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FOREWORD v

In modern times, improvements in knowledge and technology have greatly
improved the health of mothers and children. However, the past decade was
marked by limited progress in reducing maternal mortality and a slow-down in the
steady decline of childhood mortality observed since the mid 1950s in many
countries, the latter being largely due to a failure to reduce neonatal mortality.

Every year, more than four million babies less than one month of age die, most
of them during the critical first week of life; for every newborn who dies,
another is stillborn. Most of these deaths are a consequence of the poor health
and nutritional status of the mother coupled with inadequate care before, during,
and after childbirth. Unfortunately, the problem remains unrecognized or—even
worse—accepted as inevitable in many societies, in large part because it is so
common.

Recognizing the large burden of maternal and neonatal ill-health on the
development capacity of individuals, communities, and societies, world leaders
reaffirmed their commitment to invest in mothers and children by adopting
specific goals and targets to reduce maternal and childhood-infant mortality as
part of the Millennium Declaration.

There is a widely shared but mistaken idea that improvements in newborn
health require advanced technologies and highly specialized staff. The reality is
that many conditions that result in perinatal death can be prevented or treated
without sophisticated and expensive technology. What is required is essential
care during pregnancy, the assistance of a person with midwifery skills during
childbirth and the immediate postpartum period, and a few critical interventions
for the newborn during the first days of life.

It is against this background that we are proud to present the document Managing
Newborn Problems: A Guide for Doctors, Nurses, and Midwives as a new
addition to the Integrated Management of Pregnancy and Childbirth tool kit. The
guide provides a full range of updated, evidence-based norms and standards that
will enable health care providers to give high quality care during the newborn
period, considering the needs of the mother and her newborn baby.

We anticipate that the guide will help decision makers, programme managers, and
health care providers to chart their course towards meeting the health needs of all
newborn babies. We have the knowledge; our major challenge now is to translate
this into action and to reach those mothers and and babies who are most in need.

o Ao,
Dr. Tomris Tiirmen

Executive Director
Family and Community Health (FCH)
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PREFACE vii

This guide has been produced by the World Health Organization to assist
countries with limited resources in their efforts to reduce neonatal mortality
and to ensure care for newborn babies with problems due to complications of
pregnancy and childbirth, such as asphyxia, sepsis, and low birth weight or
preterm birth.

The main section of this guideis arranged by clinical signsor findings, which
facilitates early identification of illness, and provides up-to-date guidelines
for clinical management. Use of these guidelinesis essential in promoting and
assessing the quality of health services and training providers and supporting
quality services through supervision and feedback on performance.

The interventions in this guide are based on the latest available scientific
evidence and the guide will be updated as new information is acquired. In
addition, the diagnostic and management guidelinesin this guide are
consistent with the other WHO materials in the Integrated Management of
Pregnancy and Childbirth (IMPAC) series, including Pregnancy, Childbirth,
Postpartum and Newborn Care: A Guide for Essential Practice and
Managing Complicationsin Pregnancy and Childbirth: A Guide for
Midwives and Doctors. This guide is complementary to the Integrated
Management of Childhood IlIness (IMCI) guidelines for care of the sick
young infant: the mgjor illnesses emphasized in this guide originate at birth or
during the first week of life, while the illnesses covered in the IMCI
guidelines generally originate after that period.

It is hoped that this guide will be readily available whenever a doctor, nurse,
or midwife is confronted with asick or small newborn baby. In addition, all
of the guides in the IMPAC series can be used by national ministries of health
to help ensure that countries have state-of-the-art information upon which to
base their national policy standards, pre-service training, and service delivery
guidelines.

For the guide to be fully effective, its users should aso be trained in a setting
where skills can be practised. Many training packages and job aids are
available to accompany the guidesin the IMPAC series.
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INTRODUCTION ix

A newborn baby who is small or has a potentially life-threatening problem is
in an emergency situation requiring immediate diagnosis and management.
Delay inidentification of the problem or in providing the correct management
may be fatal. This guide provides up-to-date, authoritative clinical guidelines
for use at the first referral level in low-resource settings by the doctors,
nurses, midwives, and other health care workers who are responsible for the
care of newborn babies with problems during the first week(s) of life. The
guide can a'so be used to identify less common conditions that require
referral to ahigher level.

To effectively apply these guidelines for care of the sick or small newborn
baby, a general medical officer and nurses with skillsin caring for newborn
babies should be available at the hospital 24 hours per day. In addition, basic
support systems are necessary, including:

» Basiclaboratory capahilities for measurement of haemoglobin or
haematocrit (erythrocyte volume fraction), blood glucose, and serum
bilirubin, as well as culture and sensitivity of blood, pus, and
cerebrospina fluid;

»  Selected essential drugs, including key antibiotics such as ampicillin and
gentamicin;

»  Essentia equipment and supplies, including accurate weighing scales and
amicrodropper for infusions;

»  Capability to provide safe blood transfusion.

In certain settings, these requirements may not be available; this guide allows
for these situations and provides alternative methods of assessment or
management where possible. However, al health care workers and policy-
makers are encouraged to strive for wider availability of these basic standards
to enable effective care of sick and small newborn babies.

HOW TO USE THE GUIDE

The emphasis of the guide is on rapid assessment and decision-making, in
order to prioritize the sickest babies and the most urgent actions.

» Thefirst priority isto immediately assess all babies for emergency (life-
threatening) signs and identify those who require immediate
management.
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e A further assessment, including history and a complete examination, is
then necessary to guide the health care worker in identifying appropriate
management for the specific problem(s) identified.

The main text of the guide is arranged primarily by clinical signsor findings
(e.g. breathing difficulty). Because this approach is different from most
medical texts, which are arranged by disease categories, alist of diagnoses
with the page number of the corresponding diagnosistable is provided. The
guide comprises four sections, each numbered separately and designated with
aletter code. Cross-referencing is used extensively throughout the text to
alow the reader to quickly find the relevant information in all sections of the
manual .

Section 1, Assessment, Findings, and Management (designated by the
letter “F” in page numbers), contains a short chapter used to identify those
babies at risk of dying very soon and providesinitial guidance on immediate
management necessary to stabilize the baby’ s condition. This section also
includes a description of the further assessment necessary to identify the
baby’ s specific problem(s) and includes relevant history questions and a
complete physical examination. A table guides the health care worker through
the examination, provides guidance on initial management when necessary,
and then directs the health care worker to the most appropriate chapter(s) for
management of the specific problem(s). The following chapters, with afew
exceptions, explore each sign or finding separately.

Most chapters begin with general management (where appropriate) followed
by adifferential diagnosis table that guides the health care worker to the most
probable diagnosis that is causing the problem. The findings from the history,
examination, and laboratory investigations (or other known diagnoses) are
listed separately in each table. To help the user determine the significance of
the possible findings, italics and bold text are used to distinguish between
findings. adiagnosis cannot be made if afinding listed in bold text is absent
in the baby. The presence of afinding listed in bold, however, does not
guarantee the diagnosis. The diagnosisis definitively confirmed if afinding
listed in italicized text is present. Findingsin plain text are supportive
findings; their presence helps to confirm the diagnosis, but their absence
cannot be used to rule out the diagnosis.

Simplified management protocols follow the diagnosis tables. Where there
are several choices of therapy, the most effective and inexpensive is chosen.
Clear guidance on drugs and dosages, as well as aternatives, is provided.
Conditions requiring referral to ahigher level areincluded in the examination
table and in individual chapters where appropriate.
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Section 2, Principles of Newborn Baby Car e (designated by the letter “C”
in page numbers), outlines the general principles of managing sick or small
newborn babies. This section includes the general principles of ongoing care,
including feeding, maintaining normal body temperature, preventing
infection, giving immunizations, and assessing growth. Other chapters
provide guidance on giving oxygen, antibiotics, and blood transfusion.
Guidance on emotional support, visitation, and discharge and follow-up is
also included.

Section 3, Procedures (designated by the letter “P” in page numbers),
describes the procedures that may be necessary in the care of the sick or small
baby. These procedures are not intended to be detailed “how-to” instructions,
but rather a summary of the main steps associated with each procedure.
Because the general principles of care are summarized in Section 2, these are
not repeated for each procedure unless specific to the procedure.

Section 4, Appendix (designated by the letter “A” in page numbers),
contains sample records and alist of essential equipment, supplies, and drugs.
Anindex isincluded and is organized so that it can be used in an emergency
situation to find relevant material quickly. The most critical information,
including diagnosis, management, and relevant procedure(s), islisted first in
bold. Other entries follow in alphabetical order. Only the pages containing
critical or relevant information are included, rather than listing every page
that contains the word or phrase.
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mg
mi
mmol
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ORGANIZING CARE OF THE SICK OR F-1
SMALL NEWBORN BABY

Whether babies who need care are brought to the health care facility from
home, transferred from another institution or ward, or brought from the
delivery room as aresult of a complicated birth, managing their care involves
acycle of planning, implementing, and evaluating care based on ongoing
assessment of the baby’ s condition. The care that the baby receives at the
health care facility is divided into severa steps, as described below.

Follow infection prevention principles and practices (page
C-37) at all times when examining and treating babies,
especially if the baby hasdiarrhoea or a possible infection of
the skin, eye, or umbilicus.

This guide provides for care of asick or small baby in two situations:

The baby has been observed in a health care facility since birth: The
course of the problem after birth is known, and reliable information
about the baby, as well as the history of the mother, pregnancy, and birth,
are available.

The baby was admitted from home: Thereis no available or reliable
information about the baby’ s condition from birth to the present time,
and/or the history of the mother, pregnancy, and birth is unavailable or
unreliable. Very often these babies will be seen at an advanced stage of
illness.

ARRIVAL, RAPID ASSESSMENT, AND IMMEDIATE MANAGEMENT

Instruct staff to call a health care provider as soon as a baby less than one
week old is brought to the facility. Do not let the baby wait to receive care.

Ensure that the admission and reception areais organized so that every
baby can be seen quickly.

Assess all sick or small babies before doing any of the usual
administrative procedures to admit the baby.

Immediately upon the baby’s arrival, assess the baby for emergency signs
that indicate that the baby isin critical condition and at risk of dying
within minutes (page F-5):

- Whilelooking for emergency signs, introduce yourself to the mother
and ask her (or whoever brought the baby in):



F-2

Organizing care of the sick or small newborn baby

- What iswrong with the baby?

- When did the problem(s) first start?

- What are the names of the mother and baby?

- How old isthe baby?

- Wasthe baby brought in from outside the health care facility?

- Keep the baby with the mother, if possible, and alow her to be
present during the assessment and for any procedures, if appropriate.

Provide immediate management for any life-threatening emergency
signs, asdirected in Table F-1 (page F-6), before continuing with the
further assessment.

Give priority to stabilizing the sick or small baby before
assessing and treating the underlying cause of the problem.

FURTHER ASSESSMENT AND MANAGEMENT

Once the baby has received immediate management, obtain the history of
the mother and the baby. Then use Table F-2 (page F-11) to complete a
thorough examination to determine the underlying problem(s), and admit
the baby (page F-21), if necessary.

Provide specific management for the problem(s) identified, if necessary,
following the guidelinesin Table F-2 (page F-11) to determine which
chapter(s) to use.

Arrange for transfer and referral (page C-63), if necessary.

ONGOING CARE

In addition to specific care for the baby’ s problem(s), provide general and
ongoing care.

Develop agenera plan of care that takes into account the special needs
of the baby.

Monitor the baby’ s progress and recovery by performing ongoing general
assessments (group assessments together to disturb the baby aslittle as
possible) including:
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- respiratory rate;

- heart rate;

- colour;

- temperature;

- weight;

- rateand volume of IV fluid;

- frequency and volume of feeds.

Be prepared to change the plan of care according to changesin the
baby’ s condition, determined from the findings of the ongoing general
assessments and any other specific assessments required for the
particular problem.

Provide emotional support to the mother and other family members
(page C-57).

DOCUMENTING CARE

Record the necessary treatment in awritten plan of care, and
communicate this plan to the medical team and other staff involved in the
care of the baby.

Document any changes in the baby’ s condition, and communicate them
to appropriate staff.

Ensure that information is communicated between on-call medical
officers and new staff on different shifts.

DISCHARGE AND FOLLOW-UP

Follow guidance in the individual problem chaptersin determining when
to discharge the baby.

Plan the discharge:

- Provide any immunizations necessary (page C-51);

- Provideinstructions for general home care;

- Advise on breastfeeding, and ensure that the baby is feeding well.
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Discharge the baby (page C-67) and schedule follow-up visits, if
necessary, for specific conditions and to monitor feeding and growth.
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Assess every baby for emergency signs as soon as the baby arrives, regardless
of whether the baby is coming from another ward in the hedlth care facility, is
transferred from another health care facility, or is brought from home. A few
babies may have emergency signsthat indicate a problem that is so serious the
baby may die within minutes if not immediately treated. Use this chapter to
rapidly assess babies for emergency signs and provide immediate management.

Examine the baby immediately for the following emergency
signs, and provide immediate management (Table F-1, page
F-6) if found:

* Not breathing at all, even when stimulated; gasping; or
respiratory rate lessthan 20 breaths per minute; OR

e Bleeding; OR

»  Shock (pallor, cold tothetouch, heart rate morethan 180
beats per minute, extremely lethargic or unconscious).

RAPID ASSESSMENT
. IF’Iat::ethe baby on awarm surface under a radiant warmer and under good
ight.
* Immediately resuscitate the baby using a bag and mask (page P-1) if the
baby:
- isnot breathing at all, even when stimulated; OR
- isgasping; OR

- hasarespiratory rate less than 20 breaths per minute.

« If thebaby ishaving a convulsion or spasm, treat any emergency
sign(s) first. Then provide initial management of the convulsion or spasm
(page F-59) before continuing with the further assessment.

IMMEDIATE MANAGEMENT
*  Weigh the baby (page C-53).
* Establishan IV line (page P-21).
*  Provide immediate management (Table F-1, page F-6).
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*  Once immediate management has been completed, continue with the
further assessment (page F-7).

TABLE F-1 Immediate management of emergency signs

Emergency Sign

Immediate M anagement

Not breathing at all, even
when stimulated; OR

¢ Gasping; OR

¢ Respiratory ratelessthan
20 breaths per minute

1. Resuscitate the baby using a bag and mask (page

P-1).

2. Give oxygen (page C-25) at a high flow rate.

« Bleeding

1. Stop visible bleeding, if possible (e.g. if the bleeding

isfrom the umbilicus, reclamp or retie the umbilical
stump; if the bleeding is from a cut or male
circumcision site, press on the bleeding site with a
sterile compress).

2. Givevitamin K, (phytomenadione) 1 mg IV (or IM

if an IV line has not yet been established).

3. Take ablood sample (page P-9) to type and cross-

match, and measure haemoglobin.

4. Provide general management of bleeding (page

F-114).

¢ Shock

—

bleeding isthe likely cause of shock:

1. Infuse normal saline or Ringer’s lactate 10 ml/kg
body weight over 10 minutes, and repeat once after
20 minutesif signs of shock continue. Then infuse
10% glucose at maintenance volume according to
the baby’s age (Table C-4, page C-22).

2. Immediately give ablood transfusion
(page P-31) using type O, Rh-negative
blood.

3. Give oxygen at a high flow rate (page C-25).

4. Ensure warmth (page C-1).

If bleeding is not the likely cause of shock:

1. Infuse IV fluid 20 ml/kg body weight over the first
hour, and then continue IV fluid at maintenance
volume according to the baby’ s age (T able C-4,
page C-22).

2. Ensure warmth (page C-1).

3. Treat for sepsis (page F-41).
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After examining for emergency signs (i.e. not breathing, gasping, respiratory
rate less than 20 breaths per minute, bleeding, or shock) and providing
immediate management (Table F-1, page F-6), continue to assess the baby
and make alist of findings.

Obtain the history of the baby and the mother (below).
Examine the baby completely (Table F-2, page F-11).

Use the findings from the history and examination to choose the most
appropriate chapter(s) in this section of the guide.

Complete additional examinations, if necessary, and determine the
required laboratory investigations as directed in the chapter(s) in this
section of the guide.

Perform appropriate laboratory investigations, and treat the baby (and/or
the mother or her partner(s), if necessary).

Record all information, including:
- thefindings of the history, examination, and laboratory investigations;
- treatment given;

- changesin the baby’s condition.

HISTORY

Review the referral notes or records of the birth, if available. Ask the
following questions about the mother and baby and use the answers, together
with the findings of the examination and laboratory investigations, to
determine the probable diagnosis.

BABY
Ask the mother (or whoever brought the baby in):

What is the problem? Why is the baby here?

What kind of care, including specific treatment, has the baby already
received?

How old is the baby?
How much did the baby weigh at birth?
Was the baby born at term? If not, at how many weeks gestation was the
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baby born?

Where was the baby born? Did anybody assist the birth?
How was the baby immediately after birth?

- Did the baby spontaneously breathe at birth?

- Didthe baby require resuscitation? If so, what was the length of time
before spontaneous breathing was established?

- Did the baby move and cry normally?
When did the problem first start?

Has the baby’ s condition changed since the problem was first noted? Is
the problem getting worse? If so, how rapidly and in what way?

Is the baby having problems feeding, including any of the following?

- poor or no feeding since birth or after a period of feeding normally;
- coughing or choking during feeding;

- vomiting after afeeding.

MOTHER

Review the mother’ s medical, obstetric, and social history.

Ask the mother if she has any questions or concerns (e.g. specia
concerns or anxiety about breastfeeding).

If the mother isnot present, determine where she is, what her condition
is, and whether she will be able to care for the baby, including
breastfeeding or expressing breast milk.

PREGNANCY

Ask the mother the following questions regarding her pregnancy:
- What was the duration of your pregnancy?

- Did you have any chronic diseases during the pregnancy, including
hepatitis B, tuberculosis, diabetes, or syphilis (symptomatic or
seropositive)?

- Doyou know your HIV status? If so, can you tell me?

- Did you have any complications during your pregnancy? If so, what,
if any, treatment did you receive?
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» If themother has hepatitis B, tuberculosis, diabetes, or syphilis,
complete the examination in Table F-2 (page F-11), and treat any
specific problem(s) the baby has. If the baby is asymptomatic (no
findings of illness), see page F-155 for appropriate treatment based on
the mother’ s problem.

« If themother isHIV positive, complete the examination in Table F-2
(page F-11), and treat any specific problem(s) the baby has. Then see
page F-159 for appropriate treatment based on the mother’ s problem.

LABOUR AND BIRTH

*  Ask the mother the following questions about her labour and birth:

- Did you develop any complications, such as uterine infection or
fever any time from the onset of labour to three days after birth?

- Were your membranes ruptured for more than 18 hours before birth?

- Wasthe labour or birth difficult or complicated, including any of the
following?

- fetd distress;
- prolonged labour;
- caesarean section;

- instrumental vaginal delivery (e.g. forceps or vacuum
extraction);

- malposition or malpresentation of the baby (e.g. breech);
- any other complications.
- Didyou develop any complications after the birth?

« If themother had a uterineinfection or fever any time from the onset
of labour to three days after birth, or rupture of membranesfor more
than 18 hour s befor e birth, continue taking the history, complete the
examination (Table F-2, page F-11), and treat any specific problem(s).
Then see page F-55 for appropriate treatment based on the mother’s
problem.
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EXAMINATION

Continue any immediate management that was started for an emergency
sign (not breathing, gasping, respiratory rate less than 20 breaths per
minute, bleeding, or shock; Table F-1, page F-6). If the baby develops
an emergency sign during the examination, return to Table F-1 for
immediate management, and proceed with the examination once the
baby’ s condition is stable.

Examine the baby as directed in Table F-2 (page F-11):

- Examine the baby under aradiant warmer unlessit is clear that the
baby has been overheated;

- Allow the mother to be present during the examination;

- If thebaby has not been weighed yet, weigh the baby (page C-53),
and record the weight;

- Whiletaking to the mother and before undressing the baby, observe
the baby for:

- colour;

- respiratory rate;

- posture;

- movement;

- reaction to stimuli;

- obvious abnormalities.

- Asyou proceed in the examination, explain the findings to the
mother in simple terms and point out abnormalities (page C-57).
Obtain informed consent before performing an invasive procedure;

- A newborn baby can have more than one problem. While performing
the examination, provide only the treatment specifically listed in the
following table (i.e. after the statement “ACT NOW”). Wait until the
entire examination is complete before beginning specific
management of the baby’s problems, treating the problems
designated as priorities first.
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TABLE F-2 Examination of the newborn baby

Look at L ook for Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

RESPIRATORY * Regpiratory rate ACT NOW: Give oxygen at a
RATE consistently morethan ~ moder ate flow rate (page C-25).
60 or less than 30
breaths per minute For management of breathing

Grunting on expiration  difficulty, see page F-47.
* Chest indrawing
(Fig. F-3, page F-47)

* Apnoea(spontaneous ~ ACT NOW: Stimulate the baby to
cessation of breathing  breathe by rubbing the baby’s
for more than 20 back for 10 seconds. If the baby
seconds) does not begin to breathe
immediately, resuscitate the baby
using a bag and mask (page P-1).

For management of apnoea, see page
F-52.

The normal respiratory rate of a newborn baby is 30 to 60 breaths per minute with no chest
indrawing or grunting on expiration; however, small babies (less than 2.5 kg at birth or
born before 37 weeks gestation) may have some mild chest indrawing, and it is not
abnormal for a baby to periodically stop breathing for a few seconds. When determining the
respiratory rate, count the number of breaths taken during a full minute, as babies may
breathe irregularly (up to 80 breaths per minute) for short periods of time. If unsure of the
respiratory rate, repeat the count.

COLOUR  Palor For management of pallor and
possible bleeding, see page F-113.
« Jaundice (yellow) For management of jaundice, see
page F-77.

* Central cyanosis (blue  ACT NOW: Give oxygen at a high
tongue and lips; note flow rate (page C-25).

that blue skinin
addition to blue tongue  For management of central cyanosis,
and lipsindicates a see page F-47.

very serious problem)

Babies born at term appear paler than preterm babies because their skin is thicker.
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TABLE F-2Cont. Examination of the newborn baby

Look at L ook for Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

HEART RATE » Heart rate consistently ~ During the examination, look closely

(as determined more than 160 or less for other problems that could cause
using a than 100 beats per an abnormal heart rate (e.g.
stethoscope) minute abnormal body temperature,

bleeding, breathing difficulty).

The normal heart rate of a newborn baby is 100 to 160 beats per minute, but it is not
uncommon for the heart rate to be more than 160 beats per minute for short periods of time
during thefirst few days of life, especially if the baby is distressed. If unsure of the heart
rate, repeat the count.

BODY * Lessthan 36.5°C ACT NOW: Begin rewarming the
TEMPERATURE baby (page C-1).

To classify and manage low body
temperature, see page F-69.
Management of a body
temperaturelessthan 32°Cisa
priority once the examination is
complete (page F-71).

More than 37.5 °C To classify and manage elevated
body temperature, see page F-69.

POSTURE AND » Opisthotonos (extreme  During the examination, look closely

MOVEMENTS hyperextension of the  for signs of other problems that

(observed or body, with the head could cause opisthotonos (e.g.

history of) and heels bent tetanus, meningitis, bilirubin
backward and thebody  encephal opathy [kernicterus]).
arched forward;

Fig. F-4B, page F-60) ACT NOW: If thebaby hasa
bulging anterior fontanelle,
immediately begin treatment for
meningitis. See pages F-41 and
F-43.
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L ook at

L ook for

Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

POSTURE AND
MOVEMENTS
(observed or
history of)

(cont.)

* Irregular, jerky
movements of the
body, limbs, or face
(convulsion or spasm)

ACT NOW: If thebaby is
currently having a convulsion or
spasm, see page F-59. If the baby
has a bulging anterior fontanelle,
immediately begin treatment for
meningitis. See pages F-41 and
F-43.

Additional management of a baby
with convulsiong/spasmsor a
history of convulsionsg/spasmsisa
priority once the examination is
complete (page F-59).

* Jitteriness (rapid and
repetitive movements
that are caused by
sudden handling of the
baby or loud noises and
can be stopped by
cuddling, feeding, or
flexing alimb)

During the examination, ook for
other, more specific signs. If more
specific signs are not found, see
page F-87.

The normal resting posture of a term newborn baby includes loosely clenched fists and
flexed arms, hips, and knees (Fig. F-1B, page F-23). The limbs may be extended in small
babies (less than 2.5 kg at birth or born before 37 weeks gestation; Fig. F-1A, page F-23).
Babies who were in a breech position may have fully flexed hips and knees, and the feet may
be near the mouth; alternatively, the legs and feet may be to the side of the baby (Fig. F-12,

page F-146).
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TABLE F-2Cont. Examination of the newborn baby

Look at L ook for Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

MUSCLE TONE -+ Lethargy (decreased Handle the baby carefully during the

AND LEVEL OF level of consciousness  examination to prevent injury.
ALERTNESS from which the baby
can be roused only During the examination, ook for
with difficulty) other, more specific signs. If more
* Floppiness (weak specific signs are not found, see
muscletone; limbsfall  page F-87.
loosely when picked up
and released)

Irritability (abnormally
sensitive to stimuli;
cries frequently and
excessively with little
observable cause)
Drowsiness (sluggish)
Reduced activity

Unconscious (profound  If unconsciousnessis not caused by

sleep; unresponsiveto  shock (page F-6), it ismost likely

stimuli; noreactionto  caused by sepsis or asphyxia (page

painful procedures) F-35). Management of the cause of
unconsciousnessisa priority once
the examination is complete.

The normal newborn baby ranges from quiet to alert and is consolable when upset. The
baby is arousable when quiet or asleep.

LIMBS » Abnormal positionand  To evaluate further for birth injury,
movement of limbs see page F-145.
(e.0. Fig. F-10, page
F-145)

» Baby'sarmsor legs
move asymmetrically

» Baby crieswhen aleg,
arm, or shoulder is
touched or moved

» Boneisdisplaced from
its normal position




Further assessment and management

TABLE F-2 Cont.

F-15

Examination of the newbor n baby

Look at L ook for Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

LIMBS  Clubfoot (foot is For management of the birth defect,
(cont.) twisted out of shape or see page F-151.

position; e.g. hedl is

turned inward or

outward from the

midline of the leg)

 Extrafinger(s) or toe(s)

SKIN » Redness or swelling of Strictly follow infection prevention

skin or soft tissues
Pustules or blisters

principles (page C-37) when
handling the baby.

For management of the skin
problem, see page F-127.

Blistering skin rash on
palms and soles

For management of the skin
problem, see page F-127.

Cut or abrasion

For management of the cut or
abrasion, see page F-132.

Bruise (bluish
discolouration without a
break in the skin, usually
seen on the presenting
part, e.g. buttocksin
breech presentation)

If the bruise appeared spontaneously
but there is no evidence of trauma at
birth, see page F-113 to evaluate
further for a bleeding disorder.

If the bruiseis from trauma at birth,
reassure the mother that no specific
treatment is needed for the bruise
and that it will resolve spontaneously
in afew weeks.

Birth mark or skin tag
(abnormal spot, mark, or
raised area of the skin)

For management of the birth mark or
skin tag see page F-151.

Loss of elasticity

Trest for dehydretion if there are
additional signs, such as sunken eyes
or fontanelle, or dry tongue and
mucous membranes (page C-23).
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TABLE F-2Cont. Examination of the newborn baby

Look at L ook for Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

SKIN  Thrush (bright red To confirm diagnosis of thrush, see
(cont.) patches on skinin page F-128.
napkin area on

buttocks, often scaly in
appearance or with
small white centres)

Some skin conditions are common and should not cause concern as long as the baby is
otherwise normal. These include milia (white spots around the nose), typically seen on day
1 or later, and erythema toxicum (red spots with tiny white centres), seen on the face, trunk,
and back on day 2 or later. In addition, it is not abnormal for the baby’s skin on the trunk,
abdomen, and back to peel after the first day.

UMBILICUS * Umbilicusisred, For management of the infection of
swollen, draining pus,  the umbilicus, see page F-135.
or foul smelling
* Skin around umbilicus

isred and hardened
* Bleeding from ACT NOW: Reclamp or retiethe
umbilicus umbilical cord, if necessary.

For management of bleeding, see
page F-113.

The normal umbilicus is bluish-whitein colour on day 1. It then begins to dry and shrink
and falls off after 7 to 10 days.

EYES e Pusdraining fromeye  For management of the eye problem,
* Red or swollen eyelids  see page F-139.
* Subconjunctival Reassure the mother that no specific
bleeding (bright red treatment is needed and that the
spot under the problem will resolve spontaneously.

conjunctiva of one or
both eyes)
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TABLE F-2Cont. Examination of the newborn baby

Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

Look at L ook for
HEAD AND » Hydrocephalus (large
FACE head with bulging
fontanelle and widened
sutures)

Organize transfer (page C-63) and
refer the baby to atertiary hospital or
specialized centre for surgery, if
possible.

Bulging anterior
fontanelle

ACT NOW: If the baby hasa
bulging anterior fontanelle,
immediately begin treatment for
meningitis. See pages F-41 and
F-43.

Sunken fontanelle

Treat for dehydration if there are
additional signs, such as sunken
eyes, loss of skin elagticity, or dry
tongue and mucous membranes
(page C-23).

Swelling on scalp that
is not restricted to the
areaover the
fontanelles

For management of the scalp
swelling, see page F-121.

Unable to wrinkle
forehead or close eye
on one side; angle of
mouth pulled to one
side (facia paraysis;
Fig. F-11, page F-145)
Unable to breastfeed
without dribbling milk

To evaluate further for facial
paralysis, see page F-145.

The normal newborn baby’s head may be moulded from a vertex birth; thiswill resolve
spontaneously over a period of three to four weeks (Fig. F-7, page F-121).
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Look at L ook for Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

MOUTH AND * Cleftlip (splitinlip) For management of the cleft lip or
NOSE * Cleft palate (holein palate, see page F-151.
upper palate
connecting mouth and
nasal passages)
* Thrush (thick white To confirm diagnosis of thrush, see
patches on tongue or page F-128.
inside mouth)
* Central cyanosis (blue  ACT NOW: Give oxygen at a high
tongue and lips) flow rate (page C-25).
For management of central cyanosis,
see page F-47.
» Profuse nasal discharge  To evaluate further for congenital
(“snuffles’) syphilis, see page F-35.
* Dry tongue and Treat for dehydration if there are
mucous membranes additional signs, such asloss of skin
elasticity, sunken eyes or fontanelle
(page C-23).
ABDOMEN AND ¢ Abdominal distension For management of the abdominal
BACK (Fig. F-6, page F-99) distension, see page F-99.

Gastroschisis/

omphal ocoele (defect
of abdominal wall or
umbilicus through
which bowel or other
abdominal organs may
protrude)

For management of the gastroschisis/
omphalocoele, see page F-152.

Spina bifida/

myel omeningocoele
(defect in back through
which the meninges
and/or spinal cord may
protrude)

For management of the spina bifida/
myelomeningocoele, see page
F-152.
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TABLE F-2Cont. Examination of the newborn baby

Look at L ook for

Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

WEIGHT * Birth weight less than
25kg

During the examination, look closely
for problems the baby may have due
to small size, and see page F-23 to
review special considerations for the
care of small babies.

Birth weight more than
4.0kg

Anticipate the need to prevent and
treat for low blood glucose (page
F-91), and examine closely for
possible birth injury.

Not gaining weight
(proven or suspected)

To evaluate further for feeding
difficulty, see page F-93.

URINE AND ¢ Passes urinelessthan
STOOL six times per day after
day 2

Assess feeding and/or fluid volumes
(page C-22).

« Diarrhoea (increased
frequency of loose
stools as observed or
reported by the mother;
stool is watery or
green, or contains
mucus or blood)

For management of diarrhoea, see
page F-107.

» Has not passed
meconium within 24
hours after birth

Check for imperforate anus:

« If the anusisimperforate, see page
F-153.

« If the anusis normal, see page F-
102 to determine if the baby has a
suspected gastrointestinal
malformation or obstruction.

It isnormal for a baby to have six to eight watery stools per day. Vaginal bleeding in the
female newborn baby may occur for a few days during the first week of life and isnot a sign

of a problem.
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TABLE F-2Cont. Examination of the newborn baby

Look at L ook for Immediate Action(s) Required and
Relevant Chapter for Treatment
after Completion of Examination

FEEDING » Baby fed well at birth but For general management of the
is now feeding poorly or feeding problem, see page F-93.
has stopped feeding
* Baby has not fed well since  If the baby is small, see page F-26
birth for fluid and feeding management of

Baby isnot gaining weight  small babies.
(proven or suspected)
* Mother has not been able
to breastfeed successfully
» Baby is having difficulty
feeding and is small or a

twin

» Baby isvomiting For management of vomiting, see
forcefully, regardless of the  page F-99.
method of feeding after

every feeding, or is
vomiting bile or blood

IMMEDIATE ACTIONS ONCE EXAMINATION IS COMPLETE

»  Determine appropriate management:

- Categorize the findings from the examination and treat priority
findings first (temperature less than 32 °C, convulsions/spasms,
UNCONSCi OUSNESS);

- Continue to treat emergency signs (i.e. respiratory rate less than 20
breaths per minute, gasping, not breathing, bleeding, or shock) and
continue any treatment started during the examination (i.e. “ACT
Now");

- Notethat most of the chapters that follow in this section explore
each sign or finding separately and lead to appropriate management
pathways. In some cases, more than one finding of illness may be
identified upon further assessment, and these “ clusters’ of findings
may al point to a single serious problem. I f the assessment reveals
mor e than onefinding, first see the chapter Multiple Findings
(Most Often Sepsis or Asphyxia) (page F-35) to rule out asphyxia,
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sepsis, congenital syphilis, or problems due to small size, and
then use any other chapter(s) necessary;

- Keepinmind that you may be able to treat several problems at the
sametime.

If aspecific problem isnot identified and the only finding is lethar gy
or another non-specific sign (i.e. drowsiness, reduced activity,
floppiness, irritability, or jitteriness), or the baby “looksill,” seethe
chapter Lethargy and Other Non-Specific Sgns (page F-87).

Perform the following before beginning specific treatment, or as soon as
possible:

- If thebaby islessthan one hour old, give eye prophylaxis
(1% silver nitrate, 2.5% polyvidone iodine solution, or 1%
tetracycline ointment);

- Givevitamin K; (phytomenadione) 1 mg IM once (or IV if an IV
line has already been established) if the baby has not already been
givenit.

Themother, whoisconstantly with thebaby, may noticesubtle
changes in the baby’s condition. Listen to her comments and
re-examine the baby at any timeif thereis concern.

NEXT STEPS

Review the findings with the mother and obtain informed consent before
performing additional procedures.

Continue any treatment already started.

Determine what procedures and laboratory investigations are required.
Be sure to draw enough blood at one time to perform all the necessary
investigations.

ADMITTING THE BABY TO THE HEALTH CARE FACILITY

If treatment of the baby requires admitting the baby to the health
car e facility, ensure the following:

- Explain the baby’s condition to the mother and the reason(s) why the
baby needs to be admitted. Answer any questions she may have;
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- Check that the baby is properly identified with aname tag on the
wrist or ankle;

- Check that the umbilical cord is securely clamped/tied;

- Carry out necessary administrative procedures (e.g. record keeping,
page A-1);

- Carefor the baby in the newborn special care unit, if oneis
available:

If anewborn special care unit isnot available, keep the baby
with the mother in an area that is close to the nursing station;

K eep babies with infections separate from babies with non-
infectious problems, and follow infection prevention practices at
al times (page C-37);

Admit the mother, if necessary, to keep her with the baby to
allow breastfeeding or to provide expressed breast milk (page
C-15). The mother does not have to be admitted if sheisable to
stay nearby;

If the mother and baby ar e separated, help the mother to visit
the baby, if possible, and provide a comfortable chair for her;

If the mother isnot ableto visit the baby, inform her of the
baby’ s condition at least twice daily.

Review thelist of differential diagnoses again after receiving the results
of theinitial investigations (e.g. blood glucose) and after observing the
baby’ s response to initial treatment. Make any changes in treatment that
may be necessary.
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Preterm babies (born before 37 weeks gestation) tend to have more problems
than term babies who are small (lessthan 2.5 kg at birth). However, because
the baby’ s gestational age is not always known, this guide refers to preterm
babies and small term babies collectively as“small babies.” If the baby’s
gestational age is known, use this, when possible, to guide diagnosis and
management decisions. Remember that the more preterm or the smaller the
baby is, the more likely the baby is to have problems.

» After completing the examination in Table F-2 (page F-11), review
relevant differential diagnosis tables carefully to determine the diagnosis
that most closely matches the baby’ s findings, keeping in mind that a
small baby can have any problem that aterm baby can have. Note that a
small baby:

- may have aproblem that is specific to small babies (e.g. jaundice of
prematurity) but may aso have any other problem that a full-size,
term baby can have (e.g. jaundice associated with sepsis);

- hasadifferent resting posture (Fig. F-1A) than aterm baby (Fig.
F-1B), and thisis not necessarily an indication of a problem (e.g.
floppiness).

FIGURE F-1  Normal resting posture of small (A) and term (B) babies

*  Small babies are prone to complications. Some problems that small
babies are particularly susceptible to include:

- feeding difficulty (Feeding difficulty isacommon problem; asthe
baby grows, feeding ability improves.);
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- abnormal body temperature (page F-69; Kangaroo mother care
[page F-30] is the recommended method of maintaining a small
baby’ s body temperature. This method of care is recommended for
babies who do not have a seriousillness, and particularly for those

who weigh lessthan 1.8 kg.);

- breathing difficulty (page F-47), such as respiratory distress

syndrome and apnoes;
- necrotizing enterocolitis (page F-104);
- jaundice of prematurity (page F-82);
- intraventricular bleeding (page F-66);

- anaemia(page F-119; To prevent iron deficiency anaemia, give small
babies an oral iron preparation to give elemental iron 2 mg/kg body
weight once daily from two months of age up to 23 months of age);

- low blood glucose (page F-91).

*  Because asmall baby typically has multiple findings—which may be

because the baby is small or because the baby has a more severe

problem—review the chapter Multiple Findings (Most Often Sepsis or

Asphyxia) (page F-35), looking especially for signs of sepsis or

asphyxia. Note that small babies often develop new findings during the

first days and weeks of life.

» Regardless of what other problems they may have, all small babies
require special considerations for feeding, fluid management, and
maintenance of normal body temperature (ideally using kangaroo mother
care), which are described below. In addition, review the chaptersin the
Newborn Care Principles section for general management instructions

applicable to all newborn babies.

FEEDING AND FLUID MANAGEMENT OF SMALL BABIES

GENERAL PRINCIPLES OF FEEDING SMALL BABIES

Small babies often have difficulty feeding simply because they are not mature
enough to feed well. Good feeding ability can usually be established by 34 to
35 weeks post-menstrual age. Until that time, substantial effort may be
needed to ensure adequate feeding. Provide special support and attention to

the mother during this difficult period.
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»  Explain to the mother that:
- her breast milk is the best food for the baby;
- breastfeeding is especially important for a small baby;
- it may takelonger for asmall baby to establish breastfeeding;
- itisusualy normal if the baby:
- tireseasily and suckles weakly at first;
- sucklesfor shorter periods of time before resting;
- fallsasleep during feeding;
- pausesfor long periods between suckling.

»  Havethe mother keep the baby at the breast for alonger period of time
and allow long pauses between suckling, or along, slow feed. Assure the
mother that breastfeeding will become easier once the baby becomes
bigger.

» Havethe mother follow the general principles of exclusive breastfeeding
(page C-11).
»  Ensurethat the baby is fed frequently:

- If thebaby weighs 1.25 to 2.5 kg, feed the baby at least eight times
in 24 hours (i.e. every three hours);

- If thebaby weighslessthan 1.25 kg, feed the baby at least 12 times
in 24 hours (i.e. every two hours);

- Follow the guidelinesin Tables F-3 to F-8 (pages F-27 to F-29) to
determine the required daily volume of feeds and/or fluid.

» If thebaby isnot suckling well enough to receive an adequate volume
of milk:

- Encourage the mother to give expressed breast milk using an
alternative feeding method (page C-14);

- Besure the mother always attempts to breastfeed the baby before
offering expressed breast milk, unless the baby cannot be breastfed;

- If necessary, the mother can improve the flow of milk by expressing
asmall amount of milk before allowing the baby to attach to the
breast.
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Ensure that the baby is receiving enough milk by assessing the baby’s
growth (page C-53).

If the baby isnot gaining weight adequately (less than 15 g/kg body
weight per day over three days), have the mother express breast milk

(page C-15) into two different cups. Have her give the contents of the
second cup, which contains more of the fat-rich hind milk, to the baby
first, and then supplement with whatever is required from the first cup.

If the baby isvomiting or has abdominal distension or episodes of
apnoea or if morethan 20% of the previousfeed isretained in the
stomach (gastric residual) just before the next feed (when fed by
gastric tube):

- Stop feeding. Establish an IV line (page P-21), and give IV fluid at
maintenance volume according to the baby’ s weight and age (Tables
F-3to F-8, page F-27 to F-29) for 12 hours,

- Reassessthe baby after 12 hours:

- If thebaby’s condition isimproving, restart feeds, observing
carefully;

- If thebaby’s condition is not improving, continue giving 1V
fluid at maintenance volume for another 12 hours. Then restart
feeds, giving the same volume as the last feed and observing the
baby carefully.

If the baby isbeing fed by gastric tube and thereisan increasing
volume of gastric residuals (milk remaining in the stomach from the
previous feed), suspect necrotizing enterocolitis (page F-104).

