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                          Course Syllabus 
2- Course aim: At the end of this course the student must be able to 

acquire  nursing students essential knowledge, skills and 

attitudes needed to provide competent care to children 

from birth through  adolescence and their families during 

health and illness   

3- Intended learning outcomes (ILOs) 

A- Knowledge 

and 

understanding: 

 

 

A1-Describe Hand washing technique including 

systemic steps and sterilized solution to be used in 

technique. 

 

A2-Discuss purpose of vital signs and its importance. 

 

A3-Identify normal values of anthropometric 

measurements including: Wt, Ht, Head and chest 

circumferences. 

  

A4-Discuss essential aspect of newborn care. 

 

A5-Describe side effects of improper phototherapy 

care to newborn infant. 

  

A6-Discuss ABCDE of resuscitation. 

 

A7-Discuss care should be provided for infant in 

incubator. 

  

A8-Differentiate between daily and terminal care of 

infant incubator. 

 

A9-Identify importance of infant bath. 

Nursing care. 

B-Intellectual 

skills: 

By the end of the course the student is expected to be 

able to understand:-  
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      B-1Applying Hand washing technique in a safe manner 

for children.  

B2-Integrate  

B3-Engage in advanced life support team for resuscitating 

traumatic child professionally and accurately. 

B4-Collaborate with children, their family members, and 

health care professionals to plan and implement care. 

B5-Formulate plans of care  

C- Professional 

skills: 

By the end of the  course students must be able to: 
 

C1.Performing effective hand washing technique 

accurately. 

 

C2- Take vital signs (temperature, pulse, respiration, blood 

pressure). 

 

C3-Taking history professionally from children and their 

families. 

 

C4-Apply appropriate growth measurements components 

including: Ht, Wt, Head and chest circumference in an 

accurate manner. 

C5-Apply principles of infection control when providing 

care for children. 

C6.Perform essential care needed to newborn infant in a 

safe and effective manner. 

C7.Applying care of infant during phototherapy session. 

C8.Performing care needed for infant in the incubator 

apparatus. 

C9.Applying effective care of infant s incubator including 

daily & terminal care to prevent neonatal sepsis. 

C11.Performing ABCDE of resuscitation professionally. 

C11.Taking essential primary steps to opening airway and 

promote breathing of traumatic child. 
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C12.Applying essential steps needed for bathing the infant 

safely.  

 

 

 

D- General skills By the end of the course the student is expected to be 

able to : 

D-1-Use appropriate interpersonal communication skills. 

D2-Apply basic principles of health education and 

counseling (group and individual). 

D3-Apply principles of advocacy, empowerment, ethics, 

human rights and gender issues to care provision. 

D4-Use appropriate records (written) reports (oral and 

written) and documents (written).  

 

4-Course content: 

 Hand washing  

 Vital signs 

 Growth measurements 

 Essential Newborn care 

 Care of baby under phototherapy  

 Newborn care in incubator 

 Incubator care (Daily& Terminal) 

 Newborn resuscitation 
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 Infant Bath 

 

 

 

 

 

5- Teaching and 

learning 

Methods 

-Lectures      
 - data show and group discussion 

-Written Board  
-Demonstration  
-Case study  
-Role play  
-Black Board  
-Power Point 

6- Teaching and 

learning 

methods for 

students with 

learning 

difficulties: 

Do not accept the college with limited capabilities 

7- Students’ evaluation: 

a- Methods for 

evaluation  

       Clinical exam                  

8- List of references 

a- Course notes:  Complied course notes prepared by teaching staff  

b- Essential 

books: 

-Course notes  
-Pediatric nursing books edit by  Dr. 

c- Recommended 

books: 

-Wehely & Wong  pediatric nursing books 
-Practical pediatric nursing books 

d- Periodicals, 

scientific 

journals, … 

-Periodicals, Web sites, 

-Pediatric nursing journals  
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-  www.pediatricnursing.net 

-www.pediatricnursing.org/ 

       -www.paediatricnursing.rcnpublishing.co.uk/      

Google.com & yahoo.com 

 

http://www.pediatricnursing.net/
http://www.pediatricnursing.org/
http://www.paediatricnursing.rcnpublishing.co.uk/
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gwashin Hand 

 The most important and the most basic technique in preventing and controlling 

the transmission of infections is hand washing. 

Definition 

   Hand washing is a vigorous, brief rubbing of all surfaces of the hands lathered 

in soap followed by rinsing under a stream of water. It involves removal of soil, 

dirt and pathogens by means of friction with soap or detergent and running water. 

Purpose  

1- Hand washing is a basic technique for infection control  

2- To remove soil and transient organisms from the hands and to reduce total 

microbial counts overtime  

3- Prevent transfer of organisms from the environment to the client and from the 

client to the health care worker 

Indications 

1. Contact with any client, especially one with wound drainage, requires 

thorough hand washing  

2.  Before and after client contact  

3. .Before performing invasive procedures such as urinary catheterization or 

placement of an intravascular catheter  



9 
 

4.  After contact with a source of microorganisms like blood or body fluid, 

mucous membranes, non-intact skin or inanimate object that might be 

contaminated  

5-After removing gloves  

6-Before charting or preparing medications  

7-Before leaving for a break 

 

 

 

 

 

Preparations 

. Easy to reach sink with warm running water  
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. Antimicrobial or regular soap  

. Towels 

 

 

Procedure 

Rationale Steps  

Open cuts or wounds can harbor high 

concentration of microorganisms. 
Inspect surface of hands for 

break or cuticles. 

 

1 

Requires lengthier hand washing  Inspect hands for heavy soiling  2 

Nails should be short and filed 

because most microbes on hands 

come from beneath fingernails 

Inspect nails for length 3 

Use of antimicrobial soap is 

encouraged for clients who are 

immune suppressed 

Assess clients risk for or extent 

of infection 

4 

Provides complete access to fingers. 

Hands and wrists. Wearing of rings 

increase number of microorganisms 

on hands. 

Push wrist watch and long 

uniform sleeves above wrist. 

Avoid wearing rings; if worn, 

remove during washing    

5 

Inside of sink is contaminated area. 

Reaching over sink increases risk of 

touching edge, which is contaminated 

Stand in front of sink, keeping 

hands and uniform away from 

sink surface 

6 

 Turn on water  7 

Microorganisms travel and grow in 

moisture 
Avoid splashing water against 

uniform 
8 

Warm water removes less of the 

protective oils than hot water  

Regulate flow of water so that 

temperature remains warm. 
9 
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Water flows from least to most 

contaminated area, rinsing 

microorganisms into the sink.  

Wet hands and wrists 

thoroughly under running 

water. Keep hands and 

forearms lower than elbows 

during washing 

11 

Use of antiseptic exclusively can be 

drying to hands and can cause skin 

irritations. 

Apply adequate amount of 

soap or antiseptic lathering 

thoroughly  

11 

Friction and rubbing mechanically 

loosen and remove dirt and transient 

bacteria. Interlacing fingers and 

thumbs ensure that all surfaces are 

cleaned  

Wash hands for at least15 

seconds or more  : 

A. rub hands palm to palm 

B. rub back of each hand with 

palm of other hand with 

fingers interlaced 

C. rub palm to palm with 

finger interlaced 

D. rub with back of fingers to 

opposing palms with finger 

interlocked 

E. rub each thumb clasped in 

opposite hand washing using  a 

rotational movement  
F. rub tips of fingers in 

opposite palm in a circular 

motion 

d. rub each wrist 

 
 

12 

Rinse mechanically washes away dirt 

and microorganisms  

Rinse hands and wrists 

thoroughly, keeping hands 

down and elbows up 

13 

 Repeat steps and extend period 

of washing if hands are heavily 

soiled 

14 

Drying from cleanest to least clean 

area avoid contamination  
Dry hands thoroughly from 

fingers to wrists and forearm 

with towels, single use cloth or 

15 
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warm air dryer  
Wet towels and handles allow 

transfer of pathogens 

Turn off water with foot or 

elbow pedals. To turn off hand 

faucet, use clean, dry paper 

towel, avoid touching handles 

with hands. 

