NEONATAL ADMISSION ASSESSMENT AND DATA BASE

The purpose of the Neonatal Admission Assessment and Data Base is to:

1. Obtain a comprehensive health screening

2. Organize admission and clinical data to assist in the identification of actual and potential patient needs and problems

3. Provide for an initial opportunity to establish a therapeutic relationship with the patient, family, and/or significant other of the neonate.

4. Identify discharge planning needs.

EQUIPMENT

Neonatal Admission Assessment and Data Base, NAVMEDCEN PTSVA 505/1 (Rev. 6/04)
IMPLEMENTATION

1. Inpatient Units- 4A, 4K, 4L, 4M, 4N, 4P

2. All sections are completed in black ink.

3. The Neonatal Admission Assessment and Data Base is to be initiated and preferably completed by the admitting Nurse and when completed, signed on the line located at the bottom of the front side of first page of the form. A corpsman or Licensed Practical Nurse may complete the initial assessment but must be reviewed and co-signed by a Registered Nurse. 

4. When the neonate is transferred off of the Labor & Delivery Unit, infant ID Bands must be verified by both the staff member transferring the infant and a staff member receiving the infant to ensure proper identification and infant security tag present. 

5. This forms is to be used as a tool to formulate a plan of care. Do not give to the patient’s parents to complete independently. 

6. The Neonatal Admission Assessment and Data Base must be completed within the transition period (first 2 hours of life).

7. When completed, place this form in the History and Physical (H&P) section of the inpatient record.

8. Place the addressograph stamp in the lower left corner of the front side of this form.

9. Completion of this form is as follows:

**FRONT SIDE**

TOP SECTION

· Complete all information

· If infant transferred directly to the Observation Nursery or Neonatal Intensive Care Unit, ensure this portion complete and signed by RN/LPN and HM who were present during the delivery.

NURSING INTERVENTIONS/PROTOCOLS

· Complete all information
· If mother GBS+ refer to maternal Medication Administration Record (MAR) to locate date/time last dose of antibiotic given. Review Abbreviated Medical Record or Electronic Record to locate maternal history re: Hepatitis status and history of Diabetes.
· If feeding is initiated during transition, record time and type of feed (breast/bottle). Rate initial feed as good, fair, poor depending on latch, suck, swallow and/or tolerance.
· If Sepsis screen or Hepatitis B protocol initiated, check appropriate box. 
SYSTEM ASSESSMENT

· Perform a complete head to toe assessment.
· Measurements: If infant meets criteria based on height/weight measurements for Small for Gestational Age (SGA), Large for Gestational Age (LGA) or Infant of a Diabetic Mother (IDM), mark the Dex protocol box listed under referrals/plan in the right hand column.
· Head/Neck: Complete all information. 
· Cardiothoracic/Vascular: If a heart murmur is auscultated, check the Medical Officer (MO) notified for murmur box listed under referrals/plan in the right hand column. 
· Gastrointestinal/Genitourinary: Complete all information. Note any void or stool and mark appropriate box 
· Musculoskeletal/Neurological/Integumentary: Complete all information. If infant under 26 weeks gestation, initiate and mark Skin Care Protocol under referrals/plan in the right hand column. 

· Spiritual: Complete all information. Notify the Chaplain if Pastoral Care intervention is desired by the family or impending death/ DNR present.

· Psychosocial: Complete all information. Initiate a Social Work Consult and notify primary physician if any referral indicators are present.

· Nutrition Assessment: Complete all information. Initiate a Nutrition Consult/Lactation consult when “Yes” answers present and if any of the referral indicators are present. Initiate an Occupational Therapy Consult when cleft lip/cleft palate or oral motor problems such as uncoordinated suck/swallow present.
**BACK SIDE**
TRANSITIONAL NEWBORN CARE

· Record newborn vital signs per Newborn Standing Orders and additional information as appropriate re: Dextrose (DEX) results, voids, stools, feedings and any other lab results obtained. 

MEDICATION ADMINISTRATION RECORD

· Note: this MAR is intended for use during transitional period to record standard one time newborn medications to include Aquamyphyton (Vitamin K), Erythromycin ophthalmic ointment and Hepatitis B Vaccine. 
· If multidose medications are ordered, an official MAR NAVMED 6550/8 should be initiated.
· For Vitamin K administration:  
· If birth weight > 1000 grams give 1mg IM to left thigh x1. 
· If birth weight < 1000 grams, give 0.5 mg IM to left thigh (see NICU standing orders).  Document under Single Dose Medications.
· For Hepatitis B administration: 

· Give 0.5 ml IM to right thigh if birth weight > 2000 grams. 

· If birth weight < 2000 grams follow Hepatitis B Protocol.  
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· If Hep B is not administered during the transitional period enter “*see nsg notes” in the initials box and document in the nursing notes the reason for not administering
	Order Date
	Hepatitis B Vaccine 0.5ml IM to right thigh if 

BW >2000gm.

NOTE: If BW < 2000 gms or maternal HepBsAg positive see standing orders. 

Lot #:                       Expiration: 
	Initials

	
	
	


· Hepatitis B given outside of the transitional period will be documented on a MAR 6550/8.
TRANSITION/TRANSFER NURSING NOTES/COMMENTS

· Use this section to chart other pertinent information during transition time. If additional space is needed, continue on an SF 510 nursing note.
· Upon transfer of infant to another ward, ensure AOW RN signature is obtained and ID bands verified by both the transfer staff member and the receiving staff member. 
· If infant transferred twice during transition, ensure the above signatures are repeated.  

REFERENCES

“History Part 4”, NAVMEDCEN PTSVA 505/1 (REV 04/01)

“Adult Patient Care Data Base”, Johns Hopkins Bayview Medical Center
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Is birthweight less than 2000 grams?

YES

NO

What is Mom’s HBsAG status?

HBsAG (-)

HBsAG (+)

Delay vaccination

Administer HepB and HBIG as ordered by MO

HEPATITIS B (HEP B) PROTOCOL

Unknown

Administer HepB  and hold HBIG until maternal tests confirm status

Administer HepB.   If mother is HBsAG(+), administer HBIG (Hepatitis Immune Globulin) as ordered by MO.








