Assessment and Nursing Management 

of Normal newborn


         After the initial observation for neonatal condition requiring immediate action, the baby is sent to the normal newborn nursery or maternity floor. The major goal of the nurse in the care of the newborn infant is to establish and maintain homeostasis. This care shared with the parents in the maternity unit or in normal newborn unit of a hospital or assumed by parents in the home. 

Admission Care:

         On admission of the nursery, the nurse should carry out the following:

1. Identify good interpersonal communication (refer to communication protocol).

2. History taken (for both mother and neonate).

3. Complete physical assessment which include:

· Vital signs.

· Weighing the neonates and measure length and head, arm and chest circumferences.

· General appearance.

· Gestational age (refer to high risk module).

· Prevention of hemorrhage. Administer Vit. K if not given in delivery room or mother does not have Vit. K before labor.

· Be sure the neonate has identification bands.

· Documentation (refer to documentation protocol).

Assessment:

1. The initial assessment using the Apgar scoring system.

2. Transitional assessment during the periods of reactivity.

3. Assessment of gestational age, and

4. Systematic physical examination. 

Initial Assessment: Apgar scoring:

         The most frequently used method to assess the newborn’s immediate adjustment to extrauterine life is the Apgar scoring system. The score is based on observation of heart rate, respiratory effort, muscle tone, reflex irritability, and color. 

         (See later in the section immediate care of the newborn)

Transitional Assessment: Periods of Reactivity:

         First period of reactivity:

              During the first 30 minutes the newborn is very alert, cries vigorously, may suck a fist greedily, and appears very interested in the environment. Physiologically the respiratory rate can be as high as 80 breaths/ min, crackles may be heard, heart rate may reach 180 beats/min, bowel sound are active, mucus secretions are increased and temperature may decrease slightly.

         Second stage:

              It lasts for about 2-4 hours. Heart and respiratory rates decrease, temperature continues to fall, mucus production decreases, and urine or stool is usually not passed. The newborn is in state of sleep and relative calm.

         Second period of reactivity:

              Began when the newborn awake from the deep sleep, it lasts about 2-5 hours. The newborn is alert and responsive, heart and respiratory rate are increased, gag reflex is active, gastric and respiratory secretions are increased, and passage of meconium commonly occurs. 

              Following this stage is a period of stabilization of physiologic systems and a vacillating pattern of sleep and activity.

Assessment of gestational age:
         (Return to the protocol of assessment and management of high-risk neonate)

Systematic physical examination:
General Measurements:

Birth weight: 2700-4000 g.

Head Circumference: 33-35 cm, about 2-3 cm larger than chest circumference.

Chest Circumference: 30.5- 33 cm.

Head to heel length: 48-53cm.

Vital Signs:

Temperature:

· Axillary: 36.5°C- 37°C.
Heart Rate:

· Apical 102-140 beats/ min.

Respiratory:

· 30-60 breaths/ min.

Blood Pressure:

· 65/41 mmHg.

General Appearance:

Posture:

         Flexion of head and extremities while rest on chest and abdomen. 

Skin:
· At birth, bright red, puffy smooth, thin, opaque.

· Second to third day dark pink and dry.

· It is soft and has good elasticity or tissue turgor due to hydrated subcutaneous tissue. It is evident when a skin fold is grasped and then released, it will promptly go back to normal smooth state. Edema is seen around eye, face, legs and scrotum or labia. Cyanosis of hands and feet.

1. Vernix Caseosa:

         It is a soft  White  yellowish cream, which covers the neonates at birth to protect the skin from infection. It is formed of sebaceous gland mixed with old epithelial cells. It may thickly cover the baby or it my be found only in the body crease  axillary and between the labia.

         It dries off within 24-48 hours and fades spontaneously and rubs off on the infants clothes. Some nursery units still believe that vernix is a good culture medium for bacterial growth and remove it all. Others consider that it protects the baby against skin infection and keep it.

