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NEONATAL CARE LEARNING RESOURCE GUIDE
INTRODUCTION

Nursing care of neonatal clients is provided in accordance with policies and procedures established at Naval Medical Center Portsmouth.  Nursing Practice at NMCP has adopted Dungan’s Model of Dynamic Integration and Gordon’s Functional Health Patterns to provide a systematic process for assessment which gives structure to the History Part IV data collection tool.  

TERMINAL OBJECTIVE
This Learning Resource Guide is designed to complement the data collection process and utilizes Gordon’s Functional Patterns as it’s framework.  After completion of this Learning Resource Guide, the individual will demonstrate basic knowledge of care requirements appropriate to the neonatal patient.

LEARNER OBJECTIVES

Upon completion of this guide, the reader will be able to:
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1.  List areas of health promoting activities essential for the neonatal patient.

2.  Discuss pain assessment and interventions for the neonate.

3.  Describe the development of eating functions in the neonate.

4.  Identify the normal stool characteristics for the neonate.

5.  Describe the normal voiding pattern of the neonate.

6.  Describe how the neonate’s skin differs from an adult’s skin, and it’s role in thermoregulation.

7.  Describe the developmental stages per Al’s Synactive Theory of Development.

8.  Recognize sleep needs of  the neonate.

9.  Recognize the behavioral state of the neonate.

10.  Describe bonding between the neonate and parent(s).

11.  Identify stress behaviors in the neonate.

12.  Discuss the primal stage of faith.

13.  Discuss the importance of a cultural assessment when caring for the neonate and his/her family.

POLICY
1.  Competency Requirements


A.  Complete LRG test with a minimum score of 84%.

B.  The staff member will demonstrate Neonatal-specific interventions to the preceptor when caring for the neonate during orientation to the unit, if applicable.  Documentation of performance will be made on the Age-Specific Criteria Competency Checklist.  These will be signed by the Division Head and maintained in the staff member’s training file.


C.
When indicated, additional population specific needs will be addressed at the unit level



utilizing an Addendum Skills Competency Checklist which will be maintained in the staff 



member’s training file.

2.  Scope of Practice

A. When applicable to the individual’s assigned practice, upon completion of the LRG (and any 



applicable unit specific addenda), staff members will demonstrate appropriate knowledge of 



behavioral interventions when interacting with neonatal populations.


B.
Appropriate addenda will be provided by the specific workspace.

1.  List areas of health promoting activities essential for the           

neonatal patient.

Definition of Neonate:  Less than or equal to 1 month of age.  If the infant has not been discharged to home yet after birth, he/she is considered a neonate until discharged.

HEALTH PERCEPTION AND HEALTH MANAGEMENT


Describes the parent’s perceived pattern of health and well-being and how health is managed.  Includes the parent’s perception of his/her newborn’s health status and its relevance to current activities and future planning.  Cues to potential health hazards in parenting practices, potential or actual noncompliance, and unrealistic perceptions of health or illness should not be overlooked.

Key Points:  For neonates, the responsibility for health promotion and health maintenance activities lies with parents or other care givers.  Health promotion activities for neonates begin with the mother’s health habits and exposure to harmful substances before and during the prenatal period.  

The assessment of health perceptions and health promoting activities require an evaluation of :


- Common health concerns or problems


- Thermoregulation


- Immunization status





- Safety practices


- Screening for diseases and disease risk factors



COMMON HEALTH CONCERNS OR PROBLEMS


Healthy neonates may experience few problems except for common colds and ear infections.  First-time parents may have more questions and concerns about their neonate because of lack of previous experience and not knowing what is normal. 



          NORMAL TERM NEONATAL VALUES

HEART RATE

(count apical pulse for one full minute)
RESTING (awake):     100-180

RESTING (sleep):       80-160

TEMPERATURE
36.5--37.5 °C
            97.7--99.4 °F

RESP. RATE

(count for one full minute)
30--60

BLOOD PRESSURE
SYSTOLIC   60—80
DIASTOLIC   40—45


THERMOREGULATION


Thermoregulation in the neonate is closely related to the rate of metabolism and oxygen consumption.  Within a specific environmental range called the Thermal Neutral  Environment (TNE), the rates of oxygen consumption and metabolism are minimal and internal body temperature is maintained because of thermal balance.  The limits of the zone are based upon the neonate’s weight and day of life (< 24 hrs; 1 day old; 2 days old, etc). 


