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Care has been taken to confirm the accuracy of the information pre-
sented and to describe generally accepted practices. However, the au-
thors, editors, and publisher are not responsible for errors or omissions
or for any consequences from application of the information in this book
and make no warranty, express or implied, with respect to the contents
of the publication.
The authors, editors and publisher have exerted every effort to en-
sure that drug selection and dosage set forth in this text are in accordance
i ‘with current recommendations and practice at the time of publication.
D ‘However, in view of ongoing research, changes in government regula-
~ tions, and the constant flow of information relating to drug therapy
- and drug reactions, the reader is urged to check the package insert for
each drug for any change in indications and dosages and for added wamn.
and precautions. This is particularly important when the recom-
1t is a new ntinge;lnenﬂy employed
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Preface

The Maternal-Newborn Home Care Manual is the culmination of 16 years of work in maternal-child
home health care. The program evolved from one developed in the early 1980s to address the needs
of postpartum women who chose to leave the hospital with their newborns 24 to 48 hours after de-
livery. What was once defined as early discharge, however, has now become the accepted standard
of practice regarding postdelivery length of hospital stay. The need to provide at least one home
visit to all newborns and their mothers has been heightened as a result of the reduced lengths of
hospital stay in the 1990s. The trend will surely continue into the 21st century as a result of cost
containment practices.

O For this reason, persons working in the field of maternal—child health must integrate home visit-
ing into the postpartum plan for all new mothers and infants. Some areas in the United States have
created legislation that actually mandates a home visit to postpartum families. Most research done
on the subject of early discharge indicates that with appropriate follow-up, the practice is safe and

may reduce the incidence of nosocomial infection.
The kevy is appropriate follow-up. Many conditions associated with maternal and infant morbid-

ity do not present until 3 to 10 days after delivery. Some of these problems include uterine infec-
tions, retained placental fragments, and wound infections (in the mother). Problems that most
frequently appear in newborns after 48 hours include jaundice, aspiration pneumonia, and infec-
tions on the skin and in the cord. In addition to maternal and newborn medical assessment, the
home visit provides an opportunity to offer education in a more relaxed atmosphere after the pri-
mary stress of labor and delivery has ended.

Chapter 1 of Maternal-Newborn Home Care Manual contains personnel policies that are oriented
to nurses making postpartum newborn visits. This section will be useful both to administrators for
recruitment, orientation, and evaluation, and to nurses providing direct care in the home as a stan-
dard of practice. This section is also necessary to any maternal—child service seeking Medicare certifi-
cation or accreditation by the Joint Commission on the Accreditation of Healthcare Organizations
(JCAHO) as a home health agency.

Home health agencies are not the only providers of this service. Often hospitals, birthing cen-
ters, insurance organizations, physicians, nurse-midwives, and grant-funded community service
programs will employ nurses to provide a postpartum-newborn visit to their clients. This manual
will be a helpful tool to anyone attempting to apply and implement quality standards of care in
maternal-child home visiting.

Chapter 2 provides standards for the psychosocial and physical risk assessment of both mother
and newborn. Included are definitions that will help the nurse objectively define psychosocial risk
. factors. The standards for physical assessment are very comprehensive and include findings consid-

ered to be within normal limits, deviations, and their assessment, along with actions to take when
def:iations are noted. Nurses will find this section to be a helpful tool to carry in the ﬁeldfm'msy
reference.
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Chapter 3 addresses invasive procedures that may be required at the postpartum-newborn home
visit. During the routine postpartum-newborn home visit, the nurse often may perform invasive
procedures to obtain newborn blood specimens for metabolic screening or bilirubin. Mothers or in-
fants could also need to complete a course of antibiotic therapy in the home. Obstetrical care
providers may request that the nurse also obtain blood specimens to evaluate the resolution of a
problem with the mother. Administrators must be assured that persons performing these procedures
are competent and practice according to a prescribed standard. Nurses must have access to adequate
orientation and a standard procedure.

Chapter 4 provides standards that can be applied to a High-Risk Newborn Home Care Program.
A federal task force, convened to study and make recommendations on the content of prenatal care,
found in 1989 that a series of regularly scheduled home visits to infants at risk throughout their first
year of life could significantly reduce infant morbidity and mortality in that population. The pro-
gram described here was implemented as a 2-year pilot study. Initial results of the study have yielded
significantly fewer hospitalizations and emergency room visits and a higher incidence of adequate
immunizations among the infants seen for the first year, compared with those in another group
with the same risk categories who were not seen beyond the postpartum period. Although providers
may need to search for them, the resources are available for funding to provide continued home vis-
iting services to infants at risk. Many insurers who provide coverage in areas of higher-than-average !
infant mortality have access to funding for organized preventive home visiting services. Those inter- |
ested in offering this program may additionally find funding resources through their local Depart- |
ment of Health, their state Department of Health, and the Federal Department of Health and '
Human Services in Rockville, Marvland (Health and Human Services, 5600 Fishers Lane, Rockville,
Maryland 20857). When inquiring, always ask for the Division of Maternal-Child Health. Admission
to the High-Risk Newborn program is determined at the first postpartum-newborn visit that hope-
fully all families receive regardless of risks. Based upon admission criteria described in this chapter,
mothers and infants determined to be at risk are admitted to the program and receive a series of vis-
its. The content and timing of the visits along with health outcome indicators helpful to the evalua-
tion of the program's effectiveness are included. Tools to assist in data collection for quality
assurance purposes are included in Section 2 of the Appendix.

Chapter S contains specific protocols used in postpartum newborn home visiting. Included are
protocols related to the newborn such as phototherapy, apnea monitoring, diarrhea, neonatal antibi-
otic therapy, and neonatal abstinence. Maternal protocols include staple removal, wound dehis-
cence, and bereavement. Protocols that apply to mother, newborn, and nurse include limiting
infections in the home and body fluid precautions are presented. )

Chapter 6 presents educational material that can be copied and shared with the family as part of
the home visit. Families will find it helpful to have this material left with them by the nurse. The
Appendix provides the user with the necessary clinical forms for both the initial postpartum-
newborn home visit and risk assessment along with follow-up visits for newborns admimm%w )
risk infant follow-up. There are also useful tools to assist in data collection and evaluation, alistof
common abbreviations, a glossary, and a bibliography to help the home health agency build itsown
library of resources. P e
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Personnel Policies and Procedures

This chapter covers the personnel policies and procedures relative to nursing performance when
making postpartum nursing home visits. Administrative persons will find these helpful for job de-
scription purposes. All nurses either supervising or providing direct care should be provided with a
copy of this section during orientation in order to understand performance requirements ade-
quately. In addition, these standards should be used as a component of concurrent and retrospective
audits for quality of services rendered. These standards will also provide a means to assess compre-
hensive nursing practice as part of the evaluation process for nurses working within the program.
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2 {_"Jhlpu'r L: Personnel Policies and Procedures

“! STANDARD NURSING PRACTICE

PURPOSE: These guidelines are designed to apply uniform quality standards in
professional nursing practice related to the postpartum visit within the
family-centered maternity care program.

RATIONALE: Guidelines are provided for the professional employee for expected standards
of practice within the family-centered care program.

CONTENT:

The duties and responsibilities of the nurse in the family-centered care
program are described below.

1. Receives and records the clinical assignment from the supervisor.
2. Verifies the time of the scheduled visit with the client before arrival.

3. Establishes a client relationship using the “helping relationship” (orientation, working, and
termination stages; see Box 1-1).

4. Reviews Terms and Conditions of Services, including requirements for third-party reimburse-
ment, with the client before beginning work.

5. Explains all procedures and rationales to the client before performance.

6. Reviews Patient Rights and Responsibilities as determined by PAHHA Code of Ethics for "
Home Care. -.

7. Assesses maternal needs, reinforcing the following items on Postpartum Assessment Tool:
breast milk and care, episiotomy, lochia, fundus, voiding, bowel pattern, temperature, pulse,

blood pressure, Homans’s sign, varicosities, edema, vitamins, iron, fluid balance, nutrition,
emotional status, and client’s knowledge of infant care.

8. Provides primary instruction or reinforces individualized postpartum teaching according to
the type of delivery and the condition of mother, covering rest, activity, diet, elimination,

vaginal discharge, sexual activity, maternal activity levels, hygiene, stitches, hemorrhoids,
pples, and breast pumping.

exercise, wound care, breastfeeding, care of breasts and ni

BOX 1-1: THE HELPING RELATIONSHIP

Orientation Phase: The client will know the nurse by name and accuratel describe the
participants in the relationship. The client and nurse will establish an agry roles of the

eement regarding:
e Goals of the relationship
» Location, frequency, and length of contact

Working Phase: The nurse and client work together to meet the client's goals. The client actively par-
ticipates, cooperating in activities to reach those goals. The client can i IVEly pa
concerns to the nurse. express his or her feelings and

Termination: The client participates in identifying progress toward o :
client verbalizes feelings about the termination of the relationship. . - > ent of goals. The



10.

11.

12.

13.

14.

15.

16.

17.

18.

Postpartim Assessment

Reviews normal newborn behavior (types of crying, sleeping patterns, stimulation, and
bonding).

Discusses self-care measures, emploving the concepts of active decision making by the client
in relation to self-care needs.

Discusses a preventive approach to postpartum depression, stressing key causative factors
and troubleshooting methods.

Explains metabolic screening testing; verifies if this testing has been done; and assesses the
need for repeat testing according to phvsician instructions for follow-up. Resolves any ques-
tions with the baby’s primary physician. Obtains a metabolic screening if indicated.

Evaluates for the need of Home Health Aide services or evaluates the services if they are al-
ready being used.

Reviews community resources available to the family (insurance coverage, health clinics,
breastfeeding groups, parenting groups, etc.).

Provides preventive health teaching concerning breast self-examination; the effects of smok-
ing, drugs, diet, and caffeine; infant immunizations; the need for physical examinations;
signs and symptoms of illness in the family and baby; and resuscitative and emergency pro-
cedures for infants.

Performs assessment of newborn, checking appearance, skin color, heart rate and sounds,
temperature, respiratory rate and character, neurologic status, muscle tone, abdomen, neck,
extremities, femoral pulse, genitalia, history of voiding and bowel movement, condition of
cord, condition of circumcision, nutritional history from birth, and nutrition.

Provides instruction in newborn care, reinforcing the following items on the Newborn As-
sessment Tool: bathing, cord care, diapering and dressing, diaper rash, circumcision care,
fresh air, stuffy nose, sleeping, visiting, immunizations, medications, books available, cool
mist, temperature-taking techniques, ipecac, meeting the infant’s physical and emotional
needs, and problems that require special attention.

Reviews the patient education materials.

= POSTPARTUM ASSESSMENT

POLICY: A postpartum assessment will be performed on all clients referred to the

postpartum program.

PURPOSE: The postpartum assessment is conducted to provide nursing assessment for

mothers and infants in early-discharge maternity programs.

PROCEDURE: The procedures to be used for conducting the postpartum assessment are

described below.
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1. The hospital will assure that all women receive access to home visiting nurse services follow-
ing discharge. |

2. The agency or nurse will contact the mother after the referral is received.

3. A visit will be scheduled according to the plan of care.

4. If the nurse is unable to schedule a visit, the nurse will contact the agency with the prob- !

lem, within the first 24 hours after discharge. The agency will notify the hospital physician
and insurer (if required).

S. If the mother is a “no-show” when the nurse arrives for the visit, the nurse will contact the
agency with a report on the status of the visit and will continue to attempt to see the

mother and the baby based upon additional information the agency, hospital nurse, or in-
surer are able to provide.

6. The nurse will obtain a signed consent for both the mother and the baby as required.

7. The nurse will perform a physical assessment of the mother.
8. The nurse will perform a physical assessment of the infant.

9. The nurse will perform a risk assessment and determine whether there are additional prob-
lems requiring additional home care or follow-up by the physician.

10. The nurse will complete the assessment form for both the mother and baby, clearly noting
the mother’s insurance number and type, date of birth, WIC appointment, baby’s pediatri- ~
cian, date and time of follow-up appointment, and all other required information. F

11. The nurse will ask the mother which county office she uses and will report this information

to the agency, including the name of the mother’s caseworker. The nurse may also assist in
ensuring infant coverage.

12. The nurse will call the county office from the patient’s home to notify the county
office/caseworker of the birth of the baby and will schedule an appointment to get the baby
an insurance card if the mother or infant are uninsured. (Outreach agencies can complete
enrollments.)

3 13. The nurse will review emergency numbers and safety measures with the mother.

I i

L ] . The nurse will make referrals to other agencies as needed.
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o e "T ~15. The nurse will have the mother sign a time log for both herself and her baby. -
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Standards for Psychosocial and
Physical Risk Assessment

! DIRECTIONS FOR USE OF THE
POSTPARTUM/INFANT UNIVERSAL HOME RISK

ASSESSMENT

1.

2

The Postpartum/Infant Universal Home Risk Assessment Procedure includes the following:
a. Directions for use
b. The Postpartum/Infant Home Risk Assessment Tool
c. Postpartum/Infant Risk Assessment Standards
A referral form should be completed by the source making the referral to the home health
agency. Referrals for initial visits can be made by the client’s physician, nurse practitioner,

nurse, social worker, the client herself, outreach, or other significant person involved in the
client’s care.

The agency, provider, and insurers will make all attempts to determine whether the mother or
the newborn has had previous home care services in this pregnancy to assure appropriate coor-
dination of care, access to medical history, and referral to the previous provider if appropriate.

The parent or guardian will be advised in advance of client rights in compliance with federal
Medicare requirements.

All Plans of Care will be supervised by a physician in compliance with Medicare standards.

It is recommended that all newborn infants and postpartum women be afforded access to
the Universal Home Risk Assessment, especially those at or below the poverty level, to deter-
mine the following:

a. If there are risk factors that were not obvious during the prenatal period.
b. If there are any plans for community services.
c. If there is an ongoing need for home care services.
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7. Based on the findings of this assessment, clients may be discharged from home care to their
primary care provider or admitted to home care for follow-up based on short-term medica)
needs of the mother or infant. These areas are those in which the agency anticipates resoly.
tion of home care involvement within the first 62 days after delivery.

8. Guidelines by risk category

a. Initial assessment: All women and children will receive an initial home visit for physical
and psychosocial assessment and determination of level of risk.

b. Initial risk-specific home care

1) Increased risk: All women and children determined to have one or more level 1 risk

factors are eligible for one to three visits per month for 62 days, depending on indi-
vidual need and per the physician’s Plan of Care.

2) Moderate risk: All women and children determined to have one or more level 2 risk

factors are eligible for one to three visits per week for 62 days, depending on indi-
vidual need and per the physician’s Plan of Care.

3) Maximal risk: All women and children determined to have one or more level 3 risk

factors are eligible for four to seven visits per week for 62 days, depending on indi-
vidual need and per the physician’s Plan of Care.

€. Ongoing risk-specific home care: The risk status of all women and children will be re-

assessed every 62 days and, depending on individual risk level and need, a new Plan of
Care will be developed and implemented.

9. Clients receiving the Postpartum Infant Universal Home Risk Assessment and meeting the

following high-risk infant admission criteria are admitted to the Maternal/Newborn Home
Care Program.

a. The infant’s birth weight is 1500 grams or less.
b. The mother is 17 years old or younger.

c. There has been inadequate prenatal care.

d

. The mother or infant has tested positive in a urine drug screen (UDS) or has tested posi-
tive for alcohol or drug abuse.

L

Mother or infant suffers from immunosuppression.

f. Medical necessity dictates home care. The reason must be specified (i.e., Apgar at 5 min-
utes <5, respiratory distress syndrome [RDS; mechanical vent >6 hours], intracranial
hemorrhage, major congenital anomalies, central nervous system (CNS) infection or
trauma, hyperbilirubinemia [>25 mg/dl], neonatal seizures, gastroesophageal reflux,
congenitally acquired infection or disease, intensive care nursery, or another medical

ok :
social necessity determined by the pediatric health care provider). _

¥eloped for | | eting the ad-
Inission criterla will have a community service plan developed by the health care provider.

10. Any problems identified will be reported to the health care provider. A Plan of Care will be
developed for clients with the admission criteria listed above. Clients not meeting the ad-
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12. Levels of care
. After the initial evaluation, a Plan of Care will be developed in compliance with Medicare
standards. The goals and objectives of the plan are based on the individual client’s needs as
identified by the screening.

As part of the risk assessment section of the tool, the problems are assigned correspond-
ing identifiers indicating a suggested level of care (i.e., a, cultural beliefs; b, inadequate food;
¢, current/recent abuse of drugs). These levels provide guidelines by which the agency,
health care provider, client, and insurer can realistically plan for home care service need, di-
recting the greatest intensity toward the greatest risks for poor outcome or preventable hos-
pitalization. One rating (or more) in the next level requires that the client receive the higher
level of care. For example, a client scoring all 1's would be at minimal risk, requiring level 1
services. If the client scored all 1's and a 2, that client would be at moderate risk and would
therefore require level 2 services.

Initial plan guidelines include the following:

a. Level 1: One to three visits per month for the first 62 days. If meeting high-risk admis-
sion criteria, the client will be reevaluated every 62 days through the infant’s first year,
unless discharged.

b. Level 2: One to three visits per week for the first 62 days. If meeting high-risk admission
criteria, the client will be reevaluated every 62 days through the infant’s first year, un-
less discharged.

C. Level 3: Four to seven visits per week for the first 62 days. If meeting high-risk admis-
sion criteria, the client will be reevaluated every 62 days through the infant’s first year,
unless discharged.

13. Clients are discharged if the goals set are met or for one of the following reasons:
O a. There are no identified admission criteria justifying home care.
b. The admission criterion problem has been identified and resolved at the initial visit.

The goals in the established Plan of Care have been met.

e (50

The goals cannot be met and the reasons are justified.

& POSTPARTUM/INFANT PSYCHOSOCIAL
STANDARDS FOR RISK ASSESSMENT

1. Life transitions: Life events that result in the possibility of changes in lifestyle, perceptions,
behaviors, or belief systems.

a. Denial or rejection of pregnancy: Denial is defined on a cognitive and emotional level as
not acknowledging/accepting the pregnancy. Rejection is defined as a strong negative
emotional or behavioral response to being pregnant.

b. Past/current/recent incest or rape victim: Any evidence of sexual abuse or assault (incest
or rape).

¢. History of infant/child chronic disability: Any diagnosed chronic physical or mental dis-
ability of another child.

d. History of fetal death or other infant or pregnancy loss: Any loss that has occurred pre-
. natally or within the infant’s first year of life. |

e. Adoption or termination considered: Family seriously considering adoption or
termination.

w— » ]
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{. Suspected domestic violence: Suspected battering of child, parent or guardian, or both.
Possible law enforcement involvement.

2. Emotional status: Identifiable affect (demeanor, emotional tones), mental status (intellectual
fpnctmns; use of defenses; orientation to place, person, time), or emotional status (emo-
tional control, emotional appropriateness) of patient or significant other.

a. History of mental illness, mental health treatment. or hospitalization: Diagnosis of
mental illness that may have included outpatient treatment.

b. Unresolved grief or significant loss: [nability to reach acceptance in dealing with signifi-

cant losses such as death of significant other; loss of job, home, or financial security; di-
vorce or loss of relationship with significant other.

Suicidal ideation: Serious suicidal tendencies as indicated by verbal threats, extreme de-
pressed states, history of previous suicide attempts, and an actual suicide plan.

Feelings of isolation, loneliness, or having inadequate support system: Expression of ex-
treme loneliness. Patient may have family members or significant other present, but

these people may provide insufficient or no emotional or financial support. Patient may
not have any support.

e. Questionable coping: Difficulties in adjusting to and accepting social relationships, life
opportunities, activities of daily living (ADLs), and self-concept.

f. History of depression: Evidence of a debilitating postpartum depression after a previous

pregnancy (e.g., inability to take care of personal needs or even a single task, inability to
bond or care for the child, potential abuse or neglect of self or infant).

g. Evidence of low self-esteem: Verbal or nonverbal expression of low self-esteem, evi-

denced by lack of eye contact, downgrading one’s self, disheveled appearance, with- -
drawal, negative self-concept.

3. Substance abuse or risk-taking behavior: Ongoing use or abuse of substances and evidence of
risky behavior (e.g., multiple sex partners, no birth control method, tobacco use, behavioral
problems in general).

a. Current or recent abuse of alcohol: Ongoing use or use within past year of alcohol as it
impacts on the individual and family. Includes those with no recent abuse but still liv-
ing with other abusers.

b. Current or recent abuse of street drugs: Ongoing use or use within past year of illicit
drugs (e.g., heroin, marijuana, cocaine, barbiturates, amphetamines) or a referral from a

drug abuse program. History of use or continuing abuse as it impacts on the individual
and family. Includes those with no recent abuse but still living with other abusers.

¢. Current or recent use or abuse of prescribed medication: Ongoing use or use within past

year of prescribed medication as it impacts on the individual and family. Includes those
with no recent abuse but still living with other abusers.

d. Law enforcement involvement: Law enforcement involvement with reg
the parent’s ability to access care or to care for the child.

e. Sexual risk-taking behaviors: Includes but is not limited to multi
method of birth control, and unsafe sex practices. Includes thos
houses.

f. Tobacco use or secondhand smoke exposure: Ongoing use of tobacco (cigarettes, chew-
~ ing tobacco, snuff) by the patient and its impact on the risk of secondh e
i;fe to the infant or other children. and smoke expo-

ard to impact on

ple sex partners, no
e who live in crack
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4. Parenting issues (observed or expressed): A client’s perception of himsell or herself in the
role of parent in relation to the actual behaviors that are observed or expressed by the
client.

d.

C.

Teenaged or inexperienced parents: The particular developmental stage of the parent
and how it impacts the ability to parent or nurture the child. Examples: a child raising a
child, or an inexperienced parent exhibiting lack of confidence and fears regarding the
ability to meet the needs of the child.

Developmental issues (child or family expectations): Lack of knowledge or poor under-
standing of what is age-appropriate for the developing child. Inappropriate expectations
may lead to punitive responses. Example: expecting an 18-month-old to toilet train and
then punishing the child if there are continued “accidents.”

Discipline issues: Discipline methods are often culturally learned behaviors. Problems
can occur when discipline is not appropriate to the child’s developmental stage. Exam-
ple: disciplining a cryving 3-month-old because the child is perceived as being bad and
deliberately crving to upset the parents.

Relationship issues (bonding or nurturing): Poor eye contact, coldness, mother unable
to cuddle with child (which can lead to failure to thrive).

History of child abuse or neglect, now resolved: History of placement of other children
due to abuse or neglect, currently resolved.

Child abuse or neglect, or current child protective service involvement: Uncertainty re-
garding the possibility of abuse or neglect and anyone with current child protective ser-
vice involvement. The staff person who directly observes possible abuse or neglect is
required by law to report this. Assure interdisciplinary involvement and follow-up.

Three or more children younger than 6 years of age: The possibility of increased stress
related to the care of multiple young children with little support or few social outlets.

5. Educational or cultural barriers: These are potential barriers that are associated with greater
than average infant mortality and morbidity or that might impede the patient’s ability to
follow instructions, meet expectations, or adhere to a recommended Plan of Care. Referrals
might enhance the likelihood of appropriate use of services.

d.

B I =

be

Low literacy or limited intellectual ability: Evidence of inability or difficulty in reading
basic instructions. Documentation of low or borderline intellectual capabilities.

Language barriers: Inability to communicate basic information in English; also includes
hearing and speech impairments.

Cognitive deficits: Documented or perceived deficits in the ability to process informa-
tion.

Parent or guardian has not completed school beyond grade 12.
Parent or guardian has not completed school beyond grade 10.
Parent or guardian has not completed school beyond grade 9.

Culture or beliefs: Cultural factors and beliefs that may impact health attitudes and be-
haviors, such as religious beliefs and practices, health values, attitudes toward getting
and receiving health care, and present behaviors and lifestyle. These factors will vary
among communities and individuals, and providers should be prepared to identify and
respond to the needs of the populations they serve. Examples: cereal in an infant’s bot-

tle, jewelry for the baby, socks to cure hiccups, and coffee grounds to treat conjunctivitis.
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6. Economic or resource needs: These factors could be

management or, if more than one factor
tervention.

appropriately handled through case
presents significant stress, through psychosocial in-

a. Insufficient income or no income to meet basic needs.

b. No transportation: [nability to secure adequate transportation to meet instrumental

ADLs. This may include a child or family member’s inability to plan or to take responsi-
bility for required decision-making.

J—

C. Inadequate food: Difficulty in obtaining food to meet basic nutritional needs. May in-
clude lack of resources to purchase food or lack of knowledge about available resources.

d. Legal needs: Need for assistance from the legal system (e.g., child support, divorce, do-

mestic violence). May include lack of resources to secure legal aid or empowerment to
effectively access available legal resources.

e. Chronic difficulty accessing system: Persistent inability to access multiple agencies to as-
sist with resources, impairing the ability to meet the most basic needs.

f. Child care problems: Problems securing adequate acceptable child care such that gain-
ing employment or accessing medical care is difficult or of low priority.

8- Medicaid or general medical insurance problems: No existing permanent medical cover-
age for medical condition.

7. Maternal medical/nutritional factors

a. Abnormal physical findings during this assessment: Any abnormal findings as noted on
page 1 of the assessment tool.

b. Problems with the chosen family planning method: The patient is unable to use the ex-
isting family planning methods successfully. Reasons may be medical, social, financial,
religious, or emotional. |

c. Short interconceptual period: A period of less than 1 year between this conception and
the preceding delivery.

d. Grand multigravida: The patient has been pregnant more than seven times.

e. Anemia: Hemoglobin < 10.8. If the patient does not know, ask if folic acid has been
prescribed.

f. Chronic disease: Medically diagnosed and documented chronic disease (e.g., diabetes, - r
hypertension, renal disease, cardiovascular disease, liver disease, tuberculosis, sickle cell .
| disease or trait, cancer, seizure disorder). i

g. HIV/AIDS: Any patient or significant other who has tested positive for the AIDSW

fl

has been medically diagnosed with the disease. ‘

h. Problem initiating breastfeeding: Any failed attempt at breastfeeding. | Iy J T

i. Pica: Eating substances not ordinarily ered to be edible or to have nutritive val

300 ) +
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Postpartumy/Tnfant Psychosocial Stundards for Risk Assessment

Prenatal exposure to drugs or alcohol: Maternal use of drugs and/or alcohol during
pregnancy.

Infant anemia: hemoglobin <14.5 for a newborn, <9 for a 2-month-old, <11.5 for a 6-
to 12-year-old.

Failure to thrive in siblings, previous or existing: Suspected or medically diagnosed and
documented history and/or current condition.

Diagnosed or suspected malabsorption: Suspected or medically diagnosed and docu-
mented disorders (e.g., inadequate absorption of nutrients caused by one or combina-
tion of the following: infections, routine enteropathy, pancreatic insufficiency, gastric
resection, antibiotic therapy, etc.).

Symptoms of intolerance to formula: An infant with overt symptoms of formula intoler-
ance may present with any or all of these problems:

1) Diarrhea (watery, large, frequent bowel movements that have a bad odor)
2) Vomiting (throwing up large amounts of the stomach contents through the mouth)

3) Constipation (painful bowel movements that are difficult to pass and look like
small, hard balls)

4) Abdominal distention
S) Rash
6) Bloody stools

7) Other babies may present with milder symptoms similar to those of overt formula
intolerance:

(@) Spitting up

(b) Gas

(c) Fussiness
Gastroesophageal (GE) reflux: Medically diagnosed and documented GE reflux.
Low birth weight infant: Weight less than 2500 grams at birth.
Very low birth weight infant: Weight less than 1500 grams at birth.

. Inadequate prenatal care: Less than four prenatal visits, for any reason.

Previous hospitalization of siblings in first year.

Extended neonatal intensive care unit (NICU) hospitalization: Neonatal course for the
child that includes treatment and more than an overnight stay for observation in the
NICU.

Medical problems related to prematurity: Any medical problem, current or residual, as a
result of birth at or before 37 weeks.

Medical problems related to congenital anomalies: Any medical problem, current or
residual, as a result of any congenital anomaly.

Sexually transmitted disease (STD) exposure in pregnancy, untreated: Documented STD,
untreated or treatment not completed. Includes chlamydia, herpes, syphilis, gonorrhea,
HIV, and hepatitis.

Lead exposure: An answer of “yes” to any of the following risk-assessment questions
means the child is at risk:

11
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1) Does your child live in or regularly visit a house built bef y
es _ ore 19607 |
child’s day care center/preschool/home built before 1960? Do any ofﬂ tl‘tv:;am

dwellings have peeling or chipping paint?

2) Does your child live in a house built before 1960 wi
vith recent, -
renovation or remodeling? ¢nt, ongoing, or planneg

3) Have any of your children or their playmates had lead poisoning?

4) Does your child freqpentl}-' come in contact with an adult who works with lead? px.
aI:llt}]?lES dre construction, welding, pottery, or other trades practiced in your commuy-
nity.

S) Does you child live near a lead smelter,

‘ battery recycling plant, or other industry
likely to release lead into the communi

ty? Cite other examples.

Do you give your child any home or folk remedies that may contain lead?

7) Does your child live near a heavily
be contaminated with lead?

6)

traveled major highway where soil or dust may

8) Does your home's plumbing have lead pipes or copper with lead solder joints?

8. Environmental problems
a. Housing problems: Includes any of the following:

1) Living space or accommodations inadequate for the number of occupants in the
household, indicating that a potential health or safety hazard exists.

2) Conditions that are substandard, indicating that clear safety hazards exist (e.g., :
poor sanitation, ventilation, heating, electrical hazards, vector infestation). ﬂ

3) Movement from one house/apartment/shelter to another without a stable home
base or a network of support systems. This could include the migrant population.

4) Without housing, totally reliant on community support for shelter, or living on the
streets.

b. Utilities: Lack of electricity, heat, phone, or air conditioning in those situations where
they are basic necessities.

c. Water/sewer: Lack of water/sewer.
d. Refrigeration: Lack of refrigeration.