2. Lanugo Hair:

         It is a long soft growth of fine hair observed on the shoulders, back, extremities, forehead and temples of the neonate. The more premature baby is, the heavier the presence of lanugo is. It disappears during the first weeks of life.

3. Mongolian Spots:

         Mediterranean and Negro babies often manifest black coloration on the lower back, buttocks, anterior trunk and rarely on fingers and feet. They are not bruise marks, or a sign of ill treatment and aren’t associated with mental retardation. They disappear during preschool years without treatment.

4. Desquamation:

         Pealing of the skin occurs within 2-4 weeks of life. These are denoted areas where the delicate skin has been rubbed off the nose, knees and elbows, because of pressure and erosion of sheets. The skin of buttocks is particularly sensitive and should not be left wet and /or soiled.

5. Physiological Jaundice:

         Appears after first 24 hour  2-3 days after delivery; the skin begins to take on a yellow coloration. This jaundice is not pathological it is associated with excessive destruction of erythrocytes (R.B.C.) that are not needed after birth. It increases for a few days and usually disappears by the 7-10 days. 

6. Milia:

         These are small pinpoint white or yellow spots due to increased fat secretion. Common on the nose, forehead, cheeks, and chin of the newborn infants. They can be felt with the fingers they consist of accumulations of secretions from the sweat and sebaceous glands that have not yet begun to function normally. They will disappear within a few weeks (one to two weeks). They should not be expressed.

Head:

         The fontanels are soft spots. Consist of openings at the point of union of the skill bones.

The anterior fontanel; is diamond in shape and located at the junction of two parietal and frontal bones. It is 2-3 cm in width and 3-4 cm in length. It closes between 12-18 months of age.

The posterior fontanel; is triangular and located between the occipital and parietal bones. It closes by the 2nd month of age.

         Fontanels should be flat, soft, and firm. It bulge when the baby cries or if there is increased intracranial pressure.

         Two conditions may appear in the head. These are caput succidaneum and cephalhematoma.

Caput Succidaneum; is edema of the scalp resulting from pressure during labor.

Cephalhematoma; is a hemorrhage under the periostieum of one of the cranial bones (usually parietal) resulting from trauma of labor.
Comparison of Caput Succedaneum and Cephalhematoma:

	Characteristics 
	Caput Succedaneum 
	Cephalhematoma 

	Appears 


	At birth no increase in size


	Several hours after birth increase in size for 2-3 

	Disappears 


	Several days after birth 


	Approximately 6 weeks after birth 

	Border 
	Vague, poorly defined 
	Marked, well defined 

	Cross suture line
	cross 
	Never 

	Cause


	Diffuse, edematous swelling involving the soft tissue
	Subperiosteal hemorrhage



	Complications 
	Rarely anemia 
	Jaundice, underlying skull fracture, intracranial bleeding, shock 


Eyes:

· Lids: Usually edematous.

· Color: Gary, dark blue, brown. True eyes color is not determined until the age of 3-6 months.

· Pupil: React to light.

· Absence of tears.

· Blinking reflex in response to light or touch.

· Rudimentary fixation on objects

Ears:

· Position: Top of pinna on horizontal line with outer canthus of eye.

· Startle reflex elicited by a loud sudden noise.

· Pinna flexible, cartilage present.

Nose:

· Nasal patency.

· Nasal discharge – thin white mucous.

Mouth and throat:

· Intact, high-arched palate.

· Uvula in midline.

· Sucking reflex- strong and coordination.

· Rooting reflex.

· Gag reflex.

· Minimal salivation.

Neck:

· Short, thick, usually surrounded by skin folds.

· Tonic neck reflex present.

System Assessment of the neonates: 

1. Gastrointestinal System:

· Mouth should be examined for abnormalities such as cleft lip and cleft palate.

· Esptein pearls are brittle, white, shine spots near the center of the hard palate they mark the fusion of the 2 hollows of the palate. It will disappear in time.

· Gum: May appear with a quite irregular edge sometimes back of gums may be whitish deciduous teeth are semi-formed but not erupted.