The neonate is especially at risk for hypothermia.  The neonate has decreased subcutaneous fat and a thin epidermis (the more premature the neonate, the less fat and thinner the epidermis).  Blood vessels are closer to the skin than those of an adult.  The neonate also has a large body surface to body mass ratio and the inability to generate heat from muscular movements (shivering) or lose excess heat through effective sweating.  These result in the neonate losing about four times as much heat as an adult would in similar environments.  Minimizing the neonate’s heat loss and preventing hypothermia are imperative to minimize oxygen consumption, depletion of glucose stores, and the development of acidosis.
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IMMUNIZATION STATUS


Childhood immunizations should be initiated shortly after birth for protection against communicable diseases such as hepatitis, diphtheria, pertussis, tetanus, poliomyelitis, measles, mumps, and rubella.  Parents should be encouraged to keep written immunization histories or charts to remind them of the schedule and for proof of immunization status.  Immunization status should be assessed at every visit to a medical facility.  (See Appendix A for the recommended childhood immunization schedule.)

SCREENING FOR DISEASE OR DISEASE RISK FACTORS


Parents of neonates with positive family histories for genetic related diseases such as cardiovascular disease, diabetes, and sickle cell should receive appropriate screening education regarding the effects of lifestyle.  Some inborn errors of metabolism, such as phenylketonuria (PKU) and congenital hypothyroidism, are routinely screened for at birth.
SAFETY PRACTICES



Accidents are the leading cause of morbidity of neonates, children, and adolescents.  Home safety should be evaluated and measures taken to prevent falls and burns.  Automobile safety is a concern for the neonate.  The parents must restrain the neonate in an appropriate child safety seat with a five-point harness.  The seat must face the back of the automobile until the infant weighs 20 pounds.  The safest seat for any child is in the middle of the backseat.  Infant seats should never be placed in the front seat if the automobile has a passenger side airbag.  

All neonates should be placed on their back or sides for all periods of sleep until 6 months of age.  Do not lay the infant down to sleep on soft comforters, bean bag chairs, waterbeds, or use a pillow.  Remove extra bedding, pillows, and stuffed animals from the crib.    


In the hospital, never leave a baby unattended on an examining table, bed, or other surface without siderails up and locked.  Do not assume the baby can’t roll over!  When transporting the infant, the neonate should be placed in a bassinet or held while the adult is sitting in a wheelchair.  No staff member or parent should transport the infant while holding and walking.  

2.  Discuss pain assessment and interventions for the neonate.
Pain Management


Pain assessment in neonates is very important.  A golden rule to follow is that “Whatever is painful to an adult is painful to an infant or child, until proven otherwise.”  Painful procedures may be even more frightening to an infant when restraint is necessary to maintain safety.


Pain is perceived differently based on the developmental age of the child.  Assessment of pain with neonates is different as they have fewer ways in which to communicate.  Involve the parent(s)/caregivers in both assessment and intervention, as they know the infant best. 

Neonates cognitively demonstrate no association between the approaching stimulus and subsequent pain.  

Assessment is based on body postures, vocalizations, and facial expressions:


-- General body rigidity or thrashing;  immobility of body part 

-- Withdrawal of painful area to touch and/or stimulation, possibly local reflex

-- Loud crying

-- Facial expression of pain, such as eyebrows lowered and drawn together, eyes closed tightly,   

    mouth open and squarish

-- Decreased intake

-- Increased heart rate, blood pressure, respiratory rate

-- The CRIES Neonatal Pain Assessment tool evaluates five (5) criteria on a point scale

    (see Appendix B).  It is intended for use in infants from birth—3 months old for assessment 

    and evaluation of intervention effectiveness.  

   
The criteria are:  


C = crying

R = requires oxygen to maintain saturation > 95%

I = increased vital signs

E = expression

S = sleepless


-- The FLACC Assessment tool may also be used for children from birth—11 years old.  Five  


    criteria are assessed on a point scale (see Appendix C).  



The behaviors assessed are:

F = face








L = legs








A = activity








C = cry








C = consolability

Interventions include:  

-- Administration of analgesics before painful procedures and/or before pain increases, including 

    preventive around-the-clock medications, as necessary

-- Analgesic doses will be based on the age and weight of the neonate

-- Employ nonpharmacologic strategies (in addition to analgesic medications), such as swaddling 

    blankets, cuddling/holding, rocking, pacifiers for sucking comfort, soft vocalizations for 

    calming.  Encourage parents to assist.

