Nursing care in the postpartum period focuses on the wom-
an’s safety, comfort, assisting her with caring for herself and 
the newborn, and providing information. While childbirth is 
a common experience, it is unique for each woman, regard-
less if this is her first birth or if she has had more than one 
child. No labor and delivery experience is identical.

Because of this, it is important to monitor the woman 
for any potential postpartum complication and to assess 
her level of knowledge. For example, a woman who has 
delivered her second child and had an episiotomy with this 
birth but not her first will need information on caring for 
the incision—information she did not have with her first 
birth experience. Additionally, emotions and discomforts 
experienced by the woman are unique to her. Be attentive 
to her needs. Nothing she is experiencing is routine for her, 
even though the nurse may have seen the symptoms many 
times before.

Since complications can arise during the postpartum 
period, the woman needs frequent monitoring. As postpar-
tum stays are typically short, it is also important to give the 
woman information on signs to watch for at home that indi-
cate a need for her to call her health care provider.

The nurse is in an important position to help promote 
bonding between the woman and her newborn. The nurse 
is also one of the first individuals to notice if the woman is 
having difficulty with the bonding process.

Assessment (Data Collection)

Assessment of the postpartum woman should focus on both 
the general assessment and the postpartum assessment. The 
postpartum assessment focuses on the 11 areas: breasts, 
uterus, lochia, bladder, bowel, perineum, lower extremities, 
pain, laboratory studies, bonding, and maternal emotional 
status.

Nursing Care Focus

When selecting nursing care focuses for the postpartum 
woman, consideration should be given to risks to the 
woman’s safety. For the woman, safety includes not only 
protecting her from falls and monitoring for potential 
DVT but also monitoring for hemorrhage and infection. 
The postpartum woman is at risk for infection in the 
immediate postpartum and also during the 6 weeks after 
delivery. The nursing care plan should reflect these safety 
risks. The focus of nursing care should also reflect that 
the woman has a newborn and that bonding is an import-
ant event to monitor.

Outcome Identification and Planning

Major goals for the postpartum woman include remaining 
free from potential injury and infection as well as exhibiting 
positive bonding behaviors that indicate the beginning of a 
healthy attachment with the newborn. Other goals and inter-
ventions are planned according to the individual needs of the 
woman and her partner.

Nursing Care Focus

●● Bleeding risk related to uterine atony, undetected lacera-
tions, or hematoma formation

Goal

●● The client will not exhibit signs or symptoms of unex-
pected bleeding.

Implementations for Bleeding Risk

The postpartum woman is at risk for hemorrhage from several 
different sources. Uterine atony is the most common cause of 
postpartum hemorrhage. If the uterus feels boggy or soft to 
palpation, massage it until it firms up beneath your fingers. 
Notify the RN of the 
condition. Oxytocin 
may be ordered to 
correct uterine atony. 
Instruct the woman 
to perform periodic 
self-fundal mas-
sage. Breast-feeding 
releases oxytocin nat-
urally into the wom-
an’s bloodstream and 
can help prevent uter-
ine atony.

Monitor the blood loss and source of bleeding. If bright 
red bleeding occurs in a steady stream in the presence of a 
firm fundus, the most likely cause is a vaginal or cervical 
laceration that was not repaired. Report this finding to the 
RN or the health care provider immediately. Report bleeding 
from, or separation of the edges of, the episiotomy or lacer-
ation. Monitor for and report any painful, soft, and possibly 

TEST YOURSELF
44 List five major components of the woman’s his-
tory that are important to know when assuming 
care of the woman after delivery.

44 Describe the appropriate way to examine an epi-
siotomy after delivery.

44 Name three important laboratory studies 
the nurse needs to know the results of after 
delivery.

Be Prepared!
When the woman gets up for the 
first time after delivery, it is normal 
for the lochia to seem heavy 
and to flow down her legs. 
Prepare her before she gets 
up that this is a normal 
occurrence caused by 
lochia pooling in the 
vagina while reclining 
and does not 
signify that she is 
hemorrhaging.
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pulsing masses pal-
pable in the perineal 
area. These are signs 
of hematoma forma-
tion. Monitor vital 
signs and be alert to 
subtle changes in the 
woman’s vital signs 
that might indicate 
bleeding such as a 
decreasing blood 
pressure and increas-
ing heart rate.

The incision site from a cesarean birth can also be a site 
for bleeding. Monitor the dressing for drainage. Mark any 
areas of drainage so that you can tell if the area is increasing 
during subsequent checks. If the dressing becomes satu-
rated, reinforce it, and apply pressure to the site. Notify the 
RN or health care provider for further orders.

Evaluation of Goal/Desired Outcome

●● The fundus is firm and in the midline.
●● The lochia flow is rubra (dark red in color) and small to 

moderate in amount.
●● Incisions are approximated and without bleeding.
●● Vital signs remain stable.

Nursing Care Focus

●● Acute pain related to sore nipples, afterpains, or episiot-
omy discomfort

Goal

●● The woman will verbalize or demonstrate relief of pain.

Implementations for Acute Pain

Assess the woman’s pain (characteristics, severity, location, 
onset, type, precipitating factors, and duration). When 
monitoring the woman’s pain, use an appropriate, standardi
zed pain assessment tool. Interventions for postpartum pain 
are based upon the pain source. Inform the woman on what 
causes the pain and how long the pain can be expected to 
last. Encourage the woman to take medication early on, to 
prevent instances of severe pain. Administer medications to 
reduce pain, as prescribed, and monitor for effect. Monitor 
vital signs and respiratory status frequently for clients 
receiving sedative or narcotic pain medications.

If the woman reports breast pain, check her breasts 
for any reddened areas or excess heat. Report any signs of 
infection to the health care provider. Palpate the breasts to 
see if they are filling with milk. Instruct the woman to wear 
a well-fitting bra. If the woman is breast-feeding, observe 
the infant’s latch to make sure it is properly positioned. 
If the woman is breast-feeding and engorged, encourage 
to only express a minimal amount of milk as the breasts 
will replenish any milk that is removed. If the woman 

chooses not to breastfeed at all, reinforce teaching about 
not expressing any milk from the breasts and to wear a 
tight bra and that acetaminophen or ibuprofen will help 
the discomfort.

