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Abstract 

Background: Assisted reproductive technologies (ART) have expanded worldwide, allowing millions facing infertility to achieve 
parenthood. However, the trajectory from prolonged infertility interventions to gestation, delivery, and home-based infant care 
involves severe physiological, psychosocial, and systemic vulnerabilities. Pregnancies achieved via ART present significantly 
elevated incidences of preeclampsia, gestational diabetes mellitus (GDM), placenta accreta spectrum (PAS), preterm labor, low 
birth weight (LBW), and neonatal intensive care unit (NICU) admissions. Psychosocially, parents often endure "infertility survivor 
syndrome," characterized by persistent hypervigilance, perinatal anxiety, affective detachment, and postpartum depression. 
Despite these realities, healthcare systems frequently isolate reproductive endocrinology, high-risk obstetrics (OBG), inpatient 
midwifery, community health nursing (CHN), and home-based pediatric nursing into disconnected silos. 
Aim: To establish a standardized, evidence-based nursing care continuum that unites Obstetric and Gynecological (OBG) nursing, 
Community Health Nursing (CHN), and home-based pediatric care into an integrated clinical pathway for families conceiving 
through infertility interventions. 
Methods: Synthesis of clinical trials, perinatal epidemiology, nursing theories (Afaf Meleis’s Transition Theory and Dorothea 
Orem’s Self-Care Deficit Theory), and public health clinical frameworks. Standardized protocols were modeled across five 
operational phases: Pre-Transition and Handover, Antenatal High-Risk Safeguarding, Intrapartum and Early Puerperium Acute 
Protocols, CHN Postpartum Home Recovery, and Specialized Home-Based Pediatric Nursing. 
Findings: Standardized nurse-led transition pathways, proactive vascular-metabolic surveillance (e.g., first-trimester uterine 
artery Doppler screening, calibrated low-dose aspirin prophylaxis, tiered glucose profiling), structured trauma-informed 
psychoeducation, and integrated home-based pediatric nursing drastically mitigate adverse perinatal outcomes, promote 
exclusive human milk feeding, reduce emergency department readmissions, and stabilize early parental attachment. 
Conclusion: Eliminating fragmentation between tertiary reproductive medicine, community maternal-child programs, and 
primary health networks requires a formalized, nurse-navigated clinical bridge. This protocol delineates operational algorithms, 
risk matrices, and nursing interventions necessary to optimize maternal-infant health across the reproductive continuum. 

 

Introduction and Theoretical Foundations 
Over the last four decades, assisted reproductive technology (ART)—encompassing in vitro fertilization (IVF), 
intracytoplasmic sperm injection (ICSI), preimplantation genetic testing (PGT), and gamete/embryo donation—has 
transformed reproductive medicine. Despite these achievements, clinical practice treats embryo implantation and 
early viability confirmation as isolated endpoints, abruptly discharging patients from specialized fertility centers to 
generalized obstetric services without structured transition care (Warmelink et al., 2022). 
Couples emerging from prolonged involuntary childlessness, repeated treatment failures, systemic invasive 
procedures, and immense financial strain do not present as low-risk expectant families. Instead, their pregnancies 
carry biological risks tied to advanced maternal age, underlying metabolic or reproductive disorders (such as 
polycystic ovary syndrome, endometriosis, and tubal factor pathology), supraphysiological hormonal states during 
controlled ovarian hyperstimulation, epigenetic modifications, and cryopreservation protocols (Jenabi et al., 2026). 
Furthermore, the psychological transition from the hyper-monitored, clinical security of an infertility clinic to 
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community-based maternity care induces considerable distress, ungrounded fear of pregnancy loss, and pervasive 
vulnerability (Asante-Afari et al., 2022). 
To address these vulnerabilities, clinical practice requires an integrated nursing framework across three core 
disciplines: 
1. Obstetric and Gynecological (OBG) Nursing: Managing maternal-fetal surveillance, assisted reproductive 

pharmacotherapy weaning, hypertensive disorders, placental anomalies, and acute peripartum events. 
2. Community Health Nursing (CHN): Bridging hospital discharge and public health systems, coordinating 

maternal-infant welfare, managing sociodemographic barriers, and conducting environmental assessments. 
3. Home-Based Pediatric Nursing: Providing clinical surveillance for preterm, low-birth-weight, or 

developmentally vulnerable neonates, while facilitating infant feeding support and parent-child attachment 
within the domestic environment. 