16 

 

 

 

 

 

 

 Used paper towels should be 

disposed of according to the 

local infection control policy. 

17 
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Vital signs 

Introduction 

Vital signs provide clues to the severity of the disease and early signs of 

complications. These needs to be carefully measured and any deviations are 

reported and recorded. 

Definitions 

Temperature, heart rate, respiration and blood pressure are known as vital signs 

because these are governed by vital organs. 

Normal vital signs in children 

Diastolic 

blood 

pressure 
mmHg 

Systolic 

blood 

pressure 
mmHg 

 
Respiratory 

rate 

c/m 

 
Heart rate 

b/m 

 
Age 

 

35-45 55-75 41-71 121-171 Premature  

45-55 65-85 35-55 111-151 0-3 mo. 
51-65 71-91 31-45 91-121 3-6 mo. 
55-65 81-111 25-41 81-121 6-12mo 

55-71 91-115 21-31 71-111 1-3 yr. 
61-75 95-111 21-25 65-111 3-6 yr. 

61-75 111-121 14-22 61-95 6-12yr 

65-85 111-135 12-18 55-85 Over 12 

yr. 

 

Purpose 

1-To check any temperature alteration 

2- To assess cardiac output  

3- To identify abnormalities in the rate, rhythm and volume of the pulse 

4- To identify any abnormalities in the rate, rhythm and depth of respiration 
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5-To monitor patient response to illness and treatment 

6-To help in the planning of nursing care 

Indications 

 At the time of admission in the hospital 

  Before and after any surgical procedures 

 Before and after any invasive diagnostic procedures 

  Before and after the administration of certain medications which affects 

respiratory, cardiovascular and thermoregulatory systems  

 When client is experiencing severe pain and anxiety  

  Patient with cardiac, renal, respiratory diseases or having physical injuries . 

Contraindications 

- Don't take temperature by mouth:  

- If patient is extremely nervous, confused, unconscious, hysterical and when 

they can't follow instructions 

- In patients having convulsions  

- If patients having injuries, inflammations, and operation of the mouth or in 

patients who breathe by mouth 

-In children under 6 years  

-Immediately after taking hot/cold drinks, chewing gum/betel leaves  

-If patient is receiving oxygen per face mask 
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-Don't take pulse and respiration immediately after exercise, in emotional stress, 

during or after a painful treatment in nervous state  

-Don't apply too much force/pressure over the arteries while taking pulse 

-Don't use thumb for counting pulse, because there is a pulse in thumb, which the 

nurse may mistake for patient's pulse 

-Never make conscious that you are counting breathing. 

Body Temperature-1 

Definition 

  It means the degree of warmth or balance maintained between the heats 

produced (thermogenesis) and heat loss (thermolysis) in the body, compared with 

a recognized standard. The normal temperature is 37C or 95 F. 

 

 In order to convert a reading from one scale to the other, the following relation 

can be used 

(F-32)*5/9 = C 

(C*9/5) +32 = F 

The four routes for measuring body temperature are: 

1- oral                        2- axillary  

3- rectal                       4- tympanic 

Oral Method-A 

Preparation of the articles  
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 -Clean tray containing: 

- Thermometer in a container lined with soft material containing disinfectant. 

- Container lined with soft material containing plain water  

- Clean cotton swabs in a container          -Paper bag  

-Watch with seconds  

Preparation of the patient and unit  

- Explain the procedure to the patient 

- Tell the patient not to eat or drink 15 minutes prior to the taking of the oral 

temperature  

-Place the patient in a comfortable position 

Rationale Steps  

To prevent cross infection Wash hands and wear 

gloves 

1 

To remove the disinfectant lotion Remove the thermometer 

from the disinfectant 

solution and rinse it in plain 

water 

2 

To maintain asepsis of the bulb end  Wipe the thermometer with 

swab from the bulb to t 

stem in a circular motion 

and discard the swab 

3 

The thermometers are made in such a 

way that the lines are magnified and 

visible on one side 

Read the level of the 

mercury in good light. To 

read the level of the 

mercury in the 

thermometer, hold the 

thermometer with the 

4 
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fingers of the right hand, 

very slowly rotating back 

and forth until the silver 

mercury lines come in to 

view and read the mercury 

measurement to the nearest 

line 

To record the temperature correctly, 

the level of the mercury should be well 

below the actual temperature of the 

patient 

Shake the thermometer if 

the mercury level is above 

35 degree C or 95 F. shake 

it with the quick movement 

of the wrist. To shake the 

thermometer, hold it firmly 

with its stem and move 

away from the wall, 

furniture and equipment 

5 

The thermometer should be in touch 

with the body tissues to record the 

body temperature accurately. Biting on 

the thermometer can break the 

thermometer 

Ask the patient to open the 

mouth and place the 

thermometer under the 

tongue. Ask the patient to 

hold the thermometer in 

place by closing the lips 

and not biting on the 

thermometer 

6 

To allow enough time to register the 

body temperature 

Have the thermometer in 

place for 2-3 minutes  

7 

Wipe from the area of least 

contamination to the area of greatest 

contamination. This prevents the 

dirtying the hands of the nurse  

Remove the thermometer 

after 2-3 minutes. Wipe the 

thermometer from the stem 

to the bulb with a clean 

cotton swab, using rotating 

movements. Discard the 

swab. 

8 

 Read the  level of mercury  

then Shake  it down 
9 

 Place the thermometer in 

container with plain water 

11 
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and clean it then wipe the 

thermometer  from stem to 

bulb in a circular motion 
To allow sufficient time for 

disinfection 

Put the thermometer in 

disinfectant solution 
11 

  Remove gloves and wash 

hands 
12 

Delay in record can cause forgetting 

the result 

Record the temperature 13 
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- Keep the thermometer tray at the bed side with the necessary articles arranged 

neatly in it 

Procedure 

 

Axillary Method-B 

The axillary route is often used for newborn and for children. The axillary 

temperature is generally 1.5 C lower than the oral temperature. 

Preparation of the articles  

 The same as oral method 

Preparation of patient and unit 

-Explain the procedure to the child and his parents 

-Place the patient in a comfortable position 

- Dry the axilla                     -Provide privacy 

-Keep the thermometer tray at the bed side with the necessary articles arranged 

neatly in it. 
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Procedure 

 

 

 1 to 5 the same steps as oral 

method. 
1 

 Place the bulb of the 

thermometer in the axilla so 

that the bulb is in touch 

with the two skin folds of 

axilla 

6 

To allow enough time to register the 

body temperature 

Keep the bulb of the 

thermometer high in axilla 

and then hold the young 

infant's arm against his 

body for 5 minutes  

7 

Wipe from the area of least 

contamination to the area of greatest 

contamination. This prevents the 

dirtying the hands of the nurse 

 Remove the thermometer 

after 5minutes. Wipe the 

thermometer from the stem 

to the bulb with a clean 

cotton swab, using rotating 

movements. Discard the 

swab. 

