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Infant of diabetic mother (IDM)
Name: _______________________












Date: ______________________

Date of Birth: __________________












Diagnosis: __________________
	NURSING INSTRUCTION
	NURSING ACTION

	1. MONITOR AND MAINTAIN GLUCOSE LEVELS
	· See Guideline: Management of Large for Gestational Age(LGA) baby

· Check dextrostix on arrival - thereafter according to Management of hypoglycaemia guideline
· Observe for hypoglycaemia due to ↑ insulin levels

	2. OBSERVE FOR SIGNS OF PREMATURITY
	· Although baby may be large he/she may be premature and have complications of prematurity (see Premature Infant Care Plan)

	3. OBSERVE FOR SIGNS OF BIRTH INJURY

(due to baby’s large size and thus cephalopelvic disproportion)
	· Observe for and report signs of cephalhaematoma (swelling does not cross the suture lines) or subaponeurotic haemorrhage(bruising at the base of hair line);. Observe for a Moro that goes straight forward or irritability

· Fractured clavicles - decreased movement of one arm, one sided or incomplete Moro

	4. OBSERVE FOR JAUNDICE

(due to haemolysis secondary to cephalhaematoma/polycythaemia)
	· Do a “flash” and TSB if baby appears jaundiced (see Jaundice Care Plan and Guideline: Management of Jaundice)
· Commence phototherapy as required

	5. OBSERVE FOR POLYCYTHEMIA
	· Observe for and report any redness or plethoric appearance

· Monitor haemoglobin

	6. OBSERVE FOR BOWEL OBSTRUCTION

(most common is duodenal atresia)
	· Observe that anus is patent and baby has passed stool

· Observe for and report signs of distension, vomiting, or bile stained aspirates

· Insert size 8 NGT and aspirate hourly if distension present

· See GIT Abnormality Care Plan

	7. OBSERVE FOR SIGNS OF CARDIAC FAILURE

(secondary to hypertrophic obstructive cardiac disease)
	· Listen for cardiac murmur

· Observe for and report cardiomegaly (on x-ray) and hepatomegaly (liver palpable below rib border)

· Observe for and report tachycardia and tachypnoea. 
· See Cardiac Anomaly Care Plan

	8. OBSERVE FOR SIGNS OF RESPIRATORY DISTRESS

(possibly due to hyaline membrane disease)
	· Observe for and report apnoea, recession, grunting, nasal flaring, tachypnoea or cyanosis

· Administer O2 in order to maintain saturations 85 - 93%

· See Neonate Care Plan

	9. MAINTAIN FLUIDS AND NUTRITION
	· Baby may be put to breast if no complications evident. Erect IV line if required

· See Neonate Care Plan
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