. : i f high crime or otherwise known to be | :
. Unsafe neighborhood: Neighborhood is an area o J
: l.lljnsafe for igts residents. This would include a known drug area.

f. Inadequate preparation for infant: Lack of preparation for meeting the basic needs of a
: newborn in the home (e.g., no crib, car seat, clothing, formula). =

YSICAL STANDARDS: STANDARDS OF CARE—
rERNAL ASSESSMENT

I
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C. Evaluation of deviations: It is not unusual for the mother's temperature to rise to 100.4°F
. in the first 24 hours after delivery if unaccompanied by other symptoms. If her temper-
ature elevates after 24 hours and persists for 48 hours, it is abnormal. Check for other
symptoms such as foul-smelling lochia, calf or leg pain, undue pain or discomfort, or
burning upon urination.

d. Action: If her temperature is between 99°F and 100.4°F, check for breast engorgement. If her
temperature is 100.4°F assess for mastitis, endometritis, urinary tract infection, or other
systemic infection. Call the health care provider from the client’s home and relate your
findings if infection is suspected. If infection is not suspected, instruct the mother in the
signs and symptoms of infection, then retake her temperature every 4 hours. She should
report to her health care provider any of the following: signs and symptoms of infection,
persistent temperature elevation over 24 hours, or a temperature higher than 100.4°E

2. Pulse
Standards WNL: Pulse rate should be between S0 and 90 bpm.
b. Deviations: A pulse rate less than S0 or greater than 100 bpm is abnormal.

C. Evaluation of deviations: Pulse rate falls a short time after delivery and bradycardia may
persist for 6 to 8 days. Pulse rates greater than 90 bpm could indicate either infection or
hypovolemic shock if other signs have also deviated from the norm (e.g., hypotension,
increased amounts of vaginal bleeding, diaphoresis, or pallor).

d. Action: If the pulse rate is greater than 90 bpm and other signs are evident, call health
care provider from the client’s home immediately and relate your findings.

O 3. Blood pressure

a. Standards WNL: Blood pressure should remain in accord with previous readings if there
were no problems. A good range is 90/60 to 140/90. Deviations must be measured
against the average blood pressure of the individual client. A history of blood pressure
must be obtained from client.

b. Deviations: The following are abnormal findings: a sustained rise of 30 mm Hg or more
in systolic blood pressure, a sustained rise of 15 mm Hg or more in diastolic blood pres-
sure, a sustained systolic blood pressure of 140 mm Hg or more, or a sustained diasys-
tolic blood pressure of 90 mm Hg or more.

C. Evaluation of deviations: There is a small risk of postpartum toxemia until the cardiovas-
cular system is relieved of the excess fluid volume normally acquired in pregnancy. Eval-
uate to determine if edema and headache are present. Hypotension can be a late sign of
hypovolemic shock; other signs are usually evident before a decrease in blood pressure.
Orthostatic hypotension can occur in the first 48 hours but should not persist unless
some underlying condition is present.

d. Action: If the patient has an increase in blood pressure along with blurred vision,
headache, and edema, call her health care provider immediately. If other symptoms are
not present, take blood pressure in both arms. If the elevated pressure is evident in both
arms, have the client lie down for 15 minutes and retake her blood pressure. If the pa-
tient has decreased blood pressure and is asymptomatic, instruct the client to notify her
health care provider if she becomes symptomatic.

4. Perineum

g a. Standards WNL: The episiotomy should be dry and intact; some discomfort is normal.

b. Deviations: Swollen, bruised perineum accompanied by extreme pain and possible foul-
smelling discharge is notable.



14 Chapter 2: Standards for Psychosocial and Physical Risk Assessment

. Evaluation of deviations: Increased perineal pain can be indicative of a vaginal *
hematoma. Obtain labor and delivery history and assess perineal area closely for ~

swollen or bruised areas. Check for intact episiotomy and for other signs/symptoms of
infection, such as elevated temperature and foul-smelling discharge.

d. Action: N_otif}-' the health care provider from the client’s home if the client is having ex-
treme pain that is not relieved by normal techniques such as sitz bath and analgesics.
Notify the health care provider also if the episiotomy appears swollen and if discharge is

foul smelling. Encourage the client to cleanse perineal area from front to back and to
use good handwashing technique.

5. Gastrointestinal system

a. Standards WNL: The client should have well-formed brown stool by second or third
postpartum day or fourth day following cesarean section.

b. Deviations: Nonexistent bowel sounds or the inability to have a bowel movement by
third day following delivery should be investigated.

C. Evaluation of deviations: During labor or any operative procedure such as cesarean sec-
tion birth, peristalsis ceases. Auscultate for bowel sounds in client. Obtain a history of
the client’s normal bowel pattern.

d. Action: If bowel sounds are nonexistent, encourage increased ambulation and a liquid
diet until the client feels gas movement. If this does not occur within 24 hours, instruct
the client to notify the health care provider. If bowel sounds are present but the client
has not moved bowels, exercise, increased roughage in diet, and increased fluids are rec-
ommended. Instruct the client to notify her health care provider if there has been no
bowel movement by the fifth day following delivery, or sooner if uncomfortable.

6. Fundus or uterus

a. Standards WNL: The fundus should be firm and should be positioned 1 to 2 centimeters
above the umbilicus, down to 3 centimeters below the umbilicus.

b. Deviations: The following are abnormal findings: soft fundal tone, failure to contract
after massage, evident increased vaginal bleeding, or fundus positioned 3 to 4 centime-
ters above umbilicus with right deviation.

c. Evaluation of deviations: Determine the intrapartum course for evidence of retained pla-
centa, large neonate, multiple gestation, or grand multipara. Massage fundus gently.
Overstimulation of the fundus can cause inversion of uterus. Instruct the client to mas-
sage fundus. Check the amount of vaginal bleeding. Check for urinary retention. Con-
sult with the health care provider. Uterus displaced to the right usually indicates bladder
distension due to inadequate urination. Evaluate urinary status.

d. Action: Notify the health care provider immediately from the client’s home if the fundus
remains soft and increased vaginal bleedmg persists. Use techniques to induce urination
(running water, sitz bath, etq.). erake certain that the client is aware that she should
contact her health care provider if she has any difficulties in voiding.

7. Lochia
a. Standards WNL: Presence of a moderate (!/2 to 3/4 pad) amount of dark red blood for ini-
tial 2 to 3 days is normal. Odor should be that of normal menstrual flow (Jacobsen,
1985). | J

b. Deviations: If lochia is excessive, with fully saturated pads of bright red blood after 1 to 2
hours, or is foul smelling, it should be investigated. |
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¢. Evaluation of deviations: Obtain a detailed labor and delivery history. Encourage the

client to keep a record of pads used and saturation status. Determine whether other
signs and symptoms are evident that would indicate abnormal involution (e.g., atonic
uterus, hypotension, tachycardia). Foul-smelling lochia is indicative of intection. Check
temperature for two consecutive readings of 100.4°F or higher. Check for tiredness.

. Action: Check the client’s fundus for tone. Check episiotomy for intactness. Check the

consistency and amount of bleeding. If it is excessive, compare with other signs and
symptoms and notify the health care provider immediately from client’s home if neces-
sary. If temperature is 100.4°F or higher for two consecutive readings or if there is a foul-
smelling lochia, call the health care provider from the client’s home.

8. Urinary system
a. Standards WNL: Output should be 1500 ml per 24-hour period via urinary tract.

b. Deviations: Decreased output of less than 30 ml per hour, dysuria, frequent urination
] | )

with small amounts, or pain with chills and fever, all are abnormal findings.

Evaluation of deviations: Evaluate the client’s voiding patterns. Determine if the client
had any difficulty voiding in the hospital and if her health care provider was aware ol
this. Evaluate the fundal height to verify bladder distention. Check the client’s tempera-

ture.

. Action: Notify the health care provider from the client’s home if signs and symptoms of

urinary tract infection or bladder distention are present.

9. Breasts
a. Standards WNL: Two mammary glands with wide, pigmented areolas are normal. Some-

times there is a less-pigmented area called the secondary areola. Venous engorgement
may be visible along with striations of the skin. The nipple is erect and deeply pig-
mented. Some patients may have flat or inverted nipples. Breastfeeding should be en-
couraged and supported as a method of feeding. Breasts of nonnursing mothers will
become full and the mother may experience moderate discomfort.

. Deviations: A duct of the breast may become clogged, causing the milk to back up. The

area becomes tender to the touch and reddened, and infection can set in. An elevated
temperature accompanies this condition. Another problem that may arise is breast en-
gorgement. Also, the nursing mother’s breasts may not fill adequately. Try to ensure
that an adequate breastfeeding pattern is established. Sore nipples may also cause dis-
comfort for the nursing mother.

. Evaluation of deviations: If a breast duct becomes clogged, evaluate for signs and symp-

toms of mastitis: chills, fever, malaise, axillary adenopathy, extremely tender breast,
cracked nipples, plugged milk ducts. For engorged breasts, determine the method of
feeding. If breastfeeding, evaluate the hardness of the breast and the ability of the infant
to latch onto the nipple. Check for discomfort, as well as for signs and symptoms of
mastitis. If you suspect that the mother’s breasts are not filling adequately, check if the
breasts are soft to the touch after the third postpartum day before scheduled infant feed.
Evaluate the mother’s hydration, pattern of feeding, and whether supplements are of-
fered. If her breasts are inadequately filling, the mother may complain of a constantly
hungry infant. For sore nipples, reassure the client that nipples often become sore ini-
tially. Evaluate the interference with breastfeeding establishment.
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d. Action: Notify the health care provider from the client’s home when mastitis is present so
that antibiotics may be ordered. Encourage the client to maintain breaslfeeding on the
affected side. Place warm compresses on the reddened area. Do not stop breastfeeding or
pumping. This could aggravate the condition. In a nonnursing mother, instruct the
client to wear supportive bra and to apply ice to breast. Avoid any stimulation to breasts
(shower backwards). Acetaminophen may be taken on advice from the health care
provider. Instruct the client in the signs and symptoms of infection. She should report
these to her health care provider. If her breasts are not filling adequately, establish the
following plan with the mother to promote breastfeeding. No supplements should be of-
fered before 2 hours of anticipated feed. Always offer the breast first to satiate infant’s
hunger. Allow the infant to suckle 15 minutes each side. Positions should be changed
each feed to minimize nipple soreness. Breastfeed every 2 to 3 hours: avoid overexhaus-
tion. For the exhausted mother: Breastfeed only S minutes each side and g0 back to sleep
immediately. A support person may feed the infant formula supplement if indicated. The
support person should feed and care for the infant away from the mother’s sleeping area.
If the mother has sore nipples, instruct her to persist, because the soreness will resolve,
Change the infant’s positions with each feeding (lying down, football, sitting up, cradle,
semireclining with infant facing mother). Always allow the nipples to dry thoroughly
(may blow dry from safe distance). Use warm, sterile saltwater soaks: apply Eucerin cream
(Masse contains alcohol, which may irritate) to areola (do not plug nipple opening with
any cream) or radiant heat from household light bulb directed toward nipple (not over
60 watts). Offer a breastfeeding counselor to all breastfeeding mothers.

10. Psychological status

a. Standards WNL: The beginning maternal-infant bond has formed. Emotional fluctua-
tions may be evident but should resolve by the fourth postpartum day.

b. Deviations: Postpartum psychosis, detachment from infant, and maladjustment to body
image changes are all reasons for concern.

¢. Evaluation of deviations: Evaluate for signs of postpartum psychosis such as infant de-
tachment, disinterest in personal appearance and nutrition, anxiety, anorexia, and exag-

gerated fatigue. The mother may express strange or inappropriate thoughts or feelings,
delusions, hallucinations, or hostility toward significant other and medical staff.

d. Action: Consult with the health care provider for the best plan of action. Emphasize the
need for follow-up visitation, especially for safe caretaking of the newborn.

1l STANDARDS OF CARE FOR INFANT
ASSESSMENT

1. Skin
a. Standards within normal limits (WNL): SKin color should be pink and the skin should be
; warm to touch; some mottling may be present in extremities. A slightly yellow color
with blanching about nose or the presence of a normal newborn rash, birthmark, or

mongolian spots is also a normal finding.

Deviations: Evidence of cyanosis about face or lips requires investigation; the infant who
appears very pale or ruddy should be evaluated. Icterus, a yellow skin tone to blanching
about face and abdomen, is also an abnormal finding. Another finding to investigate is
a'rastPappearing to be spreading out from inside the anus. Any rash characterized by

bright-red papules that may erupt and form craterlike ulcers or that appears to contain

pustules is ¢duse for further assessment.




Stamdards of Care for Infunt Assessment 17

¢. Evaluation of deviations: Observe the degree of cvanosis while the infant is eating or cry-

. ing. Evaluate the activity level, vital signs, heart and lung sounds, eftect of posturing in-
fant, suck, interest and ability to maintain time needed to feed. If there is evidence of
icterus, determine if bilirubin was drawn in the hospital and if the mother had instruc-
tions for follow-up. Determine, if possible, the mother’s and infant’s blood types. (It the
mother is type O, determine if she received RhoGAM; report immediately to the health
care provider if the baby has a positive blood tyvpe and the mother did not receive
RhoGAM). Evaluate the infant’s activity level, interest in feeds, color of stools, and the
presence of yellow in sclera. If the baby has a suspicious rash, evaluate the maternal his-
tory of infection and the length of time from rupture of membrane (ROM). Assess other
vital signs and check for signs and symptoms of infection in the infant. Determine if
the baby’s health care provider is aware of the rash and what treatment has been pre-
scribed.

d. Action: If infant’s skin tone is yellow to blanching about abdomen or if sclera appears
yellow, assess the infant and notify the health care provider from the client’s home. If
the infant is slightly vellow only about the face, is active, alert, and eating well, instruct
the mother to provide extra water after feeds and with signs and symptoms of jaundice
(yellow about abdomen or sclera, lethargy, decreased interest in feeds). The family
should be aware to notify the health care provider if the signs and symptoms increase.
If the infant has a rash and is not under the health care provider’s care, notify the
health care provider of vour findings from the client’s home.

2. Head

a. Standards WNL: A rounded head is normal; some molding may be apparent. Axillary
temperature should be between 97°F and 99°F.

g b. Deviations: Caput succedaneum, which may cross cranial sutures, merits further evalua-
tion. Cephalhematoma, which does not cross cranial sutures, is also an abnormal find-
ing. If the infant is unable to move his or her head from side to side, it may indicate
neurologic trauma. Asymmetrical flattened occiput on either side of head may indicate
plagiocephaly. If the infant holds his or her head at an angle, torticollis is a possibility.
An axillary temperature below 97°F or above 99°F, or swings of more than 2°F from one
reading to the next are also abnormal findings.

C. Evaluation of deviations: 1f you suspect caput succedaneum or cephalhematoma, evaluate
the infant’s neurologic reflexes. Evaluate for signs and symptoms of intracranial hemor-
rhage (abnormal respiration with cyanosis, shrill cry, reduced responsiveness, tense
fontanelle, and convulsions—twitching of the lower jaw with salivation is often a sign
of convulsion). If head movement, asymmetrical flattened occiput, or the head’s angle is
a problem, instruct the parents to change the infant’s sleeping positions frequently and
call the health care provider if there is no improvement.

For temperature problems, keep in mind that infant temperature may rise to 100.2°F
or decrease to 96.6°F if the infant is exposed to excessive warmth or chill. The infant
should be wrapped or unwrapped according to temperature deviation. Retake the child’s
temperature in 15 minutes. Evaluate the infant for signs and symptoms of sepsis or
other infection (poor suck, anorexia, regurgitation of feeds, diarrhea, jaundice, pallor,
cyanosis, tremors, lethargy, hyper- or hyporeflexes, bradypnea, petechiae). Review the
maternal history of infections and length of time from rupture of membrane. Teach the
parents to use a thermometer. Assess their ability to read the thermometer.

—-——_—.________
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d. Action: Educate the parents that caput and cephalhematoma will resolve. Contact the
health care provider if signs or symptoms of intracranial hemorrhage or neurologic ’
problems are suspected. If head movement, asymmetrical flattened occiput, or the
head’s angle is a problem, document the condition for the health care provider to re-
view at the first well-baby visit. For the infant with a temperature, if a rise and fall of
temperature does not occur and the infant is free of signs and symptoms of infection
and other vital signs are WNL, the mother should retake the child’s temperature in 1
hour and call the health care provider if there is no improvement. If signs and symp-
toms of sepsis or any type of infection are present, the nurse must call the health care
provider from the client’s home. If the child’s temperature is below 96.6°F or above
100.2°F, call the health care provider immediately. Call the health care provider if the
child’s temperature swings 2°F or more from one reading to next.

3. Neck

a. Standards WNL: Short, straight creases with skin folds are normal. The posterior neck
lacks loose extra folds of skin. The head should move freely from side to side.

b. Deviations: An abnormally short neck is cause for further investigation. The following
conditions also require attention: arching or inability to flex the neck (meningitis, con-
genital anomaly, webbing of neck, Turner’s syndrome, Down'’s syndrome, trisomy 18)
and necK rigidity (congenital torticollis, 11th nerve damage).

c. Evaluation of deviations: Collect more data indicative of chromosomal aberrations. Deter-
mine the maternal history of infections and length of time from rupture of membrane.
Assess the infant for signs of infection.

d. Action: If a congenital defect is suspected, contact the health care provider and the
agency for consultation outside of the client’s home. If the infant evidences signs or I
symptoms of infection, contact the health care provider from the client’s home.

4. Eyes

a. Standards WNL: The cornea and retina should be clear. The ability to follow a light with
the eyes is notable.

b. Deviations: Ulceration (herpes infection), large cornea or corneas of unequal size (con-
genital glaucoma), or clouding, opacity of lens (cataract) are all abnormal findings.

c. Evaluation of deviations: Determine the history of maternal infection and the length of
time from rupture of membrane. Determine whether the health care provider is aware ,
of the deviation. |

d. Action: Contact the health care provider from the client’s home unless the mother indi-
cates that the baby is already under treatment by the health care provider for the

deviation.

S. Pupils |
a. Standards WNL: The pupils should be equal in size and round, and should react to light 3
by accommodation. |

b. Deviations: Abnormal findings include unequal pupils (central nervous system damage),
dilatation or constriction (intracranial damage, retinoblastoma, glaucoma), and pupils
that are nonreactive to light or accommodation (brain injury).

c. Evaluation of deviations: Assess neurologic reflexes.
S e gt Action: Report your findings to the baby’s health care provider from the client’s home.
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6. Conjunctiva

a. Standards WNL: Chemical conjunctivitis (subsides in 2 to 7 days), palpebral conjunctiva
(red, not hyperemic), and subconjunctival hemorrhage are all within normal limits.

b. Deviations: The following conditions are not within normal limits: pale color (anemia),
inflammation or edema, purulent drainage (infection, blocked tear duct).

¢. Evaluation of deviations: Determine the history of maternal infections and the length of
time from rupture of membrane. Determine the history of eye drainage and whether
under treatment by a health care provider for the deviation.

d. Action: Contact the health care provider from the client’s home if the baby is not under
treatment for the deviation.

7. Eyes/vision

a. Standards WNL: The infant should be able to track moving object to midline. The ability
to follow a light with the eves is notable.

b. Deviations: Cataracts (congenital) or infections are abnormal findings.
c. Evaluation of deviations: Determine the history of maternal infections during pregnancy.

d. Action: Record any questions about visual activity for the health care provider to follow
up at the first well-baby check-up.

8. General appearance

a. Standards WNL: Eyes should be bright and clear, evenly placed, with slight nystagmus,
concomitant strabismus, and should move in all directions. At birth, eyes are blue-slate
in color, or brown in babies of color.

b. Deviations: Gross nystagmus (damage to the third, fourth, and sixth cranial nerves), con-
stant and fixed strabismus, lack of pigmentation (albinism), and Brushfield’s spots (may
indicate Down’s syndrome) are all abnormal findings. “Sunset eyes,” ptosis, and an up-
ward slant in nonorientals should be investigated as well.

c. Evaluation of deviations: Determine what information was given to the mother in the
hospital. Do not upset the family with only suspected defects. Call the health care
provider and the agency for consultation from your home prior to presenting your sus-
picions to family. Evaluate neurologic status.

d. Action: Indicate to the parent that you will call your report in to the health care
provider. Call the health care provider and the agency from your home. Follow the in-
structions of the health care provider and the agency.

9. Ears

a. Standards WNL: Ears should be well formed. They may have minor anomalies such as
auricular fistulas and tubercles. A twisted or rotated ear may give the false impression of
being low set.

b. Deviations: Gross malformations or low-set ears are not within normal limits.

c. Evaluation of deviations: Evaluate the setting of the ears by holding a pen or pencil from
the outer canthus of the eye. This should give a straight appearance, as if wearing
glasses.

d. Action: Identify with the parent if the health care provider is aware of the deviation. Re-
port to the physician from the client’s home if the parent states that the health care
provider is unaware of the deviation.
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10. Nose/external nasal aspects

a. Standards WNL: The nose may appear flattened as a result of delivery process. Patent 4
nares bilaterally.

b. Deviations: A continued flat or broad bulge of nose (Down'’s syndrome) or blockage of
the nares (mucus or secretions) is abnormal.

C. Evaluation of deviations: Assess for signs and symptoms of infection.

d. Action: Consult with physician from your home if you suspect a congenital defect, If
signs and symptoms of infection are present, contact the health care provider from the
client’s home. If there are no signs and symptoms of infection, instruct in the use of a
bulb syringe if available. The family should contact the health care provider if the prob-
lem persists.

11. Nose/internal aspects

a. Standards WNL: Pink and firm mucous membranes are within normal limits. The sep-
tum should be midline and without polyps or tumors.

b. Deviations: A deviated or perforated septum, or tumors or polyps of the septum are ab-
normal findings. Swelling and erythema also are notable.

C. Evaluation of deviations: Determine the infant’s ability to make good air exchange, aus-
cultate lungs, and assess restlessness and irritability. Assess for signs and symptoms of
infection or distress.

d. Action: Determine if the baby’s health care provider is following a deviation. Contact
the provider from the client’s home if the infant appears to experience any distress.

12. Mouth/function of facial, hypoglossopharyngeal, and vagus nerves o

a. Standards WNL: Symmetry of movement and strength are normal findings. Assess for
adequate salivation, presence of gag, swallowing, and sucking reflexes. The tongue
should be midline.

b. Deviations: If the mouth draws to one side, it may indicate transient seventh cranial
nerve paralysis due to pressure in utero or trauma during delivery or congenital paraly-
sis. A fishlike shape may indicate Treacher Collins syndrome. Suppressed or absent re-
flexes are also abnormal. Deviations from midline could imply cranial nerve damage.

c. Evaluation of deviations: Evaluate other neurologic functions.

d. Action: Notify the health care provider from the client’s home if the parent states that
the provider is unaware of the deviation.

13. Palate (soft and hard)

a. Standards WNL: The hard palate should be dome shaped and the uvula should be mid-
" line with symmetric movement of the soft palate. The palate should be intact, and the
infant should suck well when stimulated. Epithelial (Epstein’s) pearls often appear on

mum-

b. Deviations: A high-steepled palate could be a sign of Treacher Collins syndrome. Clefts
in either the hard or soft palate may point to a polygenic disorder.

c. Evaluation of deviations: Evaluate infant hydration, ability to feed, respiratory status, and

' 50 mmeintant with a cleft palate will be under a health care provider’s care. Report
_ " the meof the baby to the health care provider from the client’s home. i
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14. Pharynx

a. Standards WNL: The pharynx should be unobstructed, with no drainage in the back of
the throat and no exudate on the tonsils. The esophagus should be patent; some drool-
ing is common in newborns.

b. Deviations: If exudate is present, it may be a sign of infection. Excessive drooling or bub-
bling may point to esophageal atresia.

c. Evaluation of deviations: 1f exudate is present, examine for other signs of infection. For
possible esophageal atresia, evaluate possible esophageal defects by reviewing the in-
fant’s feeding history.

d. Action: Report all abnormal findings to the health care provider from the client’ s home.

15. Tongue

a. Standards WNL: The tongue should be free-moving in all directions and midline. It
should have a pink color, with a smooth to rough texture, noncoated. The tongue
should also be proportional to the mouth. Sucking and rooting reflexes should be pre-
sent. The infant should be able to discriminate pleasant from unpleasant tastes.

b. Deviations: The following are not within normal limits: Lack of movement or asymmet-
ric movement, tongue-tied; white cheesy coating (thrush); deep ridges; a large tongue
with short frenulum (cretinism, Down's and other mental retardation syndromes); and
absence of reaction of tongue to various stimuli (seventh cranial nerve damage).

¢. Evaluation of deviations: 1f there is a lack of movement, further assess neurologic func-
tions. Test reflexes, elevation of tongue when depressed with tongue blade. Check for
signs of weakness or deviation. If there is a white coating, differentiate between thrush
and milk curds. Reassure the parents that the tongue pattern may change from day to
day. For all other deviations, evaluate neurologic status and assess neurologic functions.

d. Action: Notify the health care provider from the client’s home if a deviation or infection
is suspected. Consult with the health care provider from your home whenever a con-
genital defect is suspected.

16. Gums

a. Standards WNL: The gums should be dark pink, firm, and smooth. There will be a dark
(melanotic) line along the gums in black babies.

b. Deviations: Inflamed gums (infection), pallor (anemia), and precocious teeth should all
be examined more closely.

c. Evaluation of deviations: Evaluate for other signs and symptoms of anemia or infection.

d. Action: Notify the health care provider from the client’s home if anemia or infection is
suspected.

17. Lips
a. Standards WNL: Labial tubercle (pink, sucking blisters) is normal. Mucosa of lips should
be well demarcated from the surrounding skin. Saliva should be scant. Lips fused in
midline.
b. Deviations: Cleft lip (polygenic disorder) and a thin upper lip require closer inspection.

c. Evaluation of deviations: Counsel parents on special feeding techniques that may be nec-
essary if the child has a cleft lip. Assess for fetal alcohol syndrome if the child has a thin

upper lip.
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d. Action: For a cleft lip, parents should be aware to contact the health care provider jf
feeding problems persist. If the child has fetal alcohol syndrome, refer the family tq an
early intervention program. |

18. Chest/clavicles

a. Standards WNL: The clavicles should be straight and intact, the moro reflex should be
elicitable, and there should be bilateral movement of both shoulders.

b. Deviations: The following conditions require further examination: a knot or lump op
clavicle (fracture during difficult delivery), or a unilateral moro reflex TeSponse on ynaf.
fected side (fracture of clavicle, brachial palsy, Erb-Duchenne syndrome),

C. Evaluation of deviations: For a knot or lump on the clavicle, obtain a detailed labor and
delivery history. Assess respiratory status.

d. Action: Notify the health care provider from the client’s home if a deviation is suspected
that is not already diagnosed and under treatment.

19. Appearance and size of chest

a. Standards WNL: The circumference should be 32.5 cm or 1 to 2 cm less than the head.
The chest should be wider than it is long; it should be of a normal shape without de-
pressed or prominent sternum. The lower end of the sternum (xiphoid cartilage) may be
protruding; this is less apparent after several weeks. The sternum should be about 8 cm
long.

b. Deviations: Funnel chest (Congenital or associated with Marfan’s syndrome), continued
protrusion of xiphoid cartilage (Marfan’s syndrome; “pigeon chest”), and barrel chest
are findings beyond normal limits. r

C. Evaluation of deviations: If Marfan’s syndrome is suspected, measure at the level of the '
nipples after exhalation. For barrel chest, determine the adequacy of other respiratory '
and circulatory signs. Assess for other signs and symptoms of various syndromes.

d. Action: Notify the health care provider from the client’s home if a deviation is suspected
Or apparent.

s Sl s Fal——— -

20. Expansion and retraction

a. Standards WNL: Bilateral expansion or no intracostal, subcostal, or suprasternal retrac- T
tion are normal findings.

b. Deviations: Unequal chest expansion (pneumonia, pneumothorax respiratory distress) ]
and retractions (respiratory distress) are abnormal findings. ]

C. Evaluation of deviations: Collect more data regarding respiratory effon if chest expansiol?
is unequal (regulatory, flaring of nares, difficulty on both inspiration and expiration).
there are retractions, examine the chest thoroughly using the techniques of inspection,

palpation, and auscultation.

or apparent.

21. Chest percussion g
a. Standards WNL: Decreased percussion over liver, diaphragm, and heart, with these areas
well demarcated, is within normal limits. .
 b. Deviations: Dullness in lung fields (consolidation of lungs, atelectasis) or hyperresonance -
'@f of the chest (pneum anlaltnpgneumothorax, distended stomach) should be evaltl_ﬂ.ted;---. -

.
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C. Evaluation of deviations: Examine the chest thoroughly using the techniques of inspec-
tion, palpation, and auscultation.

d. Action: Notify the health care provider from the client’s home if a deviation is suspected
Or apparent.

22. Auscultation

a. Standards WNL: Breath sounds are louder in infants and heard bilaterally. The chest and
axilla clear on crying.

b Deviations: Decreased breath sounds may indicate decreased respiratory activity, atelecta-
sis, pneumothorax. Increased breath sounds are heard with resolving pneumonia.

C. Evaluation of deviations: Perform a complete physical exam and collaborate with the
health care provider regarding positive findings.

d. Action: Notify the health care provider from the client’s home if a deviation is suspected
or apparent.

23. Respiratory rate

a. Standards WNL: The respiratory rate should be between 30 to 60 breaths per minute.
b. Deviations: A rate below 30 and above 60 requires follow up.

C. Evaluation of deviations: Assess the infant’s entire respiratory status and observe color
and activity level to determine adequate oxygenation. The infant with a respiratory rate
between 20 and 30 breaths per minute may be receiving adequate oxygenation; the rate
should increase with stimulation. A rate from 60 to 80 without other signs of distress
may be due to increased activity (crying, etc.). Assess and collaborate with the health

care provider if questionable.

d. Action: Notify the health care provider from the client’s home of a rate below 20/minute
or above 80/minute, or if any signs or symptoms of distress are noted, regardless of rate.

24. Bronchial breath sounds (heard when trachea and bronchi closest to chest wall, above ster-
num and between scapulae) and determination of point of maximal impulse (PMI)

a. Standards WNL: Bronchial sounds bilaterally. The air entry is clear. Rates may indicate
normal newborn atelectasis. Cough reflex absent at birth, appears in 2 or more days. It
is difficult to assess exact PMI in an infant under 2 years old, but usually at lateral to
midclavicular line at third or fourth interspace.

b. Deviations: Adventitious or abnormal sounds (respiratory diseases or distress) and malpo-
sitioning (enlargement, abnormal placement, pneumothorax, dextrocardia, diaphrag-

matic hernia) require investigation.
C. Evaluation of deviations: Initiate cardiac and respiratory evaluation.

d. Action: Notify the health care provider from the client’s home of any suspected deviation.

25. Breasts

a. Standards WNL: Breasts should be flat with symmetrical nipple. Breast tissue has a diam-
eter of 5 cm or more at term. The distance between nipples is 8 cm. Breast engorgement
occurs on the third day of life, and liquid discharge may be expressed in term infants.

b. Deviations: A lack of breast tissue may indicate prematurity or SGA (small for gestational
age). Breast abscesses are not within the normal limits.

¢. Evaluation of deviations: Reassure parents that breast engorgement is normal. Assess for
signs and symptoms of infection.
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d. Action: Notify the health care provider from the client’s home of any deviations present
or if a follow-up appointment is required sooner than the normal well-baby follow up, r
due to SGA, prematurity, or low birth weight.

