The Healthy Newborn

Physiologic Responses of the Newborn to Birth
· Newborn period - birth to 28 days

· Adjusts from intrauterine to extrauterine life

· Neonatal transition - first few hours of life in which a NB stabilizes respiratory and circulatory functions

Respiratory Adaptations

 Lung Development
· 11 weeks – fetal breathing movements begin

·  20-24 wks -  alveoli develop cells to produce surfactant

· Surfactant -  a group of surface-active phospholipids (lecithin and sphingomyelin), critical to alveolar stability

· 28-32 wks surfactant production increases, peaks at 35 wks (lungs can sustain life)

·  L/S ratio - 2:1 = lung maturity

Breathing Initiation
· Pulmonary ventilation established  

      through lung expansion 

2.  Marked increase in pulmonary circulation occurs

Breathing Initiation

Mechanical Events 
· Squeezing through birth canal compresses chest 

· Increased intrathoracic pressure  

· Chest recoil 

· Negative intrathoracic pressure 

· Inspired air distributed through alveoli

· Increased  intrathoracic pressure pushes lung fluid into capillaries and lymph system

· Subsequent breaths reduce alveolar surface tension

· Increased O2 to lungs, circulation 

Breathing Initiation

Chemical Stimuli 

· Mild, transitory asphyxia

· Decreased pH,  increased pCO2, decreased pO2 

· Stimulation of aortic and carotid chemoreceptors  stimulate respiratory center in medulla

Thermal Stimuli
· Decrease in ambient temperature stimulates nerve ending of skin -> rhythmic respirations

Sensory Stimuli

· Tactile, auditory and visual 

· Drying, placing skin-to-skin 
Cardiopulmonary Physiology

· Onset of respirations

· ^pO2 in alveoli 

· Relaxation of pulmonary arteries 

· Decrease in pulmonary vascular resistance 

· Increased vascular flow into lungs

· Shunting of blood occurs 

Oxygen Transport

· Fetal hemoglobin (HbF) carries less O2, has a greater affinity for O2

· HbF facilitates O2 transfer into tissues

· Lower arterial O2 level and lower O2 saturation before cyanosis becomes apparent

· O2 sats = 96-98% after several hours 

· Hgb level at birth (17 g/dL) 

Normal Newborn Respirations

· 30-60 breaths/min

· Periodic breathing -  5 – 15 sec pauses, no change in color or HR

· > 20 sec - apnea

· Nose breathers

· Abnormal Resp are < 30 or >60 at rest with dyspnea, cyanosis, nasal flaring, expiratory grunting
Cardiovascular Adaptations

· Closure of the foramen ovale – 

      LA pressure > RA pressure

· Closure of ductus arteriosus – increased systemic pressure reverses flow

· Closure of the ductus venosus – related to cord cutting, blood redistribution

Cardiac Function Characteristics

· Heart Rate - 125-130 bpm (range low as 85-90 bpm resting to > 180 while crying)

· Apical pulse -  count rate for one minute

· Blood Pressure - highest after birth, decreases to lowest level at 3 hrs / average BP 72/44 mm Hg

· Heart Murmurs - blood flow over abnormal valve, septal defect, ^ flow over normal valve / NB murmurs are 90% transient

· Cardiac Work Load - NB cardiac output is greater per unit of body weight than it will be later in life

Normal Term NB Blood Values

Heat Loss
· NB has large body surface in relation to mass

· NB loses heat about 4X as much as an adult

· Heat loss is primary problem in NB not heat production

· Two major routes of heat loss -> internal core to body surface, external body surface to environment

Modes of Heat Loss
· Convection - from warm body surface to cooler air currents 

· Radiation - heat rises to cooler surfaces or objects not in direct contact with the body

