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1 INTRODUCTION

The aim of this thesis was to create an orientation guide for the parents in the Cen-
tral Finland’s Central hospital’s neonatal intensive care unit (NICU). The orientation
guide was made in collaboration with the Central hospital and the neonatal intensive
care unit. The easily adaptable and understandable guide is intended for parents
whose children are currently admitted to the ward. The purpose of the guide is to
educate and encourage parents to participate actively and safely in the care of their
infants. Active participation supports the important early attachment between par-
ents and their infants. Thus the orientation guide serves as an important tool that en-
hances the autonomy, self-determination and independency of parents in the NICU
environment. Additionally it promotes the important role of parents as natural care-

givers regardless of the technical environment.

The neonatal intensive care unit is a highly technological environment where the
small and sick infants are treated and cared for (Altimier & Phillips 2013). The role of
parents in the NICU environment is different from traditional parenting and some-
what peripheral to the care process, as the staff provides the specialized care that
the infant requires and families have to cope with parenting their infants from afar
(Bracht, O’Leary, Lee & O’Brien 2013). Parents separated from their newborns often
experience emotional strain, feel like outsiders and experience lack of control
(Nyqvist, Haggkvist, Hansen, Kylberg, Frandsen, Maastrup, Ezeonodo, Hannula, &
Haiek 2013). Still parental presence and physical contact during the hospital care is
highly important for the future development of the infant and it should be encour-
aged throughout the hospital stay (Lehtonen 2009). Family-centered nursing is pro-
fessional support for the child and his/her parents via a process of empowering and
negotiation, and a set of inclusion and involvement (Mikkelsen & Frederik 2011). In
family-centered nursing families are seen as the natural caregivers for the infant and

parental involvement and decision-making is supported (McGrath 2013).

Entering the neonatal intensive care unit for the first time can be overwhelming for
parents and processing new information while experiencing a traumatic life situation

can be very difficult (Lee & O’Brien 2014). Without proper education and guidance



parents can feel a sense of powerlessness and intimidated by the situation. Lack of
orientation can further isolate parents from their infants impacting both the early at-
tachment and future parenting. (Bracht et al. 2013.) Through sufficient orientation,
however, parental motivation to participate in the infants care, treatment safety,
treatment results and overall family wellbeing can be positively affected (Penttinen
and Méantynen 2009). Bracht et al. (2013) conclude that parent education is abso-
lutely necessary to enable parents to become familiar in their infants’ care, and only
through parental involvement family centered care can it be fully incorporated. Suffi-
cient orientation can effect positively on the motivation and family wellbeing, but

also has a high correlation on patient safety and treatment results.

The orientation guide can be seen as an important tool for the parents facing a new
dramatic life situation with a baby in neonatal intensive care. It offers a practical,
easy to read, visually presented guide of the ward and helps in the transition to the
wards daily routines. It provides understanding of the ward as a whole, from the big
picture to small details. It also helps the extended family to understand the realities
of baby’s current situation and what the parents are dealing with. This thesis is a tool
for guidance in medical and technical knowledge in the neonatal intensive care unit.
The orientation guide demonstrates with pictures the basic everyday functions, basic

practices and machinery of the neonatal intensive care unit of KSSHP.

2 NEONATAL INTENSIVE CARE NURSING

According to Finnish health and welfare services (THL 2014a) 4,2 percentage of all
births in Finland in 2012 were preterm, 0,8 percent infants with a very low birth
weight. After one year of birth 90,8 percent of these infants were still alive. (THL,
2014a.) Internationally, the World Health Organization (WHO 2013) estimates that
the rate of preterm births ranges from 5 percent to 18 percent of infants being born
across 184 countries. Over 60 percent of the preterm births occur in Africa and South

Asia.



Preterm birth is commonly defined as a birth that occurs after 22 weeks gestation
and before the completion of 37 menstrual weeks of gestation regardless of birth
weight. Additionally premature infants can be categorized according to the birth
weight: Low birth weight (LBW) <2500g, very low birth weight (WLBW) <1500g and
extremely low birth weight (ELBW) <1000g. These commonly used margins are how-
ever not scientific but merely historical. Thus, infants born at 36-38 weeks of gesta-
tion may also experience neonatal and even lifetime morbidity related to immaturity
of one or more organs. (Gabbe, Niebyl, Galan, Jauniaux, Landon, Simpson & Driscoll

2012.)

Premature birth can occur due to several uncontrollable reasons both related either
to the health of the mother or the infant. These reasons can be for example struc-
tural issues with the infant, inheritance, placement of placenta or mother’s illness.
(Dufva & Ruuska 2011.) Premature infants are not, however only infants needing in-
tensive care. Complications in birth, infections, cardiac- and circulatory problems,
problems in breathing, developmental issues, issues with the central nervous system,
haematological issues and neurological disorders can all require intensive care for

the infant. (Arasola et al. 2004.)

2.1 Neonatal Intensive Care

A neonatal intensive care unit is an intensive care unit that is specialized in the care
of ill or premature newborn infants with the capability of intensive care for newborn
infants at all times. Its personnel and equipment are fully designed to help small in-
fants from resuscitation to phototherapy and feeding. (HUS 2014.) With better tech-
nical equipment and thus better understanding on the conditions of a fetus and a
newborn baby, neonatal intensive care is constantly increasing (Altimier & Phillips
2013). Boxwell (2010) outlines that the need of intensive care is increasing, as the
childbirths are getting continuously more premature. Also newborns are the most
vulnerable patients and therefore specialized expertise is required in the neonatal in-

tensive care.



The neonatal intensive care unit environment is a place of extraordinary growth

and development. As the uterus no longer protects the infant, the physiological and
neuroprotective needs are dramatically different. (Altimier 2011.) This transition
from the uterus to the life supporting intensive care should be simultaneously both
efficient and gentle (Dufva & Ruuska 2011). Altimier and Phillips (2013) highlight
seven distinct integrative developmental neuroprotective practices that should be
utilized in neonatal care to support the normal development of an infant: the healing
environment, safeguarding sleep, optimizing nutrition, minimizing stress and pain,
positioning and handling, protecting skin, and partnering with families (see figure 1).
As the infant’s body is still underdeveloped, it is highly sensitive to any outside stimu-
lus and every touch and interaction affects the brain development of the infants. (Al-
timier, Kenner & Damus 2015). Without the protection of the maternal womb, prem-
aturely born infants are exposed to negative sensory inputs that can alter the normal
brain development (Altimier & Phillips 2013). Thus light, temperature, sound, smell
and touch stimulus should be adjusted accordingly and limited to minimum when-
ever possible. Overall, all care in the neonatal intensive care unit aims to minimizing

the potential stress to the infant.

Partnering
with families

Safeguarding Positioning
sleep and handling

SMELL, SOUND,
TEMPERATURE,
LIGHT, TOUCH

Optimizing Protecting
nutrition skin

Minimizing
stress and
pain

Figure 1 The Neonatal integrative developmental care model adapted from Altimier

and Phillips (2013) courtesy of Phillips Mother and Child Care.



The neonatal integrative developmental care model includes creating a healing en-
vironment that controls stress and pain while providing a soothing approach that in-
volves the whole family in the infants care and development (Altimier, Kenner & Da-
mus 2015). By following the seven neuroprotective practices the optimal physical,
cognitive and emotional development of an infant can be supported. Through the
healing environment physical environment of space, privacy and safety, and the sen-
sory environment of temperature, smell, sound, light and touch are set to minimal to
provide a gentle suppression, supportive boundaries and flexed positions to help
stimulate a womb like conditions for the preterm infant. Partnering with families will
allow families to participate in the care of the infant, hence supporting the crucial
early attachment and emotional stability of parents and their babies. (Altimier & Phil-

lips 2013.)

2.2 Monitoring in the neonatal intensive care unit

The medical and professional care of infants in neonatal intensive care unit consists
of numerous different components, which are all vital to the survival and develop-
ment of infant. In the neonatal intensive care unit the basic vital sings of breathing,
circulation, body temperature, nutrition and pain of an infant are supported and
monitored closely to detect any early sings of problems. (Dufva & Ruuska 2011.) Fell-
man, Luukkainen and Asikainen (2013) outline: monitoring in the neonatal unit
should be as gentle as possible and any unnecessary or useless monitoring should be
avoided. Additionally only equipment designed for neonatal purposes specifically
should be used. Finally monitoring should be organised to support family centered
nursing (for example during kangaroo treatment) and monitoring should never nega-
tively affect the well-being of the infant. Thus the benefits always need to outweigh

the costs. (Fellman et al. 2013.)

The intensive care situation of a newborn baby is much more delicate compared to
adults and even the smallest details can cause a life lasting effects. To insure a safe
and healthy life for the infant, it is important to know the different procedures and

equipment. The overall professional care of a patient in neonatal intensive care unit



includes know-how on thermal stability management, fluid and electrolyte balance,
nutrition, medication, respitory disorder management, cardiovascular disorder man-
agement, brain injury care, heamatological disorder management, pain manage-
ment, resuscitation, transportation, diagnostic and therapeutic procedures and infec-

tion control. (Boxwell 2010.)

Thermal stability management

Providing a neutral thermal environment where the infant is neither gaining nor los-
ing heat is a major goal for neonatal care (Altimier and Phillips 2013). Thermal stabil-
ity management is highly important when an infant does not have a fully established
and functional thermal production. Hence the lack of thermal stability management
can severely compromise other important body systems. Reasons behind the risk of
hypothermia relate also to the limited capabilities to produce heat by shivering. Heat
loss can be reduced by external and internal insulation. Internal insulation consists of
layer of subcutaneous fat, which starts to develop in the 26 to 29 weeks of gestation.
External insulation can be provided in many different ways, such as clothing and still
air boundaries. Heat loss is basically controlling the outside setting to control con-

duction, convection, radiation and evaporation. (Boxwell 2010.)

In the neonatal intensive care unit, thermal conditions must be stable for the infant.
Radiant warmers are a good way for limiting the heat loss because of easy access and
rapid responsiveness. Still, metabolic rates are higher due to increased evaporative
and convective losses. Infants with low gestational weeks also need humidity and
shielding. Incubators provide an enclosed space. Modern incubators provide protec-
tion from noise, and they are double-walled to reduce heat loss by radiation. Tem-
perature can be set to automatically monitor infants’ temperature by skin servo or
by adjusting the air temperature manually. Other factors that must be considered re-
lated to thermal balance are humidity, skin condition and state of development,
thermal status during transport form delivery room to NICU and between hospitals,

and phototherapy affecting thermal conditions. (Boxwell 2010.)



Fluid and electrolyte balance management

For physiological stability, water and electrolytes are essential. This balance can be
impaired due to different reasons, such as immaturity, lack of function, underlying
sickness such as hypoxia or sepsis. (Boxwell 2010.) Preterm birth has a great effect
on the body water composition, 90% of body weight being water at 23 weeks gesta-
tional age and 80-85% at 25 to 30 weeks (O’Brien & Walker 2013). Imbalance of fluid
and electrolytes for a newborn infant, if not detected early, can lead to significant
morbidity. Development of kidneys starts as early as five weeks’ gestational age and
continues throughout the pregnancy up until weeks 34-36. Urine production begins
in glomerular filtration, and glomerular filtration rate (GFR) an important tool of

managing the fluid balance and health of the infant. (Boxwell 2010.)