3.  Describe the development of eating functions in the neonate.

NUTRITION AND METABOLISM
Describes the patient’s nutritional/fluid status relative to metabolic needs.  Screen for patterns indicating nutritional and fluid deficits, excess intake, and impaired swallowing.

Key Points:  Evaluation of nutritional status in the neonate can be accomplished by:

- Use of anthropometric evaluation, including length, weight, head circumference and plot on 


   standard growth charts.  This will determine whether the neonate is small (SGA), large   
      

   (LGA), or appropriate for gestational age (AGA).  


- Assess the neonate’s ability/readiness to feed.  (Presence of coordinated suck/swallow/ 
  
   

               breathe reflex, gestational age.)


- Assess the neonate for congenital abnormalities or illness which will interfere with the 
  
   

               neonates ability to feed.  (Tracheoesophageal fistula, cleft lip/palate, sepsis, tachypnea.)

DEVELOPMENT OF EATING FUNCTIONS


At birth, neonates can only suck and swallow liquids that are introduced into the back of the throat, as occurs with nipple or breast feeding.  The suck-swallow-breathe reflex becomes coordinated by 34-36 weeks of gestation.  The majority of infants born prior to 34 weeks must receive nutrition by an alternate route (intravenous or by oral gastric tube).  

CALORIC NEEDS / ANTHROPOMETRIC MEASUREMENTS


Caloric needs and nutrient requirements change throughout the life span and should be evaluated and adjusted in relation to the neonate’s gestational age, presence of illness, and level of activity.


Anthropometric measurements of neonates includes measurements of length, weight, and head and chest circumferences.  Measurements should be graphed on a standard growth chart for determination of SGA, LGA, or AGA and should be documented at each clinic/hospital visit.


Neonates typically lose 5 to 10 percent of birth weight in the first 3 to 4 days of life because of minimal intake, high metabolic rate, and water loss.  Newborns normally regain birth weight by 10 to 14 days old, and then gain 3 to 5 ounces a week in the first six months of life.


Formula-fed babies will have 6 to 8 feedings per day (about every 3 to 4 hours).  As breast milk is digested more rapidly, breastfed babies are often ready to eat every 2 to 3 hours (about 8 to 12 feedings per day).  

4.  Identify the normal stool characteristics for the neonate.

5.  Describe the normal voiding pattern of the neonate.
ELIMINATION  -  Describes patterns of excretory function (bowel and bladder).
Key Points:  Patterns of bowel and bladder elimination should be evaluated in relation to the neonate’s norms and expectations.  You should determine:


- The neonate’s pattern of bowel and bladder elimination


- Characteristics of feces


- Problems with bowel and bladder elimination

ELIMINATION PATTERNS  


The character of feces is evaluated in neonates to determine if the gastrointestinal tract is functioning normally and if bowel elimination problems are present.  Normal term neonates pass meconium stools within 12-48 hours of birth.  Meconium is formed in utero and is thick, tarry, and dark green in appearance.  After meconium stools are eliminated, the neonate usually has transitional stools during the first week of life, which may be loose, green or yellow in color, and infiltrated with mucous.  

Later stools are diet dependent.  Bowel movements of formula-fed neonates are firmer, light yellow, and have a foul order.  Breastfed infants have more frequent stools, sometimes with every feeding.  The breastfed neonate stool is softer, a more golden yellow color, with a “pleasantly sour” odor.  


After the first 24 hours of life, neonates normally void 6-10 times per day (1-2cc/kg/hr).  Fewer than 6 wet diapers a day may indicate the need for more fluids.  

6.  Describe how the neonate’s skin differs from an adult’s skin, and             its role in thermoregulation.


Careful assessment of the neonate’s skin is essential and can reveal important clues about the gestational age, nutritional/fluid status, function of the heart and liver (perfusion and jaundice), and the presence of disease.  The neonates’ skin is thin with few fat stores which places the preterm infant especially at risk for large insensible water losses via the skin.  So much water can be lost that the preterm neonate’s fluid and electrolyte balance may be disrupted.  


Immature skin is also more permeable to topical medications and antiseptics (alcohol, betadine).  Because fewer fibrils connect the neonate’s dermis and epidermis, there is an increased risk of injury from tape, monitor, and handling, especially in the preterm neonate.

7.  Describe the developmental stages per Al’s Synactive Theory of  Development.

ACTIVITY AND EXERCISE




Describes stages of development.  Screening assessment should reveal any actual or potential 
dysfunctional activity patterns.