· Evaporation - loss of heat when water is converted to vapor

· Conduction - loss of heat to a cooler surface by direct skin contact

Hepatic Adaptations

Iron stores 
  Enough iron stored for 5 months with adequate maternal intake

Liver glycogen 

  CHO source, nl glucose = 40-97 mg/dL

Coagulation factors II, VII, IX, X

  Synthesized in liver, activated by vitamin K

  Vitamin K production delayed, injection given @ birth

Hepatic Adaptations
  Conjugated bilirubin - bilirubin converted from yellow lipid-soluble pigment into water-soluble pigment

· Unconjugated bilirubin - product of hgb breakdown released from destroyed RBCs, nonexcretable and a potential toxin

· Total serum bilirubin is sum of conjugated (direct) and unconjugated (indirect)

Physiologic Jaundice

· Etiology -  accelerated destruction of fetal RBC’s, impaired conjugation of bilirubin, ^ bilirubin reabsorption from intestinal tract

· Physiologic jaundice appears after the first 24 hours of life 

· Pathologic appears within first 24 hours

· 50% of term and 80% of preterm

· Peak bilirubins are reached in 3-5 days

· Normal bilirubin < 3mg/dL -> begin to show yellow coloration at 4-6 mg/dL 

Physiologic Jaundice

Nursing management
· Assess NB skin color, press on nose

· Maintain temp - cold stress decreases available serum albumin-binding sites

· Monitor stools for amount and characteristics - colostrum is laxative

· Encourage early and frequent feedings - promote stooling and bacterial colonization

· Parental emotional support - explanations

Gastrointestinal Adaptations

· CHO, proteins – easily digested
· NB stomach capacity -> 50-60 mL

· Immature cardiac sphincter - regurgitation normal first few days - lessened by not overfeeding and burping

· Bilious vomiting is abnormal

· Requires 120 kcal/kg/day -normal wt loss 5-10% in term infants for first week

· Stool pattern - pass meconium 8-24 hours of life, transitional stools - next two days, BF stools - yellow, gold, soft, no odor, bottle-fed stools - pale yellow, formed, odorous

Urinary Adaptations

· NB kidney fx - > low glomerular filtration rate, limited capacity to concentrate urine 

· Breast Milk reduces renal load on NB kidneys
· 93% void in 24 hrs, 98% in 48 hrs

· Pink stains - “brick dust spots” caused by urates in NB urine

· Pseudomenstruation - withdrawal of female hormones
Immunologic Adaptations

· Limited inflammatory response

· S & S of infection are subtle and nonspecific
·  IgG immunoglobulin crosses the placenta, may have passive immunity from maternal Ab to 4 mo

· IgM immunoglobulin does not cross placenta – if found at birth, consider TORCH infection

· IgA immunoglobulin protects secreting surfaces of respiratory and GI  tracts and eyes - found in colostrum and breastmilk

Neurologic and Sensory Function
· At birth myelination of nerve fibers is incomplete

· Reaches maturity during postnatal life

· Usual position - partially flexed, exhibits random bilateral movements of extremities

· Eyes - may fixate on faces and objects

· Cry - lusty and vigorous

· Growth progresses from cephalocaudal (head-to-toe), proximal to distal fashion

Periods of Reactivity after Birth

· First period of reactivity - 30 minutes after birth, quiet alert and active, initial bonding and BF

· Period of inactivity /sleep phase  - begins 30 min after birth, may last few minutes to 2-4 hours

· Second period of reactivity - quiet and alert, may last 4-6 hrs, variable responses
Behavioral States of the NB

Sleep States 

· Deep or quiet sleep
· Active REM 

   Term infant - 45-50% is active REM sleep and 35-45% is deep quiet sleep

· REM sleep stimulates growth of neural system

Behavior States of the NB

Alert States 

· Drowsy/semidozing - open or closed eyes, fluttering eyes, slow movements, delayed response to stimuli

· Wide awake - alert, fixates on objects, minimal activity

· Active awake - open eyes, intense activity

· Crying - intense crying with jerky movements
Sensory Capacities of NB

· Habituation - capacity to ignore repetitious disturbing stimuli as part of its defense mechanism

· Orientation - NB’s ability to be alert to, to follow, and to fixate on complex visual stimuli