FEED AND FLUID VOLUMES FOR SMALL BABIES

Small babies require different feed and fluid volumes based on their condition
and weight. Review the categories below to determine the appropriate total
daily fluid and feed volumes for the baby.

BABIES WITHOUT MAJOR ILLNESS
1.75TO 2.5 KG

Allow the baby to begin breastfeeding (page C-11). If the baby cannot
be breastfed, give expressed breast milk using an alternative feeding
method (page C-14). Use Table C-4 (page C-22) to determine the
required volume of milk for the feed based on the baby’ s age.
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1.5T0O 1.749 KG

» Giveexpressed breast milk using an alternative feeding method (page
C-14) every three hours according to Table F-3 until the baby is able to

breastfeed.
TABLE F-3 Volumesof breast milk for ababy weighing 1.5to0 1.749 kg without
major illness
Day of Life
1 2 3 4 5 6 7

Feed volume every three 12 18 22 26 30 33 35
hour s (ml/feed)

1.25T0 1.49 KG
*  Giveexpressed breast milk by gastric tube (page C-18) every three hours
according to Table F-4.

»  Progressto feeding by cup/spoon (page C-16) as soon as the baby can
swallow without coughing or spitting.

TABLE F-4 Volumesof breast milk for ababy weighing 1.25t0 1.49 kg without
major illness

Day of Life

1 2 3 4 5 6 7

Feed volume every three 10 15 18 22 26 28 30
hour s (ml/feed)

LESS THAN 1.25 KG

* Establishan IV line (page P-21), and give only IV fluid (according to
Table F-5, page F-28) for the first 48 hours.

»  Giveexpressed breast milk by gastric tube (page C-18) every two hours
starting on day 3, or later if the baby’s condition is hot yet stable, and
slowly decrease the volume of 1V fluid while increasing the volume of
oral feeds according to Table F-5 (page F-28).

»  Progressto feeding by cup/spoon (page C-16) as soon as the baby can
swallow without coughing or spitting.
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TABLEF-5  Volumesof IV fluid and breast milk for all babiesweighing
lessthan 1.25 kg

Day of Life
1 2 3 4 5 6 7

1V fluid rate (ml/hour or 4 4 3 3 2 2 0
microdrops/minute)
Feed volume every two 0 0 3 5 8 11 15
hour s (ml/feed)

SICK BABIES

1.75TO 2.5 KG

» Ifthebaby doesnot initially require 1V fluid (according to the relevant
chapter for the baby’ s problem), allow the baby to begin breastfeeding
(page C-11). If the baby cannot be breastfed, give expressed breast
milk using an alternative feeding method (page C-14). Determine the
required volume of milk for the feed based on the baby’s age (Table
C-4, page C-22).

» Ifthebaby requires!V fluid:

- Establishan 1V line (page P-21), and give only IV fluid (according
to Table F-6) for the first 24 hours;

- Giveexpressed breast milk using an aternative feeding method
(page C-14) every three hours starting on day 2, or later if the
baby’s condition is not yet stable, and slowly decrease the volume of
IV fluid while increasing the volume of oral feeds according to

Table F-6.
TABLE F-6 Volumesof |V fluid and breast milk for a sick baby weighing
1.75kgto2.5kg
Day of Life
1 2 3 4 5 6 7

1V fluid rate (ml/hour or 5 4 3 2 0 0 0
microdrops/minute)
Feed volume every three 0 6 14 22 30 35 38

hour s (ml/feed)
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1.5T0O 1.749 KG

» Establishan IV line (page P-21), and give only IV fluid (according to
Table F-7) for the first 24 hours.

» Giveexpressed breast milk by gastric tube (page C-18) every three hours

starting on day 2, or later if the baby’s condition is not yet stable, and
slowly decrease the volume of 1V fluid while increasing the volume of
oral feeds according to Table F-7.

»  Progressto feeding by cup/spoon (page C-16) as soon as the baby can
swallow without coughing or spitting.

TABLE F-7 Volumes of |V fluid and breast milk for a sick baby weighing 1.5

to 1.749 kg
Day of Life

3 4 5
1V fluid rate (ml/hour or 4 4 3 2 2
microdrops/minute)
Feed volume every three 0 6 13 20 24 33 35
hour s (ml/feed)

1.25T0 1.49 KG

» Establishan IV line (page P-21), and give only IV fluid (according to
Table F-8) for the first 24 hours.

*  Giveexpressed breast milk by gastric tube (page C-18) every three hours

starting on day 2, or later if the baby’s condition is not yet stable, and
slowly decrease the volume of IV fluid while increasing the volume of
oral feeds according to Table F-8.

»  Progressto feeding by cup/spoon (page C-16) as soon as the baby can
swallow without coughing or spitting.

TABLE F-8 Volumesof 1V fluid and breast milk for a sick baby weighing

1.25t01.49kg
Day of Life
1 2 3 4 5 7
1V fluid rate (ml/hour or 3 3 3 2 2 0 0
microdrops/minute)
Feed volume every three 0 6 9 16 20 28 30

hours (ml/feed)
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LESS THAN 1.25 KG
* Givefeedsand fluid as described for awell baby less than 1.25 kg (page
F-27).

WEIGHT GAIN AND FEEDING AFTER SEVEN DAYS OF AGE

* Itisnormal for small babiesto lose weight during the first 7 to 10 days
of life. Birth weight is usually regained by 14 days of life unless the baby
has been sick.

» Assessthe baby’s growth (page C-53) to ensure that the baby is gaining
weight adequately.

» If the baby still requiresfeeding using an alter native feeding method
but ison full milk feeds:

- Increase the volume of milk in increments of 20 mi/kg body weight
per day until the baby reaches 180 ml/kg body weight of breast milk

per day;
- Continue to increase the volume of milk as the baby’ s weight

increases to maintain avolume of 180 ml/kg body weight of breast
milk per day.

» |f weight gain isinadequate (less than 15 g/kg body weight per day
over three days):

- Increase the volume of milk to 200 ml/kg body weight per day;

- If weight gain isinadequate for more than one week and the
baby has been taking 200 ml/kg body weight breast milk per
day, treat for inadequate weight gain (page F-96).

KANGAROO MOTHER CARE

Kangaroo mother care (KMC) is care of asmall baby who is continuously
carried in skin-to-skin contact by the mother and exclusively breastfed
(ideally). It isthe best way to keep a small baby warm and it also helps
establish breastfeeding. KM C can be started in the hospital as soon as the
baby’ s condition permits (i.e. the baby does not require special treatment,
such as oxygen or 1V fluid). KMC, however, requires that the mother stay
with the baby or spend most of the day at the hospital.

*  Ensure that the mother isfully recovered from any childbirth
complications before she begins KMC.
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»  Ensure that the mother has support from her family to stay at the hospital
or return when the baby is ready for KMC and to deal with
responsibilities at home. Discuss with the family, if possible, how they
can support the mother so she can provide KMC.

»  Explain to the mother that KMC may be the best way for her to care for
her baby once the baby’ s condition permits:

- the baby will be warm;
- the baby will feed more easily;
- episodes of apnoeawill be less frequent.

»  Takethe baby away from the mother only to change napkins (diapers),
bathe, and assess for clinical findings according to the hospital’s
schedule, or as necessary.

»  Babiescan be cared for using KMC until they are about 2.5 kg or 40 weeks
post-menstrual age.

BEGINNING KMC

*  Whilethe baby is recovering from an iliness, the mother can begin to
hold the baby in skin-to-skin contact for short periods of time (one to
three hours at atime).

*  Oncethe baby’s condition is stable and the baby does not require special
treatment (e.g. oxygen or IV fluid), the mother can begin continuous
KMC.

*  When the baby is ready for KMC, arrange with the mother atimethat is
convenient for her. Ask her to wear light, loose clothing that is
comfortable in the ambient temperature, provided the clothing can
accommodate the baby.

*  Ensurethat theroomisat least 25 °C.

*  Whilethe mother is holding the baby, describe to her each step of KMC,
demonstrate them, and then allow her to go through the steps herself.

»  Clothe the baby with a pre-warmed shirt open at the front, a napkin, a
hat, and socks.

»  Placethe baby on the mother’ s chest:

- Placethe baby in an upright position directly against the mother’s
skin;
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- Ensurethat the baby’s hips and elbows are flexed into afrog-like
position and the baby’ s head and chest are on the mother’ s chest,
with the head in a dightly extended position.

Place the baby on the mother’s chest under the mother’s clothes
(Fig. F-2) and cover with a pre-warmed blanket:

- Specia garments are not needed as long as the mother’ s clothes keep
the baby firmly and comfortably in contact with her skin;

- Useasoft piece of fabric (about 1 square metre), folded diagonally
in two and secured with aknot. Make sureit istied firmly enough to
prevent the baby from dliding out if the mother stands, but not so
tightly that it obstructs the baby’ s breathing or movement.

After positioning the baby, allow the mother to rest with the baby, and
encourage her to move around when sheis ready.

FIGURE F-2  Baby in kangaroo mother care position under mother’s

clothes

BREASTFEEDING

Have the mother attempt to breastfeed either when the baby iswaking
from sleep or when awake and aert.

Have the mother sit comfortably, and help her with correct positioning
and attachment (page C-12), if necessary.

If the baby cannot be br eastfed, have the mother give expressed breast
milk using an alternative feeding method (page C-14).
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DAILY LIFE FOR THE MOTHER
*  Emphasize to the mother that it isimportant that she wash her hands
frequently.

*  During the day, the mother can do whatever she likes. she can walk,
stand, sit, or lie down.

*  The best deeping position for the mother during KMC is areclining
position. If the mother’sbed isnot adjustable, she can use severa
pillows to prop herself up. She may also sleep on her side.

»  When the mother needs time away from the baby for hygiene or for any
other reason, either:

- haveafamily member carry the baby in skin-to-skin contact while
the mother is unavailable; or

- dressthe baby, place in awarm bed, and cover until the mother or a
family member is available to carry the baby in skin-to-skin contact.

MONITORING THE BABY’S CONDITION

» If thebaby isin continuous KM C, measure the baby’ s temperature
twice daily.

»  Teach the mother to observe the baby’ s breathing pattern, and explain the
normal variations. If the baby stops breathing, have the mother
stimulate the baby to breathe by rubbing the baby’ s back for 10 seconds.
If the baby does not begin to breathe immediately, resuscitate the baby
using a bag and mask (page P-1).

*  Teach the mother to recognize danger signs (e.g. apnoea, decreased
movement, lethargy, or poor feeding).

» Respond to any concerns the mother may have. If the baby isfeeding
poorly, determine if the mother’ s techniqueis incorrect (page C-12), the
baby is still too immature, or the baby is becoming ill (repeat
examination, Table F-2 [page F-11], if necessary).

DISCHARGE AND FOLLOW-UP

*  When the baby is feeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67). Thismay bein afew
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days to weeks, depending on the initial size of the baby and other
problems the baby may have.

Ensure that the mother is comfortable with her ability to care for the baby
and continue KMC at home and is able to come regularly for follow-up
vigits.

During the first week after discharge from the hospital, weigh the baby

daily, if possible, and discuss any problems with the mother. Provide
support and encouragement to the mother.

After the first week, see the mother and the baby twice weekly until
around 40 weeks post-menstrual age or when the baby weighs more than
2.5 kg. Weigh the baby and advise the mother to begin to wean the baby
off KMC as soon as the baby becomes less tolerant of the position.

Once the baby is weaned from KMC, continue to follow up monthly to
monitor feeding, growth, and development until the baby is several
months old.
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ASPHYXIA)

Keep the following points in mind regarding multiple findings:

A single health problem in a baby may be indicated by many signs
(e.g. ababy with asphyxia may have convulsions, poor feeding, and
breathing difficulty), while asingle sign may point to many health
problems (e.g. poor feeding may be asign of sepsis, asphyxia, or
small size);

Even when multiple signs point to a single problem, the signs
themselves often need to be treated; therefore, it is necessary to look
for further guidance in the chapter corresponding to each sign that
the baby has. For example, if ababy with asphyxiaor sepsisis
having both breathing difficulty and convulsions, ensure that
management includes treatment for both problems.

Problems that typically produce multiple signs include asphyxia, sepsis,
and small size (lessthan 2.5 kg at birth or born before 37 weeks
gestation). Congenital syphilis, a specific kind of sepsis, may aso
produce multiple findings, which are described below. Remember:

There is considerable overlap between the signs of asphyxia and
sepsis, yet distinguishing between them isimportant for their
appropriate management;

Bahies who are small may present with multiple signs, some of
which overlap with the signs of asphyxia and sepsis;

Congenital syphilisis much rarer than the other three problems, even
in areas where the prevalence of sexually transmitted infectionsis
high.

PROBLEMS

More than one finding was identified upon assessment, increasing the
likelihood that the baby has a problem related to small size or has sepsis,
asphyxia, or congenital syphilis.

A single finding was identified upon assessment, but the baby later

developed additional signs of illness.
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FINDINGS

* Review the findings from the general history (page F-7) and examination
(Table F-2, page F-11), looking especidly for a history of:

- Complicated or difficult labour or birth (e.g. fetal distress);
- Prolonged labour;

- Failure of baby to spontaneously breathe at birth;

- Resuscitation of baby at birth;

- Maternal uterine infection or fever any time from the onset of labour
to three days after birth;

- Rupture of the mother’s membranes for more than 18 hours before
birth;

- Small baby (lessthan 2.5 kg at birth or born before 37 weeks
gestation);

- Positive serologic test for syphilis during pregnancy or after birth;

- Syphilis (of the mother or partner) during pregnancy. If the mother
or her partner had syphilis during pregnancy, ask whether it was
untreated, inadequately treated, or if the treatment statusis unknown.

»  Measure blood glucose (page P-13). If the blood glucoseis less than
45 mg/dl (2.6 mmaoal/l), treat for low blood glucose (page F-91). Return
to this chapter for further evaluation if the problems persist after
treatment.

»  Categorize the findings (below).

CATEGORIZE THE FINDINGS

»  Look for the baby’ s findingsin the tables below, which list the findings
that are common to asphyxia and sepsis (Table F-9, page F-37) and the
findings characteristic of babies who are small or have congenital
syphilis (Table F-10, page F-37). If the baby’ s findings are common to
asphyxia and sepsis, determine which of the baby’s findings are
Category A or Category B, and use this information to select appropriate
management (page F-38).
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TABLE F-9 Findings common to sepsis and asphyxia

Category A Findings Category B Findings

Breathing difficulty (e.g. respiratory rate more
than 60 or less than 30 breaths per minute,
grunting on expiration, chest indrawing, or central
cyanosis [blue tongue and lips]) Abdominal distension

« Failure of baby to spontaneously breathe at birth, Poor or no feeding after having
usually requiring resuscitation (favours asphyxia)  fed well (favours sepsis)

Apnoea e Signs starting at birth or on day 1
Convulsions of life (favours asphyxia)
Unconsciousness Prolonged labour (favours sepsis)
Abnormal body temperature since birthand not ~ « Unclean birth (favours sepsis)
responding to treatment, unstable temperature e Complicated or difficult labour or
after three or more normal temperature readings, birth (fetal distress; favours

or temperature more than 39 °C not caused by asphyxia)

overheating (favours sepsis)

Condition worsens rapidly and dramatically

(favours sepsis)

Signs starting after day 4 of life (favours sepsis)

Maternal history of uterine infection or fever any

time from the onset of labour to three days after

birth, or rupture of membranes for more than 18

hours before birth (favours sepsis)

Lethargy or floppiness
Drowsiness or reduced activity
Vomiting (favours sepsis)

TABLE F-10 Findings characteristic of babieswho are small or have
congenital syphilis

Findings Characteristic of
¢ Lessthan 2.5 kg at birth or born before 37 weeks Small baby (see page F-40)
gestation
« Body temperature less than 36.5 °C
« Apnoea

¢ Respiratory distress syndrome (moderate to severe
breathing difficulty starting at birth. The baby’s
condition worsens during the first two days of life,
does not change for the next one to two days, and
begins to improve during the next four to seven days.)
« Feeding difficulty

 Floppiness
« Generalized oedema (body swelling) Congenital syphilis (see page
¢ Abdominal distension (from enlarged liver and/or F-41)

spleen or from fluid in abdomen)
« Blistering skin rash on palms and soles
« Profuse nasal discharge (“snuffles’)
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SELECTING APPROPRIATE MANAGEMENT

Keep in mind the following points when selecting appropriate management
for the baby, and particularly when differentiating between sepsis and

asphyxia:
»  Sepsiscan appear any time from birth to the end of the newborn period:

Suspect sepsis (below) in babies with multiple findings, especidly if
sepsis cannot be ruled out or another diagnosisis not certain;

When sepsis occurs within the first three days of life, it is usualy
related to rupture of the mother’ s membranes for more than 18 hours
before birth or the presence of a uterine infection or fever any time
from the onset of labour to three days after birth. If this history is
present in addition to clinical signs, suspect sepsis (below);

If the baby did not becomeill until day 4 or later, the presence or
absence of maternal history findings no longer helpsto distinguish
sepsis from other problems. However, if reliable information
about the pregnancy, birth, and postnatal period isnot available
and the baby is mor e than three days old, suspect sepsis (below);

» Asphyxiaisassociated with a history of difficult or prolonged labour or
birth (e.g. fetal distress) and/or failure of the baby to breathe
spontaneoudly at birth, usually requiring resuscitation. If these events
occurred, suspect asphyxia (page F-39).

» |If thebaby issmall, see page F-40.

« If thebaby hasfindings characteristic of syphilisand the mother or
her partner hasa history of syphilisduring the pregnancy or the
mother had a positive serologic test for syphilisduring pregnancy,
suspect congenital syphilis (page F-41).

IF SEPSIS IS SUSPECTED

Review the two main bullets below, and choose the one that is more
appropriate based on the baby’ s findings. See Table F-11 (page F-40) for a
summary of the decision-making pathway to distinguish sepsis from asphyxia.

* If thebaby isthree daysold or lessand the maternal history IS
indicative of sepsis, treat for sepsis (page F-41), and treat any specific
sign (e.g. breathing difficulty).
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* If thebaby isthree daysold or lessand the maternal history ISNOT
indicative of sepsis OR if the baby was more than three days old
when signs of illnesswer e first noted (regardless of maternal history):

- If thebaby hastwo or more Category A findings OR three or
more Category B findings, treat for sepsis (page F-41), and treat
any specific sign (e.g. breathing difficulty);

- If thebaby hasone Category A finding and one Category B
finding OR two Category B findings, treat any specific sign (e.g.
breathing difficulty) but do not begin treatment for sepsis. Observe
the baby for additional signs of sepsis, reassessing the baby every
two hours for 12 hours:

- If additional signsof sepsisare found at any time during the
observation period, treat for sepsis (page F-41);

- If no additional signsof sepsisarefound during the
observation period but theinitial signshave not improved,
continue observation for 12 more hours;

- If theinitial signsof sepsisimproved during the observation
period, reassess the baby every four hours for an additional 24
hours. If improvement continues, the baby is feeding well, and
there are no other problems requiring hospitalization, discharge
the baby (page C-67).

IF ASPHYXIA IS SUSPECTED

Review the two main bullets below and choose the one that is more
appropriate based on the baby’ s findings. See Table F-11 (page F-40) for a
summary of the decision-making pathway to distinguish sepsis from asphyxia.

» |If thebaby isthree daysold or less and the maternal history IS
indicative of sepsis (see above), treat the baby for both asphyxia (page
F-44) and sepsis (page F-41), and treat any specific sign (e.g. breathing
difficulty).

» If thebaby isthreedaysold or lessand the maternal history ISNOT
indicative of sepsis OR if the baby was mor e than three days old when
signsof illnesswerefirst noted (regardless of maternal history), treat for
asphyxia (page F-44), and treat any specific sign (e.g. breathing difficulty).
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TABLE F-11  Summary of decision-making pathway to distinguish sepsis
from asphyxia
Baby’'s Age and FindingsMore Treat for
Mother’sHistory Consistent with
Baby three days old or less Asphyxia Sepsis (page F-41) and asphyxia
and maternal history (page F-44)
suggestive of sepsis
Sepsis Sepsis (page F-41)
Baby three days old or less Asphyxia Asphyxia (page F-44)
and maternal history not
suggestive of sepsis
OR . . . .
. Sepsis Possible sepsis (review for
Eragt’etr’ecame ill on day 4 presence of Category A or B

findings; Table F-9, page F-37)

IF THE BABY IS SMALL

If the baby is small and has findings char acteristic of sepsisor
asphyxia (see Table F-9, page F-37):

Treat for sepsis and/or asphyxia as needed (see above), treat any
specific sign (e.g. breathing difficulty), and provide general care for
the small baby (page F-23);

If the baby’ s findings include occasional apnoea, floppiness,
feeding difficulty, and/or breathing difficulty that is consistent
with the pattern of respiratory distress syndrome (RDS), with
no mater nal history suggestive of sepsis:

- SeepagesF-51 and F-52 for management of RDS and
apnoea, respectively;

- Donot treat for sepsis unless instructed to do so in the
management section for RDS or apnoea;

- Provide genera care for the small baby (page F-23).

If the baby does not have findings char acteristic of sepsisor asphyxia:

Provide general care for the small baby (page F-23);

Note that small babies often develop new findings during the first
days and weeks of life; return to this chapter any time the baby
shows multiple findings consistent with sepsis or asphyxia
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IF CONGENITAL SYPHILIS IS SUSPECTED

If the baby hasfindings characteristic of syphilis OR the mother or
her partner hasa history of syphilis during the mother’s pregnancy,
perform a serologic test for syphilis on the mother and baby:

- If themother’sor baby’stest for syphilisis positive, treat for
congenita syphilis (page F-46);

- If theserologic test for syphilisisnot possible, the mother was
not treated at least 30 days before giving birth or wastreated
inadequately, or if the mother’streatment statusisunknown,
treat for congenital syphilis (page F-46).

If the mother had a positive serologic test for syphilisduring

pregnancy, determine if the mother was treated:

- If themother wastreated adequately and thetreatment started
at least 30 days before birth, no treatment is necessary;

- If themother wasnot treated at least 30 days before giving birth
or wastreated inadequately, or if the mother’streatment status
isunknown, treat for congenital syphilis (page F-46).

MANAGEMENT

SEPSIS

Establish an 1V line (page P-21), and give only 1V fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22) for the first
12 hours.

Take a blood sample (page P-9), and send it to the laboratory for culture
and sensitivity, if possible, and to measure haemoglobin.

If the haemoglobin islessthan 10 g/dl (haematocrit less than 30%),
give ablood transfusion (page P-31).

If the baby has convulsions, opisthotonos, or a bulging anterior
fontanelle, suspect meningitis:

- Treat convulsions, if present (page F-59);
- Perform alumbar puncture (page P-37);
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- Send asample of the cerebrospinal fluid (CSF) to the laboratory for
cell count, Gram stain, culture, and sensitivity;

- Begin treatment for meningitis (page F-43) while awaiting
laboratory confirmation.

If meningitisisnot suspected, give ampicillin and gentamicin IV
according to the baby’ s age and weight (Table C-9, pages C-34 to C-35).

Assess the baby’ s condition every six hours for signs of improvement:

- If thebaby’s condition isimproving after three days of
treatment with antibiotics:

If the blood cultureis negative, discontinue ampicillin and
gentamicin after five days of treatment;

If the blood cultureisnot possible or is positive, continue
ampicillin and gentamicin to complete 10 days of treatment.

- If thebaby’s condition is not improving after three days of
treatment with antibiotics:

If the blood cultureis positive, change antibiotics according to
the results of the culture and sensitivity, and give antibiotics for
seven days after signs of improvement are first noted;

If the blood cultureisnot possible or the organism cannot be
identified, discontinue ampicillin. Give cefotaxime IV according
to the baby’ s age (Table C-9, page C-34), in addition to
gentamicin, for seven days after signs of improvement are first
noted.

After 12 hours of treatment with antibiotics or when the baby’ s condition
begins to improve, allow the baby to begin breastfeeding (page C-11). If
the baby cannot be breastfed, give expressed breast milk using an
alternative feeding method (page C-14).

M easure haemogl obin twice weekly during hospitalization and again at
discharge. If the haemoglobin islessthan 10 g/dl (haematocrit less than
30%), give ablood transfusion (page P-31).

Observe the baby for 24 hours after discontinuing antibiotics:

- If the baby isfeeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67);

- If signsof sepsisrecur, repeat the culture and sensitivity, and treat
with additional antibiotics as necessary.



Multiple findings (most often sepsis or asphyxia) F-43

MENINGITIS

Perform alumbar puncture (page P-37) if not already done (see page
F-41).

Give ampicillin (for meningitis) and gentamicin IV according to the baby’'s
age and weight (Table C-9, pages C-34 to C-35). Note that the dose of
ampicillin given for meningitisis double the dose given for sepsis.

Confirm the diagnosis of meningitisif the:

- white blood cell count in the cerebrospinal fluid (CSF) is 20/mm?® or
more if the baby is less than seven days old, or 10/mm? or more if
the baby is seven days or older; OR

- culture or Gram stain of the CSF is positive.

After 12 hours of treatment with antibiotics or when the baby’ s condition
begins to improve, allow the baby to begin breastfeeding (page C-11). If
the baby cannot be breastfed, give expressed breast milk using an
alternative feeding method (page C-14).

If the baby’s condition isimproving after 48 hours of treatment with
antibiotics, continue antibiotics for 14 days or for seven days after signs
of improvement are first noted, whichever islonger.

If the baby’s condition isnot improving after 48 hours of treatment
with antibiotics, repeat the lumbar puncture:

- If organismsare seen on Gram stain of the CSF, change
antibiotics according to the organism identified, and treat for 14 days
or for seven days after signs of improvement are first noted,
whichever islonger;

- If the organism cannot be identified, discontinue ampicillin. Give
cefotaxime (for meningitis) IV according to the baby’ s age (Table
C-9, page C-34), in addition to gentamicin, for 14 days or for seven
days after signs of improvement are first noted, whichever islonger.

M easure haemoglobin every three days during hospitalization and again
at discharge. If the haemoglobin islessthan 10 g/dl (haematocrit less
than 30%), give ablood transfusion (page P-31).

Observe the baby for 24 hours after discontinuing antibiotics:

- If the baby isfeeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67);
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If signs of sepsisrecur, repeat the culture and sensitivity, and treat

with additional antibiotics as necessary.

ASPHYXIA

If convulsions occur, treat promptly (page F-64) to prevent worsening
of the baby’ s condition.

Treat breathing difficulty, if present (page F-47).

Classify the severity of asphyxia:

In mild cases of asphyxia, the baby may bejittery or hyperalert, with
increased muscle tone, poor feeding, and a normal or rapid
respiratory rate. These findings typically last for 24 to 48 hours
before resolving spontaneously;

In moderate cases, the baby may be lethargic and have feeding
difficulty. The baby may have occasional episodes of apnoea and/or
convulsions for afew days. These problems usually resolve within
one week, but long-term neurodevel opmental problems are possible;

In severe cases, the baby may be floppy or unconscious and does not
feed. Convulsions may occur for several days, and severe and
frequent episodes of apnoea are common. The baby may improve
over several weeks or may not improve at all; if these babies survive,
they usually suffer permanent brain damage.

If the asphyxia is mild:

If the baby is not receiving oxygen, allow the baby to begin
breastfeeding (page C-11);

If the baby isreceiving oxygen or otherwise cannot be breastfed,
give expressed breast milk using an aternative feeding method
(page C-14);

Provide ongoing care (page F-45).

If the asphyxia ismoderate or severe:

Establish an 1V line (page P-21), and give only IV fluid for the first
12 hours:

- Restrict the volume of fluid to 60 mi/kg body weight for the first
day, and monitor urine output;
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- If thebaby urinateslessthan six timesdaily or producesno
urine:

- Do not increase the volume of fluid on the next day;

- When the amount of urine beginsto increase, increase the
volume of IV fluid daily according to the progression of
fluid volumes in Table C-4, page C-22, regardless of the
baby’ s day of age (i.e. for afour-day-old baby, progress
from 60 mi/kg to 80 ml/kg to 100 mi/kg, etc.; do not go
directly to 120 mi/kg on the first day).

- Once the convulsions are controlled and the baby shows signs of
increased responsiveness, alow the baby to begin breastfeeding
(page C-11). If the baby cannot be breastfed, give expressed
breast milk using an alternative feeding method (page C-14);

- Provide ongoing care (below).

ONGOING CARE OF BABIES WITH ASPHYXIA
» Assessthe baby every two hours:

- If thebaby’stemperatureislessthan 36.5 °C or morethan
37.5 °C, treat for abnormal body temperature (page F-69);

- Treat for convulsions (page F-64) or breathing difficulty (page
F-47) as necessary.
*  Encourage the mother to hold and cuddle the baby.

» |If thebaby isunconscious, lethargic, or floppy, handle and move the
baby gently to prevent injury when the baby’s muscle toneis low.
Support the baby’ s entire body, especially the head.

» |If thebaby’s condition is not improving after three days, assess again
for signs of sepsis (Table F-9, page F-37).

» |If thebaby’s condition does not improve after one week (baby
continues to be lethargic, is not breastfeeding or is feeding poorly, or is
still having convulsions) but the baby isno longer receiving treatment
at the hospital or the treatment can be continued at home, discuss
with the mother the possibility of caring for her baby at home.

» If thebaby hasnot had a convulsion for three days after discontinuing
phenobar bital, the mother is able to feed the baby, and there are no other
problems requiring hospitalization, discharge the baby (page C-67):
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Discuss with the mother the baby’ s prognosis and how to deal with
the problems the baby may have at home;

Follow up in one week, or earlier if the mother notes serious
problems (e.g. feeding difficulty, convulsions);

Help the mother find the best method to feed the baby if the baby is
not breastfeeding well. If the baby is feeding slowly, have the
mother feed more freguently.

CONGENITAL SYPHILIS

e Perform alumbar puncture (page P-37).

»  Examine the white blood cell count in the cerebrospinal fluid (CSF) to
determine if the central nervous system (CNS) isinvolved (i.e. white
blood cell count in the CSF is more than 25/mm?):

If the CNSisinvolved or thelumbar punctureisnot possible or
the CSF is bloody, give benzylpenicillin IV or IM (Table C-9,
page C-34) for 10 days;

If the CNSisnot involved, give procaine benzylpenicillin (or
benzathine benzylpenicillin) IM (Table C-9, pages C-34 to C-35)
for 10 days. (If an 1V lineis already in place, give benzylpenicillin
IV [Table C-9, page C-34] for 10 days.)

» If jaundiceis present, explain to the mother that it may take up to three
months to resolve.

*  Givethe mother and her partner(s) benzathine benzylpenicillin 1.8 g (2.4
million units) IM as two injections at separate sites.

» Refer the mother and her partner(s) for follow-up to a clinic offering
services for sexually transmitted infections.

*  Observe the baby for 24 hours after discontinuing antibiotics.

» |If the baby remains well, is feeding well, and there are no other problems
requiring hospitalization, discharge the baby (page C-67):

Follow up in four weeks to examine the baby for growth and signs of
congenital syphilis;

Report the case to authorities, if required.
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Immediately resuscitate the baby using a bag and mask (page
P-1) if the baby:

e isnot breathing at all, even when stimulated; OR

* isgasping; OR
* hasarespiratory ratelessthan 20 breaths per minute.

PROBLEMS

The baby’ s respiratory rate is more than 60 breaths per minute.
The baby’ s respiratory rate is less than 30 breaths per minute.
The baby has central cyanosis (blue tongue and lips).

The baby has chest indrawing (Fig. F-3).

The baby is grunting on expiration.

The baby has apnoea (spontaneous cessation of breathing for more than
20 seconds).

FIGURE F-3  Chest indrawing

FINDINGS

Review the findings from the general history (page F-7) and examination
(Table F-2, page F-11), and use the information to classify the breathing
difficulty (Table F-12, page F-49).

Provide general management, below.
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GENERAL MANAGEMENT

Give oxygen (page C-25) at amoderate flow rate.

If the baby’srespiratory rateislessthan 30 breaths per minute,
observe the baby carefully. If the respiratory rateislessthan 20
breaths per minute at any time, resuscitate the baby using a bag and
mask (page P-1).

If the baby has apnoea:

- Stimulate the baby to breathe by rubbing the baby’s back for 10
seconds,

- If thebaby does not begin to breathe immediately, resuscitate the
baby using a bag and mask (page P-1);

- Seepage F-52 for additional management of apnoea.

Measure blood glucose (page P-13). If the blood glucoseislessthan
45 mg/dl (2.6 mmol/l), treat for low blood glucose (page F-91).

If there are any signsin addition to difficulty breathing, see Multiple
Findings (Most Often Sepsis or Asphyxia) (page F-35) to determine if
the baby’ s problems are due to small size or if the baby has asphyxia,
sepsis, or congenital syphilis, and continue to treat for difficulty
breathing.

If the baby’srespiratory rateis morethan 60 breaths per minute and
the baby has central cyanosis (even if receiving oxygen at ahigh flow
rate) but no chest indrawing or grunting on expiration, suspect a
congenital heart abnormality (page F-52).

Classify the breathing difficulty as severe, moderate, or mild (Table F-12,
page F-49), and manage accordingly.
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TABLE F-12  Classification of breathing difficulty?

Respiratory Rate Grunting or Chest Classification
(breaths per minute) Indrawing
More than 90 Present Severe
More than 90 Absent Moderate
60 to 90 Present Moderate
60 to 90 Absent Mild

2 Respiratory distress syndrome (RDS) resultsin breathing difficulty, including chest
indrawing and grunting, often associated with apnoea. The baby’s condition worsens
during the first two days, does not change for the next one to two days, and begins to
improve during the next four to seven days. RDS istypically seen in small babies (less
than 2.5 kg at birth or born before 37 weeks gestation) and starts within hours of birth. If a
small baby with breathing difficulty has findings consistent with this pattern, treat for
moderate breathing difficulty due to RDS (page F-51).

SPECIFIC MANAGEMENT

SEVERE BREATHING DIFFICULTY

* Insert agastric tube (page P-33) to empty the stomach of air and
secretions.

e Treat for sepsis (page F-41).

*  Monitor and record the baby’ s respiratory rate, presence of chest
indrawing or grunting on expiration, and episodes of apnoea every three
hours until the baby no longer requires oxygen and then for an additional
24 hours.

*  Monitor the baby’ s response to oxygen (page C-29).
*  When the baby begins to show signs of improvement:
- Give expressed breast milk by gastric tube (page C-18);

- When oxygen is no longer needed, allow the baby to begin
breastfeeding (page C-11). If the baby cannot be breastfed, give
expressed breast milk using an alternative feeding method (page
C-14).

« If thebaby’sbreathing difficulty wor sens or the baby has central
cyanosis.
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- Give oxygen (page C-25) at ahigh flow rate;

- If breathing difficulty is so severethat the baby has central
cyanosis even in 100% oxygen, organize transfer (page C-63) and
urgently refer the baby to atertiary hospital or specialized centre
capable of assisted ventilation, if possible.

Observe the baby for 24 hours after discontinuing antibiotics.

If the baby’ s tongue and lips have remained pink without oxygen for at
least two days, the baby has no difficulty breathing and is feeding well,
and there are no other problems requiring hospitalization, discharge the
baby (page C-67).

MODERATE BREATHING DIFFICULTY

MODERATE BREATHING DIFFICULTY NOT DUE TO RDS

Establish an 1V line (page P-21), and give only IV fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22) for the first
12 hours.

Monitor and record the baby’ s respiratory rate, presence of chest
indrawing or grunting on expiration, and episodes of apnoea every three
hours until the baby no longer requires oxygen and then for an additional
24 hours.

If the baby’s breathing difficulty does not improve or wor sens after
two hour s, manage for severe breathing difficulty (page F-49).

Monitor the baby’ s response to oxygen (page C-29).
When the baby begins to show signs of improvement:
- Give expressed breast milk by gastric tube (page C-18);

- When oxygen is no longer needed, alow the baby to begin
breastfeeding (page C-11). If the baby cannot be breastfed, give
expressed breast milk using an aternative feeding method (page
C-14).

If the baby’ s tongue and lips have remained pink without oxygen for at
least one day, the baby has no difficulty breathing and is feeding well,
and there are no other problems requiring hospitalization, discharge the
baby (page C-67).
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MODERATE BREATHING DIFFICULTY DUE TO RESPIRATORY DISTRESS
SYNDROME

* Establishan IV line (page P-21), and give only IV fluid at maintenance
volume according to the baby’ s age (T able C-4, page C-22) for the first
12 hours.

» Monitor and record the baby’ s respiratory rate, presence of chest
indrawing or grunting on expiration, and episodes of apnoea every three
hours until the baby no longer requires oxygen and then for an additional
24 hours.

» |If thebaby’s condition does not stabilize after two days, manage as
for severe breathing difficulty (page F-49).

»  Monitor the baby’ s response to oxygen (page C-29).
*  When the baby begins to show signs of improvement:
- Give expressed breast milk by gastric tube (page C-18);

- When oxygen is no longer needed, allow the baby to begin
breastfeeding (page C-11). If the baby cannot be breastfed, give
expressed breast milk using an alternative feeding method (page
C-14).

» If the baby’ stongue and lips have remained pink without oxygen for at
least one day, the baby has no difficulty breathing and is feeding well,
and there are no other problems requiring special treatment, provide
routine care for asmall baby (page F-23) until the baby is ready to be
discharged (page C-67).

MILD BREATHING DIFFICULTY

*  Give expressed breast milk by gastric tube (page C-18).

»  Monitor and record the baby’ s respiratory rate, presence of chest
indrawing or grunting on expiration, and episodes of apnoea every three
hours until the baby no longer requires oxygen and then for an additional
24 hours.

»  Monitor the baby’ s response to oxygen (page C-29).

*  When oxygen is no longer needed, allow the baby to begin breastfeeding
(page C-11). If the baby cannot be breastfed, continue giving
expressed breast milk using an aternative feeding method (page C-14).
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If the breathing difficulty worsensat any time during the
observation period:

- If thebaby hasthetypical pattern of RDS, treat for moderate
breathing difficulty caused by RDS (page F-51);

- If thebaby doesNOT havethetypical pattern of RDS, look for
sgnsof sepsis (Table F-9, page F-37) and treat if found (page F-41),
and manage moderate (page F-50) or severe (page F-49) breathing
difficulty as necessary.

If the baby’ s tongue and lips have remained pink without oxygen for at
least one day, the baby has no difficulty breathing and is feeding well,
and there are no other problems requiring hospitalization, discharge the
baby (page C-67).

CONGENITAL HEART ABNORMALITY

The diagnosis of a heart abnormality is made by exclusion of other diagnoses.

Give oxygen (page C-25) at ahigh flow rate.
Give expressed breast milk by gastric tube (page C-18).

If the baby cannot toler ate feeding, establish an IV line (page P-21),
and give IV fluid at maintenance volume according to the baby’s age
(Table C-4, page C-22).

Organize transfer (page C-63), and refer the baby to atertiary hospital or
specialized centre for further evaluation, if possible.

APNOEA

SMALL BABY

Small bahies are prone to episodes of apnoea, which are more frequent in
very small babies (lessthan 1.5 kg at birth or born before 32 weeks gestation)
but they become less frequent as the baby grows.

Teach the mother to observe the baby closely for further episodes of
apnoea. If the baby stops breathing, have the mother stimulate the baby
to breathe by rubbing the baby’ s back for 10 seconds. If the baby does
not begin to breatheimmediately, resuscitate the baby using a bag and
mask (page P-1).
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Review the general principles of feeding and fluid management of small
babies (page F-26).

Encourage the use of kangaroo mother care (page F-30), if possible.
Babies cared for in this way have fewer apnoeic episodes, and the mother
is able to observe the baby closaly.

If the apnoeic episodes become mor e frequent, treat for sepsis (page
F-41).

If the baby has not had an episode of apnoeafor seven days, isfeeding
well, and there are no other problems requiring hospitalization, discharge
the baby (page C-67).

TERM BABY

If aterm baby has had only a single episode of apnoea:

- Observe the baby closely for further episodes of apnoeafor 24
hours, and teach the mother how to do so. If the baby does not have
another apnoeic episodein 24 hours, is feeding well, and has no
other problems requiring hospitalization, discharge the baby (page
C-67);

- If apnoearecurs, manage for multiple episodes of apnoea, below.
If aterm baby has had multiple episodes of apnoea:
- Treat for sepsis (page F-41);

- If thebaby has not had an episode of apnoea in the past seven
days, isfeeding well, and there are no other problems requiring
hospitalization, discharge the baby (page C-67).
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FEVER DURING LABOUR OR AFTER BIRTH, OR

RUPTURE OF MEMBRANES FOR MORE THAN 18 HOURS
BEFORE BIRTH

A baby born to amother with a uterine infection or fever any time from the
onset of labour to three days after birth, or rupture of membranes for more than
18 hours before birth, is often normd at birth but can develop a problem later.
The management suggested in this chapter isintended to prevent sepsisfrom
occurring in ababy who does not have signs of illness at birth. If the baby has
ANY sign, follow the appropriate sign chapter. If ababy has multiple findings
of illness (e.g. breathing difficulty, vomiting, and |lethargy), see the chapter
Multiple Findings (Most Often Sepsis or Asphyxia) (page F-35).

PROBLEMS

*  Thebaby's mother has or had a uterine infection or fever any time from
the onset of labour to three days after birth.

*  The baby’s mother’s membranes were ruptured for more than 18 hours
before birth.