Key Points:  The developmental aspects of activity and maturity to consider when evaluating neonates include:


- The developmental stage of the neonate


- The ability of the neonate to tolerate caregiving activities


- Actual or potential problems that may be associated with activity
DEVELOPMENTAL STAGE  


Al’s Synactive Theory of Development describes the neurobehavioral development of the neonate.  As neonates mature, they evolve through five subsystems (autonomic, state, motor, attention and interaction, and self regulation),  achieving the ability to maintain autonomic stability in the Physiologic Stage (< 33 weeks gestation) through the Coming Out Stage (33-35 weeks gestation) in which they are beginning to tolerate increased stimulation and interaction, and finally to the Reciprocity Stage (>35 weeks gestation) in which neonates can interact with the environment and exhibit self-consoling behaviors.

STAGE
     AGE 

CHARACTERIZED BY:
Physiologic
<33 weeks
Physiologic organization; external stimulation produces significant physiologic changes.  The majority of energy is required to maintain stability.  Minimal energy is available for interacting with the environment.

Coming-Out
33-35 weeks
Beginning responsiveness to the environment.  Response to external stimuli is strengthened, and there is more stability to resist physiologic changes in response to stimuli.  

Reciprocity
>35 weeks
Sustained interaction with caregivers and parents.  Developmental stimulation will be beneficial during this period, if it is in tune with the neonate’s readiness.

COGNITION AND PERCEPTION  -  (Not applicable in the neonate.)

8.  Recognize sleep needs of the neonate.
SLEEP AND REST  -  Describes patterns of sleep and state.

Key Points:  Evaluation of sleep and state in neonates should focus on:

- Transition between states

- Amount of time the neonate sleeps

- Identification of factors that contribute to sleep and state problems (prematurity, illness)

SLEEP PATTERNS AND STATE


Newborns usually spend more time asleep than awake, requiring as much as 18-21 hours of sleep per day.  Average sleep periods are 3-4 hours, with 50% of the total sleep time spent in REM sleep.  Such long sleep periods are believed to support the neonate’s rapid growth rate.  Infants gradually develop individual nocturnal sleep patterns.  

9.  Recognize the behavioral state of the neonate.

Behavioral states of the infant per Dr. T. B. Brazelton are:

    
STATE                                CHARACTERISTICS

Deep Sleep
Regular respirations; little spontaneous movement except periodic startles or jerks; no rapid eye movements.

Light Sleep
Irregular respirations; intermittent sucking; rapid eye movements; low activity level except for irregular, smooth, organized movements of extremities and trunk.

Drowsy
Semi-dozing; eyes open or closed; eyelids often fluttering; variable activity level with smooth movements and possible fussy vocalizations.

Quiet Alert
Bright-eyed; focuses on and follows stimuli; suppressed motor activity.

Active Alert
Increased motor activity with thrusting of extremities and occasional startles set off by activity and with fussing.

Intense Crying
Jerky motor movements; difficult to elicit responses to stimulation.

SELF-CONCEPT  -  Describes the client’s self-concept pattern and perceptions of self.  

Key Points:  The development of a child’s self-concept is influenced by cognitive and intellectual abilities, the actions and reactions of their parents and peers, moral development, and emotions. 

ERICKSON’S DEVELOPMENTAL THEORY


According to Erickson’s Theory of Human Development, an individual must pass through eight sequential stages, with each stage characterized by a core problem or crisis that must be resolved to some extent before progressing to the next state.  Neonates demonstrate the stage of trust versus mistrust.  

Young infants do not differentiate self from others.  Infants establish the basis of a positive 

self-concept by learning to trust others through the communication of love and acceptance by caregivers.  Infants who demonstrate weight loss, excessive colic, and difficulty sleeping may be apprehensive and have difficulty establishing trusting bonds with others.  

Psychosocial      Age 
 Radius of Significant 

        Theme

Crisis          



Others

Trust  versus                         

           Mistrust 
Birth  to 

         1 year
“Maternal” person
Getting needs met     

Tolerating frustration in small doses         Recognizing mother as distinct from others and self.


10.  Describe bonding between the neonate and parent(s).

ROLES AND RELATIONSHIPS
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Describes the family’s pattern of role engagement and relationships.  This includes the perception of the responsibilities and relationship patterns in the family unit.  