26. Heart auscultation and palpation

a. Standards WNL: The heart lies horizontally, with the left border extending to the left of
midclavicle. There should be a regular rhythm and rate. Functional murmurs may be pre-
sent, no thrills, with a split second sound (lub, splat). Heart rate should be 100 to 160.

b. Deviations: Arrhythmia (anoxia), tachycardia, bradycardia are abnormal findings. Loca-
tion of murmurs (possible congenital cardiac anomaly) also requires further study. Rates

of 90 to 100 and 160 to 180 require evaluation for adequate oxygenation, good circula-
tory effort, increase or decrease with corresponding activity level. Respiratory rate
should be within normal limits. Rates at 90 (sleeping) or at 180 (Ccrying).

C. Evaluation of deviations: Evaluate any murmur: location, timing, and duration; observe
for accompanying cardiac pathology symptoms, and ascertain any family history.

d. Action: All arrhythmia and gallop rhythms should be referred to the health care provider
from the client’s home. Report any evidence of circulatory compromise. Report to the
health care provider any rate below 90 or above 180, even if the infant appears to be in
no distress.

27. Trachea (palpate from top to bottom with thumb and index fingers)
a. Standards WNL: The trachea should be slightly right of midline.

b. Deviations: Deviated left or right (pneumothorax, tumor of chest or neck) is not within
normal limits. r

C. Evaluation of deviations: Initiate cardiopulmonary evaluation.

d. Action: Notify the health care provider from the client’s home if a deviation is
suspected.

28. Rib cage and diaphragm

a. Standards WNL: A horizontal groove at the diaphragm shows flaring of the rib cage to a
mild degree.

b. Deviations: Harrison’s groove with marked flaring indicates a vitamin D deficiency. Inad-
equacy of respiration movement requires further inquiry.

c. Evaluation of deviations: Initiate cardiopulmonary evaluation.
d. Action: Notify the health care provider from the client’s home if a deviation is
suspected.

29. Abdomen/appearance
a. Standards WNL: The abdomen should be cylindrical with some protrusion and appear
large in relation to pelvis; some laxness of abdominal muscles is normal. There should
be no cyanosis and few vessels can be seen. Diastasis recti is common in black infants.
Observe for synchronous movement with breathing.

b. Deviations: A distended, shiny abdomen with engorged vessels may indicate gastroin-
testinal abnormalities, infection, or congenital megacolon. A scaphoid appearance may
be evidence of a diaphragmatic hernia. Increased or decreased peristalsis needs to be
evaluated. Localized flank bulging (enlarged kidneys, ascites, or absent abdominal mus-
cles) also requires evaluation.




Standands of Care for Infant Assessment 25

Evaluation of deviations: Examine abdomen thoroughly for mass or organomegaly. For lo-
0 calized flank bulging, assess for other signs and symptoms of obstruction.

d. Notify the health care provider from the client’s home if a deviation is suspected or
apparent.

)

30. Palpation
a. Standards WNL: The abdomen should be nontender with no palpable masses.

b. Deviations: A tense abdomen with marked rigidity or resistance to pressure may indicate
infection. Solid mass (Wilms’ tumor) or teratoma mass located below the umbilicus is

abnormal finding.
C. Evaluation of deviations: Take temperature and assess other signs and symptoms.

d. Action: Notify the health care provider from the client’s home if a deviation is suspected
or apparent.

31. Umbilicus

a. Standards WNL: There should be no protrusion of umbilicus and no umbilical hernia;
protrusion of umbilicus is common in black infants. Umbilicus should be a bluish white
color. Cutis navel (umbilical cord projecting) and granulation tissue in navel are nor-
mal. Two arteries and one vein should be apparent. Umbilicus begins drying 1 to 2
hours after birth, blackens by 3 to 5 days, sloughs off by 7 to 9 days. There should be no

bleeding.

b. Deviations: The following conditions are abnormal findings: umbilical hernia, patent
urachus (congenital malformation), omphalocele (congenital hernia), gastroschisis, red-
(’ ness or exudate around cord (infection), yellow discoloration (hemolytic disease, meco-
nium staining), and a single umbilical artery (congenital anomalies).

C. Evaluation of deviations: Measure an umbilical hernia by palpating the opening and
record. It should close by 1 year of age. Instruct the parents on cord care and hygiene.

d. Action: Notify the health care provider from the client’s home if a deviation is suspected
or apparent.

32. Liver
a. Standard WNL: The liver should be 1 to 2 cm below the right costal margin.

Deviations: An enlarged liver (sepsis, erythroblastosis) requires further evaluation.

Evaluation of deviations: Note and record size, consistency, and tenderness.

i o I

Action: Notify the health care provider from the client’s home if a deviation is suspected
or apparent.

33. Spleen

a. Standards WNL: The tip should be under the left costal margin. Posterior flank should be
firm, oval mass, not enlarged, less commonly palpable.

b. Deviations: Enlarged spleen (trauma) or displaced kidney (Wilms’ tumor, neuroblastoma,
polycryptic kidney, agenesis) are not within normal limits.
C. Evaluation of deviations: Assess hydration, voids, other signs and symptoms of infection,
. Kidney failure.
d. Action: Notify the health care provider from the client’s home if a deviation is suspected
or apparent.
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34. Auscultation and percussion

a. Standards WNL: Soft bowel sounds may

onds. Normal peristalsis. The abdomen
spleen (dull sound).

be heard shortly after birth, every 10 to 30 sec.
has a tympanic sound except over the liver and

b. Deviations: Bowel sounds in chest (diaphragmatic hernia), an absence of bowel sounds,

or hyperperistalsis (intestinal obstruction) are all abnormal findings. Increased dull
sound (mass or organomegaly) also is abnormal.

C. Evaluation of deviations: Assess res

_ piratory status; history of bowel movement. Assess for
other signs of dehydration or infection. Examine the abdomen thoroughly by light and
deep palpation.

d. Action: Notify the health care provider of suspicion and assessment from the client’s home.

3S. Femoral pulses

a. Standards WNL: Femoral pulses should be palpable, equal, and bilateral.

- L - - - 1
b. Deviations: Absent or diminished femoral pulses (coarctation of aorta) are not within |
normal limits. :

C. Evaluation of deviations: Evaluate cardiopulmonary status.

d. Action: Notify the health care provider of suspicion and assessment from the client’s home.

|
36. Inguinal area

a. Standards WNL: There should be no bulges along inguinal area and no inguinal lymph
nodes felt.

b. Deviations: Inguinal hernia.

. Evaluation of deviations: Determine if the health care provider is aware of the deviation.
Future instruction may be necessary.

d. Action: Call the health care provider with your findings from the client’s home unless
the parent indicates the provider is already aware of the deviation.

37. Bladder

a. Standards WNL: The bladder percusses 1 to 4 cm above symphysis pubis. It will be emp-
tied about 3 hours after birth, if not at the time of birth. Urine is nonoffensive, with a

mild odor. |
b. Deviations: Foul odor (infection) and failure to void within 24 hours after birth should
~ be investigated.
. Evaluatio of deviations: Assess hydration, common signs and symptoms of infection,
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39. Male penis

a. Standards WNL: The penis should be slender in appearance, 2.5 cm long, 1 cm wide at
birth. The normal urinary orifice, the urethral meatus, is at the tip of the penis. The ure-
thral opening should be noninflamed. The foreskin adheres to glans, and prepuce can
be retracted beyond the urethral opening. Uncircumcised foreskin should be tight after
2 to 3 months. Circumcised. Erectile tissue present.

b. Deviations: Micropenis (congenital anomaly); meatal atresia, hypospadius, epispadius;
urethritis (infection); ulceration of meatal opening, infection, inflammation; phimosis,
if still tight after 3 months; no foreskin remaining on penis after circumcision are all ab-
normal findings.

C. Evaluation of deviations: For meatal atresia, observe and record voiding history. For ure-
thritis, palpate for enlarged inguinal lvmph nodes and record painful micturition. If
meatal opening is ulcerated, evaluate whether the ulcer is due to diaper rash or not.
Counsel regarding care. Assess for signs and symptoms of infection. In cases of circumci-
sion, teach parents how to care for circumcision. Teach parents not to retract foreskin of
uncircumcised male until told to by health care provider.

d. Action: Report any deviations to the health care provider. Collaborate with the health
care provider in the presence of an abnormality.
40. Scrotum

a. Standards WNL: Skin will be loose and hanging or tight and small, and extensive rugae
will be present. Scrotum should be of normal size. Scrotal discoloration is common in a
breech delivery. Skin should be a normal skin color.

b. Deviations: Large scrotum containing fluid (hydrocele) and red, shiny scrotal skin (orchi-
tis) are abnormal findings.

C. Evaluation of deviations: For hydrocele, shine a light through scrotum (transilluminate)
to verify diagnosis. For orchitis, assess for blood supply and tenderness or pain.

d. Action: Notify the health care provider from the client’s home of any suspected devia-
tion or problem.
41. Testes

a. Standards WNL: Testes will be descended at birth, and are not consistently found in
scrotum. Testes should be 1.5 to 2 cm at birth.

b. Deviations: Undescended testes (cryptorchidism), enlarged testes (tumor), and small
testes (Klinefelter’s syndrome or adrenal hyperplasia) require further examination.

. Evaluation of deviations: For cryptorchidism, if the testes cannot be felt in the scrotum,
gently palpate femoral inguinal, perineal, and abdominal areas for presence.,

d. Action: Notify the health care provider from the client’s home of any suspected devia-
tion. Refer and collaborate with the health care provider for further diagnostic studies.
42. Female mons

a. Standards WNL: The female mons should be a normal skin color. The area is pigmented
in dark-skinned races. Labia majora cover labia minora, symmetrical size appropriate for
gestational age.

b. Deviations: Hematoma and lesions are abnormalities.
c. Evaluation of deviations: Evaluate recent trauma.

d. Action: Notify the health care provider from the client’s home of any suspected
deviation.
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a. Standard WNL: The clitoris is normally large in a newborn. Edema and bru!slngmag,
occur in a breech delivery. ¥

b. Deviations: Hypertrophy (in size; hermaphrodism) is not within normal limits.
C. Evaluation of deviations: Determine if the health care provider is aware of the deviation.
d. Action: Notify the health care provider of your findings.

1

44. Vagina

a. Standards WNL: Urinary meatus and vaginal orifice are visible (0.5 cm circumference).
Vaginal tag or hymenal tag is present, which disappears in a few weeks. There may also
be discharge or smegma under labia. Bloody or mucoid discharge is normal as well,

b. Deviations: Inflammation, erythema, and discharge may indicate urethritis. Congenital

absence of vagina is another possible problem. A foul-smelling discharge could mean in-
fection. Excessive vaginal bleeding requires evaluation.

C. Evaluation of deviations: If urethritis is suspected, assess for signs and symptoms of infec-

tion. Refer any congenital defects to the health care provider. If a discharge is present,
collect data and further evaluate the reason for the discharge.

. Action: Notify the health care provider from the client’s home of any suspected deviation,
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Invasive Procedures

As part of a comprehensive maternal—child home care program, it is frequently necessary for the
nurse to perform invasive procedures. These procedures can be as routine as a follow-up newborn
metabolic screening specimen as required by the pediatric provider and the state in which the baby
is born. Home care providers should familiarize themselves with the individual laws of their state re-
garding newborn metabolic screening.

The collection of blood specimens from either the mother or infant may be necessary for a vari-
ety of reasons, with blood being drawn by venipuncture or heelstick/fingerstick depending on the
type of tests requested. For example, it may be necessary to draw blood specimens in the home to
check a newborn’s bilirubin level. In the newborn, bilirubin levels do not peak until the third or
fourth postpartum day, and most healthy newborns delivered vaginally in this country are dis-
charged within 24 to 48 hours following delivery. Home phototherapy with serial bilirubin levels is
today'’s standard of care for uncomplicated hyperbilirubinemia. Home care providers must also be
prepared to test blood sugar in a symptomatic infant or a diabetic mother in case of physician or-
ders. All home care providers should familiarize themselves with laboratory requirements for speci-
men tube collection, storage, labeling, and delivery time requirements after collection.

The home care nurse may also be called upon to initiate intravenous therapy—for example, to
complete a course of antibiotics. This is seen as a safe alternative to hospitalization for those re-
sponding to treatment, reducing further risks to the client from nosocomial infection. Increasingly
such therapy is becoming a standard of care for both postpartum women and newborns.

Of course, at all times, nurses performing any invasive procedure involving blood should adhere
to strict aseptic technique and standard precautions to protect their families and themselves. Proce-
dures regarding the prevention of infection in the home are included in later chapters.
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# COLLECTION AND RECORDING OF BLOOD
SPECIMENS FOR METABOLIC SCREENING

POLICY: A blood specimen for metabolic screening will be obtained from the infant’s
heel.
PURPOSE: The specimen will be obtained to fulfill state requirements for metabolic

screening tests.

PROCEDURE:

1

The agency will verify the need for a metabolic screen with the pediatric care provider tor
babies discharged 24 hours after birth.

The nurse assigned to visit the infant will be responsible tor filling in the following informa-
tion on the screening torm.

a. Name

b. Address

c. Date and time of birth
d. Facility of birth

e. Physician

f. Insurance company

Sex, race, birth weight (in grams)

& 03

Specimen purpose code
i. County of residence
j. Specimen date and time
The metabolic specimen is to be collected using the procedure for heel stick. All four circles

on both sides of paper are to be completely filled with blood. (When done correctly, blood
will seep through front to back.)

On the clinical record, document the metabolic screen done and the name of the health
care provider giving the order.

The specimen must dry thoroughly in the dark for 4 hours before being placed in a wax en-
velope. (For drying in the dark, a shoe box is suggested.)

All completed specimens are to be mailed to the agency on the same day as drawn, or as
soon as the specimen has dried adequately.

The agency will send copies of the physician’s portion of the form to the physician when se-
cured from the laboratory.

If a repeat screening is necessary, the pediatric care provider must be contacted for the order
and repeat test must be recorded in the metabolic screening book alongside the original. The
repeat metabolic screening lab number and date must be recorded.



] iﬂa - The results will be posted in the metabolic screening tracking log.

. 1.__:': . - _ |
- 11. Abnormal levels will be immediately reported to the pediatric care provider.



Blood Sample Collection by Heel or Finger Stick

BLOOD SAMPLE COLLECTION BY HEEL OR
FINGER STICK

POLICY: * A blood sample will be drawn per order.

* Lab results must be noted and reported to the pediatric health care
provider to determine if follow-up treatment is necessary.

PURPOSE: Blood will be drawn obtain an acceptable serum sample to be transported to

the laboratory for testing.

EQUIPMENT:

|-

2.4

Alcohol swabs

Foot/finger warmer (a warm wash cloth or disposable diaper may also be used.)

. Sterile lancet

Appropriate collection tube (check with the lab performing the test)
Band-aid

2 X 2 gauze square

Vaseline (optional)

Labels

. Clean gloves

PROCEDURE:

. You must first receive a referral from the office.

Contact the parents by phone to arrange the time of the visit.

Explain to the parents that you are going to take a small amount of blood from their child
and that they may leave the room if they wish.

Expose the infant’s foot.

Wrap the heel in the foot warmer and allow adequate time for the heel to warm (3 to
S minutes).

Place the infant on a flat surface where he or she will be safe from falling,
Put on clean gloves.

Remove the warmer and select the puncture site. Cleanse with the site with an alcohol
swab. (Optional: Dab on a thin layer of Vaseline.)

33



9. Puncture the skin with a sterile lancet.

10. Wipe away the first drop of blood with a sterile 2 X 2 gauze pad.

11. If using a microtainer, follow these steps: . |

a. Hold the microtainer tube with the Flo Top collector at an angle below horizontal with
the vent hole in an upward position.

b. Touch the tip of the Flo Top collector to the underside of the drop of blood. Blood will
flow freely through the Flo Top collector.

¢. Upon termination of the collecting procedure, wipe the wound dry and cover with a
Band-aid.

d. Twist off the Flo Top collector from the tube and discard.
€. Put a plug securely in the tube opening and label the tube with the infant’s name.

12. Inform the parents that you are going to transport the blood sample to the hospital, that
the home care agency office will call them with the results, and that their pediatric care
provider will also be notified.

13. Call the office with your report of the assessment and the lab drop-off time.

14. Take the blood sample directly to the lab. Protect specimens from sunlight by placing them
in a thick padded envelope.

15. Provide the lab with the necessary patient information and request that they call the home
care agency office as well as the pediatric care provider’s office with the results.

RECOMMENDATIONS FOR SKIN PUNCTURES IN NEWBORNS:

1. Perform heel punctures on the most medial or most lateral portion of the plantar surface of
the foot.

2. Puncture no deeper than 2.4 mm.

3. Do not perform punctures on the posterior curvature of the heel.
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# POLICY AND PROCEDURE: PERIPHERAL
VENIPUNCTURE AND BLOOD DRAW

POLICY: The nurse will properly draw blood via peripheral venipuncture per orders.

PURPOSE: A venous blood sample is obtained for prescribed laboratory studies to

establish and maintain the proper mode of treatment.

EQUIPMENT:

1. Blood tube container if not using butterfly device

2. Tubes

3. Needles

4. Tourniquet or rubber band

5. Alcohol swabs

6. Povidone-iodine swabs

7. Cotton ball or 2 X 2 sterile gauze square

8. Band-aid

9. Sharps container

10. Latex gloves
PROCEDURE:

1. Explain the procedure to the patient and the parent or caregiver.

2. Assemble all necessary equipment.

3. Wash your hands thoroughly per procedure and put on latex gloves.

4. Assess the status of the upper extremities for a venipuncture site. After a site has been se-
lected, apply a tourniquet or rubber band. The tourniquet or rubber band should be tight
enough to trap venous blood but not interfere with arterial flow. If a radial pulse cannot be
palpated, the tourniquet or rubber band is too tight.

5. Clean the area with a povidone-iodine swab and/or alcohol-iodine swab and allow to dry.

6. Connect the needle to the blood tube container if not using butterfly device and then place

the desired blood tube into the container.
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10.

1.

12.

13.

Chapter 3: Invasive Procedures

Stretch the skin below the vein by holding it firmly with your thumb so the skin is held
taut. This will prevent the vein from rolling away from the needle. Perform venipuncture
with the needle bevel up. Enter the skin at approximately a 30° angle. Once the needle is
through the skin, decrease the angle by lowering the needle hub nearly flush with the skin,

and continue inserting with a straight, forward motion. Frequently you will feel a sensation
of “release” when you enter the vein.

Withdraw the appropriate amount of blood. changing blood tubes if necessary.

Remove the tourniquet or rubber band.

Remove the needle and apply pressure to the site with a 2 X 2 sterile gauze square. After the
bleeding stops, apply a Band-aid. Discard all used sharps and materials in sharps container.

Document the procedure on the nursing progress notes.
Label the tubes of blood with the patient’s name, date, time, and nurse’s initials.

Notify the case manager of where the blood specimen is being processed.

GUIDE FOR BLOOD TUBE COLLECTION:

1.

2

Red tube: Nonpreserved, plasma and cells separate; electrolytes, chemistries
Grey tube: Fasting blood sugar, 2-hour postprandal and random blood sugars
Blue tube: Prothrombin time, partial thromboplastin time

Purple tube: Complete blood cell count, hemoglobin, hematocrit

Green tube: Carbon dioxide content, electrolytes

Navy blue tube: Trace elements

Different tubes have different preservatives.

Preservative-containing tubes should be filled first and gently rotated.

Ideally, tubes should be filled to capacity to have proper mix of blood and preservative.

Verify tube preference with the local laboratory, because some laboratories may use different
colored tubes.

Store blood samples in a cool, dry place until they can be taken to the

appropriate labora-
tory.
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Policy and Procedure: Peripheral Venipuncture to Insert a Catheter

B POLICY AND PROCEDURE: PERIPHERAL
VENIPUNCTURE TO INSERT A CATHETER

POLICY: The nurse will maintain the patency of the peripheral line for infusion

therapy, as prescribed.

PURPOSE: Maintenance of peripheral patency will permit the prescribed administration

of fluids and medication on a continuous or intermittent basis.

EQUIPMENT:

1.

10.

Tape (clear tape on babies under 3 years old). Nonallergic tape should be used with excori-
ated skin.

Intravenous cannula as appropriate

. Sharps container

Normal saline

. Latex gloves

Heparinized saline concentration
Transparent dressing

Injection cap

Alcohol swabs

Povidone—iodine swabs

FREQUENCY: Intravenous site rotation should occur every 3 days, or more often as needed

for phlebitis, thrombosis, infiltration, infection, or other problems (unless
otherwise ordered by health care provider).

PROCEDURE:

1.

2.

3

Explain the procedure to the parent or caregiver.
Prepare a clean work surface.
Organize the supplies needed.

Wash your hands (following handwashing procedure) and put on latex gloves.

. Select IV cannulas.

a. Butterflies
1) 23- and 21-gauge butterflies are most frequently used.
2) For difficult venous access, a 27- or 25-gauge butterfly may be used.
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b. Catheters

1) Sizes range from 14- to 24-gauge catheters. The gauge of the needle depends on the
newborn’s needs.

2) Catheters are used over butterflies in the following instances:
(a) When infusing a drug or solution that is very irritating to the vein.

(b) For infusion via pump.

6. Select insertion site.
a. Examine all extremities for venous access. 5
b. Begin examining distally and work proximally to the newborn.

c. Only superficial veins are to be used. Veins in the leg and above the ankle are propﬂ-
nent in premature newborns and should not be used due to circulatory compromise of
the foot.

d. Contraindications of placement are listed below.
1) Infection, osteomyelitis, and cellulitis—do not use affected extremity.

2) Vasospasm secondary to deep lines with discoloration of an extremity—do not use
the affected extremity.

e. Prepare the site.
1) Using a circular motion, cleanse first with alcohol wipes, then with a povidone-io-

dine swab.
2) Allow to dry for 20 seconds. P'
f. Insert cannula. b

1) Apply a tourniquet to dilate the vein.
2) Put on latex gloves.

3) The site may be numbed with 0.1 or 0.2 ml of normal saline intradermally, using a
27- or 26-gauge needle (optional).

4) Hold the catheter comfortably and firmly for insertion and secure the vein below
the insertion site with the other hand. -

S) Insert the needle, bevel up, through the skin parallel to the vein, until blood return
is acl'{ieved. Thread cannula until the hub is proximal to the skin surface. Note:
Pre-sticking with a 21- or 22-gauge needle for a 22- or 24-gauge catheter 'mdy' be .
done to ease insertion (optional). i

6) No more than three attempts may be made by one nurse. Table 3-1 shows some
' | . -1 shows some
- common problems that can arise and solutions for these problems. g |

7) Secure the cannula in place with tape. =

() Do not apply tape too tightly because pressure Sores mav occur acmarialle
- under the hub of the catheter. E A e e
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9) Connect either intravenous tubtnglﬁ‘ nu-n~==~ ap (hey > to thy
nlllﬂ&lldm “é_: ||J| iy 'I“ﬂ '
(a) For an injection cap (heparin lock), flush with h an +t- heck for patency

by aspirating for blood return and observe for sign

(b) In giving a medication dose, the heparin lock is ﬂushtd it &Em& normal
saline. Administer the medication, then 0.3 ml of normal saline flush after the
medication dose, then the heparin flush (1 ml normal salmenll units of he-

parin solution).

(¢) Minimum flushing of injection cap (heparin lock) is once per day when not in
use.
10) Document the insertion site, gauge of catheter, date and time of insertion, nurse’s
initials, and any complications of the procedure. This should be noted on the nurs-
ing progress notes.

11) Inform the and parent or caregiver of signs and symptoms of complications and ra-
tionale and performance of this procedure as appropriate.

e
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12) Discard all used materials in sharps container.
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TABLE 3-1

Guidelines for Problematic Patient Conditions

Patient Condition

Effect on Patient

Guidelines

Shock; sepsis, hypotension

Increased temp., febrile

Decreased body temperature due to:

cold environment, use of cooling
Mmattress, use of multiple swabs
with alcohol on babies.

Fear vasoconstriction

Jaundice or bililights
(phototherapy), low platelets

Malnutrition: poor skin turgor,
poor muscle tone

Flaccidity: very poor muscle tone,
loose skin

Obesity

Edema

Long-term therapy

Poor perfusion
vasoconstriction,
difficult to locate Veins

Dilated veins

Vasoconstriction

Fight or flight

Fragile veins

Large, unstabilized veins

Rolling veins not visible
or palpable

Veins not visible

Veins not visible

Damaged veins; many
collateral veins

W N — - ~ mooswN = N OV AW N
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. Hush fluid through needle

Use different tourniquet tensions or
blood pressure cuff techniques

Expect no blood return

Inserter rarely feels needle enter the vein
Soaks may help but are not very effective
Squeeze distally and proximally to site at
the same time to pump up the vein

May not get blood return
Usually easier to find veins

Apply warm soaks over a large area
Wrap with blanket and wait 30 minutes
Use warmer bed if available

Use different tourniquet tensions or
biood pressure cuff techniques

Expect minimal blood return

. Control breathing; insert needle when

patient is exhaling

- Have patient blow out candles or shout

Ouch!

. Apply low tourniguet tension
. Insert needle into vein slowly and advance

gently

. Remove tourniquet rapidly

. Exaggerate skin tension
. Insert whole unit in the vein before

advancing the catheter

- Rely on anatomy
- Exaggerate skin tension

Using the veins of the feet is usually easier

. Digital veins are often visible
- Rely on anatomy

. Press out fluid
. Test for refill

- Insert needle far €nough into the vein so

that returning fluid will not push the
needle out

. Use any necessary guidelines
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! ¥ POLICY AND PROCEDURE: PERIPHERAL LINE
@  AND HEPARIN LOCK APPLICATION

POLICY: The nurse will insert and maintain heparin lock patency as prescribed.

PURPOSE: The nurse will maintain an intravenous line via a heparin lock for patients
requiring venous access for medication. Allow the patient freedom of
mobility.

PROCEDURE:

1. Follow nursing procedure for peripheral venipuncture, assessment of site, insertion of
catheter, and taping of site.

!\J

Flush heparin lock with 0.5 to 1 ml of heparin flush solution (1 ml normal saline/10 units
heparin solution) at the time of insertion of the heparin lock and after each dose of medica-
tion.

3. In giving the medication dose, the heparin lock is flushed with 0.3 ml of normal saline. Ad-
minister the medication, then 0.3 ml of normal saline flush after the medication dose, then
the heparin flush (1 ml normal saline/10 units of heparin solution).

4. Assess the intravenous site at the time of flushing for infiltration, phlebitis, and/or leaking.
| ’ 5. Document on the Nursing Medication Sheet and Nursing Progress Notes the following infor-
; mation.

a. Date and time heparin lock was started

b. Date and time site was changed

¢. Gauge of intravenous needle
d. Medication administered
e

Assessment of site
6. Properly discard all materials in sharps container.

7. Educate family member or caregiver in the procedure for applying pressure to the site if the
heparin lock should become dislodged.
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= POLICY AND PROCEDURE: PERIPHERAL
INTRAVENOUS COMPLICATIONS

POLICY: The nurse should be able to recognize signs and symptoms of peripheral
intravenous therapy complications.

PURPOSE: Expedient recognition will allow the nurse to apply the appropriate
intervention for complications of intravenous therapy.

PROCEDURE:

1. Phlebitis: Inflammation of the walls of the vein.

a. Cause: Direct injury/trauma to the vein from intravenous injections, indwelling
catheters, overuse of a vein, infusion of an irritating solution, use of a large-bore can-
nula, long-term cannula placement, or extension of an infection into the tissue sur-
rounding the vessel.

b. Symptoms: Venous distention, edema, local heat, erythema, induration, or pain at the
site of cannula placement and along the course of the affected vein.

¢. Intervention: ldentify and document the symptoms. Change the IV site. Apply cold com-
presses for 24 hours, with moist heat thereafter to stimulate circulation and promote ab-
sorption. Continue observation for elevated temperature, purulence, pain, erythema, or
local heat at the identified site. Notify the health care provider of the intervention and
obtain further prescribed orders.

2. Thrombosis: Clot formation in the cannula or vessel that occludes flow through the catheter
or vessel.

a. Cause: Usually caused by stasis of blood in catheter by patient position or neglectful he-
parinization of the catheter.

b. Symmptoms: Inability to flush catheter, erythema, inflammation, induration of insertion
site.

c. Intervention: Discontinue peripheral intravenous line according to procedure. Notify the
health care provider and proceed as prescribed.
3. Infiltration: Accumulation of fluid in tissue surrounding intravenous cannula.
a. Cause: Dislocation of cannula or loss of vessel integrity.

b. Symptoms: Edema, skin blanching, pain, decreased temperature of skin at the site as well
as slowing or cessation of intravenous fluid not associated with mechanical or tubing
problems. Note: A blood return may still be present with infiltration.

c. Intervention: Discontinue infusion and cannula. Apply warm compresses to site of infil-
trate to increase fluid absorption. Notify health care provider and proceed as prescribed.
4. Embolism: Obstruction of a blood vessel by a blood clot or a foreign substance.
a. Cause: Most common cause is dislodging of a thrombus into systemic circulation.

b. Symptoms: Ischemia, hypotension, dyspnea, cyanosis, tachycardia, peripheral numbness,
tingling, and loss of consciousness.
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C. Intervention: Call health care provider immediately and initiate emergency procedure as
should be stated in the policies of all providers of this service. Note: If a catheter

ment has entered the systemic circulation, immediately apply firm pressure (pi
manual tourniquet) to contain the fragment.

w '-;

. on
S. Infection: Intravenous site that has been invaded by pathogenic organisms producing dele-

terious effects locally and systemically. 'i'
a. Cause: Poor aseptic technique, contamination of the catheter and/or solution, and in- .'
trinsic factors (immunosuppression, steroid therapy, or malnutrition)

b. Symptoms: Fever, chills, tachycardia, erythema, inflammation, purulence, pain, and lo- JI
calized heat from insertion site

C. Intervention: Prevent infection by inspecting solution and supplies for contamination,

Properly review and practice aseptic techniques. Notify health care provider of signs and
symptoms and proceed with prescribed orders. |

TEACHING CAREGIVERS AND PATIENTS:

1. For all of the complications described above, the caregivers and patients are to be educated |
concerning the following information.

a. The condition and the definition of the condition i
b. Symptomatology '
C. Proper interventions

2. All teaching by the infusion nurse should be documented and reviewed at each visit.
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OF PERIPHERAL INTRAVENOUS CATHETER

POLICY: The nurse will discontinue the peripheral intravenous catheter properly when

prescribed.