· Auditory - NB responds to auditory stimuli with definite, organized behavior

· Olfactory - NB is able to select people by smell

· Taste and sucking - responds differently to varying tastes - patterns differ between breast and bottle - nonnutritive sucking is self quieting activity

Nursing Assessment of the NB

· Maternal prenatal care history

· Birth history

· Maternal analgesia and anesthesia

· Complications of labor or birth

· Treatment in birthing room, with determination of clinical gestational age

· Classification by weight, gestational age and by neonatal mortality risk

· Physical exam

Timing of NB Assessments

First 24 hrs are critical

1) In birthing area - need for resuscitation

2) PE and gestational age assessment

     within 4 hours

3) Prior to discharge - CNM, Pediatrician, or NP carries out behavioral assessment and complete PE

Estimation of Gestational Age

Assessment of Physical Characteristics 

Without disturbing baby observe
· Resting posture - general flexion

· Skin - more opaque with ^ age

· Lanugo - fine hair covering - greatest at 28-30 wks then disappears

· Plantar creases - first 12 hrs - begins at top of sole and proceeds downward

· Breast bud - measured in mm - ^ size with  ^ gestation

· Ear cartilage - shape and firmness ^ with age

· Male genitals - by term testes are in lower scrotum which is covered in rugae

· Female genitals - by term labia majora cover labia minora and clitoris

Estimation of Gestational Age

· Square window sign - flexing baby’s hand toward ventral forearm

· Recoil - evaluate flexion of lower extremities then flexion of arms

· Popliteal angle - degree of knee flexion

· Scarf sign - upper body resistance

· Heel-to-ear - proximity of foot to ear and degree of knee flexion

·  Further assessments - ankle dorsiflexion, head lag, ventral suspension, major reflexes

Considering GA and birth weight together will identify SGA, AGA, and LGA infants
Physical Assessment

Weight and measurements: 

· Average wt - 7#8oz 

· 70-75% of wt is water 

· 10% wt loss is normal - small fluid intake, delayed BF, excretion of meconium

· Average length - 20 in 

· Head circ is 2 cm > chest circ

Physical Assessment

Temperature 

· monitor q 30’ until stable, thereafter q 8 hrs

· axillary temp reflects core body temp - preferred method, close to rectal

· temperature instability - deviation of > 2F from one reading to next or subnormal may indicate infection

· temperature ^ - > too much covering, too hot room or dehydration

Physical Assessment

Skin characteristics 
· Acrocyanosis - bluish discoloration of hands and feet, up to 24 hrs

· Mottling - lacy pattern of dilated blood vessels under skin 

· Harlequin sign - deep color over one side of body - vasomotor disturbance

· Jaundice - first detectable on face, and mucous membranes of mouth, seen in sclera 

Physical Assessment

Skin characteristics 
· Erythema Toxicum -“newborn rash” peak 24-48 hrs

· Milia - exposed sebaceous glands

· Skin Turgor - over abdomen and thigh - elastic return to original shape - hydration status

· Vernix Caseosa - whitish cheeselike substance - NB skin lubricant

· Forceps and vacuum extractor marks -> usually disappear in 1-2 days

Physical Assessment

Skin characteristics 
Birthmarks - parental concerns

· Telangiectatic Nevi (stork bites) 

· Mongolian Spots
· Nevus Flammeus (port wine stain) 

· Nevus Vasculosus (stawberry mark)
Physical Assessment

Head

· Asymmetry r/t molding 

· Two fontanelles                                  

· Anterior - larger, diamond-shaped, closes @ 18 months                                                      

· Posterior - smaller, triangular-shaped, closed @ 8-12 weeks

· Craniostenosis - premature closure of suture lines

Physical Assessment 
Head 
Cephalhematoma 
· Blood collection between cranial bone and periosteal membrane