Key Points:  During the health assessment of neonates, determine:


- Who will care for the neonate after discharge


- Dynamics among family members


- Social support available/needed by family


- Cultural considerations

IMPORTANT RELATIONSHIPS


The neonate’s most important relationships are usually with the parents or primary caregiver.  A major developmental task for a new family involves attachment.  Bonding, the most significant relationship between mother and infant, refers to the attachment that is usually initiated following the infant’s birth.  Engrossment refers to the father’s initial parental response to the neonate.  Instruments are available to assess the quality of mother-infant bonding.  


Behavioral indicators of a positive relationship between the neonate and the primary caregiver include:  Frequent holding and snuggling with the neonate; maintenance of eye contact between the neonate and primary caregiver; calling the neonate by name; describing the neonate in affectionate terms; finding family resemblances; kissing neonate; smiling at neonate; wanting to be near neonate; and responding sensitively and appropriately to the neonate.


When caring for neonates, it is important to consider cultural influences on the family’s roles and relationships.  In some cultures, family members may be reluctant to seek advice, to ask questions of healthcare providers, or may delegate the care of the neonate to other than the mother/significant other.  Bonding behaviors may be erroneously assessed as maladaptive in some cultures.  For example, Asian and Middle Eastern women may maintain a distance and not praise their neonate because of a fear of evil influences harming the baby if he/she were seen to be joyfully received.
SEXUALITY AND REPRODUCTION  -  Describes the client’s pattern of sexual development.

Key Points:  Sexuality and reproduction are not usually assessed during the neonatal period, unless certain congenital conditions are noted, such as ambiguous genitalia, hypospadias, or epispadias.
SEXUAL DEVELOPMENT

The development of a person’s sexuality begins during infancy and continues throughout the life span.  Neonates derive bodily pleasure from sucking and being touched.  The manner in which the neonate is fed, washed, stroked, kissed, and hugged provides messages related to sexuality.  
11.  Identify stress behaviors in the neonate.
COPING AND STRESS TOLERANCE  

Describes the client’s general coping patterns and the effectiveness of the pattern in terms of stress tolerance.
Key Points:  During assessment of neonates, focus on:


- Common stressors encountered during the newborn period.


- Behavioral manifestations of stress.

STRESS RESPONSE

The healthy, term neonate’s response to stress is commonly manifested by crying.  

Sick or premature infants may exhibit the following signs of stress:

MILD (EARLY)
MODERATE
SEVERE

Gaze aversion

Yawning

Hiccoughs

Grimacing

Closing eyes

Slack jaw

Open mouth

Tongue thrusting

Bowel movements

Sneezing

Coughing
Flushing

Mottling

Sighing

Regurgitation

Finger splaying

Extension of arms, legs

Jerky movements

Limpness
Pallor

Cyanosis

Tachypnea

Bradypnea

Apnea

Decreased O2 levels

Tachycardia

Bradycardia

Dysrythmias

12.  Discuss the primal stage of faith.
VALUES AND BELIEFS
Describes patterns of values, beliefs (including spiritual and cultural), and goals that guide the family’s choices or decisions.

Key Points:  The family’s system of beliefs and values can influence the decisions about personal practices, treatments, health priorities, and even life or death.  The assessment focuses on what is important to the parents for their neonate.
FAITH DEVELOPMENT



Fowler’s Theory of Stages of Faith Development classifies the neonate as being in the primal stage of faith.  In this stage, the infant does not have values or beliefs, but does understand bodily comfort and the relief of tension.

13.  Discuss the importance of a cultural assessment when caring for the neonate and his/her family.

CULTURAL DIVERSITY


A cultural assessment of the family unit is performed to identify patterns that may assist or interfere with nursing interventions or plan of care.  The family’s choice of feeding method, timing of the neonate’s bath, sleep positioning, swaddling practices, circumcision, and caretaking of the neonate are all influenced by the culture of the family.  

NEONATAL-SPECIFIC BEHAVIORAL INTERVENTIONS / INTERACTIONS
* Involve the parent(s) in education and planning.

* Provide protective environment, remove equipment after use, keep rails up, transport in bassinet.

* Bundle and cuddle.

* Use distraction (pacifier, bottle, soft voice).

* Ensure infant warmth due to immature heat regulation.

* Use equipment specific to size of neonate.

* If restraint is required, follow unit procedure.

* Be an active patient advocate.

* Always provide the parents/caregivers emergency and follow-up telephone numbers. 