PURPOSE: An intravenous cannula will be removed when intravenous access is no longer

prescribed, when site rotation is necessary, or when complications exist.

PROCEDURE:

1.

2.

Place gauze over the site of the cannula insertion and withdraw cannula.
Hold the gauze in place with slight pressure being applied for 2 to 3 minutes.

Check the site for continued bleeding. Note: If bleeding continues, apply pressure or pres-
sure dressing.

. If there is no bleeding, apply a bandage or gauze with tape.

Discard all materials in sharps container.

Document on the Nursing Progress Notes the time, date, and assessment of the site after dis-
continuation.
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Standard Program for High-Risk
Newborn Home Visiting Follow-Up

This program was developed after 6 vears of research in problems related to newborn mortality. The
home health agency that developed this program implemented it in 1992 in its service area that in-
cluded many neighborhoods in Philadelphia with high infant mortality rates. The program was fully
implemented in 1993, using strategies proven effective by home health visiting programs for high-
risk infants throughout North America and abroad.

This program is designed to provide home visiting follow-up to newborns identified as high risk,
either at the time of hospital discharge or at a newborn home visit made shortly after the newborn

" is discharged from the hospital and continues throughout the infant’s first year of life.
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** HIGH-RISK NEWBORN FOLLOW-UP PROGRAM

Criteria for Admission

The criteria for admission to the program incorporate those risk factors associated with a high inci-
dence of infant mortality and morbidity. Admission criteria for program inclusion are as follow:

l. The infant’s birth weight is 1500 grams or less.
2. The infant is born to a mother who is 17 years old or younger.

3. The infant is born to a mother who received no prenatal care, had less than 4 prenatal vis-
its, or began prenatal care in the third trimester.

4. The newborn or mother has a positive urine drug screen or there is maternal drug or alcohol
abuse.

S. The newborn or mother is infected with HIV.

6. Acceptance into the program has been deemed medically necessary by the pediatric care
provider.

Initial Newborn Home Visit

’ 1. The first home visit will be completed within 24-72 hours of discharge as determined by
< medical condition at hospital discharge.

2. The following paperwork is to be completed and submitted to the office:

a. Consent for Treatment, Release of Information, Assignment of Benefits, Notice of Client
Rights. Copies of these forms should also be provided to the client.

b. Newborn Universal Home Assessment Tool
c. Plan of Care

d. Clinical Time Log/Encounter Form

Cases Eligible for the High-Risk Newborn Follow-up Program

1. Newborns identified as high risk at the time of the newborn referral or newborn visit are eli-
gible for the program.

2. A Comprehensive Initial Evaluation Visit is necessary and entails the following:

a. A Comprehensive Evaluation Visit will be scheduled within one week of the first new-
born home visit for those infants admitted to the High-Risk Newborn Home Visiting
program. It is recommended that all newborns receive access to at least one visit in
order to assure universal home risk assessment. Not all newborns receiving access to
universal home risk assessment will be admitted to the High-Risk Newborn Home Visit-
ing Follow-Up Program. For those newborns fitting the admission criteria, this will be

’ the second visit. Newborns not fitting the admission criteria may be discharged or may

| receive a home visit plan that does not necessitate a year-long follow-up program. The
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nurse should complete the Initi
Tool (found in the Appendix) a
Newborn Universal Home Asse

al Evaluation Form and the Home Needs Assessment

S part of this visit, incorporating information from the
ssment Tool completed at the first home visit.

b. Newborns will be seen according to an Individualized Plan of Care established by the

pediatric care provider for the program. The Plans of Care must be reevaluated every 62
days throughout the infant’s first vear of life.

c. The following paperwork is to be completed and submitted to the office.

1) ansent_ for Treatnllent, Release of Information, Assignment of Benefits, Notice of
Client Rights. Copies of these forms should also be provided to the client.

2) Initial Evaluation Form
3) Home Needs Assessment Form
4) Plan of Care for first 62 days

S5) Clinical Time Log/Encounter Form

3. Follow-up visits

a. Follow-up visits will be performed according to the Standard Plans of Care or any ad-
denda ordered by the pediatric care provider.

b. The following paperwork is to be completed and submitted to the office:
1) Nursing Plan of Care and Progress Record
2) Clinical Time Log/Encounter Form
3) Revised Plan of Treatment every 62 days
4. Deviations from standard protocol
Every attempt should be made to see newborns according to the visit frequency established
in the Plan of Care. If this does not occur, an addendum to the Plan of Treatment must be
completed by the nurse and forwarded to the pediatric care provider for his or her signature.
5. The nurse should know the proper person to contact when a problem arises.

a. The clinical administrator should be contacted for any patient care or health status
questions, Or before referrals to a child protective agency.

b. The business manager should be contacted for any questions or concerns regarding the
health insurance status of the client. He or she should be notified immediately of any
changes in health insurance to ensure reimbursement for all nursing visits.

c. The administrative secretary should be contacted regarding any questions or changes to
the client visit schedule or when a client requires assistance in accessing community re-

soQurces.

d. The pediatric care provider should be notified of any abnormalities or deteriorations of
health status noted at the time of the client visit. If the nurse is unsure whether or not
to notify the pediatric care provider, the clinical administrator should be consulted.

Discharge Criteria
Newborns will be discharged from the program for any of the following reasons:

1. Insurance changed or denied: The newborn’s insurance has changed to a payor wh 10 does
) not reimburse for the program or prior authorization of the services has been ¢ nied.
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to

Unable to locate: After repeated attempts, the newborn cannot be located.
3. Refused visits: The caregiver has refused to continue visits for the newborn.
4. Noncompliance

5. Goals met: The newborn has reached the first birthday and achieved the goals stated in the
Plan of Care.

6. Rehospitalized: The newborn has been admitted to the hospital for two weeks or longer.

7. Moved out of service area: The newborn’s family has moved outside of the agency’s service
area.

8. Transferred: The newborn has been transferred to the care of another home health agency.
9. Placed or adopted: The newborn has been placed in foster care or adopted.

10. Expired

Data Collection

Information regarding the newborn referrals and their disposition is collected and reported on a
monthly and quarterly basis. A program summary should be prepared annually and presented to the
professional advisory committee. Data collection forms can be found in the Appendix.

The number of newborns admitted to the home care program should correspond to the geo-
graphic area’s newborn mortality rate (that is, if the agency visits a geographic area with a newborn
mortality rate of 15%, the number admitted to high-risk newborn home care identified through uni-
versal screening should reflect a similar percentage).

High-Risk Home Visiting Follow-up Plan

Box 3-1 is an actual schedule of visits and what is entailed at each visit. Visits may be done by a
nurse—social worker team or by the nurse alone (in this case the nurse must have community re-
source experience). For this reason, some visits will mention a social worker’s presence.
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High-Risk Follow-Up Outcome Measures 57

! HIGH-RISK FOLLOW-UP OUTCOME MEASURES

GOAL

MEASUREMENT

BIRTH to 2 MONTHS

Linkage to health care system and

PCP (pediatric care provider) identified
Newborn home visits

[nitial newborn visit (PCP)

ER use and rehospitalization minimized

Social/Financial Support
Health insurance for newborn

Adequate maternal food

Adequate infant food

WIC referral and appointment (if eligible)
Adequate newborn supplies

Transportation for health care appointments

Mental health/drug/alcohol counseling
Parenting problems identified and addressed

Newborn Nutrition
Adequate food
Appropriate weight gain

Other: list specific need

Family knows health care provider’s name, phone
number, and how to make appointment

Appointment kept

At least 1 newborn visit appointment kept

No inappropriate ER visits or preventable
hospitalizations

Child has health insurance, private or through
state

Has access to balanced diet and food stamps

Has access to breastfeeding or formula

WIC appointment kept

Has clothing, diapers, bottles and a place for
newborn to sleep

Identified source of transportation (e.g., car, bus,
cab)

Appointment scheduled and kept

Teaching initiated; referrals initiated

Access to formula; enrolled in WIC

Weight gain of 4-6 oz per week for full-term
newborn and 3—4 oz per week for premature
newborn

Referral or other problem solving initiated

2—4 MONTHS

Newborn Nutrition

Appropriate growth and weight gain
Developmental milestones reached
Appropriate utilization of health care system
Appointment for immunizations kept

Lead level determined

Enrolled in EPSDT program (if eligible)

Social/Financial Support

Referrals previously initiated in place
Other: list specific need

Referral or other problem solving initiated

Growth consistent with weight graph
Documented in home care chart
Caregiver is compliant with appointments
Immunizations received on schedule

Lead level known

Receiving care from EPSDT provider

Appointments kept

(continued)
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GOAL

MEASUREMENT

4-6 MONTHS

Newborn Nutrition

Appropriate growth and weight gain
Nutritional support and teaching

Transition from formula to baby food begun
Developmental milestones reached
Appropriate utilization of health care system
Appointment for immunizations kept

Lead level drawn at 6 mos

Social/Financial Support
Referrals previously initiated in place
Other: List specific need

Growth consistent with weight graph
Documented in home care chart
Documented in home care chart
Documented in home care chart
Caregiver is compliant with appointments
Immunizations received on schedule

Lead level known

Appointments kept
Referral or other problem solving initiated

6-8 MONTHS

Newborn Nutrition
Appropriate growth and weight gain
Developmental milestones reached

Social/Financial Support
Any outstanding problems addressed
Other: list specific need

Growth consistent with weight graph
Documented in home care chart

Documented in home care chart
Referral or other problem solving initiated

8-10 MONTHS

Newborn Nutrition

Appropriate growth and weight gain
Developmental milestones reached
Appropriate utilization of health care system
Lead level drawn by 9 mos

Social/Financial Support
Any outstanding problems addressed
Other: list specific need

Growth consistent with weight graph
Documented in home care chart

Caregiver is compliant with appointments

If first lead level known, result was >10-14 pg/dl

Documented in home care chart
Referral or other problem solving initiated

10-12 MONTHS

Newborn Nutrition

Appropriate growth and weight gain
Developmental milestones reached
Appropriate utilization of health care system
Adequately immunized

Lead level drawn by 12 mos

Social/Financial Support
Any outstanding problems addressed

Other: list specific need
Discharge planning

Growth consistent with weight graph
Documented in home care chart

Care_giver is compliant with appointments
All first year immunizations received
If first lead level known, result was >10 pg/dl

Documented in home care chart
Referral or other problem solving initiated

Any ongoing needs and sources of
Support are
documented in the home care chgg.'o




*1Hin

CHAPTER

Specific Protocols Used in
Maternal-Newborn Follow-Up

This chapter contains protocols the nurse will find useful in providing maternal-newborn home vis-
iting. The protocols were developed to address some of the most commonly used home care proce-
dures for more complex maternal-child procedures. Included are home phototherapy, apnea
monitoring, neonatal abstinence due to drug withdrawal, and intravenous therapy. Maternal proto-
cols include staple removal for women with cesarean deliveries, and wound dehiscence. Although
we all wish every delivery resulted in a happy outcome, that is not always possible. Nurses working
in maternal-child home health must be prepared to assist families when a positive outcome is not
possible. A protocol for a bereavement visit is also included for the nurse’s information.

Additional protocols are included to help reduce the risks of infection, for both the family and
the nurse. Nurses will find these helpful to use as a standard of practice, and administrators can in-

clude this section in the orientation of all new nurses.
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Home Care Protocol: Fiberoptic Home Phototherapy

“ HOME CARE PROTOCOL: FIBEROPTIC HOME
PHOTOTHERAPY

Phototherapy will be initiated per order in accordance with agency general admission criteria and
the criteria below.

Eligibility Requirements

1. The pediatric health care provider must refer the patient to the phototherapy program with
a diagnosis of idiopathic neonatal hyperbilirubinemia.

2. The newborn must meet the following criteria:

-

h.

. The newborn’s birth weight must be over 2270 grams.

a
b.
C
d

The newborn must be term (37 to 40 weeks).

. Apgar scores should be above 7.

. Only vigorous, active newborns will be admitted to the program.

The newborn must be feeding without difficulty.
There should be adequate stooling and urination within 24 hours of birth.
The newborn blood levels should be as follows:

1) Combs test: negative

2) Rh-sensitization: negative

3) ABO incompatibility: negative (an ABO incompatibility in which bilirubin level is
trending downward will be considered for admission; the infant’s hemoglobin level
must be known)

4) Direct bilirubin: <1.5 mg/100 ml
S) Hematocrit: less than 65%
6) Total bilirubin level within the previous 6 hours
7) Maternal and infant blood types must be known.
The history of bilirubin level at various ages should be known (this is a guideline only).
1) At 24 hours old, below 10 mg/100 ml
2) At 48 hours old, below 15 mg/100 ml
3) At 72 hours old or older, below 18 mg/100 ml

3. There should be no educational or language barriers with the parents.

61

4. The newborn should have an adequate home environment (there should be electricity, heat,
and phone).

5. Plan for follow-up bilirubin levels daily or twice daily, depending on the orders.

6. The parents should be aware of their 24-hour monitoring responsibility.
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Equipment Needed

1. Home phototherapy blanket unit containing illuminator, fiberoptic cable and panel, and
disposable panel covers

2. Thermometer
3. Equipment for drawing blood samples

4. Phototherapy chart packet "
a. Parent information sheet

Consent form/initial evaluation chart

Nursing progress/Plan of Care

Parent’s record of phototherapy treatment

PGS,

Discharge summary

5. Three-prong grounded plug adapter

Procedure
1. Wash your hands and complete the infant assessment. ¥
2. Provide the parents with the parent information sheet and review the family teaching sheet.

3. The illuminator box should be placed only on a hard, flat surface, no more than 4 feet from
where the baby will be lying or held. Be sure that the air vent in the rear of the unit is not
blocked. Do not put the illuminator next to or on a radiator or heater.

4. Insert the metal collar of the fiberoptic panel completely into the insert of the illuminator.
The end of the metal collar of the fiberoptic panel is designed to be even with the end of
the insert of the illuminator. Turn the metal collar of the panel clockwise, one quarter-turn,

to lock it in place. 2 |

1 Ld
5. Plug the illuminator box into an electrical outlet. You will need a three-prong plug | |
" (grounded) outlet close by for the electrical cord. A heavy-duty extension cord, such as those
used for power tools or appliances, can be used.

nsert the panel into a disposable panel cover, ensuring that the light faces the fabric side of

" the cover, not the plastic side. A

""" provided, fasten the panel in place by affixing the tak
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You can now place a T-shirt on the baby, and wrap him or her in a blar
larger or more active babies, to prevent possible skin irritation under the b _
little of the baby’s T-shirt, blanket, or sleeper into the top of the panel. Doing th
cushion the infant’s armpit area, preventing skin irritation. St

10. Turn on the illuminator and start therapy.

11. Inform the parents of the follow-up visit plan.

i,_ 12. Return for bilirubin draws as per pediatric care provider orders and deliver to the preidenti-
' fied laboratory.
5
iyl 13. Notify the home care agency office (or the on-call supervisor) of the estimated time the lab
o, report will be available; provide the names and phone numbers of the pediatric care
- provider and the laboratory.
il 14. The home care nurse (or the on-call supervisor) is responsible for obtaining the lab result,
| contacting the pediatric care provider, and coordinating the plan for further orders.
R
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Home Care Protocol: Apnea Monitor

© HOME CARE PROTOCOL: APNEA MONITOR
»
Eligibility Requirements

1. The initial acute treatment has been completed.

2. Laboratory test values are within the normal range.

3. A pneumogram and other pertinent sleep studies have been completed.

4. The newborm is free of infection.

5. The parents have received CPR and monitor training.

6. The newborn is receiving an adequate amount of formula to promote an average weight
gain of 15 to 20 grams per 24 hours; this applies to the premature neonate only, because
weight gain is not a significant indicator for discharge of the older newborn.

7. The pediatric care provider has been selected.

8. The predischarge assessment in the home has been completed.

9. All of the necessary equipment has been ordered.

10. The patient has been discharged 24 to 48 hours after meeting the discharge criteria.
"
= 11. The electric company has been notified of the medical need for power priority.

12. The appropriate utilities have been notified of the need for water, phone, electricity, and
heat in cases of economic hardship.

13. An emergency transport plan is in place.

General Nursing and Pediatric Care Provider Treatment Orders

Before discharge of the patient from the hospital, a predischarge evaluation is to be completed. The
Home Needs Assessment Tool found in the appendices can be used for this purpose. This evaluation

entails the following:
1. Socioeconomic evaluation

2. Laboratory tests

3. Neonatal testing results (if appropriate)

4. Complete physical assessment and history to include the following information:

a. Birth history and hospital course
b. Appropriate identifying information
’ 1) Newborn'’s name, address, phone number

2) Parents’ names
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3) Referring pediatric care provider’s name, address, phone number
4) Insurance type and numbers
S) Type of home care, visits, and frequency

¢. Medications and dietary/treatment orders

d. Supplies and equipment needed

e. Evaluation of initial visit, establishing long-term and short-term goals

f. Signature of the pediatric nurse and date the predischarge assessment was rendered

5. The schedule of home visits by the monitor company set up to alternate with nursing visits

6. Notification of the electric company of the state of medical priority for any child using med-
ical electrical equipment in case of a power outage

7. Notification of the appropriate utilities of the need for water, phone, electricity, and heat in
cases of economic hardship

8. Establishment of an emergency transport plan with the family and the appropriate local
transport team

Nursing Assessment Each Visit

The nurse will perform physical assessment and examination to evaluate the following areas: L,

1. Respiratory: Auscultate the lungs for rate, rhythm, and abnormal breath sounds. Observe the
character of respiratory effort (retractions, grunting, or flaring).

2. Metabolic: Assess the patient’s temperature and intake.

3. Gastrointestinal: Assess for vomiting, frequent loose stools, and irritation of buttocks. Weigt
the newborn, measure girth, and auscultate bowel sounds. '

4. Genitourinary: Determine the number of wet diapers per 24 hours.

S. Musculoskeletal: Check muscle tone, vigor of activity, and movement of all extremities.

-

6. Neurologic: Assess the fontanel, irritability, cry,

presence of jitteriness or seizure activity.

ine number of times the alarm has sounded and the reasons why:.

L "M 2 _I_.I:v. -I :H,;j{m the hﬁﬂl‘t mtét Ih?'thm, presence of murm“r'

uld be limited 0 in the home and should be -
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1. Review the newborn’s intake. S S - e
2. Formula and volume will be determined by the pediatric care provider. 5 - ;I. -

Education
1. Safety
a. Review newborn safety; identify and correct hazards in the home.

b. Review signs of infection, feeding intolerance, and seizures with the parents.
¢. Review the monitor and CPR with the parents; assess their understanding of apnea and

e .- -

what happens if the alarm sounds.
2. Growth and development
a. Review newborn development and stimulation to promote growth.
i b. Reinforce the need for immunizations and follow-up visits.
‘ 3. Drugs: Educate the family concerning the signs and symptoms of adverse reactions to the

| medications prescribed.

4. Miscellaneous: Inform the parents of available community resources.
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» HOME CARE PROTOCOL: EDUCATING

! PARENTS/CAREGIVERS ABOUT DIARR
’ NUTRITION e

The major complication from gastroenteritis is dehvdration and accompanying electrolvte imbal-
ance. Signs of dehydration may not always be uppa.rent to parents. Parents should be informed of
these signs and should report them. Assessment data provide the basis for decision ma King pertain-
ing to treatment and care concerning infant diarrhea and nutrition. One-to-one teaching that is cul-
turally sensitive and that uses language the caregiver can easily understand is the goal.

Criteria

Home visits are recommended in cases of infants presenting to the emergency room with the follow-
ing conditions.

1. Acute gastroenteritis (AGE)
2. Vomiting (with no evidence of intestinal obstruction or acute abdomen)
3. Poor intake

4. Dehydration (excluding those patients exhibiting signs of circulatory collapse)

, Recommended Visit Pattern

Daily visits are suggested to monitor intake, output, and daily weight; to provide physical assess-
ments; and to ensure compliance with the treatment regime.

B PARENT EDUCATION PROGRAM: DIARRHEA

Diarrhea is one of the most common problems in infants, as well as one of the most potentially
dangerous. The following information should be helpful in understanding exactly what is going on
in the child’s body, how to treat diarrhea, and how not to treat diarrhea.

Diarrhea and Dehydration

1. Definition of diarrhea: Three or more liquid stools (liguid bowel movements) in a day.

2. Causes of diarrhea

a. Germs, bacterial or viral, that cause an infection of the intestines (bowels). This is called

gastroenteritis.
b. Microscopic animal organisms. Giardia is a common cause of a highly contagious diar-
rhea often transmitted from infant to infant in day care centers.

, c. Fungus (candida is on¢ species) can cause diarrhea, especially in infants who have been
weakened by other illnesses or who have immune-deficiency diseases.
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d. Parasitic worms are very common among infants, who tend to put their unwashed fin.
gers and hands in or near their mouths. ¢

e. Physiologic causes include fever. Many infants get diarrhea along with a cold, change in
diet, milk intolerance, or rich or spicy foods.

Regardless of the cause, diarrhea should stop within a week. If it continues, call the infant’s
doctor or clinic.
3. Impact of diarrhea on the infant’s health

a. Colds and diarrhea are the two most common illnesses of infants. Worldwide, infants
have 1 to 10 episodes of diarrhea a year.

b. Diarrhea can cause dehydration from fluid loss.

¢. Common diarrhea can cause serious illness or even death, especially in very young in-

fants. In the United States, 200,000 infants per vear are hospitalized and 500 infants dije

as a result of dehydration from diarrhea. This can be prevented if pediatric care
providers and caregivers understand diarrhea, dehydration, and simple steps they can
take to prevent them.

4. Definition/explanation of dehydration

a. At birth, the human body is about 80% water. By 9 months, it is 60% water and should
stay at that level.

b. Electrolytes are special kinds of salts (sodium and potassium) in the body that are vital
to the body’s systems.

C. Diarrhea causes body fluids and electrolytes to be lost in the stool. This can cause dehy- F
dration and even death.
S. Signs of dehydration (indicating a lack of fluid)
a. Dry mouth (lips or tongue)
Unusual drowsiness, listlessness, or fussiness
Extreme thirst
Sunken-looking eyes

Pt o

Decreased urination (or less than six wet diapers per day or a period of longer than 4
hours without urination)

Concentrated urine (urine is very dark yellow)
Absence of tears

Rapid heartbeat or pulse

Sunken soft spot (fontanel)

Poor skin turgor (pinch skin o : 2 _
Seceh rgor (p n abdomen; the skin should return to normal after being

- 7 0]

i
.

6. What to do if an infant is dehydrated.

a. If an infant with diarrhea appears dehydrated & |
or has blood in the stool, call 3 doctoryor CIini has a fever over 101 , cannot drink fluids,

Cim
make it look red, rust-colored, or flecked with blgad. ¢ 2100d in the stool can
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b. If an infant with diarrhea is unconscious, “floppy,” or has a high fever (more
than 103°), take the infant immediately to the nearest hospital!

7. Management of gastroenteritis involves three components.
a. Maintain or restore fluid and electrolvte balance.
b. Restore the bowel to normal functioning.

c. Prevent the infection of others in contact with the infant.

8. Care of an infant with diarrhea
These guidelines will help you to help vour infant get well, keep him or her out of the hos-
pital, and avoid a painful needle stick for intravenous treatment.

a. Rehydration
To prevent and treat dehydration, start oral rehydration therapy (ORT) as soon as the di-

arrhea begins. ORT is discussed and explained in detail in the next section.
b. Feeding

1) Sometimes people think that it is necessary to “rest the gut” in cases of diarrhea.
This is not a good practice! It is very important that infants eat when they are
sick, even when they have diarrhea. Eating the right foods actually helps the infant
get well faster. The right foods give the infant the energy needed for healing and for
fighting the infection causing the diarrhea. Small, frequent feedings are most often
given, yet larger quantities offered less frequently may be recommended because
frequent feedings have the potential to induce peristalsis.

2) DO continue to breastfeed or bottlefeed your baby normally (unless in-
structed otherwise by your baby’s pediatric care provider).

3) DO NOT give the infant sugary or salty foods or drinks. These can make the
diarrhea worse.

9. Medication for diarrhea
Diarrhea is a reaction of the intestines to an infection or irritation. The very best care for

most cases of infant diarrhea is simply replacing the fluids and salts lost by giving oral rehy-
dration solution and feeding the infant good foods while he or she is sick or following an
illness.

Parents are usually very concerned about the frequency and appearance of bowel move-
ments and want to give the infant something to “bind” the bowels. This does not really
help because, when the infant has diarrhea, the body fluid and salts are still being lost. They
are just being held in the intestine longer. The fluid in the intestine does not go back into
the body where it is needed! It is possible that the infant is still becoming dehydrated, even
though the diarrheal bowel movements are not being expelled. So, “binding” the infant will
give parents a false sense of security because it appears that the diarrhea is getting better. It
is not—it is just being held inside longer. Also, you might not realize how much fluid is
being lost because it is “hidden” in the intestine, 50 you will not realize how much the in-

fant needs to drink.
Remember, the main goal is to prevent dehydration and to recognize it early if it does

develop.

10. Record keeping _
If your infant has diarrhea it may be helpful to keep a written record, so that if you have to

call the pediatric care provider you will be prepared to ask and answer questions. Start the
notes as soon as the diarrhea starts. You should record the following information.

a. Amount and color of the stool and time
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b. Amount and Kind of fluid the infant takes and time
C. Temperature (
d. Weight

!f you have a scale, weigh the infant as soon as the diarrhea starts, especially if the infant
IS under 3 years old. If you have this information when you need to call the doctor,
nurse, or clinic, they will be able to decide more easily if the infant should be brought in.

11. Comfort the infant

Infants with diarrhea do not feel well and therefore have special needs. Babies’ bottoms hurt

and they may be cranky. These are some things you can do to prevent and treat diaper rash
to make the baby feel better.

. Do not use baby wipes that contain alcohol.

a
b. Do change diapers often.

C. Do wash the infant’s bottom with soap, rinse with plain warm water, and gently pat dry.

d. Do apply Vaseline, Desitin, or A&D ointment to the infant’s bottom. This will keep the
stool away from the skin.

€. Do apply cornstarch or baby powder to the infant’s bottom.

12. Prevention of diarrhea

The microorganisms (germs) that cause diarrhea are passed by people, objects, and food. To
prevent the spread of diarrhea, here are some things you can do.

a. Wash your hands well with soap and water.
1) Before cooking food or feeding your infant ¢
2) After changing your infant’s diaper or going to the toilet
3) After handling raw meat of any kind
4) After giving a sick infant medication or feeding
b. Do not let infants play with, or put into their mouths, things that you know are dirty.

¢. Throw disposable diapers out immediately and keep them in a trash can away from in-
fants and pets. The trash can should have a lid.

d. Keep dirty cloth diapers away from infants and pets and wash them as soon as possible.

e. Be careful how you store and prepare foods. To prevent the spread of diarrhea from
food, be sure to cook and prepare foods correctly and wash dishes and utensils well after

use. Foods to be especially careful with are eggs, fish and shellfish, chicken, and pork.
Promptly refrigerate foods that can spoil.

Oral Rehydration Therapy (ORT)

1. Definition: 0:;1 rehydration t&a;apy involves drinking a special solution to replace, in the
PIOPET proportions, essential body fluids and salts lost durin diarrhea prevent
) g €a to treat and
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For the solution to work best, proper amounts of the ingredients are critical. Too little or too
much of any of the ingredients will cause the solution to not work correctly. (This is why an
infant with diarrhea should not have salty or sugary foods and drinks and why plain water
is not enough.) However, fluids are critical, and oral rehydration solution is the best replace-
ment fluid. If ORS is not available, then any fluid is better than none.

Oral rehydration solutions
a. What they are

1) Oral rehydration solutions are special mixtures of water and electrolytes in the cor-
rect quantities that will replace the fluids and salts lost in diarrhea.

2) Commercial brands of ORS are available, including Pedialyte, Ricelyte, and generic
brands, which can be found in grocery stores and drug stores.

3) There is also a solution that you can make at home that is a good substitute
for commercial brands when it is made according to the directions. It is very easy
and inexpensive to make; the recipe is provided below.

b. How and when to give them to infants

1) How you give the solution is as important as what you give to an infant. To pre-
vent dehvdration it is necessary to replace the fluid and salts lost in the stool, so it
1S important to give enough solution.

2) When an infant has diarrhea, he or she may have an upset stomach. It is very im-
portant to give the solution slowly enough that it can be absorbed by the body and
not cause the infant to vomit. Here is a general guide to giving an oral rehydration
solution.

(@) Encourage the infant to take the solution after each stool or every few minutes.

(b) The solution should be taken in small amounts, either in sips or by spoon, so
that it is easily absorbed. Do not let the infant gulp it down.

(c) An infant under 24 months may need '/4 to /2 cup. A child 2 to 10 years old
may need /2 to 1 cup.

3) Remember, the solution is replacing what is lost in the diarrhea, so if there is a lot
of diarrhea, be sure to give enough of the oral rehydration solution after each stool.

4) If the infant vomits, keep giving the solution, but give it in sips of /2 to 1 teaspoon
every few minutes. This will allow time for it to be absorbed. The rate may need to
be slower than before the infant vomited.

S) When people have the correct amount of fluids and salts in their systems, they uri-
nate often and their urine is clear to light yellow in color. If an infant’s urine is
dark yellow or the infant is not urinating as much as usual, you may wish to give
more oral rehydration solution. Call the doctor or clinic if this condition continues.

c. How to make homemade cereal-based ORS (the sugar is replaced in this solution by the
cereal, which is a complex sugar)

Grandma’s ORS Recipe

1/2 to 1 cup of precooked baby rice cereal
2 cups of water
1/4 teaspoon of table salt

Mix all of the ingredients together until well mixed. Be sure to use a level measuring
teaspoon. Make the mixture as thick as is drinkable.

'l- "J- = - ‘: " ;"



Spoon or a cup. Remember, no gulping. Do rmt give too muéli,'alt cam.he if H 1ero f_.;_____.

Remember the idea of replacing fluid: one cup out, one cup in. In other Imn:ls, he
amount of diarrhea that comes out is the amount of fluid that should be put hﬂ&a n.

The ORS solution should be covered and stored in the re:ﬁ'lgerator if possible. The 1
solution should be discarded after 6 to 8 hours, or when it is too thick to drink.

Reminder: This is not considered food, and the infant should also be encouraged to
eat a normal diet of breast milk, formula, and/or recommended foods. | s




Home Care Protocol: Administration of Neonatal Intravenous Antibiotic

% HOME CARE PROTOCOL: ADMINISTRATION OF
NEONATAL INTRAVENOUS ANTIBIOTIC

Eligibility Requirements

1.

10.

1 &

The initial acute treatment has been completed and a decision has been made by pediatric
provider to complete therapy course at home.

Laboratory values are within the normal range.