MANAGEMENT

» |If thebaby ismorethan three days old (regardless of gestational age),
no treatment (e.g. antibiotics) or observation is needed. Explain to the
mother the signs of sepsis (e.g. Table F-9, page F-37), and ask her to
return with the baby if the baby develops any signs of sepsis.

« If thebaby isthree daysold or less, treat according to gestational age
(below).

GESTATIONAL AGE 35 WEEKS OR MORE (BORN LESS THAN
ONE MONTH EARLY) OR BIRTH WEIGHT 2 KG OR MORE

UTERINE INFECTION OR FEVER, WITH OR WITHOUT RUPTURE OF
MEMBRANES

*  Treat for sepsis (page F-41) with the following modifications:

- If theblood cultureis positive or if the baby develops signs of
sepsis, continue antibiotics to complete 10 days of treatment;
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- If theblood cultureis negative and the baby still has no signs of
sepsis after five days of treatment with antibiotics, discontinue
antibiotics;

- If theblood cultureisnot possible but the baby still hasno signs

of sepsis after five days of treatment with antibiotics, discontinue
antibiotics.

Observe the baby for 24 hours after discontinuing antibiotics:

- If the baby remains well, is feeding well, and there are no other
problems requiring hospitalization, discharge the baby (page C-67);

- Explainto the mother the signs of sepsis (e.g. Table F-9, page F-37),
and ask her to return with the baby if the baby develops any signs of
Sepsis.

RUPTURE OF MEMBRANES WITHOUT UTERINE INFECTION OR FEVER

» Takeablood sample (page P-9), and send it to the laboratory for culture
and sensitivity, if possible, but do not start antibiotics.

»  Observefor signs of sepsis (e.g. poor feeding, vomiting, breathing
difficulty; Table F-9, page F-37) every four hours for 48 hours.

« If theblood cultureis negative, the baby still has no signs of sepsis after
48 hours and is feeding well, and there are no other problems requiring
hospitalization:

- Discharge the baby (page C-67);

- Explain to the mother the signs of sepsis (e.g. Table F-9, page
F-37), and ask her to return with the baby if the baby develops any
signs of sepsis.

« If theblood cultureispositive or if the baby develops signs of sepsis,
treat for sepsis (page F-41).

» If theblood cultureisnot possible, observe the baby for an additional
three days. If the baby remains well during thistime, discharge the baby
(page C-67). Explain to the mother the signs of sepsis (e.g. Table F-9,
page F-37), and ask her to return with the baby if the baby develops any
signs of sepsis.
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or rupture of membranes for more than 18 hours before birth

GESTATIONAL AGE LESS THAN 35 WEEKS (BORN ONE MONTH
OR MORE EARLY) OR BIRTH WEIGHT LESS THAN 2 KG

e Treat for sepsis (page F-41) with the following modifications:

If the blood cultureis positive or if the baby develops signs of
sepsis, continue antibiotics to complete 10 days of treatment;

If the blood cultureis negative and the baby still has no signs of
sepsis after five days of treatment with antibiotics, discontinue
antibiotics;

If the blood cultureisnot possible but the baby still hasno signs
of sepsis after five days of treatment with antibiotics, discontinue
antibiotics.

*  Observe the baby for 24 hours after discontinuing antibiotics:

If the baby remains well, is feeding well, and there are no other
problems requiring hospitalization, discharge the baby (page C-67);

Explain to the mother the signs of sepsis (e.g. Table F-9, page F-37),
and ask her to return with the baby if the baby develops any signs of

sepsis.
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CONVULSIONS OR SPASMS F-59

Convulsions can be due to asphyxia, birth injury, or hypoglycaemia and are
also asign of meningitis or neurologic problems. Between the convulsions,
the baby may appear normal or may be unconscious, lethargic, or irritable.

The spasms of neonatal tetanus may superficially resemble convulsions, but
the two need to be distinguished from each other because the treatment of
tetanus differs from that of convulsions.

PROBLEMS

»  Thebaby ishaving a convulsion or spasm.

*  Thebaby has ahistory of convulsions or spasms.

FINDINGS

* Review the findings from the general history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information.

« If thebaby iscurrently having a convulsion/spasm, look for
distinguishing features (Table F-13, page F-60).

« If thebaby isnot currently having a convulsion/spasm, ask the mother
(or whoever brought the baby in):

- Can you describe the type of abnormal movements the baby had?
Were they triggered by noise or handling? (Use Table F-13, page
F-60 to differentiate between a convulsion and a spasm.)

- Didthe baby’s condition suddenly deteriorate?
- Did the baby suddenly become pale?
- Didyou receive the complete immunization schedule for tetanus?

- Wasthe birth unclean or were unclean or harmful substances (e.g.
animal dung) applied to the baby’s umbilicus?

- Didthe baby have jaundice early (on or before day 2 of life)? If so,
was the baby treated?

*  Measure blood glucose (page P-13). If the blood glucoseislessthan
45 mg/dl (2.6 mmol/l), treat for low blood glucose (page F-91).

»  Determine the probable diagnosis (T able F-14, page F-62).
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TABLE F-13 Distinguishing features of convulsions and spasms

Problem Typical Findings
Generalized  Repetitive jerking movements of limbs or face
convulsion® « Continuous extension or flexion of arms and legs, either
synchronous or asynchronous
« Apnoea (spontaneous cessation of breathing for more than 20
seconds)
» Baby may appear unconscious or awake but unresponsive)
Subtle * Repetitive blinking, eye deviation, or staring
convulsion® « Repetitive movements of mouth or tongue
 Purposeless movement of the limbs, as if bicycling or swimming
e Apnoea
» Baby may be conscious
Spasm « Involuntary contraction of muscles (Fig. F-4A) that lasts afew

seconds to several minutes

Fists often persistently and tightly clenched (Fig. F-4A)

Trismus (tight jaw; the baby’s mouth cannot be opened and the lips
may be pursed together in a“fish mouth” expression; Fig. F-4A)
Opisthotonos (extreme hyperextension of the body, with the head
and heels bent backward and the body arched forward; Fig. F-4B)
Triggered by touch, light, or sound

Baby is conscious throughout, often crying with pain

FIGURE F-4 Babieswith spasms of the face and limbs (A) and opisthotonos (B)

2 Note that generalized and subtle convulsions are both managed in the same way.
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Ensurethat the baby ishaving a convulsion or aspasm and is
not just jittery:

* Like convulsions, jitteriness is characterized by rapid,
repetitive movements; however, in a jittery baby, these
movements are of the same amplitude and in the same
direction.

* Like spasms, jitteriness can be precipitated by sudden
handling of the baby or by loud noises, but it is usually
stopped by cuddling, feeding, or flexing the baby’slimb.
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DIFFERENTIAL DIAGNOSIS
TABLE F-14 Differential diagnosis of convulsions or spasms
Findings® Probable
Diagnosis
History Examination Investigations or
Other Known
Diagnoses
* Time of onset day » Convulsions, * Blood glucose  Low blood
1to3 jitteriness, lethargy, less than glucose, page
« History of maternal Or UNCONSCiousSNess 45 mg/dI F-91
diabetes * Small baby (less (2.6 mmol/l)
« Poor or no feeding than 2.5 kg at birth
or born before 37
weeks gestation)
 Large baby (more
than 4 kg at birth)
¢ Mother not * Spasms « Infection of Tetanus, page
immunized with umbilicus F-66
tetanus toxoid
 Poor or no feeding
after having fed
well
« Time of onset day
3to14
 Unclean birth
« Application of
unclean or harmful
substances (e.g.
animal dung) to
umbilicus
e Timeof onset day 2 « Convulsionsor * Sepsis Possible
or later uNCoNSCiousness meningitis
* Bulging anterior Treat for
fontanelle convulsions
* Lethargy (page F-64)

and meningitis
(page F-43).
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TABLE F-14 Cont. Differential diagnosis of convulsionsor spasms
Findings® Probable
Diagnosis
History Examination Investigations
or Other
Known
Diagnoses
» Complicated or » Convulsions or Asphyxia or
difficult labour or uNCoNSCiousness other brain
birth (fetal distress) e« Lethargy or injury
* Failure of baby to floppiness Treat for
spontaneously « Breathing difficulty convulsions
breathe at birth e Abnormal body (page F-64) and
¢ Resuscitation at temperature asphyxia (page
birth * Drowsiness or F-44).
« Time of onset reduced activity
within 24 hoursof  « lrritability
birth
» Timeof onsetday + Convulsionsor Intraventricular
1to7 uNCoNSCiousness bleeding, page
* Sudden * Small baby (less F-66
deterioration of than 2.5 kg at birth
condition or born before 37
 Sudden pallor weeks gestation)
» Severe breathing
difficulty
e Time of onset of « Convulsions * Positive Bilirubin
encephalopathy * Opisthotonos Coombs test encephalopathy
day 3to7 « Poor or no feeding (kernicterus)
» Seriousjaundice * Lethargy or Treat for
e Lateor no floppiness convulsions
treatment of serious (page F-64) and
jaundice bilirubin
encephal opathy
(page F-83).

2 The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed in italicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.
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CONVULSIONS

INITIAL MANAGEMENT OF CONVULSIONS

Establish an IV line (page P-21), and give only 1V fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22) for the first
12 hours. If the convulsions are due to asphyxia, see page F-44 for
guidelines on fluid volume.

If the baby’ s blood glucose was less than 45 mg/dl (2.6 mmol/l),
ensure that the baby was treated for low blood glucose (page F-91)
before continuing with management of the convulsion (below) to rule out
hypoglycaemia as the cause of the convulsions.

If the baby is currently having a convulsion or the baby had a
convulsion within the last hour, give phenobarbital 20 mg/kg body
weight IV slowly over five minutes:

- IfanlV linehasnot yet been established, give phenobarbital
20 mg/kg body weight asasingle IM injection;

- If convulsions do not stop within 30 minutes, give another dose of
phenobarbital 10 mg/kg body weight 1V slowly over five minutes (or
IM if an 1V line still has not yet been established). Repeat one more
time after another 30 minutes, if necessary;

- If convulsions continue or if they recur within six hours, give
phenytoin 20 mg/kg body weight IV, noting the following:

- Givephenytoin IV only;

- Mix thetotal dose of phenytoinin 15 ml of normal saline and
infuse at the rate of 0.5 ml per minute over 30 minutes. Use only
normal saline to infuse phenytoin, as all other fluid will cause
the phenytoin to crystallize.

CAUTION

Do not use diazepam for convulsions;, diazepam given in
addition to phenobarbital will increase the risk of circulatory
collapse and respiratory failure.

If the baby has central cyanosis (blue tongue and lips) or other signs
of breathing difficulty, give oxygen (page C-25) at a moderate flow
rate.



Convulsions or spasms F-65

ONGOING CARE OF BABIES WHO HAVE HAD CONVULSIONS

Observe the baby for recurrence of convulsions, looking especially for
subtle convulsions (Table F-13, page F-60).

If convulsionsrecur within two days, give phenobarbital 5 mg/kg body
weight once daily by mouth until the baby has not had a convulsion for
seven days.

If convulsionsrecur after two days without convulsions, repeat
treatment with phenobarbital as described for initial management of
convulsions (page F-64) and again follow with phenobarbital 5 mg/kg
body weight once daily by mouth until the baby has not had a convulsion
for seven days.

If the baby isreceiving daily phenobar bital:
- Continue phenobarbital for seven days after the last convulsion;

- Once phenobarbital is discontinued, observe the baby for an
additional three days.

Continue IV fluid at maintenance volume according to the baby’s age
(Table C-4, page C-22). If the convulsions are dueto asphyxia, see
page F-44 for guidelines on fluid volume.

Once the baby’ s condition is stable, alow the baby to begin
breastfeeding (page C-11). If the baby cannot be breastfed, give
expressed breast milk using an alternative feeding method (page C-14).

Provide general care for the baby:

- Encourage the mother to hold the baby, but avoid overstimulation by
noise and excessive handling;

- Handle and move the baby gently to prevent injury when the baby’s
muscle toneis low. Support the baby’ s entire body, especially the
head;

- Explain to the mother that the phenobarbital will make the baby very
deepy for several days.

Explain to the mother that if convulsions stop and the baby feeds well by
seven days of age, recovery will probably be complete.

If the baby’s condition does not improve after one week (baby
continues to be lethargic, is not breastfeeding or is feeding poorly, or is
gtill having convulsions) but the baby isno longer receiving treatment
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at the hospital or the treatment can be continued at home, discuss
with the mother the possibility of caring for her baby at home.

If the baby has not had a convulsion for three days after

discontinuing phenobar bital, the mother is able to feed the baby, and

there are no other problems requiring hospitalization, discharge the baby

(page C-67):

- Discuss with the mother the baby’ s prognosis and how to deal with
the problems the baby may have at home;

- Follow up in one week, or earlier if the mother notes serious
problems (e.g. feeding difficulty, convulsions);

- Help the mother find the best method to feed the baby if the baby is
not breastfeeding well. If the baby is feeding slowly, have the
mother feed more freguently.

MANAGEMENT OF SPECIFIC CONDITIONS

INTRAVENTRICULAR BLEEDING

Intraventricular bleeding is difficult to distinguish from meningitis, especialy
in ababy with other problems during the first days of life. Therefore, treat for
meningitis until infection can be ruled out as the cause of convulsions.

Provide general management for bleeding (page F-114).
Treat for convulsions (page F-64).

Treat for meningitis (page F-43) until infection can be ruled out asthe
cause of the convulsions.

TETANUS

Establish an 1V line (page P-21), and give IV fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22).

Give diazepam 1 mg/kg body weight IV slowly over three minutes:

- If an1V line cannot be established, insert a gastric tube (page P-33),
and give the diazepam via the tube;
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- If diazepam isnot available, give paraldehyde 0.3 ml/kg body
weight in arachis ail rectally (page P-41). Do not give paraldehyde
IM or IV,

- If thespasmsdo not stop within 30 minutes, give another dose of
diazepam 1 mg/kg body weight 1V slowly over three minutes (or
paraldehyde 0.3 ml/kg body weight rectally). Repeat one more time
after another 30 minutes, if necessary;

If thebaby’srespiratory rateislessthan 30 breathsper minute,
withhold diazepam, even if the baby continues to have spasms.

- If spasmscontinueor if they recur, give additional diazepam
1 mg/kg body weight IV slowly (or by gastric tubeif an 1V line still
has not been established) every six hours.

If the baby has central cyanosis (blue tongue and lips) after the
spasm, give oxygen at a moderate flow rate (page C-25). Use only a
head box, as other methods of administering oxygen may cause spasms.

Give the baby:

- antitetanus immunoglobulin (human) 500 units IM, if available, or
give equine tetanus antitoxin 5000 units IM;

- tetanusvaccine (tetanustoxoid) 0.5 ml IM at adifferent site from the
immunoglobulin or antitoxin;

- benzylpenicillin 1V or IM (Table C-9, page C-34) for seven days.

Give the mother tetanus vaccine (tetanus toxoid) 0.5 ml (to protect her
and any baby she may have in the future), and ask her to return in one
month for a second dose.

If the umbilicusisred and swollen, draining pus, or foul smelling,
treat for infection of the umbilicus (page F-135).

ONGOING CARE OF BABIES WITH TETANUS

Care for the baby in aquiet, darkened room to reduce unnecessary
stimulation, but make sure the baby is not neglected.

Continue IV fluid at maintenance volume according to the baby’s age
(Table C-4, page C-22).

Give expressed breast milk by gastric tube (page C-18) between the
spasms. Start with half the volume appropriate for the baby’s age (Table
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C-4, page C-22), and dowly decrease the volume of 1V fluid while
increasing the volume of oral feeds over a period of two days.

If the baby has not had a spasm for two days, has received all doses of
benzylpenicillin, is feeding well, and there are no other problems
requiring hospitalization, discharge the baby (page C-67).
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Low body temperature (hypothermia) may be caused by exposure to a cold
environment (low ambient temperature, cold surface, or draught), or the baby
may be wet or under-dressed for age and size. Elevated body temperature
(hyperthermia) may be caused by exposure to awarm environment (e.g. high
ambient temperature, sun exposure, or overheating by an incubator or radiant
warmer). Hypothermia and hyperthermia may also be signs of illness, such as

sepsis.

PROBLEMS

* Thebaby saxillary temperatureisless than 36.5 °C.
» Thebaby’saxillary temperature is more than 37.5 °C.

FINDINGS

*  Review the findings from the genera history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information
to determine the probable diagnosis (T able F-15, page F-70).

» Determineif the baby was exposed to a cold or hot environment. Ask the
mother (or whoever brought the baby in):

- Wasthe baby dried after birth and kept warm?

- Hasthe baby been clothed appropriately for the climate?
- Hasthe baby been sleeping separately from the mother?
- Wasthe baby exposed to the sun?

» If thebaby was being treated under a radiant warmer or wasin an
incubator or cot in the hospital when the abnor mal body
temperature wasfirst noted, check the:

- room temperature;
- temperature setting on the incubator or radiant warmer;
- actual temperature in the incubator or under the radiant warmer;

- frequency with which the baby’ s temperature was monitored.
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TABLE F-15 Differential diagnosis of abnormal body temperature

Findings® Probable
] — Diagnosis
History Examination
* Baby exposed to * Body temperature lessthan 32 °C Severe
cold environment * Breathing difficulty hypothermia,
e Timeof onsetday 1  * Heart rate less than 100 beats per page F-71
or later minute
* Poor or no feeding
e Lethargy
» Hardened skin
 Slow, shallow breathing
« Baby exposed to » Body temperature 32 °C to 36.4 °C Moderate
cold environment « Breathing difficulty hypothermia,
e Timeofonsetday 1  « Heart rate less than 100 beats per page F-72
or later minute
* Poor or no feeding
* Lethargy
* Noexposuretocold < Fluctuationsin body temperature Temperature
or hot environment between 36 °C and 39 °C despite instability
e Time of onset day 1 being in a stable temperature Suspect sepsis
or later environment (page F-38).
* Fluctuations in temperature occurring
after three or more normal temperature
readings
* Baby exposedtohot < Body temperature morethan 37.5°C  Hyperthermia,
environment (e.g. * Signsof dehydration (sunken eyesor ~ page F-73

overwarming in
incubator or under
radiant warmer,
exposure to high
ambient
temperature)

Time of onset day 1
or later

fontanelle, loss of skin elasticity, or
dry tongue and mucous membranes)
Poor or no feeding

Respiratory rate consistently more
than 60 breaths per minute

Heart rate more than 160 beats per
minute

Lethargy

Irritability

® The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed in italicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.
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MANAGEMENT

SEVERE HYPOTHERMIA

Warm the baby immediately using a prewarmed radiant warmer (page
C-5). Use another method of rewarming (page C-1), if necessary.

Remove cold or wet clothing, if present. Dress the baby in warm clothes
and a hat, and cover with awarm blanket.

Treat for sepsis (page F-41), and keep the tubing of the IV line under the
radiant warmer to warm the fluid.

Measure blood glucose (page P-13). If the blood glucoseislessthan
45 mg/dl (2.6 mmol/l), treat for low blood glucose (page F-91).

Assess the baby:

- Look for emergency signs (i.e. respiratory rate less than 20 breaths
per minute, gasping, not breathing, or shock) every hour;

- Measure the baby’ s temperature every hour:

- If thebaby’'stemperatureisincreasing at least 0.5 °C per
hour over thelast three hours, rewarming is successful;
continue measuring the baby’ s temperature every two hours;

- If thebaby stemperature doesnot riseor isrising more
dowly than 0.5 °C per hour, ensure that the temperature of the
warming device is set correctly.

If the baby’srespiratory rateis morethan 60 breaths per minute or
the baby has chest indrawing or grunting on expiration, treat for
breathing difficulty (page F-47).

Assess readiness to feed every four hours until the baby’ s temperatureis
within the normal range.

If the baby shows signs of readinessto suckle, allow the baby to begin
breastfeeding (page C-11):

- If thebaby cannot be breastfed, give expressed breast milk using
an dternative feeding method (page C-14);
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- If thebaby isnot ableto feed at all, give expressed breast milk by
gastric tube (page C-18) once the baby’ s temperature reaches 35 °C.

Once the baby’ s temperature is normal, measure the temperature every
three hours for 12 hours.

If the baby’ s temperature remainswithin the normal range,
discontinue measurements.

If the baby is feeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67). Advise the mother how
to keep the baby warm at home.

MODERATE HYPOTHERMIA

Remove cold or wet clothing, if present.

If the mother is present, have her rewarm the baby using skin-to-skin
contact (page C-5) if the baby does not have other problems.

If the mother isnot present or skin-to-skin contact cannot be used:

- Dressthe baby in warm clothes and a hat, and cover with awarm
blanket;

- Warm the baby using aradiant warmer (page C-5). Use another
method of rewarming (page C-1), if necessary.

Encourage the mother to breastfeed more frequently. If the baby cannot
be breastfed, give expressed breast milk using an alternative feeding
method (page C-14).

Measure blood glucose (page P-13). If the blood glucoseislessthan
45 mg/dl (2.6 mmol/l), treat for low blood glucose (page F-91).

If the baby’ srespiratory rateis morethan 60 breaths per minute or
the baby has chest indrawing or grunting on expiration, treat for
breathing difficulty (page F-47).

Measure the baby’ s temperature every hour for three hours:

- If thebaby’stemperatureisincreasing at least 0.5 °C per hour
over thelast three hours, rewarming is successful; continue
measuring the baby’ s temperature every two hours;
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If the baby’ s temperature does not rise or isrising more slowly
than 0.5 °C per hour, look for signs of sepsis (e.g. poor feeding,
vomiting, breathing difficulty; Table F-9, page F-37);

Once the baby’ s temperature is normal, measure the baby’s
temperature every three hoursfor 12 hours;

If the baby’ stemperature remainswithin the normal range,
discontinue measurements.

» |If thebaby isfeeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67). Advise the mother how
to keep the baby warm at home.

HYPERTHERMIA

Do not give antipyretic drugs to reduce the baby’'s
temperature.

« If thebaby’srespiratory rateis morethan 60 breaths per minute or
the baby has chest indrawing or grunting on expiration, treat for
breathing difficulty (page F-47).

» If the hyperthermiaisdueto overwarming under aradiant warmer
or in an incubator:

Reduce the temperature setting of the warming device. If the baby is
in an incubator, open the incubator portholes until the temperature
of the incubator is within the normal range;

Undress the baby partialy or fully for 10 minutes, then dress and
cover the baby;

Observe for signs of sepsis (e.g. poor feeding, vomiting, breathing
difficulty; Table F-9, page F-37) now and repeat when the baby’s
temperature is within the normal range;

Measure the baby’ s temperature every hour until it iswithin the
normal range;
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M easure the temperature in the incubator or the temperature under
the radiant warmer every hour, and adjust the temperature setting
accordingly;

Review nursing care practices to ensure that the problem does not
happen again;
Provide ongoing management of hyperthermia (page F-74).

If the hyperthermiais dueto exposureto a high ambient
temperature or sun exposure:

Place the baby in anormal temperature environment (25 °C to
28 °C);

Undress the baby partially or fully for 10 minutes, then dress and
cover the baby;

If the baby’ s temperatureismorethan 39 °C:

- Sponge the baby or give the baby a bath for 10 to 15 minutesin
water that is about 4 °C lower than the baby’ s current
temperature;

- Do not use cold water or water that is more than 4 °C lower than
the baby’ s temperature;

M easure the baby’ s temperature every hour;

If the baby’ stemperatureisstill abnormal after two hours, treat
for sepsis (page F-41);

Provide ongoing management of hyperthermia (below).

ONGOING MANAGEMENT OF HYPERTHERMIA
Ensure that the baby receives adequate food or fluid:

Allow the baby to begin breastfeeding (page C-11). If the baby
cannot be breastfed, give expressed breast milk using an alternative
feeding method (page C-14);

If there are signs of dehydration (sunken eyes or fontanelle, loss of
skin elasticity, or dry tongue or mucous membranes):

- Establishan 1V line (page P-21), and give IV fluid at
mai ntenance volume according to the baby’ s age (Table C-4,
page C-22);
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- Increase the volume of fluid by 10% of the baby’ s body weight
on thefirst day that the dehydration is noted.

»  Measure blood glucose (page P-13). If the blood glucoseislessthan
45 mg/dl (2.6 mmol/l), treat for low blood glucose (page F-91).

*  Oncethe baby’s temperature is within the normal range, measure the
baby’ s temperature every three hours for 12 hours. If the baby’s
temper ature remains within the normal range, discontinue
measurements.

» If the baby isfeeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67). Advise the mother how
to keep the baby warm at home and protect from overheating.
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Many babies, particularly small babies (less than 2.5 kg at birth or born
before 37 weeks gestation), may have jaundice during the first week of life. In
most cases, the level of bilirubin that causes the jaundice is not harmful and
does not require treatment. However, any jaundice visible in the first 24 hours
of life should be assumed to be serious.

PROBLEM

The baby has jaundice.

FINDINGS

Review the findings from the genera history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information
to determine the probable diagnosis.

Ask the mother (or whoever brought the baby in):

- Didyou have a previous baby with early jaundice (on day 1 of life),
haemolytic jaundice, glucose-6-phosphate dehydrogenase (G6PD)
deficiency, or Rhesus (Rh) factor or ABO blood group
incompatibility?

- What isyour blood group and the blood group of the baby’s father?

- Isthereafamily history of anaemia, enlarged liver, or removal of
spleen?

Estimate the severity of jaundice:

- Observein good daylight. Jaundice will look more severe if
observed in artificia light and may be missed in poor light;

- Lightly pressthe skin with afinger to reveal the underlying colour of
the skin and subcutaneous tissue;

- Edtimate the severity of jaundice by day of life and the area of the
body where jaundice is seen (T able F-16, page F-78).
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TABLE F-16 Clinical estimation of severity of jaundice

Age Jaundice Visible on Classify as
Day 1 Any visible jaundice?
Day 2 Armsand legs® Serious jaundice
Day 3 and thereafter Hands and feet

2 Visible jaundice seen anywhere on the body on day 1 or on the hands and feet in addition
to the arms and legs on day 2 is very serious and needs to be treated with phototherapy
immediately. Do not wait to begin phototherapy until the serum bilirubin level is known.

INITIAL MANAGEMENT OF SERIOUS JAUNDICE

»  Begin phototherapy (page F-84) if jaundice is classified as seriousin
Table F-16.

» Determineif the baby has the following risk factors: lessthan 2.5 kg at
birth, born before 37 weeks gestation, haemolysis, or sepsis.

» Take ablood sample (page P-9), and measure serum bilirubin (if
possible) and haemoglobin, determine the baby’ s blood group, and
perform a Coombs test:

- If theserum bilirubin isbelow the level requiring photother apy
(Table F-17, page F-79), discontinue phototherapy;

- If theserum bilirubin isat or abovethelevel requiring
phototherapy (Table F-17, page F-79), continue phototherapy;

- If theRh factor and ABO blood group do not indicate a cause of
haemolysisor if thereisa family history of G6PD deficiency,
obtain a G6PD screen, if possible.

»  Determine the probable diagnosis (T able F-18, page F-80).
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TABLE F-17  Treatment of jaundice based on serum bilirubin level

Photother apy Exchange Transfusion®
Age Hedérgleam Any Risbk Healthy Term Any Risk
y Factor Baby Factor
mg/dl  pmol/l  mg/dl umol/ll mg/dl  pmol/l  mg/dl  pmol/l
Day 1 Any visible jaundice® 15 260 13 220

Day 2 15 260 13 220 25 425 15 260

Day 3 18 310 16 270 30 510 20 340

Day 4 20 340 17 290 30 510 20 340
and
thereafter

& Exchange transfusion is not described in this guide. These serum bilirubin levels are
included in case exchange transfusion is possible or in case the baby can be transferred
quickly and safely to another facility where exchange transfusion can be performed. If
exchangetransfusion is possible and the serum bilirubin hasreached thelevel in this
table, send a sample of the mother’s and the baby’ s blood.

P Risk factors include small size (lessthan 2.5 kg at birth or born before 37 weeks
gestation), haemolysis, and sepsis.

¢ Visible jaundice anywhere on the body on day 1 or on the hands and feet in addition to
the arms and legs on day 2 is very serious and needs to be treated with phototherapy
immediately. Do not wait to begin phototherapy until the serum bilirubin level is known.
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DIFFERENTIAL DIAGNOSIS
TABLE F-18  Differential diagnosisof jaundice
Findings® Probable
Diagnosis
History Examination Investigations or
Other Known
Diagnoses
* Jaundice  Seriousjaundice * Haemoglobin less Haemolytic
developinginless < Palor than 13 g/dl jaundice
than 36 hours * Generalized (haematocrit less  Provide general
e Palor oedema (body than 40%) management for
« ABO blood group swelling) * Positive Coombs  pallor (page
or Rh factor « Maebaby (a test F-114), if
incompatibility or supportivefinding « ABO blood group  necessary, and
G6PD deficiency for G6PD or Rh factor treat for
in previous baby deficiency only) incompatibility haemolytic
e Family history of between mother jaundice (page
G6PD deficiency, and baby F-81).
jaundice, anaemia, * Positive G6PD
enlarged liver, or screen

removal of spleen

e Timeof onset day <« Seriousjaundice <+ No evidence of Jaundice of
2to5 * Small baby (less other causes of prematurity,
than 2.5 kg at jaundice page F-82
birth or born
before 37 weeks
gestation)
e Timeof onset day < Seriousjaundice « Sepsis Jaundice
2to7 * No evidence of associated with
other causes of sepsis
jaundice Treat for sepsis
(page F-41) and
provide

phototherapy, if
necessary (page
F-84).

Time of onset day
2or later

Seriousjaundice
Male baby

No evidence of
other causes of
jaundice
Positive G6PD
screen

G6PD
deficiency
Treat asfor
haemolytic
jaundice (page
F-81).
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TABLE F-18 Cont.  Differential diagnosis of jaundice

Findings® Probable
] . . Diagnosis
History Examination Investigations or
Other Known
Diagnoses
e Time of onset of » Seriousjaundice e+ Positive Bilirubin
encephalopathy day <« Convulsions Coombs test encephalopathy
3to7  Opisthotonos (kernicterus),
e Lateor notreatment  « Poor or no feeding page F-83
of serious jaundice * Lethargy
* Floppiness

& The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed in italicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.

MANAGEMENT OF SPECIFIC CONDITIONS

HAEMOLYTIC JAUNDICE

Haemolytic jaundice in a newborn is most commonly caused by Rh factor or
ABO blood group incompatibility between the baby and mother or by G6PD
deficiency in the baby. The treatment below appliesto all cases of haemolytic
jaundice, regardless of the cause.

» Iftheserum bilirubin isat alevel requiring phototherapy (Table F-17,
page F-79), continue phototherapy.

» Ifreferral for exchangetransfusion is possible:

- If theserum bilirubin iscloseto the level requiring exchange
transfusion (Table F-17, page F-79), the haemoglobin islessthan
13 g/dl (haematocrit less than 40%), and the Coombstest is
positive, urgently refer the baby (see page F-82);

- If theserum bilirubin cannot be measured and it isnot possibleto
perform a Coombstest, urgently refer the baby (see page F-82) if
jaundice started on day 1 and the haemoglobin isless than 13 g/di
(haematocrit less than 40%);
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- If thebaby isbeing referred for exchange transfusion:

- Organizetransfer (page C-63);

- Urgently refer the baby to atertiary hospital or speciaized
centre;

- Send asample of the mother’s and the baby’ s blood;

- Explain to the mother why the baby has jaundice, why the
referral isrequired, and the treatment that the baby will receive.

*  Advisethe mother:

- If the cause of jaundiceis Rh factor incompatibility, ensure that
the mother is advised regarding future pregnancies;

- If thebaby has G6PD deficiency, advise the mother about which
substances to avoid to prevent haemolysis in the baby (e.g. anti-
malarial drugs, sulfadrugs, aspirin, mothballs, fava beans).

* If thehaemoglobin islessthan 10 g/dl (haematocrit less than 30%),
give ablood transfusion (page P-31).

» If jaundice persistsfor two weeksor longer in aterm baby or three
weeksor longer in asmall baby (lessthan 2.5 kg at birth or born before
37 weeks gestation), treat for prolonged jaundice (page F-83).

»  Follow up after discharge, measuring haemoglobin weekly for four
weeks. If the haemoglobin islessthan 8 g/dl (haematocrit less than
24%), give a blood transfusion (page P-31).

JAUNDICE OF PREMATURITY

If the serum bilirubin isat alevel requiring phototherapy (Table
F-17, page F-79), continue phototherapy.

If the baby islessthan three days old, observe for jaundice for 24
hours after phototherapy is discontinued.

If thejaundice persistsfor three weeks or longer, treat for prolonged
jaundice (below).
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PROLONGED JAUNDICE
»  Discontinue phototherapy.

« If thebaby’sstoolsare paleor theurineisdark, organize transfer
(page C-63) and refer the baby to atertiary hospital or specialized centre
for further evaluation, if possible.

» |If themother tested positive for syphilis, treat for congenital syphilis
(page F-46).

BILIRUBIN ENCEPHALOPATHY (KERNICTERUS)

If severe jaundiceis not managed quickly, it may damage the baby’ s brain.
Initial signs of brain damage are lethargy, floppiness, and poor feeding. After a
few days, the baby may develop opisthotonos and a high-pitched cry and have
convulsions. Thefina stageis floppiness and poor feeding. It is difficult to
determine whether these signs are aresult of the severe jaundice or because of
another disease. Therefore, aways treat a baby with jaundice even if bilirubin
encephalopathy is suspected.

« If thebaby hasa convulsion, manage the convulsion (page F-64).

» If theserum bilirubin isat alevel requiring phototherapy (Table F-17,
page F-79), continue phototherapy.

»  Discuss with the mother the baby’ s condition and prognosis:

- Explain the feasibility of exchange transfusion and the likely
prognosis of the baby;

- Allow the family to decide if exchange transfusion should be
performed, if it isfeasible. If the family requests exchange
transfusion, organize transfer (page C-63), and urgently refer the
baby to atertiary hospital or specialized centre, if possible. Send a
sample of the mother’s and the baby’ s blood.

» |If thebaby’s condition does not improve after one week (baby
continues to be lethargic, is not breastfeeding or is feeding poorly, or is
still having convulsions) but the baby isno longer receiving treatment
at the hospital or the treatment can be continued at home, discuss
with the mother the possibility of caring for her baby at home.

» If thebaby hasnot had a convulsion for three days after discontinuing
phenobar bital, the mother is able to feed the baby, and there are no other
problems requiring hospitalization, discharge the baby (page C-67):
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Discuss with the mother the baby’ s prognosis and how to deal with
the problems the baby may have at home;

Follow up in one week, or earlier if the mother notes serious
problems (e.g. feeding difficulty, convulsions);

Help the mother find the best method to feed the baby if the baby is
not breastfeeding well. If the baby is feeding slowly, have the
mother feed more freguently.

PHOTOTHERAPY

PREPARING THE PHOTOTHERAPY UNIT

*  Ensurethat aplastic cover or shield isin position. This preventsinjury to
the baby in case alamp breaks and helps to screen out harmful ultraviolet
light.

»  Warm the room where the unit is located, if necessary, so that the
temperature under the lightsis 28 °C to 30 °C.

»  Switch on the unit, and ensure that all the fluorescent tubes are working.

»  Replace fluorescent tubes that are burned out or flickering:

Record the date the tubes were replaced, and measure the total
duration of use of the tubes;

Replace tubes every 2000 hours of use or after three months,
whichever comes firgt, even if the tubes are still working.

» Usewhitelinensin the cot, bassinet, or incubator, and place white
curtains around the area where the unit is located to reflect as much light
as possible back to the baby (Fig. F-5, page F-85).

GIVING PHOTOTHERAPY
»  Placethe baby under the phototherapy lights (Fig. F-5, page F-85):

If the baby weighs 2 kg or mor e, place the baby naked in the cot or
bassinet. Place or keep smaller babies in an incubator;

Place the baby as close to the lights as the manufacturer’s
instructions allow;
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- Cover the baby’ s eyes with patches, ensuring that the patches do not
block the baby’ s nostrils. Do not secure the patches in place with tape.

FIGURE F-5  Baby under phototherapy lights
’ i

/]
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e Turnthe baby every three hours.
e Ensurethat the baby isfed:

- Encourage the mother to breastfeed on demand but at least every
three hours:

- During feeding, remove the baby from the phototherapy unit
and remove the eye patches;

- Thereisno need to supplement or replace breast milk with any
other type of feed or fluid (e.g. breast-milk substitute, water,
sugar water, etc.)

- If thebaby isreceiving IV fluid or expressed breast milk,
increase the volume of fluid and/or milk by 10% of the total daily
volume per day (Table C-4, page C-22) for aslong asthe baby is
under the phototherapy lights;

- If thebaby isreceiving IV fluid or isbeing fed by gastric tube, do
not remove the baby from the phototherapy lights.

* Note that the baby’s stool may become loose and yellow while the baby
is receiving phototherapy. This does not require specific treatment.

»  Continue other prescribed treatment and tests:

- Remove the baby from the phototherapy unit only for procedures
that cannot be performed while under the phototherapy lights;

- If thebaby isreceiving oxygen, briefly turn off the lights when
observing the baby for central cyanosis (blue tongue and lips).
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Measure the baby’ s temperature (page P-5) and the temperature of the
air under the lights every three hours. If the baby’stemperatureismore
than 37.5 °C, adjust the temperature of the room or temporarily remove
the baby from the phototherapy unit until the baby’s temperature is
36.5°Cto 37.5°C.

Measure serum bilirubin level every 12 hours:

- Discontinue phototherapy when the serum bilirubin level is below
the level at which phototherapy was started (Table F-17, page F-79)
or 15 mg/dl (260 pmol/l), whichever is lower;

- If theserum bilirubin is closeto the level requiring exchange
transfusion (Table F-17, page F-79), organize transfer (page C-63),
and urgently refer the baby to atertiary hospital or specialized centre
for exchange transfusion, if possible. Send a sample of the mother’s
and the baby’ s blood.

If the serum bilirubin cannot be measur ed, discontinue phototherapy
after three days.

Bilirubin in the skin rapidly disappears under phototherapy.
Skin colour cannot be used asa guide to serum bilirubin level
while the baby is receiving phototherapy and for 24 hours
after discontinuing phototherapy.

After phototherapy has been discontinued:

- Observe the baby for 24 hours, and repeat the serum bilirubin
measurement, if possible, or estimate jaundice using the clinical
method (Table F-16, page F-78);

- Ifjaundice hasreturned to or isabovethe level at which
phototherapy was started, repeat phototherapy for the same length
of time as originally given. Repeat this step each time phototherapy
is discontinued until the measured or estimated bilirubin stays below
the level requiring phototherapy.

If phototherapy is no longer required, the baby is feeding well, and there
are no other problems requiring hospitalization, discharge the baby (page
C-67).

Teach the mother to assess jaundice, and advise her to return if the baby
becomes more jaundiced.
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Non-specific signs may be present in a baby with a seriousillness. In some
cases, the mother may just think the baby “looksill.” The most common
serious problems causing these non-specific signs are sepsis and asphyxia.
Lethargy, drowsiness, and reduced activity may aso be seen after a baby has
had a convulsion. In most cases, other signs are present to indicate these
diagnoses. If any other specific clinical sign is noted in a baby in addition
to lethargy or another non-specific sign, or the baby has two or more non-
specific signs, use the chapter Multiple Findings (Most Often Sepsis or

Asphyxia) (page F-35).

PROBLEM

»  Thebaby has a non-specific sign, such as:

FINDINGS

lethargy;
drowsiness,
reduced activity;
floppiness,
irritability;
jitteriness,

“looksill.”

* Review the findings from the general history (page F-7) and examination
(Table F-2, page F-11), and use thisinformation to determine the
probable diagnosis.

» Ask the mother if she received opiate drugs for pain relief during labour
and birth.

»  Measure blood glucose (page P-13). If the blood glucoseis less than
45 mg/dl (2.6 mmol/l), treat for low blood glucose (page F-91).

GENERAL MANAGEMENT

» Allow the baby to breastfeed (page C-11). If the baby cannot be
breastfed, give expressed breast milk using an alternative feeding
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method (page C-14).

Assess the baby’ s muscle tone and activity at least once daily.

If the baby isfloppy or lethargic, handle and move the baby gently to
prevent injury when the baby’s muscle tone is low. Support the baby’s
entire body, especialy the head.

Use Table F-19 (page F-89) to determine the probable diagnosis.

If a specific problem still isnot found:

Assess the baby for additional signs every two hours for the next six
hours;

Ensure that the baby is fed and kept warm,;

If a specific problem isnoted during the observation period,
follow instructions in the appropriate chapter;

If the baby seemswell at the end of the observation period,
discharge the baby (page C-67), and tell the mother to bring the
baby back if a problem is suspected.
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DIFFERENTIAL DIAGNOSIS
TABLE F-19  Differential diagnosis of non-specific signs
Findings® Probable Diagnosis
History Examination
» Opiatedrug given to mother e Lethargy Drug-induced
during labour or birth e Respiratory rateless  lethargy, below
* Timeof onset at birth than 30 breaths per
minute
e Complicated or difficult labour or ¢ Baby looksill Suspected asphyxia
birth (fetal distress) or sepsis, page
« Failure of baby to spontaneously F-35

breathe at birth

Resuscitation at birth

Maternal uterine infection or fever
any time from the onset of labour
to three days after birth, or rupture
of membranes for more than 18
hours before birth

2 The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.

SPECIFIC MANAGEMENT

DRUG-INDUCED LETHARGY

* Provide general care.