 
Theoretical Grounding 
This framework synthesizes two classic nursing models: 

• Afaf Meleis’s Transition Theory: Meleis defines transitions as passages between stable life stages characterized 
by disruption, changed relationships, and altered behavioral patterns. Transitions from infertility to parenting 
represent a complex compound transition: health-illness (recovering from reproductive trauma), situational 
(shifting from clinical infertility client to pregnant person and parent), and developmental (becoming a parent). 
Nursing interventions must clarify expectations, provide continuous reassurance, build practical skills, and 
reinforce social support systems (Hwang, 2022). 

• Dorothea Orem’s Self-Care Deficit Nursing Theory: Orem posits that nursing care is required when patient self-
care demands exceed their self-care agency. Women emerging from long fertility regimens often develop 
learned dependence on clinical monitoring. Transitioning to self-care during pregnancy and newborn 
management requires nurses to move through wholly compensatory, partly compensatory, and supportive-
educative modalities, guiding parents back toward autonomy. 
 

Pathophysiological, Vascular, and Perinatal Vulnerabilities in ART Conceptions 
Pregnancies achieved via ART display distinct pathophysiological pathways that differ markedly from spontaneous 
conceptions. OBG and community health nurses must evaluate the mechanistic foundations of these elevated 
clinical risks. 
 

Clinical Condition Etiological Mechanisms in ART Conceptions Relative Risk / Impact 

Preeclampsia & 
Gestational 
Hypertension 

Absence of corpus luteum in programmed/frozen 
embryo transfer cycles (depleting relaxin and 
angiogenic factors); altered early trophoblast 
invasion; underlying maternal endothelial 
dysfunction (Deng, 2026). 

1.8x to 2.5x increase 
compared to spontaneous 
conception. 

Placental 
Adherence 
Disorders (PAS & 
Previa) 

Endometrial micro-trauma from intrauterine 
catheter placement, mechanical instrumentation, 
endometrial curettage, and non-physiological 
hormonal preparations altering decidualization. 

2.0x to 3.5x higher rate of 
placenta previa; increased 
risk of accreta/percreta. 

Gestational 
Diabetes Mellitus 
(GDM) 

Polycystic ovarian syndrome (PCOS) background; 
supraphysiological progesterone and estradiol 
levels modulating insulin receptor sensitivity; 
advanced maternal age (Baldini, 2026). 

1.3x to 1.7x elevated risk, 
requiring early baseline 
metabolic profiling. 

Preterm Labor & Multifetal gestation, cervical trauma from cervical 1.5x to 2.2x higher rate of 
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Clinical Condition Etiological Mechanisms in ART Conceptions Relative Risk / Impact 

PPROM dilations or surgical interventions, subclinical intra-
amniotic inflammation, abnormal uterine 
distention. 

delivery at < 37 weeks' 
gestation. 

Small-for-
Gestational Age 
(SGA) & Low Birth 
Weight 

Impaired uteroplacental perfusion, epigenetic 
alterations during in vitro culture manipulation, 
defective vascular remodeling of spiral arteries. 

1.4x to 1.8x elevated risk 
for fetal growth restriction 
(FGR). 

 
Absence of the Corpus Luteum and Vascular Maladaptation 
In programmed (artificial) frozen embryo transfer (AC-FET) cycles, exogenous estradiol and progesterone suppress 
pituitary gonadotropins and inhibit ovulation. Consequently, no corpus luteum forms. The corpus luteum secretes 
vasoactive circulating hormones—notably relaxin, vascular endothelial growth factor (VEGF), and prorenin. In 
spontaneous conceptions, relaxin mediates systemic arterial vasodilation, decreases systemic vascular resistance, 
and stimulates early endovascular trophoblast invasion into maternal uterine spiral arteries. 
In the absence of a functional corpus luteum, maternal systemic vasculature fails to achieve standard gestational 
compliance. The spiral arteries frequently retain rigid muscular coats, inducing turbulent, high-resistance flow. This 
placental ischemia triggers inflammatory syncytiotrophoblast debris, soluble fms-like tyrosine kinase-1 (sFlt-1), and 
soluble endoglin into the maternal circulation, precipitating widespread endothelial injury, generalized 
vasoconstriction, capillary leak, and the clinical signs of preeclampsia (Deng, 2026). 
 
