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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 :
Todd Johnson 
Instructor: Chastity
Maternal information: age, GTPAL, significant prenatal history

White Female, 23 YOA, unmarried, G3T3O0A0L3.  History of Bi-polar disorder.  First child was taken from mother by DCFS and placed in foster care for alleged drug use.  Second child is under care of Paternal grandmother.  Mother says due to argument over possession of a vehicle the grandmother rarely lets her see the child.  Mother denies current drug use but also declines drug test for herself or newborn child.   DCFS notified at birth and fecal sample collected from infant for drug screen.  Mother says she is ready to go home and wants to take baby with, DCFS has requested hospital delay discharge until drug screen on baby is complete.
Birth history: Type of delivery, Medications during labor, FHR patterns.

Delivery at 0520 on 10/24/11   EST. gestational age 37 wks 6 days at time of birth.  Vaginal delivery with spontaneous rupture of membranes.   Amniotic fluid was clear with no foul odor.  FHR 140 with moderate variability including accelerations and variable decelerations.  Mom was positive for GBHS so she received penicillin prior to delivery.  She also received oxytocin after delivery.  Epidural in place during labor ropivacaine 0.2% with Fentanyl 2mg/mL.  Overall labor progressed quickly and was uneventful.
Method of feeding, how often, amount. Any problems feeding?

Mother is currently breast feeding every 3 hours or so, or sooner if the baby wants it.  No apparent feeding problems.
Measurements:





Length (cm)
48
(inches) 19.2

Head (cm) 
  32.5
(inches)___13_



Chest(cm) 
31.5       
 (inches)_14.3_



Birth weight.(gm)
2920
(lb.)
6   (oz.)  7    
       

Today’s weight.(gm)_2786_(lb.)_6___ (oz.)_2.2__
Percentage of weight loss (Show calculations even if the baby has lost no weight). ____4.6__%       What is normal weight loss? 5% for bottle fed 7-10% for breast feed    

Is this neonate's wt. loss within normal limits?__yes, she will probably lose a little more weight in the next few days before beginning to gain it back._
 Vital Signs:

Birth:



At time of your care:
T 98.2
 F   


T 98.1 F     
P 130
  


P 152

R 40
       


R 45

Age (in hours) of first void : 8hrs
Voiding patterns: (color, # of times/24 hours)

Seemed to be every 2-3 hours, but all voids had not been charted at time of assessment color was noted as within normal limits
Age (in hours) of first stool :  5hrs    1600 on 10/24
Stools: (type, color, consistency
Black, tarry meconium type stool.  

NEWBORN LABS AND DIAGNOSTICS TESTS

*Some tests were not available at time of assessment due to the fact that the infant is <24 hours old
	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 check for hyper or hypo glycemia
	No test done

	>40mg/dL

	Hypoglycemia could result from poor feeding or hyperinsulinemia if baby had been in a high glucose environment such as poorly controlled diabetic mother.


	Blood type and Rh factor


	Blood typing is done on Rh- mothers.
	Mother was RH+ so no test done at this time

	Mix of mother and father’s blood type
	If mother is RH+ baby is expected to be the same. If she is RH- RhoGam must be given to mom prior to birth to prevent her antibodies attacking the infant’s red blood cells.

	Bilirubin


	Bilirubin levels can assess the infant’s liver function

	2.5
	< 5.0 is considered normal in an infant    < 24 hours old. 
	This is considered a normal bili level and indicative of normal liver function.  High bilirubin levels signify immature or inadequate liver function. Photo therapy may be used to break down bilirubin in blood; blood transfusions may also be needed in severe cases.

	Comb’s test


	Test not done

	Test not done

	Agglutination or no agglutination
	Detects agglutination of red blood cells due to IgG attachment.  Usually seen in due to alloimmune hemolytic disease of newborn 

	Newborn Screen


	Includes PKU, Hearing test, drug screen if indicated, numerous other tests with blood draw for PKU

	Hearing OK.  Drug screen sample taken, no results, PKU taken, no results yet

	Hearing normal and drug screens and other tests negative.

	Hearing test done on all newborns.  Failed hearing test could be due to congenital defect, vernix or amniotic in the ear canal. Failed drug screen due to maternal drug use prior to birth.  PKU blood test screens for more than 50 disorders, including PKU, sickle cell disease, metabolic disorders, amino acid and urea disorders, fatty acid oxidation disorders, organic acid disorders, and cystic fibrosis. 