· Doesn’t cross suture lines

· Not ^ with crying

· Appears on day 1-2

· Disappear after 2-3 wks, may take months

Caput Succedaneum 
· Fluid collection, edematous swelling of the scalp

· Crosses suture lines

· Present @ birth or shortly thereafter

· Reabsorbed in 12 hours or a few days
Physical Assessment

Face

· Eyes – scleral color, hemorrhages, jaundice

· Nose – r/o choanal atresia

· Mouth - r/o cleft palate / thrush - white patches, bleeds with removal

· Ears - low -set ears r/t chromosomal abnormalities / evaluate hearing 

Physical Assessment

· Neck - short, prone position may raise head

· Chest - engorged breasts - maternal hormones - appears third day, lasts up to 2 weeks

· Cry - should be strong, lusty, medium pitch / high-pitched, shrill is abnormal 

· Respiration - normal breathing 30-60 resp/min  REPORT - nasal flaring, retractions, expiratory grunting or sigh, seesaw respirations, tachypnea (>60/min) 

Physical Assessment

· Heart - Normal range 120-160 bpm/ evaluate rate, rhythm, position of apical impulse, heart sound intensity  / 90% of murmurs are transient and normal

· Abdomen -  moves with respirations / bowel sounds present by one hour after birth  / abdominal palpation - liver 1-2 cm below  right costal margin

Physical Assessment

· Umbilical Cord - two arteries, one vein - 2-vessel cord r/t congenital anomalies

· Genitals -
· Female -  pseudomenstruation / smegma - white cheeselike substance between labia

· Male - verify placement of urinary orifice - hypospadias / phimosis, verify presence of both testes - r/o cryptorchidism, hydrocele
Physical Assessment

· Anus - verify patency,  concern if not passing meconium in first 24 hrs

· Extremities -

· Arms & Hands -> count fingers and toes / simian line in Down’s syndrome - Brachial palsy - trauma to brachial plexus resulting in partial or complete paralysis of arm / Erb’s palsy damage to upper arm  nerves - passive ROM  or splinting / may have complete recovery in few months

· Legs & Feet -> equal length with symmetric skin folds / r/o hip dislocation - Ortolani’s or Barlow’s maneuver / observe for talipes equinovarus (clubfoot) - true talipes resists midline positioning

Physical Assessment

· Back - inspect base of spine for dermal sinus, nevus pilosus, pilonidal dimple - associated with spina bifida

· Assessment of Neurologic Status -

· Observe state of alertness, resting posture, cry, quality of muscle tone and motor activity

· Jitteriness or tremors - may be common - may be r/t hypoglycemia, hypocalcemia or substance withdrawal

· Seizures

Physical Assessment

Reflexes of NB - 
· tonic neck reflex (fencer position) - NB is supine, head turned to one side -> extremities on same side straighten out

· grasping reflex - stimulating palm will cause NB to hold or grasp object

· Moro reflex - if startled or lowered suddenly, arms straighten outward and knees flex

· rooting reflex - touching side of NB cheek, causes NB to turn toward that side and open mouth

· sucking reflex - object in mouth or touching lips initiates sucking

· Babinski reflex - stroking lateral aspect of sole causes fanning of toes

· Galant reflex - stroking spine - trunk incurvation

Behavioral Assessment

· Brazelton’s neonatal behavioral assessment scale - guidelines for evaluating how  a newborn changes states, temperament, and individual behavior patterns

· Takes 20-30 minutes, involves 30 tests

· Performed on third day after birth
Normal Newborn: 



Needs and Care

· Two broad goals of nursing care for NB

· 1)Promote physical well-being of the NB

· 2)Establishment of well-functioning family unit

Initiation of admission procedures
· Condition of NB - apgar scores, resuscitation measures, PE, VS, voidings, cord vessels, obvious physical abnormalities, blood glucose, Hct

· Labor and birth record

· Antepartal history

· Parent-newborn interaction 

· Maintenance of a clear airway and stable vital signs

· Maintain on side - use bulb or DeLee wall suction - aspiration of stomach contents if mucous is excessive