Inform the woman about causes of afterpains, including 
multiparity and breast-feeding. Instruct the woman about 
prescribed medications. Taking medications 30 minutes 
prior to breast-feeding can help lessen the severity of after-
pains associated with breast-feeding. Nonpharmacologic 
relief measures such as warm heat to the abdomen may help 
provide relief. Assist the woman into a comfortable position.

If the woman reports perineal pain, check her perineum. 
Observe for hematomas. Inspect episiotomy or laceration 
repairs for signs of separation or bleeding. Provide medi-
cations as ordered. Nonpharmacologic relief includes ice 
packs in the first 24 hours after delivery and sitz baths as 
ordered. Instruct the woman on using the peribottle with 
warm water after every use of the toilet. Assist the woman 
into a comfortable position. The woman may find comfort 
from an inflatable ring to sit on or by placing a slight wedge 
under one hip while sitting to relive perineal pressure.

Evaluation of Goal/Desired Outcome

●● The woman reports pain before it becomes severe.
●● The woman verbalizes a tolerable pain level and a 

decrease in pain after interventions.

Nursing Care Focus

●● Infection risk related to multiple portals of entry for 
pathogens, including the former site of the placenta, epi-
siotomy, bladder, breasts, intravenous access sites, and 
bladder catheterization

Goal

●● The woman remains free from infection.

Implementations for Infection risk

There are multiple portals of entry for infection for the post-
partum woman. The number one way of preventing infec-
tion continues to be handwashing. Wash your hands before 
and after caring for the client, even if you will be wearing 
gloves. It is also important to tell the woman to wash her 
hands before touching her breasts or feeding the newborn, 
before and after using the restroom or performing perineal 
care, and before eating. Early ambulation, adequate fluid 
intake, and good nutrition strengthen the immune system 
and help prevent infection.

The best way to prevent mastitis (infection in the 
breast), in addition to frequent handwashing, is to avoid 
cracked nipples. Assist the woman to position the infant 
properly at the breast to prevent this complication. Other 
measures that help prevent cracked nipples are to rub the 
nipples with a few drops of expressed milk after breast-feeding 
and allow the nipples to air dry. Lanolin cream may also be 
a helpful measure. The woman should breastfeed at regular, 

Lack of Pain is Not Always 
Good
It is important to inspect the 
perineum and not just ask the 
woman if her perineum is 
sore or not. If the woman 
had an epidural, she may 
have a hematoma and be 
unaware of it. Perineal 
hematomas can 
be a source 
of postpartum 
hemorrhage.
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frequent intervals. Milk stasis can lead to obstruction of a 
duct, which can lead to inflammation and then infection. If 
the woman is using breast pads in her bra, she should change 
them when they become damp to help prevent maceration of 
the nipples.

Endometritis, or infection of the uterine lining, is 
another type of infection that can occur in the postpartum 
period. Inform the woman that the best way to prevent this 
type of infection is to wash her hands before and after using 
the bathroom and/or performing perineal care. In addition, 
the woman should use a peribottle to perform perineal care 
and change her sanitary napkins/pads at least every 4 hours. 
Instruct her to fill the peribottle with warm water (she may 
add a gentle soap, if desired). After using the restroom, she 
should squeeze the bottle while aiming at the perineum so 
that the water flows from front to back. She can then use a 
washcloth or tissue to gently pat and dry the perineum from 
front to back. Instruct the woman to avoid touching the 
center part of the peripads (sanitary napkins); she should 
handle the pads only by the ends. The part of the peripad 
that touches her perineum should be sterile. These measures 
can also help prevent infections of the episiotomy.

The postpartum woman is prone to bladder infections 
because of urethral trauma and perhaps from stasis related to 
incomplete bladder emptying. Urinary catheterization may 
be necessary to treat urinary retention; however, this inva-
sive procedure increases the risk for urinary tract infection. 
Taking steps to avoid urinary catheterization, when possible, 
is helpful in decreasing the risk for urinary tract infection. 
Adequate fluid intake and measures to prevent urinary reten-
tion are also helpful.

Evaluation of Goal/Desired Outcome

●● The woman remains afebrile (temperature less than 
100.4°F).

●● There is no redness or heat in localized areas of the 
breast.

●● Lochia is without a foul odor.
●● Episiotomy remains well approximated without purulent 

discharge.
●● The woman does not report severe pain when voiding.

Nursing Care Focus

●● Risk for impaired bonding

Goal

●● The woman and her partner demonstrate signs of healthy 
bonding with the newborn.

Implementations for Impaired Bonding

It is important to allow as much parent–newborn contact 
as possible during the early postpartum period. Encourage 
the parents to cuddle the newborn closely. Encourage role 

model attachment behavior by talking to the newborn and 
calling the them by name, if appropriate. Point out positive 
features of the newborn. Encourage the parents to participate 
in the care of the newborn. Provide privacy for the family to 
interact with the newborn. Assist the parents with learning 
the newborn’s cues that they are ready for interaction, over-
stimulated, hungry, or ready for sleep. Show the parents that 
a good time to interact with the newborn is during the alert 
state. Meet the woman’s needs for pain relief, rest, and self-
care so that she will have the energy to care for and interact 
with her newborn.

Evaluation of Goal/Desired Outcome

●● The woman and her partner interact with the newborn in 
the en face position.

●● The woman and her partner make positive comments 
about and/or interact positively with the newborn.

●● The woman and her partner participate in the newborn’s 
feedings and care.

Nursing Process and Care Plan for 
Postpartum Care After Cesarean Birth

The woman who has a cesarean birth faces the major post-
partum challenges; however, she has also undergone major 
surgery. This section discusses how postpartum nursing 
care differs for the woman who has had a cesarean birth. 
Remember that most of the nursing considerations discussed 
above for the postpartum woman also apply to the woman 
who delivers by cesarean section.

Assessment (Data Collection)

The woman who has a cesarean birth has a significantly 
increased risk for complications than does the woman 
who delivers vaginally. These include complications of 
anesthesia, postpartum infection, hemorrhage, and throm-
boembolism. In addition to the normal postpartum data col-
lection, the woman who has experienced a cesarean delivery 
requires close monitoring. Auscultate lung sounds at least 
every 4 hours in the first 24 hours and at least every 8 hours 
thereafter. The lungs should be clear without adventitious 
sounds and not be diminished in any lobe.