8 

 Read the  level of mercury  

then Shake  it down 
9 

 Place the thermometer in 

container with plain water 

and clean it then wipe the 

thermometer  from stem to 

bulb in a circular motion 

11 

To allow sufficient time for 

disinfection 
Put the thermometer in 

disinfectant solution 
11 

 Remove gloves and wash 

hands 

12 

Delay in record can cause forgetting 

the result 
Record the temperature 13 



21 
 

 

 C-Rectal Method 

    The rectal route should be used only when no other route is possible, due to the 

potential for rectal perforation and because most children view this as an 

intrusive procedure. 

   The rectal temperature is 1.5 degree higher than the oral temperature. 

reparation of the articlesP 

A clean tray containing: 

 -Rectal thermometer in a container containing disinfectant solution 

-Soft tissues      -Lubricant                   -Disposable gloves 

-Kidney tray/paper bag              - Watch with second handed 

tration of the patient and uniPrepa 

♠ Explain the procedure to the patient 

♠ Place the infant or child prone on a bed or the parent's lap; turn the older 

child on the side 

♠ Provide privacy (draw curtain around bed or close room door) 

♠ Rinse and dry the anal area 
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Procedure 

Rationale Steps  
To prevent transmission of 

microorganisms 

Wash hands 1 

 Place the child in side 

laying or prone position 

2 

To maintain standard 

precautions when exposed  to  

items soiled with body fluids 

Apply disposable gloves  3 

 Read the thermometer and 

be sure that mercury is 

below 35C  

4 

To minimize trauma to rectal 

mucosa during insertion  

Lubricate the bulb with 

lubricant  

5 

Helps for thermometer 

insertion 

Take two soft tissues in left 

hand and separate the skin 

folds around  the anus  

6 

Ensure adequate exposure 

against blood vessels in 

rectal wall 

Gently introduce the 

thermometer2 cm in term 

babies and 1.5 cm in 

preterm babies with right 

hand and ask the patient to 

take deep breath   

7 

To prevent trauma to mucosa If resistance is felt during 

inserting, withdraw 

thermometer immediately  

8 

Prevent injury to client Hold the thermometer in 

place 
9 

 After one minute remove 

the thermometer 

11 

 Wipe it from stem to bulb  11 

To ensure accurate reading Read the thermometer at 

eye level 

12 

 Soak the thermometer in 

disinfectant solution and 

13 
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D 

 

 

 

 

Tympanic method-D 

    The tympanic route is a convenient and fast method for taking temperatures in 

infants and children. Infrared technology provides a rapid reading of the 

temperature of the blood flowing through the carotid artery from the body core. 

Inaccuracy in measurement by this route can occur if the probe of the 

thermometer is not correctly positioned in the auditory canal. 

Preparation 

♠ Explain procedure to patient 

♠ Place the infant in a supine on a flat surface. Stabilize the infant's head, and 

turn the infant's head 91 degree for easy access 

wipe the thermometer from 

stem to bulb with swab  

To provide comfort and 

hygiene  

Wipe client's anal area with 

soft tissues to remove 

lubricant  

14 

Reduce transmission of 

microorganisms  

Remove and dispose of 

gloves  

15 

 Wash hands 16 

 Record the temperature 17 

Rationale Steps  

 If using the child's right ear, 

hold the thermometer in 

your right hand. For the 

child's left ear, hold the 

thermometer in your left 

hand  

1 
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♠ Position the child on the parent's or assistant's lapwith head secured 

Equipment and supplies  

 Tympanic thermometer with disposable probe    

Procedure 

year: 3Child younger than   

year 3Child older than  

 

 

 

 

 

 

 

The tip must be aimed at the 

tympanic membrane to 

ensure accuracy 

Pull the pinna of the ear 

straight back and 

downward. Approach the 

ear from behind to direct 

the tip anteriorly to make 

sure the thermometer tip is 

aimed toward the tympanic 

membrane  

2 

 Place the probe in the ear 

canal according to the 

manufacture's   

recommendation. It will 

sound a tone or beep when 

finished 

3 

 Remove the probe, read and 

record the temperature 

4 
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This helps to straighten the 

auditory canal so the 

tympanic membrane can be 

seen  

Pull the pinna back and 

upward in children 

beginning at about age 3 

years  

1 

 Place the probe and 

continue as described 

previously for the child 

younger than 3 years  

2 

 Read and record the 

temperature 

3 

 

 

 

 

Heart Rate-2 

Definition: 

   The heart rate is a wave of blood created by contraction of left ventricle of the 

heart. The rate of pulse is expressed in beats per minute. 

    The apical heart rate is preferred in infants and young children as it is difficult 

to palpate the pulse in an extremity consistency enough to count the rate.  
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     Pulse rates may be palpated in children over 3 years of age, even though an 

apical heart rate may still be used in older children. Sites commonly used to 

palpate heart rate include the brachial, radial, femoral and dorsal pedis. 

Articles required: 

1- Stethoscope    2-Watch with second hand      3- Alcohol swabs 

Preparation 

1.  Explain the procedure to child and his parents 

2.  Move clothing away from the anterior chest 

3. Give the infant a pacifier or other distraction to get a resting pulse rate 

4. Provide privacy 

5. Provide a comfortable position 

6.  Take articles to the bed side 

Procedure 

Infants (Apical pulse): 

Rationale Steps  

 Wash hands  1 

Reduce transmission of infection 

 

Reduce irritability 

Wipe earpieces and 

diaphragm with alcohol 

swab. 

Warm the diaphragm with 

hands 

2 

 Place the stethoscope on the 

anterior chest at the left  

fifth intercostal space in a 

3 
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Children (radial pulse): 

 

 

 

 

 

 

 

 

 

 

 

midclavicular position 

 

To ensure accuracy Count heart beats, if the 

pulse is regular, count the 

number of pulsation for half 

minute and multiply it by 

two. If the pulse is 

irregular, count the rate for 

one full minute.  

4 

To identify any abnormalities  While auscultating the heart 

rate, note rhythm and 

strength  

5 

 Place the infant in a 

comfortable position 

6 

 Record your findings 7 

Reduce transmission of 

microorganisms 

Wash hands 1 

 Place the finger tips over 

the pulse point 
2 

To ensure accuracy  Count heart beats, if the 

pulse is regular, count the 

number of pulsation for half 

minute and multiply it by 

two. If the pulse is 

irregular, count the rate for 

one full minute. 

3 

 While palpation, note 

rhythm, strength and 

amplitude 

4 

To identify any abnormalities  Compare the distal and 

proximal pulses in an 

extremity for strength 

5 

 Record your findings 6 
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Respiratory Rate-3 

Definition 

It is an involuntary process and consists of inspiration, expiration and pause. 

Articles required 

- Watch with second hand 

Preparation 

- Explain procedure to the infant's or child's parents 

 Make patient comfortable. 

 

Procedure 

Rationale Steps  
Since the respirations of an infant and 

young children are diaphragmatic, the 

abdomen moves more than the chest 

with breathing 

 
Abdominal movement of a child will be 

irregular 

For infants and young 

children: 
Observe the abdomen 

rather than the chest 

For older child: 

Count rise and fall of  the 

chest 

1 

If the child is aware that the respirations 

are counted, he may hold the breath and 

the rate may altered 

Count the respiratory rate 

for one minute without the 

knowledge of the child  

2 

To ensure accuracy  If the rhythm is regular, 

count the number of 

respiration for half minute 

and multiply it by two. If 

the rhythm is irregular, 

count the rate for one full 

3 
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BLOOD PRESURE 

Definition 
The pressure exerted by the blood on the walls of the blood vessels. 

 

Purpose  
♠ Maintain a baseline measure of arterial pressure  

♠ Assess the hemodynamic status of a client 

♠ Monitor the response of the circulating systems to various pathological 

conditions and therapies. 