· Cheeks: Have a chubby appearance due to development of fatty sucking pads that help to create negative pressure inside mouth and facilitate sucking.

· Stomach and intestine: The capacity of infant’s stomach varies after birth from 30-60 cc and increase rapidly. Many infants swallow air during feeding so eructation(burp) is necessary.

· Abdomen: 
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Cylindrical in shape.
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Liver: Palpable 2-3 cm below costal margin.
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Spleen: Tip palpable at end of first week of age.
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Umbilical cord: Bluish white at birth with two arteries and one vein. It is formed of gelatinous connective tissue called Wharton’s jelly. The cord shrinks, dries and drops off its place of attachment heals in about 7-10 days.

2. Circulatory System:

· Heart: Apex- fourth to fifth intercostal space, lateral to left sternal border. S2 sharper and higher in pitch than S1. In fetal life, the circulatory system severs as modified respiratory system since O2 isn’t obtained through breathing but through umbilical cord. 

3. Respiratory System:

· Slight sternal retraction evident during inspiration.

· Xiphesteranl process evident.

· Respiratory chiefly abdominal.

· Cough reflex absent at birth, present by 1-2 days.

         Soon after the head is delivered babies are nose breathers, they don’t breath through an open mouth. Hence, they importance to keep nostrils always patent. Possible signs of respiratory distress to be aware of are:

· Cyanosis other than hands and feet.

·  Flaring of nostrils.

· Expiratory grunt-heard with or without stethoscope

4. Urinary System:

         Normally, the newborn has urine in his bladder and voids at birth or some hours later. Newborn pass urine within 24 hours after birth.

Female genitalia: 

· Labia and clitoris usually edematous.

· Urethral meatus behind clitoris.

· Vernix caseosa between labia.

Male genitalia:

· Urethral opening is at tip of glans pens.

· Testes palpable in each scrotum.

· Scrotum usually large edematous, pendulous and covered with rugae and pigmented.

5. Endocrine system:

         There are maternal hormones that have crossed through the placenta to the baby. After birth these are withdrawn and cause some normal phenomenal such as:

Swollen breasts:

         This appears on 3rd day in both males and females. It lasts for 2-3 weeks and gradually disappears without treatment. The breasts should not be expressed as it may result in infection or injury to tissue. Sometimes there is also breast secretion called “Witch’s milk”.

Infantile menstruation:

         Maternal hormones in uterus cause the endometrial lining of female fetus to thicken. When it is withdrawn after birth, this thickening is no more maintained. Tiny menstrual flow is observed. This consists of few spots of blood for 1-2 days can be seen in the diaper.

6. The Nervous System:
Reflexes:

· Certain reflexes are absolutely essential to the infant life- as protective reflexes:

· Blinking reflex- it is aroused when the infant is subjected to light.

· Coughing and sneezing- to clear the respiratory tract.

· Gagging- to prevent choking.

· Feeding reflexes:

· The rooting reflex-cause the infant to turn his head towards anything, which touched his check, and in his way to reach for food.

· Sucking reflex provide such movements when anything touches the lips.

· Swallowing reflex:

- It follows sucking reflex.

· The gagging reflex:

- Comes into play when he has taken more into his mouth than he can successfully swallow, can also cough if a little of the fluid is swallowed the wrong way and enters the trachea.

Other reflexes:

1.  The grasp reflex: an infant will grasp any object put into his hands, holds on briefly and then drop it.

2. Moro reflex (startle reflex): This is aroused by a sudden loud noise or less of support. The reaction is aimless muscular activity. It demonstrates an awareness of equilibrium. In its absence the possibility of brain damage must be considered.

3. The tonic neck reflex. It is a postural reflex in which the infant when lying on his back turns his head to one side and extends the leg on the side to which the head turned.

         Successful use of reflex mechanism is evidence of normal functioning of the nervous system. (Refer to the given table and picture).

· Extremities usually maintain some degree of flexion.

· Extension of an extremity followed by pervious position of flexion.

· Head lag while sitting, but momentary ability to hold the head erect.

· Able to turn head in horizontal line with back when held pron.

