	N 345 Newborn Care Evaluation
Name:
Date:
Resource Nurse: 
 
Note: Have your resource nurse complete this form. Then submit to instructor at post conference. 

Skill
Performed Independently
Performed with Assistance
Had opportunity: Unable to perform
Not observed 
Asks appropriate questions
 
 
 
 
Follows directions
 
 
 
 
Seeks assistance when appropriate
 
 
 
 
Completes a newborn admission
 
 
 
 
Completes a physical assessment 
 
 
 
 
Completes a gestational age assessment
 
 
 
 
Completes respiratory status assessment
 
 
 
 
Identifies a murmur
 
 
 
 
Assists in thermal regulation
 
 
 
 
Assists in glucose monitoring
 
 
 
 
Assists with transcutaneous bilirubin
 
 
 
 
Assists in hearing testing
 
 
 
 
Completes a newborn bath
 
 
 
 
Completes circumcision care
 
 
 
 
Assists with feeding (gavage too)
 
 
 
 
Administers medication
 
 
 
 
Completes a chart note
 
 
 
 
Gives report
 
 
 
 
Checks security bands
 
 
 
 
Uses universal precautions
 
 
 
 
Respects patient confidentiality
 
 
 
 
Performs parental teaching
 
 
 
 
Other:
 
 
 
 
 

  

  

Post as an attachment in your discussion forum by 10 pm on Friday:

Newborn Care Plan
  Patient Information 
 Birth date & Age:
Birth Weight:  
Gestational Age:
SGA or AGA or LGA 
Apgars:
Feeding: Br or Bottle or Both
Significant Maternal and Newborn History:

 
Shift Report or Obtain from Chart: 
VS: 
Intake: 
Feeding: (how well?) 
LATCH Score: 
Output: 
  
Lab Tests: 
Glucose: 
Bilirubin: 
 Tox Screen:
Others:
Algo:
Medications ordered: 
Lab tests & screening (indicate ordered and if completed):
Health Needs: Psychosocial and physical. Include bonding & pain assessment
Your Assessment: 
Time: 
VS (pain too!): 
Weight: 
% change from birth weight (calculate)

 
Color: 
Skin: rashes? birth marks? milia? 
Head: caput? hematoma? fontanels?

 
Heart: 
Respiratory effort: 
Abdomen: 
GA assessment (if indicated) 
Reflexes: 
Muscle tone:

 
Voiding: 
Stools: 
  Intake:
Lab tests & screening results:
Procedures done/medications given (include time) throughout shift
Health Needs: Psychosocial and physical include bonding & pain assessment if indicated. Consider pt history: 
Keystone Issue Clinical Journal: 
1. What is your keystone nursing diagnosis (ND) for this patient and briefly discuss how you chose this diagnosis. How does focusing on this keystone ND assist in resolving other NDs? Give some brief examples. 
2. What was the patient's present state and desired or achieved outcome state (which is based on keystone ND). 
3. What clinical reasoning skills did you use to work towards achieving the outcome state? Clinical reasoning requires knowledge, collecting data, solving problems by making decisions, judgment, providing quality interventions and evaluation of those interventions.

4. Complex Adaptive Systems (CAS): Was this keystone issue Simple, Complicated or Complex? Briefly explain your insights. 
 

  

 

 