Preterm infants fluid intake can be calculated using the infants’ weight. Intake is usu-
ally 120-150ml/kg per 24 hours. It is usually started with less, 60ml/kg per 24 hours
(in well humidified environment), until the postnatal diuresis starts. Urine output is
also carefully monitored. Using accurate body weight, fluid balance can be assessed.
Urine output narrates of water balance, but also renal perfusions. (Boxwell 2012.)
Fluid intake calculations should take all sources of fluid into account, including intra-
venous crystalloids, parental nutrition, drug infusions, fluid boluses and milk (O’Brien
& Walker 2013). Weighed nappies are the simplest way of monitoring the amount of

urine output (Boxwell 2010).

Nutrition management

Managing the nutrition of a sick and/or preterm infant is a challenging, but an essen-
tial job for a nurse in the neonatal intensive care unit. Nutritional needs vary individ-
ually according to weeks of gestation, postnatal age, and growth restriction degree.
Additionally, accompanying diseases and individual needs of the infant must be
taken into account. For sick and premature infants the energy requirements and
metabolic rate are higher and to support their growth it is necessary to meet the en-

ergy and nutritional needs. (Boxwell 2010.)



A small infant in the neonatal intensive care unit is often still unable to breastfeed
due to limited skill to control breathing and sucking rhythm (Dufva & Ruuska 2011).
Additionally oral feeding requires skills, such as gastric emptying and intestinal motil-
ity, salivation, secretion of multiple digestive enzymes, absorption abilities and mu-

cosal protection that are not developed with small infants (Boxwell 2010).

Thus, parenteral (intravenous) nutrition is often used to support enteral feeding
(feeding through the gastrointestinal tract) or in difficult cases to compensate it com-
pletely (Boxwell 2010). The nutritional goal when using parenteral nutrition is to
transfer to breast milk as soon as possible (Aransola, Reen, Vepsaldinen & Yli-Huumo
2004). In the neonatal intensive care units either donated of mothers own breast
milk is used. Gastrointestinal tract develops to be prepared to oral feeding by 20
weeks’ gestation, but due to a disease such as infection, shock or hypoxia, or prema-
turity the development of gastric emptying and intestinal peristalsis can be delayed,
resulting impaired digestion and absorption. For preterm infants it is important to
use the Gl-tract as much as possible to ensure the development of the Gl-tract and

learning the skills necessary for later feeding. (Boxwell 2010.)

Nutritional goals can be simply followed by monitoring the growth of an infant.
These growth measurements include the weight, length and circumference of head.
Following growth is important as appropriate pattern of growth effects on thermal
management, infection control, and cognitive function of the infant later on. Energy
is needed to maintain certain metabolic rate, meaning thermoregulation, respiration,

cardiac function and cellular activity. (Boxwell 2010.)

Breastfeeding

Breastfeeding in the neonatal intensive care unit settings presents significant physi-
cal, emotional and logistical challenges. Still breast milk is optimal nutrition for the
growth and development of the infant and exclusive breastfeeding provides immu-
nological support particularly significant for hospitalized ill and premature infants.
(Benoit & Semenic 2014.) Thus, breastfeeding should be actively supported and en-

couraged in the neonatal intensive care unit environment.



Often in the NICU environment mothers are, however, physically separated from
their infants. Additionally the infants prematurity can affect the nutritive sucking ca-
pacity, making breastfeeding currently impossible. Thus, interventions are needed to
enable mothers to breastfeed on a later time when breastfeeding becomes physi-
cally possible for the infant. Successful establishment of lactation can be achieved us-

ing milk expression by hand or by pump. (Nyqvist et al. 2013.)

One of the major challenges in the neonatal intensive care unit is maintaining/guar-
anteeing the uninterrupted normal breastfeeding pattern where the infant feeds di-
rectly from the breast. Only in medically justified reasons or if mother decides not to
express milk, something other than breast milk should be given. Also for the initia-

tion of nutritive sucking at the breast the infant’s stability should be the only weigh-

ing factor. (Nyqvist et al. 2013.)

Respiratory disorder management

Respiratory disorders are the most common reason to admitting an infant to NICU
(Boxwell 2010). Lungs have to be developed sufficiently in the utero, as their handle
the gas exchange of a newborn and are vital for the survival after delivery. The un-
derdevelopment of lungs is one of the greatest challenges of preterm infants. (Dufta
& Ruuksa 2011.) Preterm infants have a great risk of developing respiratory distress
syndrome (RDS). It is caused mainly of immaturity of the lungs, and risks of develop-
ing it for infants born in 24 gestational weeks are as high as 80%, 28 gestational

weeks born infants have RDS-risk of 70%. (Boxwell 2010.)

The level of respiratory disorder management varies from ventilators to breathing
frequency monitoring, oxygen saturation and transcutaneous oxygen carbon dioxide
measurements depending on the level of maturity of the infants’ lungs. If the new-
born cannot breath independently ventilators are used as long as the infant is strong

enough to breath on their own. (Dufta & Ruuska 2011.)
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2.3 Pain management

Pain management for neonates has gone through major changes in attitude. Also the
perception on neonatal pain has changed within the past few years and causion is
called in the use of analgesics for neonatal babies (Fellman et al. 2013). Through
groundbreaking research both pain and its consequences are now better recognized
and treated. Still, pain often goes over or undertreated due to difficulties to choose
the right tools to recognize the pain. (Boxwell 2010.) Pain can also be caused by sev-
eral different reasons. Prematurity of an infant, a specific sickness, medical proce-
dures and examinations, a mere touching and medication can all be causes of in-

fants’ pain (Aransola et al. 2004).

Recognizing pain in newborn and preterm infants can be difficult. Physiological re-
sponses can be connected for example to heart rate, blood pressure, respiratory
rate, oxygenation and palm sweating. Behavioral responses can be seen with infants
born as early as 28 weeks’ gestation. (Johnston, Filion, Campbell-Yeo, Goulet, Bell,
McNaughton, Byron, Aita, Finley & Walker 2007.) These responses can remain ele-
vated while the physiological responses often wear off as the pain disappears. Pain
assessment should be considered a routine assessment procedure in everyday nurs-
ing interventions. (Boxwell 2010.) There are many validated methods to assess pain
such as the Neonatal Infant Pain Scale (NIPS), the Premature Infant Pain Profile (PIIP)
and Behavioural Indicators of infant pain scale (BIIP) but none of them are widely ac-
cepted or superior to one another (Fellman et al. 2013). Therefore there is a need to

validate the existing tools more than inventing new ones (Anand 2007).

Pain releases stress hormones, which can result in longer hospitalization affecting
negatively to wound healing, infections and exacerbate injury. Early pain experience
directly impacts the later pain behavior. (Boxwell 2010.) Limiting extra stimulus in
the neonatal intensive care unit can also be seen as part of the overall pain manage-
ment. Additionally to medical pain treatment positioning and handling and gentle

touch can be used to treat pain. (Aransola et al. 2004.)
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Medication

Neonates are a unique group to medicate. Their renal and hepatic functions are
greatly different related to adults and even older children. Neonates have also a lim-
ited ability to absorb enterally, especially when sick. The toxicity levels due to medi-
cation must be kept at minimum, and the safe administration and monitoring of the
effects is an important task for a nurse. When considering the effects of a medicine,
there are numerous points to take into account including the route of administra-
tion, gastric emptying and pH, chemical properties of the medicine that influence the
distribution, clearance meaning mainly metabolism in liver and excretion by the kid-
ney. With neonates, these physical functions are immature and can be therefore dif-

ferent. (Boxwell 2010.)

Kangaroo care

Infants treated in the neonatal intensive care unit are exposed to different stress fac-
tors everyday and are often separated from their parents. This separation can be
seen as a major stressor for both the mother and infant. However, this stress can be
decreased by maternal contact between the parent and the infant. When infants
have stayed together with their mothers in the NICU environment a correlation be-
tween mother’s and infant’s cortisol levels at discharge from NICU can be found.
Thus, in order to decrease the stress of an infant, parents need to be present and

stay close. (Mérelius, Ortenstrand, Theodorsson & Frostell 2014.)

Additionally kangaroo care or skin-to-skin contact should be promoted and encour-
aged (Finlayson, Dixon, Smith, Dykes & Flacking 2014). Axelin (2010) also outlines:
kangaroo care, offering skin-to-skin contact for the infant, is the most studied and ef-
fective single intervention improving the development of preterm infants with par-
ent’s closeness. While involving parents to participate in the care, having skin-to-skin
contact with the infant also humanizes the NICU experience (Davanzo, Brovedani,

Travan, Kennedy, Crocetta, Sanesi, Strajn & De Cunto. 2013).
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Kangaroo Care (also referred as Kangaroo Mother Care) is not a new phenome-
non. First introduced in 1983 due to a shortage of incubators, continued research
and clinical practice has demonstrated kangaroo care to be an effective and benefi-
cial method of care both for the mother and infant. (Davanzo et al. 2013.) Kangaroo
care is an intervention that uses skin-to-skin contact and frequent and exclusive or
near-exclusive breastfeeding. The core concepts of kangaroo care being warmth,

breast milk and love. (Nyqvist et al. 2013.)

In skin-to-skin contact the infant lies closely on the parent’s bare chest in an upright
position (Morelius et al. 2014). Skin-to-skin care promotes many beneficial physiolog-
ical conditions for the infant. These include more stable thermoregulation, cardi-
orespiratory stabilisation, higher oxygen saturation, fewer signs of stress, more or-
ganised sleep-wake cycle and decrease pain reactions. (Chiu & Anderson 2009.) For
mothers skin-to-skin care can reduce stress, decrease postpartum depression, and
encourage nurturing and breastfeeding (Morelius et al. 2014). Additionally skin-to-
skin care positively impacts maternal sensitivity, affectionate behaviors and bonding
(Gooding, Cooper, Blaine, Franck, Howse & Berns 2011). Thus, skin-to-skin contact
allows parents to get to know their infants and to develop strong positive feelings to-
wards them. This can also encourage emotional healing and adaptation in the NICU

environment. (Chiu & Anderson 2009.)

In order for the kangaroo care to be successful parents need to be present, fully in-
formed and both physically and psychologically ready for active participation. There
is no predetermined gestational age when an infant is ready for kangaroo care and
the decision to practice it bases on the infants’ stability. Hence, sometimes the in-
fant’s clinical condition and organisation of care can exclude the option of kangaroo

care. (Davanzo et al. 2013.)

Facilitated tucking by parents

The quality of infant care and better infant pain management in the neonatal inten-

sive care unit can be achieved by active parental involvement. Allowing parents to
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also participate in pain management trough facilitated tucking by parents (FTP)
unnecessary separation between parents and infants is prevented and families can

feel more united during their stay in the NICU. (Axelin 2010.)