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 injection to assure clotting in newborn – newborns unable to synthesize vitamin K due to immature GI tract
	Allergic reaction: dizziness, rash, itching, swelling, respiratory failure
	Give injection as ordered and apply Band-Aid.  Watch for allergic reaction.  

	Illotycin (Erythromycin ointment)


	Routine-To prevent ophthalmia neonatorum caused by Neisseria gonorrhoeae or Chlamydia trachomatis
	Blurred vision, itching-burning eyes, slowed corneal wound healing 
	Apply to eyes as ordered and observe for side effects.  


NEWBORN ASSESSMENT

	Area
	Your Assessment
	Clinical Variations

	Clinical Significance

	Vital Signs

      Temp
    Heart Rate

      Resp. Rate

      BP
	98.1F
152
45
	97.9-99.7F
120-160

30-60
	All WNL, temp could be lower due to inability to regulate temperature and low fewer brown fat deposits.  Heart rate could be elevated in cases of dehydration or infection; resp. rate could low due to maternal anesthesia or high due to resp. distress or heart failure.

	Measurements

      Head Circ

      Length

      Chest
	32.5 cm
48 cm

31.5 cm
	32-37 cm

46-56 cm

30-35 cm
	All WNL.   Small than normal could indicate SGA, larger than normal could indicate macrosomia

	Color
	pink

	Dependent upon ethnic background.
	Pallor or cyanosis may indicate respiratory or cardiac problems

	Muscle tone/

Posture
	Not flaccid, limbs flexed, posture 4 on Ballard scale.

	Can vary upon gestation of the infant
	Poor tone or posture could be due to preterm birth, SGA or IUGR

	Cry


	Hearty
	None to excessive
	little or no cry may indicate respiratory issues; excessive crying may indicate  discomfort or fetal withdrawal

	Activity level
	Easily arousable 

	Infant should be arousable, but may be sleepy within the first few days before a normal sleep cycle is established
	Excessive activity may indicate irritability or discomfort possibly due to fetal withdrawal or prematurity.

	Skin:     

     Lanugo/

     vernix

     Rashes
	Pink, dry, warm with minor rash visible on eyelids.  Small amount of lanugo on back.  Vernix no longer visible.  No other visual anomalies.
	Lanugo may be present in varied amounts depending on gestational age.  Most vernix will be washed off in the first bath, with the rest being absorbed into the baby’s skin.  Small rashes on infants should be monitored, but are most commonly not cause for concern.
	Large amounts of lanugo are a sign of prematurity.  Lack of vernix is a sign of post term. Small rashes not uncommon, may result from erythromycin ointment on eyelids. 

	Head 


	Symmetric, round, some slight moulding due to birth process
	Normocephalic, hydrocephalus, macrocephaly, cephalhematoma
	Moulding of head may be due to squeezing in the birth canal, usually will return to normal shape in first few weeks post birth

	Fontanels


	Soft, front diamond shaped, rear- triangle shaped both palpable, sutures approximated and slightly raised
	Should be soft and flat, palpable separation between each, extremes to bulging or depressed with closed sutures.
	Sunken fontanels a sign of dehydration.

	Face


	Symmetrical, eyes and cheeks round
	Asymmetrical to symmetrical.
	Asymmetry when crying may indicate compression of facial nerve and possible cardiac birth defects.

	Eyes


	Both eyes present, no strabismus, normal movement, PERL
	None, one or both eyes present
	Strabismus may be found in some newborns, but usually resolves in the first few months.  Continuation past 3 months should consult a physician

	Nose


	Nose midline and symmetric, nares patent

	One or both nostrils may not be patent.
	Nares patency may be affected by cleft palate or abnormal growth and can affect feeding, swallowing, and breathing patterns.

	Mouth


	Palate intact, no teeth, 

	Cleft palates can occur while the baby is growing in utero.  Thin upper lip may signify FAS. Natal teeth are uncommon but may be related to other syndromes
	Cleft palate and natal teeth are signs of a genetic bone disorder called Ellis-van Creveld syndrome.  Other symptoms include cryptorchidism and epispadias.

