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Lakeview College of Nursing
N305 – NURSING OF THE CHILDBEARING FAMILY
Newborn Assessment/Case History

Note: This assignment is to be completed after you complete your newborn assessment.

STUDENT'S NAMES: Jessica Key, Cassie Terry  
 
Instructor: Sara Abercrombie

Maternal information: age, GTPAL, significant prenatal history
Mom’s age is 22.5 years, G2, P2, T0, A0, L2. Mother has a history of preeclampsia, depression, and anxiety.
Birth history: Type of delivery, Medications during labor, FHR patterns.

2 c-sections, spinal anesthetic, baseline 130, moderate variability, no decelerations, accelerations present.

Method of feeding, how often, amount. Any problems feeding?

Bottle feeding (Enfamil), every 2 hours, 60ml, no problems feeding.
Measurements:





Length (cm): 55 ½

(inches): 21 1/2 

Head (cm): 36

(inches): 14


Chest(cm): 38 ½

(inches): 15


Birth weight(gm): 4540 
(lb.): 10
(oz.): 0 

Today’s weight(gm): 4530
(lb.): 9
(oz.): 15.8
Percentage of weight loss (Show calculations even if the baby has lost no weight). 0%       What is normal weight loss?  5-10% 

Is this neonate's wt. loss within normal limits? There was no weight loss
Birth weight: 10 -
New weight:  9 15.8x100

 Vital Signs:

Birth:



At time of your care:
T___99.1 rectal

T __98.6 axillary
P___172


P ____128
R___42


R ____48
Age (in hours) of first void: 12 hrs 

Voiding patterns: (color, # of times/24 hours)
Infant was voiding frequently
Age (in hours) of first stool: 12hrs
Stools: (type, color, consistency)

Yellow, seedy, frequently
NEWBORN LABS AND DIAGNOSTICS TESTS

	Name of test

(Date)
	Why was this test ordered for this client?


	Client’s results
	Expected results
	Interpretation of this client’s results

	Blood glucose level


	Routine for assessment
	0945: 34
1200: 44

1625: 40

1004: 64

Now: 27

17 (stat)
	45-96 mg/dl
	Newborn levels usually fell in normal range 

	Blood type and Rh factor


	Routine for comparison between mom and baby
	A+
Mom A-
	
	Newborns blood type is based from mother and fathers different blood types.

	Bilirubin


	Routine (check for high levels, can indicate jaundice)
	4.0
	Below 6.0 during 24 hrs of life.
	Newborn level fell where it was supposed to fall.

	Coomb’s test


	Routine 
	DAT negative
	Negative
	Newborn is where he needs to be. 

	Newborn Screen


	
	
	
	

	
	
	
	
	

	
	
	
	
	


NEWBORN MEDICATIONS

	Physician’s order

(medication, dosage, route, frequency)
	Why was this medication ordered for this client?


	Common side effects
	Nursing interventions for this client

	Aquamephyton 

(Vitamin K)


	Routine
	Pain and edema pay occur, allergic reactions such as rash and urticarial may also occur.
	-protect drug from light
-observe for signs of local inflammation

-observe for jaundice and kernicterus, especially in preterm infants

	Illotycin (Erythromycin ointment)


	Routine
	Sensitivity reaction, may interfere with ability to focus and may cause edema and inflammation
	-wash hands immediately before instillation to prevent introduction of bacteria
-Do not irrigate the eyes after instillation

-observe for hypersensitivity

	
	
	
	


NEWBORN ASSESSMENT

	Area
	Your Assessment


	Variations of Normal Findings 

(Chapter 30) 
	Clinical Significance of Your Assessment Findings & Variations of Normal

	Vital Signs

      Temp

      Heart Rate

      Resp. Rate

      BP
	98.6
128
48


	97.5-99 F

110-160 beats/min

30-60 beats/min

70-50/45-30 mmhg
	Our findings were normal compared to normal described in our book

