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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 NAME _Jessica Rewerts____________________  
 
Instructor _Chastity_______________________

Maternal information: age, GTPAL, significant prenatal history
_29 year old G2T1P1A0L1, due date 4/11/11, vaginal delivery in India in 2004 that lasted 24 hours with an episiotomy, diagnosed with gestational diabetes and is using insulin to treat_
Birth history: Type of delivery, Medications during labor, FHR patterns.
_Vaginal delivery, patient taking prenatal vitamins and insulin, blood type O negative and Rh positive, rubella immune, Hepatitis B and HIV negative,  IV pitocin induction on 4/4, lactated ringers, nalbuphine 10 mg/mL, promethazine 12.5 mg, ropivacaine 0.2% 
Method of feeding, how often, amount. Any problems feeding?
_Breastfeeding every 2 hours, feed at 1321 for 20 minutes, some problems getting baby to latch on and feed for a long enough time 
Measurements:




Length (cm)___48_______       (inches) __18.9______ 
Head (cm)____33___ ___       (inches)____13______

Chest(cm)___30_______         (inches)____11.8______

Birth weight.(gm)__5____(lb.)__15.8__ (oz.)_____    
Today’s weight.(gm)___5___(lb.)__15.8__ (oz.)_____
Percentage of weight loss (Show calculations even if the baby has lost no weight). ______0____%       What is normal weight loss? __up to 10% in first week_______      

5 lb 15.8 oz - 5 lb 15.8 oz= 0/5lb 15.8oz=0%
Is this neonate's wt. loss within normal limits?___yes_______
 Vital Signs:
Birth:



At time of your care:
T__99.4F_____


T __98.1F_______
P__144_____


P ___130______
R___52____


R ___66______
Age (in hours) of first void______0__________ 
Voiding patterns: (color, # of times/24 hours)
Meconium staining at birth 

Age (in hours) of first stool______0____________
Stools: (type, color, consistency)
Meconium staining 

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

	To evaluate for hypoglycemia
	69
	40-200
	Mom abnormal, first reading WNL,

Below 40 indicates hypoglycemia

	Blood type and Rh factor

	To determine blood type and Rh
	Test not done yet
	
	Mother is O negative and Rh positive

	Bilirubin

	To evaluate for jaundice
	Test not done yet
	0.3-1 mg/dL
	Skin color does not show jaundice, if skin was yellow jaundice could be present

	Coomb’s test

	To evaluate for  presence of antibody coated Rh positive RBCs in newborns
	Test not done yet
	negative
	Mother is Rh positive

	Newborn Screen

	To assess genetics and possible defects
	Test not done yet
	Negative 
	If infant tests positive a lifetime diet of low protein will be necessary along with monitoring blood levels

	
	
	
	
	

	
	
	
	
	


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)
1 mg 
	To prevent hemorrhagic disorders
	rash, dizziness, itching, swelling
	Assess client for adverse reactions

	Illotycin (Erythromycin ointment)
1/2 inch
	To prevent opthalmia neonatorum
	Redness, swelling, drainage, blurred vision (chemical conjunctivitis)
	Assess client for adverse reactions

	Hepatitis B vaccine IM

5 mcg/ 0.5 mL


	To prevent disease from occurring
	Diarrhea, dizziness, redness and swelling at site of injection
	Assess client for adverse reactions


NEWBORN ASSESSMENT
	Area
	Your Assessment


	Clinical Variations


	Clinical Significance

	Vital Signs
      Temp
      Heart Rate
      Resp. Rate
      BP
	98.1F

130/min

66/min

70/45


	36.5-37.2 C

100-160/min

30-60/min

60-80/40-50
	High temp-infection

High HR- infection, inadequate fluid volume in body

Grunting-resp distress

Low BP may indicate blood loss in the newborn

	Measurements
      Head Circ
      Length
      Chest
	33 cm

48 cm
30 cm

	32-36.8 cm at eyebrows

45-55cm

30-33cm at nipples
	head circumference greater than 4cm larger than chest- hydrocephalus

Shorter-preterm

Smaller than normal- inadequate nutrition

	Color
	Pink, no jaundice


	Pink or acrocyanotic with no jaundice on first day
	Cyanosis-inadequate oxygen in tissues and blood