· Axillary temperature - skin sensor placement on NB’s abdomen

· VS q 30” until stable for 2 hr

· Maintenance of neutral thermal environment

· Minimizes NB need for ^ O2 consumption and use of calories

· Perform procedures and interventions with NB unclothed under radiant warmer

· Bath when temperature and VS are stable - check temp after bath - if < 97.5F returns to warmer

· Prevention of complications of hemorrhagic disease of newborn

· Prophylactic injection of vitamin K (Aquamephyton)

· .5 to 1.0 mg IM within first hour of birth

· Given into middle third of vastus lateralis muscle (lateral aspect of thigh) - anterior thigh is closer to sciatic nerve and femoral artery

· Prevention of eye infection

· Legally required prophylactic eye treatment for Neisseria gonorrhoea

· !% silver nitrate, .5% erythromycin, 1% tetracycline - may cause chemical conjunctivitis 

· Instilled into lower conjunctival sac 

· Delay one hour for bonding

· Early Assessment of Neonatal Distress
· Teach parents to observe for change in color or activity, rapid breathing with chest retractions, facial grimacing

· Watch for signs of GBS infection

· Facilitating Parent-Newborn Attachment

· Eye-to-eye contact during first period of reactivtiy

· Eye contact important foundation in establishing attachment in human relationships

Continual Nursing Care of NB

· Maintenance of Cardiopulmonary Function

· VS q 6-8 hours

· Clear airway of mucous

· Apnea monitor for infants at risk

· Maintain Neutral Thermal Environment

· Promote Adequate Hydration and Nutrition

· Record intake

· Record voiding and stooling

· Daily wt- regain birth weight by 2 weeks

· Alert for cues of fatigue - decrease in muscle activity, loss of eye contact

Continual Nursing Care of NB

· Promotion of Skin Integrity

· Basic skin care and umbilical cord care

· Prevention of Complications and Promoting Safety

· Observe for pallor or cyanosis

· Assess circumcision for hemorrhage or infection

· Control infection with 15 second hand washing between contact with newborns or after touching any soiled surface

· Circumcision

· Is surgical procedure in which skin layer covering tip of penis is separated from glans penis and excised
Continual Nursing Care of NB

Circumcision

1999 American Academy of Pediatrics policy statement: circ not recommended, no medical benefits

· Not for premature or compromised infants 

· Teach parents about good hygiene practices

· Assessed q 30’ for 2 hours and q 2hr after

· Whitish-yellow exudate should not be removed
Preparation for Discharge

Parental Teaching

· General instructions - place on back or side to reduce risk of SIDS, demonstration of bath, cord care, taking temperature, signs of illness

· Nasal and oral suctioning - avoid roof and back of throat when suctioning as these areas stimulate gag reflex

· Wrapping the newborn - swaddling helps maintain body temperature, provides feeling of security, helps quiet baby

· Sleep and activity - each baby has individual sleep-activity cycle

· Safety considerations - car seat safety

· NB screening and immunization program
Postpartal Adaptation and Nursing Assessment

· “People told me how life-changing it was to have a child.  Now I understand.”

· a new father

Postpartum Physical Adaptations

Uterine Involution: reduction in size, return to prepregnant state

Affected by:

· Prolonged labor

· Anesthesia

· Dystocia

· Grandmultiparity

· Full bladder

· Retained placenta or membranes

· Infection

· Overdistended uterus

Changes in fundal position  

· Fundus rises to level of umbilicus within 6-12 hrs

· Boggy uterus - rises above umbilicus

· Deviated to right – distended bladder

·  Day 1 - fundus is 1 cm below umbilicus, descends 1 cm/day until descends into pelvis about the 10th day

· Slow  descent called subinvolution

· Breastfeeding releases endogenous oxytocin, hastens involution process

· Reaches prepregnant size by 5-6 weeks
Lochia - debris remaining after birth 

· Rubra - dark red color, 2 - 3 days

· Serosa - pinkish to brownish, 3-10 days 

· Alba - creamy yellowish, 10 - 24 days 

· Has musty, stale odor

· Increased discharge in AM from “pooling,” exertion, BF

· For increased or excessive bleeding, suspect lacerations if fundus firm and in good position