 

Articles required  
. Stethoscope  

. Mercury sphygmomanometer  

. Cuff of appropriate size 

 
 

 

minute. 
To identify any abnormalities Note the respiration for 

rate, rhythm and depth 

4 

 Record the findings 5 
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Patient preparation 

 
1. Explain the procedure        2-Instruct to remain quiet during procedure  

3- Patient should be in a relaxing or standing position for at least 11 minutes 

prior to taking B.P 

   4- Permit the child to handle the B.P apparatus prior to using it on him to 

decrease his fear. 
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Procedure 

 
 

Rationale Steps  
Reduces transmission of 

microorganisms 
Wash hands 1 

The child should be  at rest and in a 

comfortable position sitting down or 

lying in bed 

Position the child 2 

Placement above heart level can causes 

false low reading 
Support the child's forearm 

at heart level with the palm 

turned up 

3 

Eye level placement ensures accurate 

reading of mercury level 
Be  sure manometer is 

positioned vertically at eye 

level 

4 

Each earpiece should follow angel of 

ear canal to facilitate 

Place stethoscope earpieces 

in ears and be sure sounds 

are clear not muffled 

5 

Proper stethoscope placement ensures 

optimal sound reception. Stethoscope 

improperly positioned causes muffled 

sounds that often result in false low 

systolic and false high diastolic readings  

Locate brachial artery and 

place stethoscope over it   
6 

Tightening of valve prevents air leaking 

during inflation 

Close valve of pressure 

bulb until tight 

7 

Identifies approximate systolic pressure 

and determines maximal inflation 

pressure for accurate reading 

Palpate radial artery with 

fingertips of one hand while 

inflating cuff rapidly to 

pressure 31 mm Hg above 

point at which pulse 

disappears  

8 

Too rapid or slow a decline in Hg level 

can cause inaccurate reading 

Slowly release valve and 

allow Hg to fall at rate of 2-

3 mm of Hg per second 

9 

First Koratkoff sounds indicates systolic Note point on manometer 11 
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pressure when first clear sound is 

heard  

Indication of diastolic pressure  Continue to deflate cuff 

gradually, noting point at 

which sound disappears  

11 

Continuous cuff inflation causes arterial 

occlusion, resulting in numbness and 

tingling of patient's arm 

Deflate cuff rapidly and 

completely remove from 

child's arm unless you plan 

to repeat measurement  

12 

Comparison of PR in both arms serves 

to detect any circulating problems. 

(normal diff of 5- 11 mm Hg exists 

between arms ) 

If this is first assessment of 

patient, repeat procedure on 

other arm 

13 

Restores child's comfort Assist child in returning to 

comfortable position and 

cover upper arm if 

previously clothed  

14 

Reduces transmission of 

microorganisms 
Wash hands  15 

 Record your finding 16 
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Growth measurements 'Anthropometry' 

 Assessment of growth is vital.  It provides a sensitive guide to a child’s: 

 Health 

 Development 

 Nutritional status 

 Response to treatment 

Definition of Anthropometry: 

The technique that deals with the measurement of the size, weight, and 

proportions of the human. 

Infant’s weight: 

Definition: The mass or quantity of heaviness of an individual. It is expressed by 

units of pounds or kilograms. 

Purposes 

1. To determine child’s risk. 

2. To determine progress. 

3. To control child’s weight. 

4. To determine the medication dosage. 

5. To determine BMI  

Equipments: 

1- Appropriate sized balance scale          2- Cotton with alcohol 
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Paper for the scale 

 

 

 

 

 

 

 

 

Procedure: Learning guide for Infant’s weight 

Getting ready 

1. wash hands 

2. Verify the correct child using two identifiers 

3. Locate the appropriate measuring devices and growth charts 

based on the child’s age and mobility. 
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4. Explain the procedures to the child and his parents 

5. Place the scale horizontally on a firm surface. 

6. Check to see that the scale is balanced by setting it at zero, 

and noting if the balance registers exactly in the middle of 

the mark. 

6. Close windows & doors 

Steps of The Procedure 

1.Obtain the appropriate scale for the age and condition of the 

child. For children younger than 2 years of age, use a flat pan 

scale. For bedridden children more than 2 years of age, use a 

sling scale or special scale. For children who are able to stand, 

use a standing scale 

2. Wipe the scale using cotton with alcohol  

3. Remove the infant's shoes and clothes. 

4. Put a scale paper on the scale. 

5. Gently lift the infant from his bed and place him in the scale 

basket. 
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Measuring Recumbent length 

Equipments:  

Measuring board for infant, measuring tape 

Procedure: Learning guide for Measuring  Recumbent 

lengthusing head board 

Getting ready 

1. Wash hands 

2.Secure the help of an assistant, who may be a family member 

3. Prepare the necessary equipments and supplies 

4. Explain the procedures to the child's parents 

6. For reason of the safety, hold one hand over the body of the 

infant. 

7. Adjust the weight to balance scale by the right hand. 

8. Read the scale when the infant is lying still. 

9. Return the infant to his bed. 

After The Procedure 

1. Record it in the infant's chart. 

2. Remove and dispose the scale paper. 

3. Wash hands 
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5.Obtain a length board 

Steps of The Procedure 

1. Place the towel on the board. 

2. Assist the child with removing shoes and clothes 

3. Place the child supine on the length board. 

4. One assistant hold the head against the head of the board 

firmly  

5. Grasp the knees together gently 

6. Push down on the knees until the legs are fully extended and 

hold the legs firmly 

7. Bring the headboard against the soles of the heels firmly. 

8. Read and record the result 

If such a measuring device is not available length is taken by 

using measuring tape: 

Getting Ready 

1. Wash hands 

2. Prepare the necessary equipments and supplies 

3. Explain the procedures to the child ‘s parents 

During The Procedure 

1.  Place the infant on a proper-covered hard surface. 
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2. Push down the knees and against a firm surface. 

3. Make points of the top of the head and heel of the feet by a 

pen. 

4. Remove the child from his place. 

5. Measure between these two points  

6. Read the result 

After The Procedure 

1. Return and clean the reused equipments  

2. Wash hands 

 

               Crown to heel recumbent length 

 

Measurements of body  height 

Definition of body height: The distance from the sole to the crown of the head 

with body standing on a flat surface and fully extended. 

Procedure: Learning guide for measuring height of child 

above two years using scale 

Getting ready 

1. Wash hands 
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2. Prepare the necessary equipment and supplies (stadiometer or 

measuring tape)  

3.Explain the procedures to the child and/ or his parents 

4. Obtain a stadiometer to measure standing height 

During the Procedure: 

1. Remove the child's shoes and socks 

2. Have the child stand erect with feet flat on the floor, looking straight 

ahead, with the heels, buttocks, shoulders, and head against the 

measuring board. Ensure the heels are touching, the knees are fully 

extended, and the heels are flat 

3. Lower the horizontal ruler of the stadiometer firmly onto the crown 

of the child’s head, so it is at a right angle to the vertical ruler. Ensure 

enough pressure to compress the hair. 

4. Read the measurement at eye level. 

5. Record the child’s stature measurement to the nearest 1.1 cm. 

After The Procedure 

1. Return and clean the reused equipment  

2. Wash hands 

3. Recording 
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Measurements of height 

Measuring height of child above two years using a tape measure: 

Equipment:-Measuring tape 

PROCEDURE: Learning guide for Measuring 

height of child above two years using a tape 

measure: 

GETTING  READY 

1. Wash hands 

2. Prepare the necessary equipment and supplies (a tape 

measure) 

3.Explain the procedures to the child and/ or his parents 
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DURING THE PROCEDURE 

1.Attach a measuring tape to the wall 

2. Place the child adjacent to the tape. 

3. Place a three dimensional object, such as thick book or box 

on the top of the head. 