7. Extremities:

· Ten fingers and toes.

· Full range of motion.

· Nail beds pink, with transient cyanosis immediately after birth.

· Creases on anterior two thirds of sole.

· Symmetry of extremities.

· Equal bilateral brachial pulse.
Some Neonatal Reflexes:

	Reflex 
	Eliciting 
	Response 
	Developmental 

Duration 

	Babinski
	Gentle stroke along sole of foot from heel to toe.
	Toes fan out, big toe flexes.
	Disappears by end of 1st years.

	Babkin


	Pressure applied to both palms while baby’s lying on its back.
	Eyes closed and mouth opens; head recurrent to center position.
	Disappear in 3-4 months.

	Blink 
	Flash of light or puff of air delivered to eye.
	Both eyelids close.
	Permanent.

	Diving reflex 
	Sudden splash of cold water in the face.
	Heart rate decelerate, blood shunted to brain and heart.
	Becomes progressively weak with age.

	Knee reflex
	Tap on patellar tendon
	Knee kicks
	Permanent 

	Moro reflex
	Sudden loss of support
	Arms extended, then brought toward each other; lower extremities are extended 
	Disappears in about 6 months 

	Palmar reflex
	Rod or finger pressed against infant’s palm.
	The object is grasped
	Disappears in 3-4 months

	Rage reflex
	Place both hands on side of alert infant’s head and restrain movements: block mouth with cheesecloth or covering for 10 seconds
	Crying and struggling 
	Disappears in 2-4 months

	Rooting reflex
	Objects lightly brushing infant’s cheek 
	Baby turns towards object and attempts to suck 
	Disappears 3-4 months 

	Sucking reflex 
	Finger or nipple interested 2 inches into mouth 
	Rhythmic sucking
	Disappears 3-4 months 

	Walking reflex 
	Baby is held upright and soles of feet are placed on hard surface; baby is dipped slightly forward
	Infant steps forward as if walking 
	Disappears 3-4 months 


Immediate Care of the Newborn

The main nursing managements are:

1. Clear airway.

2. Established respiration.

3. Maintain of body temperature.

4. Protection from hemorrhage.

5. Identification.

1. Clear airway:

         It is indicated because airway is filled with amniotic fluid, meconium particles, blood, etc. inhalation of these particles may plug, irritate or contaminate respiratory tract.

Methods of clear airway:

1. Wiping off the neonate’s face.

2. Gentle suctioning with a soft catheter.

         In suctioning the nurse must consider the following:

· Suction must be done from mouth first then the nose.

· Make sure that there is nothing for the neonate to aspirate if he should grasp when the nose is suctioned.

· Be careful how vigorously is the suction and how deep the suction catheter or bulb syringe is inserted.

· Stimulation of the posterior pharynx during the first few minutes after birth can produce a vagal response causing severe bradycardia and / or apnea.

· When using a mechanical suction apparatus, the suction pressure should be set so that when the suction tubing is occluded, the negative pressure doesn’t exceed 100 mm Hg or 4 inches Hg.

· Following suction hold the neonate’s head down to drain secretions immediately while gently compressing the throat toward the mouth to milk out secretions. 
2. Establishment of respiration:

         If respiration doesn’t occur spontaneously after clearance of airway the neonate should be stimulated to breath by:                                         
· Slapping the heel 

· Lightly spanking the buttocks.

· Rubbing the back gently.

· Gentle suctioning of the nose 

    with soft catheter.

         If breathing is still not initiated, the newborn will need resuscitation (refer to resuscitation protocol). 

         Oxygen may be given according to the result of “Apgar score” evaluation.

         Apgar score is done within the 1st minutes after neonate’s body has been born then is repeated when he is 5 minutes old. Apgar score is assessed by using 5 signs that indicate the state of cardiopulmonary function). Every one of these signs is given a score. The total score is 10. If the “Apgar score” is 4 or below at one minute i.e. there is cyanosis, heart rate below 100 beats/minute and inadequate or difficult respiration, he will need oxygen. If he has a score of 5-10 he usually needs no treatment.