Monitor the woman closely for signs of respiratory 
depression if a narcotic, such as morphine sulfate, was 

TEST YOURSELF
44 Name two ways to promote hemostasis for the 
postpartum woman.

44 List three nursing actions that can help a new 
mother avoid endometritis.

44 What are the three things you can do to help 
promote rest and sleep for a new mother?
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used in conjunction with the spinal or epidural anesthe-
sia. Many anesthesiologists have preprinted orders that 
include how often the nurse should monitor respirations 
after this type of anesthesia. The orders may be to count 
the respiratory rate every 1 to 2 hours for the first 24 
hours. Report respiratory rates of 12 breaths per minute 
or less to the RN. Pulse oximetry, either continuous or 
intermittent, is often ordered. The oxygen saturation 
should remain above 95%.

Monitor the IV for rate of flow and correct solution. 
Check the IV site at least every 2 hours for redness, swell-
ing, and pain. The IV usually remains in place for the first 
24 hours after delivery. At that time, the health care provider 
usually gives an order to remove the device or to convert the 
IV to a saline lock.

The sources of pain and discomfort for the woman 
who delivers by cesarean are similar to those of a woman 
who has delivered vaginally. Some women who have had a 
cesarean birth pushed for several hours prior to the decision 
being made for the cesarean and therefore may have perineal 
pain and edema. The abdominal incision is an additional 
source of pain. The buildup of intestinal gas and referred 
shoulder pain are other sources of pain. Pruritus (itching) 
is a common side effect of narcotic administration during 
regional anesthesia. This can be a source of discomfort for 
the woman who had a cesarean birth.

The abdominal incision is a site for possible hemor-
rhage and infection. Monitor for drainage on the dressing 
in the first 24 hours. Check the incision at least once every 
8 hours after removing the dressing. The incision should 
remain well approximated with sutures or staples. A small 
amount of redness is normal. Drainage from the incisional 
site, an increase in the amount of redness, or edema is an 
abnormal finding and should be reported to the RN.

Monitor bowel sounds at least every 4 hours. Check 
closely for abdominal distention and pain associated with 
gas formation. It may be difficult for the woman to pass fla-
tus after cesarean delivery because of decreased peristalsis. 
Ask the woman if she is passing gas. Instruct her to report 
bowel movements.

Observe the indwelling catheter for urinary output. The 
catheter usually remains in place for the first 24 hours after 
cesarean birth. Output should be at least 30 mL/hr. The urine 
should be clear yellow or a light straw color. Cloudy urine 
is associated with infection. After removing the urinary 
catheter, observe the woman for the first few voids to make 
certain she is voiding adequately without retention.

Monitor for signs of thrombus formation. The calves 
should be of equal size without redness, warmth, or pain. 
Remember, the woman who delivers by cesarean is at even 
higher risk for thrombus formation than is the woman who 
delivers vaginally.

Nursing Care Focus

When selecting nursing care focuses for the woman who has 
just had a cesarean birth, consideration should be given to 

risks to the woman’s safety including her respiratory status, 
infection, and potential thrombus formation. In addition, the 
woman has undergone major abdominal surgery and she 
will have pain from the incision and may have pruritus and 
gas pains as well. The nursing care plan should reflect these 
safety risks and discomforts.

Outcome Identification and Planning

After a cesarean birth, major goals for the postpartum 
woman are the same as after a vaginal birth; however, safety 
goals focused on the risks associated with the surgical event 
are also included. Safety goals are focused on the woman 
maintaining an adequate respiratory rate and oxygen sat-
uration level, and remaining free from injury from either 
hemorrhage, infection, or thrombus formation.

Nursing Care Focus

●● Ineffective airway clearance risk related to respiratory 
depression from narcotics

Goal

●● The woman will maintain effective airway clearance.

Implementations for Ineffective Airway Clearance Risk

If the woman has had narcotics administered via the spi-
nal or epidural routes, monitor her closely for respiratory 
depression. Monitor her lung sounds frequently during the 
first 24 hours after she delivers and at least once per shift 
thereafter. Monitor the respirations at least every 2 hours for 
the first 24 hours following spinal narcotic administration. 
Have naloxone readily available. The anesthesiologist will 
order when the naloxone should be administered, usually if 
the respiratory rate falls below 10 to 12 per minute. Monitor 
oxygen saturation as ordered. Report continuous oxygen 
saturation levels below 95%.

Encourage the use of incentive spirometry as ordered. 
Encourage the woman to cough and deep breathe. Assist 
her with turning every 2 hours. Assist her with ambulation 
as soon as ordered. Encourage her to use nonnarcotic pain 
relief methods as soon as her pain tolerates.

Evaluation of Goal/Desired Outcome

●● The woman maintains an adequate respiratory pattern 
(16 to 20 breaths per minute).

●● Oxygen saturation remains above 95%.
●● Lung sounds remain free from adventitious sounds.

Nursing Care Focus

●● Acute pain related to incision, discomfort from pruritus, 
or inability to pass flatus

Goal

●● The woman will verbalize or demonstrate relief of pain.
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Implementations for Acute Pain

Assess the woman’s pain (characteristics, severity, loca-
tion, onset, type, precipitating factors, and duration). When 
monitoring the woman’s pain, use an appropriate, stan-
dardized pain assessment tool. Inform the woman on what 
causes the pain and how long the pain can be expected to 
last. Encourage the woman to take medication early on, to 
prevent instances of severe pain. If the woman has PCA, 
encourage her to use it as needed. Administer PRN medica-
tions, as prescribed, to reduce pain and monitor for effect. 
Monitor vital signs and respiratory status frequently for cli-
ents receiving sedative or narcotic pain medications.

Assist the woman with ambulation as soon as ordered. 
Walking and sitting up in a chair will help her recovery. 
Provide pain medication prior to these events. Laying or 
sitting in bed for prolonged periods will increase her pain 
when she moves and increases her risk for a DVT. Walking 
will help relieve gas pains if she has them.

Monitor the woman for pruritus. Provide medication as 
ordered. Inform the woman the cause of the discomfort and 
how long she can expect it to last. Provide nonpharmaco-
logic relief measures such as a back rub and applying lotion 
to the site.