· May need to evacuate clots
Cervical changes 

· After birth - spongy, flabby, formless, appears bruised

· Regains form a few hours pp 

· External os changes to lateral slit

Vaginal changes 

· After birth - edematous, bruised, small lacerations

· Size decreases and rugae return in 3 wks

· Hypoestrogenic state of lactating woman caused by ovarian suppression - dryness

· Encourage Kegal exercises

Perineal changes - may be edematous, bruised

Recurrence of Ovulation/Menstruation
· Nonlactating - 7-9 weeks, first cycle is anovulatory - 90% by 12 weeks

· Lactating - amenorrhea is prolonged, associated with length and type of BF - may return early as second month or as late as 18 month

Abdomen 

· Round and broad ligaments are stretched

· May appear loose and flabby - responds to exercise within 2-3 months

· Diastasis recti abdominis - separation of recti abdominis, part of abdominal wall has no muscular support 

· Striae gradually fade, turn silver or white

Gastrointestinal System

· Bowels tend to be sluggish after birth 

· Elimination fear - stitches will tear apart - delaying will cause more discomfort

· Post C-section - clear liquids until bowel sounds return

· Increased flatulence - early ambulation, antiflatulent Rx

· May benefit from stool softener

Urinary Tract 

· Increased bladder capacity, swelling and bruising of urethral tissues, decreased sensitivity and  decreased sensation of bladder filling

· Puerperal diuresis - 2000 - 3000 ml extracellular fluid

· Increased susceptibility to UTI and distention
Vital Signs

· Temperature - first 24 hours,may ^ to 100.4F r/t exertion and dehydration - after 24 hrs ^ 100.4F must be evaluated for infection

· Blood pressure - normal range after birth - decreased BP r/t readjustment from decreased intrapelvic pressure or hemorrhage - ^BP r/t poss PIH especially with HA

· HR - bradycardia (50-70) occurs during first 6-10 days r/t decreased blood vol, ^ stroke volume - tachycardia r/t ^ blood loss, prolonged labor

Blood Values
· Return to prepregnant values 

· Activation of coagulation factors may cont for varying amounts of time -> thromboembolism

· Leukocytosis - ^ 30,000 per mL - early pp - does not mean infection - ^ > 30% in 6 hours indicates pathology

· Hgb and erythrocyte values should exceed prelabor values in 2-6 weeks

· Drop in Hct -> abnormal blood loss - 2 point drop = blood loss of 500 mL

Weight Loss

· Initial wt loss - 10 -12 lbs  from birth of infant, placenta, and amniotic fluid

· Diuresis -> 5 lb loss

Postpartal Chill
· Shaking chill immediately after birth r/t neurologic response or vasomotor changes

· Warm blankets, warm drinks

Postpartal Diaphoresis

· Elimination of excess fluid and waste products via skin ^ perspiration 

· May have episodes of night sweats

Afterpains 

· Intermittent uterine contractions more common in multiparas

· ^ afterpains with distended uterus or retained placenta fragments or clots

· May have severe discomfort for 2-3 days pp

· Use of analgesics, especially prior to BF
· Postpartal Psychologic Adaptations
· “Taking in” - first 1-2 days - passive, somewhat dependent - food and sleep are focuses - needs to talk about her labor and birth perceptions

· “Taking hold” - 2-3 days - concerned about self care and infant care - concerns re: breastfeeding - needs assurance that she is doing well

· Adjust to changed body image
· Positive psychologic outcome with support network  - concern with no support

· Maternal role attainment -  learns mothering behavior / comfortable with identity - occurs 3-10 months after birth ( 3 months minimum)

· Challenges - finding time for themselves, incompetent feelings, ^ fatigue, ^ responsibility
Postpartum Blues

· Transient depression - first 1-2 wks pp

· Mood swings, anger, weepiness, anorexia, difficulty sleeping, letdown feeling

· Hormonal changes, psychologic adjustments, fatigue, discomfort and overstimulation