» |If thebaby’srespiratory rateislessthan 30 breaths per minute, give
oxygen (page C-25) at amoderate flow rate.

» If thebaby isnot breathing at all, is gasping, or has arespiratory
rate lessthan 20 breaths per minute, resuscitate the baby using a bag
and mask (page P-1).

» If thebaby is till lethargic after six hours, suspect sepsis or asphyxia
(page F-35).
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PROBLEM

The baby’ s blood glucose is less than 45 mg/dl (2.6 mmol/l).

MANAGEMENT

BLOOD GLUCOSE LESS THAN 25 MG/DL (1.1 MMOLI/L)

Establish an 1V line (page P-21) if oneis not already in place. Give a
bolus of 2 ml/kg body weight of 10% glucose IV slowly over five
minutes.

If an 1V line cannot be established quickly, give 2 ml/kg body weight
of 10% glucose by gastric tube (page P-33).

Infuse 10% glucose at the daily maintenance volume according to the
baby’s age (Table C-4, page C-22).

M easure blood glucose 30 minutes after the bolus of glucose and then
every three hours:

- If theblood glucoseislessthan 25 mg/dl, repeat the bolus of
glucose (above) and continue the infusion;

- If theblood glucoseislessthan 45 mg/dl but isat least 25 mg/d|
at any measurement, continue the infusion and repeat the blood
glucose measurement every three hours until the blood glucose is
45 mg/dl or more on two consecutive measurements,

- Oncethe blood glucose is 45 mg/dl or more for two consecutive
measurements, follow instructions for frequency of blood glucose
measurements after blood glucose returns to normal (page F-92).

Allow the baby to begin breastfeeding (page C-11). If the baby cannot
be breastfed, give expressed breast milk using an alternative feeding
method (page C-14).

Asthe baby’ s ability to feed improves, slowly decrease (over athree-day
period) the volume of IV glucose while increasing the volume of oral
feeds. Do not discontinue the glucose infusion abruptly.
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BLOOD GLUCOSE LESS THAN 45 MG/DL BUT AT LEAST 25 MG/DL

Allow the baby to begin breastfeeding (page C-11). If the baby cannot
be breastfed, give expressed breast milk using an alternative feeding
method (page C-14).

Measure blood glucose in three hours or before the next feed:

- If theblood glucoseislessthan 25 mg/dl, treat as described on
page F-91;

- If theblood glucoseis ill lessthan 45 mg/dl but at least 25 mg/dl,
increase the frequency of breastfeeding or increase the volume of
expressed breast milk given;

- Oncethe blood glucose is 45 mg/dl or more on two consecutive
measurements, follow instructions for frequency of blood glucose
measurements after blood glucose returns to normal (below).

FREQUENCY OF BLOOD GLUCOSE MEASUREMENTS AFTER
BLOOD GLUCOSE RETURNS TO NORMAL

If the baby isreceiving 1V fluid for any reason, continue blood glucose
measurements every 12 hours for as long as the baby requires 1V fluid. If
the blood glucoseislessthan 45 mg/dl, treat as described above.

If the baby no longer requiresor isnot receiving 1V fluid, measure
blood glucose every 12 hours for 24 hours (two more measurements):

- If theblood glucoseislessthan 45 mg/dl, treat as described above;

- If theblood glucose remains normal, discontinue measurements.
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Feeding difficulty is common in babies during the first days of life. The
difficulty is associated with incorrect breastfeeding technique, small size, or
illness. This chapter covers feeding difficulty in the absence of other signs of
illness. If the baby has other problems, such as breathing difficulty or
abnormal body temperature, in addition to feeding difficulty, see the
chapter Multiple Findings (Most Often Sepsis or Asphyxia) (page F-35). If
the feeding problem consists primarily of vomiting, see the chapter
Vomiting and/or Abdominal Distension (page F-99).

Small babies often have difficulty feeding; as they grow, feeding improves. If
the baby weighed lessthan 2.5 kg at birth or was born before 37 weeks
gestation, continue with this chapter to evaluate and treat for a specific
feeding problem(s). After addressing the problem, see page F-24 for general
principles of feeding a small baby.

PROBLEMS
*  Thebaby fed well at birth but now is feeding poorly or has stopped
feeding.

*  Thebaby has not fed well since birth.

» Thebaby isnot gaining weight (proven or suspected).

»  The mother has not been able to breastfeed successfully.

*  Thebaby ishaving difficulty feeding and is small or atwin.

FINDINGS

*  Review the findings from the genera history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information
to determine the probable diagnosis.

*  Ask the mother:
- How do you feed the baby?
- How much did the baby weigh at birth and any time afterwards?

» Ask the mother to put the baby to her breast. Observe her breastfeeding
for about five minutes, assessing for correct positioning and attachment
(page C-12). If the baby is not ready to feed, continue with general
management (below), and observe the mother’ s technique the next time
the baby isready to feed.
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GENERAL MANAGEMENT

» |If thebaby hasretained feeds without coughing, choking, or
regurgitating since thefirst feeding after birth, continue with
differential diagnosis (Table F-20, below).

» |If thebaby has been coughing, choking, or regurgitating since the
first attempt to feed, try to insert a gastric tube (page P-33):

- If thegastric tube does not passor thetip of thetubereturnsand
the baby is choking and vomiting immediately after swallowing,
the baby likely has esophageal atresia or tracheo-esophageal fistula,
and urgent surgery is necessary. Organize transfer (page C-63), and
urgently refer the baby to atertiary hospital or specialized centre for
surgery, if possible;

- If thegastric tube passes, confirm proper placement of the tubein
the stomach (page P-35), aspirate the stomach contents, and
continue with Table F-20 to determine the cause of the feeding

problem.
DIFFERENTIAL DIAGNOSIS
TABLE F-20 Differential diagnosis of feeding difficulty
Findings Probable Diagnosis
History Examination
¢ Poor or no feeding after » Baby looksill Suspected sepsis, page
having fed well » Vomiting F-38
¢ Timeof onset day 1 or » Abdominal distension
later « Breathing difficulty
« Materna uterineinfection ¢ Abnormal body
or fever any time from the temperature
onset of labour to three « Irritability or lethargy
days after birth, or rupture ¢ Convulsions or
of membranes for more UNCONSCi OUSNESS

than 18 hours before birth
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Differential diagnosis of feeding difficulty

Findings®

History

Examination

Probable Diagnosis

Twin or small baby (less
than 2.5 kg at birth or
born before 37 weeks
gestation)

Baby does not wake for
feeding, feeds slowly, and
tires quickly

Time of onset at birth

Breastfeeding technique
correct, but baby is not yet
ready to breastfeed

Small baby or twin,
page F-96

Mother has not been able
to breastfeed successfully
(e.g. baby cannot latch on
to breast; baby roots
around hungrily but does
not get any milk)

Mother’s nipples are sore
Time of onset day 1 or
later

Baby |ooks otherwise well
Baby not well positioned
and attached during
breastfeeding

Incorrect positioning
and attachment, page
F-96

Baby gaining less than
15 g/kg body weight per
day over three days

Baby |ooks otherwise well

Inadequate weight
gain, page F-96

Baby regur gitates some

Splitin lip or openingin

Cleft lip or palate,

of feeding or chokes and palate between mouth and  page F-151
coughs during feedings nasal passages

e Time of onset day 1 or
later

« Baby has coughed, * Gastric tube does not pass  Suspected
choked, and regur gitated or tip of tubereturns gastrointestinal

feeds sincefirst feeding
Food isreturned frothy
and undigested after
every feeding

Time of onset at birth

Frothy secretions from
mouth even when baby is
not being fed

malformation or
obstruction, page
F-105

2 The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed in italicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot

be used to rule out the diagnosis.
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MANAGEMENT OF SPECIFIC PROBLEMS

SMALL BABY OR TWIN
« If thebaby issmall, see page F-24 for general principles of feeding a
small baby.

« If thebaby isatwin, see page C-14 for information on feeding twins.

*  Oncethe baby isfeeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67).

*  Follow up in two days to reassess feeding and weight gain.

INCORRECT POSITIONING AND ATTACHMENT
* Note previously recorded weights, if available, and weigh the baby daily.

»  Help the mother improve her breastfeeding technique:

If the mother’s breastfeeding techniqueis correct, reassure the
mother, and continue to observe her technique during a three-day
period;

If the mother’s breastfeeding techniqueisincorrect, help the
mother to achieve the correct technique (page C-12);

If the baby has gained at least 15 g/kg body weight per day over
three days, reassure the mother that her milk supply is adequate and
explain appropriate feeding practices to her. If there are no other
problems requiring hospitalization, discharge the baby (page C-67);

If the baby has not gained at least 15 g/kg body weight per day
over three days, treat for inadequate weight gain (below).

INADEQUATE WEIGHT GAIN

Note that the management described below for inadequate weight gain
applies only to babies on full oral feeds via any method (breastfeeding or
receiving expressed breast milk using an aternative feeding method). If the
baby isreceiving IV fluid and getting less than full (or no) oral feedsand
daily weight lossis morethan 5%, increase the total volume of fluid by 10
mi/kg body weight for one day to compensate for inadequate fluid
administration.

*  Note previously recorded weights and weigh the baby daily.
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»  Confirm poor weight gain if the baby has gained less than 15 g/kg body
weight per day over the last three days.

»  Check for and correct or treat obvious causes of inadequate weight gain:

- Determineif the baby is being fed frequently enough (i.e. eight times
in 24 hours), particularly at night. If the baby is being fed using an
alternative feeding method, ensure that the baby is receiving the
correct volume of feeds (Table C-4, page C-22);

- Determineif the ambient temperature is optimal; if the ambient
temperatureistoo cold or too hot, the baby will utilize more
energy for temperature regulation and less for growth;

- Look for signs of sepsis (e.g. poor feeding, vomiting, breathing
difficulty; Table F-9, page F-37);

- Look for thrush in the baby’s mouth (Table F-25, page F-128).

» If poor weight gain is confirmed and there are no obvious causes or
if an obvious cause wasfound and treated (e.g. the temperature has
been corrected for three days or thrush or sepsis has been treated for
seven days) and weight gain is still inadequate, work with the mother
for three days to increase the quantity of breast milk that the baby
receives.

» |If the average measured weight gain after three daysisat least
15 g/kg body weight per day:
- Explain appropriate feeding practices to the mother and what to
expect regarding her baby’ s growth (page C-53);
- If there are no other problems requiring hospitalization, discharge
the baby (page C-67);
- Obtain follow-up weights weekly for one month to verify progress.

» If the average measured weight gain after three daysislessthan
15 g/kg body weight per day despite the measures above:

- Havethe mother supplement breastfeeding by expressing breast milk
between feedings and giving this to the baby as a supplement, using
an aternative feeding method (page C-14), after the baby has
breastfed;

- If themother cannot express breast milk, give the baby 10 ml of
breast-milk substitute (page C-19) by cup/spoon (page C-16) after
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each time at the breast. Breast-milk substitute should not be used
unlessit can be ensured that the substitute is:

- available for the entire period needed (this might include some
time after discharge);

- affordable for the health care facility as well as the family;
- used safely;
- prepared in a sterile manner according to instructions.

- Continue supplementation with expressed breast milk or breast-milk
substitute until the baby’sweight gainis at least 15 g/kg body weight
per day for three consecutive days, and then decrease the
supplementary feedingsto 5 ml per feed for two days:

- If weight gain continuesto be adequate (15 g/kg body weight
per day or more) for two mor e days, discontinue supplements
completely;

- If weight gain becomesinadequate again (less than 15 g/kg
body weight per day), begin supplementing again with 10 ml of
expressed breast milk or breast-milk substitute per feed, and
repeat the process.

Monitor the baby’ s weight gain for three more days. If weight gain
continues at the same or better rate, the baby is feeding well, and there
are no other problems requiring hospitalization, discharge the baby (page
C-67).
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Spitting or regurgitation of small quantities of milk after afeed iscommonin
anewborn baby, is usually transitory, and has no effect on growth.

PROBLEMS
A baby is vomiting:

FINDINGS

forcefully;
regardless of method of feeding;
entire feedings after every feed;

bile or blood.

A baby has abdominal distension (Fig. F-6).
FIGURE F-6  Abdominal distension

Review the findings from the generd history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information
to determine the probable diagnosis.

Ask the mother (or whoever brought the baby in):

Did the vomiting begin at the first feed or did it start later?
How long after a feeding does the baby vomit?

What does the vomitus look like? Isit frothy, or does it contain bile
or blood?

Has the baby passed meconium? Was meconium in the amniotic
fluid?

Are your nipples cracked or sore?
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Look for:
- abdominal tenderness (baby cries when abdomen is gently pressed);

- imperforate anus (if the baby has an imperforate anus, see page
F-153 for management).

GENERAL MANAGEMENT

Insert a gastric tube viathe nasal route (page P-33):

- If thegastric tube does not pass or thetip of thetubereturnsand
the baby is choking and vomiting immediately after swallowing,
the baby likely has esophageal atresia or tracheo-esophageal fistula,
and urgent surgery is necessary. Organize transfer (page C-63), and
urgently refer the baby to atertiary hospital or specialized centre for
surgery, if possible;

- If thegastric tube passes, confirm that the tube is properly
positioned in the stomach (page P-35), and aspirate the stomach
contents.

If the baby appearsto be serioudly ill (e.g. floppy and lethargic) or
small (lessthan 2.5 kg at birth or born before 37 weeks gestation),
establish an IV line (page P-21), and give |V fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22).

Use Table F-21 (page F-101) to determine the probabl e cause of
vomiting and/or abdominal distension. If the cause of vomiting cannot
be deter mined, see page F-103.
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DIFFERENTIAL DIAGNOSIS
TABLEF-21  Differential diagnosis of vomiting and/or abdominal
distension
Findings Probable
] - T Diagnosis
History Examination Investigations or
Other Known
Diagnoses
» Timeof onsetday 1 « Baby looksill Suspected
or later « Vomiting sepsis, page
« Materna uterine ¢ Abdominal distension F-38
infection or fever « Breathing difficulty
any time from the « Abnormal body
onset of labour to temperature
three days after « Irritability or lethargy
birth, or ruptureof ~ « Convulsions or
membranes for UNCONSCi ousNess
more than 18 hours
before birth
« Poor or no feeding
after having fed
well
e Poor or nofeeding < Floppinessor * Sepsis Necrotizing
» Asphyxia lethar gy * Increasing enterocolitis,
¢ Time of onset day « Baby looksill volume of page F-104
2t0 10 ¢ Abdominal gastric aspirates

distension, tenderness
Small baby (less than
2.5 kg at birth or born
before 37 weeks
gestation)

Blood or bilein
vomitus

Blood or mucusin
stool

Diarrhoea

Pallor

Progressive signs of
ill health (temperature
instability and/or
apnoea)
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Differential diagnosis of vomiting and/or abdominal
distension

Findings Probable
] - - Diagnosis
History Examination Investigations or
Other Known
Diagnoses

 If mother had a ¢ Generalized Congenital
serologic test for oedema (body syphilis, page
syphilisduring swelling) F-46
pregnancy, it was  * Abdominal
positive distension (from

¢ Mother not treated enlarged liver
or treated and/or spleen or
inadequately for from fluid in
syphilis abdomen)

¢ Time of onset at « Blistering skin rash
birth on palms and soles

* Profuse nasal
discharge
(“snuffles’)

* Has not passed * Gastric tube does Suspected
meconium within not pass or tip of gastrointestinal
24 hours after birth tube returns malformation or

¢ Baby coughingand < Increasing obstruction,
choking at every abdominal page F-105
feed since birth distension

« Time of onset day « Bilein vomitus
1lto2 ¢ Dark or bloody

stools

¢ Mother ¢ Blood in vomitus Swallowed
breastfeeding with * Dark stools maternal blood,
cracked nipples » Baby looks page F-105
(time of onset day 2 otherwise well
or later)

Maternal bleeding
during labour or
from episiotomy
(time of onset day
lor2)
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TABLE F-21 Cont.

Differential diagnosis of vomiting and/or abdominal
distension

Findings Probable
Diagnosis
History Examination Investigations or
Other Known
Diagnoses
* Baby has e Gastric tube passes Gastric
regurgitated feeds ¢ Baby looks otherwise irritation,
sincefirst feeding well page F-106

e Timeof onset day 1
* Meconiumin
amniotic fluid

# The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed in italicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.

CAUSE OF VOMITING NOT DETERMINED

Establish an 1V line (page P-21), and give only IV fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22) for the first

12 hours.

Observe the baby for 12 hours.

If the baby has no other signs besides vomiting after the 12-hour

period:

- Giveexpressed breast milk by gastric tube (page C-18) for 24 hours;

- If thesefeeds areretained, alow the baby to begin breastfeeding
(page C-11), or give expressed breast milk using an alternative
feeding method (page C-14);

- Remove the gastric tube after two successful feeds.

If vomiting continues or any other signsare present (e.g. blood in
vomitus, forceful vomiting, abdominal distension), try again to determine
the cause of vomiting (Table F-21, page F-101).

If the cause of vomiting still cannot be determined, treat for sepsis

(page F-41).
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MANAGEMENT OF SPECIFIC CONDITIONS

NECROTIZING ENTEROCOLITIS

Establish an 1V line (page P-21) if oneis not aready in place, and give
only IV fluid at maintenance volume according to the baby’s age (Table
C-4, page C-22) for the first five days.

Treat for sepsis (page F-41), and ensure that the baby is not fed for the
first five days.

Insert a gastric tube (page P-33) and ensure free drainage.

If an abdominal mass becomes palpable, it islikely that the baby has a
bowel perforation or intestinal obstruction from an abscess. Organize
transfer (page C-63), and urgently refer to atertiary hospital or
specialized centre for surgery, if possible.

Measure haemoglobin daily until bleeding stops, and then measure once
more after 24 hours. If the haemoglobin islessthan 8 g/dl (haematocrit
less than 24%), give a blood transfusion (page P-31).

Check the baby’ s heart and respiratory rates every three hours for three
days after the last blood transfusion.

Observe the baby for five days. If, after the five-day period, abdominal
distension has decreased, thereis minimal gastric aspirate, and the
baby is passing non-bloody stool:

- Givethe baby expressed breast milk by gastric tube (page C-18);

- Begin feeding the volume of milk required on day 1, regardless of
the baby’s age (Table C-4, page C-22);

- Once adequate volumes of milk are tolerated for 48 hours without
vomiting, allow the baby to begin breastfeeding (page C-11). If the
baby cannot be breastfed, give expressed breast milk using an
aternative feeding method (page C-14).

Observe the baby for 24 hours after discontinuing antibiotics:

- If the baby’s heart and respiratory rates are stable, the baby has not
required atransfusion for at least 48 hours and is feeding well, and
there are no other problems requiring hospitalization, discharge the
baby (page C-67);
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- Measure haemoglobin weekly for one month. If the haemoglobin is
lessthan 8 g/dl (haematocrit less than 24%), give a blood
transfusion (page P-31);

- Toprevent iron deficiency anaemia, give small babies an oral iron
preparation to give elemental iron 2 mg/kg body weight once daily
from two months of age up to 23 months of age.

SUSPECTED GASTROINTESTINAL MALFORMATION OR
OBSTRUCTION

» Establishan IV line (page P-21), and give only IV fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22).

» Ifagastrictubewasinserted, keep it in place and ensure free drainage
(page P-36).

*  Organize transfer (page C-63), and urgently refer the baby to atertiary
hospital or specialized centre for surgery, if possible.

SWALLOWED MATERNAL BLOOD

» If vomiting is caused by blood swallowed during breastfeeding
(cracked nipples):

- Observe the mother while she breastfeeds. Assess her technique
(page C-12) and suggest changes as necessary;

- If breastfeeding is painful for the mother, encourage the mother to:

Express some breast milk (page C-15) to stimulate the milk let-
down reflex before putting the baby to her breast;

Begin to nurse on the side that is |ess sore until the let-down
occurs, then switch the baby to the affected breast;

Express alittle milk or colostrum onto her nipples after
breastfeeding;

Expose her nipplesto the air to prevent maceration and promote
healing;

If cracking is severe on only one nipple, have the mother
breastfeed on the other side exclusively for two or more days
while the affected nipple heals. During this time she can express
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the breast milk of the affected breast and feed this to the baby
using an alternative feeding method (page C-14);

- If the baby isfeeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67).

« If vomiting is caused by blood swallowed at the time of birth:

- Attach asyringe to the gastric tube and aspirate the stomach
contents;

- Allow the baby to begin breastfeeding (page C-11). If the baby
cannot be breastfed, give expressed breast milk using an alternative
feeding method (page C-14);

- Remove the gastric tube after two successful feeds;

- If the baby isfeeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67).

GASTRIC IRRITATION

«  Allow the baby to begin breastfeeding (page C-11). If the baby cannot
be breastfed, give expressed breast milk using an alternative feeding
method (page C-14).

» If the baby has had two successful breastfeeds, or isfeeding well using
an aternative feeding method, and there are no other problems requiring
hospitalization, discharge the baby (page C-67).

» |If thebaby continuesto regurgitate all feeds after 24 hours, the
problem is probably due to an abnormality of the gastrointestinal tract:

- Establishan 1V line (page P-21), and give IV fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22);

- Organizetransfer (page C-63), and urgently refer the baby to a
tertiary hospital or specialized centre for further evaluation, if
possible.
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There are non-infectious causes of diarrhoea, but sepsisis the most common
cause during the newborn period.

Observestrict infection prevention practices(pageC-37) at all
times when caring for any baby with diarrhoea to prevent
spreading one baby’ sinfection to other babiesin the newborn
special care unit. Wear gloves when handling soiled napkins
and other items used to carefor the baby, and carefully wash
hands (page C-38) after handling a baby with diarrhoea.

PROBLEMS

The baby is passing stool with increased frequency.

The baby’s stool iswatery or green, or contains mucus or blood.

FINDINGS

Review the findings from the general history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information
to determine the probable diagnosis (Table F-22, page F-109).

Ask the mother (or whoever brought the baby in):
- Isthe baby being fed any foods or fluid other than breast milk?

- What does the baby’ s stool look like? Isit watery or green, or does it
contain mucus or blood?

- How frequently has the baby been passing stool ?
Look for:

- signs of dehydration (e.g. sunken eyes or fontanelle, loss of skin
elasticity, or dry tongue and mucous membranes);

- signsof sepsis (e.g. poor feeding, vomiting, breathing difficulty;
Table F-9, page F-37).
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GENERAL MANAGEMENT

Allow the baby to begin breastfeeding (page C-11). If the baby cannot
be breastfed, give expressed breast milk using an alternative feeding
method (page C-14).

If the mother isgiving the baby any food or fluid other than breast
milk, advise her to stop giving them.

Give oral rehydration solution (ORS) for every diarrhoeal stool passed:

- If thebaby isable to feed, have the mother breastfeed more often,
or give ORS 20 ml/kg body weight between breastfeeds using a cup,
cup and spoon, or other device (page C-16);

- If thebaby isnot feeding well, insert a gastric tube (page P-33),
and give ORS 20 mi/kg body weight by tube;

- If prepackaged ORS isnot available, make ORS as follows:
- Userecently boiled and cooled water;
- To1llitre of water, add:
- sodium chloride 3.5 g;
- trisodium citrate 2.9 g (or sodium bicarbonate 2.5 g);
- potassium chloride 1.5 g;
- glucose (anhydrous) 20 g (or sucrose [common sugar] 40 g).

If the baby has signs of dehydration or sepsis, establishan IV line
(page P-21), and give IV fluid while alowing the baby to continue to
breastfeed:

- Iftherearesignsof dehydration, increase the volume of fluid by
10% of the baby’ s body weight on the first day that the dehydration
is noted;

- If the baby receives a sufficient volume of fluid to meet rehydration
and maintenance requirements and to replace ongoing losses, the use
of ORS is not necessary;

- Assessthe baby againin 12 hours:

- If thebaby isstill having diarrhoeal stools, continue the
increased volume of |V fluid for an additional 24 hours;
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- If thebaby hasnot had a diarrhoeal stool in the last 12
hours, adjust fluid to maintenance volume according to the
baby's age (Table C-4, page C-22).

»  Determine the probable diagnosis (T able F-22).

DIFFERENTIAL DIAGNOSIS
TABLE F-22 Differential diagnosis of diarrhoea
Findings Probable
] - - Diagnosis
History Examination Investigations or
Other Known
Diagnoses
¢ Materna uterine e Sepsis Diarrhoea due
infection or fever to sepsis
any time from the Treat for sepsis
onset of labour to (page F-41).
three days after birth,
or rupture of
membranes for more
than 18 hours before
birth
« Time of onset day 1
to3
« Baby receiving * Baby feeding well Non-infectious

food/fluid other
than breast milk

Time of onset after

other food/fluid
started

diarrhoea
Provide general
management
(page F-108).

» Baby receiving * Poor or no feeding Infectious
food/fluid other » Baby looksill diarrhoea
than breast milk * Floppiness Treat for sepsis

* Time of onset after * Lethargy (page F-41).
other food/fluid
started

« Baby receiving » Loose yellow stool L oose stool
photother apy dueto

e Time of onset after phototherapy

phototherapy started

No treatment is
necessary.
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TABLE F-22 Cont. Differential diagnosis of diarrhoea

Findings® Probable
Diagnosis

History Examination Investigations or
Other Known
Diagnoses

Outbresk of * Watery, greenish * Sepsis Nosocomial
diarrhoea among stoolsthat continue * Dehydration diarrhoea of
other babiesin even if the baby is infectious
nursery not breastfed origin, page
¢ Time of onset day Blood in stool F-111

2 or later Vomiting

Poor or nofeeding  Floppinessor e Sepsis Necrotizing
Asphyxia lethar gy * Increasing enter ocolitis,
Time of onset day Baby looksill volume of page F-104
2t0 10 Abdominal gastric aspirates

distension,

tenderness

Small baby (less

than 2.5 kg at birth

or born before 37

weeks gestation)

Blood or bilein

vomitus

< Blood or mucusin

stool

Pallor

Progressive signs of

ill health

(temperature

instability and/or

apnoea)

2 The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.
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MANAGEMENT OF NOSOCOMIAL DIARRHOEA

» If thediarrhoea developed while the baby was hospitalized and more
than one baby with diarrhoea from the same ward is seen within a
two-day period, suspect a nosocomial infection (page C-45).

» Isolate the baby from other babies, if possible.
e Treat for sepsis (page F-41).
*  Continue to provide general management for diarrhoea (page F-108).
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This chapter covers the baby who is bleeding or is found to be pale, either at
birth or any time thereafter, with or without signs of internal or external
bleeding. Pallor can be a sign of anaemia, shock, or both.

PROBLEMS

The baby is currently bleeding.
The baby has a history of bleeding.
The baby appears pale at birth or sometime thereafter.

FINDINGS

Review the findings from the genera history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information
to determine the probable diagnosis.

Ask the mother (or whoever brought the baby in):

Isthere blood in the baby’ s stool or urine?

Did you have a previous baby with haemolytic jaundice, glucose-6-
phosphate dehydrogenase (G6PD) deficiency, or Rhesus (Rh) factor
or ABO blood group incompatibility?

Was there any abnormal bleeding during pregnancy or labour/birth?
Was the baby’s umbilical cord clamped/tied correctly at birth?
Is the baby vomiting? If so, isthere blood or bile in the vomitus?

Isthe baby atwin? If so, isthe other twin very pink or red (i.e. twin-
to-twin transfusion)?

Have multiple blood samples been taken from the baby?

Look for:

where the blood is coming from (e.g. umbilicus, male circumcision
site, or venepuncture site);

generalized oedema (body swelling);
abdominal tenderness (baby cries when abdomen is gently pressed);

jaundice.
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GENERAL MANAGEMENT
BLEEDING

Provide immediate management for bleeding as described in Table F-1
(page F-6), if not already done.

If the baby is still bleeding, increase the rate of infusion of IV fluid to
infuse 20 ml/kg body weight of fluid over the first hour.

If there are signs of shock (e.g. pallor, cold to the touch, heart rate more
than 180 beats per minute, unconscious or nearly unconscious) or if signs
of shock develop whilethe baby is being assessed:

- Infuse normal saline or Ringer’s lactate 10 ml/kg body weight over
10 minutes, and repeat once after 20 minutesif signs of shock
continue;

- Giveablood transfusion (page P-31) immediately using type O,
Rh-negative blood.
Take ablood sample (page P-9), and measure haemoglobin. If the

haemoglobin islessthan 10 g/dl (haematocrit less than 30%), give a
blood transfusion (page P-31).

Determine the probable diagnosis (T able F-23, page F-115).

PALLOR WITHOUT A HISTORY OF BLEEDING

If there are signs of shock (e.g. cold to the touch, heart rate more than
180 beats per minute, unconscious or nearly unconscious) or if signs of
shock develop while the baby isbeing assessed, establishan 1V line
(page P-21), if oneisnot already in place, and infuse normal saline or
Ringer’s lactate 10 ml/kg body weight over 10 minutes, and repeat once
after 20 minutes if signs of shock continue.

Measure blood glucose. If the blood glucoseisless than 45 mg/dl
(2.6 mmol/l), treat for low blood glucose (page F-91).

Take ablood sample (page P-9), and measure haemoglobin. If the
haemoglobin islessthan 10 g/dl (haematocrit less than 30%), give a
blood transfusion (page P-31).

Determine the probable diagnosis (Table F-23, page F-115).
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DIFFERENTIAL DIAGNOSIS
TABLE F-23  Differential diagnosis of bleeding and/or pallor
Findings® Probable
Diagnosis
History Examination Investigations or
Other Known
Diagnoses
e Timeof onset day e« Spontaneous Haemorrhagic
2to3 bleeding from one disease of the
Or MOr e sour ces, newborn baby,
such as: page F-119
- Blood in stool or
urine
Bleeding from
umbilicus or from
male circumcision
or venepuncture
sites
Spontaneous
appearance of
multiple bruises
after birth, but no
evidence of
trauma
e Pallor
« Time of onset day ¢ Findings of Coagulopathy,
4 or later haemorrhagic  pageF-119
disease of the
newbor n baby
(above) found
on day 4 or

later
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TABLE F-23 Cont.

Bleeding and/or pallor

Differential diagnosis of bleeding and/or pallor

Findings® Probable
Diagnosis
History Examination Investigations or
Other Known
Diagnoses
e Jaundice  Seriousjaundice * Haemoglobin Haemolysis
developinginless < Palor lessthan 13 g/dl  Provide general
than 36 hours * Generalized (haematocrit less  management for
* Pallor oedema (body than 40%) pallor (page
* ABO blood group swelling) * Positive Coombs  F-114) and treat
or Rh factor « Maebaby (a test for haemolytic
incompatibility or supportivefinding  « ABO blood jaundice (page
G6PD deficiency for G6PD group or Rh F-81).
in previous baby deficiency only) factor
e Family history of incompatibility
G6PD deficiency, between mother
jaundice, anaemia, and baby
enlarged liver, or  Positive G6PD
removal of spleen screen
e Maternal history < Pallor * Haemoglobin Possible blood
of vaginal lessthan 13 g/dl  lossfrom
bleeding during (haematocrit less  obstetric causes
later pregnancy than 40%) Provide general
and/or labour management for
OR pallor (page
e Problem at birth F-114).
or during
pregnancy (e.g.
umbilical cord not
clamped
immediately after

birth; twin-to-twin
transfusion)
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TABLE F-23Cont.  Differential diagnosis of bleeding and/or pallor

Findings® Probable
Diagnosis

History Examination Investigations or
Other Known
Diagnoses

* Poor or no  Floppinessor e Sepsis Necrotizing
feeding lethar gy * Increasing enterocolitis,
e Asphyxia Baby looksill volume of page F-104
¢ Time of onset day Abdominal gastric aspirates
2t010 distension,
tenderness
* Small baby (less
than 2.5 kg at birth
or born before 37
weeks gestation)
Blood or bilein
vomitus
» Blood or mucusin
stool
Diarrhoea
Pallor
Progressive signs of
ill health
(temperature
instability and/or
apnoea)

« Has not passed * Increasing Suspected
meconium within abdominal gastrointestinal
24 hours after distension malformation or
birth, or if stool « Bilein vomitus obstruction,
has been passed, it page F-105
isdark or bloody

¢ Time of onset day
lto4
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TABLE F-23Cont.  Differential diagnosis of bleeding and/or pallor

Findings® Probable
Diagnosis
History Examination Investigations or
Other Known
Diagnoses
e Mother  Blood in vomitus Swallowed
breastfeeding with ¢ Dark stools maternal blood,
cracked nipples « Baby looks page F-105
(time of onset day otherwise well
2 or later)
* Maternal bleeding
during labour or
from episiotomy
(time of onset day
1to2)
* Multiple blood  Pallor * Haemoglobin Anaemia of a
samples taken less than sick or small
« Baby issick or 10 g/dl baby, page
small (lessthan (haematocrit F-119
2.5kg at birth or less than 30%)
born before 37
weeks gestation)
« Pallor « Haemoglobin Pallor of
less than unknown
13 g/di origin, page
(haematocrit F-119
less than 40%)

2 The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed in italicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.
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MANAGEMENT OF SPECIFIC CONDITIONS

HAEMORRHAGIC DISEASE OF THE NEWBORN BABY

If bleeding does not stop within three hours, treat for sepsis (page F-41).

Take ablood sample (page P-9) and measure haemoglobin once daily. If
the haemoglobin islessthan 10 g/dl (haematocrit less than 30%), give a
blood transfusion (page P-31).

Provide ongoing management (page F-120).

COAGULOPATHY

Treat for sepsis (page F-41).

Take a blood sample (page P-9) and measure haemoglobin once daily. If
the haemoglobin islessthan 10 g/dl (haematocrit less than 30%), give a
blood transfusion (page P-31).

Provide ongoing management (page F-120).

POSSIBLE BLOOD LOSS FROM OBSTETRIC CAUSES

Take a blood sample (page P-9) and measure haemoglobin once daily:

- If thehaemoglobin islessthan 10 g/dl (haematocrit less than 30%),
give ablood transfusion (page P-31);

- If thehaemoglobin is between 10 and 13 g/dl (haematocrit
between 30 and 40%) and there are signs of shock (e.g. pallor,
cold to the touch, heart rate more than 180 beats per minute,
unconscious or nearly unconscious), give ablood transfusion (page
P-31).

Provide ongoing management (page F-120).

ANAEMIA OF A SICK OR SMALL BABY OR PALLOR OF
UNKNOWN ORIGIN

Once the baby’ s condition is stable, measure haemoglobin weekly for as
long as the baby remains in the hospital. If the haemoglobin islessthan
8 g/dl (haematocrit less than 24%), give a blood transfusion (page P-31).

Provide ongoing management (below).
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ONGOING MANAGEMENT OF BABIES WITH PALLOR OR BLEEDING

Discontinue IV fluid unless an 1V line is needed for another reason. If 1V
fluid is still required, continue 1V fluid and ensure that the total fluid
volume the first day (from both oral and IV sources) equals daily

mai ntenance volume according to the baby’ s age plus an additional 10%
of the total fluid volume required for the day (Table C-4, page C-22).
Use the maintenance fluid volume for subsequent days.

M easure haemoglobin daily until the haemoglobin is stable for three days
and at alevel not requiring transfusion, and then weekly for aslong as
the baby isin the hospital.

Check the heart and respiratory rates every three hours until the baby’s
condition is stable.

If the baby’ s heart and respiratory rates are stable, the baby has not required
atransfusion for at least 48 hours, is feeding well, and there are no other
problems requiring hospitalization, discharge the baby (page C-67).

To prevent iron deficiency anaemia, give small babies an oral iron
preparation to give elemental iron 2 mg/kg body weight once daily from
two months of age up to 23 months of age.

Follow up twice weekly for two weeks after discharge to monitor feeding
and growth.

Measure haemoglobin again in one month. If the haemoglobin isless
than 8 g/dl (haematocrit less than 24%), give ablood transfusion (page
P-31).
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Most swellings on the baby’ s scalp originating at birth are minor and resolve
spontaneously; however, subaponeurotic (subgaleal) bleeding can be life-
threatening and must be recognized and treated immediately.

PROBLEM
»  Thebaby has aswelling on the scalp at birth or soon thereafter.

FINDINGS

* Review the findings from the general history (page F-7) and examination
(Table F-2, page F-11), looking especially for findings of pallor or
increased heart or respiratory or rates (consistently more than 160 beats
per minute or 60 breaths per minute, respectively).

*  Obtain the following additional information to determine the probable
diagnosis (Table F-24, page F-122).

*  Determine (fedl):
- thelocation and boundary of the scalp swelling;

- if theswelling isfluctuant (feeling of freeliquid) or if thereisan
areawithin the swelling that feels spongy;

- if thescalpis painful (baby cries when scalp is touched);

- if thereis moulding of the head (Fig. F-7) with over-riding of the
parietal bones.

FIGURE F-7  Moulding of the baby’s head
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Probable Diagnosis

F-122
DIFFERENTIAL DIAGNOSIS
TABLE F-24  Differential diagnosis of swelling on scalp
Findings®
History Examination

Swelling apparent
at birth or within
two hoursand
becoming more
evident during next
24 hours

Birth by vacuum
extraction
Asphyxia

Swelling under entire scalp
Spongy feel of scalp

Baby crieswhen scalp is
touched

Pallor, possibly increasing
Heart rate more than 160 beats
per minute

Respiratory rate consistently
more than 60 breaths per
minute

Increasing head circumference

Subaponeurotic
(subgaleal)
haemorrhage, page
F-123

Swelling apparent
at birth

Swelling over presenting part
of head that isfirm and not
fluctuant

M oulding of head and over-
riding of parietal bones

Baby |ooks otherwise well

Caput succedaneum,
page F-124

Swelling apparent
within four hours
after birth

Rounded swelling with
boundaries limited by suture
lines (Fig. F-8, page F-125)
Fluctuance within swelling
Baby |ooks otherwise well

Cephalohaematoma,
page F-124

Swelling apparent
at birth

Birth by vacuum
extraction

Swelling where vacuum
extraction cup was applied
Baby |ooks otherwise well

Chignon, page F-124

2 The diagnosis cannot be made if afinding listed in bold is absent. The presence of a

finding listed in bold, however, does not guarantee the diagnosis. Findingsin plain text are

supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.
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MANAGEMENT

SUBAPONEUROTIC (SUBGALEAL) HAEMORRHAGE

Babieswith subaponeur otic haemor rhagemay havearangeof
problems. Examinethe baby closely for other signs, including
increasing head circumference, episodes of apnoea, or rapid
heart or respiratory rate.

F-123

» Givevitamin K, (phytomenadione) 1 mg IM once (or IV if an IV line has

already been established), even if the baby received it at birth.
» Takeablood sample (page P-9):

- Measure haemoglobin now and again in 24 hours;

- If thehaemoglobin islessthan 10 g/dl (haematocrit less than 30%)

give ablood transfusion (page P-31).

*  Observe the baby for pallor and check the heart and respiratory rates

every hour.

»  Measure the baby’ s head circumference every six hours.

» If thebaby’shead circumferenceisincreasing or there are signs of

shock (pallor, cold to the touch, heart rate more than 180 beats per

minute, unconscious or hearly unconscious), transfuse immediately with

type O, Rh-negative blood.
*  Ensurethat the baby isfed:
- Allow the baby to begin breastfeeding (page C-11);

- If thebaby cannot be breastfed, give expressed breast milk using

an dternative feeding method (page C-14);

- If thebaby cannot take enough milk by breastfeeding or using
an alter native feeding method, establish an IV line (page P-21)

and give IV fluid;

- Ensure that the baby receives feeds and fluid at maintenance volume

according to the baby’s age (Table C-4, page C-22).
»  After the baby is stable:

- Measure head circumference daily;
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Check pallor and the heart and respiratory rates every three hours;
Be prepared at any timeto give fluid as indicated above;

If the haemoglobin islessthan 8 g/dl (haematocrit less than 24%),
give ablood transfusion (page P-31);

If the haemoglobin is morethan 10 g/dl (haematocrit more than
30%), measure haemoglobin two more times after three and six days,
and then weekly for as long as the baby isin the hospital.

Observe for jaundice (page F-77) once daily, and give phototherapy if
necessary.

Once the head circumference begins to decrease:

Continue observation until the baby is at least four days old and the
haemoglobin has remained at alevel not requiring transfusion for at
least three days;

After the observation period, if the baby’s heart and respiratory rates
are stable, the baby is feeding well, and there are no other problems
requiring hospitalization, discharge the baby (page C-67).

CAPUT SUCCEDANEUM, CHIGNON, OR CEPHALOHAEMATOMA

Reassure the mother that these are not serious conditions and that they do
not require treatment. Caput and chignon resolve spontaneously after two
to three days. Cephalohaematoma (Fig. F-8, page F-125) resolves over
several weeks.

Do not aspirate a cephalohaematoma, even though it feels fluctuant.

Advise the mother to bring the baby back if the baby develops jaundice
(page F-77).
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FIGURE F-8  Baby with unilateral cephalohaematoma
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SKIN AND MUCOUS MEMBRANE PROBLEMS F-127

Skininfectionsin babiesar eextremely contagious. Observestrict
infection prevention practices(pageC-37) at all timesto prevent
spreading one baby’s infection to other babiesin the nursery.
Disposeof all itemsin direct contact with thelesions(e.g. gauze)
in aplastic bag or leakproof, covered waste container.

PROBLEMS

*  Thebaby’s skin or soft tissues are red or swollen.
»  Thebaby has pustules or blisters on the skin.
*  The baby has white patches on the tongue or inside the mouth.