Evaluation of Goal/Desired Outcome

●● The woman reports pain before it becomes severe.
●● The woman uses PCA as ordered.
●● The woman verbalizes a tolerable pain level and a 

decrease in pain after interventions.
●● The woman states pruritus is at a tolerable level.
●● The woman reports a relief from gas pain.

Nursing Care Focus

●● Infection risk related to stasis of secretions in the lungs, 
abdominal incision, and presence of the indwelling uri-
nary catheter

Goal

●● The woman remains free from infection.

Implementations for Infection risk

One major difference between care of the woman who has 
delivered vaginally and one who has had a cesarean is that of 
lung status. Auscultate the lungs of a woman who has expe-
rienced cesarean birth carefully at least every 4 hours during 
the first 24 hours. Also assist the woman to turn, cough, and 
deep breathe at least every 2 hours. It will not be easy for 
her to take deep breaths or to cough. Assist her in splinting 
her incision with a pillow while she coughs. This stabilizes 
the area and reduces pain. The health care provider usually 
orders an incentive spirometer. Assist the woman to use it 
hourly for the first 24 hours when she is awake.

The cesarean birth incision site is another possible site 
for infection. During the first 24 hours, the original dressing 

usually covers the incision. After the health care provider 
removes the dressing, monitor the incision for increasing 
redness, edema, or drainage. Proper incision care includes 
washing the hands thoroughly before touching the incision 
for any reason. Instruct the woman to wash the incision with 
soap and water, and then thoroughly pat it dry. Nothing wet 
should remain against the incision.

The indwelling urinary catheter that is in place during 
the first 24 hours after a cesarean birth is another potential 
source of infection. Provide frequent perineal and urinary 
catheter care. Monitor IV fluids to ensure adequate infusion 
of fluids. As long as the woman remains well hydrated and 
has a stable blood pressure, her kidneys will produce enough 
urine to keep a steady flow. The flow helps wash out bac-
teria. When you discontinue the catheter, assist the woman 
to void within 6 hours of removal. Continue to monitor the 
intake and output of the woman.

Evaluation of Goal/Desired Outcome

●● The woman’s temperature remains below 100.4°F.
●● The woman’s lungs remain clear to auscultation.
●● The woman’s incision is clean, dry, and well approxi-

mated without redness or drainage.
●● The woman’s urine remains clear.

Nursing Care Focus

●● Venous thromboembolism (VTE) risk related to postpar-
tum status and decreased activity levels

Goal

●● The woman will remain free from VTE.

Implementations for VTE Risk

Many women come back from surgery with compression 
stockings already in place. If not, check for an order to apply 
them. Pneumatic compression devices also may be ordered 
during the first 24 hours. These devices stimulate venous 
return to the heart, an action that helps prevent pooling and 
thrombus formation. Once the woman can get out of bed and 
ambulate, advise frequent ambulation. This is the best way 
to prevent a thrombus from forming. Encourage the client to 
move her legs while in bed to increase blood flow. Another 
important nursing action is to ensure adequate fluid intake.

Assess the woman’s calves for color, warmth, symme-
try, and edema. Assess her for calf pain as she ambulates or 
moves her legs in bed. Report any of these signs to the RN 
or the health care provider.

Evaluation of Goal/Desired Outcome

●● The woman is without unilateral swelling, redness, or 
warmth in the lower extremities.

●● The woman is without calf pain.
●● The woman does not experience shortness of breath or 

chest pain.
  



CHAPTER 12  The Postpartum Woman 259

PREPARING THE POSTPARTUM WOMAN 
FOR DISCHARGE

Discharge planning for the new mother begins upon admis-
sion and continues until she leaves the facility. Most inter-
ventions related to discharge focus on informing the woman 
how to care for herself and the newborn when she goes 
home. Observe how the woman and her partner are adapting 
to their new roles as parents and support healthy adaptation 
behaviors.

Bearing a child is a life-changing event. Observe how 
the parents interact with each other and with the newborn. 
Watch for interactions between other members of the 
family, such as grandparents and siblings of the newborn. 
Determine what behaviors are helping the new family 
adjust, and note if any actions are getting in the way of 
positive adjustment.

Because providing information is the focus of most 
nursing interventions when planning for discharge, it is 
important to determine the woman’s knowledge base. Do 
not assume that a woman knows how to take care of herself 
and the newborn based on her educational level, or if she is 
a nurse, or if she has other children, etc. The only way to 
know what a woman knows about self-care and newborn 
care is to ask questions and to observe her behaviors. This 
section focuses on maternal self-care at home. Newborn 
care is discussed in Chapter 14.

SUPPORTING HEALTH-SEEKING 
BEHAVIORS

Reinforce positive family behaviors. Take particular care to 
acknowledge positive parenting skills exhibited by either 
the mother and/or her partner. When the parents require 
assistance as they learn new skills, provide positive verbal 
support. It is not supportive to tell the mother, “No. That’s 
not the way to do it. Do it like this instead of that way.” 
Remember that there are different ways to swaddle, hold, 
and bathe a newborn, and while her way may be different 
than the nurse’s, it is not necessarily incorrect. Safety is 
most important when caring for the newborn. The nurse 
should instead, focus on the things the mother is doing well, 
and use positive language to guide her when she is having 
difficulty with the task. Use words that avoid criticism. 
Instead say, “Some women find it helpful to do it this way.” 
Or, “the baby might find this to be soothing.”

Anticipatory guidance is helpful when siblings are 
involved. Explain to the parents that it is normal for a young 
sibling to regress in the first few days after the birth of the 
newborn. Tell them it helps if they do not focus undue atten-
tion on regressive behaviors, such as a return to bedwetting, 
sucking the thumb, or clinging to a favorite toy or blanket. 
It is particularly important for the parents not to criticize or 
belittle the child for regressive behaviors. Explain that the 
regression is temporary and will pass as the child adjusts 
to his new role in the family. Suggest that the parents set 
aside time every day that is just “big brother or sister” time. 
The sibling will find it easier to adjust if they feel that their 

parents still care for and value them. Another helpful sug-
gestion is to provide the older child with a doll, and allow 
the child to take care of the doll as the parent is caring for 
the newborn. This activity helps the older child feel included 
and can help develop nurturing skills. Parents can also read 
books that are age-specific to the child about becoming a 
“big brother or sister.”