Endometrial Manipulations and Placenta Accreta Spectrum 
Reproductive therapies often involve mechanical instrumentation: diagnostic hysteroscopy, multiple dilation and 
curettage (D&C) procedures for pregnancy losses, cervical sounding, and embryo transfer catheters. Such 
procedures can cause focal scarring and damage the endometrial-decidual interface (stratum basalis). When an 
embryo implants at a site of decidual deficiency, trophoblasts invade directly into or through the myometrium, 
predisposing the patient to placenta accreta, increta, or percreta. Concurrently, manual catheter positioning toward 
the lower uterine pole increases the incidence of low-lying placenta and placenta previa. 
 
Multifetal Gestations and Preterm Delivery Dynamics 
Despite the widespread shift toward single embryo transfer (SET), the practice of double embryo transfer (DET) 
persists in select demographic and clinical cohorts, and monozygotic twinning rates are higher in blastocyst transfers 
due to zona pellucida manipulation. Multifetal gestations increase the risk of preterm labor via mechanical uterine 
overdistension, cervical incompetence, and early membrane rupture. Furthermore, even singleton ART gestations 
display heightened risk of spontaneous preterm birth due to altered uterine myometrial gene expression and 
baseline subclinical inflammation (Jenabi et al., 2026). 
 
Psychosocial Dynamics: The Infertility Survivor and Transition to Parenthood 
The psychosocial architecture of an individual or couple conceiving via assisted technologies differs fundamentally 
from spontaneous conceptions. Years of invasive therapies, cyclical hope and grief, recurrent pregnancy losses, and 
social alienation leave enduring trauma (Asante-Afari et al., 2022). 
 
1. Infertility Survivor Syndrome and Hypervigilance 
When viable gestation is achieved, patients frequently experience infertility survivor syndrome. This clinical 
phenomenon involves: 

• Affective Isolation and Guilt: Feeling alienated from peers who conceived without assistance, alongside survivor 
guilt regarding peers from fertility support groups who remain childless. 

• Perpetual Threat Appraisals: An inability to accept the pregnancy as viable. The individual interprets benign 
somatic variations (such as round ligament discomfort, Braxton Hicks contractions, or normal vaginal secretions) 
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as impending miscarriage or placental failure. 

• Protective Detachment: Emotional reticence toward bonding with the fetus, avoiding nursery preparations, and 
declining baby showers or social announcements until viability or full-term delivery is reached. 

 
The Vulnerable Child Syndrome (Green & Solnit Model) 
Morris Green and Albert J. Solnit described how children believed to be at grave risk of dying often remain 
pathologically perceived as fragile, delicate, and vulnerable by their parents throughout life, even after full recovery. 
In ART conceptions, this "precious child" or "vulnerable child" dynamic emerges early: 

 
Nurses must recognize this pathology early to avoid pathologizing parental vigilance, instead guiding them toward 
confident, responsive parenting practices. 
 
Phase I: The Infertility-to-Obstetric Transition Protocol (Gestational Weeks 6–12) 
The transition from reproductive endocrinology care to community-based or general hospital antenatal services is a 
critical juncture where patients often feel unsupported. A standardized, nurse-navigated clinical bridge ensures 
continuous care. 

 
 
Clinical Nursing Handover (SBAR Model) 
A standardized, nurse-to-nurse Situation, Background, Assessment, Recommendation (SBAR) handover should occur 
around gestational week 8 to 10: 

• Situation: Name, age, gestational age, ART cycle type (programmed frozen embryo transfer vs. natural cycle vs. 
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fresh transfer; donor gametes; PGT-A results). 

• Background: Infertility diagnosis (severe male factor, tubal occlusion, grade IV endometriosis, diminished 
ovarian reserve), previous gravidity/parity, history of cervical procedures, uterine surgeries, thrombophilia, or 
early pregnancy losses. 

• Assessment: Current medication regimens (intramuscular progesterone in oil, oral micronized progesterone, 
estradiol valerate, low-dose aspirin, low-molecular-weight heparin), baseline laboratory values, recent 
transvaginal ultrasound parameters (crown-rump length, embryonic heart rate, yolk sac morphology, presence 
of subchorionic hematoma), and baseline mental health status (GAD-7 score). 

• Recommendation: Tiered obstetrical assignment (maternal-fetal medicine vs. collaborative OBG nurse-midwife 
team), plan for early vascular screening, targeted medication weaning calendar, and initiation of primary nurse 
transition check-ins. 
 