(Fig. 2): Apgar Scoring Chart
The Apgar Scoring Chart is a simple test done by looking at the baby:

(a) After 1 minute.

(b) After 5 minute.

	      Score

Item 
	2


	1


	0



	Color 
	Completely pink body and face 
	Pink body, blue arms and legs pale body and face
	Pale or blue body and face

	Heart Beats
	>100 heartbeats per/min. Strong heartbeat.
	<100 heartbeats/ min. or less weak beats.
	No heart beats

	Grimace 
	Crying, coughing and sneezing
	Grimace or puckeima of face
	No response 

	Movement and tone
	Active movement moving arms and legs
	Some movements in response to stimulation
	Limp arms and legs. No movement in response to stimulation 

	Cry and breathing 
	- Strong 

- Regular breathing 


	- Weak cry

- Slow irregular breathing retraction of chest wall, grunting, weak cry
	- No cry

- No breathing


3. Maintain of body temperature (Thermo-regulate the newborn):

         Maintain the neonate’s warmth immediately after birth. This can be achieved by:

a- Receiving him in warm blanket/ towel.

b- Drying him immediately.

c- Delay bathing till temperature is stabilized.

d- Apply the appropriate warming devices in case of neonate’s subnormal body temperature such as:

· Dry clothes and soft blanket.

· Hot water bottles.

· Radiant warmer.

· Warm incubator.

· Place the newborn against the mother’s body.

         In warning the newborn the nurse must consider the following:

· Re-warm the neonate gradually if he becomes child.

· Re-evaluate the neonate’s body temperature to stop or modify the warming devices.

· Recording and reporting the neonate’s body temperature to physician.

         Heat loss and heat production:

· The body temperature of the newborn infant is maintained as a result of balance between the amount of heat produced and the amount of heat loss.

· If heat production exceeds heat loss, the body temperature rises, like wise if heat loss exceeds heat production, then the body temperature falls.

         Heat loss:

         Heat is lost in several ways, which are:

         Evaporation, conduction, radiation and convection.

Evaporation:

         Heat loss from fluid on the neonate infant’s skin or mucous membranes to the room air. When moisture evaporates from a surface, the surface is cooled. Thus, an infant can be cooled by evaporative heat loss when moisture such as bath water or amniotic fluid evaporates from the skin. 

Examples:

         Severe cooling can occur when the amniotic fluid is not thoroughly dried from the infant. Heat is lost when an infant sweats. An infant will lose heat when he is not thoroughly dried with a towel after a bath. “Prepping” the skin for a procedure will cool an infant.

Conduction:

         Occurs when the newborn infant is placed on a cool, solid object. This type of heat loss or gain occurs when an object is placed in direct contact with a warm or cold surface (see Fig. 4).

Examples:

         You already know that:

· Placing an ice pack to you forehead will cool the skin. The same kind of thing happens with an infant.

· Placing an infant on a cold mattress or table may lower his body temperature.

· Placing an infant on a cold scale or x-ray plate can also lower his body temperature.

· Placing a warm water bottle next to the infant will cause an increase in temperature.

         In a nursery situation conduction is a common way in which infants lose body heat, as the items they come in contact with are usually cooler than they are. You can minimize this type of heat loss by preheating all objects that come in contact with the infant. This is especially important when placing the infant on the mattress of radiant warmer or incubator.

Radiation:

         When heat is transferred from the neonate to another solid object not in direct contact .
Examples:

         Again form what you have experienced, you realize that:

· Standing in the direct sunlight on a cool day makes you feel warm in a similar way.

· Exposure to sunlight through a window will warm an infant.

· An infant placed under a radiant warmer will gain heat.

· An infant placed near a cool wall will lose heat.

         Radiation is a common way in which infants can lose or gain heat. Many times this goes unnoticed until an abnormal body temperature occurs. You can minimize this type of heat loss or gain by keeping infants away from windows at night and out of the sunlight during the day, and making sure radiant warmers are set at the appropriate temperature.