FINDINGS

* Review the findings from the general history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information
to determine the probable diagnosis (Table F-25, page F-128).

»  Ask the mother (or whoever brought the baby in):

- What did the lesions look like and where on the baby’ s body were
they when they first appeared?

- Havethelesions changed at al since they first appeared?
* Look for:

- location of lesions (e.g. in the axillae, around the umbilicus and
groin, on the palms and soles);

- characteristics of lesions:

- pustules (lessthan 1 cmin diameter) or blisters (1 cmin
diameter or more);

- reddened skin;
- blistering skin rash.

- swelling on skin that is tender (baby cries when swelling is touched)
or fluctuant (feeling of freeliquid in swollen ares).

» If thebaby hasa cut or abrasion, see page F-132.
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DIFFERENTIAL DIAGNOSIS
TABLE F-25  Differential diagnosis of skin and mucous membrane
problems
Findings Probable Diagnosis
History Examination

Time of onset day 1 or
later

Lesions solitary at first,
then developing into
clusters and spreading
to other areas

e Pustulesor blisters

« Lesions prevaent on back of
hands, around neck, in axillae,
and around umbilicus and groin

Skin infection, page
F-129

Time of onset day 3 or
later

¢ Red skin and swollen
subcutaneous tissue anywhere
on body

¢ Tender and/or fluctuant swelling

Cellulitis/abscess,
page F-130

Time of onset day 3 or
later

¢ Bright red patcheson skin in
napkin area, often scaly in
appearance or with small white
centres

Thrush in napkin
area, page F-131

Time of onset day 3 or
later

¢ Thick white patches on tongue
or inside mouth

Thrush in mouth,
page F-131

If mother had a
serologic test for
syphilisduring
pregnancy, it was
positive

Mother not treated or
treated inadequately
for syphilis

Time of onset at birth

¢ Generalized oedema (body
swelling)

¢ Abdominal distension (from
enlarged liver and/or spleen or
from fluid in abdomen)

« Blistering skin rash on palms and
soles

¢ Profuse nasal discharge
(“snuffles’)

Congenital syphilis,
page F-46

® The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed in italicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.
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MANAGEMENT

SKIN INFECTION

If the infection developed while the baby was hospitalized or more
than one baby with a skin infection from the sameward is seen
within a two-day period, suspect a nosocomial infection (page C-45).

Wearing clean examination gloves:

- Wash the affected area(s) of skin using an antiseptic solution (Table
C-10, page C-41) and clean gauze sponges,

- Swab the pustules/blisters with 0.5% gentian violet solution;

- Repeat four times daily until the pustules/blisters are gone. Have the
mother do this whenever possible.

Observe for signs of sepsis (e.g. poor feeding, vomiting, breathing
difficulty; Table F-9, page F-37), and treat for sepsis (page F-41) if found.

Count the number of pustules or blisters, determine whether they cover
less or more than half of the body, and treat as described below.

FEWER THAN 10 PUSTULES/BLISTERS OR COVERING LESS THAN HALF THE
BODY WITH NO SIGNS OF SEPSIS

Observe the baby for five days:

- If the pustuleg/blisters clear within five days and there are no other
problems requiring hospitalization, discharge the baby (page C-67);

- If most of the pustules/blistersare still present after five days but
the baby does not have signs of sepsis, give cloxacillin by mouth
according to the baby’ s age and weight (T able C-9, page C-35) for
five days.

TEN OR MORE PUSTULES/BLISTERS OR COVERING MORE THAN HALF THE
BODY WITH NO SIGNS OF SEPSIS

Open the white centre of a pustule using a sterile lancet. Take a specimen
of pus using a sterile cotton swab, and send it to the laboratory for
culture and sensitivity.

Give cloxacillin IM according to the baby’s age and weight (T able C-9,
page C-35).
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» Assessthe baby’s condition at least once daily for signs of improvement
(pustules/blisters are not spreading and are beginning to dry up and heal):

- If thepustules/blisters are improving after three days of
treatment with antibiotics, continue cloxacillin to complete five
days of treatment;

- If the pustules/blisters are not improving after three days of
treatment with antibiotics:

- If thecultureis positive, change the antibiotic according to the
results of the culture and sensitivity, and give the antibiotic for
an additional five days;

- If thecultureisnot possible or the organism cannot be
identified, continue giving cloxacillin and also give gentamicin
according to the baby’ s age and weight (T able C-9, page C-35)
for seven days.

*  Observe the baby for 24 hours after discontinuing antibiotics. If the
pustules/blisters have cleared, the baby is feeding well, and there are
no other problems requiring hospitalization, discharge the baby
(page C-67).

SKIN PUSTULES/BLISTERS WITH SIGNS OF SEPSIS

*  Treat for sepsis (page F-41), but give cloxacillin IV according to the
baby’ s age and weight (T able C-9, page C-35) instead of ampicillin.

» If thebaby isalready receiving antibiotics for sepsis, discontinue
ampicillin. Give cloxacillin 1V according to the baby’s age and weight
(Table C-9, page C-35) in addition to gentamicin.

*  Observethe baby for 24 hours after discontinuing antibiotics. If the
pustules/blisters have cleared, the baby is feeding well, and there are no
other problems requiring hospitalization, discharge the baby (page C-67).

CELLULITIS/ABSCESS

« If thereisafluctuant swelling, incise and drain the abscess (page P-43).

»  Givecloxacillin IM according to the baby’s age and weight (Table C-9,
page C-35).
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» Assessthe baby’s condition at least once daily for signs of improvement:

- If thecelulitisabscessisimproving after five days of treatment
with the antibiotic, continue cloxacillin to complete 10 days of
treatment;

- If the cdlulitis’abscessis not improving after five days of
treatment with the antibiotic:

- If thecultureis positive, change the antibiotic according to the
results of the culture and sensitivity and give the antibiotic for
an additional 10 days;

- If thecultureisnot possible or the organism cannot be
identified, continue giving cloxacillin and also give gentamicin
according to the baby’ s age and weight (T able C-9, page C-35)
for 10 days.

*  Observethe baby for 24 hours after discontinuing antibiotics. If the
cellulitis/abscess has cleared, the baby isfeeding well, and there are no
other problems requiring hospitalization, discharge the baby (page C-67).

THRUSH IN NAPKIN AREA

» Apply nystatin cream to the lesions or swab the lesions with 0.5%
gentian violet solution at every napkin change, continuing for three days
after the lesions have healed.

»  Ensurethat the napkin is changed whenever it is wet or soiled.

THRUSH IN MOUTH

»  Swab the thrush patches in the baby’ s mouth with nystatin oral solution
or 0.5% gentian violet solution four times daily, continuing for two days
after the lesions have healed.

» Have the mother put nystatin cream or 0.5% gentian violet solution on
her breasts after breastfeeding for aslong as the baby is being treated.
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CuT

» Clean the cut using gauze soaked in antiseptic solution (e.g. 2.5%
polyvidone iodine [Table C-10, page C-41]; note that other antiseptic
solutions may burn).

e Cover the cut with a simple bandage to keep the cut clean and dry.

» |f the edges of the cut are open, pull them closed with a butterfly
bandage.

» If there are no other problems requiring hospitalization, discharge the
baby (page C-67).

»  Explain to the mother what the signs of local infection are (e.g. redness,
heat, and swelling of the skin around the cut):

- Ask the mother to bring the baby back if she sees signs of local
infection;

- If signsof local infection are seen, remove the bandage and treat
with atopical antibiotic ointment three times daily for five days,
leaving the cut uncovered.

»  Have the mother return with the baby in one week to remove the
bandage, if necessary. If thereis no infection, no further follow-up is
needed.

ABRASION

e Cleantheabrasion (e.g. Fig. F-9) using cotton-wool balls soaked in
antiseptic solution (e.g. 2.5% polyvidoneiodine [Table C-10, page C-41];
note that other antiseptic solutions may burn).

FIGURE F-9  Baby with abrasions from forceps delivery
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»  Keep the wound clean and dry, and instruct the mother how to do so.

» |If there are no other problems requiring hospitalization, discharge the
baby (page C-67).

» Explain to the mother what the signs of local infection are (e.g. redness,
heat, and swelling of the skin around the cut):

- Ask the mother to bring the baby back if she sees signs of local
infection;

- If signsof local infection are seen, treat with atopical antibiotic
ointment three times daily for five days, leaving the abrasion
uncovered.

*  Havethe mother return with the baby in one week. If thereisno
infection, no further follow-up is needed.
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UMBILICUS RED AND SWOLLEN, DRAINING F-135
PUS, OR FOUL SMELLING

The umbilicus usually separates one week after birth, and the wound heals
within 15 days. Until the wound is healed, thisis an important entry point for
infection, which can quickly lead to sepsis; early recognition and treatment of
an infected umbilicus are essential to prevent sepsis.

Observestrict infection prevention practices(pageC-37) at all
timesto prevent spreading onebaby’ sinfection toother babies
in the nursery. Dispose of all itemsin direct contact with the
umbilicus or draining pus in a plastic bag or leakproof,
cover ed waste container.

PROBLEM

The baby’ s umbilicusis swollen, draining pus, or foul smelling
(infected).

The skin around the umbilicusis red and hardened.

FINDINGS

Review the findings from the genera history (page F-7) and examination
(Table F-2, page F-11), and obtain the following additional information
to classify the severity of the infection (Table F-26, page F-136).

Ask the mother (or whoever brought the baby in):

- Wereunclean or harmful substances (e.g. animal dung) applied to
the baby’ s umbilicus?

- Wasthe umbilicus covered (e.g. with a bandage)?

If thereisredness and swelling of the skin around the umbilicus,
determine how far it extends beyond the umbilicus.
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TABLE F-26 Classification of severity of infection of umbilicus
Findings® Classification
History Examination

* Unclean birth
* Application of unclean

Umbilicusred and swollen Severeinfection of
Redness and swelling of skin  umbilicus, below

or harmful substances extending more than 1 cm
(e.g. animal dung) to beyond umbilicus
umbilicus » Umbilicus draining pus

+ Umbilicus covered * Foul-smelling umbilicus

» Skin around umbilicusisred
and hardened
* Abdominal distension

* Umbilicusred and swollen L ocal infection of
Redness and swelling of skin  umbilicus, page
extending lessthan 1 cm F-137

beyond umbilicus

& The classification cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the classification. Findingsin plain
text are supportive findings; their presence helps to confirm the classification, but their
absence cannot be used to rule out the classification.

MANAGEMENT
SEVERE INFECTION OF UMBILICUS

If the infection developed while the baby was hospitalized or more
than one baby with an infection of the umbilicus from the same
ward is seen within a two-day period, suspect a nosocomial infection
(page C-45).

Treat for sepsis (page F-41) but give cloxacillin IV according to the
baby’s age and weight (Table C-9, page C-35) instead of ampicillin.

If the baby is already receiving antibiotics for sepsis, discontinue
ampicillin. Give cloxacillin 1V according to the baby’s age and weight
(Table C-9, page C-35) in addition to gentamicin.

If skin pustules/blisters are present, treat for a skin infection (page
F-129).

Provide general care as described for alocal infection of the umbilicus
(page F-137).
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*  Observe the baby for 24 hours after discontinuing antibiotics. If the
infection has cleared, the baby is feeding well, and there are no other
problems requiring hospitalization, discharge the baby (page C-67).

LOCAL INFECTION OF UMBILICUS

*  Wearing clean examination gloves:

- Wash the umbilicus using an antiseptic solution (Table C-10, page
C-41) and clean gauze sponges;

- Swab the umbilicus and the area around it with 0.5% gentian violet
four times daily until there is no more pus coming from the
umbilicus. Have the mother do this whenever possible.

» If thearea of redness and swelling extends more than 1 cm beyond
the umbilicus, treat for severe infection of the umbilicus (page F-136).

» If theinfection has cleared, the baby is feeding well, and there are no other
problems requiring hospitalization, discharge the baby (page C-67).
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EYES RED, SWOLLEN, OR DRAINING PUS F-139

Red and swollen eyes or eyes draining pus may be caused by bacteria (e.g.
gonococcus, chlamydia, staphylococcus) that are usually transmitted to the
baby at the time of birth, or the problem may be caused by chemicals (e.g.
silver nitrate eye drops) placed in the baby’ s eyes just after birth. Most causes
of newborn eye problems will respond to local treatment, but gonococcal and
chlamydial infections need to be identified, as they require systemic
antibiotics.

Observestrict infection prevention practices(pageC-37) at all
timesto prevent spreading onebaby’ sinfection toother babies
in the nursery. Dispose of all items in direct contact with
draining pus in a plastic bag or leakproof, covered waste
container.

PROBLEM
»  Thebaby’seye(s) isred, swollen, or draining pus.

FINDINGS

*  Review thefindings from the genera history (page F-7) and examination
(Table F-2, page F-11), looking especially for a history of a sexually
transmitted infection in the mother. Obtain the following additional
information to determine the probable diagnosis.

»  Ask the mother (or whoever brought the baby in):
- Weredrops of silver nitrate put in the baby’s eye(s) at birth?

- Wasany other prophylactic treatment put in the baby’s eye(s)? If so,
when?

GENERAL MANAGEMENT

*  Wearing clean examination gloves;

- Cleanthe eydlids using sterile normal saline or clean (boiled and
cooled) water and a clean swab, cleaning from the inside edge of the
eye to the outside edge;

- Have the mother do this whenever possible;
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- Repeat four times daily until the eye problems have cleared.

*  Have the mother wash the baby’ s face once daily (or more often, if
necessary) using clean water, and dry with a clean cloth.

» If the problem developed while the baby was hospitalized or more
than one baby with eye problems from the same ward is seen within
atwo-day period, suspect a nosocomial infection (page C-45).

EYES DRAINING PUS (CONJUNCTIVITIS)

» Takeaspecimen of pus, if it can be easily obtained, using a sterile cotton
swab (take care to avoid direct contact with the baby’ s eyes):

- Smear the pus on adide, stain the slide with Gram stain, and view
the dlide under a microscope;

- Send asample of the pusto the laboratory for culture (including
possible gonococcus) and sensitivity;

- Determine the probable diagnosis (Table F-27, page F-141).

« Ifitisnot possibleto perform a Gram stain or culture and
sensitivity, see page F-143.

RED OR SWOLLEN EYES AND STICKY EYELIDS BUT NO PUS
DRAINING FROM EYES

» If theeye problem continuesfor morethan four days (despite the
general management described above), but thereis still no pus
draining from the eyes:

- Giveerythromycin by mouth (Table C-9, page C-35) for 14 days;

- Apply 1% tetracycline ointment to the affected eye(s) four times
daily until the eye(s) is no longer red, swollen, or sticky.

» If pusbeginstodrain from the eye, see above.

» If there are no other problems requiring hospitalization, discharge the
baby (page C-67), and have the mother continue the treatment at home.
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DIFFERENTIAL DIAGNOSIS
TABLE F-27  Differential diagnosisof conjunctivitis
Findings® Probable
History Examination Gram Stain Diagnos's

Investigation and
Culture Results

Time of onset day

One eyeinvolved

Gram-positive

Conjunctivitis

3or later * Moderate amount cocci in clusters dueto
of pus * Culture positive Staphylococcus
for staphylococcus aureus, page
F-142
« Mother hasa « Both eyes » Gram-negative Conjunctivitis
sexually involved diplococci dueto
transmitted * Large amount of * Culture positive gonorrhoea,
infection pus for gonococcus page F-142
« Eye prophylaxis
either not given
or given after

first hour of life
Time of onset day
1or later

e Watery discharge  * Both eyes « No organisms Conjunctivitis
from eyes at firgt, involved seen on Gram dueto
then changing to ¢ Small to moderate stain chlamydia,
pus amount of pus * Culture negative page F-142
¢ Mother hasa
sexualy
transmitted
infection
¢ Time of onset day
5 or later
 Silver nitrate « Both eyes * No organisms Chemical
dropsput in eyes involved seen on Gram irritation
at birth * Eyesred and stain No treatment is
» Time of onset day swollen * Culture negative necessary.
lor2 ¢ Small amount of
pus

® The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed in italicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.
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Eyes red, swollen, or draining pus

MANAGEMENT OF SPECIFIC CONDITIONS

CONJUNCTIVITIS DUE TO S. AUREUS

Apply 1% tetracycline ointment to the affected eye(s) four times daily for
five days. Thereisno need for systemic antibiotics.

Continue to clean the baby’ s eyes and wash the baby’ s face as described
under general management (page F-139).

If the mother and baby can stay near the health carefacility, the baby
does not have to be admitted to the hospital for this treatment.

CONJUNCTIVITIS DUE TO GONORRHOEA

Give ceftriaxone IM (Table C-9, page C-34) in asingle dose.
There is no need for antibiotic eye ointment.

Continue to clean the baby’ s eyes and wash the baby’ s face as described
under general management (page F-139).

If the mother and baby can stay near the health care facility, the baby
does not have to be admitted to the hospital for this treatment.

Treat the mother and her partner(s) for gonorrhoea if not already treated
(modify treatment according to local susceptibility, if necessary). Give:

- ceftriaxone 250 mg IM as a single dose to the mother;

- ciprofloxacin 500 mg by mouth as a single dose to her partner(s).

CONJUNCTIVITIS DUE TO CHLAMYDIA

Give erythromycin by mouth (Table C-9, page C-35) for 14 days.

After cleaning the eyes, apply 1% tetracycline ointment to the affected
eye(s) four times daily until the eyes are no longer red, swollen, sticky, or
draining pus.

If the mother and baby can stay near the health care facility, the baby
does not have to be admitted to the hospital for this treatment.

Treat the mother and her partner(s) for chlamydiaif not already treated
(modify treatment according to local susceptibility, if necessary). Give:
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- erythromycin 500 mg by mouth four times daily for seven daysto the
mother;

- tetracycline 500 mg by mouth four times daily for seven daysto her
partner(s) OR doxycycline 100 mg by mouth twice daily for seven
daysto her partner(s).

GRAM STAIN OR CULTURE AND SENSITIVITY NOT POSSIBLE

« If thebaby islessthan seven daysold and has not been treated with
systemic antibiotics befor e, treat for conjunctivitis due to gonorrhoea
(page F-142).

* If thebaby isseven daysor older and has been previously treated
unsuccessfully with systemic antibiotics, or if the baby islessthan
seven daysold and the problem isnot resolved after 48 hours of
treatment, treat for conjunctivitis due to chlamydia (page F-142).
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BIRTH INJURY F-145

This chapter covers birth injuries without visible bleeding. If the baby hasa
swelling on the scalp, see page F-121. If the baby is pale or bleeding, see
page F-113.

PROBLEMS

*  Thebaby’'sarm and hand are in an abnormal position, lying limply by the
baby’s side (Fig. F-10).

»  The baby isunable to wrinkle her/his forehead, close eye on affected side
(Fig. F-11), or suckle without dribbling milk.

»  Thebaby’sbone (of the arm, leg, or shoulder) is displaced from its
normal position.

» Thereisaswelling over the bone of the baby’s arm, leg, or shoulder.
e Thebaby’sarms or legs are not moving symmetrically.
*  Thebaby crieswhen an arm, leg, or shoulder is touched or moved.

FIGURE F-10 Abnormal position of arm and hand

FIGURE F-11 Baby unabletowrinkleforehead or close eye on affected
side
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Note that babies who were born in a breech position may have fully flexed
hips and knees, with the feet near the mouth, or the legs and feet may be to
the side of the baby (Fig. F-12). Thisis the normal resting posture of the
baby after birth and is not considered a birth injury.

FIGURE F-12 Normal resting postur e of a breech baby

FINDINGS

* Review the findings from the general history (page F-7) and examination
(Table F-2, page F-11), looking especially for a history of adifficult
birth, and use the information to determine the probable diagnosis (Table
F-28, page F-147).
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DIFFERENTIAL DIAGNOSIS
TABLE F-28  Differential diagnosisof birth injury
Findings® Probable Diagnosis
History Examination
« Difficult birth « No spontaneous arm movement Arm palsy (Erb or
« Breech delivery on oneside Klumpke), below

¢ Arm and hand lying limply by
baby’s side (Fig. F-10, page

F-145)
e Large baby (morethan 4 kg at
birth)
« Difficult birth « Unableto wrinkleforehead, Facial palsy, page
* Traumato face close eye on affected side, or F-148
(e.g. use of forceps) suckle without dribbling milk
during birth (Fig. F-11, page F-145)

» Angle of mouth pulled to one side

« Difficult birth « Displacement of bone fromits Fracture, page F-148
normal position
Pain (crying) when alimb or
shoulder is moved
e Lack of movement or
asymmetrical movement of alimb
« Swelling over bone

2 The diagnosis cannot be made if afinding listed in bold is absent. The presence of a
finding listed in bold, however, does not guarantee the diagnosis. The diagnosisis
definitively confirmed if afinding listed initalicsis present. Findingsin plain text are
supportive findings; their presence helps to confirm the diagnosis, but their absence cannot
be used to rule out the diagnosis.

MANAGEMENT

ARM PALSY

» Handlethe baby’s shoulder (e.g. during dressing or when mother is
breastfeeding) gently to prevent further injury, and teach the mother how
to do so.

»  For thefirst week, reduce pain by strapping the arm in place as described
for afractured humerus (page F-149).
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Birth injury
If the mother is able to care for the baby adequately and there are no other
problems requiring hospitalization, discharge the baby (page C-67).
Have the mother return with the baby at one week of age:
- Check for improvement in the baby’ s condition;
- Advise passive exercises if arm movement is not yet normal.

Follow up in two weeks. Explain to the mother that the majority of cases
of arm palsy recover by six to nine months of age. If movement of the
arm isstill limited at one year of age, permanent paraysisislikely.

FACIAL PALSY

If the baby cannot close the eye on the affected side, apply ointment to
that eye at least four times daily for as long as the eye does not close.
Teach the mother how to do this.

If the baby is having difficulty feeding:
- Help the mother find away to help the baby to attach;

- If thebaby isnot ableto breastfeed, give expressed breast milk
using an alternative feeding method (page C-14).

If the baby is feeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67).

Follow up in two weeks to verify that the palsy isresolved. Explain to the
mother that most cases of facia palsy resolve spontaneously within two
weeks. If movement of the faceis still limited at one year of age,
permanent paralysisis likely.

FRACTURE

GENERAL MANAGEMENT

Confirm the diagnosis with X-ray, if available.

Handle the baby gently when moving or turning, and teach the mother
how to do so. Avoid movement of the affected limb as much as possible.

Immobilize the limb to reduce pain when the baby is handled (see below
for how to immobilize specific fractures).

If the mother is able to care for the baby and there are no other problems
requiring hospitalization, discharge the baby (page C-67).
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Explain to the mother that fractures will heal spontaneously, usually
without residual deformity, and that a hard swelling (callus) may be felt
over the fracture site at two to three weeks of age. Thisis part of the
normal healing process.

Follow up in one month to verify that the fracture has healed. Refer
babies with unhealed fractures or severe deformitiesto atertiary hospital
or specialized centre for orthopaedic care, if possible.

FRACTURED HUMERUS

Place alayer of cotton batting or gauze padding between the affected arm
and the chest, from the axillato the elbow (Fig. F-13).

FIGURE F-13  Splinting a fractured humerus

Strap the upper arm to the chest using a gauze bandage.

Flex the elbow of the affected arm to 90 degrees, and use a separate
bandage to strap the forearm across the abdomen in this position. Ensure
that the umbilicusis not covered by the bandage.

Check the fingers twice daily for three days (the baby does not have to be
admitted to the hospital if the mother is able to bring the baby back to the
hospital each time):

- If thefingers become blue or swollen, remove the bandage and
rewrap it more loosely;

- If thebandageisrewrapped, observe the fingers for blueness or
swelling for an additional three days.

Have the mother return with the baby in 10 days to remove the gauze
bandages.
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FRACTURED CLAVICLE
* |f moving the arm causesthe baby to cry, strap thearmin place as
described for a fractured humerus (page F-149).
»  Have the mother return with the baby in five days to remove the gauze
bandages.
FRACTURED FEMUR

Place the baby on her/his back and place a padded splint under the baby
from the waist to below the knee of the affected leg (Fig. F-14).

FIGURE F-14  Splinting a fractured femur

Strap the splint to the baby by wrapping an elastic bandage around the
waist and from the thigh to below the knee of the affected leg. Ensure
that the umbilicus is not covered by the bandage.

Check the toes twice daily for three days (the baby does not have to be
admitted to the hospital if the mother is able to bring the baby back to the
hospital each time):

- If thetoes become blue or swollen, remove the bandage and rewrap
it more loosely;

- If thebandageisrewrapped, observe the toes for blueness or
swelling for an additional three days.

Have the mother return with the baby in 14 days to remove the splint.
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PROBLEMS

The baby has aminor birth defect (birth mark, skin tag, extrafinger(s) or
toe(s), cleft lip, cleft palate, or club foot).

The baby has a magjor birth defect (spina bifida/meningomyel ocoele,
gastroschisis’'omphal ocoele, or imperforate anus).

The baby has a genetic birth defect (e.g. Down syndrome).

MINOR BIRTH DEFECTS

BIRTH MARK

Assure the mother that most birth marks (e.g. capillary haemangioma or
Mongolian blue spot) require no specia care and may disappear as the
baby gets older.

SKIN TAG OR EXTRA FINGER(S) OR TOE(S)

Tie off skin tags and extra digits that do not have a bony attachment.

If the extra digits have a bony attachment, refer the baby to atertiary
hospital or specialized centre within afew months, if possible, for
surgery to remove the extra digits.

CLEFT LIP OR PALATE

Provide emotional support and reassurance to the mother (page C-57).

Explain to the mother that the most important thing to do at thistimeisto
feed the baby to ensure adequate growth until surgery can be performed.

If the baby hasacleft lip but the palateisintact, allow the baby to
attempt to breastfeed:

- If the baby breastfeeds successfully and there are no other problems
requiring hospitalization, discharge the baby (page C-67). Follow up
in one week to check growth and weight gain;

- If thebaby cannot breastfeed well because of the cleft, give

expressed breast milk using an alternative feeding method (page
C-14).
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If the baby has a cleft palate, give expressed breast milk using an
aternative feeding method (page C-14).

Once the baby is feeding well and gaining weight, refer the baby to a
tertiary hospital or specialized centre, if possible, for surgery to repair the
cleft.

CLUB FOOT

Provide emotional support and reassurance to the mother (page C-57).

Refer the baby to atertiary hospital or specialized centre within the first
month of life, if possible, for correction of the club foot.

MAJOR BIRTH DEFECTS

SPINA BIFIDA/MENINGOMYELOCOELE

Provide emotional support and reassurance to the mother (page C-57).
If the defect isnot covered by skin:
- Cover with sterile gauze soaked in sterile, normal saline;

- Keep gauze moist at al times, and ensure that the baby is kept warm
(page C-1).

Organize transfer (page C-63), and refer the baby to atertiary hospital or
specialized centre for further evaluation or surgical care, if possible.

GASTROSCHISIS/OMPHALOCOELE

Provide emotional support and reassurance to the mother (page C-57).

Establish an IV line (page P-21), and give only 1V fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22).

Ensure that the baby does not receive anything by mouth.
If the defect isnot covered by skin:
- Cover with sterile gauze soaked in sterile, normal saline;

- Keep gauze moist at al times, and ensure that the baby is kept warm
(page C-1).
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Insert a gastric tube (page P-33), and ensure free drainage.

Organize transfer (page C-63), and urgently refer the baby to atertiary
hospital or speciaized centre for surgery, if possible.

IMPERFORATE ANUS

Provide emotional support and reassurance to the mother (page C-57).

Establish an 1V line (page P-21), and give only IV fluid at maintenance
volume according to the baby’ s age (Table C-4, page C-22).

Ensure that the baby does not receive anything by mouth.
Insert a gastric tube (page P-33) and ensure free drainage.

Organize transfer (page C-63), and urgently refer the baby to atertiary
hospital or specialized centre for surgery, if possible.

GENETIC BIRTH DEFECTS

Provide emotional support and reassurance to the mother (page C-57).

If the baby has Down syndrome or unusual facial features, advise the
parents about the long-term prognosis, and refer the family to a
specialized centre for developmental evaluation and follow-up, if
possible.

Organize genetic counseling for the parents, if possible.

If the mother isnot going to breastfeed and requests a contraceptive
method, refer her to afamily planning service.
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WITH HEPATITIS B, TUBERCULOSIS, DIABETES,
OR SYPHILIS

If ababy is born to a mother with one or more of the problems mentioned in
this chapter, thereis a higher probability that the baby will develop a problem
at some time after birth, even if the baby appears entirely normal at birth.

PROBLEMS
*  Thebaby’s mother had or has:
- hepatitis B;
- tuberculosis;
- diabetes,
- syphilis.
MANAGEMENT
HEPATITIS B

Mothers who had acute hepatitis during pregnancy or who are carriers of the
hepatitis B virus, as demonstrated by a positive serologic test for the hepatitis
B surface antigen (HbsAg), may transmit the hepatitis B virus to their babies.

* Givethefirst dose of hepatitis B vaccine (HBV) (page C-51) 0.5 ml IM
in the upper thigh (page P-15) as soon after birth as possible (preferably
within 12 hours of birth).

» If available, give hepatitis immune globulin 200 units IM in the other
thigh within 24 hours of birth, or within 48 hours of birth at the latest.

»  Reassure the mother that it is safe for her to breastfeed her baby.

TUBERCULOSIS

» |If themother hasactive lung tuberculosis and wastreated for less
than two months before birth or was diagnosed with tuberculosis
after birth:

Do not give the tuberculosis vaccine (BCG) at hirth;
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- Give prophylactic isoniazid 5 mg/kg body weight by mouth once
daily;

- Atthe age of six weeks, re-evaluate the baby, noting weight gain and
taking an X-ray of the chest, if possible:

- If thereare any findings suggestive of active disease, start full
anti-tubercul osis treatment;

- If thebaby isdoing well and tests ar e negative, continue
prophylactic isoniazid to complete six months of treatment.

Delay BCG vaccine (page C-51) until two weeks after treatment is
completed. If BCG was already given, repeat BCG two weeks after the
end of the isoniazid treatment.

Reassure the mother that it is safe for her to breastfeed her baby.

Follow up in two weeks to assess weight gain.

DIABETES

Babies of diabetic mothers are at high risk for developing low blood glucose
during the first three days of life, even if they are feeding well.

Encourage and support early and frequent breastfeeding, at least eight
times daily, day and night.
If the baby islessthan three days old, observe the baby until the third
day of age:
- Measure blood glucose (page P-13) at the following times:

- a three hours of age or on admission;

- three hours after the first measurement and then every six hours
for 24 hours or until the blood glucose has been normal for two
consecutive days.

- If theblood glucoseislessthan 45 mg/dl (2.6 mmol/l), treat for
low blood glucose (page F-91);

- If the blood glucose has been normal for three days, the baby is
feeding well, and there are no other problems requiring
hospitalization, discharge the baby (page C-67).

If the baby isthree days old or older and does not show signs of low
blood glucose (e.g. lethargy, jitteriness), observation is not necessary. If
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the baby is feeding well and there are no other problems requiring
hospitalization, discharge the baby (page C-67).

SYPHILIS

If the mother tested positive for syphilisand wastreated adequately
(2.4 million units of penicillin) and the treatment started at least 30
daysbefore birth, no treatment is necessary.

If the mother was not treated for syphilis, she was treated
inadequately, or her treatment statusis unknown or uncertain and
the baby has no signs of syphilis (Table F-10, page F-37):

- Givethe baby procaine benzylpenicillin (or benzathine
benzylpenicillin) IM (Table C-9, pages C-34 to C-35);

- Givethe mother and her partner(s) benzathine benzylpenicillin
1.8 g IM astwo injections at separate sites,

- Refer the mother and her partner(s) for follow-up to aclinic that
offers services for sexualy transmitted infections.

Follow up in four weeks to examine the baby for growth and signs of
congenital syphilis.

Report the case to authorities, if required.
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There are no specific signs or features diagnostic of HIV at birth; clinical
signs of HIV may begin appearing around six weeks of life, but the baby’s
HIV status cannot be verified by antibody testing until 15 to 18 months of

age.

PROBLEM
*  Thebaby’s mother isHIV positive.

MANAGEMENT

GENERAL MANAGEMENT
*  When caring for a baby of an HIV-positive mother, always:
- Respect the confidentiality of the mother and family;

- Carefor the baby asfor any other baby, paying particular attention
to infection prevention procedures (page C-37);

- Givethe baby al routine immunizations (page C-51).

*  Emphasize to the mother the importance of condom use to prevent
infection of her partner(s) and transmission of other sexually transmitted
infections.

»  Provide emotional support (page C-57).

ANTIRETROVIRAL THERAPY

Without antiretroviral therapy, 15% to 30% of babies born to known HIV-
positive mothers will be infected during pregnancy and birth, and 5% to 20%
may be infected by breastfeeding.

»  Determine if the mother isreceiving or has received antiretroviral
treatment for HIV to prevent mother-to-child transmission.

»  Treat the baby according to the protocol used for the mother as per
national policy. For example:

- If zidovudine (AZT) was given to the mother for four weeks
before birth, continueto give AZT to the baby for six weeks after
birth (2 mg/kg body weight by mouth every six hours);
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If the mother received a single dose of nevirapine during labour
and the baby islessthan three days old, immediately give the
baby nevirapine in suspension 2 mg/kg body weight by mouth;

Schedule a follow-up examination in 10 days to assess feeding and
growth.

FEEDING

Advise the mother regarding her feeding options, and respect and support the
mother’s choice. Allow the mother to make an informed choice about the best
feeding option for her baby. Explain to the mother that breastfeeding carries
an increased risk of transmitting HIV to the baby after birth.

Inform the mother about her options for feeding, the advantages, and the
risks. The mother can choose to:

Give replacement feeding if thisis acceptable, affordable, feasible,
sustainable, and safe. Explain to the mother that replacement feeding
often carries a higher risk of infant mortality than breastfeeding,
especialy if it cannot be prepared safely, is not continuously
available and affordable to the family, and there are limited facilities
and water for preparation;

Exclusively breastfeed until replacement feeding isfeasible. It is
important that the mother stops breastfeeding once replacement
feeding isintroduced,;

Exclusively breastfeed for six months, then continue breastfeeding
while starting complementary feeding (e.g. mashed solid foods) after
six months of age.

Help the mother to assess her situation. Help her decide whether to
breastfeed (below) or give replacement feeding (page F-161).

MOTHER CHOOSES TO BREASTFEED

Support the mother’s choice.

Advise the mother against mixed feeding (i.e. feeding anything other than

breast milk, such as commercial breast-milk substitute, animal milks,
local porridges, tea, water, etc.). Mixed feeding may increase the risk of
both HIV transmission and illness or death from diarrhoea or other
illnesses.
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Ensure correct positioning and attachment (page C-12) to prevent
mastitis and damage to the mother’ s nipples:

- Advise the mother to return immediately if she has any problems
with her breasts or nipples, or if the baby has any difficulty feeding;

- If there are no other problems requiring hospitalization, discharge
the baby (page C-67);

- Ensure afollow-up visit during the first week after discharge to
assess attachment and positioning and the condition of the mother’s
breasts;

- Ensure that the baby receives regular follow-up visits with an
appropriate child care provider.

Arrange for further counselling to prepare the mother for the possibility
of stopping breastfeeding early.

MOTHER CHOOSES REPLACEMENT FEEDING

Support the mother’s choice.

Ensure that the mother understands that if she chooses replacement
feeding, she should begin complementary feeding at six months of age
while continuing to provide milk.

Review the guidelines for preparing and feeding breast-milk substitutes
(page C-19).

Allow the mother to begin preparing the replacement feed as soon as she
is able to and teach her how to feed the baby using a cup, cup and spoon,
or other device (e.g. paladai; page C-16).

Encourage the mother to feed the baby at |east eight times daily. Teach
her to be flexible and respond to the baby’ s demands.

Give the mother written instructions on safe preparation of the
replacement feed.

Explain the risks of replacement feeding and how to avoid them:

- Thebaby may get diarrhoeaif the mother’s hands, water, or utensils
are not clean, or if the milk stands too long before being used;

- The baby may not grow well if:
- toolittle substitute is given at each feed;

- toofew feeds are given;
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- the substitute contains too much water;
- the baby has diarrhoea.
Advise the mother to seek careif the baby has any problems, such as:
- feeding less than six times daily or taking smaller quantities;
- diarrhoea;
- poor weight gain.

If there are no other problems requiring hospitalization, discharge the
baby (page C-67);

Ensure afollow-up visit during the first week after discharge to assess
how the mother is coping with replacement feeding and ensure that she
receives support to provide safe replacement feeding.

Ensure that the baby receives regular follow-up visits with an appropriate
child care provider.
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A baby who issick or small (lessthan 2.5 kg at birth or born before 37 weeks
gestation) needs additional thermal protection and warmth to maintain normal
body temperature. These babies can become hypothermic very quickly, and
rewarming the baby can take along time. The risk of complications and
mortality significantly increasesif the thermal environment is not optimal.

GENERAL PRINCIPLES

Keep the baby clothed or covered as much as possible at all times,
including during procedures (e.g. when establishing an 1V line, during
resuscitation):

- Clothe the baby and cover the head with a cap or hat;
- Wrap the baby in a soft dry cloth and cover with a blanket;
- Uncover only parts of the body that need observation or treatment.

Carefor asick or small baby in awarm room (not less than 25 °C) that is
free of draughts.

Do not place the baby near cold objects, such asawall or window, even
if the baby isin an incubator or under aradiant warmer.

Do not place the baby directly on a cold surface (e.g. place a cloth or
blanket under the baby before placing on a cold bed or examination
table), and ensure that hands are warm before handling the baby.

Keep the baby warm during transfer for diagnostic or treatment
procedures. Use warming devices or transfer in skin-to-skin contact
(page C-5) with the mother or another person, if possible.

Ensure warmth during procedures (e.g. use aradiant warmer).
Change napkins whenever they are wet.

If anything wet is applied to the skin (e.g. moistened gauze), ensure
that the baby is kept warm.

Avoid bathing the baby during the first six hours of life or until the
baby’ stemperatureis stable; delay bathing a small baby until at least the
second day of life.
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MEASURING BODY TEMPERATURE

Unless directed otherwise by another chapter, measure the baby’ s temperature
as often asindicated in Table C-1, below.

TABLE C-1 Measuring body temperature

Baby with Small Baby? Very Small Baby
Serious Baby® Progressing
IlIness Well
Frequency of Every hour Twice daily Four times Once daily
measur ements daily

@ Small babies are less than 2.5 kg at birth or born before 37 weeks gestation.
b Very small babies are less than 1.5 kg at birth or born before 32 weeks gestation.

METHODS FOR WARMING THE BABY AND MAINTAINING BODY

TEMPERATURE

There are five methods for warming the baby and maintaining the baby’s
temperature (Table C-2). See below for specific instructions for using each

method.
TABLE C-2 Methodsfor warming the baby and maintaining body
temperature
Method Guidelinesfor Advantages Risks/Disadvantages
Selection and Use
Skin-to-skin ¢ Appropriate for al « Mother can
contact stable babies closely monitor
 Appropriate for baby
rewarming a baby with  « Another person
moderate hypothermia can provide
(32°Ct036.4°C), skin-to-skin
particularly when other contact if the
methods are not mother is
available unavailable
* Not appropriate for « Babiesusualy
babies with life- maintain
threatening problems normal body
(e.g. sepsis, severe temperature

breathing difficulty)
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TABLE C-2 Cont.

C-3

Methods for warming the baby and maintaining body

temperature
M ethod Guidelinesfor Advantages Risks/Disadvantages
Selection and Use
Kangar oo * Appropriate for * Mother can * Mother may not
mother care stabilized babies closely monitor always be available
weighing 1.5 to 2.5 kg, baby
but particularly « Babiesusualy
recommended for maintain
continuous care of normal body
babies weighing 1.5 to temperature
1.8kg
* Not appropriate for
babies with life-
threatening problems
(e.g. sepsis, severe
breathing difficulty)
* Not appropriate if
mother has a serious
illness or complication
from labour or birth
that prevents her from
caring for the baby
Radiant  Appropriate for sick * Allows  Baby can become
war mer babies and babies observation of hyperthermic or
weighing 1.5 kg or baby hypothermic if
more e Many temperature is not
 Useto keep baby warm procedures can monitored
during initial be performed » Baby can become
assessment, treatment, while baby is dehydrated
and procedures, and to under warmer » Warmer is

rewarm acold baby

expensive to buy
» Warmer requires

reliable source of

electricity
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TABLE C-2Cont. Methodsfor war ming the baby and maintaining body
temperature
Method Guidelinesfor Advantages Risks/Disadvantages
Selection and Use
Incubator * Appropriate for * Maintains  Baby can become
continuous care of constant hyperthermic or
babies weighing less temperature hypothermic if
than 1.5 kgwho arenot  « Allows temperature is not
eligible for kangaroo observation of monitored
mother care baby » Baby can become
» Appropriate for babies ¢ Oxygen can dehydrated
who have life- easily be * Incubator iseasily
threatening problems provided colonized by
(e.g. sepsis, severe « Baby can be bacteria
breathing difficulty) naked, if * Incubator is
necessary expensive to buy
and maintain
* Incubator requires
reliable source of
electricity
* Personnel trained to
care for baby and
clean and maintain
incubator are
required
» Mother and baby
are separated
* Incubator is more
difficult to clean
than radiant warmer
Warmroom < Appropriate for care of  Baby can become

babies recovering from
illness and small babies
who do not require
frequent diagnostic and
treatment procedures
Not appropriate for
babies with life-
threatening problems
(e.g. sepsis, severe
breathing difficulty)

hypothermic

* Room may be
uncomfortable for
adults
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TABLE C-2 Cont.