4. The side of the book must rest firmly against the wall to 

form a right angle 

5. Length of stature is measured to the nearest centimeter  

6. Read and record the result 

AFTER THE PROCEDURE 

1. Return and clean the reused equipments  

2. Wash hands 

3. Recording 
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Calculating body mass index (BMI)  

After obtaining weight and length or height measurements, use the 

following formula to determine BMI: 

BMI = (weight in kilograms) ÷ (height in meters squared) 

For a child who weighs 16 kg and has a height of 115 cm (1.15 m), the 

calculation would be BMI = 16 ÷ (1.15 × 1.15) = 16 ÷ 1.1 = 14.5 kg/m2 

Measuring head circumference (cephalometry) 

: The measurement of the dimensions of the headDefinition 

It should be measured in the children: 

1- Under 36 months of age 

2- With neurological defects 

 

A measuring tape Equipments: 

Procedure: Learning guide for measuring head 

circumference 

Getting Ready 

1. Wash hands 

2.Verify the correct newborn using two identifiers 

3. Prepare the necessary equipment and supplies (a tape measure) 

4.Explain the procedures to the child and /or his parents 

During of The Procedure 
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 1. Position the newborn supine 

 2. Place a flexible tape measure around the occipito-frontal 

circumference (the widest diameter) of the newborn's head, 

positioning it above the ears and just above the eyebrows. Adjust the 

tape measure at the occipital bone to obtain the largest measurement, 

and read the tape in centimeters 

 3.  A second measurement if the first was abnormal for the newborn's 

gestational age or overall size. 

 4. Remove the tape measure by gently lifting it or rolling the 

newborn off the tape. 

1. Document the procedure in the newborn's record 

After The Procedure 

1. Return and clean the reused equipment  

2. Wash hands 

 

Measuring head circumference 

 

asuring chest circumferenceMe 

The measurement of the dimensions of the chest at the level of the  :Definition
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nipples. 

Equipment 

A measuring tape 

- It may be measured during examination of the chest. 

 

Procedure: Learning guide for measuring chest 

circumference 

Getting ready 

1. Wash hands 

2. Prepare the necessary equipment and supplies (a tape 

measure) 

3. Explain the procedures to the child and/ or his parents 

During The Procedure 

1. Remove the child's clothing of upper half. 

2. Place on the flat table in a supine position for infant, stand 

alone for children  

3. Place the tape across the nipple line. 

4. Take measurement during inhalation and expiration. 

5. Record the average of the two values.  
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After The Procedure 

1. Return and clean the reused equipment  

2. Wash hands 

3. Recording 

 

Arm Circumference-Measuring Mid 

 

Equipments:    

A measuring tape.  It is an indirect measure of total muscle mass 

 

Procedure Learning guide for measuring mid arm 

circumference 

Getting ready 

1. Wash hands 

2. Prepare the equipment needed ( measuring tape) 

3. Explain procedure to the child and parent 

DURING THE PROCEDURE  

1. Let the child's right arm flexed 91º at the elbow 

2. Mark the midpoint between the acromion and the olecranon  

on the posterior aspect of the arm . 

3. Wrap  a paper or steel measuring tape around upper arm at 

midpoint  

4. Measure to nearest 1 cm 

5. Read the result 
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After the procedure 

1. Record the result 

2. Clean and return the used equipment 

3. Wash hands 
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Essential Newborn care 

Purpose: 

o Adapt quickly to life outside the uterus.  

o Breathe well. 

o Be warm  

o Initiate breast feeding as early as possible. 

Equipment: 

o Two clean dry towels 

o Cord clamps 

o Sterile scissors 

o Functional resuscitation equipment 

o Vitamin K, syringe 

o Alcohol 

o Tetracycline eye ointment. 

 

Steps 

Immediate newborn care 

1. When the head is delivered, wipe the mouth and nose with 

gauze. 

2. When the baby is fully born, place the baby on a clean, dry 
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towel or blanket on the mother’s abdomen. 

3. Note the time of birth and sex of the baby. 

4. Wipe the eyes and face and thoroughly dry the baby. 

5. Stimulate mildly depressed baby for breathing while drying by 

rubbing up and down along the baby’s back with warm and clean 

cloth. 

6. Assess the baby’s breathing while drying and stimulating. 

 If? the baby is not crying or breathing well within 31 seconds of 

birth, clamp and cut the cord and begin resuscitation. 

 

 

 If? the baby is breathing normally, continue with the other 

components of essential newborn care. 

7. Remove the wet cloth and place the baby skin-to-skin on the 

mother’s chest. 

2. Cover the baby with a clean, dry cloth including the head. 

Use a hat if available. 

 

Clamp and cut the cord 
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1. Wait for 2-3 minutes after birth or until the cord ceases to 

pulsate before clamping and cutting the cord. 

NOTE: As noted above, clamp and cut the cord soon after drying 

the baby if he/she is not breathing. 

2. Tie the cord two fingers’ length from the baby’s abdomen and 

makeanother tie two fingers from the first one. Cut thecord 

between the two clamps using a sterile scissor. 

Care of the umbilical cord. 

1. Tie the cord with a cord clamp (2-3 cm) from the abdomen, 

making sure.  Check for bleeding; if present, retie the cord. 

2. Apply alcohol on the cord, taking care to apply it on the base of 

the cord. 

Initiating immediate breastfeeding 

1. If everything is normal, the mother should immediately start 

breastfeeding. 

2. Help the mother begin breastfeeding within the first hour of 

birth. 

3. Help the mother at the first feed. Make sure the baby has a 
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good position, attachment, and is sucking well. 

4. Do not limit the length of time the baby feeds; early and 

unlimited breast feeding gives the newborn energy to stay 

warm, nutrition to grow, and antibodies to fight infection. 

Maintain the baby’s body temperature/thermal protection 

1. Keep the baby warm, ideally by keeping him/her in skin-to-skin 

contact on the mother’s chest, with the body and head covered by 

a cloth or hat. If the baby cannot be placed in skin-to-skin contact 

in case of a Cesarean section or if the mother is ill, wrap the baby 

well and cover the head. 

2. Check the baby’s axillary temperature with a thermometer. 

Care of the eyes(while the baby is held by mother) 

1. Instill eye drops (tetracycline or erythromycin), one drop in 

each eye. When using an ointment, depress the lower eyelid and 

place a length/strip of the ointment inside the lid from the inner to 

the outer edge of the eye. Do the same for the other eye. 

2. Make sure that the tip of the bottle or the tube does not touch 

the eye of the baby or other objects. 
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Administer vitamin K1(while the baby is held by mother) 

1. Explain to the mother that an injection will be required to 

prevent hemorrhage in the baby. 

2. Collect all the necessary supplies: disposable syringe 

(preferably1 mL) with needle, vitamin K, alcohol, pieces of 

gauze/cotton, preferably sterile. 

3. Wipe the injection site with alcohol soaked cotton or gauze. 

4. Inject the drug intramuscularly in the antero-lateral part of the 

thigh: 1 mg for a normal weight baby and 1.5 for a baby weighing 

less than 1511 grams. 

5. Dispose of the needle and syringe in an appropriate and safe 

manner (in a container for sharp instruments). 

Identification of the baby 

1. Place an identification band, preferably two-one on the wrist 

and the other on the ankle of the baby-noting the name of the 

mother and that of the father (where available), the sex of the 

baby, and date and time of the delivery. 