In facilitated tucking the parent holds the infant in the side-lying, flexed fetal-type
position. Hands should be placed lightly yet firmly over the infant while any stroking
should be avoided. For an infant stroking can actually be very irritating and too stim-
ulating as their neurological system is not yet organised. This position supports the
infant’s body and increases the infant’s ability to cope with pain. Combined with skin
contact this postural support may also result in synergetic effect of pain control. (Ax-

elin 2010.)

According to Gitto, Pellergrino, Manfrida, Aversa, Trimarchi, Barberi and Reiter
(2011) facilitated tucking can significantly reduce the pulse rate and the crying time
of an infant during painful procedures. However, with oxygen saturation facilitated
tucking shows no effects (Gitto et al. 2011). During the facilitated tucking the par-
ent’s hands must be warm and the hold needs to be firm throughout the painful pro-
cedure. It will take few minutes for the infant to adapt and relax under the new stim-
ulus from the hands; hence facilitated tucking should be applied at least two minutes

before the painful stimulus. (Axelin 2010.)

3 FAMILY CENTERED NURSING

For parents the neonatal intensive care unit is a highly stressful place. While being
physically separated from their infant, parents often feel overwhelmed and unable to
fully participate in their child’s care. (Lee & O’Brien 2014.) McGrath (2013) states:
“Parents and families often enter the unfamiliar chaotic environment of neonatal in-

tensive care unit for the first time exhausted, bewildered, and emotionally drained.”

Family centered nursing is defined as a philosophy of care where the essential role of

family for children is recognized and respected (McGrawth 2013). McGrawth (2013)
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outlines that it is not possible to provide efficient health care for the infant in the
neonatal intensive care unit without partnering with the parents and family in every
aspect of the care. Family-centered nursing is professional support for the child and
the parents via a process of empowering and negotiation set inclusion and involve-
ment. It is characterized by a relationship with health care professionals and the fam-
ily, where both parties engage to share responsibility for the benefit of the child and

his/her health care. (Mikkelsen & Frederik 2011.)

Family centered nursing begins from the best interest of the child. Families are seen
as the natural caregivers and constant support for the child. Families’ decision mak-
ing is emphasized and encouraged, however families do not need to take on the
medical culture of the institution. (McGrath 2013.) Family-centered care highlights
that optimal health outcomes are achieved in collaboration with the family when
parents play an active role in providing emotional, social and developmental support
for the infant. In the neonatal intensive care unit, family centered care reallocates

from the disease to the patient in the context of his/her family. (Gooding et al. 2011.)

Family-centered nursing in neonatal intensive care is a holistic concept that consists
of so much more than just the patient’s evaluation, care and treatment. As the actual
patient in neonatal intensive care is a small infant who is either sick, preterm or in
most cases both, the parents and siblings must be taken into considerations as a vital
part of the nursing interventions. With a baby in the neonatal intensive care unit,
parents will experience a wide range of feelings, such as fear, weakness, anger, shock
and denial. These feelings combined with the reality that the newborn is attached to
life support machines, feeding and following the vital signs, the physical closeness is
difficult or sometimes impossible to achieve. Thus, the early attachment and the
bond vital for the future well-being of the infant between the child and his/her par-

ents is at danger. (Juffer, Bakermans-Kranenburg & van Lizendoorn 2007.)

McGrath (2013) states “from the child’s perspective, family centered care is safe and
familiar; the infant is first and foremost a member of a family and care that is individ-
ualized to the family and is thus also individualized to the infant. When the frame-
work of family centered care is the foundation for caregiving, the family is visible,

available, and supportive of their infant’s needs because they are a collaborator and
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integral aspect of every decision that affects their child”. Family centered care is

utilized throughout the whole care process.

Family-centered care is a complex issue for nurses. According to Boxwell (2010) it is a
concept that is constantly evolving with rabidly changing parenting styles and paren-
tal expectations. When a baby is born, family has to cope with great changes in their
lives including the whole new rhythm of life, routines and organization of time, which
might result in stress. This stress is generally temporary. However, when a baby is
born in a more difficult situation and is admitted to intensive care or diagnosed with
a chronic illness, the stress can become conspicuous and interfere with the develop-
ment of the mother-child relationship. (Femmie et al. 2007.) In a situation where the
newborn is in intensive care, it is the nurse’s job to offer support and care also for
the family. Enabling the parents to care for, take responsibility for, and gain
knowledge about their sick and preterm infant is the very essence of family support.

(Boxwell 2010).

Lehtonen (2009) outlines that parental presence and physical contact during the hos-
pital care is highly important for the future development of the infant. The time after
birth is described as a unique and sensitive period for the development of emotional
bond between a mother and a child. This should be recognized and physically sup-
ported by creating possibilities for interactions with the infant. For example, offering
family rooms and promoting skin-to-skin contact when safe for the child. (Lehtonen
2009.) Family centered care helps families to cope with the situation-associated anxi-
ety. Parents who feel they are properly involved in the care process of the infant
have higher confidence and competence in their participation. Additionally, parents

ability to make care and treatment decisions is stronger. (Cockcroft 2011.)

A family centered nursing extends beyond parents and siblings. Cockcroft (2011)
highlights that parent with children in the neonatal intensive care unit need to have a
support network. This both reduces maternal depression as well as creates greater
parental competence. Thus, a family centered visiting policy that allow extended
family visits should be allowed. Parents should be able to decide whose support they

need in the ward and with who they want to share their baby with. (Cockcroft 2011.)
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3.1 Developmentally Focused Nursing Care

Developmentally focused nursing care is a perspective that takes into consideration
the future development of the infant (Boxwell 2010). It is defined as a broad cate-
gory of interventions designed to minimize any stress caused for the infant and the
family in the NICU environment (Barbosa 2013). As intensive care sometimes re-
quires radical actions for treatment some harm can be caused simultaneously and in
this sensitive state some actions can cause difficulties in other developmental areas
if used frequently (Boxwell 2010). In developmentally focused nursing care each in-
fant’s individual capacities guide the nursing interventions that are developmentally
supportive, family centered, sensitive, evidence-based and collaborative. This can be
done trough variety of general environmental, behavioral and care strategies. (Bar-
bosa 2013.) The neonatal integrative developmental care model includes creating a
healing environment that controls stress and pain while providing a soothing ap-
proach that involves the whole family in the infants care and development (Altimier,
Kenner & Damus 2015). Trough neuroprotective practices the optimal physical, cog-
nitive and emotional development of an infant can be supported (Altimier & Phillips
2013). Developmentally focused nursing care is a perspective that should always be

present while considering any measures of nursing interventions (Boxwell 2010).

According to Reid and Freer (cited in Boxwell 2010) there are at least four different
guidelines to developmentally focused nursing. These are: interventions that coun-
teract sensory overload or deprivation, meaning that nursing process includes notifi-
cations of reducing stress and/ or promoting positive sensory experiences, interven-
tions which aim to help the parents to resolve the emotional crisis of preterm birth
and promote maternal-infant attachment, interventions that help parents to be
more sensitive and responsive to their infant’s behavior and improve social interac-
tions, practical care-giving or confidence and interventions aimed at infants and fam-

ilies with diagnosed developmental delay or chronic illness.

In developmentally focused nursing care a multidisciplinary team assures the quality
care for the infants and their families in the NICU environment (Barbosa 2013). Mul-

tidisciplinary team has a key role in optimizing care for clients. Thus, team approach
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in health care enables both better integration of services and more effective sup-
port for the infants and their families. (Wilkes, Cioffi, Cummings, Warne & Harrison
2012.) Trough family-centered care parents are included to this team as the key
members, most important in their infant’s care. This role of parents as primary care-
givers needs to be continuously reaffirmed by health care professionals in the NICU
environment. (McGrath 2013.) The professional working in the multidisciplinary
team in neonatal intensive care environment can be divided into the medical staff in-
cluding nurses, physicians and dietitians, and to the developmental staff including
developmental specialists, physical therapists, occupational therapist, psychologist,
speech therapists and social workers (Barbosa 2013). For the multidisciplinary team
to work efficiently each member of the team needs to have a clear role in the care
process, respected with the others (Wilkes et al. 2012). While each team varies ac-
cording to the individual needs of the infant, physician and nurses are always present

in multidisciplinary teams of NICU (Barbosa 2013).

3.2 KSSHP Neonatal Intensive Care Unit

Neonatal intensive care unit is a care unit with the capability of intensive care for
newborn infants at all times. Its personnel and equipment are fully designed to help
small infants from resuscitation to phototherapy and feeding. (HUS 2014.) The neo-
natal intensive care unit of Finland Health Care Districts (KSSHP) Central Hospital
treats infants that are premature or in otherwise in need of intensive care. In 2013
the most common reasons for neonatal intensive care in KSSHP neonatal unit were
different problems with respiratory and circulatory systems, the common perinatal
infections, prematurity or low birth weight of an infant. Whenever possible very
premature deliveries are mainly done in the Kuopio University Hospital (KYS). In sin-
gle fetus pregnancies deliveries before the 30 weeks of gestation and in twin preg-

nancies deliveries before the 32 weeks of gestation are send to KYS. (KSSHP 2014a)

The ward aims to implement family centered nursing and individualistic client ori-

ented care. Parents are empowered and included to the care process from the begin-
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ning. The ward has one family room and a lounge area. Parents and siblings are
welcome to visit unlimitedly. Other family members are also welcomed to visit, keep-

ing in mind the safety and respect of other patients and families. (KSSHP.)

The ward staff consists of the head of department, two specializing physicians, de-
partment secretary, 17 nurses, 5 children’s nurses, an instrument technician and 3
supply technicians. The multidisciplinary collaboration is done with nutritional plan-
ner, social workers, physiotherapists, occupational therapist, psychologist, speech

therapist and occupational therapist. (KSSHP 2014b.)

4 ORIENTATION AS ATOOL

The existing research on parental orientation in health care settings is very limited.
Even though majority of the academic research in the field is done regarding work
orientation it can be viewed sufficient also for this topic. Parents entering the neona-
tal intensive care unit for the first time can be viewed as new employees taking on a
new “job” taking care of their newborn infant. Penttinen and Mantynen (2009) de-
fine orientation as all the procedures that educate the new comer (employee or par-
ent) about the new environment and community mission statement, stakeholders,
tasks and expectations. Sufficient orientation can effect positively on the motivation,

safety, treatment results and family well being.

According to Penttinen and Mantynen (2009) good orientation builds a foundation to
natural everyday functioning and co-operation. It empowers people by providing
hands-on knowledge, increases safety and well being and encourages involvement.
Trough proper orientation people know what is expected from them and how to par-
ticipate in an adequate way. The aim of orientation is to familiarize parents to a new
task in a new environment including the machinery, methods and goals of treatment

(Lepistd 2004).
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Outlining Lepistd’s (2004) view on the benefits of orientation, adapted to the fam-
ily-nurse relationship, the benefits of orientation can be seen as decreased uncer-
tainty and anxiety to the new life situation while encouraging adaptation to the new
challenging environment. Additionally good orientation will increase the parents abil-
ity to participate in the care process while improving the parent-child relationship
and increasing the positive parental attitude towards care and caretakers. Finally

proper orientation minimizes the risk of accidents and mistakes.