	Muscle tone/
Posture
	Good flexion

Correct posture


	General flexion

Curled-up position with arms and legs moderately flexed, resistant to extension of extremities
	Decreased- preterm infant

Posture extended and frog-like may indicate preterm infant

	Cry

	crying is present


	frequency 15-20min every 2 to 24 hours, lusty, strong, moderate pitch
	weak cry- respiratory insufficiency

	Activity level
	does respond to noises, touch


	Responds with quietness, turns head and focuses when interested, coordinates body movements to voice and body movements
	Flaccid- preterm infant

	Skin:     
     Lanugo/

     vernix

     Rashes
	present on shoulders, arms, face, legs, back

Back of knees, elbows

Mongolian spots on bottom and back


	found over shoulders, pinnas, and forehead

usually present in creases and folds

None present
	Found over whole body-preterm

No vernix-preterm

Mongolian spots- hereditary condition of the dermis, will fade or go away completely 

	Head 

	bigger than chest by 3 cm


	2-3cm larger than chest
	head circumference bigger than normal-microcephaly

	Fontanels

	No bulging, soft, flat, and palpable
	anterior fontanel- 5cm and diamond shaped, posterior is smaller and triangle, both soft and flat
	Bulging may indicate increased intracranial pressure, infection, hemorrhage

	Face

	Symmetric, full


	Eyes, ears and nose symmetric, mouth symmetric, fullness
	asymmetry of face- facial nerve paralysis

	Eyes

	Symmetric, no random jerky movements, red reflex present


	Symmetry in size and shape, pupillary and red reflex present, random jerky eye movements
	Closed eyes-preterm infant

	Nose

	midline, flat, patent nares


	Midline, flat, and broad with lack of bridge, patent nares, equal nostrils
	non patent nares- suctioning needed

	Mouth

	No teeth, upper and lower palate intact, able to suck, tongue moves freely, smooth gums, no bleeding, Epstein pearl white spots


	Assess palate closure and strength of sucking, symmetrical lip movement, scant saliva, tongue moves freely and symmetrical, soft and hard palate intact, gums and tongue pink
	Excess saliva may indicate tracheoesophageal fistula

	Ears

	Pinna of ear lines up with corner of eye, well formed and firm cartilage


	Placement of ears symmetrical, cartilage firm and well-formed
	low placement of ears may indicate chromosome abnormality such as Downs Syndrome

	Neck
	Short, thick, freely able to move up and down


	Short, thick, surrounded by skin folds, no webbing, move freely side to side and up and down
	Absence of head control may indicate Downs syndrome

	Chest
	Equal breath sounds bilaterally, 5th intercostal space (point of maximal impulse location), no crackles or wheezes 
	Point of maximal impulse location, ease of breathing, auscultation for HR and quality of tones and respirations for crackles, wheezes, and equality of bilateral breath sounds

	Nasal flaring present-may represent respiratory distress

	Breath sounds

	Equal breath sounds bilaterally, no crackes or wheezes present
	auscultation for HR and quality of tones and respirations for crackles, wheezes, and equality of bilateral breath sounds

	Wheezes may indicate fluid or infection

	Heart sounds

	S1, S2 regular heart beat
	S1, S2, may be irregular for brief periods
	murmur- mitral or tricuspid regurgitation 

	Abdomen

	Rounded abdomen, no masses, one vein two arteries on umbilical cord
	Rounded abdomen and umbilical cord for one vein and two arteries, no masses
	abdominal distention may indicate infection

	Bowel sounds

	Active bowel sounds in all four quadrants
	present in all four quadrants
	absent bowel sounds indicate intestinal obstruction

	Umbilical cord

	One vein, two arteries located, cord clamped and no bleeding present
	One vein and two arteries, ensure cord is clamped and assess for bleeding
	bleeding-cord clamp too loose

	Male Genitals:
Penis

	meatus is midline, two testicles


	Urinary meatus located at penile tip
	urinary meatus on ventral side, hypospadias may be present

	Scrotum/Testes

	Rugae present on scrotum, testes descended
	Rugae on scrotum, testes descended into scrotum
	undescended testes, few scrotal rugae- preterm infant