Hormonal Weaning Pathway and Patient Education 
Abrupt discontinuation of exogenous luteal support is a significant source of anxiety for ART patients. The clinical 
nurse must implement a written, step-down protocol alongside direct patient counseling: 

• Progesterone Tapering: Maintain target luteal doses through gestational week 8 to 10, when luteoplacental 
shift is confirmed. Implement stepwise tapering (e.g., reduce intramuscular progesterone by 50% for 4 to 7 days, 
shift to vaginal micronized capsules, then discontinue by week 10 to 12). 

• Estradiol Cessation: Gradually taper exogenous estradiol valerate over 7 to 10 days, typically concluding around 
week 10. 

• Patient Guidance: Provide explicit written instructions on normal somatic changes during withdrawal (e.g., mild 
transient cramping, shifts in cervical mucus) versus red-flag complications (active bright red bleeding exceeding 
one saturated pad per hour, severe unilateral lower pelvic pain), with clear 24-hour triage contact numbers. 

 
Phase II: Antenatal High-Risk Safeguarding Protocols (Weeks 12–36) 
During the second and third trimesters, OBG nursing centers on early disease detection, proactive physiological 
surveillance, and ongoing psychosocial stabilization. 
 
Early Preeclampsia Screening and Prophylaxis Algorithm 
Because of the elevated risk of hypertensive disorders of pregnancy, all ART-conceived gestations require structured 
preeclampsia risk stratifications at 11–13+6 weeks: 

• Uterine Artery Doppler Screening: Measure mean uterine artery pulsatility index (UtA-PI). An elevated UtA-PI 
(> 90th percentile) with bilateral diastolic notching reflects deficient trophoblastic invasion into maternal spiral 
arteries. 

• Mean Arterial Pressure (MAP): Measure blood pressure according to strict protocols: seated, arm supported at 
heart level, properly sized cuff, two readings taken 5 minutes apart and averaged (𝑀𝐴𝑃 = [2 × diastolic +
systolic]/3). 

• Biomarkers: Evaluate serum Placental Growth Factor (PlGF) and Pregnancy-Associated Plasma Protein-A (PAPP-
A). 

• Prophylactic Nursing Regimen: If categorized as high risk, initiate low-dose aspirin (150 mg once daily at 
bedtime) prior to 16 weeks' gestation (ideally by week 12) and maintain through week 36. Bedtime 
administration optimizes nocturnal blood pressure regulation and placental perfusion. 

 
Metabolic Profiling and Gestational Diabetes Management 
Given the common background of PCOS, obesity, and advanced maternal age among ART patients, routine 24–28 
week GDM screening is often inadequate. 

• Early Metabolic Assessment: Perform baseline HbA1c and fasting plasma glucose at the initial antenatal booking 
(first trimester). 

• Screening Schedules: If baseline testing is normal, execute a 75 g 2-hour Oral Glucose Tolerance Test (OGTT) at 
24–28 weeks. 

• Nurse-Led Diabetes Education: If GDM is confirmed, initiate structured self-monitoring of blood glucose 
(SMBG): fasting target < 95 mg/dL, 1-hour postprandial < 140 mg/dL, or 2-hour postprandial < 120 mg/dL. 
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Provide culturally sensitive medical nutrition therapy (MNT), structured exercise regimens, and safe 
subcutaneous insulin or metformin administration guidance when glycemic targets are unmet. 

 
Cervical Length Surveillance and Preterm Prevention 

• Transvaginal Ultrasound (TVU) Cervical Length: For singleton pregnancies conceived via ART with previous 
cervical excisions, mechanical dilations, or uterine surgery, perform serial TVU cervical length measurements 
every two weeks from 16 to 24 weeks' gestation. 

• Intervention Thresholds: A cervical length of < 25 mm prior to 24 weeks warrants rapid evaluation for vaginal 
micronized progesterone therapy (200 mg nightly) or cervical cerclage placement. The nurse monitors for 
symptoms of cervical insufficiency, including pelvic pressure, unusual mucoid discharge, and persistent lower 
back pain. 

 
Serial Fetal Biometry and Placental Localization 

• Targeted Placental Scanning: At the 18–22 week anatomy ultrasound, perform targeted transvaginal imaging 
to assess placental location relative to the internal cervical os. In patients with previous uterine surgery or low-
lying placentas, evaluate for loss of the retroplacental clear space, myometrial thinning, and irregular placental 
lacunae with turbulent flow on color Doppler (hallmarks of PAS). 

• Serial Growth Evaluations: Conduct interval growth ultrasounds at 28, 32, and 36 weeks to identify early 
asymmetric fetal growth restriction (FGR). Track umbilical artery Doppler pulsatility indices, middle cerebral 
artery (MCA) Doppler, and cerebroplacental ratio (CPR) to detect early fetal redistribution and placental 
insufficiency. 