	Ears


	Flexible, quickly return to shape. Even with outer canthus of eye

	Pinna should be even with the outer canthus.  Above or below can signify birth defects.
	Pinna below canthus may indicate trisomy 21 (downs syndrome) or fetal alcohol syndrome

	Neck
	Short, wrinkly, Full ROM. No webbing, clefts or masses
	FROM to resistance of flexation.
	Webbing of the neck may be indicative of downs or turner syndromes

	Chest
	Symmetric barrel shape, no retractions on inspiration

	Chest should appear symmetrical and should have small breast buds, which may be widely set. Accessory (extra) nipples may be present.  Asymmetrical chest movements may suggest respiratory distress.
	Retractions may be a sign of respiratory distress

	Breath sounds


	Clear, no wheezes or crackles
	Clear to adventitious sounds.
	Crackles may be present due to amniotic fluid aspiration, wheezing may be audible due to easy blockage of small bronchi

	Heart sounds


	S1,S2 present.  No audible murmurs. 
	Normal to brady or tachy cardia.  Asymptomatic murmurs may be present
	Murmur type and position may be indicative of defects such as PDA or VSD

	Abdomen


	Round, non-tender, no masses, no visible peristaltic wave.
	Abdomen should appear rounded and symmetrical, to concave abdomen 
	Concave abdomen may be sign of diaphragmatic hernia.  Visible peristaltic wave may be sign of obstruction.

	Bowel sounds


	hyperactive
	Can be absent to hyperactive.  
	An abdominal murmur may indicate congenital heart defect coarctation of the aorta

	Umbilical cord


	Drying and blackish, 2 arteries and one vein visible.
	2 artery and one vein present, cord dries quickly and blackens  after birth
	Redness, swelling and discharge may be signs of infection.

	Male Genitals:

penis
	Not assessed, female
	
	Meatus may be on top (epispadias) or bottom (hypospadias) of penis

	testes
	Not assess, female
	
	Testes may not have descended through inguinal canal (cryptorchidisim)

	Female Genitals

     Vagina, labia, pseudo-menses
	Labia and clitoris enlarged, slight vaginal discharge. No bleeding.

	Enlarged labia and clitoris to fused labia with no visible opening.  
	Fused labia may need to be surgically opened to allow for voiding and to prevent infection.

	Anus


	Patent and in use.
	Patent to non-patent. 
	Surgical opening or creation of on ostomy may be needed if anus is not patent.

	Arms and hands


	5 fingers on each hand.  Multiple palmar creases, full ROM
	FROM to atony and no movement.
	Single palmar crease –“simian fold” indicative of downs syndrome

	Legs and feet


	Five toes on each foot, multiple creases on plantar surface, full ROM, scratch on right lateral upper thigh.
	FROM to atony and no movement
	Inability to move may be sign of muscle or nerve weakness or a broken bone.

	Back
	Symmetric, no abnormal curvature or ridging
	Symmetric and straight to abnormal lateral or front to back curve
	Improper lateral curve may be sign of congenital scoliosis


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

	Rooting


	Present
	Present
	4-6 mo.’s

	Sucking


	Present
	Present
	2-5 mo.’s

	Swallowing


	Present
	Present
	Persists into adulthood

	Pupillary
	present
	Present
	Persists into adulthood

	Moro


	Present
	Present
	3-6 mo.’s

	Startle
	present
	Present
	Persists into adulthood

	Palmar grasp


	present
	Present
	4-6 mo.’s

	Planter grasp

	present
	Present
	9 mo.’s

	Tonic neck


	present
	Present
	3-4 mo.’s

	Stepping

	present
	Present
	1-2 mo.’s

	Blinking

	present
	Present
	Persists into adulthood

	Trunk incurvation
	present
	Present
	Days after birth-4 weeks

	Babinski


	present
	Present
	12 mo.’s


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

This baby was one day shy of being considered “term” at 37 weeks and 6 days of estimated gestation. Her APGAR scores at 1 and 5 minutes were both 9.  All newborn reflexes were intact.  Assessment of heart and lungs showed heart rate and respirations within normal limits with expected sounds and no adventitious sounds. All body systems and parts are within normal and expected limits.  She was alert and easily roused and responsive to stimuli.  Her temperature was within normal limits. Her voiding and stool patterns were also within normal limits.  Though there was some question as to illicit drug use by the mother while pregnant, this baby showed no physical signs of drug withdrawal or evidence of congenital defect due to maternal drug use.
GESTATIONAL AGE EXAMINATION 
What is your estimate of the neonate's gestational age from your assessment? 