· Needs understanding and support

Parent-Infant Attachment

· Depends on level of trust, self-esteem, capacity for enjoying self, knowledge of childrearing, prevailing mood, reaction to present pregnancy

· Proceeds from fingertip exploration - palmar contact - enfolding infant

· “en face” position - NB knows mother’s face and  voice - avoid assaulting NB senses at birth

· Acquaintance phase - first days of getting to know  NB

· Mutual regulation - balance sought between needs of NB and mother - negative maternal thoughts

· Reciprocity - both mother and infant enjoy each other’s company

· “Engrossment” by father, same maternal feeling

Postpartal Nursing Assessment

Physical Assessment - always use time during assessment for education
· VS – q 15 min x 1 hr, q 30 min x 1 hr, q hr x 2, the q 8 hrs
· Auscultate lungs - hx of PIH or PTL ^ risk for pulmonary edema

· Breasts - enc use of bra, palpate breasts for filling, inspect nipples for cracks, soreness

· Abdomen and fundus - void first, check fundus for firmness and height – chart by figerbreadths @ or below umbilicus
Physical Assessment  
Steps for managing uterine atony:

·  empty bladder

·  acquire bleeding hx

·  put BF infant to breast to stimulate oxytocin

·  assess maternal BP and pulse - hypotension

·  reassess fundus, if still boggy, call provider

C-section birth - assess abdominal incision for approximation and redness, signs of infection

Lochia - assess character, amount, odor and presence of clots (Lochia:small rubra/serosa)

· May weigh perineal pads - 1 gram = 1 mL blood

· Clots and heavy bleeding r/t uterine atony or retained placental fragments

Perinuem - lying in Sim’s position, inspect for state of healing - 24hr well- approximated

Physical Assessment  
Perineum - inspect for hemorrhoids - size, number, pain

Lower extremities  

· Homans’ sign - sharp dorsiflexion of foot, if pain elicited r/t inflammation of blood vessel

· Inspect leg for edema, redness, tenderness, increased skin temperature

Elimination
· Monitor for displaced uterus, palpable bladder, boggy uterus, encourage to void q 4-6 hrs

· Catherization when bladder is distended, cannot void, or voiding in small amounts (<100 ml)

· Asses fluid intake, signs of UTI

· Intestinal elimination - enc ambulation, force fluids, fresh fruits and roughage

Physical Assessment 
Rest and sleep status  

· Difficulty sleeping - try to eliminate cause - warm bath, drink, mild sedative

Nutritional status 

· Nonnursing - decrease calorie intake 300 kcal

· Nursing - ^ 200 kcal over pregnancy requirements, or 500 kcal over nonpreg requirements

· Iron supplements for 4-6 wks

Psychological Assessment 

· Evaluate mother’s general attitude, feelings of competence, support systems, caregiving skills, fatigue level, sense of satisfaction, ability to accomplish developmental tasks

· Assess for early attachment

The Postpartal Family:
Needs and Care

Nursing Care Management

Promotion of comfort and pain relief

· Ice packs (20’ on / 10’ off), sitz bath (20’) 

· Perineal care - peri bottle care, teach “front to back” hygiene with care, use pads, no tampons x 6 wks

· Hemorrhoidal discomfort - sitz baths, anesthetic ointments, rectal suppositories, witch hazel pads / stool softener

· Afterpains - lie prone with small pillow / analgesics (not harmful for BF)
Promotion of comfort and pain relief
· Relief of discomfort from immobility - early ambulation - assist with first time OOB

· Relief of discomfort from excessive perspiration - offer explanations and general comfort measures

Suppression of lactation in non-nursing mother

· Wear supportive bra within 6 hours pp

· Ice packs applied over axillary area of each breast for 20’ qid

· Avoid stimulation to breasts

Promotion of rest and graded activity
· Sleep when baby sleeps / avoid strenuous activity
Postpartal Exercises

· begin simple exercises in hospital and continue at home / ^ lochia or pain signals too much exercise 