APPENDIX A
RECOMMENDED CHILDHOOD IMMUNIZATION SCHEDULE

(United States, January - December 2001)

Vaccines are listed under the routinely recommended ages.  Shaded bars indicate range of acceptable ages for vaccination.     (*) indicates  catch-up vaccination:    Hepatitis B vaccine should be administered to children not previously vaccinated, beginning at any visit;      MMR should be administered if 2 doses not previously received;  and, Varicella vaccine should be administered to children not previously vaccinated who lack a reliable history of chickenpox at any visit after their first birthday.  After age 13 years, two doses of Varicella are required.

            Age   >

Vaccine
Birth
1 

mo
2 

mos
4 

mos
6 

mos
12 mos
15 mos
18 mos
4-6 

yrs
11-12 yrs

Hepatitis B
Hep B-1










Hep B-2
Hep B-3

Hep B-3*

Diphtheria, Tetanus, Pertussis


DTaP 
DTaP 
DTaP

DTaP 
DTaP 
Td

H Influenzae

Type b


Hib
Hib 
Hib
Hib




Polio, Inactivated




IPV 
IPV 
IPV 
IPV 


Measles, Mumps, Rubella





MMR

MMR
MMR*

Varicella





Varicella

Var*











Pneumococcal Conjugate


PCV
PCV
PCV
PCV




HEPATITIS A is also recommended after age 24 months is selected areas.

Ref:  American Academy of Pediatrics, Committee on Infectious Diseases.  Recommended Childhood 


Immunizations Schedule - United States, Jan-Dec 2001.

 AAP website  www.aap.org 

APPENDIX B

CRIES Neonatal Pain Assessment

For use with infants from Birth – 3 months old


0
1
2

Crying

Requires O2 for Sat > 95

Increased vital signs

Expression

Sleepless
No

No supplemental oxygen

HR and BP = or <  than Preop

None

No
High Pitched

< 30% supplemental oxygen

HR and BP ↑ < 20% of Preop

Grimace

Wakes at frequent intervals
Inconsolable

> 30% supplemental O2
HR and BP ↑ > 20% of 

    Preop

Grimace / grunt

Constantly awake

Coding tips for using CRIES

Crying

Requires O2 for 

   Sat > 95%

Increased vital signs

Expression
Sleepless
The characteristic cry of pain is high pitched
If no cry or cry which is not high pitched score 0
If cry high pitched but baby is easily consoled score 1
If cry is high pitched and baby is inconsolable score 2
Look for changes in oxygenation.  Babies experiencing pain manifest decreases in oxygenation as measured by Tco2 or oxygen saturation

If no oxygen is required score 0
If < 30% O2 is required score 1 

If > 30% is required score 2
      (Consider other causes of changes in oxygenation:  atelectasis, pneumothorax, 

       over-sedation, etc.)

*Note:  Take blood pressure last as this may wake child causing difficulty with other assessments

Use baseline pre-op parameters from a non-stressed period

Multiply baseline HR x 0.2 than add this to baseline HR to determine the HR which is 20% over baseline

Do likewise for BP.  Use mean BP.

If HR and BP are both unchanged or less than baseline score 0
If HR or BP is increased but increase is < 20% of baseline score 1
If either one is increased > 20% over baseline score 2
The facial expression most often associated with pain is a grimace.  This may be characterized by: brow lowering, eyes squeezed shut, deepening of the naso-labial furrow, open lips and mouth

If no grimace is present score 0
If grimace alone is present score 1
If grimace and non cry vocalization grunt is present score 2
This parameter is scored based upon the infant’s state during the hour preceding this recorded score

If the child has been continuously asleep score 0
If he / she has awakened at frequent intervals score 1
If he / she has been awake constantly score 2

APPENDIX C

FLACC Pain Assessment

For use with infants from Birth – 11 years old


0
1
2

Face


No particular expression or smile


Occasional grimace or frown, withdrawn, disinterested


Frequent to constant quivering chin, 

clenched jaw



Legs
Normal position or relaxed
Uneasy, restless, tense
Kicking, or legs drawn up

Activity
Lying quietly, normal position, moves easily
Squirming, 

shifting back & forth, tense
Arched, rigid, or jerking

Cry
No cry (awake or asleep)
Moans or whimpers;  occasional complaint
Crying steadily, screams or sobs, frequent complaints

Consolability
Content, relaxed
Reassured by occasional touching, hugging or being talked to, distractable
Difficult to console or comfort

(Ref:  Merkel et.al., 1997)
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