	Female Genitals
     Vagina
      Labia
      Pseudo-
      menses
	
	labia majora and minora present, may have discharge blood tinged

edematous, covering labia minora
	labia bulge may indicate inguinal hernia

	Anus

	Present, dimple on buttocks


	present, patent, not covered
	anal fistulas or no meconium passed within 24 hours after birth may indicate underdevelopment

	Arms and hands

	Full range of motion, symmetry, 10 digits counted
	Full range, symmetry of motion, spontaneous movements, extremities flexed, gluteal folds even, nail beds pink with no extra digits
	Cyanotic nail beds may indicate inadequate oxygen in blood

	Legs and feet

	No hip clicks, flat feet, ten toes
	bowed legs and flat feet, no click when abducting hips, gluteal folds even, nail beds pink with no extra digits
	Heels fully moveable to ears- preterm infant

	Back
	Straight, flexed easily
	spine should be straight, flat, and easily flexed
	tuft on spine may indicate spina bifida


NEWBORN REFLEXES
	REFLEX
	YOUR ASSESSMENT
	EXPECTED FINDINGS
	AGE WHEN REFLEX SHOULD DISAPPEAR


	Rooting

	present
	Cheek of newborn stroked, newborn will turn head in direction of stroke
	4-6 months

	Sucking


	Present
	Begins when nipple or finger is placed in mouth of newborn
	Persists into adulthood

	Swallowing

	Present
	Follows rooting. Takes hold, sucks ad

obtains fluids.


	Persists into adulthood

	Pupillary

	present
	Response to light is equal. Round.

Pupil constricts.


	Persists into adulthood

	Moro

	present
	elicited by striking flat surface infant is lying on, arms and legs symmetrically extend and abduct while fingers spread to form “C”
	3-6 months

	Startle

	present
	Loud noise such as hand clapping will elicit newborn to abduct his arms and flex his elbows
	3-6 months



	Palmar grasp

	present
	infant will grasp object when palm is touched
	3-4 months

	Planter grasp

	present
	Infants toes curl downward when sole of foot is touched
	3-4 months

	Tonic neck

	present
	Newborn lies in supine, head is turned causing extremities on same side to straighten and opposite side to flex
	3-4 months

	Stepping

	present
	Newborn is help upright with her feet touching flat surface, newborn will respond with dancing or stepping
	1-2 months

	Blinking

	Present
	Response to light stimulus. Tap on

forehead, bridge of nose, maxilla when

eyes open—blink first 4-5 times
	persists into adulthood

	Trunk incurvation

	Present
	In prone position, touch along paravertebral area by probing finger, flex trunk and swing pelvis toward touch
	Few days- 4 weeks

	Babinski

	present
	When sole of foot on side of newborns small toe is stroked upward, toes will fan upward and out
	12 months


Discuss the clinical significance of the findings from your physical assessment.
_Infant had all reflexes present, assessment was consistent with a normal 39 week old infant except respirations were slightly high and a mongolian spot is present on the infants buttocks and lower back which will fade or disappear as the infant grows. 
GESTATIONAL AGE EXAMINATION 
What is your estimate of the neonate's gestational age from your assessment? ______36 weeks_____________ (Hand in Ballard sheet with this assignment)   
Does your assessment agree with the gestational age by LMP?  (Discuss) 
_My assessment indicated that  the infant is 36 weeks gestational age but is in fact 39 weeks gestational age.  It is normal for the assessment to be off by a couple of weeks due to various different conditions in utero.  
Is this infant SGA, AGA or LGA? ____AGA__________
Are there any complications expected for a baby in this classification?  (Discussion)_

No, the baby is healthy and no complications are expected at this time.  Vital signs and measurements were WNL and all reflexes are present. Assessment was WNL. 
Priority Nursing Diagnosis:
Imbalanced nutrition, potential for more than body requirements related to diagnosis of gestational diabetes of mother during pregnancy as evidenced by frequent blood glucose monitoring.  
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N305 Newborn Assessment Grading Grid
STUDENT'S NAME _____Jessica Rewerts_____________________  Date of Care _4/4/2011_____________________
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
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