Weigh the baby after the first breast fed 
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Initial Assessment: Apgar Scoring 

   Apgar scoring system is the most frequently used method to assess the 

newborn’s immediate adjustment to extra-uterine life is the score is based on 

observation of heart rate, respiratory effort, muscle tone, reflex irritability, and 

color. Each item is given a score of 0, 1, or 2. Evaluations of all five categories 

are made 1 and 5 minutes after birth and are repeated every 5 minutes until the 

infant’s condition stabilizes. 

1-Color: 

a. Pale or blue = 1 

b. Normal color body, but blue extremities (arms and/or legs) = 1 

c. Normal color = 2 – completely pink 

2- Respiration: 

a. Not breathing = 1 

Delay taking the weight of the baby until he/she is stable and 

warm and after first breast feeding. 

Decontamination, cleaning, and sterilization 

Ensure the proper disposal of waste and decontamination of the 

equipment and supplies that can be reused. 
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b. Weak cry, irregular breathing = 1 

c. Strong cry = 2 

3- Heart Rate: 

a. Absent heartbeat = 1 

b. Slow heartbeat (less than 111 beats/minute) = 1 

c. Adequate heartbeat (more than 111 beats/minute) = 2 

4- Muscle Tone: 

a. Limp, flaccid = 1 

b. Some flexing or bending = 1 

c. Active motion = 2 

5- Response to Stimulation (also called Reflex Irritability): 

a. No response = 1 

b. Grimace (facial expression) = 1 

c. Vigorous cry or withdrawal = 2 

*Results: 

*11 out of 11 is a perfect score. The higher the score, the better the condition 

*A score over 7 indicates good condition 

*Ascore from (4 -6) moderately depressed and need more extensive clearing 

airway and supplementary oxygen. 
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* Ascore from (1 – 3) severely depressed and need immediate CPR. 

Sign 1 0 8 

Heart rate Absent <111 
beats/min 

>111 
beats/min 

Respirations Absent Slow, 
irregular 

Good, crying 

Muscle tone Limp Some flexion Active 
motion 

Reflex 
irritability 

None Grimace Cough, 
sneeze, cry 

Color Blue or pale Pink body, 
blue hands 

and feet 

Completely 
pink 
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Care of baby under phototherapy 

Definition: 

   Phototherapy is the procedure in which the baby naked skin is exposed to 

fluorescent light(blue or white) which causes photo-oxidation of bilirubin into 

water soluble form of bilirubin for easier excretion. 

Indications: 

It is used when bilirubin level is: 

1- 5-9 mg/dl at the 1st day of life  

2- 9/15mg/dl at the 2nd day of life  

3- 15/21 mg/dl at the 3rd day of life   

Role of nurse while giving phototherapy  

1- Check the lights of the phototherapy unit before use, no loose electric 

connection should be there  

2- Clean the glass surface of the phototherapy unit 

3- The lamp should be 5-8 cm over the incubator or 25-31 cm from the baby skin  

4- The eyes and the genitalia should be covered while phototherapy is in use  

5- Eye patches should be removed every 4 hourly  

6- The eye shield should not be too tight or too loose  

7- Turn the position of the baby so that the entire body surface gets exposure  
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8- Cleanse skin frequently to prevent irritation   

9- Monitor infant's temperature frequently  

11- Daily weight and close monitoring of I/O must be done  

11- Encourage breast feeding every 2 hourly  

12- Observe skin, mucous membranes and stool  

13- Take the baby out of the phototherapy at times (while feeding) 

14- Bilirubin level should be followed for at least 24hours after discontinuing 

phototherapy  

Side effects of phototherapy: 

1-Dehydration due to Increase insensible water loss 

2- GI effects such as diarrhea, increase passage of loose green stool 

3- Dark yellow urine   

4-Erythema and skin rashes 

5- Hyperthermia  

6- Irritability  

7- Bronze baby syndrome 

8- Retinal damage 

9- Cell damage and mutations  
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Introduction: 

     The term incubation has derived from a latin word ‘Incubare’ that means “lie 

on”. Incubation is the process of providing an environment to keep them worm 

and suitable for their development as birds sit on their egg to hatch them. 

    The first infant incubator was devised and used in 0221 when Dr. Jamier, a 

Parisian obstetrician got the idea from zoo-keeper who had built one to rear 

poultry. His successor prof. Pierre bud in realized t h e  new born babies take 

time to accustom to the external environment specially if they one premature 

and low birth weight. As they are on risk to develop hypoxia, hypothermia and 

other many associated adverse conditions, need special care and attention. 

Definition of incubator: 

 An infant Incubator is an apparatus used to care the premature, low birth 

weight and verysick babies in thermo -neutral environment. 

An infant Incubator provides a closed ,controlled environment that warms an 

infant by circulating heated air over the skin .The heated air is then absorbed 

into the body by tissue conduction and blood convection. 

 

Purposes/uses/Functions: 

♠ To maintain temperature. 

♠ To provide humidity. 

♠ To administer oxygen. 

♠ For observation of baby. 
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♠ To prevent infection 

Types of Incubator: 

1-Portable.       2- Standard. 

Parts of Incubator: Each part of an incubator has an important job, and 

throughout the years technology has improved the way they operate. 

 

1- Hood: Single walked rectangular hood. The hood has a large door   to   aid   

in   placing/   removing b a b y  f r o m  incubator. There are 4 elbow-operated 

parts for better access during small procedures, inlet for IV tubes, etc 

     The canopy is a clear, acrylic covering that protects the baby from the outside 

world and harmful germs that may infect the child. It also makes the perfect 

warm and oxygenated environment for a baby that's similar to a mother's 

womb. 
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2- Control panel: Heater blower and electronics. 

 Lower unit consists of; control box, touch sensor, front panel with display, 

humidifier, air ducts, and air filter. 

 

 

5-Humidity percentage 

    Air is circulated by centrifugal blower, fresh air enters, through air filters 

located at the end of incubator, fresh air is mixed with circulated air from 

incubator canopy and passed over heater and humidifier. Temperature inside 

incubator is maintained by a sensor placed on hood. Thus, heated airflow 

maintains surrounding of infant at desired temperature. 

6-Fan:    is used for disinfection and fumigation. 

7-Heater:   is adjustable and helps maintain an infant's core body temperature. 

The temperature is always monitored through a temperature controller. Once set, 

the heater regulates itself just as a thermostat does on a home heating unit. 

8-  Air Distributors:  Air distributors distribute air evenly to ensure equal 

temperature throughout the incubator. This prevents spaces of cold or stale air. 
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9-Filters:  Filters clean the air before it is pulled into the incubator, preventing 

harmful particles from entering the incubator and possibly infecting the infant's 

lungs. 

11-Hygrometer:  This part of the incubator measures the amount of humidity 

inside the incubator. It's also responsible for breathing warm and humidified air 

into the baby's lungs through endotracheal tubes that run from the baby's nostril 

into the lungs. This device provides comfort and support for a baby's lungs to fully 

develop. 

 

-The INCU incubator analyzer(outside attachable device) is designed to test and 

perform preventative maintenance on infant incubators and radiant warmers 

while simultaneously measuring airflow, relative humidity, sound. 

 

11-Inlets:  Inlets allow the administration of oxygen, medications and IV fluids. 

 

12-Port Holes:   allow nurses and caretakers to handle the baby without 

contaminating the infant's environment. Port holes are holes sealed with rubber 

gloves that you must insert your hands into in order have limited and 

contamination-free access to the inside of the incubator. 
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1-Nursing care of Child in Incubator: 

Procedure U S N 

Getting ready    
1 – Wash hand    

2 – Wear the gloves    

3 – Prepare the equipment    

4  -    Explain  the  procedure  to  the 

Mother 

   

During the procedure    
1  -  Clean  incubator  with  soap  and 

water   and   disinfect   with   21% 

antiseptic solution. 