Preventing Injury From Rh-Negative 
Blood Type or Nonimmunity to Rubella
Before the woman leaves the hospital, it is important to 
check to see if the woman who is Rh-negative is a candidate 
for Rho(D) immune globulin. If the woman is Rh-negative 
and the newborn is Rh-positive, the woman will need an 
injection of Rho(D) immune globulin to prevent the devel-
opment of antibodies to Rh-positive blood. The woman must 
receive the Rho(D) immune globulin within 72 hours of 
delivery to be most effective. If the newborn is Rh-negative, 
the woman does not need Rho(D) immune globulin. Box 12-
4 outlines nursing considerations for administering Rho(D) 
immune globulin.

You must also identify the woman’s rubella status. If 
she is nonimmune to rubella or the rubella titer is less than 
1:8, she will need to 
receive the rubella 
vaccine before she 
is discharged. It is 
important for her to 
know that she should 
not get pregnant for 
at least 3 months after 
receiving the vaccine. 
Box 12-5 outlines 
nursing consider-
ations for giving the 
rubella vaccine.

PROVIDING CLIENT INFORMATION

Because the postpartum stay is very short, it is important to 
utilize every available opportunity for providing the woman 
with information. It is better to give her small sections of 

 C u l t u r a l  S n a p s h o t

The woman’s culture impacts her postpartum period, 
including the types of food she will want to consume, her 
hygiene and physical activities, who will assist her, and 
her interaction with her partner and the newborn. Some 
cultures will request foods based upon the hot and cold 
theory. Some cultures dictate the woman stay inside for 30 
to 40 days after birth and may restrict the woman’s physical 
activity. Some cultures discourage the woman from bathing 
during the immediate postpartum period. It is important to 
learn what cultural practices the woman will be following 
and be supportive of her cultural practices.
  

One Can Block the Other!
Rho(D) immune globulin can prevent 
the woman’s body from making 
antibodies to the rubella 
vaccine. If a mother is both 
Rh-negative and rubella 
nonimmune, it is important 
to inform the health care  
provider before 
administering both 
Rho(D) immune 
globulin and the 
rubella vaccine.
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information throughout her stay instead of one very lengthy 
session just prior to discharge. It is best to ask her questions 
regarding how she plans to care for her breasts, perineum, 
pain, etc. to determine how much information she has 
retained and to reinforce areas she may not remember or 
fully understand. Instruct the woman that she needs to make 
an appointment with her health care provider for a 6-week 
postpartum checkup. It is important for the woman to know 
danger signs that she should report to the health care pro-
vider. Box 12-6 lists these danger signs.

Breast Care
Inform the woman about breast care as you are assisting 
her with breast-feeding or when she is preparing to take a 

  B O X  1 2 - 4    � Prevention of Antibody 
Development

Medication: Rho(D) immune globulin
Method of action: Prevents development of antibodies to 

Rho(D)-positive blood if given to the Rho(D)-negative 
woman within 72 hours of abortion, invasive procedure such 
as amniocentesis, or delivery of a Rho(D)-positive infant.

Usual dosage and administration: 1,500 Units given via the 
intramuscular route, can be given intravenous

Antidote: None
Nursing interventions:

	 1.	� Ensure that the woman is a candidate for Rho(D) immune 
globulin. She is a candidate if she meets all of the following 
criteria. She:

	 a.	� Is Rho(D)-negative
	 b.	� Has never been sensitized to Rho(D)-positive blood
	 c.	� Has had an abortion, ectopic pregnancy, invasive pro-

cedure, or delivered a Rho(D)-positive infant within the 
past 72 hours

	 2.	� Explain that the woman is receiving Rho(D) immune glob-
ulin to prevent her from becoming sensitized to Rho(D)-
positive blood. This will prevent hemolytic disease of the 
newborn in subsequent pregnancies.

	 3.	� Inform the woman that Rho(D) immune globulin is a blood 
product. Although it is screened, tested, and treated to 
reduce the risk of disease transmission, there is still a slight 
possibility that she could get an infection from the product.

	 4.	� Obtain informed consent before administering the Rho(D) 
immune globulin.

	 5.	� Explain that there may be soreness at the site.
	 6.	� Ask the woman which site she prefers for the intramuscular 

injection. The deltoid and gluteal muscles are both accept-
able sites.

	 7.	� Instruct the woman to call her health care provider imme-
diately if she has fever, chills, shaking, back pain, a change 
in the color or amount of her urine, sudden weight gain, or 
swelling in her extremities.

	 8.	� She should not take any vaccines for 3 months after 
treatment with Rho(D) immune globulin because Rho(D) 
immune globulin may prevent the woman from develop-
ing immunity from the vaccine. If the woman receives a 
vaccine during the 3 months after Rho(D) immune globulin, 
she should have blood titers drawn at 6 to 8 weeks after the 
vaccine to see if she developed immunity. If not, a revacci-
nation is necessary.

	 9.	� Give the woman a card indicating her Rh status and the date 
of Rho(D) immune globulin administration. Instruct her to 
carry the card with her at all times.

  B O X  1 2 - 5    � Development of Immunity to 
Rubella

Medication: Rubella virus vaccine
Method of action: Causes the body to produce antibodies 

against the rubella virus, thereby stimulating the develop-
ment of immunity to rubella.

Usual dosage and administration: 0.5 mL given subcutane-
ously in the upper, outer aspect of the arm.

Antidote: None
Nursing interventions:

	 1.	� Determine whether there are any contraindications for 
administering the vaccine. Contraindications include that 
the woman:

	 a.	� Is sensitive to neomycin
	 b.	� Is immunosuppressed
	 c.	� Has received a blood product (including Rho(D) immune 

globulin) within the past 3 months. If the woman receives 
the rubella vaccine during the 3 months after Rho(D) 
immune globulin, she should have blood titers drawn at 6 
to 8 weeks after the rubella vaccine to see if she devel-
oped immunity. If not, a revaccination is necessary.

	 2.	� Explain possible adverse reactions:
	 a.	� Discomfort at the injection site.
	 b.	� Development of rash, sore throat, headache, and general 

malaise within 2 to 4 weeks of the injection.
	 3.	� Obtain informed consent before administering the vaccine.
	 4.	� As a precaution, the woman should not get pregnant for 28 

days after MMR vaccination. Because the rubella vaccine is 
a live virus, it could be teratogenic to the fetus.