There are no underlying complications.

Parents have demonstrated the ability to cope with home intravenous (IV) therapy.
The predischarge assessment in the home has been completed.

All of the necessary equipment has been ordered.

. A feeding pattern has been established.

The infant has been discharged within 24 to 48 hours after meeting the discharge criteria.
The electric company has been notified of the medical need for power priority.

The appropriate utilities have been notified of the need for water, phone, electricity, and
heat in cases of economic hardship.

An emergency transport plan is in place.

General Nursing and Pediatric Care Provider Treatment Orders

Before discharge of the infant from the hospital, a predischarge evaluation will be completed. This
evaluation includes the following areas:

1.

2.

Socioeconomic evaluation
Laboratory test results

Appropriate equipment and supplies ordered and the delivery date scheduled with the par-

ents/caregivers

Complete physical assessment to include the following:

a. Pertinent past and current findings

b. Appropriate identifying information
1) Infant’s name, address, and phone number
2) Parents’ names
3) Referring pediatric provider's name, address, and phone number
4) Insurance types and numbers
5) Known drug allergies
6) Type of home care, visits, and frequency

75
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5. Notification of the electric company of the state of medical priority for any child using med.
ical electrical equipment in case of a power outage

6. Notification of the appropriate utilities of the need for water, phone, heat, and electricity in
cases of economic hardship =

7. Establishment of an emergency transport plan with the family and the appropriate local
transport team

Nursing Assessment Each Visit
The nurse will perform a physical assessment and examination to evaluate the areas listed below:

1. Cardiovascular: Assess heart rate, rhythm, and presence of murmur. Palpate peripheral pulses
and observe for edema.

2. Respiratory: Auscultate lungs for rate, rhythm, and abnormal breath sounds. Observe the
character of respiratory effort (retractions, grunting, or flaring).

3. Metabolic: Assess the infant’s temperature and intake (subnormal or above normal).

4. Gastrointestinal: Assess for nausea, vomiting, and diarrhea as signs of antibiotic intolerance.
Obtain daily weights. Assess for presence of bowel sounds.

S. Genitourinary: Determine the frequency of voiding. Determine the number of wet diapers
per 24 hours. c

6. Musculoskeletal: Assess muscle tone, vigor, activity, and movement of all extremities.
Change the dressing, if needed.
Intravenous Site
L. Be sure the IV site remains free of signs of infiltration or phlebitis.
2. Restart the IV when infiltration and phlebitis are present.

3. Apply a warm soak for comfort after removing the old IV,

Activity
1. The infant is to be held durmg fGEdin,g-, not propped with a bottle.
- 2. At times other than feedi
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1. Safety - TR =
a. Review infant/child safety; identify and correct hamdsinﬂl&hm ' . '
b. Review signs of infection and feeding intolerance.
C. Stress the importance of follow-up care.

2. Intravenous site care
a. Avoid bumping or other abuse of the site.

b. Review the signs of infiltration and phlebitis and the measures to be taken.
c. Keep the site clean and dry.

3. Growth and development
a. Review infant development and stimulation to promote growth.
b. Reinforce the need for immunizations and follow-up visits.

4. Medications: Educate the family concerning the signs and symptoms of adverse reactions to
medications prescribed.
Nursing Visit Plan

. 1. The course of treatment varies from 7 to 21 days, depending upon infection and the discre-
tion of the pediatric care provider.

2. The frequency of administration varies, depending on infant size, age, and the antibiotic
used.

3. Nursing visits will be provided as per the pediatric care provider’s plan of care. See Box 5-1
for a sample Individual Treatment Plan. "
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BOX 5-1: INDIVIDUAL TREATMENT PLAN

Infant name:

Doctor name:

Protocol: Neonatal Administration of Intravenous Antibiotics

Medication order:

EQUIPMENT ORDER
1. #22 or #24 intravenous catheters
T connectors
B& D caps
Alcohol swabs
Tape
Arm boards
Heparinized sodium for flush
3 CC syringes
1 cc syringes
10. IV pump
11. IV pole
12. Extension tubing
13. Sterile water for injection
14. Single-use vials of sterile saline for injection (for infants, sterile saline with no preservatives
should always be used)
15. Vials of antibiotics
16. 50 cc bags of DSW, or DSNSS for older child
17. 20 cc syringes
18. 250 cc bags of DSW for infant and toddler administration
19. Three-way stop cocks =
20. Gloves |
21. Needle disposal receptacle ' A

0N U A WN

Other equipment:

Lab test order: Serum toxicology antibiotic level as ordered.

Diet order:
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 HOME CARE PROTOCOL: DRUG

WITHDRAWAL/NEONATAL ABSTINENCE
SYNDROME (NAS)

Eligibility Requirements

1.

9.

The initial acute treatment has been completed.

. Laboratory test values are within the normal range.
. The newborn is free of infection.

. The parents are able to perform the following tasks:

a. Care for the infant's physical and nutritional needs

b. Administer medication correctly
A social service evaluation has been completed.

The infant is taking adequate nutrition for his or her size and averaging a weight gain of 15
to 20 grams per 24 hours over 1 week.

A predischarge assessment of the home has been completed.
The newborn has been discharged 24 to 48 hours after meeting the discharge criteria.

The electric company has been notified of the medical need for power priority.

General Nursing and Pediatric Care Provider Treatment Orders

Before discharge of the newborn from the hospital, a predischarge evaluation will be completed.
This evaluation includes the following:

15

2

3.

Socioeconomic evaluation, with definite reference to the mother’s reliability and supports

Home health aide needs based upon assessment of the mother’s reliability and supports

Laboratory test results

Neonatal testing results

Complete physical assessment and history to include the following areas:

a. Birth history and hospital course
b. Appropriate identifying information
1) Newborn’s name, address, phone number

2) Parents’ names
3) Referring pediatric care provider’s name, address, phone number

4) Insurance type and numbers
5) Type of home care, Visits, and frequency
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¢. Medications and dietary/treatment orders
d. Supplies and equipment needed

¢. Evaluation of initial visit, establishing long-term and short-term goals

f. Signature of the pediatric nurse and date the predischarge assessment was rendered

6. Notification of the electric company of the state of medical priority for any newborn using
medical electrical equipment in case of a power outage

7. Notification of the appropriate utilities of the need for water, phone, electricity, and heat in
cases of economic hardship

8. Establishment of an emergency transport plan with the family and the appropriate local
transport team.

Nursing Assessment Each Visit
The nurse will perform physical assessment and examination to evaluate the following:

1. Cardiovascular: Assess heart rate, rhythm, and presence of murmur. Palpate peripheral pulses
and observe for edema. Note the skin color for any molting.

2. Respiratory: Auscultate lungs for rate, rhythm, and abnormal breath sounds. Observe the
character of respiratory effort (retractions, grunting, or flaring).

3. Metabolic: Assess the newborn’s temperature and intake. p

-

4. Gastrointestinal: Assess for vomiting, frequent loose stools, and irritation of buttocks. Weigh
the infant, measure girth, and auscultate bowel sounds. Note that constipation may indicate

overuse of paregoric.
5. Genitourinary: Determine the number of wet diapers per 24 hours.

6. Musculoskeletal: Check muscle tone, vigor of activity, and movement of all extremities.

7. Neurologic: Assess the fontanel, irritability, cry, moro reflex, presence of jitters, or seizure ac-
~ tivity, inability to quiet, yawning, or sneezing. J

;' ;‘5 im ulatiﬂn by exeessnnise and activity should be minimized.
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Id be kept swaddled in a quiet room with subdued lights.




~ a. Review infant safety; identify and correct hazards in the home.
b. Review the signs of infection, feeding intolerance, and seizures with parents.

~ 2. Growth and development

a. Review infant development and stimulation to promote growth.

b. Reinforce the need for immunizations and follow-up visits.

3. Drugs: Educate the family concerning the signs and symptoms of adverse reactions to any
medication prescribed.

4. Social: Follow up and provide a social service evaluation if there is a drug dependence situa-
tion in the family.

S. Miscellaneous: Inform the parents of the community resources available.




1 HOME CARE PROTOCOL:
HOME STAPLE REMOVAL

Nurses may remove staples from women following cesarean section if they have demonstrated to

the emplmng agency that they are technically proficient in staple removal. The following protocol
is to be used.

1. Staples will be removed on the fifth postoperative day unless otherwise specified.

2. The client should be afebrile.

3. The wound is to be inspected before staple removal.

4. Do not begin staple removal under the following circumstances:
a. The client is febrile.

b. The wound is unusually tender, indurated, or erythematous.

5. If client has a fever or an unusual wound exam, call the OB care provider from the home for
a consultation and if you are unable to reach the OB care provider, refer the client to the
hospital emergency room.

6. Every other staple is to be removed in sequence.

7. Discontinue staple removal under the following circumstances:

. a. The skin edge opens.
b. Drainage from the wound appears.

C. Any staple is unable to be removed.

8. If the skin edge opens or there is drainage from wound, apply a dressing and call the OB
care provider from the home for a consultation. If you are unable to reach the OB care
provider refer the client to the hospital emergency room.

9. If you are unable to remove staples, refer the client to the OB care provider, to be seen at the
office within 72 hours of your visit.

o 10. Apply steri-strips to the wound at the completion of staple removal.

11. Instruct the client in wound care, signs and symptoms of infection, and removal of
steri-strips.
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% POLICY AND PROCEDURE: THE CLIENT WITH
SUDDEN WOUND DEHISCENCE

PURPOSE: Appropriate emergency nursing intervention will be provided in the event of
sudden wound dehiscence.

RATIONALE: Appropriateness of action is crucial in preventing further client morbidity.
PREPARATION * Approach the situation calmly, informing the client of all activities.
OF CLIENT: Provide emotional and physical support.

* Assist the client in preparation of needs for hospital transport.

EQUIPMENT:
1. Sterile dressings
2. Sterile normal saline for irrigation

3. Sterile gloves

PROCEDURE:

1. Stay with the client and have someone in the household contact the OB care provider. The
nurse should have a family member stay with the client while she is speaking directly to the

OB care provider.
2. Have the family notify paramedic, emergency medical technician (EMT), or police transport.
3. If the intestines are exposed, cover with sterile, moist dressings.
4. Keep the client on absolute bed rest until emergency transport arrives.
5. The client may be instructed to bend her knees for relief of tension on the abdomen.
6. Assure the client that the wound will be properly cared for; keep her quiet and relaxed.
7. Instruct the family to gather the appropriate belongings for client hospitalization.

8. The nurse should accompany the client to the hospital if the transport team does not have a
nurse, paramedic, or EMT.

9. If the transport team consists of a nurse, paramedic, or EMT, the home care nurse should
provide a complete report to this person.

10. The home care nurse will notify his or her supervisor as soon as possible from the client’s
home.



DOCUMENTATION AND REPORTING:

1%
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Document all communication and actions taken on the nursing pro eSS I
dent report.

The nursing supervisor must be notified.

The nursing supervisor will follow through with the hospital concerning the client’s condi- .
tion. gl

The nursing supervisor will assure appropriate documentation by the home care nurse.

L
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Eligibility Requirements

1. Loss of neonate after delivery

2. Previous maladjustment to loss of neonate, infant, or child

3. Referral from social service at client’s institution

General Nursing and OB Care Provider Treatment Orders
Before the nursing visit, the nurse will make the following preparations:

1. Consult with the OB care provider and social service.
a. Obtain the client’s physical and psychosocial history.
b. Assess the availability of family support.
¢. Obtain interpretation of the client’s and family’s ability to go through the grieving

process.

2. Obtain information from the following organizations (whichever are applicable) for support:

a. National SIDS Foundation
’ b. The International Guild for Infant Survival

c. Society of the Compassionate Friend
d. The Center of Death Education and Research
e. Caring Unlimited
f. Parenting Association
g. Any other local support group for grieving

3. Obtain important identifying information:

a. Client’s name, address, and phone number

b. Religion, age, gravida, and parity |
, c. Case history S
d. Insurance types and number | -
e. Any drug allergies
f. Schedule for the visit
g. Name of social worker involved

e Caimel @k

f the family.
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2. ldentify the grieving process:
a. Denial and avoidance

Anger

Depression

Rationalization

-

Acceptance

3. Support the client through the following actions:
a. Touching
b. Listening
C. Reassuring that what they are feeling is OK.

4. Assess for somatic and emotional distress:
a. Chest pain
b. Weakness
c. Sighing
d. Fainting
S. In dealing with the anger stage (possible accusations against medical
technology/hospital/OB care provider/nurse) keep the following points in mind:
a. Don't be defensive.
b. Remain calm.

c. Help the client vent anger. 1
6. Report to OB care provider after the total evaluation of the grieving visit.

7. A social service consultation may be necessary after the nursing evaluation.

Activity

*mereare no limitations to activity.

’EdtL:c&t!on




Diet

1. Provide nutritional teaching. e .

2. Encourage the client to maintain a good, nutritionally balanced diet. L ¢

Follow-Up Care
1. Establish with the client that the OB care provider appointment must still be maintained.

2. It may be necessary for social service to follow client.

Medication
1. Medication should be taken only as prescribed by the OB care provider.

2. During the visit review the proper administration of medication, any side effects, and ac-
tions of medication.

3. Review the contraindications of any new medication the client may be taking.




Policy and Procedure: Measures to Limit Incidence of Infections in the Home 921

B POLICY AND PROCEDURE: MEASURES TO LIMIT
INCIDENCE OF INFECTIONS IN THE HOME

POLICY: Home care staff members will implement infection control procedures, as
necessary.
PURPOSE: * To control the spread of infection.

e To protect individuals from the transmission of communicable/infectious
diseases.

PROCEDURE:

1. Home care staff members will implement infection control procedures with regard to clients,
staff, and their environment.
2. Infection control procedures include, but are not limited to, the following measures:
a. Handwashing by home care staff members in the following situations:
1) Before and after providing direct client care
2) After handling soiled or contaminated materials
3) After using the lavatory
4) After coughing or sneezing
Following appropriate client wound and skin dressing techniques

Practicing appropriate client skin care

I

Handling and disposing of client waste products appropriately

Covering nose and mouth when coughing or sneezing

=

Covering cuts on fingers or hands with clean Band-aids
g. Taking sick leave days in the following instances:

1) Any infectious condition

2) Fever

3) Diarrhea
4) Active herpes that is open and weeping (for direct caregivers only)

3. Environmental infection control procedures include, but are not limited to, the following
measures:
a. Maintaining a clean work environment, for example, by maintaining clean counters, ta-
bles, and shelves
b. Keeping clean and dirty items separate
c. Keeping the client environment clean, neat, and orderly

4. Home care staff members should provide information to all clients regarding infection con-
, trol principles and procedures, as appropriate.
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21 POLICY AND PROCEDURE:
BODY FLUIDS PRECAUTIONS

POLICY: The Centers for Disease Control (CDC) and Occupational Safety and Health
Administration (OSHA) recommendations for prevention of exposure to

hepatitis B virus (HBV) and human immunodeficiency virus (HIV) will be
followed.

PURPOSE:

1. To prevent direct inoculation of infectious material to self or others.

2. To comply with the most recent recommendations for infection control from CDC, which
calls for the use of gloves and, if necessary, gowns, masks, and goggles when handling blood
or body fluids in the care of all clients.

3. To inform staff of the following OSHA definitions of Standard Precautions and Body Fluids:

a. Standard Precautions: The term “Standard Precautions” refers to a system for infectious
disease control which assumes that every direct contact with body fluids is infectious,
and requires every employee exposed to direct contact with body fluids to be protected
as though such body fluids were HBV or HIV infected. Therefore, Standard Precautions
are intended to prevent health care workers from parenteral mucous membrane and
nonintact skin exposures to blood-borne pathogens.

q b. Body Fluids: Fluids that have been recognized by CDC as directly linked to the transmis-

| sion of HIV or HBV, or to which Standard Precautions apply: blood, semen, blood prod-
ucts, vaginal secretions, cerebrospinal fluid, synovial fluid, pleural fluid, peritoneal fluid,
pericardial fluid, amniotic fluid, and concentrated HBV or HIV viruses.

EQUIPMENT:
1. Gloves
2. “Baggies”
3. Labels

The need for gowns, masks, or goggles is determined by the following: if the quantity of body fluids,
or the inability to control the loss of body fluids, presents the risk that the face would be sprayed or

clothes contaminated.

PROCEDURES: To prevent exposure to body fluids, all nurses must wear gloves at all times
when they might come in contact with blood, semen, urine, feces, saliva,
lochia, breastmilk, or wounds. Gloves should also be worn when using
instruments for vascular access or having direct contact with articles that
have been contaminated.

1. Hands should be washed before and after direct contact with the client or secretions.

, 2. Gowns should be worn when having contact with the client’s blood, carrying out proce-
dures in which excessive blood spills or spatters may occur, or using instruments that may
became contaminated due to direct contact with blood or secretions (exam instruments).
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. Articles such as books, magazines, and toys require no special precautions unless visibly cor :
taminated with blood or secretions. "l

. Sphygmomanometer and stethoscope require no special precautions unless visibly contamj-
nated.

. Thermometers should be disinfected with 0.2% iodine or 709 to 90% alcohol, or a ther-
mometer cover should be used.

- All specimens of body fluids should be put in a well-constructed container with a secure lid
to prevent leaking during transport to the lab; the container must then be bagged. If outside
contamination of the bag is likely, a second bag must be added.

- Special precautions should be taken when blood is collected from clients. Disposable needles
and syringes must be used. Used needles should not be recapped.

. Used needles and any discarded blood should be placed in a prominently labeled, impervi-
Ous, puncture-resistant container designated for this purpose. Do not intentionally break or
bend by hand. The medical supply company will pick up the needle box when it is full.
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Family Education Materials

The teaching material found in this chapter is meant to to copied and distributed to home care
nurses and the families they assist. These are only a few of the teaching tools one can access with a
little research. Excellent materials can be found through The Division of Maternal Child Health,
Health and Human Services (5600 Fishers Lane, Rockville, MD 20857). In addition, further resources
should be available through state and local health departments. Visual and written aids assist the
nurse in the education process by stimulating multiple senses and thus increasing stimulation of the
memory.
Keep in mind that these items are simply tools. They are meant to assist in the educational
process. They are not a substitute for the nurse—client relationship that develops out of a nurse’s em-
‘ pathy with the client. The nurse should always take the time to review these handouts with clients.
g Do not assume the client can read or has developed an adequate trusting relationship with you to
value your information. Nurses in home care work in the domain of the client, not in the office or
the hospital. The client maintains more control in home care because the nurse works on the
client’s “turf.” The nurse’s ability to communicate and develop the “helping relationship” is crucial
to successful practice of home health nursing.
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¥ PARENT EDUCATION PROGRAM:
®»  KEGEL EXERCISES

The primary muscle involved in Kegel exercises is the pubococcygeus (P-C) muscle. Exercising the P-
C muscle provides the following benefits.

1. Urinary sphincter control is strengthened.
2. Muscle tone in the vagina is increased.

3. The ability to constrict the vagina voluntarily is also increased. This increases female vaginal
perception and response during penile-vaginal intercourse.

4. Exercising the P-C muscle contributes to the elimination of pain during sexual intercourse.

5. Exercising the P-C muscle increases the ability to relax the pelvic floor, which aids in the
birth of the baby.

6. Kegel exercises also speed up the postpartum recovery of pelvic floor muscle tone.

To identify the P-C muscle, sit on the toilet with your legs spread as far apart as possible. Start and
stop the flow of urine. The P-C muscle is the only one that can accomplish this while in this posi-
tion. Contract the P-C muscle, hold for 3 seconds, relax, and repeat this process. Because the P-C is a
muscle like other muscles, with overly strenuous exercise it can become sore. If this happens, either
stop doing the exercise for 1 or 2 days until the temporary soreness disappears and then resume, or
‘ reduce substantially the number of exercises done per day and then gradually increase to the recom-
X mended number.

Once you learn where the P-C muscle is, Kegel exercises can be done during daily activities
that do not involve a great deal of moving around (e.g., driving an automobile, sitting, doing dishes,
watching TV, waiting in a checkout line, lying in bed). Practice the Kegel exercises five times a day
(15 contractions each time) or 10 contractions each time you open the refrigerator. Soon Kegels will
become second nature to you.




. The new mother should get plﬁl'lt'}' of rest for the Bt thE : ._._- |‘ ‘ __ T

The client should care for herself and her baby only; she shouldn’t expect too much dm
self. - .

The new mother should obtain help for general household duties (cleaning, cooking, laun-
dry, shopping, and caring tor older children).

Emphasize that the new mother needs to rest when the baby is sleeping.

Limit visitors to relatives and close triends.

Remember, fatigue decreases the milk supply and the ability to cope with new and added re-
sponsibilities.

Activity

1.

2.

3.

Diet

B W N

Limit stair climbing for the first week.
The client should let her body be the guide for activity and exercise.
The new mother may go out to dinner or for a ride but she should not drive for 1 to 2

weeks unless otherwise instructed by her physician. Cesarean section patients should \mﬁ];
with their OB care provider when driving is permitted. -
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Advise the client to drink 8 to 10 glasses of water per day.
Her diet should consist of protein, fruits, vegetables, and mjl.k.

A small bowl of bran daily will prevent constipation
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Vaginal Discharge
L At

first discharge is red, like a heavy period, for 1 to 3 days.

2. By the 3rd day the discharge should have thinned and lightened in color.

3. :?lp)gr ]-::le ld[}th day the discharge is often a pale pink. watery fluid, heavy enough to :
pad.

. It, after the 3rd day, bleeding become

s bright red and heavy again, it is often a sign that the
new mother has done too much and g

should slow down and rest.

Intercourse

1. For the majority of women, intercourse may be resumed when the vaginal area feels com-

fortable and the episiotomy has healed. She should check any doubts with her physician.

2. Gentleness and added lubrication may be needed for comfort when sexual activity is first re- |
sumed. |
3. Breastfeeding mothers may ovulate before their first menstrual period, therefore it is possible '|
to get pregnant again even before menstruation has resumed. I
4. Foam and condoms will provide contraception if sexual activity is resumed before 6 weeks i
postpartum. "
S. Birth control can be discussed at the 6-week postpartum visit. G

[
»

Baths and Showers

1. The new mother may shower as necessary, but stress two points. Do not take a tub bath for

at least 3 days unless otherwise instructed by the OB care provider. Do not use bubble bath
or oils in the bath water.

2. Warm showers may help to relieve the discomfort of breast engorgement.

3. Do not use douches!!!

' stitches and Hemorrhoids

1. Warm tub baths or sitz baths are recommended several times a day.

-'a_—;=j .=’= ® - = A - =
e i LTe i e s - e e e
mother that stitches normse dle 4DSOrpeq or |
e e e e R s e = e g 2 et

. L]
N
- !
T b e S
a LN -
= —
=
-
- o
" ki

si




~ Postpartum Blues

1. The new mother may experience postpartum bl during the first 10 days x
The most common o

is
swrieving Symptom is unexpected and unexplainable crving. Also, §

Postpartum blues usually go away about 72 hours after onset. but they may continue for as
long as 10 days.

3. If postpartum blues symptoms persist or increase in severity, they may be an early sign of
postpartum depression.

4. Postpartum depression is experienced by 10% of all women and may occur anywhere within
6 months after delivery.

S. Signs and symptoms of postpartum depression
a. Sleep disturbances may occur.

Loss of appetite is common.
Fear and anxiety are also signs of postpartum depression.
A feeling of hopelessness mav develop.

Hostility or self-blame are also common.

= 0 B n @

Difficulty concentrating or making decisions is another sign.

. ’ 6. The client may want to seek professional help if the signs and symptoms of postpartum de-
pression are experienced.

Baby's Fussy Periods
1. The baby may go through fussy periods during the day or evening.
2. Fussy periods may happen because the mother’s milk supply is low at the end of the day.
3. The new mother may need to nurse more frequently.
4. Use calming tactics such as rocking, walking, strollers, swings, etc.
0 S. Lay the baby down to see if he or she will sleep.
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o s Tenderness of the Pubic bone, accompanied by frequency, urgency, n bu

N
toms may indicate an infection of some type, which requires professional attentic
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NEWBORN INSTRUCTIONS

Bathing

[ 1. Sponge bathe the newborn with mild soap (low alkaline) such as Dove or Castille until the
cord has fallen off and the area is completelv healed.

2. Do not use oil or powder on the baby’s head or skin.

3. When the navel is healed, the baby may have a tub bath.
4. Bathe the baby before feeding.

Cord Care

1. The cord usually falls off within 7 to 10 davs.

2. Use alcohol and cotton to cleanse and bathe the area around the base of the cord at every
diaper change.

3. There may be one or two drops of blood when the cord separates.
4. Keep the diaper folded beneath the navel to facilitate drying of the cord.

.l ' 5. Call the pediatric care provider if the cord has a foul odor or if the skin of the abdominal
area around the umbilical cord becomes red.

Diaper Rash
1. Change the baby’s diaper when it is soiled.

§ 2. Avoid using plastic pants when possible or change the baby frequently. Air the buttocks
- when changing.

_ 1 Qjmsshmﬂdbgwashedwithnﬁldmpmdﬁmedweua&ereach laundering.

(Vaseline can be used all the time on the diaper area).
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Clothing =

1. Keep the baby warm, but do not overheat. -

2. Use simple, easily washed clothes.
3. On hot days, a diaper and T-shirt may be enough.
4. The baby should wear one more layer of clothing than his or her mother.

S. Ifitis cool and breezy, the baby’s head should be covered.

Feeding

L. If breastfeeding, refer to instructions and information on breastfeeding.
Hold the baby at every feeding.
Feed the baby when he or she is hungry (usually every 3 to § hours).
Do not wake the baby at night.

Burp the baby after every /2 to 1 ounce at first.

il L

Place the baby on his or her stomach or right side (roll the blanket and place behind the
back for support).

o>

“Recent research shows that SIDS is more common in babies who go to sleep on their tum-
mies. By making sure your baby goes to sleep on its back or side, you can help reduce the risk
of SIDS” (Back to Sleep: Reducing the Risk of Sudden Infant Death Syndrome—What You Can Do.
U.S. Public Health Service, the American Academy of Pediatrics, the SIDS Alliance, and the
Association of SIDS Program Professionals). If you have any questions about your baby’s sleep
position, contact your health care provider first. Then you can call, toll free, 1-800-505-CRIB,
or write to Back to Sleep, PO. Box 29111, Washington DC 20040, for more information.

7. Do not start any new foods (cereal, juice, or fruit) until the pediatric care provider gives per-
mission.

8. Use formula as ordered by the pediatric care provider. The powdered form may be more eco-
nomical. The client should always follow the instructions on the can for mixing and prepar-
ing the formula.

;.;9_.,; The baby may have 1 to 2 ounces of boiled, cooled water if fussy.




¥ PARENT EDUCATION PROGRAM:
D  BREASTFEEDING e

Position for Breastfeeding

1. Assume a comfortable position (sitting, lving, foothall hold); pesitions should be rotatext to
avoid stress or sore nipples.

2. Bring the baby to the nipple. You may want to use pillows. This avoids the stress of the baby
pulling on the nipples.

3. Expose the breas,l:. Support the babv's head in the crook of the arm, with the other hand
supporting the nipple in a scissorslike hold or thumb and forefinger hold.

4. Compress the breast if it is large, with the finger at the baby’s nose to prevent obstruction of
breathing.

5. Timing

. Feed for 5 minutes per side on the first day.

. Feed for 7 to 8 minutes per side on the second day.

. Feed for 10 minutes per side on the third day.

. Build up to 20 minutes per side.

. If the baby falls asleep at 10 minutes, when milk comes in cut back to § minutes per side.

. 1f the baby is still hungry, vyou may go back to the first side for another S minutes.

. Nurse both breasts at each feeding. Start with the breast you ended with at the last feeding.

. At end of the feeding, break the suction by placing vour finger in the corner of the
baby’s mouth.

i. Air dry the nipples after each feeding and apply Eucerin cream around the areola (brown
area) but not on the tip of the nipple. This will keep the nipples from becoming tender.

~ 08 -~ N O N T ®

Breast Massage and Hand Expression

1. Breast massage must be used to bring the milk down to the baby, to relieve fullness, and be-
fore pumping or hand expressing to decrease the time spent on collection. (See Table 6-1.)

TABLE 6-1.
Breast Pumping Schedule
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2. To massage: Place one hand under the breast. With the other hand., stroke down toward
the nipple, starting from the shoulder. Then stroke under the breast and up. Do this for
1 minute. -
3. To hand express: Put the thumb and forefinger on the areola about 1 inch from the nipple.
Press back toward the chest wall and squeeze together to compress the milk sinus.
Milk Collection and Storage

1. Milk may be collected and stored when mothers work or are not going to be home for feed-
ings and want the baby to drink from a bottle.

2. Collect milk by hand expression, breast pump, or with milk cups. One ounce at a time may
be accumulated, so make sure that enough time is allotted.

3. Collect in a clean container.

4. Chill milk, then freeze. Chilled milk may be poured on top of frozen.
S. Milk may be stored in the refrigerator for 24 to 48 hours only.

6. Glass or plastic bottles or double bagged nursers may be used.

7. Milk can be kept in the back of the freezer for several months.

8. To defrost, run under cold, then warm water, then shake.

9. Discard defrosted milk that the baby does not use.

10. Milk to be transported should be placed in an insulated bag, frozen, or packed with ice.

Breastfeeding Solutions and Problems

1. Soreness

a. Nipples may become red and cracked or bleeding. The nipple may be sore until it be-
comes accustomed to baby’s sucking, or soreness may be due to poor positioning, re-
moving the baby from the breast improperly, not allowing the nipples to dry, or |
irritants such as soap, shampoo, rough clothing, plastic liners in bras, or harsh laundry
detergents. -
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2. Fullness or engorgement

a. Breasts become full on the second o third dav | comes
Engorgement is when the milk beml;'nes backedda} m mm mmm h&
hard and shiny. w ' e

b. Solutions

1) Short, f 1 :
) : ee?:l ing'requent feedings help. Do not miss feedings, and nurse on both sides each

2) Warm showers, compresses, massage, and expression relieve the fullness.
3) Make sure the bra is not cutting or binding in any place.
4) Occasionally expressing or pumping after feeding may relieve fullness.
3. Plugged duct

a. A plugged duct produces a lump or tenderness in one spot.

b. Solution
1) Nurse on the affected breast first.
2) Direct the baby’s chin toward the lump when nursing.
3) Avoid tight bras, underwire bras, and bunching clothing.

, 4) Use massage and heat while nursing to encourage lump drain.

4. Breast infection

a. Symptoms: flulike feeling, redness, tenderness and fever. The condition may be aggra-
vated by not emptying the breast completely, abrupt weaning, or the mother’s fatigue.

b. Solutions
1) Heat: warm, moist compresses may help.
2) Rest will alleviate the mother’s fatigue, helping her condition.

