UNIVERSITY OF VIRGINIA HEALTH SYSTEM AT

1000000
NEONATAL ICU SYSTEMS ASSESSMENT

RN assessments occur every 12 hours or more frequently as determined by patient acuity.

IF LABEL NOT AVAILABLE, WRITE IN PT NAME & MR#

Date: Time: Type of Assessment: [ Standard [OPost Operative O Transfer
Check boxes that apply. Circle items that apply. Add comments prn. O Admission
NEUROLOGIC: OAwake/Alert OActive OQuiet [OResponds to Stimuli  ONon-responsive OSedated [OParalyzed Corrected GA
Head: ONormocephalic/Symmetrical OMolding OCaput succedaneum OCephalohematoma
Sutures: ONormal/approximated OOverriding OSplit/separated
Fontanels: Anterior: OOpen OClosed OSoft OFlat OTense OBulging  OSunken
Posterior:  OOpen OClosed OSoft OFlat OTense OBulging  OSunken

Tone: ONormal  OHypotonic OHypertonic Odittery/Tremors OFlaccid ORigid
Reflexes: OMoro OBabinski OPalmar ORooting OGag OReflex exam deferred
Suck: OStrong OWeak OAbsent Suck/Swallow: OCoordinated [OUncoordinated/Disorganized
Cry: OStrong OWeak OHigh Pitched ONo cry response elicited

Admission exam (perform assessment only on admission)

Mouth: OSymmetrical/Normal appearance  OPalate intact OEpstein’s pearls ONeonatal teeth

Ears: OSymmetrical/Normal set OAsymmetrical OAbnormal set

OPre-auricular sinus OPre-auricular skin tags

Eyes: OSymmetrical/Normal appearance  OScleral hemorrhage ODischarge OEyes Fused

Nares: ONares patent bilaterally ONormal appearance

Neck: OFull ROM  OLimited ROM  OClavicles intact/normal contour OCrepitus OWebbing ONeck folds (posterior)
Comments:
PAIN ASSESSMENT: Pain Scale Used: [ON-Pass
Baseline correction for Gestational Age: O+3 (<28 weeks) O+2 (28 - 31 weeks) O+1 (32 - 35 weeks)
Is the patient currently having pain? OYes [ONo Painrating:__ Pain goal:
Comments:

RESPIRATORY:
Spontaneous respirations: [ORegular OPeriodic pattern OChest symmetrical OlLabored OGrunting ONasal Flaring ONone

ORetractions: OSub-Sternal Olntercostal OSub-costal  OSupra-sternal OMild OModerate OSevere
Breath sounds: Right: OClear ORales ORhonchi OWheezes Left: OClear [ORales ORhonchi OWheezes
Oxygen: OOxyhood [ONasal Cannula OVapotherm OTrach collar
Ventilation support: OCPAP OVentilator  OOscillator ONitric Oxide OECMO  OETT: size OTrach: size
Sputum / suction: ONone OSmall OModerate OLarge Describe:
Chest tubes:  Right: OSuction cm H20 [OWater seal OBubbling OFluctuating ODrainage:

Left: OSuction cm H20 OWater seal OBubbling OFluctuating ODrainage:
Comments:
CARDIOVASCULAR:
Heart tones: ORegular rhythm / rate Olrregular rhnythm  OMurmur  OClick Capillary refill: sec.
Peripheral pulses: [OPresent/equal x 4 OWeak OEasily palpable OBounding  OUnequal
Edema: [ONone OMild OModerate OSevere/Pitting Location
Vascular Access: [ONone 0OPIV 0OUvC 0OPICC OTunneled CVL OUAC OPAL OECMO cannulae
Comments:
GASTROINTESTINAL:
Abdomen: OSoft ONon-distended  OScaphoid ODistended OVisible bowel loops OPalpable loops OErythematous  ODusky
Bowel sounds: OPresent all quadrants ~ OHypoactive  OHyperactive  OAbsent Last BM:
Gastricaccess: [ONG OOG [OReplogle Size: ____Fr Placement: cm Date changed