Convection:

         It is the warming or cooling of the infant from contact with the air surrounding him. The amount of warming or cooling depends on two things:

1. The temperature of the air.

2. How rapidly the air is moving.  
Examples:

         For your own experience, you know that:

· Standing in a cold draft can make you feel cold.

· Being in a warm room will make you feel warm.

         Similar conditions make an infant gain or lose heat such as:

· Drafts from doorways or air conditioning units can chill an infant.

· Blowing cool oxygen across an infant’s face will cool the infant.

· If the temperature of the air in the incubator increases, the infant will tend to gain heat.

         When caring for infants try to minimize the amount of heat lost on gained by convection. This can be done by maintaining an appropriate temperature in the nursery and incubator and by seeing that all oxygen is heated before it is administered. It is also important to maintain a draft-free environment. 

4. Protection from hemorrhage:

         Control the neonate’s bleeding through:

1. Administration of one milligram of water-soluble vitamin K I.M. (0.5mg).

2. Correct legation of umbilical cord:

· Apply correct legation or clamping of cord. Not cut flush because the neonate may need catheterization.

· The cord is tied approximately 2.5- 5 cm from the starting of the umbilical cord (to avoid obstruction an intestinal loop possibly present in the umbilical cord). The cord must be observed closely from bleeding, when this occurs, an additional clamp or forceps must be placed.

· Follow aseptic technique (refer to infection control protocol).

5.  Identification:
1. Proper identification of the newborn is absolutely essential.

2. The nurse must verify that two identifying bands are securely fastened, usually on the wrist and ankle.

3. The information needed are the name, sex, date, time of birth and mother’s admission number.

4. Foot printing or finger printing is recommended for newborn identification
General Nursing Management of the Normal Newborn

A- Vital Signs:

         Vital signs should be taken twice a day. Refer to immediate care protocol.

B- Temperature Maintenance:

         Refer to immediate care of newborn infant protocol.

C- Growth Measurement:

· Accurate birth weight is important because it provides a baseline for assessment of risk status and future growth.

· It must be remembered that normal full-term infants will lose up to 10% of their body weigh in the first few days. The weight loss is due to:

· Loss of excessive extracellular fluid.

· Limited food intake, especially in breast fed infants.

· Withdrawal of mother’s hormone.

· Passage of meconium and urine.

· The neonate beings to gain weight by one week and birth weight is regained by 10-15 days.

· Weight the neonate daily at the same time and same circumstances, e.g. before feeding. 

D- Infection Control:

         Protect the neonate from infection. Refer to lecture of infection control.

E- Observation:

         The nurse should observe:

         1- Meconium and urine passage:

· The neonate should pass urine within 24 hours and meconium within 48 hours.

· The neonate may have a stool with every feeding. Particularly, when breast-fed.

· The nurse should assess for deviation in stool pattern or consistency and for either too few or too many saturated diaper with urine.

         2- Umbilical cord observation for hemorrhage and infection.

         3- Neonate’s behavior.

         4- Any abnormalities: Such as, hemorrhage of cord, hypothermia, hyperthermia, bradycardia and any changes in neonate’s behavior.

F- B.C.G. Vaccination.

G- Promote Parent-Infant Bonding:

· Bonding is a complex process that develops gradually and is it’s determined by the type of initial contact between the neonate and parent. As the mother responds to the infant, the infant must respond to the mother by sonic signal, such as, cooing, eye contact or grasp.

· The steps of bonding are:

1. Initiation, in which interaction between neonate infant and parent begin.

2. Orientation, which establishes the partner’s expectation of each other during the interaction.

3. Acceleration of the attention cycle to a peak of excitement. The infant reaches out and coos, eyes dilate and face is brightens.

4. After a short time deceleration of the excitement and turning away occur in which the infant’s eyes shift away from the mother.

5. The nurse must explain to parents and encourage them to establish promote neonate-parents bonding through:

- Breast-feeding within the first half an hour after birth to facilitate infant- mother interaction.

- Rooming in of mother and infant.