3) Empty the breast completely; when nursing, direct the baby’s chin toward a sore
spot or lump.
4) If the client’s temperature increases to 100°, call the physician.

Growth Spurts ol

1. Growth spurts usually come within the first lﬂdays,atSweeks,atamomhs,mﬁﬁ:-

~ 2. The baby may want to nurse more often.
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“* PARENT EDUCATION PROGRAM:
EXPRESSING BREAST MILK

Breast milk may be expressed and collected for later use by hand expression, a hand-operated breast
pump, or a semi-automatic battery-operated or electric breast pump. A sterile container, such as
plastic bottle bags (Playtex or Gerber liners) or a sterilized plastic or glass bottle, should be used to ol
lect the milk. Before collecting milk, wash vour hands with soap and water and dry them tho )

Massage each breast in this way. If large-breasted, support the breast with one hand. Beginning at
the chest wall, use the other flattened hand to exert gentle pressure on the breast toward the nipple,
working around the breast. Work in the areas of greatest milk duct development, under the breast
and along the side under the arm. Use the palms of the hands, not the fingers, for firm pressure.

Stimulate the let-down reflex or milk ejection reflex by gently rolling and tugging the nipples
between your thumb and forefinger. Dripping of milk from the nipples is one sign that the let-down
or milk ejection reflex is working. When you feel that the let-down reflex has begun to work, you
can begin expressing breast milk by the chosen method.

Collecting milk may take about 20 minutes. Alternate the breast from which you are expressing
milk about four times; when the milk flow slows down on one breast. switch to the other breast.

A breast pump collection kit should be washed daily in soap and water and rinsed between uses.
A dishwasher (which leaves no soap residue) provides an excellent method for cleaning the Kit.
When collecting milk for a hospitalized infant, the collection kit must the sterilized daily.

% PARENT EDUCATION PROGRAM:
STORAGE OF HUMAN MILK

Containers

For hospitalized infants, ask your baby’s nurse for storage containers. For home use, the following
containers and methods are recommended.

1. Clean heavy plastic or glass containers.
2. Disposable bottle liners; double bags are more sturdy.

3. Seal with a lid or twist tie and store upright until frozen.

4. Label the container with the date on which the milk was expressed

' 1
Storage g
‘.T?r

For hospitalized infants, milk should be refrigerated within 1 hour of expressing. In general, use __:_;
._.J 2Ry .: Ey J . gui@inﬁ. ) I | I
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~ a. Home use: up to 5 days
b. Hospitalized infants: up to 48 hours

a. Home use: 2 weeks in a freezer compartment located inside a reft

||‘ -
b. Home use: 6 months in a refrigerator/freezer with separate doors tltmi ﬁ!ﬂ |
¢. Home use: 6 months to 1 vear in a deep freeze, O°F or below
d. Hospitalized infants: 3 months

Warming Milk

Thaw and/or heat milk by placing the container in warm water. Human milk heats to a comfortable
feeding temperature in about 10 minutes.




- B —

# PARENT EDUCATION p '
A HOME PHOTOTHERAPY

1. The unit should be used conti

structed. Nuously except when bathing vour infant, unless otherwise in-

2. A visiting nurs i . I .
Sottfo bc%th S 3 “ﬂtlj obtain daily bilirubin blood samples, deliver the samples to a lab, and
: 7Of and your infant’s health care provider of the results.

3. Take vour babv’s temp 2 avery R
3 ¥ 5 temperature every 8 hours throughout the course of home phototherapy.

Because the fiberoptic blanket i
| CLIS not a heat source, temperature instability may signal a
problem such as an infection. ' re instability v SIg

4. Monitor the number of wet diapers and record on the flowsheet.

i

A ito > > ' C '

! 10:“:; ; Ihf.. lnumhq and the consistency of bowel movements and record this information
np 1€ Howsheet. Your infant may have loose, green-tinged bowel movements as the biliru-
bin begins to break down.

0. E:'nr l‘hc hntthted infant, note and record the amount of formula taken and the frequency of
teeding. Feedings should be every 3 hours. |

7. For the breastfed infant, note and record the length and frequency of nursing. Feedings
should be every 3 hours. '

. 8. Supplement formula or breastfeeding with glucose water unless otherwise instructed.

9. Leave the child on his or her stomach for 1 to 2 hours after eating. Never position the in-
fant on his or her back.

10. The illuminator box should be placed only on a hard, flat surface no more than 4 feet from
where the baby will be positioned. Be sure that the air vent in the rear of the unit is not
blocked. Use a table or stand next to the baby’s bed or the seat where you will be sitting to
hold or nurse the baby. Do not put the illuminator next to or on a radiator or heater.

11. Insert the metal collar of the fiberoptic panel completely into the insert of the illuminator.
The end of the metal collar of the fiberoptic panel is designed to be even with the end of
the insert of the illuminator. Turn the metal collar of the panel clockwise one quarter-turn,

to lock it in place.

12. Plug the illuminator box into an electrical outlet. You will need a three-pronged plug
(grounded) outlet close by for the electrical cord. A heavy-duty extension cord, such as those

used for power tools or appliances, can be used.

13. Insert the panel into a disposable panel cover, ensuring that the light faces the fabric side of
the cover, not the plastic side.

14. Proper placement of the fiberoptic panel will prevent possible skin irritation under the
directions below to assure proper placement:

baby’s arms. Follow the
a. Place the covered panel around the baby, under his or her arms. Be sure that the fabric
\ sidego-esaga‘msttE:nsldn.Thelowerpannfthegmelmubeonthemm&of-thg
' the diaper is folded down below the baby’s navel in &thg i

baby’ . Be sure - R
fa.rasspiig:;einbacksothatasmuchofthesldnaspombleisuposedwm-__
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b. Using two of the tape tabs provided, fasten the nan etk
the plastic side of the cover at the open end,m Pﬂ:@ POROT SR the
panel. Do not wrap the baby too tightly. :‘m le of T
gers between the panel and the baby’s skin. good rule of thumb

You can now place a T-shirt on the baby, and wrap the child in a hhnhtu\l leery

d. In larger or more active babies to prevent possible ski B :
; , e skin irritation under the baby’s arms
tuck a little of the baby’s T-shirt, blanket, or sleeper into the top of the panel. m e

wi%l help cushion the armpit area, preventing skin irritation. You may also use breast
shields under the baby’s arms. - B

15. You may now switch on the illuminator and start treatment.

16. You may pick up your baby at any time to hold the child. You can rock, cuddle, or feed the
baby. Do not walk around with the baby wrapped in the blanket unit, as you could trip and

fall, injuring vourself or the baby. Stay close enough to the illuminator box that it is not
pulled off its stand or table.

1
i_

i o g i

17. Call your pediatric care provider in the following situations (Box 6-2 is a sample parent in-
formation sheet for use in emergencies):

a. If your child is refusing feedings
If there are persistent temperature control problems

b.

. If your child has fewer than five wet diapers over a 24-hour period
d. If there is a pronounced change in your child’s level of activity

e.

If vour child vomits entire feedings




JUNE | ——Tr—

T E—— e W




9

Parent Edsscatioes Program: Defuet Nimudation 115

% PARENT EDUCATION PRO :
INFANT STIMULATION .

Infant stimulation is a program of techniques and tools designed to encourage the growth and de-
wlopm.e‘nt of neonates and infants. Infant stimulation is [‘TL:\'idt.\] to compensate for the limited op-
portunities that long-term hospitalized infants have or to augment the activities of an average
infant. It is a technique that should be based on the four R's of infant stimulation.

1. Rhythm
All stimulation techniques should be rhvthmical steady, and unforced.

2. Reciprocity
All infant stimulation should be reciprocal—should involve interaction, “give and take,” be-
tween the child and the stimulator. The stimulator must be involved.

3. Repetition
All infant stimulation activities and techniques should involve repetition to promote better
learning, to improve neural pathway development, to provide security, and to maintain
goals and sKkills achieved.

4. Reinforcement
All infant stimulation activities should provide positive and genuine reinforcement of the
worth of the infant as an individual. Reinforcement heightens self-esteem and strengthens
the bond and attachment between the infant and the stimulator. The infant and stimulator
must approach this as fun time.

Infant stimulation has a profound effect upon the mental, physical, and emotional development of
each infant. It enhances the mental development of the infant by stimulating curiosity, cultivating a
longer attention span, and promoting more age-appropriate play skills. Infant stimulation affects the
physical growth of the infant by promoting better muscle coordination and better muscle control,
and infants tend to gain weight faster. Emotionally, infants tend to establish strong attachments,
trust that their needs will be met, have a sense of control over their environment, smile sooner and
more frequently, are content, and have a secure self-image.

Parents should be encouraged to perform infant stimulation activities. Infant stimulation pro-
vided in the home by a consistent caretaker is important to the recently hospitalized infant because
these infants receive less individual handling and therefore less stimulation. They are separated from
their parents for longer time frames, which interferes with the bonding process and lessens the qual-
ity of parent—child interaction. They are often deprived of normal newborn experiences.

The infant stimulation program should be based upon the child’s present level of functioning
and upon the child’s needs along the developmental continuum. Often, a child will be functioning
well in the areas of cognition, language, or social/emotional development, yet due to confinement
the child’s motor skills will be delayed. Therefore, each child’s program should be tailored to meet
his or her individual needs: it should be based upon the child’s developmental age and should pro-
vide for activity development in each skill area. Activities selected should encourage age-appropriate
play skills while taking into consideration the child’s medical situation, developmental age, and ca-
pabilities. Infants suspected of delays in any of these areas should be referred to the local early inter-

vention program for evaluation. :
T ed play activities and toys for the infant, according to age.

Below is a list of suggest
rattles, black-and-white objects, and bright simple pictures lining

. obiles,
1. 1 month: Provide m arm cycling and smiles at faces.

the crib. The baby enjoys leg/
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2

3.

9.

10.

14

12.

Fa g -

2 months: The baby enjovs listening to a variety of sounds, there
her often. Lay the baby on his or her stomach and lay on your st

ing the baby’s. Try to get the baby to hold up his or her head and
baby will also respond to voices.

3 months: Peek-a-boo games encourage discovery. Provide soft, safe, furrytudﬂtm |
Mount a mirror for the baby.

4 months: Allow some time for the baby to play alone. Encourage movement and rolling.
The baby will also react to sounds.

S months: Provide durable, washable toys with handles. Begin “Pat-a-cake” songs and “So
Big” games with gestures. Encourage rocking, wriggling, and rolling by placing objects at
arm’s length away; this will also encourage the baby to reach out and grab.

6 months: Play “Where's baby?” Play knee games and tummy tickles. The baby will like to
laugh and squeal.

7 months: Play hold the baby’s hands and encourage standing/walking motion.

8 months: Imitate the baby. Chase the baby. Provide pull toys, stacking blocks, and building
blocks.

9 months: The baby will enjoy toys to be picked up with the fingers, push/pull toys, and
musical toys.

10 months: Baby books, baby blocks, and children’s music are appropriate.

11 months: Riding toys pushed by feet and pop-up toys are suitable.

12 months: Push/pull toys, baby books, children’s music, and short videos are appropriate.
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% PARENT EDUCATION PROGRAM:
D  EMERGENCY CARE GUIDE M

Important Numbers

Emergency Medical Services:

Poison Control Center:

Family Doctor:

Bites and Stings

Call 911 (or the local emergency number) immediately if a bite wound is bleeding severely. Proceed
as for Bleeding, described below. Also do this if the wound is deep or from an unknown animal. If
the wound is not bleeding profusely, wash the area with mild soap and running water while you
wait for help to arrive, but do not use ointments or creams. If any tissue has been bitten off, wrap it
in a clean, wet cloth, place it in a plastic bag, and bring it with you to the hospital. If the child has
been stung, call 911 (or the local emergency number) if he or she shows signs of a severe allergic re-
action such as shock, wheezing, or spreading rash or welts. This can be life-threatening!!!

Bleeding

Try to control the bleeding by applyving direct pressure to the wound or cut with a clean cloth. Ele-
vate the wounded area unless vou suspect a broken bone. Call 911 (or the local emergency number)
if the bleeding cannot be controlled or if there is a puncture wound caused by a large or embedded
object. If the wound seems deep or gaping and you suspect the child needs stitches, go to the hospi-

tal emergency room.

Broken Bones and Head/Spine Injuries

In situations such as car accidents, falls greater than the child’s height, or significant trauma to the
head or spine, assume there is a head or spine injury. Call 911 (or the local emergency number) im-
mediately. Do not move the child; keep him or her still. Control any bleeding (see Bleeding, above).
For broken bones, immobilize the injured part with a splint—only if you have been properly trained
in the technique—and call 911 (or the local emergency number).

Burns

1. If burns are on the child’s face, hands, feet, or genitals, or if they are white, blistered, or
charred, or larger than the size of the child’s hand, call 911 (or the local emergency num-
ber). While waiting for paramedics to arrive, Cover the burns with a clean, cool, wet towel or

sheet, or flush with cool water. For open wounds, use a dry towel.

2. For chemical burns, flush the area with running water until help Remove any of the
child’s clothing or jewelry saturated with the chemical as soon as possible. -

*
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3. For electrical burns or shock. do not touch the child until you have separated him or her

from the power source by turning off the electricity. Check breathing and pulse, then call
911 (or the local emergency number). ‘

4. For minor bums,_ﬂush the area with cool water and call the family doctor for followmp
care. Never use ointments, creams. or butter without consulting a physician.

Dental Emergencies

Carefully remove any tooth fragments from the mouth. Do not clean the tooth or remove any tissue

att;ached to it; submerge it in a glass of milk (or water if milk is not available) and take both the
child and the tooth to the dentist immediately.

Drowning

Begin cardiopulmonary resuscitation as needed on an unconscious child. If the child’s pulse has

stopped, have someone call 911 (or the local emergency number) while you begin CPR (see No Pulse
below).

Poisoning

If the child has any extreme symptoms—such as unconsciousness, breathing difficulties, or

seizures—call 911 (or the local emergency number). Otherwise, call the area Poison Control Center,
specifying the substance involved, how much was ingested, and the child’s age, weight, and condi-

tion. Have syrup of ipecac on hand, but do not induce vomiting unless instructed to do so. If you e
are told to go to a hospital, take the poisonous substance container along.

Any First-Aid Situation (except spine injuries)

After you have given specific care, lay the child on his or her back, elevate the legs slightly, and keep
his or her body at a comfortable temperature until help arrives.

Choking

1. Infants up to 12 months 3 '

a. If the baby is coughing forcefully, do not interfere or you may make the situation worss
allow the obstruction to clear itself.

b. If the infant cannot cough, breathe, or cry:

1) Stand or sit with him face down along your forearm, resting your arm on your
2 thigh so that the baby’s head is lower than his chest; cup his jaw with y d.
e With the heel of your other hand, give four quick, firm blows to his bac
- the shoulder blades. ' T e
' 2) If this does not dislodge the item, turn the baby onto his back, keej
- lowered. Give four chest thrusts, with two fingers placed on the

= “-1-" _l ¢ g L= - N ]
S-width below the 4
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3) Repeat the combination of back blows and chest thrusts until the object comes out .

; or until the infant becomes un . |
’ for internal injuries conscious In either case, have the baby checked later

C. :)fotljw infant h‘::-ses consciousness, roll the infant onto his or her back: avoid twisting the
v and neck. Open the airway by tilting the head back gently. Push down on the
forehead until the chin points up and the mouth drops open. :

2. Children 12 months and older

a. If the ch'i!d is coughing forcefully, talking, or breathing. don’t do anvthing; allow the
obstruction to clear itself. *

b. For a conscious child Whp cannot breathe at all, perform the Heimlich maneuver. Bring
your arms around the child from behind. Make a fist. and place the thumb side against
the middle of the abdomen just above the navel. Grab vour fist with your other hand

and press in with quick, upward thrusts. Repeat until the object comes out or the child
becomes unconscious.

¢. If the child loses consciousness:

1) Roll the child onto his or her back: avoid twisting the neck and back. Open the air-
way by tilting the head back gently. Push down on the forehead while lifting the
chin. Look, listen, and feel breathing for 3 to 5 seconds. If the child shows no sign
of breathing, pinch the nose shut and cover the mouth with vours. Blow in two
puffs of air, taking a breath in between. Watch the chest as you do this; if it does
not rise, re-tilt the head and do it again.

2) If the chest still does not rise, administer blows and thrusts as for Choking, above,
.‘ Then do a foreign-object check. Open the mouth, holding the tongue down with
: your thumb. If you can see an object (and only if you can see one), remove it by
sweeping vour little finger with a hook action along the base of the tongue. Repeat
the cycle of head-tilt/chin-lift, two breaths, blows and thrusts, and object check

until breaths go in.

3) If breaths do go in, check for a pulse for S to 10 seconds with two fingers placed on
the inside of the child’s upper arm midway between the elbow and the armpit. If
there is a pulse, but still no breathing, continue breathing into the mouth and nose
once every 3 seconds. If you cannot detect a pulse within 10 seconds, start CPR (see

No Pulse, below).

No Pulse

1. If the infant is not breathing and has no pulse, give CPR. Place two fingers on the breast-
bone, one finger’s-width below the nipple line. Push the chest downward 1'/2 to 1 inch and

' . i ick i ithi ) i breath (as in Chok-
release, five times in quick succession (within 3 seconds). Then give one n C
ing, item 2.c.1, abovet)l. Continue CPR for 1 minute, then recheck the pulse. If there-_ is no
puise give one rescue breath and continue CPR until the pulse resumes or help arrives.

2. When breaths do go in, check fora p
no breathing, continue breathing into

a pulse within 10 seconds, start CPR.

the mouth once every 4 seconds. If you cannot dete

ulse on the side of the neck. If there is a pulse but still




ness and Choking

il &w& to 10 quick upward thrusts with the heel of your hand pla(;f.ﬂ he nave
open the mouth, holding the tongue down with vour thumb; if you can m oreign e
move it by sweeping your little finger with a hook action along the base of the tongue. Repeat the
cycle of head-tilt/chin-lift, two breaths, blows and thrusts, and object check until &uﬂn gcm
in Choking, item 2.c.1, above).
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" PARENT EDUCATION PROGRAM:
D BASIC HOME SAFETY -

Fire Safety (to eliminate fire hazards)

1. The furnace and water heater should be checked at least once a vear to ensure safety.

.' "
2. Wood stov ':*Sﬁnr portable heaters should be installed properly, and chimnevs should be
cleaned and inspected once a vear.

3. Fiﬂﬂ]“]ablﬂ liClUld"l Shﬂll]tl be stored outside. awav from anv heat source, and digp@g.ﬁ] ot
properly.

4. Electrical appliances should be used safely and checked periodically.

o

Matches, cigarettes, and smoking materials should be disposed of safely in an ashtray or fire-
resistant container.

6. The Kkitchen stove should be kept free of grease. No loose-fitting clothes should be worn
when cooking. 'ot handles should be turned away from the front of the stove and pothold-
ers always should be used.

7. Oxygen should be used away from open flames and heat. Do not place concentrator near a
heat source. Tubing should not come in contact with stoves, space heaters, or baseboard
- heating coils. Do not use electrical devices, such as electric razors, while using oxygen. Post
“NO SMOKING" signs. Clean up any oil or grease before using oxygen (as it may combine
with oxygen and spontaneously ignite).

8. Develop a fire safety plan.

a. Standard fire regulations recommend one smoke detector on every level of the home.

b. Develop an evacuation plan for use in case of fire. Note which family members will re-
quire assistance because of age, illness, or disability.

c. Establish clear pathways to all exits. Do not block exits with furniture or boxes.
d. Have keys stored near doors locked with deadbolts.

Do not leave cooking unattended for long periods of time.

Chimneys should be inspected annually to avoid dangerous buildup of creosote.

Kerosene heaters, wood stoves, and fireplaces should not be left unattended while in
use. Never use a gas stove for space heating.

h. Have a fire extinguisher in an easily accessible place (e.g., kitchen).

-

Electrical Safety
1. Cords must not be placed beneath furniture or rugs.

2. Replace frayed cords.
, 3. Do not overload extension cords. Check rating labels on cords and appliances.

i ’
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Multiple outlet adapters should not be used on electrical outlets.

Cover unused outlets, and teach young children not to touch plugs, cords, or outlets, g

o w o+

Never replace a fuse with a penny or a higher amp fuse. Use correctly sized fuses at all times.
7. Never turn on an appliance or plug one in while standing in water or if your hands are wet.

8. Call a professional electrician if vou suspect an electrical problem. Blown fuses or dimmed
lights may indicate a wiring problem

9. Make sure the electrical system is sufficient when using medical equipment such as ventila-
tors and oxygen concentrators. Check with the medical supplier or an electrician.

10. Use three-pronged adapters when required.
11. When ambulating with a pump, IV pole, electrical cord, or IV tubing, carefully position the
equipment between vou and the outlet, to avoid falls or electrical accidents.

Environmental Safety

1. Loose rugs, runners, and mats should be secured to the floor with double-sided tape or rub-
ber matting.

2. Carpet edges should be tacked down.

o

Torn, worn, fraved carpeting should be repaired, replaced, or removed.

4. Cupboards should be organized so that frequently used items are on lower shelves.

w
-

A sturdy stepstool should be used to reach items on high shelves.
6. Heavy items should be stored flat on lower levels of the closet to avoid falls and injury.

7. Stairs, hallways, and passageways between rooms should be well lit and free of clutter.

8. Stairs should have sturdy, well-secured handrails on both sides. Install gates, if needed, to
protect children from falls.

9. Avoid using stairs while wearing only socks or smooth-soled shoes.
10. Furniture should be arranged to allow free movement in heavy traffic areas.

j I8 .I-lazardous tools and firearms should be kept locked up. Unplug appliances and tools w
not in use.

aning fluids, polshes beaches, detergents, and all poisons should be tored separately
clearlv Pmpermﬁlaﬂonshmﬂdbeavaﬂable when cle finidearal et
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-I;lﬁ Place at least one phone in a R
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15 Insects, rodents, and bad odors should be controlled,

i 3 - ||

* _ _ Position that is accessible in the event that an accident renders
~ apenonunable to stand. Emergency numbers should b?gﬁ BeRE. ,','i-".l‘-};’;.?r.;-.l?{%; T Raiaciny
\ ammlanm} dOCl‘OI‘, ﬁm, mlice' and misﬂn mntrol_ . bt s L | - 1, Wik _-.-; .-‘

17. Entrance ways should be clear of leaves, snow, and ice.

Bathroom Safety

1. Tubs and showers should have a textured surface or nonskid mats or strips to prevent falls.

2. Grab-bars to assist transfers should be

plicable installed in tub, showers, and toilet areas when ap-

3. Check the water temperature with vour hand before entering the tub or shower. The water
temperature setting mayv need to be lowered.

4. A night light should be used in the bathroom if possible.

S. A bell, buzzer, or appropriate noisemaker should be placed in the bathroom for emergency
use.

6. Ground fault outlets should be installed.
7. Electrical appliances should be used away from water.
8. The door lock should be a type that can be opened from the outside in an emergency.

9. Never leave a child alone in the bathtub. A child can drown in a few inches of water!!!

10. If possible, locate a bathroom on the first floor.
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8201 Greensboro Drive, Suite 600
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Prenatal Care, A Resource Guide
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The appendices of this manual contain additional information that the provider will find helptul in
creating a well-organized Maternal-Newborn Home Health Program. Section 1 contains clinical records
designed for a Maternal-Newborn Home Health Visiting Program that also seeks Medicare certifica-
tion or accreditation through JCAHO or NLN. Included is a copy of the standard Plan of Care devel-
oped for use by the Health Care Financing Administration (HCFA: Appendix A). This document
records the physician orders for home care services and should be completed by the nurse. Also in-
cluded are clinical records to be used by the nurse in developing a comprehensive plan of nursing
care, but which would also be of use to professionals in other disciplines such as physical therapy
and social work. Included in addition to the HCFA form are the tollowing.

. Home Health Client Rights and Consent Forms: Organizations will want to modify
this form to assure that clients have the hotline phone number to their individual state sur-
vevor otfice. For Medicare-certified agencies, allowing clients access to this number is a fed-
eral requirement. (See Appendices B-D.)

Postpartum/Infant Universal Assessment Form: Many states now recognize the need

to provide tor a least one home visit to postpartum women and infants discharged from the

hospital 24—8 hours postdelivery. Some states have gone as far as mandating at least one
home visit by law. Few insurers, hopefully, would argue the need to provide at least one
home visit if not a series of visits to an infant detained for treatment in a special care nurs-
ery. As nurses, we need to advocate in our fight against infant mortality for the provision of
at least one postpartum/infant home visit for all families. The home is where the infant's
day-to-day care is provided. Without inclusion of the home environment, a comprehensive
risk assessment will not be complete. Much of the tragedy of infant mortality can be pre-
vented if we are aware of problems and can address them where the child lives.

This form is used on the very first visit made by the nurse and is used for all mothers and
infants whether or not they had a healthy or complicated delivery and recovery. (See Appen-
dix E.)

3. Imitial Evaluation Form: This is to be completed by the nurse as part of the medical as-
sessment for newborns admitted to home care after the first postpartum/infant universal as-
sessment. These are newborns who will receive visits according to a prescribed Plan of Care
done on the enclosed HCFA form. (See Appendix F.) _

4. Current Medication Profile: This is to be completed by the nurse at the first visit and up-
dated at each subsequent visit. The nurse should always review side effects and contraindica-
tions in addition to always verifying the medicaton orders with the prescriptions obtair
from the pharmacy. The nurse should never assume that the parents are ealculam losages
correctly, and should observe them at least once as they perform these procedures. Althougt
aides do not administer medications, they Sltl}ﬂ)“ld be oriented to this in nore fa-
miliar with the client’s needs. (See Appendix G. ) ok e =

5. Nursing Plan of Care and Progress Record: This is to be used by the nurse for subse-
quent home visits. (See Appendix {:’-) i | b R

6. Nursing Progress Notes: This is for use by nurses and aides. Home health aides should
summarize care each visit or shift. (See Appendix I.) o
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7. Pediatric Intake and Qutput: A clinical record tool t TEEUEIE may find m‘h ave
the client’s family and the aide maintain. It should be re viewed by the nurse on each visit,

(See Appendix J.) : w |
8. Home Needs Assessment Form: This tool is not a rec MBhﬂPﬁ;ﬂ in

ditional information about the homes of children whose mn‘l‘m A PR |
Prior to hospital discharge, questions such as “Does the child’s home have adequate electrical
resources to support the needed equipment?” should be addressed. Nurses can also use this
form to provide a prehospital discharge visit to the home for an infant with medical technol-
ogy needs. (See Appendix K.)

9. Discharge Summary: This is to be completed by the nurse at the end of care. (See Appendix L.)

Appendices M-R provide the user with forms that will be helpful in evaluating the program for effec-
tiveness. The Case Management Log is recommended for use with infants admitted to home care after
the first universal home visit. (See Appendix M.) Completion of the log is necessary for infants admitted
to the high-risk infant follow-up program, which recommends that regularly scheduled home visits be
made throughout the first year for infants with significant social and or medical problems. Appendices
N-R contain forms that will be helpful in maintaining and evaluating qualitative and quantitative data.

The Bibliography preceding the appendices will be useful in developing a resource library. The
manual concludes with a list of abbreviations, a helpful glossary, and a detailed index.
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t of Health and Human Services

S B e

Health Care Financing Administration Farm ;:nnd =
HOME HEALTH CERTIFICATION AND PLAN OF TREATMENT
1. Patient’s HI Claim No. 2. SOC Date 3. Certification Perod 4 Medical Record No 5 Provider No.
From: To:

6. Patient’s Name and Address 7. Provider's Name and Address

8. Date of Birth: 9. Sex UM OF 10 I:.Tedu ations. DoseFrequencyRoute (Nlew (Ohanged
11, ICD-9-CM | Principal Diagnosis Date
12. ICD-9-CM Surgical Procedure Date

13. ICD-9-CM | Other Pertinent Diagnoses Date

14. DME and Supplies 15. Safety Measures:
, 16. Nutritional Req. 17. Allergies:
18.A. Functional Limitations 18.B. Activities Permitted
1 O Amputation s O Paralyss s ily Blind 1 O Complete Bedrest 6 LI Partial Wesght A O wWheelchair
2 O BowelBladder 6 U Endurance A T Dyspnea with 2 O Bedrest BRP Bearing 8 O walker
(Incon 7 O Ambulation Minimal Exertion 3 [ Up as Tolerated 7 O independent € 2 No Restrictions
3 O Contracture § O] Speech 8 [ Other (Specity) a [ Transfer Bed/Chair at Home D T Other (Specify)
2 [ Hearing 5 [J Exercises Prescribed 8 U Crutches
9 I Cane
1 {J Oriented 3 O Forgetful 5 O Disoriented 7 O Agitated
19. Mental Status 5Ol Coastr & O Depressed 6 [ Lethargic 8 O Other
20. Prognosis 1 O Poor 2 [0 Guarded 3 O Fair 4 O Good S O Excellent

21. Orders for Discipline and Treatments (Specify AmountFrequency/Duration)
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Coqsent for Ireatment, Release of Information,
Assignment of Benefits, Notice of Client Rights

Client Name: T

Address: — 4

City: e — State: .. | e

I, : of intending to be
(custodial parent or legal quardian) (relationship) (minor client)

legally bound, hereby:

™ 1. Consent to such care and treatment by , and its employees

and agents (collectively, the “Agency”), as prescribed by the client’s physician or dictated by the client’s

condition.

2. Authorize the Agency to release any medical records in its possession concerning the client as may be
required by law or to pay benefits on the client’s behalf. | authorize the client’s physicians, insurers, and

hospitals to release such medical records to the Agency at the Agency's request.

3. Authorize my insurer to disclose to the Agency the terms and extent of my coverage, and the amount
of payments made to me for services provided by the Agency.

4. Assign, transfer, and set over to the Agency all of my or the client’s rights to insurance proceeds or other
funds to which | am or the client is or will become entitled as a result of the services rendered by the Agency.

5. Consent to and authorize payment, which would otherwise be payable to me or the cl_ient, to be made
directly to the Agency. The Agency may issue a receipt for such payment which shall discharge the
insurance company of its obligations under the policy to the extent of such payment.

sible to pay the Agency for all charges not paid for any reason
| understand that payment in full is due upon receipt of my
made directly to me by my insurer, | agree to endorse the

e Agency within three days of receipt.

6. Agree that | remain individually respon
by the insurer or other third-party payor.
bill. If payment for the Agency’s Services Is
check to the provider and forward it to th

A photocopy of this document, if executed, shall be considered as effective and valid as the original.