C-5

Methods for warming the baby and maintaining body

temperature
M ethod Guidelinesfor Advantages Risks/Disadvantages
Selection and Use
Other * Appropriate for  Baby can become
methods emergency situations hyperthermic
(e.g. hot when other methods  Baby can be burned
water bottles are not available (e.g. by objects
or bricks) during transport) » Baby can become
hypothermic if
objects are not
replaced after they
cool
» Constant
temperatureis
difficult to maintain
SKIN-TO-SKIN CONTACT

»  Clothe and secure the baby as described for kangaroo mother care (page

F-30).

»  Ensure that the temperature of the room where the rewarming takes place
isat least 25 °C.

»  Measure the baby’ s body temperature two hours after beginning skin-to-
skin contact unless directed otherwise by another chapter. If the baby’s
temperatureisnot 36.5 °C to 37.5 °C after the two hours of
rewar ming, reassess the baby (Table F-2, page F-11).

RADIANT WARMER

»  Ensurethat the temperature of the room where the radiant warmer (Fig.
C-1, page C-6) isusedis at least 22 °C.

»  Clean the mattress and platform, and cover the mattress with a clean
linen sheet.
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FIGURE C-1 Radiant warmer

*  Turnonthe warmer and set the temperature according to the
manufacturer’ s instructions (usually between 36 °C and 37.5 °C). When
it is known beforehand that a baby is to arrive in the newborn specia
care unit, turn on the warmer to pre-warm the linen and mattress so that
the baby does not initially lie on acold surface.

»  Ensurethat the baby’s head is covered and the baby is clothed or covered
unlessit is necessary for the baby to be naked or partially undressed for
observation or a procedure.

»  Place only one baby under each radiant warmer.
e Turn the baby frequently while under the warmer, if possible.

» If thebaby isreceiving IV fluid or expressed breast milk, increase the
volume of fluid and/or milk by 10% of the total daily volume per day
(Table C-4, page C-22) for aslong as the baby is under the radiant
warmer.

*  Check the temperature of the warmer and of the room every hour, and
adjust the temperature setting accordingly.

*  Movethe baby to be with the mother as soon as the baby no longer
requires frequent procedures and treatment.
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INCUBATOR

»  Determine the appropriate temperature for the incubator (Fig. C-2) based
on the baby’ sweight and age (Table C-3).

*  Warm the incubator to the desired temperature before placing the baby
inside.
FIGURE C-2  Incubator
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TABLE C-3 Recommended incubator temperatures

Weight of Baby Incubator Temperatureby Age?

35°C 34°C 33°C 32°C

Lessthan 1.5 kg 1to 10 days 11 daysto 3 3to 5 weeks More than
old weeks old old 5 weeks old

15t02.0kg 1to 10 days 11 daysto More than
old 4 weeksold 4 weeksold

21t025kg 1to2days 3daysto More than
old 3 weeksold 3weeksold

More than 2.5 kg 1to 2 days More than

old 2 daysold

2 |If theincubator issingle-walled, increase the incubator temperature 1 °C for every 7 °C
difference in temperature between the room and the incubator.
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Clean the mattress and cover it with aclean linen sheet.

Ensure that the incubator’ s water reservoir is empty; dangerous bacteria
may grow in the water and infect the baby. Leaving the reservoir dry will
not affect the function of the incubator.

Ensure that the baby’ s head is covered and the baby is clothed or covered
unlessit is necessary for the baby to be naked or partially undressed for
observation or a procedure.

Place only one baby in each incubator.

Close the hood as quickly as possible after placing the baby inside, and
keep the portholes of the incubator closed at al timesto keep the
incubator warm.

Check the temperature of the incubator every hour for the first eight
hours, and then every three hours:

- If thetemperature of theincubator does not match the set
temper atur e, the incubator may not be functioning properly; adjust
the temperature setting until the desired temperature is reached
inside the incubator, or use another method to warm the baby.

M easure the baby’ s temperature (page P-5) every hour for the first eight
hours, and then every three hours:

- If thebaby stemperatureislessthan 36.5 °C or morethan
37.5 °C, adjust the temperature of the incubator accordingly;

- If thebaby’stemperatureremainslessthan 36.5 °C or more
than 37.5 °C in spite of the incubator being kept at the
recommended setting, manage for abnormal body temperature
(page F-69).

Move the baby to be with the mother as soon as the baby no longer
requires special care and frequent procedures and treatment.

WARM ROOM

Ensure that the baby’ s head is covered and the baby is adequately clothed
or covered.

Ensure that the temperature of the room is at least 26 °C. A warm room is
often uncomfortable for adult staff and caregivers; ensure that the baby is
not neglected and that the staff and caregivers do not decrease the
temperature without providing another warming method.
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Place the baby in a cot in the room, away from cold walls and windows,
and away from draughts.

M easure the temperature of the room and the baby’ s body temperature
four times daily.

Provide additional warmth at night.

OTHER METHODS

Ensure that the baby’ s head is covered and the baby is adequately clothed
or covered.

Ensure that the object (e.g. hot water bottle or brick) does not come into
contact with the baby’ s skin, which could cause burns.

Ensure that the object is not too hot.

Monitor the warmth of the object and replace it before it becomes cold.
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FEEDING

Ensure that the baby is fed as soon as possible after birth (within one hour if
possible) or within three hours of admission unless feeding should be delayed
because of a specific problem. If possible, admit the mother when admitting
the baby. Encourage the mother to breastfeed the baby or to give expressed
breast milk; support whichever method of feeding the mother chooses. Note
that this guide assumes that the mother is available to breastfeed or express
breast milk for her baby. If the baby issmall (lessthan 2.5 kg at birth or born
before 37 weeks gestation), review the general principles of feeding a small
baby (page F-24).

GENERAL PRINCIPLES OF EXCLUSIVE BREASTFEEDING

Encourage early and exclusive breastfeeding whenever possible.

Explain to the mother and her family the benefits of early and exclusive
breastfeeding:

Breast milk contains the exact nutrients the baby needs and promotes
the baby’ s development;

Breast milk is easily digested and efficiently used by the baby’s
body;

Breast milk protects the baby from infection;

Breastfeeding can be used as a contraceptive method (lactational
amenorrhoea method).

Encourage the mother to breastfeed the baby on demand, both day and
night (eight or more timesin 24 hours), for as long as the baby wants.

Have the mother offer the second breast once the baby releases the first
breast on her/his own.

Advise the mother that she should not:

force the baby to feed;
interrupt a feed before the baby is done;
use artificial teats or pacifiers;

give the baby any other food or drink (e.g. commercial breast-milk
substitute, animal milks, local porridges, tea, water, etc.) other than
breast milk for the first six months of life.
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Include the mother’ s partner, afamily member, or other support person
in discussions about breastfeeding, if possible.

Ensure that the mother eats nutritious food and has enough to drink.

Ensure that the mother can wash or shower daily, but tell her to avoid
washing or wiping her nipples before breastfeeding.

Explain to the mother that most medications she may be given will not
harm her baby while she breastfeeds; however, if the mother istaking
cotrimoxazole or pyrimethamine with sulfadoxine, monitor the baby for
jaundice.

If themother isHIV positive, see page F-159 for guidelines to help the
mother choose the most suitable feeding method.

If the mother istooill or if she chooses not to breastfeed:
- Givethe baby a breast-milk substitute (page C-19);
- Advise the mother on how to care for her breasts:

- Explain to the mother that her breasts may be uncomfortable for
some time, but she should avoid stimulating them. If the
mother’sdiscomfort is severe, she can express a small amount
of milk (page C-15) afew times a day to relieve the discomfort;

- Advise the mother to support her breasts with awell-fitting bra
or cloth, but she should not bind the breasts tightly because this
may increase her discomfort;

- Suggest that the mother apply awarm or cold compress to her
breasts to reduce swelling.

CORRECT POSITIONING AND ATTACHMENT FOR BREASTFEEDING

Ask the mother to help the baby attach when the baby seems to be ready.
Signs of readiness to suckle include opening the mouth, rooting or
searching, looking around, and moving.

Explain to the mother how to hold her baby during breastfeeding. She
should:

- hold the baby in skin-to-skin contact (page C-5), if possible;

- hold the baby’ s head and body straight so that the baby faces her
breast, with the baby’ s nose near her nipple;

- support the baby’s whole body, not just the neck and shoulders.
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» Explain to the mother how to encourage her baby to attach (Fig. C-3).
She should:
- touch the baby’ s lips with her nipple;
- wait until the baby’s mouth is opening wide;

- movethe baby quickly onto her breast, so that the baby’ s lower lip is
well below the nipple.

FIGURE C-3 Encouraging the baby to attach to the breast

»  Assess attachment on the breast and suckling. Help the mother if she
wishes, especidly if sheisafirst time or very young mother. Signs of
correct attachment (Fig. C-4, page C-14) are;

- baby’s chin touches the breast;

- baby’smouth is wide open with the lower lip curled out;

- more of the areolais visible above than below the mouth;

- baby suckles with slow, deep sucks and pauses sometimes.

» |If themother’sbreasts are engor ged, have her express a small amount
of breast milk (page C-15) before beginning to breastfeed. This will
soften the area around the nipple so that it is easier for the baby to attach.
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FIGURE C-4  Correct (A) and incorrect (B) attachment to the breast

BREASTFEEDING TWINS

Reassure the mother that she has enough breast milk for both babies.

If the babies are small (lessthan 2.5 kg at birth or born before 37 weeks
gestation), review the general principles of feeding a small baby (page
F-24). In addition, have the mother:

- begin feeding one baby at atime until breastfeeding is well
established in both babies;

- ensurethat the weaker twin gets enough milk;
- rotate at every breastfeeding the breast each baby is offered;

- give expressed breast milk using an aternative feeding method
(below) after theinitial breastfeed, if necessary.

FEEDING THE BABY USING AN ALTERNATIVE FEEDING METHOD

Teach the mother how to express breast milk, if necessary (page C-15).

Encourage the mother to express breast milk at least eight timesin 24
hours.

Assess feeding ability twice daily, and encourage and support the mother
to begin breastfeeding as soon as the baby shows signs of readiness to
suckle unless treatment of the baby’ sillness prevents breastfeeding (e.g.
the baby is receiving oxygen).

Record the following each time the baby is fed:
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- timeof feeding;

- amount and kind of milk given (e.g. expressed breast milk or breast-
milk substitute);

- any feeding difficulty.

e Cdculate the volume of milk required according to the baby’s age
(Table C-4, page C-22).

»  Ensure that the baby is receiving enough milk by assessing the baby’s
growth (page C-53).

»  Choose the most appropriate alternative feeding method:
- cup, cup and spoon, or other device (page C-16);
- hand-expressing breast milk into the baby’ s mouth (page C-18);
- gastric tube (page C-18).
EXPRESSING BREAST MILK
»  Teach the mother how to express breast milk herself. The mother should:

- obtain aclean (washed, boiled or rinsed with boiling water, and air-
dried) cup or container to collect and store the milk;

- wash her hands thoroughly;

- dit or stand comfortably and hold the container underneath her
breast;
- expressthe milk (Fig. C-5, page C-16):
- support the breast with four fingers and place the thumb above
the areola;

- sgueeze the areola between the thumb and fingers while
pressing backwards against the chest;

- express each breast for at least four minutes, alternating breasts
until the flow of milk stops (both breasts are completely
expressed).
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FIGURE C-5 Expressing breast milk

If the milk does not flow well:

- ensurethat the mother is using the correct technique;

- have the mother apply warm compresses to her breasts;
- have someone massage the mother’ s back and neck.

If the expressed breast milk isnot going to be used immediately, label
the container and either refrigerate the milk and use within 24 hours or
freeze the milk (if freezing conditions can be reliably maintained) at

—20 °C for no more than six months:

- If arefrigerator or freezer isnot available, keep the milk covered
at room temperature for up to six hours;

- Ensure that the milk is at room temperature before giving it to the
baby:

- Warm frozen or refrigerated milk in awarm water bath
(approximately 40 °C), but avoid overheating the milk;

- Usetherewarmed milk promptly.

FEEDING BY CUP, CUP AND SPOON, OR OTHER DEVICE

Ensure that the mother can properly express breast milk (page C-15).

Feed the baby using a cup, a cup and spoon, or other suitable device (e.g.
paladai) (Fig. C-6, page C-17).
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»  Use clean (washed, boiled or rinsed with boiled water, and air-dried)
utensils and feeding devices for each feed.

FIGURE C-6  Feeding by cup (A), paladai (B), or cup and spoon (C)

*  Feed the baby immediately after the milk is expressed, if possible. If the
baby does not consume all of the milk, store the remaining milk
according to the guidelines on page C-16 for expressed breast milk.

»  Have the mother feed the baby unless she is not available. The mother
should:

- measure the volume of breast milk in the cup, ensuring that it meets the
required volume according to the baby’ s age (Table C-4, page C-22);

- hold the baby sitting semi-upright on her lap;

- restthe cup (or paladai or spoon) lightly on the baby’s lower lip and
touch the outer part of the baby’ s upper lip with the edge of the cup;

- tip thecup (or paladai or spoon) so the milk just reaches the baby’s
lips;

- dlow the baby to take the milk; do not pour the milk into the baby’s
moulth;

- end the feeding when the baby closes her/his mouth and is no longer
interested in feeding.

« If thebaby does not take the necessary volume of milk (according to
Table C-4, page C-22), have the mother encourage the baby to feed for
alonger time or feed more often.

»  Encourage the mother to begin breastfeeding as soon as the baby shows
signs of readiness to suckle.
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If the baby is not feeding well using a feeding device or the mother
prefersnot to useit, have the mother attempt to hand-express breast
milk directly into the baby’s mouth (page C-18).

HAND-EXPRESSING BREAST MILK INTO BABY’S MOUTH

Ensure that the mother can properly express breast milk (page C-15).
Have the mother:

- hold the baby with the baby’s mouth close to her nipple;

- expressthe breast until some drops of milk appear on the nipple;

- let the baby smell the nipple and attempt to suck, and allow some
breast milk to fall into the baby’ s mouth;

- express more drops of breast milk after the baby swallows;

- end the feeding when the baby closes her/his mouth and is no longer
interested in feeding.

Ask the mother to repeat this process every one to two hours if the baby
weighs less than 1.5 kg or every two to three hours if the baby weighs 1.5
kg or more.

FEEDING EXPRESSED BREAST MILK BY GASTRIC TUBE

Ensure that the mother can properly express breast milk (page C-15).
Insert agastric tube (page P-33) if oneis not already in place.

Confirm that the tube is properly positioned (page P-35) before each
feeding.

Encourage the mother to hold the baby and participate in feedings.
Determine the required volume of milk for the feed according to the
baby’ s age (Table C-4, page C-22).

Remove the plunger of ahigh-level disinfected or sterile syringe (of a
size large enough to hold the required volume of milk) and connect the
barrel of the syringe to the end of the gastric tube:

- If ahigh-levd disinfected or sterile syringeisnot available, usea
clean (washed, boiled or rinsed with boiled water, and air-dried)
syringe;

- If asuitable syringeis not available, use any other suitable, clean
funnel that connects snugly to the gastric tube.
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»  Pour the required volume of milk for the feed into the syringe with the
“tip” of the syringe pointed downward.

»  Have the mother hold the syringe 5 to 10 cm above the baby (Fig. C-7)
or suspend the tube above the baby and allow the milk to run down the
tube by gravity. Do not force milk through the tube using the plunger of
the syringe.

FIGURE C-7  Feeding expressed breast milk by gastric tube

» Using this method, each feeding should take 10 to 15 minutes. If the flow
of milk istoo fast, dlightly pinch the tube below the syringe to slow
down the flow.

*  When the feeding is finished, remove, wash, and high-level disinfect or
sterilize the syringe, and cap the tube until the next feeding.

»  Progressto feeding by cup/spoon when the baby can swallow without
coughing or spitting milk. This could be in as little as one or two days, or
it may take longer than one week.

*  Replace the gastric tube with another clean gastric tube after three days,
or earlier if it is pulled out or becomes blocked, and clean and high-level
disinfect or sterilize it according to Table C-11 (page C-43).

BREAST-MILK SUBSTITUTES

» |If themother cannot breastfeed or express breast milk, use a
commercia breast-milk substitute. (Note that the following instructions
are for the health care provider. Ensure that the mother knows how to
properly prepare the breast-milk substitute before discharging the baby.)
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If the baby is small (lessthan 2.5 kg at birth or born before 37 weeks
gestation), use a breast-milk substitute designed for premature or small
babies.

Once a container of breast-milk substitute is open, use the substitute
within the recommended time according to the manufacturer’s
instructions (e.g. use liquid breast-milk substitute within four hours of
opening the container).

Check the expiry date of the breast-milk substitute.

Use aseptic technique to prepare the breast-milk substitute from liquid
concentrates or powders, using high-level disinfected or sterile utensils
and containers, and sterilized or boiled and cooled water.

Wash hands with soap and water.
Determine the required volume of milk for the feed according to the
baby’s age (Table C-4, page C-22).

Measure the breast-milk substitute and water, mix them, and feed the
baby using a cup, cup and spoon, or other device (page C-16). Have the
mother do this whenever possible.

Store remaining milk in alabelled container in arefrigerator for a
maximum of 24 hours.

If commer cial breast-milk substituteis not available, have the mother
use a breast-milk substitute that is based on animal milk and prepared at
home (see national guidelines for correct preparation).

FLUID MANAGEMENT

IV fluid is given to ensure that the baby receives necessary fluid,
minimum calories, and electrolytes. Give IV fluid only if directed to do
so in achapter in the section Assessment, Findings, and Management.

If the baby issmall (lessthan 2.5 kg at birth or born before 37 weeks
gestation), see page F-24 for specia considerations for fluid and feeding
management of small babies.

CHOICE OF IV FLUID

Give 10% glucose for the first three days of life.
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On the fourth day of life, if urine output iswell established, give 10%
glucose with 3 mmol/kg body weight of sodium and 2 mmol/kg body
weight of potassium:

It is preferable to use commercially-produced IV fluid, such as
glucose in quarter normal saline, if available. Using this fluid avoids
the risk of introducing infection by having to add electrolytes and
eliminates errorsin calculations when making the solution;

If these premixed solutions are not available, add normal saline 20
mi/kg body weight to the required volume of 10% glucose. To
calculate the necessary fluid volume, determine the volume of fluid
required for day of life (see Table C-4, page C-22) and add 20
mi/kg body weight of normal saline, but infuse only the required
daily volume. For example:

- For ababy who is four days old, the required daily fluid volume
is 120 mi/kg body weight;

- Add 20 ml/kg body weight of normal saline to the 120 mi/kg
body weight of 10% glucose for atota fluid volume of 140
mi/kg body weight;

- Infuse 120 mi/kg body weight of this mixed solution.
Addition of potassium to IV fluid is required when a baby cannot be

fed for a prolonged period of time. This must be done with extreme
caution because a small overdose can have serious consequences:

- Commonly available preparations are 7.5% and 15% KCl,
which contain 1 and 2 mmol of potassium per ml, respectively;

- While supplementing potassium, add 2 ml/kg body weight of
7.5% KCI or 1 ml/kg body weight of 15% K CI to the total
volume of IV fluid infused each day.

ADMINISTRATION OF IV FLUID

Use an infusion set with a microdropper (where 1 ml = 60 microdrops).
Microdroppers allow slow administration of fluid and ensure that babies
receive the volume of fluid they need. Using a standard infusion set
(where 1 ml = 20 drops) can cause dangerous fluid overload.

Beforeinfusing 1V fluid, check:

the expiry date of the fluid;
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- that the seal of the infusion bottle or bag is not broken;
- that thefluid is clear and free from visible particles.

e Cdculate therate of administration, and ensure that the microdropper
deliversthe fluid at the required rate.

e ChangethelV infusion set and fluid bag every 24 hours, even if the bag
still contains IV fluid (they can be amajor source of infection).

VOLUMES OF FLUID AND FEEDS DURING THE FIRST DAYS OF
LIFE

»  Determine the required volume of fluid according to the baby’s age
(Table C-4; for small babies [less than 2.5 kg at birth or born before 37
weeks gestation], see pages F-26 to F-30). Note that Table C-4
combines the volumes of 1V fluid and feeds (day 1 isthe day of birth).

*  Subtract the volume of feeds the baby is receiving from the total daily
volume required to determine the necessary volume of 1V fluid.

» Adjust the volume of feeds and/or fluid if directed to do so by another
chapter (e.g. if the baby is placed under aradiant warmer or is
receiving phototherapy, increase the volume of feeds and/or fluid by
10% of the total daily volume per day because of increased loss of water
from the skin).

*  Convert the total volume into ml per hour or drops per minute.
TABLE C-4 Total daily feed and fluid volumesfor babies® from birth

Day of Life 1 2 3 4 5 6 7+

ml/kg body weight of 60 80 100 120 140 150 160+
feeds and/or fluid

2 See pages F-26 to F-30 for fluid volumes for small babies (less than 2.5 kg at birth or
born before 37 weeks gestation).

MONITORING BABIES RECEIVING IV FLUID

* Inspect the infusion site every hour:

- Look for redness and swelling around the insertion site of the
cannula, which indicate that the cannulais not in the vein and fluid is
leaking into the subcutaneous tissue. If redness or swelling is seen at
any time, stop the infusion, remove the needle, and establish a new
IV line (page P-21) in adifferent vein;
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- Check the volume of fluid infused and compare to the prescribed
volume;

- Record al findings.

Solutionscontaining glucose can causetissueto dieand should
not be allowed to leak into subcutaneous tissue.

»  Measure blood glucose every six hours:

- If theblood glucoseislessthan 45 mg/dl (2.6 mmoal/l), treat for
low blood glucose (page F-91);

- If theblood glucoseis morethan 105 mg/dl (6 mmol/l)
(hyperglycaemia) on two consecutive readings:

- Changeto a5% glucose solution, if possible;
- Measure blood glucose again in three hours.
*  Assess hydration daily:

- If thereare signs of dehydration (e.g. sunken eyes or fontanelle,
loss of skin elasticity, or dry tongue and mucous membranes),
increase the volume of fluid by 10% of the baby’s body weight on
the first day that the dehydration is noted;

- If thereare signs of overhydration (e.g. excessive weight gain,
puffy eyes, or increasing oedema over lower parts of the body),
reduce the volume of fluid by half for 24 hours after the
overhydration is noted.

»  Document in the baby’ s clinical record when the baby urinates. If thereis
little or no urine output in 24 hoursin the absence of asphyxia,
increase the volume of fluid by 10%, as for dehydration (above).

*  Weigh the baby daily. If the daily weight lossis more than 5%,
increase the total volume of fluid by 10 mi/kg body weight for one day to
compensate for inadequate fluid administration.

COMBINING IV FLUID AND FEEDING

» Allow the baby to begin breastfeeding as soon as the baby’ s condition
improves unless directed otherwise by a chapter in the section
Assessment, Findings, and Management. If the baby cannot be
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breastfed, give expressed breast milk using an alternative feeding
method (page C-14).

If the baby tolerates the feed and there are no problems, continue to
increase the volume of feeds while decreasing the volume of IV fluid to
maintain the total daily fluid volume according to the baby’s daily
requirement (T able C-4, page C-22).

Feed the baby every three hours, or more frequently if necessary,
adjusting the volume at each feeding accordingly.

Add the total volume of feeds and fluid given each day. Compare this
volume with the required daily volume, and adjust the volume that the
baby receives accordingly.

Discontinue the infusion of 1V fluid when the baby is receiving more
than two-thirds of the daily fluid volume by mouth and has no abdominal
distension or vomiting.

Encourage the mother to breastfeed exclusively as soon as the baby is
receiving 100% of the daily fluid volume by mouth.
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ADMINISTERING OXYGEN

» Review the methods of administering oxygen, their instructions for use,
and advantages and disadvantages (Table C-5).

C-25

e Continue to perform any examinations, tests, procedures, and treatment
while the baby is receiving oxygen.

» |If thebaby can tolerate oral feedings, give expressed breast milk by
gastric tube (page C-18). If the baby cannot be fed, establishan IV line
(page P-21) and give IV fluid at maintenance volume according to the
baby’ s age (Table C-4, page C-22).

»  Ensurethat the baby does not receive too little or too much oxygen:

Giving too little oxygen may cause organ damage and eventua desath;

Giving too much oxygen may damage the baby’ s lungs and retinas.
This damage, however, occurs after days (rather than minutes or
hours) of excess oxygen therapy and is unlikely to occur in babies
more than 35 weeks gestation.

TABLE C-5 Methodsfor administering oxygen

Method Flow and Advantages Disadvantages
Concentration
Nasal e Low=0.5L per Low flow of oxygen Requires special
prongs minute required prongs for use on
* Moderate=0.5to Constant newborn babies
1L per minute concentration of Requires flow-
e High=morethan 1 oxygen if applied control device that
L per minute correctly allows low flow
Directs cold oxygen
into baby’ s lungs
Nasal e Low=0.5L per Low flow of oxygen Requires flow-
catheter minute required control device that
* Moderate=0.5to Constant alows low flow
1L per minute concentration of Directs cold oxygen
e High=morethan 1 oxygen if applied into baby’ s lungs
L per minute correctly
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TABLE C-5Cont.

Methods for administering oxygen

Oxygen therapy

Method Flow and Advantages Disadvantages
Concentration
Head box e Low=3L per « Warmstheoxygen  « High flow of
minute « Cangiveahigh oxygen required to

* Moderate=3to5L concentration achieve desired
per minute concentration

* High = more than
5L per minute

Face mask e Low=1L per « Oxygen can be ¢ Carbon dioxide can
minute administered accumulate if flow

e Moderate=1to2L quickly rate islow or mask
per minute « Convenient for issmall

* High = more than administering « Difficult to feed
2 L per minute oxygen for short baby while mask is

periods of time in place
« Difficult to keep
mask in place
Incubator e Ifusingahead box « Warmstheoxygen  Disadvantages of
inside the giving oxygen
incubator, see directly into the
above incubator:

« If connecting  High flow of
oxygen directly to oxygen required to
the incubator, achieve desired
follow the concentration
manufacturer’'s « Difficult to
instructions maintain oxygen

concentration when

incubator portholes

are open for care

and procedures
NASAL PRONGS

* Use1-mm prongs for asmall baby (lessthan 2.5 kg at birth or born
before 37 weeks gestation) and use 2-mm prongs for aterm baby.

» Placethe prongs just within the baby’ s nostrils.

»  Securethe prongsin place using elastic or a piece of adhesive tape.
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Adjust the flow of oxygen to achieve the desired concentration.

Change the nasal prongs twice daily. Give oxygen using a face mask
(page C-28) while cleaning and disinfecting the prongs (see Table C-11,
page C-43), if necessary.

NASAL CATHETER

Use an 8-F catheter. If the 8-F catheter istoo large, use a 6-F catheter.

Determine the distance the tube should be passed by measuring the
distance from the nostril to the inner margin of the eyebrow.

Gently insert the catheter into the nostril. If agastric tubeisalready in
placein one nostril, insert the catheter into the same nostril that the
gastric tubeisin, if possible.

Ensure that the catheter is correctly positioned:
- Look into the baby’ s mouth;
- The catheter should not be visible at the back of the mouth;

- If thecatheter isvisible at the back of the mouth, pull the catheter
out slowly until it isno longer visible.

Adjust the flow of oxygen to achieve the desired concentration.

Change the nasal catheter twice daily. Give oxygen using aface mask
(page C-28) while cleaning and disinfecting the catheter (see Table C-11,

page C-43), if necessary.

HEAD BOX

Place a head box (Fig. C-8, page C-28) over the baby’s head.

Ensure that the baby’ s head stays within the head box, even when the
baby moves.

Adjust the flow of oxygen to achieve the desired concentration.
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FIGURE C-8 Baby receiving oxygen via a head box

FACE MASK

»  Placethe mask over the baby’s mouth and nose.
»  Securethe mask in place using elastic or a piece of adhesive tape.

» Adjust the flow of oxygen to achieve the desired concentration.

INCUBATOR

» Useahead box, following the instructions for a head box (page C-27),
or connect the oxygen directly to the incubator according to the
manufacturer’ s instructions.

» Adjust the flow of oxygen to achieve the desired concentration.

SOURCES OF OXYGEN

Ensure that a source of oxygen (T able C-6, page C-29) is available at all
times. Oxygen is expensive, so useit only in situations where it is necessary,
and discontinue as soon as possible. There are three main sources of oxygen,
which are described below. The oxygen is carried from the source to the baby
by means of non-crush, plastic oxygen delivery tubing. A face mask, which
can give a high concentration of oxygen, should always be available in case
of rapid deterioration of the baby’s condition.
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TABLE C-6 Sources of oxygen
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Source Special Advantages Disadvantages
Considerations
Oxygen cylinder e Ensurethat a Doesnot require  « Requiresa
(cylinder filled with backup cylinder electricity special regulator
oxygen under high isavailablein to control the
pressure) case thefirst flow of oxygen
cylinder becomes
empty
Oxygen e Ensurethat a May be less * Reguiresa
concentrator backup oxygen expensive to reliable source of
(machine that cylinder is operate than electricity
extracts oxygen availablein case buying oxygen
from air) of electrical or cylinders (in the
mechanical long term)
failure * Built-in flow-
control device
Piped oxygen from * Expensive
central storage » Usually available
areatoawall only in larger
outlet hedlth care
facilities
* Reguiresa
separate flow-
control device at
each outlet

MONITORING THE BABY’S RESPONSE TO OXYGEN

*  Use an oximeter according to the manufacturer’ s instructions to ensure
that the baby receives an adequate concentration of oxygen.

* If an oximeter isnot available, monitor the baby for signs of
oxygenation by assessing whether the baby has signs of breathing
difficulty or central cyanosis (blue tongue and lips) (note that these
observations cannot differentiate between normal and excessive
concentrations of oxygen in the blood):
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Central cyanosisis a late sign that the baby is not receiving
enough oxygen. If the baby shows signs of central cyanosis,
increasetheconcentration of oxygenimmediately and continue
until cyanosisis eliminated.

- If thebreathing difficulty ismoderate to severe (see Table F-12,
page F-49), give oxygen at a moderate flow rate;

- When the baby’ s breathing begins to improve (e.g. respiratory rate
begins to move towards the normal range, grunting or chest
indrawing decreases), decrease the oxygen flow;

- When the baby’ s respiratory rate is within the normal range and
there are no other signs of breathing difficulty (e.g. chest indrawing
or grunting on expiration), remove oxygen and observe the baby for
15 minutes:

- If thebaby’stongue and lipsremain pink, do not give any
more oxygen. Observe for central cyanosis every 15 minutes for
the next hour;

- If central cyanosisreappearsat any time, give oxygen again
at the last rate given;

- Continue to observe the baby for 24 hours after oxygen is
discontinued.
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CHOICE AND ADMINISTRATION OF ANTIBIOTICS

Antibiotic choice begins empirically with the selection of the drug(s) that is
most likely to be effective against the organism causing the baby’ sillness. If
bacterial culture and sensitivity are possible, the results of these
investigations guide further treatment, particularly if the baby is not
responding to the empirically chosen antibiotic(s).

If bacterial culture and sensitivity are not possible and the baby isnot
responding to theinitial antibiotic(s), a second-line antibiotic or combination
of antibioticsis given on an empiric basis. Table C-7 (page C-32) liststhe firgt-
line antibiotic(s) for the infections described in this guide and the second-line
antibiotic(s) to useif the baby shows no improvement (by the third day, unless
directed otherwise by a chapter in the section Assessment, Findings, and
Management) and if culture and sensitivity have not been performed. Review
Table C-8 (page C-33) for information on diluting antibiotics, and see Table
C-9 (pages C-34 to C-35) for antibiotic doses according to the baby’s age.

Note that the information provided in this chapter applies only to antibiotics
given to the baby. For information regarding dosage of antibiotics for the
mother and/or her partner (e.g. for a sexually transmitted infection), see the
appropriate chapter in the section Assessment, Findings, and Management.

ROUTE OF ADMINISTRATION

»  For sepsis, meningitis, tetanus, and congenital syphilis, give antibiotics
intravenoudly (1V) (page P-17):

- Givethe antibiotics, especialy gentamicin and cefotaxime, slowly
over aperiod of at least three minutes;

- Monitor the baby while giving IV fluids (page C-22) to ensure that
fluid overload does not occur;

- IfanlV linecannot be established immediately, give antibiotics
intramuscularly (IM) (page P-15) until an 1V lineisin place;

- When the baby is recovering and an IV lineis no longer needed for
another purpose, give the antibiotics IM to complete the course of
treatment.

*  For most other infections, give the antibiotics IM (page P-15). If an IV
lineis needed for another purpose, however, give the antibiotics V.
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TABLE C-7

Antibiotics

Antibiotics used to treat infections described in this guide

Infection

First-Line Antibiotic(s)

Second-Line Antibiotics

Sepsis or meningitis

Ampicillin and gentamicin

Cefotaxime and gentamicin

Sepsis with infection of the
umbilicus or skin

Cloxacillin and gentamicin

Cefotaxime and gentamicin

Congenital syphiliswith
central nervous system
(CNS) involvement

Benzylpenicillin

Congenital syphilis without
CNS involvement

Procaine benzylpenicillin
or benzathine
benzylpenicillin

Tetanus Benzylpenicillin

Skin infection with 10 or Cloxacillin Cloxacillin and gentamicin
more pustules or blisters or

covering more than half the

body but without sepsis

Skin infection with fewer Cloxacillin

than 10 pustules or blisters

or covering less than half

the body but without sepsis

Cellulitis Cloxacillin Cloxacillin and gentamicin
Conjunctivitis due to Ceftriaxone

gonorrhoea

Conjunctivitis due to Erythromycin

chlamydia

Mother with uterine
infection or fever, or
rupture of membranes for
more than 18 hours before
birth; asymptomatic baby

Ampicillin and gentamicin

Mother not treated for
syphilis, asymptomeatic
baby

Procaine benzylpenicillin
or benzathine
benzylpenicillin
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TABLE C-8 Antibiotic dilutions

Antibiotic

Dilution

Ampicillin

Add 5 ml sterile water to 500-mg vial = 100 mg/ml

Benzathine benzylpenicillin

Add 5 ml sterile water to 1.8-g (2.4-million unit)
vial = 360 mg/ml (480 000 units/ml)

Benzylpenicillin

Add 5 ml sterile water to 600-mg (1-million unit)
vial = 120 mg/ml (200 000 units/ml)

Cefotaxime

Add 5 ml sterile water to 500-mg vial = 100 mg/ml

Ceftriaxone

Add 2.5 ml sterile water to 250-mg vial = 100 mg/ml

Cloxacillin for injection

Add 5 ml sterile water to 500-mg vial = 100 mg/ml

Cloxacillin for ora

Add 5 ml boiled water to 125-mg bottle = 25 mg/ml

administration

Erythromycin for oral Add 5 ml boiled water to 125-mg bottle = 25 mg/ml
administration

Gentamicin Use 10 mg/ml, 2-ml vial = 10 mg/ml

Procaine benzylpenicillin

Add 5 ml sterile water to 1-g (1-million unit) via =
200 mg/ml (200 000 units/ml)
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TABLE C-9 Antibiotic doses®
Antibiotic Dosein mg Dosein ml
Day 1to7 Day 8+ Day 1to7 Day 8+
Ampicillin for 100 mg/kg 100 mg/kg 1.0 ml/kg every 1.0 ml/kg every
meningitisONLY  every 12 hours every 8 hours 12 hours 8 hours
Ampicillin for 50 mg/kg every 50 mg/kg every 0.5 ml/kg every 0.5 ml/kg every
sepsis 12 hours 8 hours 12 hours 8 hours
Benzathine 75 mg/kg 75 mg/kg 0.2ml/kgina 0.2ml/kgina
benzylpenicillin (100 000 (100 000 single dose single dose
for asymptomatic ~ unitgkg) ina  units/’kg) ina
baby of mother not  single dose single dose
treated for syphilis
Benzathine 75 mg/kg 75 mg/kg 0.2 ml/kg 0.2 ml/kg
benzylpenicillin (100 000 (100 000 once daily once daily
for congenital units/kg) unitykg)
syphilis without once daily once daily
CNS involvement
Benzylpenicillin 30 mg/kg 30 mg/kg 0.25 mi/kg 0.25 mi/kg
for congenital (50 000 (50 000 once daily once daily
syphilis without units/kg) units/kg)
CNSinvolvement  once daly once daily
Benzylpenicillin 30 mg/kg 30 mg/kg 0.25 ml/kg 0.25 ml/kg
for congenital (50 000 (50 000 every 12 hours  every 12 hours
syphiliswith CNS  units/kg) every unitgkg) every
involvement 12 hours 12 hours
Benzylpenicillin 60 mg/kg 60 mg/kg 0.5 ml/kg every 0.5 ml/kg every
for tetanus (100 000 (100 000 12 hours 12 hours
unitykg) every  units’kg) every
12 hours 12 hours
Cefotaxime for 50 mg/kg every 50 mg/kg every 0.5 ml/kg every 0.5 ml/kg every
meningitisONLY 8 hours 6 hours 8 hours 6 hours
Cefotaxime for 50 mg/kg every 50 mg/kg every 0.5 ml/kg every 0.5 ml/kg every
sepsis 12 hours 8 hours 12 hours 8 hours
Ceftriaxone 50mg/kgina 50mg/kgina 05ml/kgina 0.5ml/kgina
single dose single dose single dose single dose
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TABLE C-9Cont.  Antibiotic doses®
Antibioctic Dosein mg Dosein ml
Day 1to7 Day 8+ Day 1to7 Day 8+
Cloxacillin (ora  Lessthan 2 kg: Lessthan 2 kg:
administration) 50 mg/kg every 50 mg/kg every 2mi/kgevery 2 mi/kg every
8 hours 8 hours 8 hours 8 hours
2 kg or more: 2 kg or more:
50 mg/kg every 50 mg/kg every 2 mi/kgevery 2 ml/kg every
8 hours 8 hours 8 hours 8 hours
Cloxacillin Lessthan 2 kg: Lessthan 2 kg:
(injection) 50 mg/kg every 50 mg/kg every 0.5 mi/kg every 0.5 mi/kg every
8 hours 8 hours 8 hours 8 hours
2 kg or more: 2 kg or more:
50 mg/kg every 50 mg/kg every 0.5 mi/kg every 0.5 ml/kg every
8 hours 8 hours 8 hours 8 hours
Erythromycin 12.5 mg/kg 12.5 mg/kg 0.5 ml/kg every 0.5 mi/kg every
every 6 hours  every 6 hours 6 hours 6 hours
Gentamicin Lessthan 2 kg: Lessthan 2 kg:
4 mg/kg 7.5 mglkg 0.4 mi/kg 0.75 ml/kg
once daily once daily once daily once daily
OR 3.5 mg/kg OR 0.35 ml/kg
every 12 hours every 12 hours
2 kg or more: 2 kg or more:
5 mg/kg 7.5 mg/kg 0.5ml/kg 0.75 mi/kg
once daily once daily once daily once daily
OR 3.5 mg/kg OR 0.35 ml/kg
every 12 hours every 12 hours
Procaine 100 mg/kg 100 mg/kg 0.5ml/kg 0.5 ml/kg
benzylpenicillin (100 000 (100 000 once daily once daily
for congenital unitykg) units’kg)
syphiliswithout ~ once daily once daily
CNS
involvement
Procaine 100 mg/kg 100 mg/kg 05ml/kgina 0.5ml/kgina
benzylpenicillin (100 000 (100 000 single dose single dose
for asymptomatic  units/kg) ina  unitgkg) ina
baby of mother single dose single dose
not treated for
syphilis

2 See pages C-31 to C-33 for information on route of administration and directions for

diluting antibiotics.
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Infection prevention is an important part of every component of care of a
newborn baby. Newborn babies are more susceptible to infections because
their immune system isimmature; thus, the consequences of failing to follow
infection prevention principles are particularly devastating. Key infection
prevention practices are summarized below.

GENERAL PRINCIPLES OF INFECTION PREVENTION

Observing the infection prevention practices below will protect the baby,
mother, and health care provider from infections. They also will help prevent
the spread of infections.

Provide routine care of the newborn baby.

Consider every person (including the baby and staff) as potentialy
infectious.

Wash hands or use an al cohol-based handrub.
Wear protective clothing and gloves.
Use aseptic technique.

Handle sharp instruments carefully, and clean and, if necessary, sterilize
or disinfect instruments and equipment.

Routinely clean the newborn special care unit, and dispose of waste.

I solate babies with infections to prevent nosocomial infections.

INFECTION PREVENTION PRACTICES

PROVIDE ROUTINE CARE OF THE NEWBORN BABY

After thefirst six hours of life or after the baby’ s temperature is stable,
use cotton cloths soaked in warm water to remove blood and other body
fluids (e.g. from the birth) from the baby’ s skin, and then dry the skin.
Delay bathing a small baby (less than 2.5 kg at birth or born before 37
weeks gestation) until at least the second day of life.

Clean the buttocks and perineal area of the baby each time the baby’s
napkin is changed, or as often as required, using cotton soaked in warm,
soapy water, and then carefully dry the area.
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Ensure that the mother knows correct positioning and attachment for
breastfeeding (page C-12) to prevent mastitis and nipple damage.