Hence in the neonatal intensive care unit orientation can be also viewed as an im-
portant part of patient safety (Lepisté 2004). Finnish National Institute for Health and
Welfare (THL 2014b) defines patient safety as the right treatment at the right time in
a right way with minimal harm caused for the patient. This follows closely the philos-
ophy of developmentally focused nursing care. Patient safety consists of the safety of
patient care, safety of medical treatment and safety of medical equipment used in
the care process. The culture of patient safety should be systematically promoted

and followed in the care unit. (THL 2014b.)

The neonatal intensive care unit can be a very stressful environment not just for the
infant but also for the parents. The stress of parents is usually triggered by the high-
tech environment, the appearance of a fragile newborn and the loss of parental role
faced in the NICU environment. Additionally parents often feel powerless when deal-
ing with multiple treatment options and medical interventions with uncertain out-
comes. (De Rouck & Leys 2009.) Thus parents need information to reduce the emo-
tional impact and help the adjustment to the NICU environment. Additionally proper
orientation also positively affects the safety and overall treatment results. In the
NICU environment patient safety is highly important and can be achieved thought
simple hygiene procedures. Educating parents about patient safety trough sufficient

hand hygiene and other hygienic procedures is highly important.

Bracht et al. (2013) conclude that parent education is absolutely necessary to enable
parents to become familiar in their infants’ care, and only trough parental involve-
ment family centered care can be fully incorporated. De Rouck and Leys (2009) con-

tinue that parents desire information in order to feel engaged in the care of their in-
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fant. They state that knowledge supports both the adaptation to the new environ-
ment and coping process of the stressful situation (De Rouck & Leys 2009). Addition-
ally educating parents about the NICU environment, their infant’s condition, and rel-
evant procedures helps facilitate parent’s active participation in the care process.
Parents feel education materials on NICU environment and experience reduce stress

and increase parental confidence. (Gooding et al. 2011.)

The orientation guide should be considered as a supplementary material providing
support for the interactions between the staff and family. In order for it to be effi-
cient, an orientation guide should be relatively tight packaged of easily adaptable in-
formation. (Lehtonen 2011.) Hence, for the orientation guide to be efficient it should
be clear and easily understandable. It should also only contain the newest relevant
information that is needed. Parents entering the neonatal intensive care unit are of-
ten overwhelmed by the situation. Both the hospital environment as well as the un-
certain life situation can be scary and in that situation processing huge amounts of
difficult information is not possible. Therefore the orientation guide needs to be sim-

ple and easy to read. (Lehtonen 2011.)

5 AIM AND PURPOSE OF THE THESIS

The aim of this thesis was to create an orientation guide for the Central Finland’s
Central hospital’s neonatal intensive care unit (NICU). Entering the neonatal inten-
sive care unit for the first time can be overwhelming for parents and processing new
information while experiencing a traumatic life situation can be very difficult. With
the help of this orientation guide parental autonomy, self-determination and inde-
pendence in the NICU environment can be promoted as the guide educates parents
and encourages them to actively participate in the care and treatment of their in-
fants. Hence the purpose of this thesis was to create an orientation guide that would
encourage parents in the care of their infants while promoting the important paren-

tal role and early attachment regarding the technical environment.
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The orientation guide provides an easily adaptable and understandable tool for
the parents to use in the neonatal intensive care unit. The orientation guide will as-
sist new parents to adapt all the new information and ease the overwhelming situa-
tion. It offers a practical, easy to read, visually presented guide of the ward and helps
in the transition to the wards daily routines. The orientation guide was made in col-
laboration with the Central hospital and the neonatal intensive care unit. The orien-
tation guide was requested by the staff in the intensive care unit and therefore
meets an existing need. For the orientation guide to complete its aim the following

guestions were considered:

e What do parents want to know regarding the medical care of their child?
e What are the ways parents can participate in the care of their children?

e What are the limitations and regulations of the ward

6 METHODS AND IMPLEMENTATION

6.1 Study method

This thesis is a functional study that aims to produce a practical orientation guide for
parents. A functional study aims to combine practicality together with the latest evi-
dence based theory by producing a functional product for example a written product
(brochure, orientation guide, etc.) or an activity that bases on both the written re-
port on the researched subject as well as the description of the process and results
of the functional study. Functional studies can be work-place oriented studies that
combine practicality and previous research to produce a written material. (Vilkka

2010, Vilkka & Airaksinen 2003.)

Functional studies can be usually divided into two sections (JAMK 2013). In this pro-
cess, the first section consist of the thesis which outlines the phenomenon’s behind

the studied subject and the theoretical framework used in this study. Additionally it



22
describes the process of the orientation guide production. The second section also
includes the final product, the orientation guide created for the neonatal intensive

care unit of Central Finland’s central hospital.

Furthermore this thesis could be viewed as a project as it is includes the process of
producing a written manual for a customer, Central Finland’s central hospital NICU
and has a clear beginning and ending. The process of this thesis project includes the
phases of planning, creating and implementation of an orientation guide. Addition-
ally this project has a recognizable need outlined by the customer. (Kettunen 2009.)
As the old orientation guide of KSSHP NICU is old and outdated it cannot be used any

longer. Thus, a new orientation guide with current information is needed.

6.2 Literature Search and Criteria

Nursing research is a way to identify new information, develop professional educa-
tion and practice, and use resources efficiently (Potter & Perry 2011). The literature
chosen both for the theoretical background of this thesis and the final parental ori-
entation guide consists on the existing research on family centered nursing and neo-
natal intensive care nursing. This literature is collected through a literature search.
O’Gorman et al. (2013) outline that a literature search is considered as a means of
searching the literature for some studies or information. While literature search is
not as systematic as literature review, it is still a valid method for information search.
Reliability of the search can be guaranteed by limiting the searched literature and by
using reliable sources. (O’Gorman et al. 2013.) In this thesis literature search method
was chosen to find specific information needed for the orientation guide and it fo-
cuses on the most recent evidence based, peer reviewed articles. Thus, information

is limited to fit the outlines of this functional thesis.

In this thesis the Nelli-portal was used to search relevant, reliable and trustworthy
scientific articles. The specific article databases used were for example Elsevier, Aca-
demic Search Elite (EBSCO), ProQuest Central and Springer Link. The search terms

that were used, were for example “Neonatal intensive care”, “Neonatal intensive
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care nursing”, “NICU nursing”, “Family centered care”, “family centered nursing”,
“kangaroo care”, “breastfeeding”, “Facilitated tucking” and “Orientation”. Articles
used for the literature review of this paper were all peer reviewed and published in
revised academic journals to ensure the credibility and reliability of the research.
Overall in this thesis 49 different sources were used. Out of these 29 were peer re-
viewed articles, 12 were books and 8 were websites. In order to avoid any old or up-
dated information source material of the theoretical framework was limited to publi-
cations published after 2004. Only one reference older than this was used to de-

scribe the theoretical background of functional research as it could be argued that

this information is still current and up to date.

In addition to articles, books and e-books from Ebraby service were used. Also, infor-
mation was gathered from sources such as the World Health Organisation, Health
and Welfare services of Finland, Duodecim medical portal, JAMK student material
and material provided by the local hospital district KSSHP. All of these sources can be
considered as reliable resources. Finally few previous theses were used to support
the theoretical framework but mainly original sources were searched to guarantee

the correct referencing.

6.3 Production of the Guide

The purpose of this thesis was to create an orientation guide for the Central Finland’s
Central hospital’s neonatal intensive care unit (NICU). The idea was initiated by the
ward as their existing orientation guide was getting old and needed to be replaced. It
was futher requested by the Neonatal Intensive Care Unit staff that the orientation
guide would remain in a written manual form that could be easily handed out to par-

ents and visitors and therefore no other forms were considered.

Throughout the thesis project collaboration was done with the central hospital and
the neonatal intensive care unit outlining the content of the orientation guide. While
the old orientation guide worked as a starting outline, the content was refreshed and

brought up to date as requested by the staff in the neonatal intensive care unit. In
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the recent years family centered nursing and developmentally focused nursing
care have increased their importance in the nursing care in the NICU environment
tremendously. Parental involvement is much more encouraged and supported today
and therefore the focus of the new orientation guide lies strongly in these two sub-
jects. The information gathered into the new orientation guide is current evidence
based knowledge on family centered nursing, developmentally focused nursing and
knowledge how orientation can be used to support parental involvement. The aim all
along was to create an easily adaptable and understandable guide for parents enter-

ing the neonatal intensive care unit for the first time.

The content of the orientation guide follows the outlines of the theoretical back-
ground of this thesis with more specific focus on the KSSHP’s ward’s specific details,
values and functions. A good orientation guide has a clear appearance and structure
with easily understandable sentences. The titles and subtitles are informative about
the content of the following text. (Hyvarinen 2005.) The content of the orientation
guide consists of brief introduction to the NICU unit, its values and daily routines, pa-
tient safety, nurse-patient relationship, early attachment, feeding and intensive care
nursing. These topics are presented in a brief and easily approachable manner to

ease the adaptation of the new information.

The work process of the thesis and orientation guide started in spring 2014. After the
staff of neonatal intensive care unit suggested the topic, the form of execution for
the orientation guide was discussed and selected. Originally alternative and innova-
tive forms of orientation guides were discussed, however due to KSSHP’s guidelines
and request from the staff written manual orientation guide was the only possible
option. Once the topic and form of the guide was set, the theoretical background
and orientation guide was simultaneously gathered together and the content was
outlined. In the content outline both the current theoretical information and the re-
guests of the NICU staff were considered. Throughout the process the content
stayed the same with some minor changes done in the way with the guidance of the

ward staff.

According to Hatva (2008) the visual appearance of the guide is determined by the

actual practical use of the guide. The content should be supported with the layout
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and visual style. Pictures can be used to support the written content and concep-
tion. The visual style (color schema, layout and text) of the orientation guide was de-
signed to suit existing materials and the outlines of the KSSHP. For the orientation
guide photos of the most important machinery of the ward were included to support

the written content.

The orientation guide was send to a final proofreading and accepted in March 2016.
The final product, the orientation guide for the parents entering the neonatal inten-
sive care unit of Central Finland’s central hospital can be found in whole in the Ap-

pendix 1.

7 DISCUSSION

7.1 Discussion of the process and product

The neonatal intensive care unit is a technological environment where the smallest
patients are treated and cared for (Altimier & Phillips 2013). The role of parents in
the NICU differs from the traditional parenting and parents who are physically sepa-
rated from their newborns often experience strong emotions, fears and lack of con-
trol (Bracht et al. 2013, Nyqvist et al. 2013). Still parental presence and physical con-
tact during the hospital care is highly important for the future development of the in-
fant and it should be encouraged throughout the hospital stay (Lehtonen 2009).
Thus, parents should be empowered as the natural caregivers and decision-makers

through family-centered nursing (McGrath 2013).