OClamped OVent/ Gravity OSuction
Gastric Drainage: ONone OClear OYellow OGreen OBrown OBlood OOther
Ostomy: [OJejunostomy  Olleostomy OColostomy OMucous Fistula  OAppliance Intact Color: OPink  OMaroon O Dusky
Nutrition: ONPO OPO diet OTube feeding; intermittent OTube feeding; continuous OTPN
Admission exam (perform assessment only on admission)
OAnus patent OPalpable masses; describe:
Comments:

GENITOURINARY:

Urine output: OYellow OAmber OBloody OClear OCloudy OlIndwelling catheter; size: Fr
Admission exam (perform assessment only on admission)
Male: ONormal genitalia OHypospadias OEpispadias OTesticles descended: ORight OLeft
Female: ONormal genitalia OVaginal tag OVaginal discharge
Comments:
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MUSCULOSKELETAL / MOBILITY:
R.O.M.: OFull x 4  OLimited; describe: OSplints/ Casts/ Location

OSpontaneous / symmetrical movement of all extremities

Admission exam (perform assessment only on admission)
Spine: OStraight / Intact OPilonidal dimple / sinus OHair tuft
Extremities: ONormal appearance [5 digits on hands / feet OSymmetrical gluteal folds [CExtra digits OWebbed digits [OSimian crease

Comments:

INTEGUMENTARY:

Color: OPink  OPale  OJaundiced OReddened  OAcrocyanosis OMottled

Condition: [OPetechiae OBruising ORash [OAbrasions / lacerations  OBirth marks  OMongolian spot
OPhototherapy: Ox1 Ox2 OBili blanket OEye, genitalia protection

Neonatal / Infant Braden Q Scale: OAdmission OMonday DOWednesday OFriday (Circle number adjacent to descriptor; add for total score)

GESTATIONAL AGE 1 <28 WKS 2 >28- <33 WKS 3 >33 -<38 WKS 4 >38 WKS
MOBILITY 1 Completely immobile 2 Very limited 3 Slightly limited 4 No limitation
ACTIVITY 1 Bedfast 2 Very limited 3 Slightly limited 4 No limitation
SENSORY PERCEPTION 1 Completely limited 2 Very limited 3 Slightly limited 4 No impairment
MOISTURE 1 Constantly moist 2 Very moist 3 Occasionaly moist 4 Rarely moist
FRICTION/SHEAR 1 Significant problem 2 Problem 3 Potential problem 4 No apparent problem
NUTRITION 1 Very poor 2 Inadequate 3 Adequate 4 Excellent
TISSUE PERFUSION 1 Extremely compromised 2 Compromised 3 Adequate 4 Excellent
AND OXYGENATION
SCORE: If <20 At risk for skin breakdown
Diaper Dermatitis risk*: *(Identification of one or more risk factors +enteral feeding = dermatitis risk.)
OFrequent stool  OBowel surgery  OShort Gut OHyper-caloric feedings OPGEs OOn Antibiotics  OProlonged NPO status
Interventions: [OSkin cleansing / protection OGel pillow OSheepskin OScheduled turning OTegaderm OReduce friction/shear
OAlternate CPAP prongs / mask  OSkin emollient OPressure relief Olncubator humidification %
OPetroleum jelly ointment  ODesitin oint. OCriticaid oint.  OOther:
Comments:

Use the diagram below to indicate the presence of invasive lines / wounds / drains / dressings / rashes / medication patches, etc.
Indicate location by placing a number on the diagram and then list items by number.
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Central venous line dressing: Olintact/Occlusive  Lastchangedate: (M, W, F dressing changes)
PICC dressing: Ointact/Occlusive  (pm changes only)

SAFETY:

OCardio-respiratory audible alarms at 70% volume OOximeter alarm settings: Low. High

OBag / mask/ suction@ bedside: FiO2 OlV fluids / rate verified OHigh risk medication infusion dose/rate verified

OBed appropriate for developmental level

ORadiant warmer Olncubator; NTE OBassinette ONICU Crib  OPedi Crib

0OI1.D. Band x 2 I.D. band location: 1 2 MR #

OName / MR# verified on 2 sources (PTP & ID band)
PSYCHOSOCIAL:
Parents / family express or demonstrate coping: OYes [ONo
Family active in care: OYes [ONo Detail:
Support needs identified: OEmotional support Olnterpreter OSocial worker OChaplain  Olactation consultant
Comments:
RN completing systems assessment signature: Date / Time:
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