PEOPLE AS SOURCES OF INFECTION

Locate the newborn special care unit in alow-traffic areawith restricted
access.

Have a private room for newborn babies, if possible.

Ensure that staff in direct contact with newborn babies receive as many
of the following immunizations as possible;

- rubellg

- mesdes;

- hepatitis B virus,

- mumps,

- influenza (yearly).

Do not alow personnel with skin infections or lesions to come into direct
contact with babies.

Do not allow staff or visitors to enter the newborn specia care unit if
they have an acute infection (e.g. respiratory virus).

Limit the number of different individuals handling the baby.

HANDWASHING

Wash hands with soap and water (if hands are visibly clean, disinfect
them using an al cohol-based handrub):

- before and after caring for a baby and before any procedure;
- after removing gloves;
- dfter handling soiled instruments or other items.

Instruct the mother and family members to wash their hands before and
after handling the baby.

To wash hands:
- Thoroughly wet hands,
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- Wash hands for 10 to 15 seconds with plain soap and running or
poured water;

- Allow handsto air-dry or dry them with a clean paper or personal
towel.

An acohol-based handrub, made from adding 2 ml of glycerine (or other
emollient) to 100 ml of 60% to 90% ethyl or isopropyl acohal, is more
effective in cleaning hands than handwashing unless the hands are visibly
soiled. To clean hands using an a cohol-based handrub:

- Apply enough handrub to cover the entire surface of hands and
fingers,

- Rub the solution into hands until they are dry.

PROTECTIVE CLOTHING AND GLOVES

It is not necessary to wear gowns or masks when providing routine care
for newborn babies.

Wear protective clothing (e.g. aprons, gowns) when contact with blood
or body fluidsis anticipated.

Wear closed-toe shoes, if possible. Do not go barefoot.

When gloves are required for a procedure, wear a separate pair of gloves
for each baby to avoid cross-contamination, and dispose of gloves after
contact. Use different gloves for different situations:

- Wear sterile or high-level disinfected gloves for contact with broken
skin or for invasive procedures (e.g. lumbar puncture, umbilical vein
catheterization);

- Wear clean examination gloves for contact with mucous membranes
or body fluids (e.g. taking a blood sample, caring for the umbilicus);

- Wear heavy rubber or latex utility gloves for handling contaminated
items, cleaning instruments and equipment, and disposing of waste.

Disposable gloves are preferred, but where resources are limited, gloves
can be reused if they are:

- decontaminated by soaking in 0.5% chlorine solution for 10 minutes,
- washed and rinsed;
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- sterilized by autoclaving (eliminates al microorganisms) or high-
level disinfected by steaming or boiling (eliminates al
microorganisms except some bacterial endospores).

If single-use disposable surgical gloves arereused, do not process
them more than three times because invisible tears may occur.

Do not use glovesthat are cracked or peeling or have visible
holes or tears.

ASEPTIC TECHNIQUE

Using aseptic technique eliminates or reduces to a safe level the number of
microorganisms on skin, tissue, and inanimate objects.

Scrub hands for three to five minutes using an antiseptic soap, and rinse
with running or poured water.

Allow handsto air dry or dry them with a clean paper or personal towel.
Put on clean examination gloves.

Prepare the skin for procedures by washing with a swab or cotton-wool
ball soaked in an antiseptic solution (e.g. Table C-10, page C-41) in an
outward spiral motion. Repeat two more times, using a new swab or
cotton-wool ball each time, and allow to dry. If polyvidoneiodineis
used, alow it to dry after applying or wait at least two minutes before
continuing with the procedure.

Remove examination gloves and put on high-level disinfected or sterile
gloves.

Use sterile or high-level disinfected instruments and eguipment.

If thereis any question about whether an item issterile or not,
consider it contaminated.

MULTI-USE VIALS

Use a new, sterile needle and syringe each time medication is withdrawn
from amulti-use via or container.

Store multi-use vias according to their instructions (e.g. store in adark,
cool area or refrigerate).

Record on the vial the date and time it was opened, and use for up to one
month or according to the expiry date.
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* Do not keep opened glass ampules so that the drug can be used for
multiple babies. The drug may not be stable, and taping ampules shut
will not prevent contamination.

» Discard diluent solutions (e.g. sterile water or normal saline) after 24
hours.

» ChangethelV infusion set and fluid bag every 24 hours, even if the bag
gtill contains 1V fluid (they can be a major source of infection).

ANTISEPTIC AND DISINFECTANT SOLUTIONS

Although the terms are sometimes used interchangeably, antiseptic and
disinfectant solutions (Table C-10) serve different purposes. Antiseptic
solutions are used on the skin and are usually not as strong as disinfectants.
Disinfectant solutions are used to decontaminate or high-level disinfect
instruments and equipment.

TABLE C-10  Acceptable antiseptic and disinfectant solutions

Acceptable Antiseptic Solutions Acceptable Disinfectant Solutions®
* 2.5% polyvidoneiodine (for skin * 0.5% chlorine bleach (for
preparation or scrub) decontamination of surfaces and high-
4% chlorhexidine gluconate (for skin level disinfection of instruments)
preparation or scrub) * 2% glutaraldehyde

* 60% to 90% ethyl or isopropy! acohol
(for skin preparation for taking a blood
sample or establishment of an 1V line)

2 Do not use disinfectants with phenolic compounds, as they may harm newborn babies.

* To prevent contamination of antiseptic and disinfectant solutions:

- useonly boiled water for dilution, if dilution is necessary (boil water
for 20 minutes to high-level disinfect it);

- take care not to contaminate the mouth of the container when
pouring the solution into smaller containers;

- empty and wash containers with soap and water and alow them to
air dry at least once weekly;

- pour the antiseptic solution onto cotton-wool balls or gauze. Do not
dip into the solution;

- storethe solutionsin acool, dark place.
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INSTRUMENTS AND EQUIPMENT

SAFE HANDLING OF SHARP INSTRUMENTS

After use, decontaminate syringes and needles by flushing them with a
disinfectant solution (T able C-10, page C-41) three times.

Immediately dispose of sharps by placing them in a puncture-proof
container. Do not recap, bend, or break the needle or remove it from the
syringe. If the needle must be recapped, use the one-handed recap
method:

- Placethe cap on a hard, flat surface;

- Hold the syringe with one hand and use the needle to “scoop up” the
cap;

- When the cap covers the needle completely, hold the base of the
needle and use the other hand to secure the cap.

Dispose of the container as directed on page C-44.

INSTRUMENT PROCESSING

See Table C-11 (page C-43) for specific guidelines for processing
instruments to ensure that they are clean and high-level disinfected or
sterile.

Ensure that instruments that penetrate the skin (e.g. needles, catheters)
are adequately sterilized or high-level disinfected before use and
properly processed after use.

Use a disinfectant solution to wipe off equipment that does not contact
the bloodstream (e.g. stethoscope, incubator) between each use, and
particularly between use with different babies.
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TABLE C-11  Guidelinesfor processing instrumentsand equipment

Instrument

Processing Guidelines (after each use)

Thermometers and stethoscopes

Wipe with a disinfectant solution

Resuscitation bag and mask

Wipe exposed surfaces with gauze pad soaked in
disinfectant solution
Wash with soap and water

Incubator or radiant warmer

Wipe with a disinfectant solution daily

Wash radiant warmer with soap and water before
using for a new baby

Wash incubator weekly, if the same baby is still
in the incubator, and before using for a new

baby

Suction apparatus and catheter,
gastric tube, nasal prongs, nasa
catheter, syringes

Soak in disinfectant solution for 10 minutes
Wash with soap and water
High-level disinfect or sterilize

Oxygen head box

Wash with soap and water

HOUSEKEEPING AND WASTE DISPOSAL

Regular and thorough cleaning will decrease microorganisms on surfaces and
help prevent infection. Remember the following about housekeeping and

waste disposal:

»  Every newborn special care unit should have a housekeeping schedule:

- Post the cleaning schedule in avisible area (see Table C-12, page
C-44 for asample cleaning schedule);

- Provide details on exactly what needs to be done and how often;

- Educate staff regarding cleaning, and delegate responsibility.

*  Follow general guidelines for housekeeping:

- Clean from the top to the bottom (e.g. of walls and window
coverings) so that the dirt that falls during cleaning is removed;

- Alwayswear heavy rubber or latex utility gloves,

- Ensure that afresh bucket containing disinfectant solution is

available at all times;
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- Immediately clean up spills of blood or body fluids using
disinfectant solution;

- Wrap or cover clean linens and store them in an enclosed cart or
cabinet to prevent contamination with dust;

- After each use, wipe off beds, tables, and procedure trolleys using
disinfectant solution.

»  Separate contaminated waste (e.g. items soiled by blood, pus, and other
body fluids) from non-contaminated waste.

*  Useapuncture-proof container for contaminated sharps, and destroy the
container when two-thirds full:

- Add asmall amount of kerosene to the container, and burn the waste
in an open area downwind from the service site;

- Ifitisnot possibleto burn the disposal container, bury it in asite
at least 50 metres away from awater source.

TABLE C-12  Sample cleaning schedule for the newborn special care unit

Frequency Cleaning Guidelines

Daily » Wet-mop floors with a disinfectant and detergent solution. Do not
sweep floors or use cleaning methods that increase dust.
Wipeincubators and radiant warmers with a disinfectant solution.

Between Wipe equipment, bassinets, examination tables, etc., with acloth
Babies dampened with disinfectant solution.

Clean incubators and radiant warmers between each use, including
the mattress, with a disinfectant solution. Allow the incubator to dry
completely before placing a baby inside.

As Needed

Clean windows, walls, lamps, chairs, and window coverings to
prevent accumulation of dust.

Remove and destroy or clean contaminated waste containers.
Remove and destroy the sharps-disposal container and replace with
another suitable container.

Clean spills of blood or body fluids with a disinfectant solution.
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ADDITIONAL METHODS TO PREVENT INFECTION

»  Have aprivate room specifically for newborn babies, if possible.
» Avoid overcrowding and understaffing.

* Do not place two or more babies in the same cot or incubator or under
the same radiant warmer or phototherapy unit.

NOSOCOMIAL INFECTIONS

Nosocomial infections are infections that are acquired in the health care
facility. A presumptive epidemic in anewborn special care unit is defined as
finding two or more babies with the same condition (e.g. skin or eye
infection, infectious diarrhoea) at the same time. If anosocomial infection
occurs, strict control measures should be put in place and monitored to
resolve the problem. For skin and eye infections and diarrhoea (the most
common nosocomia infectionsin newborn specia care units), perform the
following:

* Isolate the baby by placing the baby and her/his mother in a private
room:

- Leavethedoor open, if necessary, to ensure that the baby and
mother are not neglected;

- If aprivateroom isnot available, place al babies with the same
infection, but no other infections, in the same room.

*  When entering the room with the baby:

- Wear clean examination gloves, and change gloves after contact
with infectious material (e.g. faecal material, gauze used to wash
pustules or blisters);

- Wear aclean gown if contact with the baby or infectious material is
anticipated.

» Beforeleaving the room:
- Remove the gown;
- Removegloves;
- Wash hands with an antibacterial soap or acohol-based handrub;
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- Avoid touching potentially contaminated surfaces or objects, and
ensure that clothing does not come in contact with potentially
contaminated surfaces or objects.

Restrict transfer of the baby to other areas of the health care facility
unless absolutely necessary. During transfer, maintain infection
prevention precautions.

Reserve non-critical care equipment (e.g. stethoscope, thermometer) for
use only with the infected baby, if possible, and carefully clean and
disinfect equipment shared among infected and non-infected babies.
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Blood is transfused only for a condition that cannot be managed effectively
by other means. District health care facilities should be prepared for the
urgent need for blood transfusion. Health care facilities with newborn special
care units should keep stored blood available, especialy type O, Rh-negative
blood. Splitting units of blood into smaller bags (e.g. 50 ml) suitable for
babies can help prevent wasting blood and reduces the risk of transfusing too
much blood. For the procedure of transfusing blood, see page P-31.

PRINCIPLES OF BLOOD TRANSFUSION

Principles of blood transfusion to remember include the following:

Transfusion is only one element of managing a problem in a baby.

The baby’ s haemoglobin level (or haematocrit), although important,
should not be the only deciding factor in giving atransfusion. The
decision to transfuse should be supported by the need to relieve clinical
signs (e.g. active and ongoing bleeding) and prevent significant
morbidity and mortality. Note that the measured haemoglobin will not
reflect the baby’ s actual clinical condition in cases of ongoing bleeding.

In small babies (lessthan 2.5 kg at birth or born before 37 weeks
gestation), the haemoglobin may gradually fall (anaemiaof prematurity),
but transfusion is recommended only when the haemoglobin islessthan 8
g/dl (haemataocrit less than 24%) if the baby is otherwise well.

The volume of blood taken for laboratory tests should be minimized to
decrease “wastage” of the baby’s blood to reduce the need for
transfusion. Use of special low-volume collection tubes, if available, is
helpful.

If blood is not immediately available for transfusion, give crystalloid
fluid (e.g. normal saline or Ringer’ s lactate) until blood can be obtained.

REDUCING RISKS OF BLOOD TRANSFUSION

The transfusion of blood carries therisk of:
- vird infections, such as HIV and hepatitis;

- bacterial infections (any blood product can become contaminated
with bacteriaif it is prepared or stored incorrectly);

- serious haemolytic transfusion reactions;



C-48

Clinical use of blood

- graft-versus-host disease.
The risks associated with transfusion can be reduced by:
- effectively selecting, deferring, and excluding blood donors;

- screening for transfusion-transmissible infections in the blood donor
population (e.g. HIV and hepatitis; see below);

- ensuring high quality blood-grouping, compatibility testing, storage,
and transportation of blood;

- ensuring that the blood bank follows recommendations for safe
blood;

- appropriately using blood;

- establishing and maintaining quality assurance programmes.

Blood that is given to the baby must be cross-matched to the blood of

both the mother and the baby. When sending the baby’ s blood sample for

blood-typing and cross-matching, always send a sample of the mother’s
blood, if possible.

In areas with a high prevalence of malaria, give prophylactic antimalarial
drugs to the baby receiving the blood.

SCREENING BLOOD FOR INFECTIOUS AGENTS

Screen every unit of donated blood for transfusion-transmissible
infections, using the most appropriate and effective tests, in accordance
with both national policies and the prevalence of infectious agentsin the
potential blood donor population.

All donated blood should be screened for:

- HIV-1and HIV-2

- hepatitis B surface antigen (HbsAQ);

- Treponema pallidum antibody (syphilis).

Where possible, all donated blood should also be screened for:

- hepatitisC;

- Chagas disease (in countries where the seroprevalenceis high);

- cytomegalovirus;
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- malaria(in low-prevalence countries when donors have travelled to
malarial areas).

* No blood should be released for transfusion until al nationally required
tests are shown to be negative.

e Perform compatibility tests on al blood transfused even if, in life-
threatening emergencies, the tests are performed after the blood has been
issued.
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GENERAL GUIDELINES

The following guidelines are general and should be harmonized with existing
national policies.

Vaccinate the baby at birth against tuberculosis (where prevalenceis
high), poliomyelitis, and hepatitis B unless directed otherwise below.

Immunize the baby according to the following guidelines, regardless of
whether the baby:

issmall (lessthan 2.5 kg at birth or born before 37 weeks gestation).
Immunize at the usual age (chronological age and not corrected age),
and do not reduce vaccine dose;

has been hospitalized for a prolonged period of time. If the baby is
gtill in the hospital at 60 days of age, complete afirst course of
immunization (described below) and also give diphtheria, pertussis,
and tetanus (DPT) vaccine 0.5 ml IM in the upper thigh before the
baby is discharged;

has a clinically stable neurologic condition (e.g. brain injury);
was born to a mother who isHIV positive;
is receiving treatment with antibiotics;

has jaundice.

Be sure to use a sterile or high-level disinfected syringe and needle for
each immunization and for each baby.

TUBERCULOSIS VACCINE (BCG)

Give asingle dose of 0.05 ml intradermally (page P-19) in the upper
portion of the left arm using a special BCG syringe.

In countries with ahigh prevalence of tuberculosis, givethe BCG
immunization as soon after birth as possible, with the following exceptions:

If the baby is sick, give theimmunization after the baby has
recovered and just before discharge from the hospital;

If the baby’s mother has active lung tuber culosis and has been
treated for lessthan two months before birth or is diagnosed
with tuber culosis after birth, see page F-155.
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POLIOMYELITIS VACCINE (OPV)

There is no risk of nosocomial spread of polio as aresult of immunizing
babies with OPV.

Place two drops of the vaccine on the baby’ s tongue.

Give four doses of OPV for effective protection:

In polio-endemic areas, give asingle dose of OPV at birth or up to
two weeks after birth;

Regardless of whether the first dose was given at birth, give the
other three doses of OPV at 6, 10, and 14 weeks, respectively.

HEPATITIS B VACCINE (HBV)

Give HBV (paediatric formulation) 0.5 ml IM in the upper thigh (page
P-15). Note that the efficacy may be lower if the vaccineisinjected into
the buttocks.

Give three doses of HBV:

If the baby issick, give the first dose as soon as the baby has
recovered,

If the mother isknown to be HbsAg positive or if perinatal
transmission is common:

- Givethefirst dose shortly after birth (preferably within 12 hours
of birth);

- Givethe second and third doses at 6 and 14 weeks, respectively.

If the mother isknown to be HbsAg negative and the baby is still
in the hospital at 60 days of age, give HBV just before the baby is
discharged;

In al other cases, give thefirst dose at six weeks and give the
second and third doses at an interval at least four weeks apart.
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GENERAL PRINCIPLES

The most commonly used method for monitoring and assessing growth is
weight gain. Until breastfeeding is established, or if the baby is sick or small
(lessthan 2.5 kg at birth or born before 37 weeks gestation), the baby may not
gain, or may even lose, weight. Babies weighing 1.5 to 2.5 kg may lose up to
10% of their birth weight in the first four to five days after birth, and babies
weighing lessthan 1.5 kg may lose up to 15% of their birth weight during the
first 7 to 10 days after birth.

»  Unlessthe baby requires immediate drugs or fluid based on body weight,
weigh the baby at birth after the baby’ s temperature has stabilized or
upon admission to:

identify low birth weight and anticipate problems associated with it;
have a reference value for monitoring growth;
calculate drug doses and volume of fluid to give, if necessary;

assess the adequacy of food and fluid intake.

*  Weigh and assess weight gain twice weekly (note that weighing on the
same two days each week establishes a routine that is easy to follow)
until the baby is gaining weight for three consecutive assessments, and
then weigh weekly for as long as the baby isin the hospital (unless
directed to do so more frequently in another chapter):

A minimum daily weight gain of 15 g/kg body weight per day over
three days is desirable after the initial period of weight loss;

After birth weight has been regained, weight gain during the first
three months of feeding should be:

- 150t0 200 g per week for babies weighing less than 1.5 kg (i.e.
20to 30 g per day);

- 200 to 250 g per week for babies weighing 1.5 to 2.5 kg (i.e. 30
to 35 g per day).

WEIGHING TECHNIQUE

» Useaprecise and accurate scale, with 5- or 10-g increments, made
especially for weighing babies.
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* Adjust/standardize the scale according to the manufacturer’ s instructions.
If the manufacturer’sinstructionsare not available, adjust the scale
weekly or whenever the scale is moved.

»  Place aclean cloth/paper in the weighing pan.

*  Adjust the scale to zero with the cloth/paper in the pan.
»  Place the naked baby gently on the cloth/paper.

*  Wait for the baby to settle and the weight to stabilize.

» Read theweight to the nearest 5 or 10 g.

» Record the weight in the baby’ s record and plot it on the weight chart
(below).

RECORDING WEIGHT

Figure C-9 (page C-55) is a blank weight chart that can be used to monitor
the weight of asick or small baby. On the horizontal axis are spaces to record
the number of days after admission. The vertical axisisfor the weight in
kilograms, stepped in 100-g increments and marked in 500-g increments, but
the exact weight has been left blank so that the chart can be used for any baby
irrespective of the starting weight.

If the baby’ s birth weight is known, mark it as day 0. Mark the admission day
and fill in the starting weight at the appropriate level (e.g. 1.5, 2.0, 2.2 kg).
Ensure that enough space isleft on the vertical axis of the chart to plot initial
weight loss. Chart the baby’ s weight while hospitalized, and cal culate the weight
gain/loss. See Fig. C-10 (page C-56) for an example of a completed chart.
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FIGURE C-9 Blank weight chart

Name Weight on admission

Age at admission Weight on discharge

Body
weight
(kg)

Day after admission
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FIGURE C-10 Example of a completed weight chart

Name Baby M Weight on admission 2.74 kg

Age at admission Birth Weight on discharge 3.54 kg

45

40

35

Body
weight
(kg)

3.0

25 X

20
0 3 710141724 31

Day after admission
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Emergency situations are often very disturbing for everyone involved and
evoke arange of emotions that can have significant consequences. The need
for the baby, whether sick or small, to be in the unfamiliar environment of a
health care facility is a stressful and emotional experience for the family,
especially the mother. In addition to the family’ s fear of the baby dying, they
may have feelings of guilt, anger, and denial.

GENERAL PRINCIPLES OF COMMUNICATION

When communicating with the mother and family, remember the following:

Be respectful and understanding.

Listen to the family’ s concerns and encourage them to ask questions and
express their emotions.

Use simple and clear language when giving the family information about
the baby’ s condition, progress, and treatment, and ensure that the family
understands what you have told them. If you do not speak a language
the family under stands, use a sensitive translator.

Respect the family’ s right to privacy and confidentiality.

Respect the family’s cultural beliefs and customs, and accommodate the
family’s needs as far as possible.

Ensure that the family understands any instructions, and, if possible, give
written information to family members who can read.

Obtain informed consent before performing procedures, if possible.

Remember that health care providers may feel anger, guilt, sorrow, pain,
and frustration. Showing emation is not a weakness.

GENERAL PRINCIPLES OF EMOTIONAL SUPPORT

EMOTIONAL AND PSYCHOLOGICAL REACTIONS

How each member of the family reacts to an emergency situation may
depend on the:

- marital status of the mother and her relationship with her partner;

- socid situation of the mother/couple and their cultural and religious
practices, beliefs, and expectations;



C-58

Communication and emotional support

personalities of the people involved and the quality and nature of
social and emotional support;

nature, gravity, and prognosis of the problem and the availability and
quality of the health care services;

anticipated costs of health care.

Common reactions to newborn problems or death include:

denia (feelings of “it can’'t be true™);
guilt regarding possible responsibility;

anger, which is frequently directed towards health care providers and
staff but often masks anger that parents direct at themselves for their
“failure’;

bargaining, particularly if the baby has alife-threatening condition;
depression and loss of self-esteem, which may be long-lasting;

isolation (feelings of being different or separate from others), which
may be reinforced by health care providers who avoid people who
experience loss;

disorientation.

EMOTIONAL SUPPORT FOR THE FAMILY

Do not place blame on the family if there is a question of neglect or
intervening too late.

Allow the parents to take a photograph of the baby, if they wish to. This
can provide great comfort to the parents, especialy if they are not able to
visit the baby very often.

Show that you care about the baby and the family and that you respect
them:

Express your feelings of concern for the family and encourage them
to express their emotions, if culturally appropriate;

Encourage the mother to stay with her baby, and admit her, if
necessary. If the mother isnot ableto stay with the baby,
encourage her to visit the baby as often as she wishes. Ensure that
there are sufficient rooms available nearby so that she can establish
and maintain breastfeeding and be with her baby;
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Encourage the mother to take an active role in the care of her baby
and simple procedures, if possible;

Encourage the mother to touch and hold the baby as much and as
often as she wants;

If the mother isalone, identify afriend or a particular member of
the staff to support her;

Provide extra support and encouragement to a mother who is
expressing breast milk for asick or small baby.

VISITATION

Allow and encourage visits by close family members and friends
whenever possible:

If the number of visitors must be limited, choose one person to act
as the representative and report to the others;

Encourage the family to visit the baby, but do not insist. Family
members may be reluctant to visit the baby for fear of what they will
see or because they do not want to become too attached to the baby
until they know if the baby will survive;

Do not equate the frequency of visiting with the quality of the baby-
parent bond or level of concern for the baby. Practical
problems—the cost of travel, the need to care for other children at
home, the mother’s need for medical treatment at a different
hospital, or responsibilities of employment or farming—can prevent
the mother and other family members from visiting.

Allow the baby’s sibling(s) to visit the baby unless the sibling has a
fever, signs of acuteillness (e.g. acute respiratory infection), or recent
exposure to a communicable disease (e.g. chickenpox).

Ensure that a visiting child:

has contact only with her/his sibling;
has properly washed her/his hands;
issupervised at al times.



C-60 Communication and emotional support

BABY WITH NEURODEVELOPMENTAL PROBLEMS OR BIRTH
DEFECT

The birth of a baby with a neurodevelopmenta problem (e.g. brain injury from
birth asphyxia or bilirubin encephal opathy) or a birth defect can bea
devastating experience for the parents and family. Reactions may vary. Having a
baby with obvious abnormalitiesis very distressing for parents, and in many
societies thisis associated with particular stigma for the mother. Different
families have different responses and needs, and the health care staff cannot use
the same approach for all families; however, all parents are eager to obtain
information about their baby. Keep in mind the following:

* Dishelief, denial, and sadness are normal reactions, especialy if the
problem is unexpected. Feelings of unfairness, despair, depression,
anxiety, anger, failure, and apprehension are common.

*  Provide the parents with all of their options and an honest opinion of the
likely outcome. Ensure that their decisions are made with informed
consent and sufficient understanding of al the possibilities of care.

*  Provide abed or cot in the room so that a companion can stay with the
mother if she chooses.

» Allow the parents free access to their baby, and keep the baby with the
mother at all times, if possible. The more the parents can do for the baby
themselves, the more quickly they will accept the baby as their own.

»  Help the parents access supportive professional individuals and groups,
when possible.

* Bewilling and ready to repeat information and advice on another
occasion, as parents often cannot understand or remember all the
messages provided during the first discussion or consultation.

BABY WITH NEURODEVELOPMENTAL PROBLEMS

*  Encourage the mother to be involved with the care of her baby whenever
possible.

»  Discuss with the mother the possibility of her caring for her baby at home
once the baby no longer requires treatment or when treatment can be
continued at home.

»  Ensure that the mother has the support to have the baby receive regular
follow-up visits with an appropriate child care provider.
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BABY WITH A BIRTH DEFECT

Ask the mother if she would like to see and hold the baby:

- Some mothers accept their baby immediately while others may take
longer;

- If themother does not want to see her baby right away, do not
force her to;

- Allow the mother to have a companion when she sees her baby for
the first time;

- If thebaby has major deformities, try to wrap the baby in such a
way that these are covered when the mother first sees the baby;

- Point out the normal features of the baby before discussing the
abnormalities;

- Allow the mother and family time alone with the baby, if possible
and appropriate.

Explain that nobody is to blame for the abnormality. It may be helpful to
give asimple explanation of why the baby has an abnormality.

Explain the likely prognosis for the baby, but do not dwell on the
negative aspects of the baby’s future.

If the baby hasa particular birth defect that can be corrected, such

as acleft palate or club foot, explain this to the mother and reassure her.
Do not raise the mother’ s hopes, however, if it is not possible to correct
the problem.

BABY WHO IS DYING OR HAS DIED

The response of each family to a baby who isdying or has died will be
different. Try to apply the following principles:

Allow the mother and family to be with the baby, even during
procedures, if possible and appropriate.

Explain what is being done to the baby and why. Involve the parentsin
decision-making when considering whether further treatment is

appropriate.
If an informed decision has been made to stop resuscitation efforts or

if the baby’sdeath isinevitable, focus on providing emotional support
to the family.
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Encourage the mother and family to see and hold the baby after death
and for aslong as they desire, if they wish.

Whereit is the custom to name babies at birth, encourage the family and
staff to call the baby by the name they have chosen.

Offer the mother some mementos of the baby, such as a name tag, alock
of hair, or apam print, if culturally appropriate, as this may help with
the grieving process.

Ask the family how they will bury the baby. Even if the baby will not be
buried by the family, allow the mother (or afamily member) to prepare
the baby for the funeral, if she wishes.

Encourage locally-accepted burial practices and ensure that medical
procedures (such as autopsies) accommodate them.

Help the family, if necessary, with the paperwork to register the baby’s
death if thisis not done by the health care staff.

Arrange to see the family afew weeks after the death:

- Answer any questions they have and help them with the grieving
process,

- Provide written information to literate families, if possible,
especialy if the condition is genetic or steps can be taken to prevent
the condition in a future pregnancy.
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If the baby needs to be transferred to atertiary hospital or specialized centre,
or brought from a more peripheral facility or to a different service within the
same facility (e.g. from the delivery room to the newborn specia care unit),
ensure a safe and timely transfer. It isimportant to prepare the baby for
transfer, communicate with the receiving or sending facility, and provide care
during transfer.

PREPARATION

» Explainto the family the reason for transfer of the baby (page C-57).
»  Obtain informed consent for any anticipated procedures, if applicable.

»  Transfer the mother with the baby, if possible, so that she can continue to
breastfeed or provide expressed breast milk.

*  Preparethe baby for transfer:
- Ensure that the baby’s condition is stable before transfer, if possible;

- Give necessary treatment before transfer (e.g. treat low blood
glucose), if possible;

- If thebaby isableto feed but the mother isunable to accompany
and breastfeed the baby or the baby must be fed using an
alternative feeding method, insert a gastric tube (page P-33);

- Ensurethat the IV ling, if present, isin place and secured and that
the microdropper is filled with fluid;

- Gather essentia equipment, supplies, drugs, and fluid (Table C-13,
page C-64).

» Have ahealth care provider (with experience in establishing and
maintaining 1V lines, resuscitating a baby, and giving drugs) accompany
the baby, if possible.

»  Ensure that the vehicle has adequate lighting and insulation to keep the
baby warm or to prevent overheating.

* Ask arelative to accompany the baby and mother, if possible.
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TABLE C-13  Suggested equipment, supplies, drugs, and fluid for transfer

of asick or small baby

Equipment and Supplies Drugsand Fluid
¢ Resuscitationbagand ¢ IV infusion set « Any drug (e.g. antibiotics) the
mask « Buitterfly set or baby isreceiving if adoseis
« Suction apparatus cannula anticipated during the trip
¢ Oxygen cylinder with ¢ Antiseptic solution e 1V fluid
flow metre and a and cotton-wool balls
headbox, nasal prongs, <« Syringes and needles
nasal catheter, or face (various sizes and
mask types)
« Stethoscope  Adhesive tape
¢ Thermometer * Gloves
¢ Blanket * Napkins (diapers)
¢ Source of warmth « Food for the baby?

8-F)

Gastric tubes (5-F and

Torch and extra
batteries and bulb

2 |If the baby isable to feed and the mother is not accompanying the baby, take
expressed breast milk.

COMMUNICATION

If receiving the transferred baby, request areferral form (e.g. Fig. A-3,
page A-4) with the baby’ s essential information. At discharge or
following the death of the baby, send a detailed note or feedback form
(e.g. Fig. A-4, page A-5) to the referring facility.

If referring a baby to another facility:

Contact the receiving facility in advance, if possible, so they can be
prepared;

Confirm that the facility is able to admit the baby;
Give an estimated time of arrival;

Fill out the referral form and send it with the baby (e.g. Fig. A-3,
page A-4);

If the mother isaccompanying the baby, inform the facility to
ensure that she will have a place to stay with the baby.
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CARE DURING TRANSFER

»  Keep the baby in skin-to-skin contact with the mother or arelative. If
skin-to-skin contact is not possible, keep the baby dressed and covered.

» If transferring the baby during cold weather:

- Useawarming device. Keep the baby dressed and covered, and
check the temperature setting and measure the baby’ s temperature
every hour;

- If awarming deviceis not available, place the baby in abox with
warm water bottles:

- Cover the bottles with a cloth and ensure that they are secured
so that they do not directly touch the baby’s skin;

- When the water becomes cold, refill the bottles with warm water
or remove them from the box.

» If transferring the baby during hot weather, ensure that the baby does
not become overheated.

»  Ensurethat the baby receives feeds or fluid:

- Allow the baby to breastfeed. If the baby cannot be breastfed, give
expressed breast milk by gastric tube (page C-18);

- If thebaby isreceiving IV fluid:

- Carefully monitor the rate to ensure that the baby receives the
correct volume of fluid (Table C-4, page C-22);

- Inspect the infusion site every hour:

- Look for redness and swelling around the insertion site of
the cannula, which indicate that the cannulais not in the
vein and fluid is leaking into the subcutaneous tissue. I
redness or swelling is seen at any time, stop the infusion,
remove the needle, and establishanew 1V linein a
different vein;

- Check the volume of fluid infused and compare to the
prescribed volume;

- Record al findings.

» |If thebaby isreceiving oxygen, check the oxygen flow and tubing every
15 minutes.
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Assess the baby’ s respiratory rate every 15 minutes. If the baby is not
breathing at all, isgasping, or hasarespiratory ratelessthan 20
breaths per minute, resuscitate the baby using abag and mask (page P-1).

Stop the vehicle, if necessary, to manage problems.
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DISCHARGE

Have awritten policy on discharging babies. Explain the policy to the
mother and answer any questions she may have.

Examine the baby and confirm that the baby meets the requirements for
discharge. Follow the specific instructions for discharge in each chapter,
if applicable.

In general, discharge the baby when the:

- baby is breathing without difficulty and has no other ongoing
problems that cannot be managed on an outpatient basis;

- baby’sbody temperature is being maintained in the range of 36.5 °C
to 37.5 °C (using a method that can be continued at home if the baby
issmall [less than 2.5 kg at birth or born before 37 weeks
gestation]);

- mother is confident about her ability to care for the baby;

- baby is breastfeeding well or the mother is confident using an
alternative feeding method;

- baby isgaining weight.

Advise the mother to return with the baby immediately if the baby has
any problems (e.g. feeding or breathing difficulty, convulsions, abnormal
body temperature).

Ensure that the baby has received the necessary immunizations (page
C-51).

Give the mother a sufficient supply of drugsto complete any treatment at
home, or give a prescription for the drugs (e.g. give a three-month supply
of iron/folate supplements or a prescription for them).

Advise the mother on home care (normal newborn care and
breastfeeding, proper position for sleeping, danger signs, when and
whereto go if danger signs occur, etc.), and give her an appointment for
afollow-up visit.

Discuss with the mother support systems at home or in the community,
especialy if mother is adolescent, single, afirst-time mother, or HIV
positive.
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Complete the baby’ s clinical record with discharge information,
including weight, discharge diagnosis, and the plan for follow-up.

Complete adischarge form (e.g. Fig. A-2, page A-3) and send a
feedback form (e.g. Fig. A-4, page A-5), if necessary, to the referring
institution or department.

Write a discharge letter with medical information, instructions for
treatment to be continued at home, and follow-up, if applicable.

FOLLOW-UP

Ensure at least one follow-up visit after discharge of babies who were
serioudly ill, very small (lessthan 1.5 kg at birth or born before 32 weeks
gestation), or fed using an alternative feeding method at the time of
discharge. Advise the parents to ensure that the baby has regular
paediatric care after the initia follow-up visit.

At each visit:

- Assessthe baby for the specific problem that required follow-up and
ensure that the problem has been resolved,

- Assessthe baby’s general condition;
- Weigh the baby and assess growth;

- Advise on and/or manage any problems or concerns identified by the
mother;

- Assess breastfeeding or aternative feeding, and advise the mother
on exclusive breastfeeding;

- Reinforce parental education in newborn care and danger signs;

- Promote the family’s continued use of the primary health care
facility;

- Giveimmunizations (page C-51) if they are due, or refer the baby
and mother to the relevant service.

If the mother isHIV positive or the baby islikely to have long-term
problems (e.g. due to brain injury), ensure that the baby receives regular
follow-up visits with a child care provider.
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Thischapter describesresuscitation of babieswith breathing
difficulty, and is not intended for use to resuscitate babies
immediately after birth.

EQUIPMENT AND SUPPLIES

* Newborn-size, self-inflating resuscitation bag (an adult-size bag may be
used if a bag specifically for newborn babies is not available)

*  Newborn-size mask (size 0 for asmall baby [lessthan 2.5 kg at birth or
born before 37 weeks gestation] and size 1 for anormal size baby)

»  Suction apparatus (e.g. Del.ee mucus trap)

»  Oxygen source (if available)

PROCEDURE
»  Gather necessary equipment and supplies.
*  Wash hands (page C-38).

»  Ensure that the resuscitation equipment is functioning properly. Block
the mask by making atight seal with the palm of your hand, and squeeze
the bag:

- If you feel pressure against your hand, the bag is generating
adequate pressure;

- If the bag reinflates when you release your grip, the bag is
functioning properly.

»  Keep the baby wrapped or covered, except for the face and upper chest.

*  Movethe baby to afirm, warm surface under aradiant warmer.

OPENING THE AIRWAY
» Position the baby (Fig. P-1, page P-2):
- Placethe baby on her/his back;

- Position the baby’ s head in a slightly extended position to open the
airway (the neck should not be as extended as for adults). A rolled-
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up piece of cloth under the baby’ s shoulders may be used to extend
the head.

FIGURE P-1  Correct position of the head for ventilation

If mucus or vomitusis present, clear the airway by suctioning first the
mouth and then the nostrils.

Do not suction deep in the throat as this may decrease the
baby’s heart rate.

If the baby is still not breathing, ventilate with a bag and mask.

VENTILATING WITH A BAG AND MASK

Recheck the baby’ s position and ensure that the neck is slightly extended
(Fig. P-1).

Position the mask and check the seal (Fig. P-2, page P-3):

Place the mask on the baby’ s face so that it covers the baby’ s chin,
mouth, and nose;

Form a seal between the mask and the baby’ s face;

Squeeze the bag with two fingers only (adult-size bag) or with the
whole hand (newborn-size bag);

Check the seal between the mask and the baby’ s face by ventilating
two times and observing the rise of the chest.



Resuscitating a baby who was breathing P-3

FIGURE P-2  Positioning the mask and checking the seal

» Onceased isensured and chest movement is present, ventilate the baby
using oxygen. If oxygen isnot immediately available, begin ventilating
using room air.

* Maintain the correct rate (approximately 40 breaths per minute) and
pressure during ventilation:

- If thebaby’schest isrising, ventilation pressure is probably
adequate;
- If thebaby’s chest isnot rising:
- Recheck and correct, if necessary, the position of the baby
(Fig. P-1, page P-2),
- Reposition the mask on the baby’ s face to improve the seal
between the mask and the baby’ s face;
- Sgueeze the bag harder to increase ventilation pressure.

* Ventilate for one minute and then stop and quickly determine if the baby
is breathing spontaneously:

- If therespiratory rateis normal (30 to 60 breaths per minute), stop
ventilating;

- If thereiscentral cyanosis (blue tongue and lips), chest indrawing,
or grunting on expiration, or therespiratory rateis 20 to 30 or
mor e than 60 breaths per minute, treat for breathing difficulty

(page F-47);
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- If thebaby isgasping or not breathing, or therespiratory rateis
lessthan 20 breaths per minute, continue ventilating.

If the baby starts crying, stop ventilating and observe the baby’s
respiratory rate for five minutes after crying stops:

- Iftherespiratory rateisnormal (30 to 60 breaths per minute), stop
ventilating;

- If thereiscentral cyanosis (blue tongue and lips), chest indrawing,
or grunting on expiration, or therespiratory rateis20to 30 or
mor e than 60 breaths per minute, treat for breathing difficulty
(page F-47);

- If thebaby isgasping or not breathing, or therespiratory rateis
lessthan 20 breaths per minute, continue ventilating.

If the baby isnot breathing regularly after 20 minutes of ventilation:
- Continue ventilation with oxygen;

- Establishan IV line (page P-21), if oneisnot already in place, and
give abolus of 1V fluid 10 ml/kg body weight over 10 minutes, and
then continue IV fluid at maintenance volume according to the
baby’s age (Table C-4, page C-22);

- Insert agastric tube (page P-33) to empty the stomach of air and
secretions,

- Organize transfer (page C-63), and refer the baby to atertiary
hospital or specialized centre for further evaluation, if possible.

If thereis no gasping or breathing at all after 20 minutes of
ventilation, or gasping but no breathing after 30 minutes of
ventilation, stop ventilating. Provide emotional support to the family
(page C-57).

CARE AFTER SUCCESSFUL RESUSCITATION

Keep the baby under a radiant warmer until the baby’ s condition is stable.

Monitor the baby’ s respiratory rate and look for other signs of illness
every hour for four hours and then every two hours for the next 24 hours.

If signs of breathing difficulty recur (respiratory rate consistently more
than 60 or less than 30 breaths per minute, central cyanosis, chest
indrawing, or grunting on expiration), treat for breathing difficulty (page
F-47).
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SUPPLIES

thermometer that measures temperatures as low as 35 °C (axillary
temperature)

thermometer that measures temperatures as low as 25 °C (recta
temperature)

disinfectant solution (Table C-10, page C-41)
water-based lubricant

PROCEDURE

MEASURING AXILLARY TEMPERATURE

Gather necessary supplies.

Wash hands (page C-38).

Use aregular thermometer that measures temperatures as low as 35 °C.
Ensure that the thermometer is clean.

Keep the baby as warm as possible during the procedure (e.g. warmly
wrapped or on awarm surface).

Place the baby on her/his back or side.
Shake the thermometer until it isbelow 35 °C.

Place the tip of the thermometer high in the apex of the baby’s axillaand
hold the arm continuously against the body for at least three minutes
(Fig. P-3, page P-6).