	 5.	� Inform the breast-feeding woman that the rubella vaccine 
crosses over into the breast milk. The newborn benefits 
from short-term immunity but may become flushed, fussy, 
or develop a slight rash. Suggest that the woman speak to 
the infant’s health care provider if she has concerns.

  B O X  1 2 - 6    � Postpartum Danger Signs

•	 Fever of 100.4°F or higher
•	 Shaking chills
•	 Localized reddened, painful area on one breast
•	 Frequency, urgency, and painful urination
•	 Sudden onset of shortness of breath and/or chest pain
•	 Severe unremitting abdominal or back pain that is unrelieved 

by normal pain measures
•	 Foul-smelling lochia
•	 Increased or heavy lochia flow or passage of clots
•	 Return to lochia rubra after it has been serosa or alba
•	 Severe pain, redness, or swelling in the episiotomy or 

cesarean incision
•	 Swollen, reddened, painful area on the calf
•	 Prolonged or severe symptoms of depression (extreme 

sadness, lethargy, loss of interest in activities, feelings of 
worthlessness, difficulty concentrating)

•	 Thoughts of harming the infant or self (suicidal thoughts)
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shower. Explain that plain water is sufficient to clean the 
nipples because soap is drying and can contribute to sore, 
cracked nipples. Encourage the use of lanolin cream on the 
nipples. After a feeding, have the woman express a drop of 
breast milk, rub it into each nipple, and allow the nipples 
to air dry. She should wear a good support bra at all times.

The woman who chooses to exclusively formula-feed 
her infant will need information on how to care for her 
breasts as well. Inform her that her breasts will produce milk 
even without the infant nursing. The breasts produce milk 
in the postpartum period based upon a supply-and-demand 
system. The amount of milk that is removed will be pro-
duced again. As long as the milk is not expressed, the wom-
an’s body will make less and less each day until it eventually 
stops producing milk. After the woman’s body stops making 
milk, it will not restart again until after she delivers another 
child. The lay term for this is that the breasts “dry up.” To 
help this process, the woman should wear a well-fitting 
slightly tight bra that provides support, avoid letting shower 
water directly touch the breasts, and not pump her breasts 
even if they are painful. Cold compresses and an analgesic 
such as acetaminophen or ibuprofen can help alleviate some 
discomfort.

Fundal Massage
Show the woman how to do self-fundal massage when you 
are checking the fundus. Assist her with touching the top of 
the uterus and massaging it gently as she makes certain it 
stays firmly contracted. Explain to her that the uterus should 
no longer be palpable by the 10th day.

Perineum and Vaginal Care
Instruct the woman on proper perineal care the first time 
she gets up to use the bathroom. As described earlier, advise 
her on how to clean the perineum using a peribottle and 
to handle peripads (sanitary napkins) to avoid contaminat-
ing the center of the pad. Explain the importance of these 
instructions to help prevent bladder and episiotomy infec-
tions. Explain that she will need to continue to use peripads 
until the lochia stops. She should not use tampons or douche 
because these can contribute to uterine infection until the 
placental site has completely healed. Reinforce that she 
should continue perineal care after every voiding and defe-
cation until the lochia stops. Encourage handwashing before 
and after performing perineal care.

Remind the woman that lochia flow should become 
progressively lighter. Lochia rubra generally lasts for 
approximately 2 to 3 days. This is followed by lochia serosa 
for the remainder of the first week after delivery. After the 
first week, the flow should be lochia alba. She should not 
saturate peripads, and there should not be any large clots.

To prevent additional trauma and infection, inform the 
woman to avoid sexual intercourse, tampons, or putting 
any substance into the vagina until the placental site and 
episiotomy (or tear) have healed. Healing is indicated when 
the lochia flow stops and there is no discomfort when two 
fingers are placed inside the vaginal opening. Hormonal 

changes associated with breast-feeding sometimes contrib-
ute to vaginal dryness and associated dyspareunia. For this 
reason, breast-feeding mothers may find it helpful to use a 
water-soluble jelly for lubrication during sexual intercourse.

Advise the woman to use birth control even if she is 
breast-feeding or if her menses have not yet returned. Women 
can ovulate without a menses in the postpartum period. 
Women who are breast-feeding should be encouraged 
to use a nonhormonal method of birth control to avoid a 
decrease (or in some 
cases a complete 
cease) in their milk 
supply. If the woman 
desires a hormonal 
birth control method, 
the health care pro-
vider may suggest 
a progestin-only 
method as it does not 
seem to interfere with 
lactation.

Pain Management
Inform the woman about pain management. Explain that it 
is more effective to control pain before it becomes severe. 
Many women are afraid to take pain medication when they 
are breast-feeding. Reassure her that the analgesics the 
health care provider has ordered will not harm the newborn. 
Clarify that it is easier to breastfeed when she is comfort-
able and pain-free. Tell her the name of the medication 
that you are giving her, and briefly describe its benefit. For 
instance, when the woman complains of afterpains, admin-
ister the ordered ibuprofen, and explain that ibuprofen is 
usually effective in controlling the pain of cramping. If 
she complains that her stitches hurt, administer the ordered 
analgesic–narcotic combination, and make clear that this 
medication is most effective at controlling episiotomy or 
incisional pain. Tell her how frequently she can have each 
medication and why it is important not to take pain med-
ication more frequently or at higher dosages than what is 
ordered.

Explain the benefits of using nonmedicinal ways of eas-
ing pain, such as applying warmth to the abdomen to help 
soothe afterpains. When you assist her with the sitz bath, 
encourage her to continue using it at home until the episiot-
omy has healed. Some women worry that the stitches will 
have to be removed and anticipate that this will be painful. 
Reassure her that the body absorbs the stitches, and they do 
not need to be removed.