	Measurements

      Head Circ

      Length

      Chest
	36cm, 14in
55 1/2cm, 21 1/2in
38 ½ cm, 15in
	12.5-14.5in(32-37cm)

18-22in (48-52cm)
32.5cm, 1-2 cm less than head
	Our findings were normal compared to normal described in our book

	Color
	Skin pink
Acranocynanosis


	Consistent with ethnic background

	Our findings were normal compared to normal described in our book

	Muscle tone/

Posture
	Active
Flexed


	Body usually flexed, hands may be tightly clenched, and neck appears short because chin rests on chest. All joints move spontaneously, good muscle tone.
	Our findings were normal compared to normal described in our book

	Cry


	Normal for gestational age

	Strong and lusty
Moderate tone and pitch
	Same as previous statement above

	Activity level
	Awake/alert


	Newborn should demonstrate activity
	Our findings were normal compared to normal described in our book

	Skin:     

     Lanugo/

     vernix

     Rashes
	Mostly bald

None noted

None noted


	Consistent with ethnic background, Common: acrocyanosis, circumal cyanosis, harlequin color change, monoglian spots, mottled when undressed.
	Our findings were normal compared to normal described in our book

	Head 


	Symmetrical


	Round, symmetric, and moves easily left to right and up and down
	Our findings were normal compared to normal described in our book

	Fontanels


	No bulging

Not overlapping


	Palpation of juncture of cranial bones.

Slight pulsation
	Our findings were normal compared to normal described in our book

	Face


	No drooping

Symmetrical


	Symmetric movement of all facial features, normal hairline, eyebrows and eyelashes present
	Our findings were normal compared to normal described in our book

	Eyes


	Conjunctiva not cloudy, clear

PERLA


	Bright and clear, even placement, move in all directions.
	Our findings were normal compared to normal described in our book

	Nose


	No drainage


	Patent nares bilateral.

Small and narrow, midline
	Our findings were normal compared to normal described in our book

	Mouth


	Mouth normal

Pink

Mucous membranes moist


	Palate intact, sucks well when stimulated. Tongue moving in all directions, midline
	Same consistency as above.

	Ears


	No drainage

Symmetrical

Not hard/firm

Instant recoil


	Without lesion, cysts, or nodules.
	Our findings were normal compared to normal described in our book

	Neck
	No lumps or masses


	Short, straight, creased with skin folds.
	Our findings were normal compared to normal described in our book

	Chest
	Raised areola

Breast bud present


	Normal shape without depression or prominent sternum.

Breasts are flat with symmetric nipples.
	Our findings were normal compared to normal described in our book

	Breath sounds


	No adventisous breath sounds

Normal rate and rhythm
	Air entry clear

Regular rate and rhythm
	Our findings were normal compared to normal described in our book

	Heart sounds


	Regular rate and rhythm
	No functional murmurs

No thrills

Regular rate and rhythm
	Our findings were normal compared to normal described in our book

	Abdomen


	Not distended
	No cyanosis

Cylindric
	Our findings were normal compared to normal described in our book

	Bowel sounds


	Bowel sounds present

Active
	Bowel sounds should be present
	Our findings were normal compared to normal described in our book

	Umbilical cord


	No drainage

No redness/mucus

Dry
	No protrusion

Blue-ish white color
	Our findings were normal compared to normal described in our book

	Male Genitals:

Penis


	Not circumcised
	Slender in appearance

Non-inflamed urethral opening
	Our findings were normal compared to normal described in our book

	Scrotum/Testes


	Intact

Normal skin color

Testes: Descended


	Skin loose and hanging, tight and small
	Our findings were normal compared to normal described in our book

	Female Genitals

     Vagina

      Labia

      Pseudo-

      menses
	N/A
	N/A
	N/A

	Anus


	No protrusions
	No fissures, tears, or skin tags
	Our findings were normal compared to normal described in our book

	Arms and hands


	No rashes

Equal bilateral

Bilateral movement

Normal number of fingers present
	Equal in length

Normal number of fingers

Flexed when quiet

Bilateral movement
	Our findings were normal compared to normal described in our book