 
Phase III: Intrapartum and Acute Inpatient Puerperium Nursing (Weeks 36 to Discharge) 
Labor and delivery, as well as the immediate postpartum period, require focused hemodynamic monitoring, 
specialized birth planning, and early neonate stabilization. 
Delivery Timing and Multidisciplinary Intrapartum Planning 

• Timing of Delivery: In uncomplicated singleton ART pregnancies, elective induction between 39+0 and 40+0 
weeks balances the risks of late-gestation stillbirth against cesarean section. For pregnancies complicated by 
preeclampsia, GDM, or FGR, delivery schedules follow strict maternal-fetal protocols (ranging from 34 to 38 
weeks). 

• Intrapartum Monitoring: Initiate continuous electronic fetal monitoring (EFM) upon active labor onset due to 
the higher rate of intrapartum fetal distress and abnormal fetal heart rate patterns linked to subclinical placental 
insufficiency. 

• Preparation for Postpartum Hemorrhage (PPH): Establish active type-and-screen protocols, ensure wide-bore 
intravenous access (16- or 18-gauge), and maintain ready access to uterotonics (oxytocin, methylergonovine, 
carboprost tromethamine, misoprostol). In cases of diagnosed or suspected PAS, execute a planned 
multidisciplinary surgical strategy with pre-positioned maternal-fetal medicine, gynecologic oncology, 
anesthesiology, and interventional radiology teams. 

 
Immediate Postpartum Hemodynamic and Operative Care 

• PPH Surveillance: Implement quantified blood loss (QBL) measurement (weighing sponges, drapes, and using 
graduated suction canisters) rather than visual estimation. Conduct targeted assessments of uterine tone, 
fundal height, and lochial flow every 15 minutes for the first two hours postpartum. 

• Post-Cesarean Wound Protocols: Because cesarean delivery rates exceed 60–80% in various ART cohorts, 
standardizing surgical wound care is critical. Use chlorhexidine-impregnated or closed-incision negative 
pressure dressings for high-BMI patients, monitor surgical sites daily using the REEDA scale (Redness, Edema, 
Ecchymosis, Discharge, Approximation), and ensure early mobilization within 6 to 12 hours accompanied by 
mechanical thromboprophylaxis (sequential compression devices) and chemical anticoagulation as indicated by 
VTE risk assessment. 



 

1130 
 

Adolescencia e Saude, vol. 21, No.9s, p. 1124-1135 

 
 
Immediate Neonatal Triage, Resuscitation, and Mother-Infant Bonding 

• Neonatal Assessment: Prepare the resuscitation suite for elevated risks of respiratory distress syndrome (RDS), 
transient tachypnea of the newborn (TTN), and neonatal hypoglycemia, particularly in infants born late preterm 
or via planned cesarean without labor. 

• Promoting Early Skin-to-Skin Contact: Unless contraindicated by unstable maternal or neonatal vital signs, place 
the neonate in uninterrupted skin-to-skin contact (SSC) on the mother's chest immediately after delivery for a 
minimum of 60 minutes. SSC stabilizes neonatal core temperature, normalizes blood glucose dynamics, lowers 
salivary cortisol levels, and initiates early maternal-infant neurobehavioral attunement. 

• Lactation Initiation: Support maternal latch-assists within the first hour of life. ART patients often experience 
delayed secretory activation (lactogenesis II) secondary to prolonged labor, uncoordinated operative stress, 
retained micro-placental fragments, or underlying endocrine dysfunction (e.g., PCOS). The nurse provides 
gentle, reassuring instruction on colostrum expression, avoiding alarming language regarding early fluid output 
volumes. 
 

Phase IV: Community Health Nursing (CHN) Postpartum Home Protocols (Days 2 to 42) 
The transition from the hospital to the community represents a major gap in the perinatal continuum. The 
Community Health Nurse (CHN) acts as the primary clinician responsible for stabilizing home recovery, tracking 
delayed obstetric complications, and evaluating parental mental health. 

 



 

1131 
 

Adolescencia e Saude, vol. 21, No.9s, p. 1124-1135 

 
Domiciliary Visit Workflow: Physical Assessment (Mother and Infant) 
The CHN executes home visits at days 2–4, 7–10, 14–21, and 42 postpartum. Each visit follows a structured clinical 
sequence: 

• Maternal Hemodynamics: Screen for delayed-onset or postpartum preeclampsia (which frequently manifests 
up to 4 to 6 weeks following birth). Document automated blood pressure, assess for peripheral and facial 
edema, and question the patient regarding visual scotomas, epigastric pain, or unremitting occipital headaches. 