Nutrition
Nutrition is an important aspect of self-care. Meal times are 
a good time to discuss nutrition with the woman. Determine 
what her prepregnancy dietary intake was. Give her bro-
chures that explain the recommended amounts of food group 
intake each person should get. Instruct the woman who 
is not breast-feeding to resume her prepregnancy calorie 

Here’s an Education Tip!
If the woman engages in 
vigorous exercise during 
the postpartum period, 
the amount of lochia may 
temporarily increase. This 
is a normal finding.
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intake levels. The lactating woman will need approximately 
500 kcal above her prepregnancy calorie requirements to 
meet the demands of lactation. Instruct the lactating woman 
to consume a minimum of 8 glasses of water a day and to 
avoid caffeinated beverages. Dehydration can decrease the 
lactating woman’s milk supply.

Constipation
As you are caring for the woman, explain how different 
activities contribute to or prevent constipation. Describe 
how activity helps the bowel regain its tone, which helps 
prevent constipation. When you fill her water pitcher, 
explain that she needs to liberally drink noncaffeinated 
fluids to help keep the stool soft. Explain that caffeine is 
a diuretic, so it is best to limit or avoid caffeinated fluids. 
Encourage her to drink fluids that she enjoys. If she does not 
like water, or uses hot–cold dietary practices, explore alter-
natives with her, such as noncaffeinated herbal tea, juice, 
and sugar-free gelatin. Explain to her the importance of not 
ignoring the urge to defecate as this can contribute to con-
stipation. Inform her about high-fiber foods when you serve 
her a meal or bring her a snack. If the health care provider 
has prescribed a stool softener, tell her the name of the med-
ication and its intended effect when you administer it. Offer 
her a large glass of water when she takes the stool softener, 
and emphasize the importance of adequate hydration when 
taking a stool softener.

Some women develop hemorrhoids during pregnancy. 
If the woman has hemorrhoids, inform her about the impor-
tance of adequate fluids, ambulation, preventing and avoid-
ing constipation, and high-fiber foods. These measures will 
help the woman avoid straining during defecation, which 
can aggravate hemorrhoids. Sitz baths and topical hemor-
rhoid creams may help with any itching or discomfort she 
may have with hemorrhoids.

Proper Rest
It is important for the woman to know that it is easy to 
overdo it in the first few days after giving birth. Explore 
the possibility of asking a friend or relative to help out for 
the first few days. Reassure her that her health and that of 
her newborn are the most important concerns while she is 
recovering from childbirth. Give her information such as, 
“When you are tired, rest. If you are exhausted, you will not 
have the energy to care for your baby.” It might be helpful 
to suggest that she rest with her feet up when the newborn 
is napping during the day. Reassure her that house-cleaning 
chores can wait if she is too tired to do them. The woman 
should not do heavy lifting. A good rule of thumb is the 
woman should not lift anything heavier than the infant 
for the first 6 weeks after delivery. If the woman overtires 
herself and does not consume enough food or fluids, it may 
affect her breast milk volume.

When the partner is present, explain how much energy 
it takes for the woman’s body to repair itself after childbirth. 
This concept is probably easier for the partner to understand 
if they were present at the birth. If appropriate, encourage 

the partner to help with household chores and older sibling 
care while the woman recuperates.

KEY POINTS
•	The reproductive system organs gradually return to the 

nonpregnant size and function during the process of 
involution.

•	Fundal height decreases at a rate of one fingerbreadth (1 
cm) per day until the uterus is no longer palpable on the 
10th to 14th postpartum day.

•	Multiparas more frequently experience afterpains than do 
primiparas.

•	Lochia progresses from rubra, to serosa, to alba as the 
uterine lining and other cells are cast away from the 
uterus.

•	Kegel exercises can help the postpartum woman regain 
tone in the perineal area, although the size and tone of 
the introitus never fully return to the prepregnant state.

•	The extra fluid volume that builds up during pregnancy 
is eliminated in the early postpartum period, leading to 
increased urinary output and diaphoresis.

•	The woman’s temperature may be slightly elevated during 
the first 24 hours after delivery because of dehydration 
and exhaustion. After the first 24 hours, temperature 
should be under 100.4°F. Blood pressure should remain 
at the level it was during labor. Mild bradycardia (50 to 60 
bpm) in the early postpartum period is normal.

•	The woman is at risk for a DVT, and her legs should be 
monitored for edema and excess heat or redness.

•	The woman is often very hungry and thirsty after 
giving birth. Allow her to eat and drink unless medically 
contraindicated.

•	Trauma to the lower urinary tract can lead to urinary 
retention in the postpartum period.

•	The most significant psychological adaptation a woman 
must make is role change as she becomes a mother. She 

TEST YOURSELF
44 Describe four major ways that the examination 
of the woman after cesarean delivery differs 
from that for a woman who delivers vaginally.

44 Explain the proper way to perform perineal care.

44 List four signs of infection that the new mother 
should report.

Remember Mei Chu. What information would you 
want to cover in her discharge instructions? How 
would this information be different if this was her 
first delivery and not her second? What signs would 
you want her to report to the health care provider 
immediately?
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usually does this in four overlapping stages: beginning 
attachment and preparation for the baby; increasing 
attachment, learning to care for the newborn, and 
physical restoration; moving toward a new normal; and 
achieving maternal identity.

•	Bonding is the initial component of healthy attachment 
between a parent and the newborn. It generally occurs in 
a predictable sequence.

•	Postpartum blues is a temporary mood disorder that 
manifests itself through tearfulness and other signs 
of mild depression. Postpartum blues is different than 
postpartum depression (see Chapter 19 for information 
on postpartum depression).

•	The postpartum examination focuses on 11 areas: 
breasts, uterus, lochia, bladder, bowel, perineum, lower 
extremities, pain, laboratory studies, maternal–newborn 
bonding, and maternal emotional status.

•	Nursing interventions in the early postpartum period 
focus on preventing and detecting hemorrhage, treating 
pain, preventing infection, preventing falls, detecting 
and treating urinary retention, preventing constipation, 
preventing and detecting thrombus formation, promoting 
sleep, and promoting healthy parental–newborn 
attachment.

•	The woman who has a cesarean birth requires additional 
nursing considerations because she has undergone 
surgery. Possible complications include respiratory 
compromise and pain, infection, and separation of the 
abdominal incision.

•	Helping the woman turn, cough, and deep breath and 
encouraging early and frequent ambulation after cesarean 
delivery are necessary measures to help prevent 
respiratory compromise and thrombus formation.