	Legs and feet


	Equal Bilateral
	Legs equal in length 

Foot in straight line
	Our findings were normal compared to normal described in our book

	Back
	No rash
Flat and straight when lying
	C-shaped spine
Slight lumbar loridosis
	Our findings were normal compared to normal described in our book


NEWBORN REFLEXES

	REFLEX
	YOUR ASSESSMENT
	EXPECTED FINDINGS
	AGE WHEN REFLEX SHOULD DISAPPEAR



	Rooting


	Rooting reflex displayed
	Turns in direction of stimulus
	4-7 months

	Sucking


	Sucking reflex displayed
	Rhythmic sucking
	12 months

	Swallowing


	Swallowing reflex displayed
	Newborn swallows formula during feedings
	Does not disappear

	Pupillary


	PERLA
	Constriction of pupil
	Does not disappear

	Moro


	Moro reflex displayed
	Symmetric extension and abduction of arms with fingers extended then return to normal
	6 months

	Startle


	Startle reflex displayed
	Flexion in arms, fists clenched
	6 months

	Palmar grasp


	Palmar grasp reflex displayed
	Fingers grasp when palm is stimulated and held momentarily
	5-6 months

	Planter grasp


	Planter grasp reflex displayed
	Toes curl down when sole of foot is stimulated
	3-4 months

	Tonic neck


	Tonic neck reflex displayed
	When head is turned extremities on same side extend on opposite side they flex
	3-4 months

	Stepping


	Stepping reflex displayed
	One foot touching a flat surface will step alternately
	4-8 weeks

	Blinking


	Blinking reflex displayed
	Closure of eyelids
	Does not disappear

	Trunk incurvation


	Trunk incurvation displayed
	Pelvis should turn to stimulated side
	3-6 months

	Babinski


	Babinski reflex displayed
	Fanning and extension of all toes
	12 months


Discuss the clinical significance of the findings from your physical assessment.

Our baby had normal findings on all aspects of this assessment, based off the descriptions of normal in our book.

GESTATIONAL AGE EXAMINATION 

What is your estimate of the neonate's gestational age from your assessment? 39 weeks (From the Ballard Scale) 

Does your assessment agree with the gestational age by LMP?  (Discuss) 

Yes, our assessment did agree with the gestational age of 39 weeks. The infant did well on all test performed.

Is this infant SGA, AGA or LGA? LGA
Are there any complications expected for a baby in this classification?  (Discussion) 

Birth trauma is possible if delivered vaginally, this can be due to cephalopelvic disproportion (CPD) and macrosomia. Increased incidence of cesarean births and oxytocin induced births due to fetal size. Hypoglycemia, polycythemia and hyper viscosity can also be a possibility.
Priority Nursing Diagnosis & Nursing Interventions:
Readiness for enhanced knowledge r/t lack of information about basic baby care and male circumcision.
Interventions: 

Nurse must provide teaching to the family on how to care for the newly circumcised newborn. 

Nurse needs to provide teaching of basic newborn care. This should include how to hold the infant, bathing instructions, proper positioning of baby, cord care, they should be taught signs and symptoms of infection, newborn safety, voiding and stool characteristics, techniques to wake the baby, and techniques to quiet the baby.
Lakeview College of Nursing

N305 Newborn Assessment Grading Grid
STUDENT'S NAME __________________________  Date of Care ______________________

INSTRUCTOR _Mindy Herrin, MSN, RN                   Date of Submission ________________

	
	Possible Points
	Points Given



	Demonstrations of Physical 

Assessment 


	20
	

	Newborn Assessment Write-Up
	20
	

	Appropriate Priority Nursing Dx Determined
	10
	

	Medications and Labs
	5
	

	History and Physical Assessment
	25
	

	Expected Findings


	10
	

	Clinical Significance


	5
	

	Gestational Age Assessment

(submit completed form)


	5
	

	Total


	100
	