The effect of this form and the Client’s Rights and Responsi_b‘ilities on the back of this form have been explained
to me by the Agency and | understand its content and significance.

A Date: Signature:

e:
Nam ST




Appendix C

Home Health Care Client’s
Bill of Rights/Responsibilities

As a home health care client you have the right to:

1.

S_tandard: nghl to be_ informed and to participate in planning care and treatment (1) The client has the
right to be informed in advance about the care to be furnished.

Be given information about your rights and responsibilities for receiving home health care services, in
terms and language you can reasonably expect to understand.

Receive 3 timely response from the Home Health Care Agency regarding your request for home health
care services.

Be given information of the Home Health Care Agency charges and policy concerning payment for
services, including your eligibility for third party reimbursement.

Choose your home health care providers.

Be given appropriate and professional quality home health care services without discrimination against
your race, creed, color, religion, sex, national origin, sexual preference, handicap, or age.

The client’s family or guardian may exercise the client’s rights when the client has been judged
incompetent.

The HHA must investigate complaints made by a client or the client’s family or guardian regarding
treatment or care that is (or fails to be) furnished, or regarding the lack of respect for the client’s
property by anyone furnishing services on behalf of the HHA, and must document both the existence of

the complaint and the resolution of the complaint.

Be treated with courtesy and respect by all who provide home health care services 10 you; to have your

property treated with respect.

Before the care is initiated, the HHA must inform the client, orally and in writing, of
a. The extent of which payment may be expected from Medicare, Medicaid, or any other federally

funded or aided program known 10 the HHA :
The charges for services that will not be covered by Medicare; and

The charges that the individual may have to pay
The client has the right to be advised orally and i

nancial counseling.

0

n writing of any changes in payment from last fi-

' i ' in writi hanges in payment. The HHA must

ht to be advised orally and in writing of any chan
:E:isc:izz :E:rt:i??hese changes orally and in writing as soon as possible, but no later than 15
working days from the date that the HHA becomes aware of a change.




13.

14,

15.
16.

17.

18.

12. Be given the necessary information so you will be able to give informed

.-1‘ . Er | o 'i‘ -
T, N ) =il -
prior to the start of any treatment. L. WO o

[ = _' L ]
Participate in the development of your home health care plan, to be informed ha&ﬁmﬁ.#
care to be provided and any changes in the care to be provided, including anticipa mm |

care to another health care facility and/or termination of home health care service.
To be advised in advance of the disciplines that will provide care, and the frequency of visits proposed
to be provided.

Be given data privacy and confidentiality; review your clinical record at your request,

Voice grievances regarding treatment or care that is (or fails to be) furnished, or regarding any lack of
respect for privacy by anyone who is furnishing services on behalf of the home health care agency,
without being subject to discrimination or reprisal for doing so.

* Gl to voice a grievance and/or recommend changes in policies or services.

* Medicare/Medicaid clients may also call a Hotline # (1-800-222-0989) to report grievances from
8:30 am-5:00 pm with answering service for non-business hours. This is not the number to reach the
Home Health Care Agency or to obtain Medicare coverage/billing information,

Refuse all or part of your care to the extent permitted by law; to be informed of the expected
consequences of such action.

The client's family or guardian may exercise the client’s rights when the client has been judged
incompetent.
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Client Responsibilities

As a home health care client you have the rE‘.‘er”Siblllt)' to:

1. Give accurate and complete health inf ,
cati - Ormation concerning your past ilinesses, hospitalization
medications, allergies, and other pertinent iterns g yourp . hospitalizations,

2. Assist in developing and maintaining a safe environment.

3. Inform the Home Health Care Agency when you will not be able to keep a home health care visit.
4. Participate in the development and update of your home health care plan.

5. Adhere to your developed/updated home health care plan.

"\ 6. Request further information concerning anything you do not understand.

7. Give information regarding concerns and problems you have to Home Health Care Agency staff
member.

Advance Directives

An advance directive is a written instruction, such as a living will or durable power of attorney for health care,
recognized under state law, relating to the provision of health care when an individual’s condition makes
him/her unable to express his/her wishes. The intent of these provisions is to enhance an individual’s control

over medical treatment decisions.

The Agency’s policy regarding implementation of a client’s advance directive is to comply to the best of its
ability with those instructions.

1. The client has been informed of the state living will law. Yes No
2. Does the client have a living will? Yes __  No
3. If so, is there a copy of the advance directive in the client’s medical record? Yes ____  No

Date:

Client Signature:
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Postpartum/Infant Universal Home Risk
Assessment Form

Mother's Name:

- e - Date of Birth

Address: - § o Phooel }
Language: Race: ____ Marital Status Education Level: il I
Emergency Contact: __ B Phone: { .
jnfantename. _ Date of Birth _ Gest. age in wks.:
vag.: _____ VBAC: __ prim. CS ___ rep.CS __ forceps — e vag.: B
Does infant have temporary eligibility card? Yes No Has patient notified caseworker of birth? Yes .
Ins. type: - U SR ) el Mother's SS No.:
Has patient been informed of insurance benefits MA/HMO? Yes  No B
Current Medications: J — p 9 Hospital of delivery: sl
a | | ABNORMAL
FAI FAJ / Home

MOTHER ASSESSMENT | NORMAL MD Care Provider | COMMENTS
SKIN | J
METABOLIC  TPR | |
NEURO | |
HEENT
CARDIOVASC. BP
CHEST Lungs/Breasts
MUSCULO/ Upper/
SKELETAL Lower extremities
Gl Nutrition/Elimination
GU Voiding, Locia, Fundus
INFANT ASSESSMENT
SKIN Color/Cond./Cord
METABOLIC TPR
NEURO Sleeping/Activity

reflexes/Suck

Fontanelles
HEENT Auditory/
_ Visual response
CARDIOVASC. Apical pulse
CHEST Lungs
MUSCULO/  Muscle tone
SKELETAL

&) Gl Feeding tye/AmuFreq.

Elimination
GU Genitalia/Anus
= Voiding
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COMPLICATIONS OF LABOR AND/OR DELIVERY
(Check all that apply)

— None known

— Febrile (>100 or 39°Q) or labor >20 hr.
— Meconium

— Premature rupture of membrane (>12 hrs)

RISK ASSESSMENT (circle risk score if applicable)
I. Life Transitions

2 Denialirejection re: pregnancy

1 Hx current/recent incest/rape victim

1 Hx infant/child chronic disability

1 Hx of fetal death/other inf/preg. loss

1 Adoption/termination considered

1 Suspected domestic violence

IV. Parenting issues (observed/expressed)
1 Teen/inexperienced parent
1 Develop. issues (child/fam. expectations)
1 Discipline issues
1 Relationship issues (bond/nurturing)
1 Hx child abuse/neglect, now resolved
2 Child abuse/neglect, current
13 Or more children < 6 yrs. of age

VII. A, Medical/Nutritional Factors
2 Abnl. phys. fndgs. this assess.
1 Problems w/chosen FP method
1 Short interconceptual period (<1 yr)
1 Grand multigravida (>7 preg.)
2 Anemia mother < 10.8
2 chronic disease
3 HIV/AIDS
2 Problem initiating breastfeeding
1 PICA
1 Anorexia/bulemia/fad diets

Vill. Environmental

— Del. <37 wks.

— Seizure during preg. or labor

— Precipitous labor (<3 hrs)

— Cephalopelvic disproportion

____ Abruptio placenta or other causes of
bleeding

il. Emotional Status
1 Hx of mental iliness'mental heaith treat/hosp.
1 Unresolved griefsignif. loss
2 Suicidal ideation
1 Feels isolation/alone/inadeq. support system
1 Questionable coping
1 Hx of postpartum depression
1 Evidence of low self-esteem

V. Educational/Cultural Factors
1 Low literacyflimited intellectual ability
1 Cognitive deficits
1 Language barners
1 Ed. level 12th or less
2 Ed. level 10th or less
3 Ed. level 9th or less or < 17 y0
1 Culture/Beliefs

Vil. B. Medical/Nutritional Factors
2 Abnl. phys. fndgs. this assess
3 Prenatal exp. to drugv/alcohol
2 Anemia infant
1 Failure to thrive in sibs., prev. or existing
2 Dx or suspected malabsorption
2 Symptoms of intolerance to formula
2 Infant diarrhea
2 GE reflux
2 Low birth weight infant < 2500 gm
3 Low birth weight infant < 1500 gm

___ Fetal distress
— Dystunctiona! labor

Breechimalpresentation
Other—speify:

m— =
—

2+ 8
ll. Substance Abuse/Risk-Taking Behaviory
3 Current/recent abuse of alcohol
3 Current/recent abuse of street
3 Current/recent abuse of presc. meds
1 Law entforcement involvement
1 Sexual risk-taking behaviors
1 Tobacco use or 2nd-hand smoke eXpOsury

. Economic/Resource Needs
1 Insuff. income to meet basic needs
1 No transportation
2 Inadequate food
1 Legal needs
2 Chronic difficulty accessing *system*
1 Child care problems
1 Medicaid problems

2 Problem establishing breastfeeding
3 Inadequate prenatal. care
___ initiated 1st trimester
___ initiated 2nd trimester
__ initiated 3rd trimester
1 Previous hosp. of sibs. in 1 st yr.
3 Extended NICU hospitalization
2 Medical problems r/t prematurity
2 Medical problems r/t congenital anomalies
2 STD exp. in preg., untreated
1 Lead exposure

é

1 Housing 1 Refrigeration 1 High risk/unsafe neighborhood
1 Utilities 1 Water/sewer 1 Inadeq. prep. for infant
SUMMARY OF ASSESSMENT AND RISK FACTORS:
REFERRALS/PLAN DATE OF APPT. CONTACT PERSON/PROVIDER PHONE
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Initial Evaluation Form

Client Name:

Address:

Primary Physician:
Physician Address: _

Primary Diagnosis:

- Date of Birth =

Secondary Diagnosis:

Appendix I;

Phone: ( )

Phone: ( )

Allergies: s Functional Limitations; Lo
Client's Primary Careqiver: Relationship:
PHYSICAL ASSESSMENT NORM. ABNORM. DESCRIBE/MEASURE/PAST MEDICAL HISTORY
SKIN Color
Condition/Turgor
METABOLIC Temperature
NEURO Mental Status/
Headaches/Blackouts
Activity/Gait
Pupils
Seizures
HEENT Appearance
Neck Mobility
Lymph Nodes
Apical Pulse
CARDIO- Peripheral Pulse
VASCULAR Blood Pressure
Circulation/Capillary Refill
Configuration/Circumference
CHEST Auscultation
Respiration/Rate
Interactions
PSYCHO- Affect
SOCIAL Developmental Milestones
MUSCULQ/  Upper Extremities
SKELETAL Lower Extremities
Shape
ABDOMEN  Bowel Sounds
Palpation
Voiding
GU BM

RN Signature;

License #:




144 S

Client Name:

NUTRITIONAL PO/Enteral
STATUS Parenteral

Feeding Issues

SAFETY ASSESSMENT YES NO COMMENTS

Teaching: Basic Home Safety?

CPR Training Reviewed/Reinforced?

Reviewed plan for emergency medical
situation/emergency phone numbers?

Is “do not resuscitate” order applicable? If yes, signed order must be in clinical record

Reviewed safety instruction related to g
equipment and care being provided?

Physical/psychosocial environment
adequate for patient care?

Other medical personnel providing care (specify name and phone):

List equipment in home/specify instructions for use given:

Reason for visithome care needs:

Nursing diagnosis(es):

Short-term goal(s): | !

Long-term goal(s): _ _ 3

Nursing interventions (treatment, teaching, etc.):

Evaluation (response to interventions):

n € e@;ﬂ Nugi'ng Care Plan for next visit:

ir "‘ o

ot : !__‘:.1' E i icz “ - E—m NJAgeﬂq GfﬁCEFOther‘
i ‘ fn medicatmn‘




Current Medication Profi]e

Client Name: Allergies:
MEDICATION
(Dose, MODIFICATION
Frequency, SINCE DATE SIGNIFICANT
Rate) OF REFERRAL PURPOSE | SIDE EFFECTS | INSTRUCTION * | UNDERSTANDING **

(LT
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Appendix

2
LT

Nursing Plan of Care and Progress Record

b
4

TSI

CLIENT NAME: | A S
: (i IF‘TMH;;EE:H:JI: b
ADDRESS: I ved with care ‘l':ﬁ sy M e
—_— | HHA Following Care Plan Yes ____ No ____
‘ Care plan updated? o e
RN | HHAS name e SR U S
LEAD SCREENIN TATU
PHONE: { ) s L. ks infant Et'-"-*f Jié'ﬂuﬂ:jte age for lead xreening? Yes _ No
ALLERGIES: o § ;\L‘i. does caregiver know if it was done? Yes ___ No ____
—_— 0€s Caregiver know resulty? Yes . No
IMMUNIZATION STATUS
1. Did infant receive any immunizations at last visit? Yes __ No
2. Has infant received any immunizations since birth? Yes _  No ___-
3. If yes, when and which ones? (if changed from last visit):
Name of last pediatric provider:
4. Is infant appropriately immunized (as reported by caregiver)? yes. .~ No ==
5. If no, why? (as explained by caregiver):
‘\ Date of last appt.: ___ Date of next appt.: ;
SKILLED OBSERVATION/ASSESSMENT
Normal | Abnormal Describe Normal | Abnormal | Describe
Metabolic (TPR) Genitourinary
HEENT Musculoskeletal
Cardiovascular Neurological i
Respiratory Integumentary
ABD/G.L. Psychosocial
Nutrition/\Wt. Other

Medical Diagnosis:
Reason for VisitYtHomecare Needs:

Nursing Diagnosis(es):
Short-Term Goal(s):

Long-Term Goal(s):

Nursing Interventions (treatment, teaching, etc.):

S —

Evaluation (response to interventions):

Date and Nursing Care Plan for next visit:

Communication to M.D/Agency Office/Other:

Changes in orders/changes in medication:

License #:
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Nursing Progress Notes

Client Name:

DATE
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Pediatric Intake and Output Record for Parents’ Use

Client Name:

Date/Day

Feeding

Amt &

Time

Amt &

Time

At B

Time

Amt &

Time

Amt &

Time

Amt &

Time

Amt &

Feedingy
per day

Total # of

MONDAY

TUESDAY

WEDNESDAY

THURSDAY

AT T LT R N—.

FRIDAY

SATURDAY

SUNDAY
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~ Best Time to Contact:

I e

1 S0 '“.‘I ! ..

pendix

I—\_l.

Home Care Needs Assessment Tool

CLIENT
Name: ient"

Client's DOB: Clients Age:
Client’s Ins. #: Clients SS#:

Client's Race:

Current Telephone & ( )

Client's Sex:

Current Telephone #: ( )

INSTITUTION:

Home Shelter

Address:

Homeless

Staying with Relatives

(street

EMERGENCY CONTACT PERSONS

Name:

(apt) (City) (Zip)

Relationship: Age:

Phone:

Address:

(street

MOTHER'S DATA

Name:

(@pt) (City) @p)

Phone: Age:

(street




(street (apt)

S

CONSULTING DOCTORS ON CARE
1.

(Name) (Phone)
2

("am!} {M}
3

(Name) (Phone)
OTHER CONSULTANTS
SW:

(Name) (Phone)
Other:

(Name) (Phone)
DIAGNOSES
d: 2.
3.
Exacerbating potentials:
Il. BIRTH DATA
1. Hospital of Delivery:

2. History of Prenatal Care:

3. Gestational Age at Birth: Wat.:
Problems:
4. Delivery: Vaginal C-Section

5. Condition of Baby at Delivery/Complications

= B

Il CURRENT STATE OF HEALTH

-_,..- l.-:;l," o - ':1.-_--- |

1. PhvsICe
:i‘: r__'.\’-'_:_"!l.'.!_‘.:{r{‘_' ‘?' =
- i




=
L | ]

1l CHILD'S HEALTH CARE NEEDS: (Specify with as much deta
| | DietFeeding Schedule:

]
-
T N —— T

2. Activity:
3. Physical Therapy:
4. Psychological Therapy/OT:
5. Educational Therapies:

6. Speech Therapy:

7. Equipment and use including tubes present—source of equipment—who supplies:

8. Medications—name, dose, route, freq., purpose:

9. Teaching Needed:

______ Nutrition Community resources _______ Respite
_ Growth/dev. Utilities _____ Others
Formula prep and access to formula _______Phone
____ Parenting education _____ Housing
Budgeting of financial resources _____ Cooking
______ Home safety __ Water )

| Parenting

10. Referrals already made:

11. Referrals needed:

1. Primary Caretaker of Child | r i g

x
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. siblings (Name, Age, Address, Medical Issues, Parents): T2 e
_ no. of Siblings:

_3. Other Household Members (Name, Age, Medical Issues):

4. Other Significant Others/Extended Family Members. Are they available to assist with care of child—when?

3. Summary of Household Function—Do people work together? Do they get along, who is in charge, etc.:

6. Evidence of Drug/alcohol Use:

V. HOUSING INFORMATION:

1. Current Residence: __ permanent __ temporary

2. Type of Residence: sngle Family apt. shelter

3. Length of Time in Current Residence:

4. Are there PlansforMove? _ Yes _ When? =\ 'No

New Address:

5. Layout of House: no. of Bedrooms no. of Bathrooms

living Area furniture

Condition of House:

6. Safety issues at House:

Outlets: 2-prong ____ 3-prong

Smoke Alarms: Yes _ No no. of alarms:

~ Stable Railings: Yes No

adeq. No.'s inadeq. No.’s

kitchen

__ dining Area




Medication storage—specify plan for storage, if

Infection control needs surrounding care:

7. Will house need modification/rearrangement for child (specify):

8. Specify space child will have to sleep, play, exercise, etc, and equipment (bed, toys) available:

’

. VI. FINANCIAL DATA

_ 1. Source of income for parent/guardian Name:

' ______DPA  Amount$ _____ssl Amount$

L Job Amount $

Other: Specify type/amount:

Child Support Amount $

2. Income Supplements—Program Participation

WIC _ Food Stamps $

______ Publichousing Rent$

_____ Section VIIl housing ~ Amount $

_______ School lunch School breakfast

3. Expenses—Specify Amount Ss
Rent $ —— == Foodi$ :
____ utilities $ —— Meds $ -
_____ Clothing $ ==

___ Trans. §

4. HEALTH INSURANCE:




BARRIERS TO HEALTH CARE DELIVERY/PLAN IMPLEMENTATION:

. PROBLEM LIST—PRELIMINARY:

oy T

I-I - Ir:

I'lq ..'__ L' I" -
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Discharge Summary

Insurance Co.:
= ID#-

Client Name:
- Date of Birth:

Address: o 3T

Diagnosis:

Date of First Visit: Date of Last Visit:

No. of Visits: RN: LPN: PT: oT: ST. HHA: Oth
: : . er:

Date of Discharge: (type of service)

Initiation of Discharge: Physician (give name):

Physician's Address:

m Agency: Client/Family:

Reason for termination of service:

Summary of Progress and Client/Patient Status at Discharge (Physical, Mental, Emotional):

SUBJECTIVE:

OBJECTIVE:

ASSESSMENT:

ATTAINED
) (-~ S G | .
Yes:. - " No
Yess Donte B =CIINGS

GOALS:

PLAN
Referrals made and final disposition:

Uient/Patient notified of discharge: Yes: No: Family notified of discharge: Yes: No: _

Physician notified of discharge: Yes: No:
Signature: ~ Date: |
m' =

.
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High-Risk Follow-Up Program
Case Management Log

B [ g e S,

-

Measureable Outcomes—Plan of Care Goals

Process (date/time of appointments):

Completed:

PLAN OUTCOME COMMENTS

BIRTH-2 MONTHS

At least 1 newborn visit to |
pediatric provider 1
HBV given | |
Health insurance for i
newborn |

Appt. w/caseworker to enroll baby
by 2nd wk of age

Emergency

Urgent care iy

Routine : | _— Al , )3
Social and financial support Ay N g -.H.;e’ g
Food resources | ESe

‘Adequate maternal foods/fluid
1 _Mequate newbam resources




ER use and rehosp. prevented

Parenting problems identified and
referral or teaching initiated

2-4 MONTHS

Newborn adequately nourished
as evidenced by growth and
wt. gain

Developmental milestones
reached by age 3 months

Raise head and chest when
lying on stomach

Stretch legs and kick when
lying down

Bring hands and toys to
mouth

Reach for dangling objects

Grasp and shake toys like
rattles

Recognize familiar objects and
people

Follow moving objects with eyes
Watch your facial expression
Smile and babble

Enjoy people, including
strangers

Linkages to health care
Brute. in place

Pediatric provider appt. for
immunizations kept

At 2 months DPT-polio, HIB

At 4 mos. DPT-polio, HIB

Lead level determined

Referrals previously initiated in place




Lt

‘_'i"'
{

'n.-..—r.-T. Uy

Sit with help
Roll stomach to back
Reach for and grab toys

Pediatric provider appt. for
immunizations kept

At 6 months. DPT—polio, HIB, HBV

Lead level drawn at 6 mos and
result known

Nutritional support and
teaching

Adequate food available

Transition from all formula to
baby foods started

Follow-up with community
resource linkages to which
family previously referred

6-8 MONTHS

Growth adequate for age

Developmental milestones
reached

Any outstanding problems
previously listed
8-10 MONTHS

Lead level drawn by 9 mos.
if first result was >10-14 pg/dl

Any outstanding problems
previously listed
10-12 MONTHS

Lead level drawn by 12 mos.
if first result was < 10 pg/d|

‘Any outstanding problems
previously listed

Discharge Planning




Appendix N

Re.:cord.Audit Form for Collection of
High-Risk Newborn Follow-Up Data

Newborn Name: -z, i ______ Date of Service:

ADM: RIS No. of visits:

Describe problems in carrying out plan of care:

Is it known if client has working phone? Yes No

Was newborn difficult to locate at times? If yes, describe:

Do there appear to be language barriers: Yes No

Do notes reflect dates of newborn’s pediatric appointments? Yes No
Describe:

Do notes reflect if newborn attended pediatric appointments? Yes ___ No

Do notes reflect illnesses which may have delayed immunizations or gotten infant off traditional schedule?

Yes No

No

Is there a data outcome form retrievable for this newborn? Yes

Describe any insurance changes:

n? Yes No

Do notes reflect primary care at any other locatio

Immunization status:
Up to date Not up to date

DPT:
OPY:
HIB:

HBV:
TB:

1]

I



High-Risk Newborn Follow-Up Program

Chart Review

Name:

Date:

Admission date:

Discharge date:

Insurance type at admission:

Insurance type at discharge:

Total no. of visits:

Length of service (wks):

Hospital admission: Yes No

5 - A
ilig— o - S ihind
- e

Dates and Diagnosis:

ER Visit: Yes No

Dates and Diagnosis:

REASON FOR DISCHARGE:
Not home for Scheduled Visit
Refused visit(s)
Moved/unable to locate

Newborn Hospitalized

Newborn Death (home)

Insurer denied authorization

Improved condition/stable

Noncompliant

Other:

=

: I.PI"I ;J ‘rl,‘ ‘-:'?ll
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Newborn Quantitative Data

Monthly and quarterly data collection: Disposition of newborn

Referrals

Universal newborn screenings

Maternal/newborn referrals:

No.
No.
No.
No.

ﬂh Total no.

Total no.

No.
No.
No.
No.
No.

Total no.
newborn

No.
No.
No.
No.

refused visit:
unable to locate:
ineligible per ins. co.:

misc. (no-show, moved, hosp, foster placement):

not visited of referrals made:

patients seen:

newborns:

maternal patients:

visits:

newborn patients:

visits:

cases visited and opened for follow-up of risk factors identified at hospital discharge or
home visit other than high-risk admission criteria:
maternal patients:

visits:

newborn patients:

visits:

Total # cases opened for follow-up of high-risk admission criteria

No. newborns remaining in service after 62 days:

No prenatal care:
Teen, <17 years old:
Substance abuse:
Lack of adequate prenatal care:

\ Other:

= Percent of referrals opened for follow-u
Percent of referrals opened for follow-up of high-risk adm

I | Appendix I

p due to risk and problems (of high-risk admission criteria) identified:
ission criteria and risk level categories:
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Newborn Qualitative Data
.I
Total # newborns seen '
!
[ .
Reports of iliness or changes in condition by nurse to practitioner I
Emergency room visits
Rehospitalizations i
Identification of primary care for follow-up '
Identification of WIC {
Identification of insurance 1
11
. [
Q No. newborns meeting high risk admission criteria hf

No. newborns followed in home care beyond 62 days meeting high risk admission criteria
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Outcome Data for Newborns in High-Risk Follow-Up

PatiEnt Name: DOS:
Admission Date: Pediatric F/U Site:
Birth Weight:
Appropriate for Age

Weights: 3 mos Y N NA

6 mos Y N NA

9 mos : § N NA

12 mos il ( N NA
Lead screen done at or by age 6 mos.: Y N NA
Lead Level: Plan for followup (if applicable):

Other important data regarding illness (explain):

lness: ____ Y N

ER Visit: ) N

Hospitalization: Y N

Referrals to Child Protective Service: X N

Transfer to another pediatric provider for follow-up:

Y (specify name): —

Unable to determine follow-up site: Y- N

IMMUNIZATIONS (LIST ALL DATES):

DPT: Ak Wipes e SN = NA
Oral Polio Vaccine: ey N = NA
MMR: R (=N, Lo ————— NA
HIS: R RN = = NA
M Hev T e e,
TB: e e RN NA
Other: TSR0 4 N NA
Yt eieie (N 173

Appropriately immunized for age:
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Common Abbreviations in Maternal-Child Nursing

ABC
AC
ADA
ADL
AFP

AGA
AIDS
AROM
BAT
BGS
bili
BL
BMR
BOW
BP
BPD
BPM
BSE
BUN
CC
CcC
CDC

CHF
CID

CNS
CPAP
CPD
CPR
C/S
DD
DHS

D&C
DES

alternative birthing center; airway, breathing, circulation
abdominal circumference
American Diabetes Association
activities of daily living
alpha-fetoprotein
amniotic fluid volume
average for gestational age
acquired immune deficiency syndrome
artificial rupture of membranes
brown adipose tissue (brown fat)
blood glucose sample
blood bilirubin level
baseline (fetal heart rate baseline)
basal metabolic rate
bag of waters
blood pressure
biparietal diameter; bronchopulmonary dysplasia
beats per minute
breast self-examination
blood urea nitrogen
chest circumference; cord compression; chief complaint
cubic centimeter
Centers for Disease Control
cystic fibrosis
congestive heart failure
cytomegalic inclusion disease
cytomegalovirus
centimeter
certified nurse-midwife
central nervous system
ontinuous positive airway pressure
cc:ephalopelv?c disproportion; citrate-phosphate—dextrose
cardiopulmonary resuscitation
cesarean section or c-section
developmental disability
Department of Health Services

dilatation
dilatation and curettage

diethylstilbestrol
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DFMR
DM
DNR
DOB
DRG
DTR
ECMO
EDC
EFA
EFM
EFW
El
EPIS

G&D
GDM
GI
GRAV
GT
GTT
GYN

HCG
HEENT

IDDM
IGT

IUGR

JCAHO
L/S ratio

daily fetal movement response

diabetes mellitus
do not resucitate

date of birth

diagnostic related groups

deep tendon reflexes
extracorporeal membrane oxygenator
estimated date or confinement
essential fatty acid

electronic fetal monitoring
estimated fetal weight

early intervention

episiotomy

fetal activity diary

fetal alcohol svndrome

fetal blood sample; fasting blood sugar
fetal breathing movements

fetal heart rate

fetal heart tones

fetal movement

fetal movement diary

fetal movement record

fasting plasma glucose

failure to thrive

growth and development
gestational diabetes mellitus
gastrointestinal

gravida

gastrostomy tube

glucose tolerance test
gynecology

hyperalimentation

human chorionic gonadotrophin
head, ears, eyes, nose, throat
!mman Immunodeficiency virus
insulin-dependent diabetes mellitus
impaired glucose tolerance
intralipids

fdlopath{s thrombocytopenic purpura
Intrauterine fetal demise
intrauterine growth retardation
Intravenous

Joint Commission for the Accreditation of Healthcare Organizatio
ns

lecithin/sphingomyelin ratio
mean arterial pressure
maternal—child health
mental health

mental retardation
nasogastric tube

non-insulin-dependent diabetes mellitys

no know allergies

nulla per os

nipple stimulation challenge test
non-stress test

obstetric




oxytocin challenge test
oral electrolyte solution

oral rehydration solution

oral rehydration therapy
pediatrids

pregancy-induced hypertension
per os (by mouth)

premature rupture of membranes
red blood cell | >
Respiratory distress syndrome i
right mentoanterior

right occiput anterior
rupture of membranes
right occiput posterior
retinopathy of prematurity
right occiput transverse
right mentoposterior

right mentotransverse
right sacroanterior

right sacroposterior

small for dates

SGA small for gestational age
SIDS sudden infant death syndrome
SOAP subjective data, objective data, analysis, plan
SOB short of breath
SROM spontaneous rupture of the membranes

“ S/S signs and symptoms
STD sexually transmitted disease
TORCH toxoplasmosis, other (viruses) rubella, cytomegalovirus, herpes virus type 2
TPN total parenteral nutrition
TSS toxic shock syndrome
U/A urinalysis ¥
UAC umbilical artery catheter o
ucC uterine contraction : 1
UPI uteroplacental insufficiency ! B
UTI urinary tract infection o ?;']
VBAC vaginal birth after cesarean : Lt S
WBC white blood cell ol
WIC supplemental food program for woman, infants, and children - "

WNL within normal limits =
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Glossary

abortion

abruptio placentae
acceleration

acme

acrocyanosis
afterbirth

afterbirth pains
albinism
albuminuria
amenorrhea
amniocentesis

amnion

amniotic fluid
amnionitis
amniotomy
analgesic
anencephaly

anesthesia

anomaly

anoxia

antepartum
anterior

Apgar score

apnea

loss of pregnancy before the fetus is viable outside the uterus; miscarriage,
or elective termination

partial or total premature separation of a normally implanted placenta.
increase in the baseline fetal heart

peak; time of greatest intensity (of a uterine contraction)

cvanosis of the extremities

placenta and membranes expelled or “delivered” after the infant; referred
to as the third stage of labor

cramplike pains due to contractions of the uterus after childbirth

a congenital absence of normal skin pigmentation

readily detectable amounts of albumin in the urine

suppression or absence of menstruation

removal of amniotic fluid by insertion of needle into the amniotic sac (am-
niotic fluid is used to assess health and maturity status of fetus)

the inner of the two uterine membranes that form the sac containing the
fetus and the amniotic fluid

the fluid surrounding the fetus in utero

infection within the amniotic fluid

the artificial rupturing of the amniotic sac

drug that relieves pain

congenital deformity in which the cerebrum, cerebellum, and flat bones of

the skull are absent
partial or complete loss of sensation with or without loss of consciousness;

excess amount of carbon dioxide in the body
a malformation; an organ or structure

deficiency of oxygen
time between conception and the onset of labor

pertaining to the front |
a scoring system used to evaluate newborns at 1 minute and S minutes after

delivery. The total score is derived by a_ssessing five signs: heart rate, respira-
tory effort, muscle tone, reflex irritability, and color e
a condition that occurs when respirations cease for more than 20 seconds,

with cyanusis

darker pigmented skin surrounding the nipple of the breast
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Bartholin’s glands

bilirubin

brown adipose
tissue

caudal block
cephalhematoma

cephalic
cervical dilation

chloasma
chorion

Leopold’s
maneuvers

mastitis

neonatal mortality
rate

neonate
neonatology

omphalitis
omphalocele
outlet dystocia

ovum
oxygen toxicity

oxytocics
oxytocin

oxytocin challenge
test (OCT)

palpation
perforation of the
uterus

' e vaginal orifice that secret

two small mucus glands on each side of the vaginal orif e

‘ f muc ring intercourse

small amounts of mucus du :
orange or ve oment in bile; a breakdown product of red bl

range or vellowish pigment in bile; br wn product ood

cells that is carried by the blood to the liver, where it is excreted in the bile

and in the stools.