 (Hand in Ballard sheet with this assignment)   Ballard score 34 placing gestational age at 37-38 weeks.
Does your assessment agree with the gestational age by LMP?  (Discuss) 

Based upon Ballard assessment compared with the LMP, the infant appeared to be the same gestational age.
Is this infant SGA, AGA or LGA? 
This baby is AGA.

Are there any complications expected for a baby in this classification?  (Discussion) 
Based upon the physical assessment and Ballard assessment, this baby average size for gestational age, with full physical and neurological capabilities and all newborn reflexes intact.  There would be no expected complication for this child based on gestational age.

NEUROMUSCULAR MATURITY 
	SIGN
	SCORE
	SIGN SCORE

	
	-1
	0
	1
	2
	3
	4
	5
	

	Posture
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	4 

	Square Window
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	 2

	Arm Recoil
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	Popliteal Angle
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	 3

	Scarf Sign
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	Heel To Ear
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	 2

	TOTAL NEUROMUSCULAR SCORE
	 18


PHYSICAL MATURITY 

	SIGN
	SCORE
	SIGN SCORE

	
	-1
	0
	1
	2
	3
	4
	5
	

	Skin
	Sticky, friable, transparent
	gelatinous, red, translucent 
	smooth pink, visible veins
	superficial peeling &/or rash, few veins
	cracking, pale areas, rare veins
	parchment, deep cracking, no vessels
	leathery, cracked, wrinkled
	   2

	
Lanugo 
	none
	sparse
	abundant
	thinning
	bald areas
	mostly bald
	
	 4

	Plantar Surface
	 heel-toe
40-50mm: -1 <40mm: -2
	>50 mm
no crease
	faint red marks
	anterior
transverse crease only
	creases ant. 2/3
	creases over entire sole
	
	 4

	Breast
	imperceptable
	barely perceptible
	flat areola
no bud
	stippled areola
1-2 mm bud
	raised areola
3-4 mm bud
	full areola
5-10 mm bud
	
	 1

	Eye / Ear
	lids fused
loosely: -1
tightly: -2
	lids open
pinna flat
stays folded
	sl. curved pinna; soft; slow recoil
	well-curved pinna; soft but ready recoil
	formed & firm
instant recoil
	thick cartilage
ear stiff
	 
	 2

	Genitals (Male)
	scrotum flat, smooth
	scrotum empty,
faint rugae
	testes in upper canal,
rare rugae
	testes descending,
few rugae
	testes down,
good rugae
	testes pendulous,
deep rugae
	 
	 

	Genitals (Female)
	clitoris
prominent & labia flat
	prominent
clitoris & small labia minora
	prominent
clitoris & enlarging minora
	majora & minora equally prominent
	majora large,
minora small
	majora cover clitoris & minora
	 
	3 

	TOTAL PHYSICAL MATURITY SCORE
	16 


MATURITY RATING 

	TOTAL SCORE  
(NEUROMUSCULAR + PHYSICAL) 
	WEEKS

	-10
	20

	-5
	22

	0
	24

	5
	26

	10
	28

	15
	30

	20
	32

	25
	34

	30
	36

	35
	38

	40
	40

	45
	42

	50
	44


References : 
Ballard JL, Khoury JC, Wedig K, et al: New Ballard Score, expanded to include extremely premature
infants. J Pediatrics 1991; 119:417-423. 

Priority Nursing Diagnosis:
Risk for impaired mother-infant attachment related to possible removal of infant from mother’s care secondary to maternal history of drug use and loss of custody of previous children as evidenced by DCFS involvement in the case, fecal sample taken for drug screen and DCFS request to delay discharge until completion of drug screen.

Risk for disorganized infant behavior related to unpredictable interactions secondary to multiple caregivers due to possible removal of child from mother’s care as evidenced by DCFS involvement in the case, fecal sample taken for drug screen and DCFS request to delay discharge until completion of drug screen.
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N305 Newborn Assessment Grading Grid
STUDENT'S NAME _Todd Johnson
 Date of Care _10-24-11___
INSTRUCTOR _Chastity                   Date of Submission __10-31-11_
	
	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
	