- Liberal visiting for father, sibling and grandparents help interaction between the neonate and family.

- Parents must know that smiling, stroking, or rocking demonstrate positive attachment, skin to skin contact between mother and infant.
Nursing Care Plan for Normal Newborn and Family:

Nursing Diagnosis:

         Ineffective airway clearance related to excess mucous, improper position.

Nursing Goal: Establish and maintain a patent airway.

Patient Goal: Will maintain a patent airway.

Intervention:

· Suction of the mouth and nasopharynx with pulp syringe as needed.

· Lavage stomach from amniotic fluid and check for tracheoesophogeal anomalies.

· Position infant on side facilitate drainage of secretions.

· Take vital signs according to institution policy more frequently if necessary.

· Position infant on right side after feeding to prevent aspiration.

· Keep diapers, clothing and blankets loose enough to allow maximum lung (abdominal expansion) 

· Clean nares of any crusted secretions during bath or when necessary. 

· Check for patent nares.

Nursing Diagnosis:

         High risk for altered body temperature related to immature temperature control and change environmental temperature.

Nursing Goal: Maintain stable body temperature.

Patient Goal: Will maintain stable body temperature.

Intervention:

· Wrap infant snugly in a warm blanket.

· Place infant in a preheated environment (under radiant wormer or next to mother).

· Place infant in a padded covered surface.

· Take infants temperature on arrival at nursery or mother’s room.

· Maintain room temperature between 24 and 25.5 and humidity about 40%-50 %

· Provide infant with a head covering if heat loss is a problem.

· Keep infant away from drafts, air conditioning or fans.

· Warm all objects used to examine or cover infant.

· Uncover only one area of body for examination or procedures.

· Be alert to sings of hypothermia.

Nursing Diagnosis:

         High risk for infection related to deficient immunologic defenses, environmental factors.

Nursing Goal: Protect infant from infection.

Patient Goal: Will exhibit on evidence of infection.

Intervention:

· Wash hands before and after caring for each infant.

· Wear gloves when in contact with body secretions.

· Make certain appropriate eye prophylaxis has been carried out.

· Apply alcohol to cord as order.

· Keep umbilical stump clean and dry, place diaper below umbilical stump.

· Keep infant from potential sources of infection i.e. persons with reps. Infections. 

Nursing Diagnosis:

         Altered nutritional; less than body requirements (high risk) related to immaturity, parental knowledge deficits.

Nursing Goal: Provide optimum nutrition.

Patient Goal: Will receive optimum nutrition. 

Intervention:

· Assess strength of suck and coordination with swallowing.

· Offer initial intake according to hospital policy. Encourage mothers to breast-feeding infants within half an hour after birth.

· Support and assist breast feeding mothers during initial feedings.

· Avoid routine water or supplemental feedings for breast-feeding infants.

· Encourage father or other supportive person to remain with mother to help her and infant with positioning, relaxation and reinforcement.

· Place infant on right side after feeding to avoid regurgitation.

· Observe stool pattern.

Nursing Diagnosis:

         Altered family processes related to birth of term infant and change in family unit.

Nursing Goal: 1. Facilitate parent infant attachment process.

Patient (Family) Goal: will exhibit positive attachment behaviors.

Intervention:

· As soon as possible after delivery encourage parents to see and hold newborn.

· Encourage eye-to-eye contact.

· Encourage patents to “talk out” their labor and delivery experience.

· Help parents to demonstrate attachment behaviors such as touch, eye contact, naming and calling infant by name, talking to infant, participating in are giving activities.

Nursing Goal: 2. Prepared infant’s discharge.

Patient Goal: Will be prepared for discharge and home care.

Intervention:

· Help should be given to mother to get ready for discharge.

· Infant should be dressed with an extra diaper and blanket.

· Identification of baby should be established.

· Instruction mother in other aspects of newborn care such as umbilical care and bathing.

· Encourage use of support persons such as lactation specialist as well as members of the family.

· Encourage mother for follow up care as well as participation in parenting classes.
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