Without proper education and guidance parents can, however, feel powerlessness
and intimidated by the new overwhelming situation. Lack of orientation can further
isolate parents from their infants. (Bracht et al. 2013.) Moreover processing new in-

formation while experiencing a traumatic life situation can be very difficult (Lee &
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O’Brien 2014). Therefore sufficient orientation should be provided for parents to
empower them in the difficult situation. Through sufficient orientation parental mo-
tivation to participate in the infants care, treatment safety, treatment results and
overall family wellbeing can be positively affected (Penttinen and Méantynen 2009).
Furthermore only through parental involvement family centered care in the NICU can

be fully incorporated (Bracht et al. 2013).

The aim of this thesis was to create an orientation guide for parents entering the ne-
onatal intensive care unit and to support family centered nursing through increased
parental involvement and knowledge. The guide was build on the latest evidence
based information on family centered nursing, developmentally focused nursing and
orientation as a tool with the focus being on the KSSHP’s daily activities and princi-
ples. With the help of this orientation guide parental autonomy, self-determination
and independence in the NICU environment can be promoted as the guide educates
parents and encourages them to actively participate in the care and treatment of
their infants. It also encourages parents in the care of their infants while promoting
the important parental role and early attachment with the infant regarding the tech-

nical environment.

When creating the orientation guide for the parents in the NICU environment there
were few challenges to think about considering the overall content and tone of lan-
guage chosen for the final product. First outlining the content needed careful consid-
eration. While the orientation guide aims to be easily approachable and light it still
needs to educate parents on very important issues and therefore cannot be too su-
perficial. Sufficient education material reduces parents stress and increase parental
confidence (Gooding et al. 2011, De Rouck & Leys 2009). Additionally only trough ad-
equate educations parents can be empowered in the care process and family cen-

tered care can be fully incorporated (Bracht et al. 2013).

Throughout this thesis process the content of the orientation guide was discussed
with the staff of the Neonatal Intensive Care Unit of KSSHP and it aims to fulfill the
needs and wishes that the staff had pointed out for us. With the collaboration of

NICU staff and basing on the content of the old orientation the content of the new

orientation guide was sufficiently outlined to to fit the needs of parents entering the
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neonatal intensive care unit for the first time. However at the point of writing this
report the final orientation guide has not yet been presented to the end users (the
parents), thus it has only been evaluated by the staff. Hopefully later on when the
orientation guide will be in use, parents will give feedback on the guide and it can be

further developed if necessary.

Secondly, the language chosen for the orientation guide was kept as simple as possi-
ble to make the content easily understandable for all parents. Hence the orientation
guide could be considered as a simplified version of this report part of this thesis,
with the same references and sources. This was done deliberately to guarantee infor-
mation would be easy to read and process by all parents. In the neonatal intensive
care unit both the hospital environment as well as the uncertain life situation can be
scary for parents and processing huge amounts of new information can be very diffi-
cult. Therefore the orientation guide needs to be simple and easy to read. Thus in or-
der for an orientation guide to be efficient it should be relatively tight packaged of
easily adaptable information. (Lehtonen 2011.) However it needs to be recognized
that some parents need/want more evidence based information and therefore in the
end of the orientation guide there is a list of references to sources used in this thesis

where parents wanting more detailed information can turn to.

Throughout the process there has been an open dialogue with the head nurse and
nurses responsible of family centered work in the ward. Feedback from the staff of
the ward has mainly focused on the end result and has been positive. In this writing
process the latest evidence based information has been offered trough this thesis
and the ward staffs expertise on filtering the information for the parents has been
relied on. Thus all feedback given by the staff has been taken into careful considera-
tion. The ward staff, with their feedback, has been a great help with the production

of the orientation guide.
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7.2 Product reliability

According to Hirsjarvi, Remes and Sajavaara (2007) product reliability can be sup-
ported by choosing source material critically and by selecting sources that are up to
date. Additionally information must be evidence-based and gathered through re-
search and scientific criteria (Heikkild, Jokinen & Nurmela 2008). Product reliability of
this thesis is guaranteed through using accurate references. All references used in
this thesis were critically examined and selected, peer reviewed and current. Addi-
tionally both Finnish and English sources were used to access the most recent re-
search done in the fields of family centered nursing, neonatal nursing and orienta-

tion.

Finally in this thesis the reporting guidelines of JAMK were followed to assure right
referencing technique. With right referencing any issues of plagiarism or copyright
issues can be prevented. This increases both the ethicality and reliability of the work

and allows the reader to find the original source material easily.

Like any research also this thesis has some limitations that need to be considered
when assessing the product reliability. While the aim of this thesis was to create an
orientation guide for the parents entering neonatal intensive care unit for the first
time, the content of the orientation guide is created together with the staff and re-
lies on the viewpoint of the staff. While parents’ perspective is of course considered
and the orientation guide aims to support parents specifically no parents were con-
sulted when creating the content for the guide. Thus some details parents find im-
portant might have been overlooked. Still, it could be argued that the staff has an in-
sight of what kind of information parents need and want, and what is important for

them to know of the everyday functioning of the unit.

Finally this study is not a literature review and only consists of information collected
to fit the purpose of this thesis trough literature search. Therefore the list of refer-
ences might be somewhat limited. Still, throughout the theoretical framework the
focus has been on the most recent evidence based referencing and all articles that
are used have been peer reviewed. Other than scientific articles only sources that are

considered universally reliable (WHO, JAMK) are used. According to O’Gorman et al.
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(2013) the above measures can be indeed used to guarantee the reliability of the

information search.

7.3 Research ethics

Professional ethics can be seen as the foundation of nursing. Ethics are relevant in all
aspects of the nursing role, including research activities, education and management.
(Chaloner 2007.) Ethical principles of autonomy, justice, fidelity, beneficence and
nonmaleficence guide the nursing practice and decision making (Potter & Perry
2011). This thesis can be viewed as a tool to enhance the autonomy, self-determina-
tion and independence, of parents in the NICU environment as it educates parents
and encourages them to participate actively in the care and treatment of their in-
fants. Additionally beneficence is supported by actively doing something positive,
supporting the early attachment and offering parents much needed information in a
difficult situation with the help of the orientation guide. Outlining developmentally
focused nursing care supports the ethics of nonmaleficence. Finally the orientation
guide supports justice in the ward as it allows everyone in the ward to access the

same information. This guarantees that everyone is treated fairly.

Further more according to Heikkila et al. (2008) choosing the right developmental
area for a thesis can be seen as an ethical topic. In this thesis the topic was chosen
based on the need from the KSSHP neonatal intensive care unit. It was very im-
portant to find a topic that would be beneficial in real life and could be used. The
topic and the content of the final product were outlined together with the staff of
the neonatal ward and stayed the same throughout the work process. The aim was
to create a positive orientation guide that would support parents to cope in a very

difficult situation.

The end product, the orientation guide, currently presents the most up to date theo-
retical information found. As an educational material in the important orientation

process of parents it is acknowledged that the orientation guide needs to be accu-
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rate and up to date. Therefore it relies on the most current evidence based infor-
mation and is approved both by the ward staff and by two tutoring teachers. Addi-
tionally there has been close collaboration with the staff of the ward, and all correc-
tion suggestions given by them have been carefully considered to the end product.
As the field of nursing constantly develops, it is understood and accepted that this
orientation guide will require future changes as the research and information in the
field of nursing is changing fast (i.e. neonatal pain management, parental care, medi-
cational technology). Outlining the professional ethics of nursing (justice, fidelity, be-
neficence and nonmaleficence) the orientation guide will require constant updating
as the focus of it should always be in presenting the most recent evidence based in-

formation for the parents.

7.4 Conclusion and Recommendations for future studies

This thesis was a functional study that simultaneously produced an orientation guide
for parents in the Neonatal Intensive Care Unit of KSSHP and a written report. Trough
literature research a vast amount of information was processed and selected to best
present the current research done in the field of family centered nursing, neonatal
intensive care nursing and orientation as a tool. It highlight the importance of family
centered nursing, parental education and parental involvement in the care process
of the infant regardless of the technical environment of the NICU environment. This
information was then presented in more detail in this theoretical framework and in
simplified version in the orientation guide produced for the parents. As an end prod-
uct this thesis contributes directly in the field of nursing by offering an everyday tool

for parents and staff to use in the KSSHP’s NIC unit.

In this thesis process only the staff was consulted when outlining the content for the
orientation guide. Thus the orientation guide follows the outlines of what the NICU
staff views important when first entering the NICU environment. Therefore as a fu-
ture study it would be very interesting to study how parents themselves view the

new orientation guide and how they would possible develop it further. Additionally



other alternative forms of orientation guides should be considered in the future,

as people more and more wish to study things online or electronically.

31



32
REFERENCES:

Altimier, L., Kenner, C & Damus, K. 2015. The Wee Care Neuroprotective NICU Pro-
gram (Wee Care): The Effect of a Comprehensive Developmental Care Training Pro-
gramme on Seven Neuroprotective Core measures for Family-Centered Developmen-
tal Care of Premature Neonates. Newborn & Infant Nursing Reviews 15 (2015) 6-16.

Altimier, L., & Phillips, R. 2013. The Neonatal Integrative Developmental Care Model:
Seven Neuroprotective Core Measures for Family-centered Care. Newborn and In-
fant Nursing Reviews, 13(1), 9-22.

Altimier, L. & White, R., D. 2013. The Neonatal Intensive Care Unit (NICU) Environ-
ment in Comprehensive Neonatal Nursing Care edited by Kenner, C. & Wright Lott, J.
Fifth Edition. Springer Publishing Company.

Altimier, L. 2011. Mother and Child Integrative Developmental Care Model: A Simple
Approach to a Complex Population. Newborn and Infant Nursing Reviews, 11(3),
105-108.

Aransola, A., Reen, E., Vepsalainen, S-L. & Yli- Huumo, H. 2004. Vastasyntyneiden te-
hohoito. Edited by Koistinen, P., Ruuskanen, S. & Surakka T. Lasten ja nuortenhoito-
tyon kasikirja. Helsinki: Tammi

Axelin, A. 2010. Parents as Pain Killers in the Pain Management of Preterm Infants.
Turun Yliopiston julkaisuja. Sarja D, osa 916. Medica — Odontologica. Doctoral dissor-
tation.

Barbosa, V. M. 2013. Teamwork in the Neonatal Intensive Care Unit. Physical and Oc-
cupational Therapy in Pediatrics, 33(1) 5-26.

Benoit, B. & Semenic, S. 2014. Barriers and Facilitators to Implementing the Baby-
friendly Hospital initiative in Neonatal Intensive Care Unit. Journal of Obstetric, Gyne-
cologic & Neonatal Nursing. Volume 43. Pages: 614-624.

Boxwell, G. 2010. Neonatal Intensive Care Nursing. 2nd edition. Routledge.

Bracht, M., O’Leary, L., Lee, S., K. & O’Brien, K. 2013. Implementing Family-Integreted
Care in the NICU. A Parent Education and Support Program. Advances in Neonatal
Care. Vol. 13, No. 2. Pages: 115-126.