   

2  -  Switch on  incubator and  adjust 

temperature to 36°c 

   

3 - Keep infant in incubator after pre 

warming   the   incubator   for   15 minutes. 

   

4 - Don‟t place any clothes on baby 

except on baby except diaper. 

   

5-  Check  temperature  of  newborn 

every hour. 
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6  -Maintain  flow  chart  to  record 

temperature, heart rate, respiration and oxygen saturation. 

   

7  -  Change  humidifier  water  every 

day. 

   

8 - Give care for baby by introducing 

hand through port holes. 

   

9 - Wearing of child from incubator is 

important. Keep port holes open for sometimes. Then take baby 

out and keep warm. 

   

11 - Don‟t drag/move/pull incubator 

when  baby  is  in  the  incubator. Avoid noise in the unit. 

   

After procedure    

1 – Wash hand    

2  –  Put  the  infant  in  comfortable 

Position 

   

3    –    Record    and    report    any 

Abnormality  

 

 

 

 

 

2-Incubator care Procedure (Daily &Terminal) 
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Preparation of incubator: 
 

Score U S N 

1.Wash hands.   

 

   

2. Cover the mattress with a sheet and tuck it under the sides     

3. Make sure that the porthole of the clean incubator is 

remained close 

    

4. Fill the humidity reservoir with distilled water only till the 

level indicated by a black line 

    

5. Attach the incubator plug to electricity ( wall socket )& 

switch it on 

    

6. Turn the temperature control dial between 28 –32 °c     

7. Connect a tube between O2 inlet and oxygen source     

8. Set prescribed O2 flow between 21: – 41:     

9. Adjust humidity knob between 55:-65:     

11. Keep incubator away from sunlight or warm radiant     

2-Daily care of incubator : Score U S N 

1. Wash hand     

2. Replenish humidity tank up to the black line with distillated 

water. 

    

3. Wipe down the inside wall with disinfectant ( Savlon ) or 

according to hospital policy while changing sheet and having 

infant on scale 

    

4. Wipe the outside wall every 8 hours with disinfectant ( 

Savlon ) 

    

5. Wipe plastic cover mattress with disinfectant     

6. Change bed sheet daily and whenever needed     

7. Monitor O2 flow rate and concentration as prescribed     

8. Check that temperature is between 28-32°c     

9. Check that humidity is between 55-65:     

11. Replace incubator every 7 days. ( Date of replacement 

should be indicated clearly on incubator ) 

    

11. Wash hands following completion of procedure     

3.Terminal care of incubator(Every 7 days should be 

changed) : 

Score U S N 

2-Incubator care Procedure (Daily &Terminal) 

 

http://www.nursing-lectures.com/2011/08/nursing-care-for-infants-in-incubator.html
http://www.nursing-lectures.com/2011/12/fundamental-nursing-skills-and-concepts.html
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1. Wash hands before initiating procedure 

 

    

2. Switch electricity off from incubator and wall socket     

3. Invert humidity tank to drain and dry it .     

4. Remove all detachable parts     

5. Wash it with hot soapy water , rinse and dry     

6. Inspect the mattress cover carefully for signs of tear or loss 

of impermeability 

    

7. Wash mattress with soap and water & dry it well     

8. Wash the floor of incubator with water ,and dry it     

9. Expose the whole unit to adequate fresh air and sunshine     

11. Change the air filters according to manufacturer 

instructions. 

    

11. If disinfection’s required , wipe the inside and outside wall , 

floor and mattress of the incubator with a dilute hypo- chloride 

solution but  Should be reined off 

    

12. If the incubator has integral humidifier ( can’t be removed ) 

to disinfect it , raise the temperature of water at least 71 °c for 

11 minutes 

    

13. If the humidifier is removable , detach it and send it to 

autoclave 

    

After the procedure(Terminal care): 

-Wash hands 

-Documentation: date of disinfection ,name of personnel who 

has performed care on a tape and place it on the outer  surface 

of incubator 
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Neonatal Resuscitation Checklist 

Date:                                                     Student Name: 

Steps of Procedure U

U 

S

S 

 

N 

1- Wash hand    

2- Wear gloves.    

3- Prepare the necessary equipments and 

supplies. 

   

4- Anticipating the need for resuscitation 

(risk factors for neonatal resuscitation) 

   

5- Explain the procedures to the child’s 

parents. 

   

6-Assessment of the newborn at birth: 

A. assessing the need to initiate and 

continue resuscitation  

B. If there is meconium-stained amniotic 

fluid so there may be associated with 

asphyxia, tracheal suction is needed 

   

Provide initial steps:-7 

Thermal management ,Dryness,Positioning 

   

ABCDE of resuscitation    
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A.Airway 

8-Provide dryness and stimulate the 

baby to breathe (tactile stimulation). 

   

9-Position the head is slightly extended .    

11-Clear the airway by suctioning the 

mouth first and then the nose. 

   

B.Ventilation     

11-Evaluate respirations, heart rate and 

color; give oxygen as needed. 

   

12-If the baby is apneic, or heart rate is 

less than 111 b/m provide positive 

pressure ventilation with a resuscitation 

bag and 111: oxygen.  

   

13-The resuscitation mask should be 

chosen based on the size of the infant.  

   

14-If breathing is normal (31-61 b/m) 

and there is no indrawing of the chest 

and no grunting: 

a. Put skin- to- skin contact with 

mother. 

b. Observe breathing at frequent 

intervals. 

6- Measure the newborn’s axillary 

   



68 
 

temperature and re-warm  

D-Encourage mother to begin 

breastfeeding. 

E-Assess for hypoglycaemia.   

F-Observe suckling    

01-C. Circulation:    

-If the heart rate is less than 61 b/m:  

 Give chest compressions with positive 

pressure ventilation at a rate of 3:1 

compressions to every breath 

   

16-D.Disability:Drugs as prescribed    

-If the heart rate remains slower than 

61 b/m after ventilation and chest 

compressions,administer  epinephrine, 

volume expanders, or both. 

- Disability: common causes of 

unconsciousness include profound 

hypoxia, hypercarpia and intoxication. 

   

17- E. Exposure: to examine the child 

properly full exposure of the body may 

be necessary, respect the patient 

dignity and minimize heat loss. 
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02-Discontinuation of resuscitation  

-If there is no heart rate after 11 minutes 

and there is no evidence of other causes of 

newborn compromise, discontinue efforts. 

   

19-Dispose suction catheters & other 

equipments 

   

21-For reusable catheters and other 

equipment  

- Wash in water and detergent. 

- Boil or disinfect in an appropriate 

chemical solution and check for 

damage. 

   

21-Wash hands     

22-Test the functioning of all equipment & 

return it to their place 

   

82-Written documentation of:  

Personal involved  , All procedures 

including drugs and Timing 

   

  

 Supervisor  signature:…………… 

 

 

Total Score: 

/........……… 
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(2)-Cardiopulmonary Resuscitation (CPR) of Traumatic child in ICU: 

N S U Steps of procedure 

   1-    The nurse must know early signs of distress before 

activation of the emergency medical systems: 

 Respiratory distress 

Poor perfusion 

Blood pressure 

Mental status changes 

 
   

              

2 -Define acidosis and alkalosis terms through laboratory 

readings 

   3-The professional nurse should be able to perform Basic 

Life Support (BLS) effectively which including: 

1-Determine responsiveness: by gently shaking ,taping 

or shouting at the patient. 