•	Prepare the woman for discharge by giving her 
information on performing self- and infant care and on 
danger signs that she should report to her health care 
provider. Self-care includes breast care, fundal massage, 
monitoring of lochia, perineal care, pain management, 
prevention of constipation, and prevention of fatigue. 
Danger signs she should report include fever, pain, 
dysuria, foul-smelling lochia, increased lochia, calf pain, or 
feelings of persisting sadness.

INTERNET RESOURCES
Postpartum Resources
https://www.babycenter.com/baby/postpartum-health
https://www.mayoclinic.org/healthy-lifestyle/labor-and-delivery/

in-depth/postpartum-care/art-20047233
Resources for New Fathers
https://dadsadventure.com/
Cultural Differences
https://www.mikvah.org/article/

jewish_perspectives_on_the_birthing_experience
https://womenshealthtoday.blog/2017/07/30/

how-cultures-protect-the-new-mother/
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NCLEX-STYLE REVIEW QUESTIONS

	1.	� An 18-year-old primipara is getting ready to go home. 
She had a third-degree episiotomy with repair. She con-
fides in the nurse that she is afraid to go to her postpar-
tum checkup because she is afraid to have the stitches 
removed. Which reply by the nurse is best?

	 a.	� “It doesn’t hurt when the midwife takes out the stitches. 
You will only feel a little tugging and pulling sensation.”

	 b.	� “It is very important for you to go to your checkup 
visit. Besides, the stitches do not have to be removed.”

	 c.	� “Many women have that fear after having an episiot-
omy. The stitches do not need to be removed because 
the suture will be gradually absorbed.”

	 d.	� “You cannot miss your follow-up appointment. Don’t 
worry. Your midwife will be very gentle.”

	2.	� A woman has just delivered her third child 15 minutes 
ago. Everything has progressed normally up to this point. 
When the nurse tries to take the woman’s blood pressure, 
she notices that the woman is shaking and that her teeth 
are chattering. Which action should the nurse take first?

	 a.	� Finish taking the vital signs, and then decide what to do
	 b.	� Notify the RN immediately
	 c.	� Place two prewarmed blankets on the woman
	 d.	� Put on the call bell to summon for help
	3.	� The night shift LPN is checking on a woman who had a 

cesarean delivery with spinal anesthesia several hours ear-
lier. The nurse counts a respiratory rate of 8 breaths in one 
minute. What should the nurse do first?

	 a.	� Administer naloxone, per the preprinted orders.
	 b.	� Awaken the woman and instruct her to breathe more 

rapidly.
	 c.	� Call the anesthesiologist from the room for orders.
	 d.	� Perform bag-to-mouth rescue breathing at a rate of 12 

per minute.
	4.	� Which of the following signs should be reported to the 

RN immediately? Select all that apply.
	 a.	� Chills and shaking 15 minutes after delivery
	 b.	� A void of 200 mL 3 hours after delivery
	 c.	� Diaphoresis during the first day after delivery
	 d.	� A boggy uterus that does not firm up with massage
	 e.	� Complaints of uterine cramps during breast-feeding
	 f.	� One calf that measures larger than the other
	 g.	� A firm and painful lump on the perineum
	5.	� A woman who has chosen to bottle-feed says that her 

breasts are painful and engorged. Which nursing interven-
tion is appropriate?

	 a.	� Assist the woman into the shower, and have her run 
warm water over her breasts.

	 b.	� Assist the woman to place ice packs on her breasts.
	 c.	� Encourage the woman to breastfeed because she is pro-

ducing so much milk.
	 d.	� Provide a breast pump, and assist the woman in empty-

ing her breasts.

STUDY ACTIVITIES

	1.	� With your clinical group, develop a one-page postpartum 
instruction sheet to send home with the new mother that 
covers all of the essential information she needs for self-
care at home.

	2.	� Explain how nursing care of a woman after cesarean birth 
differs from that of a woman who delivers vaginally. 
What additional risk factors does the woman have after 
cesarean?

	3.	� Do an internet search on cultural differences of postpar-
tum care. Discuss with your classmates how different 
cultures view the postpartum period.

	4.	� Using the table below, compare the different sources of 
postpartum pain.
  

Pain Source Possible Causes Nursing Care to 
Prevent and Treat

Breast

Afterpains

Perineal pain

Gas pain and 
distention after 
cesarean

Cesarean incision

CRITICAL THINKING: WHAT WOULD 
YOU DO?

	1.	� You enter the room of Heather, a 22-year-old primipara, 
and find her on the floor looking a little dazed. When you 
ask her what happened, she tells you that she remembers 
trying to get up to go to the restroom and that she started 
feeling a bit dizzy and faint. The next thing she knew she 
was on the floor.

	 a.	� What is the likely cause of Heather’s fall? 
What nursing actions could have prevented this 
occurrence?

	 b.	� Later that day, Heather reports that she feels like 
she just “dribbles” when she tries to urinate, and 
she feels like she is bleeding too much. What data 
collection should you do first? What do you expect 
to find?

	 c.	� What measures can the nurse take to help relieve 
Heather’s urinary retention?

	 d.	� On the third postpartum day, Heather says that she is 
experiencing chills and thinks she is coming  
down with a fever. In addition to taking the 
temperature, what other data collection should you 
make? Why?
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	2.	� Marla delivered her fifth child yesterday after a difficult 
labor that lasted almost 24 hours. The newborn weighed 
7 lb 6 oz (3,345 g), and she is breast-feeding.

	 a.	� What factors put Marla at risk for postpartum 
hemorrhage?

	 b.	� While you are checking Marla’s lochia, you notice that 
her lochia has saturated through two sanitary napkins/
pads since you last checked on her an hour ago. What 
do you think is causing the bleeding? What is your first 
action and why? What would you do next? Justify your 
answer.

	3.	� Mindy had a cesarean delivery. This is her second post-
operative day. She is in her bed when you come in to take 
vital signs. She looks miserable, and she says that she just 
cannot get comfortable.

	 a.	� What data collection should you do first?
	 b.	� You determine that Mindy is suffering from incisional 

pain and gas pain. What remedies should you offer for 
these two sources of pain?

	 c.	� You perform a complete postpartum examination and 
discover that Mindy has a painful right calf that is 
warm to the touch. What action should you take?