Chaloner, C. 2007. An Introduction to Ethics in Nursing. Nursing Standard; Apr 18-
Apr 24, 2007; 21, 32. Pages: 42-46

Chiu, S-H. & Anderson, G., C. 2009. Effects of Early Skin-to-skin Contact on Mother-
Preterm Infant Interaction Through 18 months: Randomized Controlled Trial. Interna-
tional Journal of Nursing Studies 46. Pages: 1168-1180.

Cockcroft, S. 2011. How Can Family Centered Care Be Improved to Meet the Needs
of Parents with a Premature Baby in Neonatal Intensive Care? Journal of Neonatal
Nursing (2012) 18. Pages: 105-110



33

Davanzo, R., Brovedani, P., Travan, L., Kennedy, J., Crocetta, A., Sanesi, C., Strajn,
T. & De Cunto, A. 2013. Intermitten Kangaroo Mother Care: A NICU Protocol. Journal
of Human Lactation 29(3) Pages: 332-338.

De Rouck, S. & Leys, M. 2009. Information Needed of Parents of Children Admitted to
a Neonatal Intensive Care Unit. A Review of Literature (1990-2008). Patient Educa-
tion and Counseling 76. Pages: 159-173.

Dufva, C. & Ruuska, M. Asiakastyytyvaisyyskyselyn Kehittaminen Vastasyntyneiden
Teho-osastolle. Jyvaskylan Ammattikorkeakoulun Opinndytetyd.

Eskola, J. & Suoranta, J. 2008. Johdatus laadulliseen tutkimukseen. Tampere, Vasta-
paino.

Fellman, V., Luukkainen, P. & Asikainen, T. 2013. Vastasyntyneiden Tehohoito. Kus-
tannus Oy Duodecim, Helsinki

Finlayson, K., Dixon, A., Smith, C., Dykes, F. & Flacking, R. 2014. Mother’s perception
of Family Centered Care in Neonatal Intensive Care Units. Sexual and Reproductive
Healthcare 5 (2014) 119-124.

Gabbe, S., G., Niebyl, J., R., Galan, H., L., Jauniaux, E., R., M., Landon., M., B., Simp-
son, J., L. & Driscoll D., A. 2012. Obstetrics: Normal and Problem Pregnancies, 6th
edition. Philadelphia: Elsevier/Saunders.

Gitto, E., Pellergrino, S., Manfrida, M., Aversa, S., Trimarchi, G., Barberi, |. & Reiter, R.
J. 2011. Stress Response and Procedural Pain in the Preterm Newborn: The Role of
Pharmacological and Non-pharmacological Treatments. European Journal of Paediat-
rics (2012) 171: 927-933.

Gooding, J., S., Cooper, L., G., Blaine, A., I., Franck, L., S., Howse, J., L. & Berns, S., D.
2011. Family Support and Family-Centered Care in the Neonatal Intensive Care Unit:
Origins, Advances, Impact. Seminars in Perinatology. Volume 35, Issue 1. Pages: 20-
28.

Hatva A. 2008. Sisalto ohjaa muotoa. In Tieto kirjaksi. Eds. Jussila R., Ojanen E. Tuo-
minen T. 1st-2nd Edition. Saarijarvi. Kansanvalistusseura.

Heikkila, A., Jokinen, P. & Nurmela T. 2008. Tutkiva kehittdminen. Helsinki: WSOY Op-
pimateriaalit Oy.

Helsingin ja Uudenmaan Sairaanhoitopiiri (HUS) 2014. K7 Vastasyntyneiden teho-
osasto. Reviewed in 14.10.2014 http://www.hus.fi/sairaanhoito/sairaalat/lastenkli-
nikka/osastot/osasto-K7/Sivut/default.aspx)

Hirsjarvi, S., Remes, P. & Sajavaara P. 2007. Tutki ja kirjoita. 13. Painos. Tutkimuksen
eettiset vaatimukset. Otavan kirjapaino Oy.

Hyvarinen R. 2005. Millainen on toimiva potilasohje? Hyva kieliasu varmistaa sano-
man perille menon. Ladketieteellinen aikakausikirja Duodecim 121,16, 1769-1773.



34

JAMK, 2013. Opinndytetyon Raportointiohje, Opinndytetydn runko-osa — erilaisia
rakenteita. Updated 12.03.2012. Reviewed in 14.10.2014. http://oppimateri-
aalit.jamk.fi/raportointiohje/tag/toiminnallinen-opinnaytetyo/

Johnston, C. C., Filion, F., Campbell-Yeo, M., Goulet, C., Bell, L. McNaughton, K. By-
ron, J. Aita, M. Finley, G. A. & Walker, C.D. 2008. Kangaroo Mother Care Diminishes
Pain from Heel Lance in Very Preterm Neonates: a Crossover Trial, BMC Pediatrics,
8:13

Juffer, F., Bakermans-Kranenburg, M., J.& van Lizendoorn, M., H. 2007. Promoting
Positive Parenting. An Attachment-Based Intervention. Taylor&Francis.

Keskisuomen Sairaanhoitopiiri (KSSHP) Vastasyntyneiden osasto. Reviewed in
14.10.2014 http://www.ksshp.fi/fi-FI/Yhteystiedot/Osastot/Vastasyntynei-
den_osasto(35059)

Keskisuomen Sairaanhoitopiiri (KSSHP) 2014a. Vastasyntyneiden osasto. Updated in
12.08.2014. reviewed in 14.10.2014. http://www.ksshp.fi/fi-FI/Ammattilaiselle/Kou-
lutus_ja_opiskelu/Harjoitteluyksikot/Vastasyntyneiden_osasto(45048)

Keskisuomen Sairaanhoitopiiri (KSSHP) 2014b. Toimintakertomus vuosi 2013.
Kettunen, S. 2009. Onnistu Projektissa. 2" renewed edition. Helsinki: WSOYpro.

Lee, S., K. & O’Brien, K. 2014. Parents as Primary Caregivers in the Neonatal Intensive
Care Unit. Canadian Medial Association Journal. August 5. Pages: 845-847

Lehtonen, A. 2011. Perehdytyskansio Marian Koulun LIEKE-Opetukseen. Opinnayte-
ty6. Turun AMK.

Lehtonen, L. 2009. Keskosen Muuttuva Hoito. Ladketieteellinen Aikakausikirja Duo-
decim. 125 (12): 1333-9

Lepisto, I. 2004. Tydpaikkakouluttajan kasikirja. 2.painos. Helsinki: Tydturvallisuus-
keskus

McGrath, J., M., 2013. Family: Essential Partner in Care in Comprehensive Neonatal
Nursing Care edited by Kenner, C. & Wright Lott, J. Fifth Edition. Springer Publishing
Company.

Mikkelsen, G. & Frederiksen, K. 2011. Family-centered Care of Children in Hospital —
a Concept Analysis. Journal of Advanced Nursing. Volume 67, Issue 5. Pages: 1152-
1162.

Morelius, E., Ortenstrand, A., Theodorsson, E. & Frostell, A. 2014. A Randomised Trial
of Continues Skin-to-skin Contact After Preterm Birth and the Effects on Salivary Cor-
tisol, Parental Stress, Depression and Breasfeeding. Early Human Development 91
(2015). Pages: 63-70

Nyqvist, K., H., Haggkvist, A.-P., Hansen, M., N., Kylberg, E., Frandsen, A,, L.,
Maastrup, R., Ezeonodo, A., Hannula, L. & Haiek, L., N. 2013. Expansion of the Baby-



35

friendly Hospital Initiative: Ten Step to Successful Breastfeeding into Neonatal In-
tensive Care: Expert Group Recommendations. Journal of Human Lactation 29(3).
Pages: 300-309.

O’Brien, F. & Walker, I. A. 2013. Fluid homeostasis in the neonate. Pediatric Anesthe-
sia. 24 (2014) 49-59.

Penttinen, A. & Mantynen, J. & 2009. Tyohon perehdyttaminen ja opastus - enna-
koivaa tydsuojelua 2" edition. Tydturvallisuuskeskuksen julkaisu. Reviewed in
14.10.2014. http://www.ttk.fi/files/800/Tyohon_perehdyttaminen2009.pdf

Potter, P. & Perry A. 2011. Basic Nursing, 7" edition. Mosby Elsevier. St. Louis, Mis-
souri.

Terveyden ja hyvinvoinnin laitos (THL) 2014a. Vastasyntyneet 2012. Updated in
20.05.2014. Reviewed in 14.10.2014 http://www.thl.fi/fi/tilastot/tilastot-aiheit-
tain/seksuaali-ja-lisaantymisterveys/synnyttajat-synnytykset-ja-vastasyn-
tyneet/vastasyntyneet

Terveyden ja hyvinvoinnin laitos (THL) 2014b. Potilasturvallisuus. Updated in
25.8.2014. Reviewed in 8.4.2015. https://www.thl.fi/fi/web/laatu-ja-potilasturval-
lisuus/potilasturvallisuus

Vilkka H. 2010. Toiminnallinen opinnaytetyo. http://vilkka.fi/hanna/Toiminnalli-
nen_ont.pdf. Reviewed in 21.02.2015

Vilkka, H. & Airaksinen, T. 2003. Toiminnallinen opinnaytetyd. Jyvaskyla: Tammi.

Wilkes, L., Cioffi, J., Cummings, J., Warne, B., & Harrison, K. 2012. Clients with
Chronic Conditions: Community nurse Role in a Multidisciplinary team. Journal of
Clinical Nursing, 23, 844-855.

World Health Organization (WHQO) 2013. Preterm Birth, Fact sheet N°363. Updated in
November 2013. Reviewed in 14.10.2014



APPENDIX 1. The Orientation Guide

PERHEOPAS

Kansio kertoo sanoin ja kuvin vastasyntyneiden osaston toiminnasta.
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Vastasyntyneiden osasto

Tervetuloa Keski-Suomen Keskussairaalan Vastasyntyneiden osastolle!

Pitelet kasissdsi vauvojen vanhemmille ja ldheisille suunnattua perheopasta, tietopakettia osastomme
toiminnasta, arvoista ja periaatteista. Oppaan tavoitteena on helpottaa ymmartamaan vauvojen hoitotyota

vso:lla.

Oman vauvan tehohoito voi tuntua sekasortoiselta Perheen til on muuttunut vauvan

odotuksen my6ta. Synnytyksen ja vauvan tarvitseman tehohoidon tai tehostetun tarkkailun my6ta tilanne
muuttuu uudelleen. Vauva-arki alkaa vastasyntyneiden osaston kliinisissa olosuhteissa, eika kotona rauhassa

ihastellen ja ihmetellen seka tutustuen uuteen perheenjaseneen.

Vauva tarvitsee nyt ladkinnallista ja sairaanhoidollista apua. Vauva tarvitsee myos Sinua, laheistaan. Me
hoitajat ja ladkarit talla osastolla haluamme varmistaa turvallisen alun eldmalle seka turvallisen ja lampiman
alun myds perheellenne. Haluamme mahdollistaa oman vauvanne ihmettelyn, ihastelun ja tutustumisen
tehohoidon ja tehovalvonnan aikana. Vastasyntynyt ja perhe eivdt ole osastollamme vierailijoita, ja
perheenjdsenten odotetaankin osallistuvan hoivatydhon ja ottavan vauvan pdivittdisesta hyvinvoinnista

vastuuta alusta alkaen.