Pharmacologic Interventions

· Rubella vaccine - given to women with rubella titer < 1:10 / advised to not become pregnant in next three months / if given RhoGAM at same time may interfere with antibody production

· RhoGAM - All Rh negative mothers receive RhoGAM within 72 hours pp / unless infant is negative also

Promote Maternal Psychologic Well-Being

· Allow verbalization during “taking -in”, enc rest and good nutrition

· Most teaching during “taking-hold”
Promotion of Effective Parent Teaching

· Assess learning needs

· Video-tapes, return demonstration

Promotion of Family Wellness

· Couplet care 

· Reactions of siblings - father carry NB into house, include in care of baby, expect regression

· Sexual activity - abstain until episiotomy or laceration are healed and lochia has stopped / may need extra lubrication / sexual activity may induce milk “let-down” / libido may remain low  for 3 months to a year

· Contraception - information prior to discharge / consistency of use outweighs absolute reliability

Nursing Care Management after Cesarean Birth

Promotion of Physical Well-Being

· Cough and deep breath, use incentive spirometry q 2-4 hrs for first few days 

· Pain relief r/t incision, gas, referred shoulder pain, afterbirth pain, voiding, defecation

· administer analgesics first 24-72 hrs - ^  mobility - educate about the PCA pump

· proper positioning, back rubs, oral care, reduce stimuli

· encourage presence of NB and significant others

· assist with BF efforts - timing of Rx, positioning

· reduce gas pains by leg exercises, ambulation, avoiding carbonated beverages, avoiding use of straws, left side-lying, medical intervention

Promotion of Physical Well-Being

· Ambulate day after surgery, shower on PPD 2, discharged home PPD 3

· Increased needs on discharge 

Promotion of Parent-Infant Interaction

· Factors that hinder interaction -> maternal physical condition, reaction to stress, anesthesia, and medications, hospital routines, neonatal complications

· Observe for grief response r/t loss of fantasized vaginal birth experience - may need to talk about experience

· Presence of father or significant other during birth positively influences birth perception

· Nursing Care Management of the Postpartal Adolescent

· Very few adolescents give up their babies for adoption

· Studies show adolescent mothers interact less positively with their babies - r/t lower levels of education than age

· Contraceptive teaching - sex education

· Nurse serves as a role model - handling infant, physical exam at bedside, bathing

· Educate about the newborn’s response capacity to stimuli

· Encourage her confidence and self-esteem
· Nursing Management for the Woman with an Unwanted Pregnancy

· If a woman decides to keep an unwanted child, the nurse should be aware of potential parenting problems - watch for attachment
· Nursing Management for the Woman Who Relinquishes Her Infant

· Often has intense ambivalence about her decision

· Any special requests regarding the birth should be respected, woman should be encouraged to express her emotions

· Mother should decide if she wants to see baby - feeling attachment and love for her NB does not mean that her decision to adopt is wrong

Postpartal Family at Risk

Care of Woman with Postpartal Hemorrhage

· Early PPH occurs in first 24 hrs

· Late PPH occurs from 24 hrs to 6 wks

· Defined as blood loss > 500 mL / difficult to estimate / may occur into broad ligament, hematomas from genital tx

· S&S - decreased BP, ^ pulse, decreasing urinary output (not appear until 1000 mL is lost)

Early PPH 
· Uterine atony -  (80-90%) over distention, prolonged labor, oxytocin augmentation, grandmultiparity, use of anesthesia, prolonged third stage, PIH
Early PPH 

· Maternal VS do not change until significant blood loss has occurred 

· PIH do not have normal hypervolemia, difficult to tolerate normal blood loss

· At risk should have blood type & crossed /c IV lines in place

· Assist provider with immediate intervention

Lacerations of Genital Tract - 20%  r/t lacerations of perineum, vagina, cervix

· ^ risk for nulliparity, epidural anesthesia, precipitous birth, macrosomia, forceps or vacuum-assisted birth

· Persistent vaginal bleeding in presence of firmly contracted uterus