• Uterine Devolution and Lochial Assessment: Palpate the uterine fundus (which should regress roughly one 
fingerbreadth per day, becoming impalpable above the pubic symphysis by day 10–14). Inspect lochia for color 
transition (rubra to serosa to alba), odor, and volume. Screen for retained placental tissue and late 
subinvolution. 

• Wound Site Integrity: Examine perineal repair sites or abdominal cesarean incisions. Evaluate for wound 
separation, serosanguinous drainage, induration, or erythema. Provide wound hygiene education and assess 
stitch or staple absorption/removal status. 

• Neonatal Physical Check: Assess hydration status via fontanelle tension, skin turgor, mucous membrane 
moisture, and diaper counts (a minimum of 6 wet diapers and 3 to 4 stools per 24 hours by day 5). Inspect the 
umbilical cord stump for signs of omphalitis (erythema, foul odor, discharge). Evaluate transcutaneous or scleral 
icterus, referring for serum bilirubin testing if cephalocaudal progression passes the mid-abdomen. 

 
Psychosocial Screening and Maternal Mental Health 

• EPDS Administration: Administer the Edinburgh Postnatal Depression Scale (EPDS) at days 7–10 and weeks 2 
and 6. A score of ≥ 10, or an affirmative score (> 0) on question 10 (self-harm ideation), triggers an immediate 
clinical mental health protocol. 

• Addressing Hypervigilance and Sleep Fragmentation: Differentiate expected maternal vigilance from clinical 
hypervigilance. ART mothers frequently exhibit insomnia unrelated to infant feeding cycles (e.g., waking 
repeatedly to check if the child is breathing). The CHN guides the family to create shifts for overnight monitoring, 
introduces safe sleep standards, and provides focused cognitive-behavioral strategies for managing intrusive 
fears. 
 

Environmental and Social Assessment 

• Domestic Sanitation and Safe Sleep: Audit the domestic sleep environment according to updated American 
Academy of Pediatrics (AAP) recommendations: firm, flat, non-inclined surface; room-sharing without bed-
sharing; complete absence of soft bedding, bumper pads, plush toys, and loose blankets; continuous supine 
positioning. 

• Social Determinants and Support Networks: Assess household safety, economic stressors, food security, and 
family relational balance. Identify partners experiencing isolated psychological distress, offering referrals to 
community support groups tailored to parents after infertility. 

 
Phase V: Specialized Home-Based Pediatric Nursing Protocols 
When infants are born preterm, small-for-gestational age (SGA), or face medical complications, specialized pediatric 
home-visiting nurses provide clinical monitoring, early childhood interventions, and nutritional care. 
 
Neonatal Assessment Protocols for Preterm and SGA Infants 

• Growth Metrics and Corrected Age: Weigh the infant using a calibrated portable infant scale. Measure length 
and occipitofrontal head circumference weekly. Plot parameters on Fenton or WHO growth charts, utilizing 
corrected gestational age (Corrected Age = Chronological Age − [40 weeks − Gestational Age at Birth]) to 
evaluate growth velocities. Expected weight gain targets: 25 to 30 g/day for preterm infants once establishing 
oral feeding. 

• Cardiorespiratory and Thermoregulatory Surveillance: Measure resting respiratory rate over a full 60 seconds 
(normal: 30–60 breaths/min). Screen for subcostal retractions, nasal flaring, and expiratory grunting. Teach 
parents to prevent neonatal cold stress: maintaining infant axillary temperatures between 36.5∘C and 37.5∘C 
via suitable domestic environmental heating, appropriate layering, and kangaroo mother care (KMC). 
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Evidence-Based Infant Feeding and Growth Targets 

• Human Milk Optimization: Human milk is the gold-standard nutritional matrix. For preterm or low-birth-weight 
infants, the pediatric nurse assesses the need for human milk fortifiers (providing supplemental protein, 
calcium, and phosphorus) or maternal micronutrient optimization (iron and vitamin D supplementation). 

• Oral Motor and Feeding Assessment: Evaluate the neonate's suck-swallow-breathe coordination. Look for signs 
of fatigue, circumoral cyanosis, stridor, or coughing during feeding. For infants discharged with nasogastric or 
gastrostomy tubes, assess tube depth, skin integrity at the tape site, and parental competency in gravity 
feedings and emergency dislodgement procedures. 