Vauvanne hoitoon osallistuu moniammatillinen henkilokunta. Siihen kuuluvat |3akarit, sairaanhoitajat,
lastenhoitajat ja vdlillisesti osastonsihteeri ja sairaalahuoltajat. Lisdksi on saatavilla tarvittaessa
fysioterapeutin, sosiaalityéntekijan, psykologin ja ravitsemusterapeutin palvelut. Rontgenin ja laboratorion

palvelut kuuluvat myos osana vauvan hoitoon.

Kansioon on koottu erilaisia teemoja, jotka ovat tehohoitoa ja tehostettua valvontaa vaativan vauvan
kannalta olennaisia. Voitte aina kysyd tai keskustella teille tdrkeistd asioista henkildkunnan kanssa.
Potilasturvallisuutta ja hygieniaa koskevat kohdat on syyta kerrata usein, myds osastolla vieraileville
isovanhemmille tai muille |3heisille. Yhdessa voimme turvata pienten potilaidemme hyvan kehityksen,

toipumisen ja kasvun.
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Hoitoon liittyvat tekniset asiat

Osaston tilat

Vastasyntyneiden osasto on 11 potilaspaikan osasto. Tiloista |6ytyy tehohoitohuone jossa on 7 paikkaa,
seka valvontahuoneita ja perhehuone. Osastolla on myds oleskelutiloja perheille jossa voi hengidhtai ja
viettad aikaa, vaikka katsellen televisiota tai lueskellen. Oleskelutiloissa on myds mahdollista keittaa kahvia
ja sy6da evaita. Tiloista loytyy my6s jadkaappi, sekd lukollisia sailytyskaappeja henkilkohtaisia tavaroita

varten. Kahvit tarjoaa Lastenosastojen tuki ry, eli Lastu.

Keskoskaappi

Vastasyntyneen vauvan lammaonsaatelykyky on
vajavainen. Varsinkin ennenaikaisesti syntyneelld
vauvalla ei ole ihonalaista rasvakerrosta pitamassa
1ampod. Kehityksen ollessa vajavainen myos
muutoin (keuhkot, aivot, iho jne.) tarvitaan kaikki
energia kasvuun. Lampimien olosuhteiden
tukeminen on siis kasvun ja kehityksen kannalta
oleellista. Keskoskaappi tarjoaa mahdollisuuden
ldmpimaan ja riittavan kosteaan suljettuun
ymparistdon. Se eristaa samalla myos kovilta danilta

seka liialliselta valaistukselta.

Keskoskaappi helpottaa my6s tarkkailua; kaapin lampgolosuhteet mahdollistavat vauvan vaatettamisen
kevyemmin, eika peittoa tarvita. Ruumiinldimmon varmistamiseksi hoidot pyritdan toteuttamaan joko
keskoskaapissa, tai jos vauvan kunto kestaa liikuttelua, hoitopoydalla lampélampun alla.
Lammaonsaatelykyky otetaan huomioon mybs vauvan pukemisessa seka esimerkiksi avokaapissa ollessa

vaikka lampdpatjalla.
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Monitorointi

Vauvojen tilaa seurataan tarkasti erilaisilla mittareilla. Yhdelle ndytolle
on mahdollista saada erilaisia elintoimintoja numeraalisesti ja kdyrina
esitettynd. Nama mittaukset pystytaan tekemadn asettamalla vauvan

ihoa vasten erilaisia sensoreita, jotka hdiritsevat vauvaa vain vahan.

Lukemia seurataan jatkuvasti siksi, etta mahdolliset ongelmat
pystytddn havaitsemaan mahdollisimman nopeasti. Mahdollisimman
aikainen puuttuminen mahdollistaa hyvdn ja tarkan hoidon, seka
vahentad myohempia komplikaatioita. Tarkeitd seurattavia asioita
ovat hengitys ja happeutuminen, verenkierto, ruumiinlampa,
ravitsemus seka kipu. N&ita asioita kuvaavat mm. verenpaine, pulssi,

happisaturaatio, hengitystiheys ja lampa.

Monitoreihin on usein asetettu erilaisia raja-arvoja, joiden ylittyessa
tai alittuessa monitori saattaa halyttaa. Halytyksia saattaa tulla myds
sensorin huonosta kontaktista, tai liikkumisen aiheuttamista
virheista. Erilaiset hilytysaanet ovatkin osastollamme arkea, mutta
niitd ei kannata kuitenkaan sdikahtaa. On tarkea muistaa etta
halytysten kuittaamisesta huolehtii henkildkunta, joilla on valmiudet

puuttua tilanteisiin joissa vaaditaan |aketieteellisia toimenpiteita.

- -

| Frivie =

Vauvan seurantaan kaytettavid laitteita:
monitori, verenpainemittari ja ekg-latkat
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Infuusiopumput

Pienten vauvojen hairitsevad hoitoa pyritaan valttamaan. Tavallisesti on
kuitenkin tarpeellista avata suoniyhteys jonka kautta ladkinta ja ravitsemus
voidaan turvata. Infuusiopumput mahdollistavat tarkan ja tasaisen ladkinnan
seka pienet annokset suoniyhteyden kautta. Tama varmistaa osaltaan vauvan

turvallisen laakinnallisen hoidon josta ei koidu ylimaaraista haittaa.

Hengityksen tukeminen

Saturaatiomittari kertoo helposti vauvan hapettumisen tilasta.
Sensori asetetaan iholle, usein kateen tai jalkaan, ja se kertoo
kuinka paljon vauvan veressa kiertad happea. Saturaatiomittari
reagoi valittomasti muutoksiin. Mittari on myds herkka liikuttelulle,
joten vauvan liikkuessa tai hanta siirrettdessa se saattaa aiheuttaa
halytyksen. Hoitajat reagoivat tahan ja asettavat mittarin

paikalleen.

Vauvojen hengitysta joudutaan valilld tukemaan. Kevyemmat
versiot tuesta ovat esimerkiksi happiviikset tai ~maski joissa virtaa
erikseen madritelty maara happea per minuutti. Muita hengityksen
tukemiseen tarkoitettuja valineitd ovat esimerkiksi CPAP-laite, eli

positiivisen paineen aiheuttava maski joka asetellaan vauvan

kasvoille. Vauvojen hengitysta tuetaan joskus, harvoin, myos
intuboimalla, eli hengitysputkella. Vauvaan voi koskea ja hanta saattaa voida jopa kenguruhoitaa myos

hengitystuessa. Kaikki askarruttavat asiat kannattaa ottaa puheeksi hoitajan kanssa.
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Sinivalolla hoidetaan “vauvan keltaisuutta®, eli bilirubinemiaa.
Bilirubinemia voi syntyd vastasyntyneella erilaisista syista.
Sinivalohoito toteutetaan laittamalla vauva makoilemaan
sinivalolampun alle silmat peitettyna. Bilirubiini on lyhytaaltoiselle
valolle herkkaa, ja hajoaa sinivalon alla vesiliukoiseksi seka haviaa

virtsan mukana. Hoito kestaa usein 1-4 vuorokautta.

Potilasturvallisuus

Terveyden ja hyvinvoinnin laitos (2015) on maaritellyt potilasturvallisuuden sisdltavan muun muassa

seuraavaa:

- Potilas saa tarvitsemansa ja oikean hoidon, josta aiheutuu mahdollisimman vahan haittaa.

- Potilasturvallisuuteen kuuluu hoidon turvallisuus, lddkehoidon turvallisuus seka l3akinnallisten
laitteiden turvallisuus
Potilasturvallisuuskulttuuri on potilaiden hoitoa edistavda suunnitelmallista ja jarjestelmallista

toimintatapaa.

Hoitohenkilokunnan lisaksi myds potilaan laheisilla on iso rooli potilasturvallisuuskulttuurin toteutumisessa.
Kaytannossa tama tarkoittaa rauhallisuutta, hienotunteisuutta ja toisten huomioon ottamista sekd ennen
kaikkea hygieniasta huolehtimista. Vauvan hoitoon liittyy paljon samaa hoivaa kuin kotioloissakin. Yhtalailla

taalla sairaalaolosuhteissa, kaikki vauvan hoito toteutetaan rauhallisesti ja turvallisesti.

Osastolla voi olla samaan aikaan useita perheitd. Toisten huomioon ottaminen koostuu muun muassa

seuraavista:

- Meluttomuus ja rauhallisuus
- Tuoksuttomuus
Ehdoton vaitiolovelvollisuus

- Kasihygienia
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Laakehoito

Laakehoidosta vastaa aina lddkari. Hoitoa toteuttaa yhdessa |aakarin kanssa ladkeluvat omaava
sairaanhoitaja tai lastenhoitaja. Lidkehoitoa toteutetaan suun kautta, nena-mahaletkun kautta sekd
suonen sisdisesti. Joitain ladkkeitd kaytetadn vauvoilla myds perdaukon kautta, seka hengitettyna

hoyrynd. Lidkehoidon turvallisuutta varmistetaan muun muassa:

- Selkeilld Iaakemaarayksilla
- Huolehtimalla hygieniasta ladkkeiden kanssa toimiessa
- potilaan, ladkkeen, annoksen ja antoreitin tarkistus kahden hoitajan voimin

- laakkeiden antoon liittyvien laitteiden turvallinen kaytto

Vauvan hoidossa kaytetadn monenlaisia laitteita. Laitehoidon turvallisuus tarkoittaa laitteiden oikeanlaista
ja tarkoituksenmukaista kayttod, laitteiden toimintavarmuutta ja huoltoa seka niiden kayton osaamista.
Hoitajat on perehdytetty kdyttamaan laitteita, ja onkin erityisen tirkeda etta he kayttavat niita. Jos jokin
halyttaa tai vilkkuu, on syytd odottaa etta hoitaja tulee kuittaamaan halytyksen ja tarkistamaan mista se on

johtunut.
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Kasihygienia

Vauvanne on erityisen herkka infektioille. Kasidesin oikeanlaisella kaytolla
pystytadn ehkdisemaan valtavia maaria erilaisten infektioiden leviamista ja

nainollen ehkdisemaan sairastumista.

Erilaisten tartuntojen ehkdisyyn liittyy laheisesti kolme erityyppistd
levidmistapaa: kosketustartunta, pisaratartunta ja ilmatartunta. Naista
kosketustartunta on selvasti yleisin tartuntamuoto. Kosketuksen
valityksella tartunta voi olla joko suora, eli esimerkiksi kdsien kosketuksesta
tarttuva tai epasuora, esimerkiksi erilaisilta pinnoilta joita kosketaan paljon,
kuten puhelin. Kasien pesu saippualla ja kasidesin tehokas, riittdva ja
oikeanlainen kdytto auttaa ehkdisemaan suuren osan kosketustartunnoista.