2-Airway opening: establishment and maintenance of a 

patent airway and support of adequate ventilation are the 

most important component of BLS.  

3-Breathing establishment: after the airway is opened , 

the rescuer must determine if the child is breathing.  

 

    

4-The rescue breathing at arate of 20 breath/minute is 

maintained by one of 3 methods: 

1-BYmouth to mouth breathing. 

2-BY mouth to mask ventilation. 

3-Bag –valve mask ventilation with 111: o2. 
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- 

   5-If unsuccessful ,there is airway obstruction .So, you 

must clear the airways. 

Airway obstruction is suspected when there is any 

combination of ineffective cough, nasal flaring, 

tachypnea, retraction, stridor and /or central cyanosis. 

6-Methods of relieving Airway obstruction:  

1-In infants: by back-blows four times and chest thrusts 

four times. 

2-In older child: by using manual thrust for 6 times. 

 

   7-Circulation Support: 

1-Assess brachial or femoral pulse ,start chest 

compression. 

2-chest compression entails rhythmic compressions of the 

chest that circulate oxygen containing blood to the vital 

organs (heart,lungs,and brain) until advanced life support 

can be provided . 

 

   8-Technique of chest compression 

Infant: Encircle the chest or use two fingers.  

Toddler: One hand 

Child: Two hands 
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   9-The CAB sequence to avoid delays in initiating CPR, 

the American heart association (AHA)recommends the 

CAB sequence(circulation, airway and then breathing) 

beginning with 31 chest compressions followed by 

opening the airway and two rescue breaths. 

   10-Shock: It is the clinical state of inadequate perfusion 

due to :massive increase in metabolic demand (increase 

oxygen consumption )and/or decrease metabolic 

supply(decrease oxygen delivery). 

 

   11- Written documentation of:  
Personal involved  , All procedures including drugs and 

Timing 

 

 

Supervisor signature :…………… 

 

 

 

 

  

 

 

Total Score: 

/........……… 
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Infant bath   

Purposes: 

1-To keep skin clean 

2-To stimulate circulation 

3-To promote comfort 

4-To observe the child body 

Equipment: 

1-A wash basin with warm water (about  38
o
C). 

2-Clean gloves 

3-Washcloth  

4-Cottonball 

5-Towel (at least two) 

6-Babycomb 

7-The infant cloths 

8-Mild-soap 
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Procedure 

 Steps Rationale 
1 Wash hands Standard precaution to reduce 

transmission of microorganisms 

2 Prepare equipment 

 

Promotes efficient time 

management 

And provide an organized 

approach to procedure 
3 Explain procedure to the mother  

4 Close window and doors Prepare the environment to be 

thermally stable.Heat loss can 

occur by convection.An infant's 

temperature regulating 

mechanisms are immature ,and 

the infant is at high risk for heat 

loss,especially premature infants 

5 Count apical pulse,measure 

Temperature and respiration 

before  disrupted 

 

 

 

 6 Fill the bath basin one-half full 

of  Warm water 

 

7 Test temperature of water by 

your  Wrist or elbow 

Prevents scalding of infant 

skin,if a Thermometer is not 

available ,test the temperature of 

the water with the sensitive skin 

on the inside of your wrist or 

elbow 
8 Place the rubber sheet on bed  
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9 Undress the infant ,and wrap 

him in  Bath towel 

 

11 Clean  the  eye using wash 

cloth with  water only from the 

inner to outer aspect of the lid 

Following the nature tear flow 

will prevent the spread of 

microorganisms 

11 Wash the infant face with water 

only  Then dry 

Using plain water will prevent 

soap From irritating the eyes 

12 Wash infant's ears and neck 

giving Particular attention to 

skin fold of the neck, behind 

the ears and the external part of 

the ears 

Prevents possible packing of the 

discharge farther down the ear 

canal. Prevents damage to 

eardrum 

13 Place the infant again on his 

back, Wash, rinse  and dry  

each arm and hand ,pay 

attention to the axilla,dry it 

thoroughly 

 

14 Wash, rinse and dry the infant's 

chest and abdomen. Keep him 

covered with bath blanket or 

towel between washing and 

rinsing 

 

15 Turn the infant on his stomach 

or side, wash, rinse  and dry 

the back 
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16 Wash, rinse and dry the infant 

legs  And feet, pay attention to 

areas between the toes 

 

17 Place the infant on his back 

,clean  And dry the genital 

areas from front to  back, the 

rectal area is cleansed 

lastsinceitisthemostcontaminat

ed 

Wash from front to back to reduce 

the transmission of micro-

organisms from the anus 

18 Pick the infant up using 

football hold position the 

baby's head over the wash 

basin. Lather the scalpusing 

mildsoapandmessagethescalp 

usingyourfingertips 

 

19 Rinse and dry the scalp  

21 Dress the infant  

21 Clean the finger nails with, 

cutting 

Toe nails,comb the hair 

 

22 Clean the equipment  

23 Wash hands thoroughly with 

soap and water, dry with clean 

and dry cloth 

Standard precaution to reduces the 

Transmission of microorganisms 

24 Record the following :time, 

Observation ,reaction of infant 

 

15 Turn the infant on his stomach  

or  side, wash, rinse and dry 

the back 
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16 Wash ,rinse and dry the infant 

legs And feet, pay attention to 

areas between the toes 

 

17 Place the infant on his back, 

clean And dry the genital 

areas from front to back, the 

rectal area is cleansed lasts 

ince , it is the most 

contaminated 

Wash from front to back to reduce 

the transmission of 

microorganisms from the anus 

18 Pick the infant up using  

football hold position the 

baby's head over the wash 

basin. Lather the scalp using 

mild soap and message the 

scalp using your fingertips 

 

19 Rinse and dry the scalp 

 
21 Dress the infant  

21 Clean the finger nails with, 

cutting Toe nails, comb the 

hair   

 

22 Clean the equipment  
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23 Wash hands thoroughly with 

soap and water, dry with clean 

and dry cloth 

Standard precaution to reduces the 

Transmission of microorganisms 

24 Record the following: time, 

Observation ,reaction of infant 

 



79 
 

 

 

1-Fikacl and Cash wells (2117):Apnea in newborn ,p1-02 

2-Partnership comprises(2116):Pediatric guidelines, the bed side clinical 

guidelines partnership comprises,anasthestic and critical care ,p28 

3-World health organization (2114): Early essential newborn care ,clinical 

practice pocket guide  ,western pacific region ,p08-11 

4-James ,Nelson KA & A shwill JW (2113):Nursing Care of children ,principles 

and practice 4th edition ,chapter,01:emergency of the child, PP 812-882. 

5-Mohamed AEL Koumi (2112):  Illustarted baby nelson, general pediatrics, 

neonatology, P061:068. 

6-Gardner (2111): Handbook of neonatal intensive care, chapter 4, 

Delivery room care, 7th edition, P 11:77. 

7-Karen J. ,Robert M. &Richard E. (2111):Nelson essentials of pediatrics, 

chapter 2(the acutely ill or injured child,6 th edition ,P 042:041. 

2- http://www.emedicinehealth.com/script/main/art.asp?article key. 

2- www.pediatricnursing.net 

01-www.pediatricnursing.org/ 

      00 -www.paediatricnursing.rcnpublishing.co.uk/   Google.com & yahoo.com 

http://www.emedicinehealth.com/script/main/art.asp?article
http://www.pediatricnursing.net/
http://www.pediatricnursing.org/
http://www.paediatricnursing.rcnpublishing.co.uk/