• Formula Preparation and Safety: If infant formula is used, confirm accurate reconstitution ratios, sterile water 
preparation, and bottle hygiene to avoid overconcentration (which causes hypernatremic dehydration and 
necrotizing enterocolitis risks) or underconcentration (leading to failure to thrive and hyponatremia). 

 
Neurodevelopmental Screening and Family-Centered Early Interventions 

• Early Motor Reflex and Tone Checks: Assess developmental primitive reflexes (Moro, rooting, palmar grasp, 
tonic neck) and monitor symmetrical limb movements. Identify signs of hypertonia (persistent fisting, scissoring 
legs) or hypotonia (head lag beyond expected thresholds, frog-leg posture). 

• Developmental Milestones: Screen across four core domains: gross motor, fine motor, communication, and 
cognitive-social interactions. Refer for early intervention physical or occupational therapy if milestones remain 
delayed relative to corrected age. 

• Parental Attunement Coaching: Guide parents to recognize neonatal engagement and disengagement cues. 
Engagement cues: alert open eyes, smooth motor activity, tracking maternal voice. Disengagement cues: 
yawning, finger splaying, gaze aversion, color changes. Educating parents to respond to these cues reduces 
maternal frustration and fosters secure attachment. 

 
Comprehensive Nursing Care Plans (NANDA-I, NIC, NOC) 
Care Plan 1: Antenatal Domain 

• Nursing Diagnosis (NANDA-I): Risk for Maternal-Fetal Dyad Disturbance related to high-risk pregnancy 
complications secondary to assisted reproductive technology, history of prolonged infertility, and elevated 
preeclampsia risk. 
 

• Expected Outcomes (NOC): 
o Fetal Status: Antepartum (0111): Fetal heart rate baseline within 110–160 bpm, reactive non-stress tests, 

normal biophysical profiles. 
o Maternal Health Status (2013): Blood pressure remains ≤ 130/80 mmHg; urine protein-to-creatinine ratio <

0.3; adherence to daily low-dose aspirin therapy confirmed. 

• Nursing Interventions (NIC): 
o High-Risk Pregnancy Management (6800): Monitor maternal vital signs using standardized positioning; track 

weekly weights and review daily home blood pressure logs. 
o Surveillance: Late Pregnancy (6656): Teach fetal movement counting (kick counts) starting at 28 weeks; instruct 

patient to report < 10 movements within two hours during rested observation. 
o Medication Administration: Oral (2304): Reinforce adherence to 150 mg aspirin taken daily at bedtime; verify 

absence of adverse gastrointestinal side effects. 
 
Care Plan 2: Early Postpartum / Transitional Domain 

• Nursing Diagnosis (NANDA-I): Anxiety / Fear related to perceived vulnerability of the infant ("vulnerable child 
syndrome"), somatic hypervigilance, and unresolved infertility trauma, evidenced by persistent sleep latency, 
frequent checking behaviors, and expressions of dread regarding infant viability. 

• Expected Outcomes (NOC): 
o Anxiety Level (1211): Patient reports anxiety reduction from severe (score 4/5) to mild (score 1/5); resting 

maternal heart rate remains between 60–85 bpm. 
o Parent-Infant Attachment (1500): Parent demonstrates reciprocal affection behaviors, touches and soothes 
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infant calmly, and verbalizes confidence in infant health status. 
 

• Nursing Interventions (NIC): 
o Anxiety Reduction (5820): Provide calm, non-judgmental validation of the patient's emotional journey; explicitly 

explain the origins of "infertility survivor syndrome." 
o Parenting Education: Infant (6710): Teach parents to interpret subtle infant physiologic responses; validate 

normal variations in infant respiration and motor twitches to reduce frequent overnight checks. 
o Emotional Support (5270): Coordinate maternal participation in specialized peer support groups for parents 

conceiving through ART. 
 

Care Plan 3: Community and Pediatric Home Nursing Domain 

• Nursing Diagnosis (NANDA-I): Ineffective Infant Feeding Dynamics related to maternal delayed lactogenesis II 
and preterm infant suck-swallow uncoordination, evidenced by maternal distress, infant crying at the breast, 
inadequate weight gain (< 20 g/day), and painful nipple trauma. 