Onnistuneen kasihygienian kannalta on tarkead koruttomuus ja kasidesin
saatavuus ja oikeanlainen kayttd. Kasidesia tulee kdyttaa aina osastolle
tullessa ja sieltd poistuttaessa. Kasidesia on hyva kayttad myds juuri ennen
vauvan koskemista ja myds sen jilkeen. Kasidesia tulee annostella
riittdvasti, 30-50ml eli kaksi painallusta pumppupullosta. Huuhdetta
hierotaan ensin sormenpaihin, sitten kaimmenet vastakkain, sitten peukalot
ja lopuksi sormien vilit unohtamatta kammenselkaa. Huuhdetta tulee

hieroa kasiin niin kauan ettd kadet ovat kuivat.

Kasien
desinfiointi-
ohjeet

2-3 painallusta
kasidesia

Aloita upottamalla
somenpaat
huuhteeseen. Tee

sama toisella
kadella.

Levita joka puolelle
kdsia, sormien
valeja ja peukaloita
unohtamatta.

Hiero kasia yhteen
kunnes ne ovat
kuivat. Muista myds
kammenselka.

Ajallisesti koko
prosessiin kuluu n.
30 sekuntia

Yskimishygienian noudattaminen ehkaisee pisaratartuntojen valitykselld tapahtuvia sairastumisia. Yskimista

ei aina voi estda, mutta pisaroiden leviamisen voi. Oikeanlainen tapa estaa levidminen on peittad suu ja nena

kertakdyttoliinalla. Nendliinan puuttuessa, yski hihan yldosaan, ei kasiin. Kadet tulee pesta saippualla ja

desinfioida kasihuuhteella huolellisesti. (Ksshp Potilasohjeet).

Vauvojen infektioherkkyyden vuoksi osastolle tuloa tulee valttas sairaana.
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Vauvan hoitaminen

Vauvan ruokailu ja imettaminen

Vastasyntyneen luonnollinen ja paras ravinto on rintamaito. Viimeaikainen
tieteellinen nadyttd viittaa erittdin vahvasti siihen ettd didin maito on
koostumukseltaan juuri omalle vauvalle sopivaa. Rintamaito sisaltaa
ravintoaineiden lisaksi muun muassa entsyymeja ja hormoneja jotka
vaikuttavat vauvan kehitykseen positiivisesti ja edistavat vastustuskykya.
Imetys nopeuttaa myds didin palautumista synnytyksesta ja vapauttaa
onnellisuuteen liitettya oksitosiinia. Imetys auttaa myos yhteisen
tutustumisen aloittamisessa ja varhaisen vuorovaikutuksen kehittymiseen
my®onteisesti. Vaikka tarkkailu- ja tehohoito tuovat mutkia matkaan,
kannustamme kaikkia diteja aloittamaan turvallisen ja rauhallisen

tutustumisen imettamalla vauvaa.

Mikali imettaminen ei vauvan voinnin vuoksi ole mahdollista, on synnytysvuode- ja vastasyntyneiden
osastoilla rintapumppuja maidon pumppaamiseksi. Kiytésta ja sen ohjaamisesta voit kysyd tarvittaessa
hoitajiltamme. Maidon pumppaamiseen, sailytykseen ja hygieniaan on olemassa hyvat ohjeet vanhempia ja

erityisesti aiteja varten.

Usein vauvojen ravinnonsaanti turvataan nend-mahaletkulla. Nena-mahaletku helpottaa ruokailua silld se
poistaa imemiseen ja nielemiseen liittyvan tyon vauvalta ja vauva voi keskittyd kasvamiseen. Nena-
mahaletku sallii imetys- ja pulloruokintaharjoitukset. Harjoituksissa edetaan vauvan voinnin ehdoilla, heti

kun tilanne on tasainen, voi lyhyita kokeiluja alkaa tehda.

Kenguruhoito

Teho-osaston vauvat ovat tavallista enemman alttiina erilaiselle henkiselle ja fyysiselle stressille. Yhdessa ja
lahekkdin vietetty aika vahentaa stressihormonien maaraa ja lisda onnellisuushormonin tuotantoa, ja

vanhempien lasna ja lahelld olo on erittdin suotavaa!

Kenguruhoito on ihokontaktia ja laheisyytta tarjoava tapa. Sen tarkoituksena on tarjota rauhaa, lampoa ja
helpottaa imetyksen aloittamista ja maidon erittymista. Kengurussa vauva lepaa vanhemman paljaalla

rinnalla kohoasennossa. Se usein tasaa vauvan limmonsaatelyd, seka hengitystd ja sydamen syketta.
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Saturaatio, eli happeutuminen voi parantua, ja kivun ja stressin merkkeja esiintyy vihemman. Aideilla
ihokontakti lapsen kanssa vahentaa stressia, riskia sairastua synnytyksen jalkeiseen masennukseen ja
rohkaisee vauvan hoitamiseen ja imettamiseen epatavallisissa olosuhteissa. Lahelld olo lisad herkkyytta
vastata vauvan tarpeisiin ja herattaa positiivisia tunteita vauvaa kohtaan. Se voi toimia tavallaan terapiana
erilaisen alun kasittelyssa. Ei ole olemassa mitdan ennalta maarattya ikaa jolloin vauva on valmis
kenguruhoitoon. Kun vanhemmat ovat valmiita, keskittyneita, lasna ja varmoja, seka vauvan vointi on
riittdvan tasainen, voidaan kenguruhoito turvallisesti aloittaa. Kenguruhoitoon tulee valmistautua niin ettd
siind voidaan viettaa pitkaan, jopa nelja tuntia. Ennen aloittamista on hyva syoda ja kdyda esimerkiksi

vessassa. Kenguruhoidon aloituksesta tulee aina keskustella hoitajan kanssa.

Kenguruhoito on myds erityisesti isille, ja vaikka isovanhemmille erittain oiva tapa tutustua pieneen
vauvaan. Limmin |3hella olo rakastavan ihmisen sylissa ei katso ikad, sukupuolta tai roolia lapsen elamassa.
Se tarjoaa mahdollisuuden osallistua, auttaa, tutustua. Se on mainio keino olla konkreettisesti |asna

turvaamassa lapsen kasvua ja kehitysta.

Kasikapalo

Vastasyntyneen kivun hoidon haasteena on kivun arviointi. Vastasyntyneen kommunikointikeinojen
puuttuminen haastaa tarkkailemaan vauvan kokonaistilaa, asentoa, ilmetta ja elintoimintoja. Kipua voidaan
mitata useammallakin mittarilla, mutta ndiden luotettavuutta on vaikea arvioida. Elintoimintojen muutokset,
ruumiinkieli sekd ilmeet, ja mahdollisesti itku auttavat arvioinnissa. Vanhempien osallistuminen vauvan
kivunhoitoon vahentaa tutkitusti seka vanhemman ettd lapsen stressid. Vanhempien osallistuminen voi

kaytannossa tapahtua kidsikapalon muodossa.
Kasikapaloa voidaan kayttaa pienimmillakin ennenaikaisesti syntyneilla vauvoilla.

o Kokoa kylkiasennossa oleva vauva lampimin kasin sikidasentoon tuoden vauvan kidet ja jalat |dhelle
vartaloaan

o lhokontaktia tulisi olla mahdollisimman paljon

e Kasikapalo-ote kannattaa aloittaa jo esimerkiksi hetked ennen epamiellyttavaa tapahtumaa, niin etta
vauva on rauhallinen toimenpiteen koittaessa

e Vauvan tiivista ja lammintd kasikapaloa jatketaan toimenpiteen ajan, ja vield muutama minuutti sen
jalkeen, kunnes vauva on rauhoittunut.

* Irrotus kasikapalo-otteesta tulee tehda rauhallisesti.
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Asentohoito

Vauvan ollessa osastollamme hoidossa, hanta makuutetaan usein kylkiasennossa. Asentoa saatetaan tukea
erilaisilla makkaroilla ja tyynyilla. Kyljelld, sikioasennossa maaten vauvan hermoston kehitys vastaa kohdun
olosuhteita muistuttavaksi, ja tama on erityisen tarkeaa ennenaikaisesti syntyneilld lapsilla. Myds
tdysiaikaisten vauvojen oloa helpotetaan vaihtelemalla tasaisin viliajoin asentoa. Asentohoito ajoitetaan
usein muiden hoitotoimenpiteiden kanssa samaan yhteyteen. Kun vauvaa pestaan, ruokitaan, tutkitaan tai
|aakitaan, hanen lepoasento vaihdetaan samalla. Téll6in saatetaan vaihtaa my6s mittausantureiden paikkaa.
Nain pyritaan edesauttamaan vauvan tottumista eri asentoihin seka tuntoaistin kehittymista. Vauvan on hyva
saada tuntoaistimuksia joka puolelle kehoa. Asennon ja sensorien paikan vaihtamisella ehkaistagn myos

painehaavoja, eli paineen aiheuttamia ihorikkoja herkalla iholla.

Omabhoitaja

Vauvanne ollessa osastollamme pidemman aikaa, nimetadn hanelle omahoitaja. Omahoitajia voi olla
useampi, yleensa yhdesta kolmeen hoitajaa. Omahoitaja perehtyy vauvan asioihin usein syvillisemmin ja
pyrkii osallistumaan hoitoa koskeviin tapaamisiin aina kun mahdollista. Mikili haluatte keskustella vauvanne
asioista, kannattaa omahoitajaan olla yhteydessi. Omahoitajan tehtdviin voi tilanteesta riippuen liittya

esimerkiksi perheen hoidon tarpeen arviointia, hoidon suunnittelua, seka toteutuneen hoidon arviointia.

11

47



K kein pieni

Kun on otkein pieni
Voi lentaa linnun untuvalla,
Nukkua orvokin lchden alla,

Kun on otkein pieni

Kun on otkein pieni

Voi keinua heinis
Levitd kukassa tuoksuvassa,

Kun on otkein pieni

Kun on oikein piens,
Voi istua lumihiutaleille,
Liitaa maailman tuulien teille,

Kun on oikein pient.

Hannele Huowvt

12
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Lue lisaa
Maailman terveysjarjesto tarjoaa kansainvalisid suosituksia hoitotyohdn. Esimerkiksi kdsihygieniasta voit

lukea www.who.int

Terveyden ja hyvinvoinnin laitos THL tarjoaa laajasti tietoa kansallisista terveyssuosituksista aina
potilasturvallisuudesta lasten rokotusohjelmiin. vawvw thlfi

Vaestoliiton sivuilta |6ytyy vanhemmuuskeskus joka tarjoaa tietoa perheen eri vaiheisiin www.vaestoliitto.fi

Kelan verkkosivut ja sahkoinen asiointi, seka Sosiaali- ja terveysministerion verkkosivut helpottavat

lapsiperheen arkea wvw kela.fi/lapsiperheet , http://stm.fi/toimeentulo/lapsiperheet

Jyvaskylan kaupungin neuvolat http://www.jyvaskyla fi/terveys/neuvolat

Terveyskirjasto tarjoaa |laajasti luotettavaa tietoa sairauksista ja kaypa hoito -ohjeita www.terveyskirjasto.fi

Vertaistukea voi loytaa esimerkiksi erilaisten potilasjarjestojen sivuilta:

Leijonaemot www.leijonaemot.fi

Sydanlapset ja -aikuiset http://www.sydanlapsetja-aikuiset.fi/
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