. g > ction
fat deposits in neonates that provide greater DERt prosteL

regional anesthesia used in childbirth, given through the spinal Lilﬂ(l!
subcutaneous swelling found on the head of an infant several days after
delivery

referring to the head
the cervical os and the cervical canal widen from less than 1 centimeter to

approximately 10 centimeters
brownish pigmentation over the bridge of the nose

one of the two uterine membranes closest to the intrauterine wall

series of four maneuvers designed to allow the examiner to

determine fetal presentation and position

inflammation of the breast

number of deaths of infants in the first 28 days of life

per 1,000 live births

infant from birth through the first 28 days of life

the specialty that focuses on the management of high-risk conditions of
the newborn

infection of the umbilicus

congential herniation of abdominal contents into the base of the umbilicus
inadequate pelvic size, causing the fetal head to be pushed backward to-
ward the coccyx, making delivery of head difficult

female reproductive cell; egg

serious, sometimes irreversible damage to pulmonary capillary endothe-
lium associated with excessive levels of oxygen therapy

drugs that stimulate uterine contractions

hormone normally produced by the posterior pituitary, responsible for

stimulation of uterine contractions and the release of milk into the lactifer-
ous ducts

also called the contraction stress test (CCST), the test

evaluates the circulatory and respiratory status of the
fetoplacental unit

use of fingers or hands to manually perform assessment
a hole made in the uterus

the area of tissue between the anus and vagina in the female

sporadic episodes of i ' i -
ss:onds PISodes of apnea, not associated with Cyanosis, lasting about 10

4 neonatal syndrome secondary to seen
pulmonary h rtension;
in preterm but more frequently in full-term and };'E)estmature infants




phenylketonuria

2 oxv

phlebitis
phntutherapy

physiologic
jaundice

placenta previa

preterm infant
preterm labor
primipara
postmature infant
postnatal
precipitous delivery
preeclampsia

pregnancy-induced
hypertension (PIH)

prolapsed cord

prolonged labor
puerperium

quickening
rales

regional anesthesia
rhonchi

saddle block
anesthesia

show

spina bifida
occulta

subinvolution
surfactant
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i] recessive hereditary metabolic error that causes the
uildup of phenvlalanine, leading to mental retardation,

l]ra.n? i:iamt'tge, light pigmentation and other growth defo-
rmities. It is treated with a low-phenylalanine diet

inflammation of a vein

:irfﬁttment of newbom jaundice by exposure to natural or special artificial
8

harmless condition caused by the normal reduction of red blood
Lells.’ occurs usually between the second and fifth day after birth,
peaking on the fifth to seventh day, and disappearing between the
seventh and tenth dav.

improper implantation of the placenta on the lower uterine segment. Clas-
sification of type is based on closeness to the cervical os: total—completely

covers the os; partial—covers a portion of the os; marginal—in close prox-
imity to the os |

any intant born betore 37 weeks’ gestation

labor beginning before the 37th week of gestation

a woman who has given birth to her first child

a newborn that is overly developed or that is more than 42 weeks’ gestation
occurring atter birth

unduly rapid progression of labor

toxemia of pregnancy; characterized by hypertension, albuminuria, and
edema

a hypertensive disorder including preeclampsia and identified by the
three cardinal

signs: hypertension, edema, and proteinuria

umbilical cord that becomes compressed in the vagina

before the fetus is delivered, resulting in emergency situation for the fetus
labor lasting more than 24 hours

the period after completion of the third stage of labor until involution of
the uterus is complete at about 6 weeks

the first fetal movements felt by the pregnant woman, usually between 16
and 18 weeks’ gestation

an abnormal respiratory sound caused by air passing through fluid in the
alveoli and bronchioles

injection of local anesthetic

coarse, abnormal auscultatory sounds

sensory and motor anesthesia of the buttocks, perineum,
and inner aspects of the thighs, produced by spinal or

intrathecal injection

a pinkish mucous discharge from the vagina that may occur a few hours to
a few days before the onset of labor

a defect in the vertebrae of the spinal column without protrusion of
neural components

failure of a part to return to its normal size

i X i | sed by Candida
a surface-active mixture of secreted lipoproteins cau ‘
albicans, in the alveoli and air passages, it reduces surface tension of pul-

monary fluids and contributes to the elasticity of lung tissue
abnormally rapid heart rate



excessively rapid respirations

a liveborn infant at 38 to 42 mﬂ'm&m

thrombotic material or clot within the vein | |
external device that can be used to estimate uterine contraction pressures

during labor |
the structure connecting the placenta to the umbilicus of the fetus through

which the fetus receives nutrition and eliminates wastes

external opening of the urethra

the hollow muscular organ in which the fertilized egg is implanted and in
which the developing fetus is nourished until birth

the musculomembranous tube located between the external genitals and
the uterus

permanently distended veins

surgical removal of a portion of the vas deferens
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Note: Page numbers followed by ¢ indicate tables.

Abbreviations, in maternal-child nursing, 175-177
Abdomen, examination of, 24-26
Accidents
emergency care in, 117-120
prevention of. See Safety
Activity, postpartum, 99
Adventitious breath sounds, 23
Affect, in risk assessment, 8
Age, vs. evaluation activities, in follow-up program,
S1-55 (box)
AIDS
body fluids precautions for, 93-94
in risk assessment, 10
Alcohol use, in risk assessment, 8
Allergy, to stings and bites, 117
Ambiguous genitals, 26
Anemia, in risk assessment
maternal, 10
pediatric, 11
Anorexia, in risk assessment, 10
Antibiotics, intravenous, protocol for, 75-77, 78
(box)
Apnea monitor, protocol for, 65-67
Arrhythmias, heart, 24
Assessment. See also Physical examination; specific
disorder
neonatal, vs. age, in follow-up program, 51-355
(box)
postpartum, policy and procedure for, 3—4
Auscultation
abdomen, 26
chest, 23
heart, 24

Back blows, in choking, 118-119
Barrel chest, 22
Bathing, of newborn, 103
Bathroom safety, 123
Behavior
changes in, in life transitions, 7
risk-taking, in risk assessment, 8
Belief systems
changes in, in life transitions, 7

in risk assessment, 9
Bereavement visit, protocol for, 87-89
Bilirubin excess
intravenous catheter insertion in, 40t
phototherapy for
family educational materials on, 111-112, 113
(box)
protocol for, 61-63
Bill of Rights form, 137-138
Bites, emergency care for, 117
Bladder, examination of, 26
Bleeding
in children, emergency care for, 117
vaginal, postpartum, 14-15
Blood and body fluids precautions, policy and proce-
dure for, 93-94
Blood pressure, maternal, measurement of, 13
Blood specimen collection
body fluids precautions in, 93-94
maternal, indications for, 29
neonatal
finger stick method for, 33-34
heel stick method for, 33-34
indications for, 29
for metabolic screening, 31-32
venipuncture for, 35-36
Blood tubes
color coding of, 36
for small specimens, 34
Blues, postpartum, 101
Body fluids precautions, policy and procedure for,
93-94 '
Bones, broken, emergency care for, 117
Bowel sounds
neonatal, 26
postpartum, 14
Brachial palsy, 22
Breast
maternal
engorgement of, 15-16, 107
examination of, 15-16
infection of, 107
massage of, 105-106, 108
neonatal, examination of, 23-24
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Breastfeeding
conception during, 100
during diarrhea, 71 -
family educational materials for, 105-107, 105t
growth spurts during, 107
hand expression in, 105-106, 108
let-down reflex in, 108
milk storage in, 106, 108-109
plugged duct in, 15-16, 107
position for, 105
problems with, 15-16, 106-107
in risk assessment, 10
procedure for, 105
stools in, 104
techniques for, 16
timing of, 105
Breast pumping, family educational maternals for,
106, 108-109
Breath sounds, assessment of, 23
Bulimia, in risk assessment, 10
Burns
management of, 117
prevention of, 121
Butterfly cannula, 37-38

Caput succedaneum, 17-18
Cardiopulmonary resuscitation

in choking, 119

with no pulse, 119
Care, levels of, in home risk assessment, 7
Catheters, peripheral venous

complications of, 43—4

insertion of, 37-39, 40t

removal of, 45

sites for, 38
Centers for Disease Control, body fluids precautions

recommendations of, policy and procedure for,
93-94

Cephalhematoma, 17-18
Cesarean delivery

activity after, 99

elimination after, 14

incision for

dehiscence of, protocol for, 85-86
staple removal from, protocol for, 83

Chemical burns, management of, 117
Chest

examination of, 22-24

expansion of, 22
Chest thrusts, in choking, 118-119
Child abuse and neglect, in risk assessment, 9
Choking, emergency protocols for, 118-120
Circumcision care, 27, 103
Clavicle, examination of, 22
Cleft lip, 21
Cleft palate, 20
Client Responsibilities form, 139
Clinical nursing protocols. See Protocols, home care
Clitoris, examination of, 28
Clothing, for newborn, 104
Comfort measures, in diarrhea, 72
Comprehensive Initial Evaluation Visit, in follow-up

program, 50
Conjunctiva, examination of, 19

atment, Release of Information, As.

r lre - :
Consent fo f Benefits, Notice of Client Rights

signment ©
form, 135

Contraception

stpartum, 100
posty ith, in risk assessment, 10

yroblems w risk assess| % 10
Cépim: problems with, in risk assessment, 8§

: L ems in |
Cornea, examination of, 18
CPR

in choking, 119

with no pulse, 119 o)
Cranial nerve function, assessment of, 20

Cretinism, tongue abnormalities in, 21
Cryptorchidism, 27

Cultural barriers, in risk assessment, 9
Current Medication Profile, 131, 145
Cutis navel, 24

Cyanosis, 16-17

Dehiscence, of cesarean INCision, IJIU[DCD' for, 85-86

Dehydration
causes of, 70
danger signs in, 71
definition of, 70
family educational materials on, 69-74
management of, 70-72
oral rehydration therapy for, 72-74
protocol for, 69
signs of, 70
Denial, of pregnancy, 7
Dental emergencies, 118
Depression
postpartum, 16, 101
in risk assessment, 8
Development, of infants
in risk assessment, 9
stimulation programs for, 115-116
Diaper rash, 103
penile ulcer in, 27
prevention of, in diarrhea, 72
Diaphragm, examination of, 24
Diarrhea
causes of, 69-70
danger signs in, 71
definition of, 69
epidemiology of, 70
family educational materials on, 69-74
impact of, 70
management of, 70-72
oral rehydration therapy for, 72-74
prevention of, 72
protocol for, 69
Diet. See Nutrition
Dfscharge, from care, criteria for. 7
Discharge Summary, 132, 159
Discipline issues, in risk assessment. 9
Distention, abdominal, 24-25 '
gg;lmtgnt:itifn. of diarrhea, 71-72
€SUC violence, in ri
DEWe syncions N risk assessment, 8
€Y€ appearance in, 18
nose dppearance in, 20
tongue abnormalities in, 21

Drowning, €mergency care of, 118

!r




Drugs
maternal use of

infant drug withdrawal syndrome in. protocol
for, 79-81
in risk assessment, 8, 11
neonatal use of, for diarrhea, 71

Ears, examination of, 19

Economic needs, in risk assessment. 10

Edema
intravenous catheter insertion in, 40t
local, in intravenous therapy, 43
postpartum, 13

Education
barriers to, in risk assessment, 9

family. See Family educational materials
Electrical burns, management of, 118
Electrical safety, 121-122
Electrolytes, in oral rehydration therapy, 72-74
Elimination

in newborn, 104

postpartum, 14, 15
Embolism, in intravenous therapy, 43-44
Emergency care, family educational materials on,

117-120

Emotional status, in risk assessment, 8
Engorgement, breast, 15-16, 107
Environmental problems, in risk assessment, 12
Environmental safety, 122-123
Episiotomy, assessment of, 13-14
Epstein’s pearls, 20
Erb-Duchenne syndrome, 22
Exercise, Kegel, 97
Experience, in parenting, in risk assessment, 9
Eyes, examination of, 18-19

Facial nerve function, assessment of, 20
Failure to thrive, in risk assessment, 11
Family, size of, in risk assessment, 9
Family educational materials (maternal topics)
bereavement, 86-87
breastfeeding, 105-107, 105t
breast milk expression, 105-106, 108
breast milk storage, 106, 108-109
Kegel exercises, 97
postpartum instructions, 99-102
Family educational materials (neonatal topics)
apnea monitor, 67
bilirubin phototherapy, 111-112, 113 (box)
dehydration, 69-74
diarrhea, 69-74
emergency care guide, 117-120
infant stimulation program, 115-116
intravenous antibiotic therapy, 77
newborn instructions, 103-104
safety, 121-123
Fear, intravenous catheter insertion in, 40t
Feeding, of newborns, 104. See also Breastfeeding
in diarrhea, 71
€ genitalia, examination of, 27-28
Femoral pulse, assessment of, 26
Fetal alcohol syndrome, lip appearance in, 22
Fever, intravenous catheter insertion in, 40t

Fiberqptic phototherapy, for hyperbilirubinemia
family educational materials on, 111-112. 113 {bax)
protocol for, 61-63

Finge[* :;ti;;k method, for blood specimen collection.
S33-34

Fire safety, 121
First aid, family educational materials on, 117-120
Flaccidity, intravenous catheter insertion in, 40t
Flo Top collector, of microtainer tube, 34
Follow-up program, for high-risk newborns, 47-38
admission criteria for, 49
data collection for, 51
discharge criteria for, 51
eligibility for, 49-50
initial visit in, 49
outcome measures for, 57-58
schedule for, timing vs. evaluation activities in,
S1-55 (box)
Food intolerance, in risk assessment, 11
Forms
Client Responsibilities, 139
Consent for Treatment, Release of Information, As-
T;;-l_mmm ot Benefits, Notice of Client Rights,
33
Current Medication Profile, 131, 145
Discharge Summary, 132, 159
High-Risk Follow-Up Program Case Management
Log, 161-163
High Risk Newborn Follow-up Program form, 167
Home Care Needs Assessment Tool, 132, 153-158
Home Health Care Client’s Bill of Rights/Responsi-
bilities form, 137-138
Hamg;ﬂalth Certification and Plan of Treatment,
1
Home Health Client Rights and Consent, 131, 135,
137-138
Initial Evaluation Form, 131, 143-144
Newborn Qualitative Data form, 171
Newborn Quantitative Data form, 169
Nursing Plan of Care and Progress Record, 131, 147
Nursing Progress Notes, 131, 149
Outcome Data for Newborns in High-Risk Follow-
Up form, 173
Pediatric Intake and Output, 132, 151
Postpartum/Infant Universal Home Risk Assess-
ment Form, 131, 141-142
Record Audit Form for Collection of High-Risk
Newborn Follow-Up Data, 165
Formulas, intolerance to, in risk assessment, 11
Fractures
of clavicle, 22
emergency care for, 117
Fundus, assessment of, postpartum, 14
Fungal infections, diarrhea in, 69
Funnel chest, 22
Fussy periods, management of, 101

Gallop rhythms, 24

Gastroenteritis, diarrhea in. See Diarrhea
Gastrointestinal system, maternal, assessment of, 14
Gastroschisis, 25 .o
Genitals, examination of, 27-28

Glossary, 179-182

Gloves, for body fluids precautions, 93-94
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Goals, of follow-up program, 57-58
Griet )
in infant loss, bereavement visit for, protocol for,
87-89
unresolved, in risk assessment, 8
Gums, examination of, 21

Harrison's groove, 24
Head
€Xamination of, 17-22
Injury of, emergency care of, 117
Headache, postpartum, 13
Heart, examination of, 24
Heart rate
abnormal, 24
normal, 24
Heart sounds, 24
Heel s:;ir:k method, for blood specimen collection,
3-34
Heimlich maneuver, in choking, 119
Helping relationship, 2, 2 (box)
Hemorrhage, intracranial, neurologic signs of, 17
Hemorrhoids, postpartum, 100
Heparin lock
drug administration through, 39
insertion of, 41
maintenance of, 41
Hepatitis B transmission, body fluids precautions for,
93-94
Hermaphroditism, 28
Hernia
inguinal, 26
umbilical, 25
High-Risk Follow-Up Program Case Management
Log, 161-163
High-Risk Newborn Follow-up Program form, 167
Home Care Needs Assessment Tool, 132, 153-158
Home Health Care Client’s Bill of Rights/Responsibil-
ities form, 137-138
Home Health Certification and Plan of Treatment, 133
Home Health Client Rights and Consent forms, 131,
135, 137-138
Housing problems, in risk assessment, 12
Human immunodeficiency virus infection
body fluids precautions for, 93-94
in risk assessment, 10

Hydrocele, 27
Hyperbilirubinemia
intravenous catheter insertion in, 40t
phototherapy for
family educational materials on, 111-112, 113
(box)
protocol for, 61-63
Hypertension, postpartum, 13 _
Hypoglossopharyngeal nerve function, assessment
of, 20
Hypotension ol B
neonatal, intravenous catheter insertion in, 40t

artum, 13 _
Hmemia, intravenous catheter insertion in, 40t

Hypovolemic shock, postpartum, 13

Incision, for cesarean delivery
dehiscence of, protocol for, 85-86

staple removal from, protocol for, 83
Infant stimulation program, 115-116

Infection
maternal, 13
breast, 107

neonatal i o Sl
intravenous antibiotics for, protocol for, 75-77

78 (box)
in intravenous therapy, 44
umbilical, 25
Infection control
in diarrhea prevention, 72
policy and procedure for, 91
bodyv fluids precautions in, 93-94
Infiltration, in intravenous therapy, 43
Information resources, 125-129
Inguinal area, examination of, 26
Initial Evaluation Form, 131, 143-144 |
Intellectual functions, in risk assessment, 8
Intensive care unit hospitalization, in risk assess-
ment, 11
Intercourse, postpartum, 100
Intracranial hemorrhage, neurologic signs of, 17
Intravenous therapy
antibiotic, protocol for, 75-77, 78 (box)
catheter insertion in, 37-39, 40t
complications of, 43—44
discontinuation of, 45
heparin lock insertion and maintenance in, 41
Invasive procedures (maternal), blood specimen col-
lection, 29
Invasive procedures (neonatal)
blood specimen collection, 29
finger stick method for, 33-34
heel stick method for, 33-34
for metabolic screening, 31-32
venipuncture in, 35-36
intravenous therapy
catheter discontinuation in, 45
catheter insertion in, 37-39, 40t
complications of, 4344
heparin lock insertion and maintenance in, 41
venipuncture
for blood specimen collection, 35-36
for catheter insertion, 37-39, 40t
Isolation, feelings of, in risk assessment, 8

¥

Jaundice
intravenous catheter insertion in, 40t
phototherapy for
family educational materials on, 111-112, 113
(box)
protocol for, 61-63
skin color in, 16-17

Kegel exercises, 97
Kidney, palpation of, 25
Klinefelter’s syndrome, testis appearance in, 27

Labia major and minora, examination of, 28
Lead exposure, in risk assessment, 11

Legal needs, in risk assessment, 10
Let-down reflex, in breastfeeding, 108

4



Levels of care, in home risk assessment, 7
Life transitions, in risk assessment, 7-8
Lip(s), examination of, 21-22

Liver, palpation of, 25

Lochia, assessment of, 14-15

Loneliness, in risk assessment, 8

Lymph nodes, inguinal, examination of, 26

Malabsorption, in risk assessment, 11

Male genitalia, examination of, 27

Malnutrition, intravenous catheter insertion in, 40t

Marfan's syndrome, chest abnormalities in, 22

Massage, breast, 105-106, 108

Mastitis, postpartum, 15-16

Megacolon, 24

Mental retardation, tongue abnormalities in, 21

Mental status, in risk assessment, 8

Metabolic screening, blood specimen collection for,
31-32

Micropenis, 27

Microtainer tube, for blood specimen collection, 34

Molding, of head, 17

Monitoring, apnea, protocol tor, 65-67

Mons, examination of, 27

Moro reflex, 22

Mouth, examination of, 20-22

Mouth to mouth resuscitation, in choking, 119

Murmurs, heart, 24

Nail care, for newborns, 103
Navel, examination of, 235
Neck, examination of, 18
Neonatal abstinence syndrome (drug withdrawal),
protocol for, 79-81
Newborn Qualitative Data form, 171
Newborn Quantitative Data form, 169
Nipples
maternal
examination of, 15-16
management of, in breastfeeding, 106-107
neonatal, examination of, 23-24
No pulse, CPR in, 119
Nose, examination of, 20
Nursing. See Breastfeeding
Nursing Plan of Care and Progress Record, 131, 147
Nursing practice, standard, 2-3, 2 (box)
Nursing Progress Notes, 131, 149
Nutrition
neonatal
in diarrhea, 69, 71
in risk assessment, 10, 11-12
postpartum, 99
Nystagmus, 19

Obesity, intravenous catheter insertion _in, 4§lt

Occupational Safety and Health Administration,
body fluids precautions recommendations of,
policy and procedure for, 93-94

Omphalocele, 25

Oral cavity, examination of, 20-22

Oral rehydration therapy, 72-74

Orchitis, 27

Orientation, in risk assessment, 8

OSHA (Occupational Safety and Health Administra-
tion), body fluids precautions recommenda-
tions of, policy and procedure for, 93-94

Qutcome Data for Newborns in High-Risk Follow-Up
form, 173

Qutcome measures, for follow-up program, 57-58

Oxvgen, storage of, 121

Palate, examination of, 20
Palpation
abdomen, 25
heart, 24
Marasites, diarrhea from, 70
Parenting issues, in risk assessment, 9
Parents, educational materials for. See Family educa-
tional materials
Patent urachus, 25
Pediatric Intake and Output form, 132, 151
Penis, examination of, 27
Perceptions, changes in, in life transitions, 8-9
PPercussion
abdomen, 26
chest, 22-23
Perineum, examination of, 13-14
Personnel policies and procedures, 1-4
in postpartum assessment, 3—4
standard nursing practice, 2-3, 2 (box)
Pharynx, examination of, 21
Phimosis, 27
Phlebitis, in intravenous therapy, 43
Phototherapy, for jaundice
family educational materials on, 111-112, 113 (box)
protocol for, 61-63
Physical examination (maternal), 12-16
blood pressure, 13
breast, 15-16
fundus, 14
gastrointestinal system, 14
lochia, 14-135
perineum, 13-14
psychological status, 16
pulse, 13
temperature, 12-13
urinary system, 15
Physical examination (neonatal)
abdomen, 24-26
chest, 22-24
conjunctiva, 19
ears, 19
eyes, 18-19
facial nerve function, 20
genitalia, 27-28
head and neck, 17-22
hypoglossopharyngeal nerve function, 20
mouth, 20-22
pupils, 18
respiration rate measurement in, 23
skin, 16-17
vagus nerve function, 20
vision, 19
Pica, in risk assessment, 10
Pigeon chest, 22
Plagiocephaly, 17
Plans of Care
admission criteria and, 6
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Plans ot Care (continued)
Vs, risk level, 6
supervision of, §
Play, infant stimulation programs as, 115-116
Pheumonia, breath sounds in, 23
Pneumothorax, breath sounds in, 23
Point of maximal impulse, in breath sounds, 23
Poisoning
fmergency protocols for, 118
lead, in risk assessment, 11
Policies and procedures
infection control, 91
body fluids precautions in, 93-94
invasive. See Invasive procedures
personnel, 1-4
in postpartum assessment, 3—4
standard nursing practice, 2-3, 2 (box)
Postpartum care
assessment in, policy and procedure for, 34
Instructions for, 99-102
problems in, 101-102
Postpartum/Infant Universal Home Risk Assessment,
5-28
admission criteria in, 6
components of, 5
cultural barriers in, 9
directions for, 5-7
discharge criteria in, 7
economic needs in, 10
educational barriers in, ©
emotional status in, 8
environmental problems in, 12
form for, 131, 141-142
initial assessment in, 6
levels of care identified in, 7
life transitions in, 7-8
medical factors in, 10
nutritional factors in, 10-11
On-going assessment in, 6
parenting issues in, 9
pregnancy problems in, 10
psychosocial standards in, 7-12
risk levels in, 6
substance abuse in, 8
Pregnancy
during breastfeeding, 100
problems with, in risk assessment, 10
Procedures. See also Policies and procedures
invasive. See Invasive procedures
personnel, 1-4
in postpartum assessment, 3—4
standard nursing practice, 2-3, 2 (box)
Protective clothing, for body fluids precautions,
93-94
Protocols, home care
maternal
bereavement visit, 87-89
staple removal from cesarean incision, 83
wound dehiscence emergency, 85-86

neonatal
nea monitoring, 65-67
bilirubin phototherapy, 61-63
dehydration, 69

diarrhea, 69

drug withdrawal (neonatal abstinence syndrome),

intravenous antibiotics, 75-77, 78 (box)
Psvchological status, assessment of, materna_!', 12
I"si*chuso}ial standards, for risk assessment, /=12

cultural barriers, 9
economic needs, 10
educational barriers, 9
emotional status, 8
environmental problems, 12
life transitions, 7-8
medical factors, 10
nutritional factors, 10-11
parenting issues, ¥
resource needs, 10
risk-taking behavior, 8
substance abuse, 8
Pubococeveeus muscle (Kegel) exercises, 97
Pulse
maternal, assessment of, 13
neonatal
absence of, C’PR in, 119
assessment of, 26
Pupils, examination of, 18

Rash, 16-17

diaper, 27, 72, 103
Record Audit Form for Collection of High-Risk New-

born Follow-Up Data, 156

Record Keeping, of diarrhea, 71-72
Referral form, for assessment, 5
Rehydration therapy, 72-74
Rejection, of pregnancy, 7
Relationship issues, in risk assessment, 9
Resource needs, in risk assessment, 10
Respiration rate, measurement of, 23
Respiratory tract, examination of, 22-24
Rest, postpartum, 99
Resuscitation

cardiopulmonary

in choking, 119
with no pulse, 119

mouth to mouth, in choking, 119
Rib cage, examination of, 24
Risk assessment. See Postpartum/Infant Universal

Home Risk Assessment

Risk-taking behavior, in risk assessment, 8

Safety
bathroom, 123
electrical, 121-122
environmental, 122-123
in risk assessment, 12
fire, 121
Scalding. See Burns
Scalp, examination of, 17-18
Scrotum, examination of, 27
Self-esteem, in risk assessment, 8
Sepsis, intravenous catheter insertion in, 40t
Sexual activity, postpartum, 100 i
gﬁﬁiﬂy transmitted diseases, in risk assessment, 11
neonatal, intravenous catheter i |
ol Insertion in, 40t
Shoulder, examination of, 22
Showering, postpartum, 100

¢



Site care, for intravenous antibiotic therapy, 76
Skin, examination of, 16-17

Skin puncture, for blood specimen collection, 33-34
Skull, examination of, 17-18

Sleep, positions for, in sudden infant death syn-
drome prevention, 104

Small objects, swallowing and choking on, 118-119

Smoking, in risk assessment, 8§

Social standards. See Psychosocial standards

Sore nipples, in breastfeeding, 15-16, 106-107

Spinal injury, emergency care of, 117

Spleen, palpation of, 25

Standard nursing practice, 2-3, 2 (box)

Standard Precautions, for body fluids handling,
93-94

Staple removal, from cesarean incision, protocol for,
83

Sternum, examination of, 2

Stimulation, of infants, for growth and development,
115-116

Stings, emergency care of, 117

Stitches, postpartum care of, 100

Stools, in newborn, 104

Substance abuse, in risk assessment, 8

Sudden infant death syndrome, prevention of, posi-
tions for, 104

Suicidal ideation, in risk assessment, 8

Support systems

inadequate, in risk assessment, 8
for infant loss, 87

Teenaged parents, in risk assessment, 9
Temperature, maternal, measurement of, 12-13
Testis, examination of, 27

Thorax, examination of, 22-24

Throat, examination of, 21

Thrombosis, in intravenous therapy, 43
Thrush, 21

Tongue, examination of, 21

Torticollis, 17

Tourniquet, for venipuncture, 35-36

Ulcer, of penis, 27
Umbilical cord, care of, 103
Umbilicus

examination of, 25

hernia of, 235 |
Unconsciousness, choking and, 120
Urachus, patent, 25
Urethra, examination of, 27
Urethritis, 27, 28
Urinary system, maternal, assessment of, 15
Urination, assessment of

neonatal, 27

postpartum, 14, 15
Urine, assessment of, 26
Utilities, in risk assessment, 12

Vacutainer tube, for blood specimen collection,
35-36
Vagina, examination of, 28
Vaginal discharge, postpartum, 14-15, 100
Vagus nerve function, assessment of, 20
Vasoconstriction, intravenous catheter insertion in,
40t
Venipuncture
for blood specimen collection, 35-36
for catheter insertion, 37-39, 40t
Vision, examination of, 19
Vomiting, oral rehydration therapy during, 73

Weight, birth, in risk assessment, 11

Withdrawal, drug, protocol for, 79-81

Wound dehiscence, of cesarean incision, protocol
for, 85-86
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* Client-family teaching materials

and more!

Other essential titles in this series . . .

Pediatric Home Care Manual, /ISBN 0-7817-1203-3

High-Risk Newborn Home Care Manual, /ISBN' 0-397-55477-X

High-Risk Perinatal Home Care Manual, /ISBN 0-397-55478-8
Maternal-Child Home Health Aide Training Manual, ISBN 0-7817-1204-1

ISBN 0-397-55474-5
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