• Expected Outcomes (NOC): 
o Breastfeeding Establishment: Infant (1000): Infant displays sustained rhythmic suckling with audible swallowing; 

minimum of 6 wet diapers and 3 bowel movements per day. 
o Infant Growth (0110): Daily infant weight velocity achieves 25 to 30 g/day over a 14-day evaluation period. 

• Nursing Interventions (NIC): 
o Lactation Counseling (5244): Evaluate maternal latch mechanics; instruct on deep asymmetrical latching 

techniques and the use of silicone nipple shields for flat or inverted nipples. 
o Feeding Monitoring (1056): Conduct pre- and post-feed test weights using calibrated digital scales to quantify 

milk transfer; teach gentle breast massage and hand expression to obtain high-fat hindmilk. 
o Weight Management (1260): Coordinate with primary pediatric providers regarding temporary 

supplementation with expressed mother's milk, donor milk, or fortified feeds if weight gain remains sub-target. 
 
Interprofessional Teamwork and Clinical Implementation 
A robust continuum of care requires coordinated, bidirectional communication across clinical systems rather than 
disconnected patient handoffs. 

 
Digital Health and Shared Electronic Health Records 
 
Siloed electronic medical record (EMR) systems present a key point of failure in maternal-infant care transitions. 
Community nurses often cannot view fertility cycle data, and hospital labor units may lack documentation on early 
placental locations. Health systems should deploy shared maternal-infant transition dashboards with universal data 
fields, including: 
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1. Infertility treatment details (fresh vs. frozen transfer, donor gametes, ICSI, PGT). 
2. Early pregnancy luteal therapy and tapering dates. 
3. First-trimester Doppler screening metrics and preeclampsia risk stratification. 
4. Serial fetal biometry trajectories and placental position updates. 
5. Inpatient delivery metrics, quantified blood loss, and neonatal resuscitation notes. 
6. Community and pediatric home-visiting logs accessible to outpatient teams. 
 
Recommendations, Quality Metrics 
Key Practice Recommendations 
1. Mandate Standardized SBAR Transitions: Discontinue uncoordinated patient discharges from reproductive 

endocrinology centers; require formal nurse-led clinical transfers to obstetric teams between weeks 8 and 10. 
2. Institute Early Vascular Screening: Screen all ART gestations for preeclampsia risk in the first trimester, initiating 

150 mg bedtime aspirin prior to 16 weeks when indicated. 
3. Establish Proactive Domiciliary CHN Visits: Implement mandatory home-visit timelines on days 2–4, 7–10, 14–

21, and 42 postpartum to identify late preeclampsia, surgical site breakdown, and postpartum mood disorders. 
4. Deploy Specialized Pediatric Home Support: Provide home-visiting pediatric nurses for all preterm, SGA, or 

multi-gestation infants, delivering targeted feeding support, objective growth tracking, and trauma-informed 
parent counseling. 

5. Universal Trauma-Informed Psychosocial Care: Validate the emotional impacts of prolonged infertility across 
every trimester and home visit, screening systematically using the EPDS and GAD-7 to prevent unmonitored 
maternal-infant distress. 
 

Clinical Quality Indicators 
Healthcare institutions should evaluate program performance using clear clinical audit metrics: 

• Percentage of eligible ART pregnancies initiated on low-dose aspirin prior to 16 weeks (> 90%). 

• Postpartum readmission rates for severe preeclampsia, wound complications, or hemorrhage within 42 days (<
3%). 

• Documented completion rates for four scheduled CHN home visits (> 85%). 

• Incidence of sustained exclusive human milk feeding at 6 months postpartum (> 50%). 

• Documented rate of maternal mental health screenings completed at 6 weeks postpartum (> 95%). 
 

Conclusion 
The clinical transition from specialized assisted reproductive technology (ART) treatments to successful family 
integration represents one of the most vulnerable continuums in maternal-child healthcare. Eliminating the 
longstanding divide between reproductive endocrinology, acute hospital obstetrics, and domiciliary community 
services requires replacing fragmented handoffs with a formalized, nurse-navigated clinical bridge. By anchoring 
clinical practice in Transition Theory and Self-Care Deficit Theory, this comprehensive protocol establishes proactive 
vascular and metabolic surveillance, structured early-gestation handovers, standardized intrapartum safety 
algorithms, and dedicated home-based pediatric outreach. Implementing these evidence-based nursing 
interventions safeguards the physical stability of the high-risk maternal-fetal dyad, demedicalizes early parenting 
anxiety, resolves the trauma of infertility survivor syndrome, and ensures equitable, longitudinal wellness across 
clinical and community health environments. 
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