Remove the thermometer and read the temperature. If the temperatureis
too low to berecorded by thisthermometer (lessthan 35 °C), measure
rectal temperature (page P-6).

Wipe the thermometer with a disinfectant solution after use.
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FIGURE P-3 Measuring axillary temperature

MEASURING RECTAL TEMPERATURE

Only measure rectal temperature if the temperature is too low to be recorded
with aregular thermometer in the axilla.

»  Gather necessary supplies.

*  Wash hands (page C-38).

* Useathermometer that measures temperatures as low as 25 °C.
*  Ensure that the thermometer is clean.

*  Keep the baby aswarm as possible during the procedure (e.g. warmly
wrapped or on awarm surface).

»  Placethe baby on her/his back or side.
»  Shakethe thermometer until it is below 25 °C.
e Lubricate the thermometer using a water-based lubricant.

»  Gently grasp the baby’ s ankles and hold the legs in knee-chest position
(Fig. P-4).

FIGURE P-4  Measuring rectal temperature
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*  Placethe thermometer in the rectum (Fig. P-4, page P-6) to a maximum
depth of 2 cm and hold it in place for at |east three minutes.

Do not leave the baby alone with the thermometer in the
rectum; any movement of the baby may result in the
thermometer perforating the rectum.

*  Remove the thermometer and read the temperature.

*  Wipethe thermometer with a disinfectant solution after use.
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Determine how much blood will be needed to perform all necessary
laboratory investigations (e.g. haemoglobin, blood glucose, serum hilirubin,
and blood type and cross-match) and take enough blood at one time for all
thetests, if possible. If only a small volume of blood is needed (e.g. for
measurement of blood glucose, serum bilirubin, or haemoglobin), use a
capillary blood sample (heel prick) if possible (page P-11). If alarger
volume of blood is needed than can be obtained from a heel prick (e.g.
when more than 1 ml of blood is needed for several |aboratory investigations
or for blood culture and sensitivity), use venepuncture (below).

VENEPUNCTURE

* Useveinsin the hands and feet first. Do not use jugular or femoral
veins for routine sampling.

* A closed system using a butterfly set and syringe ensures a sterile blood
sampleto use for bacterial culture and sensitivity.

SUPPLIES

* clean examination gloves

*  swab or cotton-wool ball soaked in antiseptic solution (Table C-10,
page C-41)

e dry cotton-wool ball
» derile needle (21- to 23-gauge) or butterfly set (23- to 25-gauge)

» dterile syringe (of appropriate size for the amount of blood needed; a
syringeis not required if only aneedle is used)

»  appropriate blood collection tubes

PROCEDURE

»  Gather necessary supplies.

» Fallow principles of infection prevention (page C-37).

e ldentify the vein to be used.

*  Wash hands (page C-38), and put on clean examination gloves.

*  Prepare the skin over the vein using a swab or cotton-wool ball soaked
in antiseptic solution, and alow to dry.



P-10

Taking blood samples

Ensure that the blood collection tubes are within easy reach.

Have an assistant use her/his forefinger and thumb to gently encircle the
limb above the site selected for puncture.

NEEDLE WITH A SYRINGE OR BUTTERFLY SET

Attach the syringe to the needle or butterfly set tubing.

Insert the needle through the skin at an angle of about 15 degrees, with
the bevel of the needle facing upward.

Pull gently on the syringe plunger as the needle is advanced. Once
blood flows easily into the syringe or the tubing of the butterfly set, do
not advance the needle any further.

Take enough blood to perform all necessary laboratory investigations.
After blood is collected:

- Havethe assistant remove her/his finger and thumb from around
the baby’ s limb;

- Withdraw the needle from the vein, and have the assistant apply
gentle pressure to the puncture site with adry cotton-wool ball for
several minutes to prevent bruising.

If an open collection tube is used, carefully recap the needle (page
C-42) and remove it from the syringe before transferring the blood into
the tube.

Dispose of the syringe (or clean it) and the butterfly set or needle
according to recommended infection prevention procedures (page C-42).

Record the volume of blood taken.

NEEDLE WITHOUT SYRINGE

A needle can be used without a syringe; however, this can be messy and is
unsterile, making this method unsuitable for culture and sensitivity. Ensure
that the needle is disposed of properly (page C-42).

Insert the needle through the skin at an angle of about 15 degrees, with
the bevel of the needle facing upward, until blood flows out quickly:

- If the blood comes out very dowly, gently adjust the needle slightly
by pulling it back or pushing it in;
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- Hold the collection tubes under the needle to collect the blood, being
careful not to touch the tubes or the end of the needle.

»  Take enough blood to perform all necessary laboratory investigations.

» After blood is collected, withdraw the needle from the vein, and have the
assistant apply gentle pressure to the puncture site with adry cotton-wool
ball for several minutes to prevent bruising.

» Dispose of the needle according to recommended infection prevention
procedures (page C-42).

»  Record the volume of blood taken.

CAPILLARY BLOOD SAMPLE (HEEL PRICK)

SUPPLIES

*  clean examination gloves

»  swab or cotton-wool ball soaked in antiseptic solution (Table C-10, page
C-41)

e dry cotton-wool ball
» sterilelancet (if alancet is not available, use a 24-gauge needle)
e capillary tubes or other appropriate glass collection tubes

PROCEDURE

»  Gather necessary supplies.
»  Follow principles of infection prevention (page C-37).
* Wash hands (page C-38), and put on clean examination gloves.

»  Preparethe skin of the heel using a swab or cotton-wool ball soaked in
antiseptic solution, and alow to dry.

» Flexthefoot up towards the leg and hold it in this position with one
hand.

»  Squeeze the heel firmly enough to make it flush red (but not so much
that it turns white).

*  Puncture the skin (about 1 to 2 mm deep) firmly with alancet:
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- Aimtowardsthe lateral or media side of the hedl (Fig. P-5);
- Avoid the hedl pad because of the risk of infection;
- Avoid using previously used sites, if possible.

FIGURE P-5  Sitefor heel prick

*  Squeeze the heel gently and intermittently to enhance blood flow. Avoid
excessive sgueezing and rubbing of the hedl, as this will cause bruising
and dilution of blood with tissue fluid, giving an inaccurate result.

A tiny jab ismoreunpleasant for the baby becauseit will take
longer to collect the blood and requires prolonged squeezing
of the heel; in some cases, asecond heel stick may berequired.
Excessively deep heel sticks, however, can cause cuts,
infection, and scarring.

» Collect blood into the tube, taking enough blood to perform all necessary
laboratory investigations.

» After blood is collected, have an assistant apply gentle pressure to the
puncture site with adry cotton-wool ball for several minutes to prevent
bruising.

»  Record the volume of blood taken.
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Measure blood glucose using standard |aboratory methods. If laboratory
methods are not available, use paper reagent strips that are made for
newborn babies. Note that paper reagent strips may underestimate blood
glucose by as much as 0.5 to 1.0 mmol/I.

»  Gather necessary equipment and supplies.
* Read theinstructions for the reagent strips.
» Takeablood sample (page P-9).

»  Transfer the required volume of blood onto the reagent strip, usually in
an area at the tip of the strip, taking care to cover all the required area
with one or two drops of blood at the same time.

* Leavetheblood on the strip for the required length of time—usually 60
seconds.

*  Wipe or wash off the blood, using running water, according to the
manufacturer’ s instructions.

»  Edtimate the blood glucose:

- Immediately compare the colour on the strip to a colour chart
(usually on the container of the reagent strips) to estimate blood
glucose;

- Improve the accuracy of this method by using areflectance metre
(supplied by the manufacturer of the reagent strips), if available, to
read the colour change on the reagent strip.

» If theblood glucoseislessthan 25 mg/dl (1.1 mmol/l), confirm by
laboratory measurement, if possible.
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INTRAMUSCULAR (IM) INJECTIONS

GENERAL PRINCIPLES

The sitesfor IM injections include the:

Quadriceps muscle group of the upper, outer thigh. Thissiteis
preferred because of the small risk of giving the injection
intravenoudly, hitting the femur with the needle, or injuring the
sciatic nerve;

Gluteus muscle group in the buttock. This muscle group is difficult
to usefor IM injection because of variable amounts of fat and
subcutaneous tissue and the danger of injury to the sciatic nerve and
major blood vesselsin the region. If using this site, use only the
upper, outer quadrant of the muscle, and always aspirate before
injecting;

Deltoid muscle group. This site can be used for giving
immunizations but should not be used for giving other injections.

Minimize pain with injection by:

Using a sharp needle of the smallest diameter that will allow fluid to
flow freely (e.g. 22- to 24-gauge);

Ensuring that no material for injection isin the needle at the time of
insertion into the skin;

Using aminimal volume for injection (e.g. 2 ml or less at any single
injection site);
Avoiding rapid injection of material;

Using alternative injection sites for subsegquent injections.

Potential complications of IM injections include:

inadvertent intra-arterial or intravenousinjection;
infection from contaminated injection material;

neural injury (typically the sciatic nerve after injections in the
buttock);

local tissue damage due to injection of irritants.
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Giving injections
»  Avoid these complications by:
- selecting the safest agents for injection;
- choosing the proper injection site;
- establishing anatomic landmarks;
- cleansing the skin thoroughly;
- dternating sites for subseguent injections;
- aspirating before injection;
- avoiding tracking the drug into superficial tissues;
- using aneedle of adequate length to reach the intended injection site.
SUPPLIES
o  dterile 1-inch needle of the smallest size that will alow fluid to flow
freely (e.g. 22- to 24-gauge)
o derilesyringe of the smallest size available that has adegquate markings
for proper dose (e.g. 1- to 3-ml)
e dry cotton-wool ball
PROCEDURE

Gather necessary supplies.

Wash hands (page C-38).

Select the site for injection.

Draw the material for injection into the syringe.
Ensure that the drug and dose are correct.

Grasp the centre of the target muscle between the thumb and forefinger,
if possible.

Insert the needle at a 90-degree angle through the skin with asingle
quick motion (Fig. P-6, page P-17).



Giving injections P-17

FIGURE P-6 Intramuscular injection into quadriceps muscle group

»  Withdraw the plunger of the syringe slightly to ensure that the tip of the
needleis not in avein (i.e. no blood should enter the needle):

- Iftheneedleisin avein:
- Withdraw the needle without injecting the material;

- Apply gentle pressure to the site with a dry cotton-wool ball to
prevent bruising;

- Placeanew, sterile needle on the syringe;
- Choose anew sitefor injection;
- Repeat the procedure described above.

- If theneedleisin the muscle, inject the material with steady
pressure for three to five seconds.

»  Upon completion of the injection, withdraw the needle and apply gentle
pressure with adry cotton-wool ball.

» Record the site of the injection, and rotate the site of subsequent injections.

INTRAVENOUS (IV) INJECTIONS

The directions in this section are for giving an IV push injection to a baby
with an 1V line in place; these directions do not apply if the drug is mixed
with IV fluid in abag and then infused.

SUPPLIES

»  swab or cotton-wool ball soaked in antiseptic solution (Table C-10, page
C-41)
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Giving injections
*  two sterile 1-inch needles of the smallest size that will allow fluid to flow
freely (e.g. 22- to 24-gauge)
* two sterile syringes of the smallest size available that have adeguate
markings for proper dose (e.g. 1- to 3-ml)
o 2ml 1V fluid
PROCEDURE

Gather necessary supplies.
Wash hands (page C-38).

Choose the placein the IV line where an |V injection can be given
closest to the insertion site of the cannula (e.g. avalve or a soft rubber
connector).

Clean the port with the swab or cotton-wool ball soaked in antiseptic
solution, and allow to dry.

Draw the material for injection into the syringe.
Ensure that the drug and dose are correct.

If the 1V fluid was infusing without problem:
- StopthelV infusion;

- Insert the needle into the IV line, and inject the material slowly over
two minutes, carefully observing the area around the cannulafor
swelling.

If thereisany question asto whether the cannulais properly
positioned in the vein:
- StopthelV infusion;

- FlushthelV linefirst with 2 ml of IV fluid, observing the area
around the cannula carefully for swelling that indicates that the
cannula has come out of the vein;

- Ifthecannulaistill in thevein, inject the material dowly over two
minutes, carefully observing the area around the cannulafor swelling.

Upon completion of the injection, withdraw the needle and restart the IV
infusion.
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INTRADERMAL INJECTIONS

Only use intradermal injection for the BCG vaccine (page C-51) and when
first administering local anaesthetic for draining an abscess (page P-43).

SUPPLIES

»  sterile 25- or 27-gauge, 5/8-inch needle
* derile21-gauge, 1-inch needle

»  steriletuberculin syringe (1-ml)

e dry cotton-wool ball

PROCEDURE

*  Gather necessary supplies.

»  Sdlect the site for injection.

*  Wash hands (page C-38).

»  Draw the materia for injection into the syringe using the 21-gauge needle.
»  Ensure that the correct drug and dose are given.

*  Replace the 21-gauge needle with a 25- or 27-gauge needle.

» Hold the syringe and needle almost parallel with the skin, with the bevel
of the needle facing up.

»  Pull the skin taut with one hand, and insert the tip of the needle barely
under the skin. Advance the needle slowly until the bevel of the needle
has fully entered the skin.

*  Gently point the needle upward, without repiercing the skin.

* Inject the material with steady pressure for three to five seconds (there
will be significant resistance) and look for a blanching of the skin. The
baby will probably cry during the injection; a true intradermal injection
often burns dightly and should raise asmall “bleb” under the skin that
causes the skin to pucker like the skin of an orange (peau d’ orange).

*  Upon completion of the injection, withdraw the needle and apply gentle
pressure with adry cotton-wool ball.
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Various sites can be used to establish an intravenous (1V) line. Common
sites used for ababy are:

- peripheral veins on the back of the hand or top of the foot (the most
common and preferred sites);

- veinson the forearm, the front of the elbow, or around the ankle or
knee (minimize use of the veins around the knee because thereisa
greater risk of the needle coming in contact with the bone);

- scalpveins.

If aperipheral 1V line cannot be established quickly in an emergency
situation, use an umbilical vein catheter (page P-24) or intraosseous line
(page P-27).

PERIPHERAL IV LINE

SUPPLIES

clean examination gloves

swab or cotton-waool ball soaked in antiseptic solution (Table C-10, page
C-41)

sterile infusion set with 1V fluid (use a microdropper if oneis available)

sterile butterfly set or cannula (23- to 25-gauge; if the IV lineis
required for a blood transfusion, ensure that the needle is large enough
[e.g. 22-gauge] so that the blood does not clot in the needle during the
transfusion)

adhesive strapping or thin paper tape
tincture of benzoin (if available)
rubber band (if using a scalp vein)

arm board (or splint)

PROCEDURE

Gather necessary supplies.

Follow principles of infection prevention (page C-37).
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*  Prepare the solution to be infused, ensuring that the entire infusion set is
filled with fluid and that thereisno air in the infusion set. If abutterfly
set isused, ensure that the set isfilled with 1V fluid.

Air embolism can occur easily in babies. It is essential to
ensur ethat all componentsof thelV infusion set ar efilled with
fluid and that there are no air bubbles in the set before
beginning the infusion.

»  Wash hands (page C-38), and put on clean examination gloves.

»  Prepare the skin over the vein using a swab or cotton-wool ball soaked in
antiseptic solution, and alow to dry.

» Have an assistant press on the skin near the vein to act as a tourniquet:

- Ifusing avein on the hand, foot, arm, or leg, have the assistant
use her/his forefinger and thumb to gently encircle the limb above
the chosen site of insertion;

- If using a scalp vein, have an assistant press over the vein below the
chosen site of insertion, or place a rubber band (as a tourniquet)
around the baby’s head (Fig. P-7).

FIGURE P-7  Using arubber band asatourniquet for scalp vein

* Insert the needle at a 15-degree angle through the skin, with the bevel of
the needle facing upward:

- If using a butterfly set, asmall amount of blood will flush back into
the tubing when the vein is punctured. Do not push the needle in any
further;

- If using a cannula:

- Once blood fills the hub of the cannula, withdraw the needle
partially while continuing to push the cannulain;
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- When the hub of the cannula reaches the skin at the puncture
site, withdraw the needle completely;

- Dispose of the needle according to recommended infection
prevention procedures (page C-42).

» Havethe assistant remove her/his finger and thumb from around the
baby’s limb (or remove the rubber band if a scalp vein was used).

»  Connect the infusion set to the cannula or butterfly set:
- Ensurethat there are no air bubblesin the infusion set;

- Infusefluid into the vein for a few seconds to make sure that the vein
has been successfully cannulated. The fluid should run freely, and
there should be no swelling around the site of the cannula;

- If swelling develops around the site of infusion, withdraw the
needle from the vein and repeat the procedure using a different vein.

« Ifusingaveininthe hand, arm, foot, or leg, immobilize the limb (e.g.
using an arm board [or splint] and adhesive strapping or thin paper tape)
to minimize movement (e.g. Fig. P-8).

FIGURE P-8  Immobilizing the hand

»  Securethe cannulaor butterfly set in position using strips of adhesive
strapping or thin paper tape (e.g. Fig. P-9, page P-24). If tinctur e of
benzoin isavailable, apply thisto the skin before applying the adhesive
strapping.



P-24 Establishing an intravenous line

FIGURE P-9  Securing butterfly set in place

* Inspect the infusion site every hour:

- Look for redness and swelling around the insertion site of the
cannula, which indicate that the cannulais not in the vein and fluid is
leaking into the subcutaneous tissue. If redness or swelling is seen
at any time, stop the infusion, remove the needle, and establish a
new 1V linein adifferent vein;

- Check the volume of fluid infused and compare to the prescribed
volume;

- Record dl findings.

Solutionscontaining glucose can causetissueto dieand should
not be allowed to leak into subcutaneoustissue.

» ChangethelV infusion set and fluid bag every 24 hours, even if the bag
gtill contains 1V fluid (they can be a major source of infection).
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UMBILICAL VEIN CATHETER

Anumbilical vein catheter isindicated only when the need for
IV access is urgent but a peripheral IV line cannot be
established quickly.

EQUIPMENT AND SUPPLIES

clean examination gloves

high-level disinfected or sterile gloves

high-level disinfected or sterile umbilical catheter or ordinary gastric tube:
- if the baby weighslessthan 1.5 kg, use a 3.5-F catheter

- if the baby weighs 1.5 kg or more, use a 5-F catheter

sterile infusion set with 1V fluid (use a microdropper if oneis available)
sterile 5- or 10-ml syringe

swabs or cotton-wool balls soaked in antiseptic solution (Table C-10,
page C-41)

sterile drapes

sterile blade

cord tie or suture (to control bleeding)
sterile forceps

sterile suture, adhesive strapping, or thin paper tape (to secure catheter)

PROCEDURE

Gather necessary equipment and supplies.

Follow principles of infection prevention (page C-37) and aseptic
technique (page C-40).

Prepare the solution to be infused.
Wash hands (page C-38), and put on clean examination gloves.

Prepare the umbilicus and surrounding skin by washing in an outward
spiral motion with a swab or cotton-wool ball soaked in antiseptic
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solution. Repesat two more times, using a new swab or cotton-wool ball
each time, and allow to dry.

*  Remove examination gloves and put on high-level disinfected or sterile
gloves.

*  Fill the umbilical catheter with IV fluid using a closed syringe (i.e. with
the plunger completely inside the barrel of the syringe) attached to the
end of the catheter.

Ensurethat air isnot in the catheter and that a closed syringe
isattached to the end of the catheter; a sudden deep breath by
thebaby just after thecatheter hasbeen inserted may result in
an air embolusif air isinsidethe catheter.

» Place sterile drapes over the baby’ s body so that only the umbilical area
is exposed.

» Placeacord tie or suture around the base of the umbilicus to control
bleeding, and using a sterile blade, cut the cord to alength of 1to 2 cm
(Fig. P-10A).

* Identify the two umbilical arteries, which are thicker-walled and usually
contracted, and the single umbilical vein, which usually has awider
opening and is found above the arteries (closer to the baby’ s head; Fig.
P-10).

FIGURE P-10 Inserting an umbilical vein catheter




Establishing an intravenous line P-27

» Hold the catheter in one hand (applying gentle traction to the cord with
forceps in the other hand, if necessary) and insert the catheter into the
umbilical vein, guiding the catheter towards the head of the baby and to
the baby’ sright side (Fig. P-10B, page P-26).

» Asthe catheter is advanced, periodically apply gentle suction with the
syringe until blood flows back. Once blood flows back freely through the
catheter (usually after the catheter isinserted 5to 7 cm), do not advance
the catheter any further.

» If resistanceisencountered while advancing the catheter, especially
in the first 2 to 3 cm, do not continue. Remove the catheter and try again.

Never forcetheumbilical catheter if resistanceisencounter ed.

» Tiethe cord tie or suture around the stump of the umbilicus to hold the
catheter in place and prevent bleeding around the catheter or from one of
the arteries.

*  Remove the syringe and connect the infusion set to the catheter, ensuring
that there are no air bubbles in the set.

»  Securethe catheter with suture material or adhesive tape (Fig. P-10C,
page P-26) to prevent it from being dislodged.
* Inspect the infusion every hour:
- Look for redness and swelling around the umbilicus, which may
indicate infection. If redness or swelling is seen at any time, stop
the infusion and remove the umbilical vein catheter. Attempt to

establish a peripheral 1V line again, and treat for infection of the
umbilicus (page F-135);

- Check the volume of fluid infused and compare to the prescribed
volume;

- Record adl findings.

INTRAOSSEOUS INFUSION

Establishing intravenous access in a newborn baby can be difficult. In an
emergency, agood temporary alternative is the intraosseous route using the
bone marrow cavity. Fluid and drugs can be given by this route.
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Establishing an intravenous line

Remove the intraosseous line as soon as other 1V access is established (within
eight hours, if possible). Do not place an intraosseous lineif there isinfection
at the intended insertion site or if the bone is fractured. Because this
procedure is only performed in an emergency, no anaesthetic is required.

SUPPLIES

clean examination gloves

swab or cotton-wool ball soaked in antiseptic solution (Table C-10, page
C-41)

sterile intraosseous needle, bone marrow needle, or 22-gauge needle
sterile infusion set with 1V fluid (use a microdropper if oneis available)
adhesive strapping or thin paper tape

sterile 5-ml syringe

elastic bandage

padded splint

PROCEDURE

Gather necessary supplies.

Prepare the solution to be infused, ensuring that the entire infusion set is
filled with fluid and that there isno air in the infusion set.

If using a regular hypoder mic needle, attach a5-ml syringe filled with
3 ml of 1V fluid, and flush the fluid through the needle.

Identify the insertion site (proximal end of tibia or distal end of femur):

- Thesiteat the proximal end of thetibiais 1 cm below and 1 cm
medial to thetibial tuberosity;

- Thesiteat thedistal end of the femur is 2 cm above the lateral
condyle.

Wash hands (page C-38), and put on clean examination gloves.

Prepare the skin over the insertion site using a swab or cotton-wool ball
soaked in antiseptic solution, and alow to dry.
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»  Position the baby’ s leg with the knee bent about 30 degrees and the heel
resting on the table.

e Support the upper tibia with one hand, placed so that the hand is not
directly behind the site of insertion.

» Hold the needle (with the attached syringe if using a hypodermic needle)
in the other hand at a 90-degree angle to the selected insertion site,
angled dlightly towards the foot.

*  Advance the needle using a firm, twisting motion and moderate,
controlled force. Stop immediately when there is a sudden decrease in
resistance to the needle, which indicates that the needle has entered the
marrow cavity.

* Oncethe needleis properly positioned, remove the stylet (if abone
marrow or intraosseous needle was used) and attach the syringe.

» Aspirate using the syringe to confirm that the needle is correctly
positioned. The aspirate should look like blood.

* Slowly inject 3 ml of IV fluid to check for proper placement of needle:

- Look for swelling (indicating leaking of fluid under the skin) at the
front of the leg or in the calf muscle at the back of the leg. If
swelling is seen, remove the needle and try again;

- Ifitisdifficult toinfusethefluid but thereisno swelling in the
calf muscle, the needle may have entered the posterior bone cortex.
Withdraw the needle approximately 0.5 cm and cautioudly inject 1V
fluid again.

» If no problemsare detected, attach the infusion set to the needle (Fig.
P-11).

FIGURE P-11 Intraosseousinfusion
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»  Securethe needlein place using tape, and splint the leg as for a fractured
femur (page F-150), ensuring that the elastic bandage does not interfere
with the needle or infusion set.

* Inspect the infusion site every hour:

- Look for redness and swelling around the insertion site of the
cannulaand in the baby’ s calf muscle, which indicate that the
cannulais not in the vein and fluid is leaking into the subcutaneous
tissue. If redness or swelling is seen at any time, stop the infusion,
remove the needle, and attempt to establish a periphera 1V line
again or establish anew intrapsseous line at a different site;

- Check the volume of fluid infused and compare to the prescribed
volume; flow rates may alter dramatically with changesin the
position of theleg;

- Record dl findings.

* Remove the intraosseous needle as soon as alternative |V accessis
available, and within eight hours, if possible.
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MONITORING THE TRANSFUSED BABY

*  For each transfusion, monitor the baby at the following stages:
- before starting the transfusion;
- atheonset of the transfusion;

- every five minutes for the first 15 minutes after starting the
transfusion;

- atleast every hour during the transfusion;

- every four hoursfor 24 hours after completing the transfusion.

Closely monitor the baby during the first 15 minutes of the
transfusion and regularly thereafter to detect early signsof a
transfusion reaction.
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» At each of these stages, record the following information on the baby’s

chart:

- genera appearance;

- temperature;

- heart rate;

- respiratory rate;

- fluid balance (i.e. oral and IV fluid intake and urine output).
* Inaddition, record:

- thetimethetransfusion is started and completed;

- thevolume and type of al blood transfused;

- theunique donation numbers of al blood transfused;

- any adverse effects.

TRANSFUSING BLOOD

* Review the general principles of the clinical use of blood (page C-47).

« IfanlV lineisnot yet in place, establish an 1V line (page P-21).
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Transfusing blood

Before beginning the transfusion, check (with a second staff member, if
possible) to ensure that the:

- blood isthe correct type for the baby, the baby’sinformation is
clearly marked, and the blood has been matched against the blood of
the mother and the baby. In emergency situations, use type O, Rh-
negative blood;

- blood transfusion bag has not been opened and does not leak;

- blood pack has not been out of the refrigerator for more than two
hours, the plasmais not pink, the red cells do not ook purple or
black, and the blood is not clotted;

- IV lineis patent and the needle used is large enough (e.g. 22-gauge)
so that the blood does not clot in the needle during the transfusion.

Record the baby’ s temperature and heart and respiratory rates.

Remove the protective cover from the blood bag or bottle without
touching the opening, and attach a blood infusion set.

Open the clamp on the tubing of the blood infusion set, allow blood to
run through to the end of tubing, and then close the clamp.

Detach the tubing at the infusion site and immediately attach the tubing
from the blood transfusion set.

Transfuse whole blood at the rate of 20 mi/kg body weight over four
hours.

Monitor the baby’ s temperature and heart and respiratory rates, and slow
the infusion to half the rate when the baby’ s vital signs begin to improve.

Do not leavea unit of blood hanging for morethan four hours.

Use an infusion device to control the rate of transfusion, if available.
Ensure that the blood is flowing at the correct rate.

Upon completion of the transfusion, reassess the baby. If another
transfusion isrequired, transfuse blood at the same rate and volume.
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A gastric tube may be inserted via one nostril or the mouth. Insert the tube via
the nostril if the baby is breathing regularly, using the smallest (narrowest)
tube available. Insert the tube via the mouth if the tube is needed for drainage
of the stomach, for feeding a baby with breathing difficulty, or if only a
relatively large tube is available.

SUPPLIES

» clean examination gloves

» clean plastic tube or catheter appropriate for baby’s weight:
- if the baby weighs less than 2 kg, use a 5-F tube
- if the baby weighs 2 kg or more, use an 8-F tube

» writing pen or flexible tape measure

e 3-to5-ml syringe (for aspiration)

*  bluelitmus paper or stethoscope

» derileor high-level disinfected syringe or funnel suitable for holding
breast milk (if the tube will be used for feeding)

» capfor gastric tube (if the tube will be used for feeding)
» adhesive strapping

» tincture of benzoin (if available)

PROCEDURE

»  Gather necessary supplies.
*  Wash hands (page C-38), and put on clean examination gloves.
»  Estimate the required length of tube:

- Hold the tube so that it mimics the route that it will follow once
inserted (i.e. from the mouth or the tip of the nostril to the lower tip
of the ear lobe and then to the stomach, just below the rib margin;
Fig. P-12, page P-34), and place a mark on the tube with apen or a
piece of strapping;

- Alternatively, estimate the distance using a flexible tape measure,
and mark the distance on the tube with a pen or a piece of strapping.
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FIGURE P-12  Measuring gastric tubefor oral (A) and nasal (B) routes

*  Flex the baby’s neck dlightly and gently pass the tube through the mouth
(Fig. P-13) or through one nostril to the required distance. If using the
nasal route:

- If anasal catheter isin place for administration of oxygen, insert
the gastric tube through the same nostril, if possible;

- If thetubedoesnot dide easily into the nostril, try the other
nostril;

- If thetube still doesnot dlide easily into the nostril, use the oral
route.

Never force the gastric tube into the nostril if resistance is
encountered.

FIGURE P-13  Inserting oral gastric tube
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*  Securethetubein position with adhesive strapping (Fig. P-14):

- If tincture of benzoin is available, apply thisto the skin first before
applying the adhesive strapping;

- If anasogastric tubeisused, avoid pulling the tube taut against the
nostril, as this may injure the skin.

FIGURE P-14  Securingoral (A) and nasal (B) gastric tubein place

CONFIRMING PROPER PLACEMENT OF GASTRIC TUBE

e Confirm proper placement of the tube:

- Fill asyringewith 1 to 2 ml of air and connect it to the end of the
tube. Use a stethoscope to listen over the stomach as air is quickly
injected into the tube:

- If awhistling sound is heard through the stethoscope asthe
air isinjected, the end of the tube is correctly positioned in the
stomach;

- If awhistling sound isnot heard, the tube is not properly
positioned. Remove the tube and repeat the procedure.

- Alternatively, test the acidity of the aspirate:

- Notethat this method is only suitable for babies more than 24
hours old or small babies (less than 2.5 kg at birth or born
before 37 weeks gestation) who are more than 48 hours old;

- Useasyringeto aspirate some fluid, and place adrop of fluid
onto astrip of blue litmus paper:
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- If thelitmus paper turns pink, the fluid is acidic and the
tip of the tube is correctly positioned in the stomach;

- If thelitmus paper remains blue, thetip of the tubeis not
in the correct position. Remove the tube and repeat the
procedure.

*  Replace the tube with another clean gastric tube after three days, or
earlier if itis pulled out or becomes blocked, and clean and high-level
disinfect or sterilize it according to Table C-11 (page C-43).

USING A GASTRIC TUBE FOR FEEDING OR DRAINAGE

» Ifthegastrictubeisinserted for the purpose of giving expressed
breast milk, see page C-18 for instructions on feeding.

» Ifthegastrictubeisinserted for drainage, leave the tube uncapped
and wrap clean gauze around the end, fastened with tape, to keep the tube
clean and to absorb the drainage from the stomach.
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Lumbar puncture is used to confirm the diagnosis when the baby has signs
suggestive of meningitis. Do not perform alumbar puncture if the baby has
spina bifida/meningomyel ocoel e.

SUPPLIES

clean examination gloves
high-level disinfected or sterile gloves
sterile drapes

swabs or cotton-wool balls soaked in antiseptic solution (Table C-10,
page C-41)

spinal needle or intravenous needle (22- to 24-gauge)
appropriate collection tubes
dry cotton-wool ball

adhesive bandage

PROCEDURE

Be prepared to resuscitate the baby using a bag and mask (page P-1), if
necessary.

Gather necessary supplies.

Place the baby under aradiant warmer (page C-5), if possible, and
undress the baby only when ready to perform the procedure.

Follow principles of infection prevention (page C-37) and aseptic
technique (page C-40).

Position the baby:
- Havean assistant hold the baby in a sitting position:

- Position the baby so that the baby’ s legs are straight and the
back is arched (Fig. P-15, page P-38);

- Ensurethat the baby’s neck is partially extended and not flexed
towards the chest, which could obstruct the baby’ s airway.
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FIGURE P-15  Sitting position for lumbar puncture

- Alternatively, place the baby on her/his side facing the assistant
(most right-handed health care providersfind it easiest if the baby is
on her/his |eft side; Fig. P-16):

- Position the baby so that the baby’ s back is closest to the side of
the table from which the lumbar puncture will be performed;

- Havethe assistant place one hand behind the baby’ s head and
neck, and place the other hand behind the baby’ s thighs to hold
the spine in aflexed position;

- Ensurethat the baby’s neck is partially extended and not flexed
towards the chest, which could obstruct the baby’ s airway.

FIGURE P-16  Lying position for lumbar puncture
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»  Wash hands (page C-38), and put on clean examination gloves.

*  Prepare the skin over the area of the lumbar spine and then the remainder
of the back by washing in an outward spiral motion with a swab or
cotton-wool ball soaked in antiseptic solution. Repeat two more times,
using a new swab or cotton-wool ball each time, and alow to dry.

* ldentify the site of the puncture between the third and fourth lumbar
processes (i.e. on alinejoining theiliac crests; Fig. P-17).

FIGURE P-17  Siteof lumbar puncture

\

» Remove examination gloves and put on high-level disinfected or sterile
gloves.

»  Place sterile drapes over the baby’ s body so that only the puncture siteis
exposed.

* Insert the needle in the midline of the vertebrae, angled towards the
baby’s umbilicus.

»  Slowly advance the needle to a depth of about 1 cm (or lessif the baby is
small [less than 2.5 kg at birth or born before 37 weeks gestation]). A
dlight “pop” may be felt as the needle enters the subarachnoid space.

* If using a spinal needle, remove the stylet.

« If boneisencountered, the needle cannot be redirected. Pull the needle
back to just beneath the skin and reinsert the needle, directing it slightly
upward while aiming for the baby’ s umbilicus.
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Performing a lumbar puncture

Collect the cerebrospinal fluid (CSF):

Collect about 0.5to 1 ml (about 6 to 10 drops) of CSF in each
collection tube;

If CSF does not come out, rotate the needle dightly;

If CSF still does not come out, remove the needle and reinsert it
between the fourth and fifth lumbar processes;

If blood is seen in the CSF, the needle probably went through the
spinal canal and caused bleeding. If the CSF does not clear, collect
enough CSF for culture and sensitivity only.

After the CSF is collected, remove the needle.

Have an assistant apply gentle pressure to the puncture site with a cotton-
wool ball until bleeding or leakage of fluid stops.

Apply an adhesive bandage to the site.
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SUPPLIES

clean examination gloves

3-ml plastic syringe

sterile 1-inch needle (22- to 23-gauge)
paraldehyde

arachis (or vegetable) oil

water-based lubricant

PROCEDURE

Gather necessary supplies.
Wash hands (page C-38), and put on clean examination gloves.

Have an assistant remove the baby’ s napkin and hold the baby on one
side, similar to the lying position for lumbar puncture (Fig. P-16, page
P-38).

Draw up 2 ml arachis oil into the syringe.

Attach the needle and draw up the paraldehyde 0.3 ml/kg body weight
into the same syringe.

Remove the needle from the syringe.
Lubricate the syringe with a water-based lubricant.

Gently insert the syringe into the baby’ s rectum and advance it
approximately 3 cm.

Administer the drug slowly over three minutes and then slowly
withdraw the syringe.

Allow the baby to relax from the curled up position.

If the dose is passed from the rectum within the fir st five minutes,
repeat the dose. The majority of absorption will occur between 5 and 15
minutes after administration, so if stool is passed after this, the dose
does not need to be repeated.
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DRAINING AN ABSCESS P-43

SUPPLIES

clean examination gloves
high-level disinfected or sterile gloves

swab or cotton-wool ball soaked in antiseptic solution (Table C-10, page
C-41)

sterile swab in glasstest tube for culture
high-level disinfected or sterile tissue forceps
sterile gauze

sterile blade

sterile drapes

sterile 10-ml syringe

sterile 3-ml syringe (or other available size with adequate markings for
proper dose)

sterile 22-gauge needle

sterile 25-gauge, 5/8-inch needle

local anaesthetic (e.g. 0.5% lignocaine solution)
sterile 1V fluid

PROCEDURE

Gather necessary supplies.
Wash hands (page C-38), and put on clean examination gloves.

Prepare the skin over and around the abscess using a swab or cotton-
wool ball soaked in antiseptic solution, and alow to dry.

Remove examination gloves and put on high-level disinfected or sterile
gloves.

Attach the 22-gauge needle to the 10-ml syringe, fill the syringe with IV
fluid, and remove the needle.

Place sterile drapes over the area surrounding the abscess so that only the
abscessis exposed.
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* Inject local anaesthetic around the abscess:

- Draw theloca anaesthetic into the 3-ml syringe and attach the
25-gauge needle;

- Inject local anaesthetic intradermally (page P-19) to raise a small
“bleb” in the skin;

- After one minute, attach the 22-gauge needle to the syringe, insert
the needle through the “bleb” in the skin, and infiltrate with local
anaesthetic the area around the abscess.

*  After waiting two minutes to allow the local anaesthetic to take effect,
make an incision over the fluctuant area of the abscess.

» Using a sterile swab, take a sample of the pus, and send it to the
laboratory for culture and sensitivity.

*  Usehigh-level disinfected or sterile tissue forceps to break up the pocket
of pus.

e Flush out the abscess with 1V fluid, and leave the wound open.
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RECORD KEEPING A1

There are several types of records used in the care of newborn babies. The
following records are included in this guide: general clinical record,
discharge form, referral form, feedback form, and death certificate. The
example records included are suggested for their content more than for their
format. Additional records may be used for administrative purposes. In
addition, alog book (page A-8) should be kept with basic information on
all babies admitted.

Ensure that the baby’'s name and identification number are correct on all
records.

Store clinical records according to institutional policy. Ensure that the
records can be easily retrieved for the annua statistics or special
investigations or studies.

Keep clinical records for at least one year unless directed otherwise by
local palicy.

Be familiar with the requirements for country reporting of diseases
under surveillance (e.g. congenital syphilis).

Analyse the hospitd’s statistics every 6 or 12 months:

- Number of babies admitted;

- Number of babies discharged;

- Number of babies who died;

- Main conditions by birth weight and sex of the baby;

- Shortages of drugs, equipment, supplies, and staff on duty.

CLINICAL RECORD

The clinical record consists of the admission record and record of ongoing
care.

The admission record (example not shown) should include the reason
for admission, history, previous treatment, and other information about
the mother and family. A checklist of tasksis useful.

The record of ongoing care (e.g. Fig. A-1, page A-2) during
hospitalization is a confidential record that is shared between the doctor
and nurses involved in the baby’s care:

- Keep the record near the baby;

- Use more than one column, if necessary, for daily recording when
the baby isill or when the baby is recovering.
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FIGURE A-1  Clinical record of ongoing care

Record keeping

Record ID

Name and Sex

Birth Weight

Gestational Age

Diagnosis

Ward

Page #

Date Day

Weight

Temperature

Breathing

Feeding instructions

Feeding
(see key below)

Examination
findings

Diagnostic tests

Treatment

Key for feeding: B = baby is breastfeeding. If the baby is not breastfeeding, indicate in the left column what the baby isfed (BM = expressed breast milk,
S = breast-milk substitute) and the method of feeding (C = fed by cup/spoon or other device, T = fed by gastric tube), and indicate in the right column the volume of

milk given.
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DISCHARGE FORM

A discharge form (e.g. Fig. A-2) should include information for the parents and the health care provider who will provide
care after discharge.

FIGURE A-2 Dischargeform

Number: Date of admission: Unit/Ward:

Family name: Date of hirth: Age Birth weight:
Parents: Address:

Reason for admission: Admitted from: O Home O Institution:

History of pregnancy and birth:

Onset of illness:

Hospital stay:

Instructions for home care:

Date of discharge: Discharged: O Home O Institution: If died, age at death:
Cause of death

Discharge diagnoses: (diagnosis and code):

Follow-up visit: Signature:

Where: When:
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REFERRAL FORM

A referral form (e.g. Fig. A-3) includes information that should be provided with the baby when the baby and/or mother is
referred to another facility or department/unit for care.

Record keeping

FIGURE A-3 Referral form
Record number: BABY name: MOTHER name:
Who s referring: Birth weight: Age:
Date and hour of birth: Address:
Name: )
Fadility: Gestationd age:
Accompanied by Mainreasons [ Emergency Mainreasons [0 Emergency
health care worker: for referral: O Non-emergency for referral: O Non-emergency

O To accompany the mother

O To accompany the baby

Referred  Date: Major findings (clinical and temperature): Major findings (clinical, blood pressure, temperature, and
Time: laboratory):
Arrival  Date: Treatment given and time Treatment given and time
Time: Beforereferral: Beforereferral:
During transfer: During transfer:
Last (breast)feed (time):

Information given to the mother and companion about the
reasons for referral:

Information given to the mother and companion about the
reasons for referral:
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FEEDBACK FORM

Record keeping

A feedback form (e.g. Fig. A-4) includes information that should be provided back to the referring facility or
department/unit following discharge or the death of the baby.

FIGURE A-4  Feedback form
Record number: BABY name: MOTHER name:
j i : Age
Who s referring: Weight at discharge: g
Date of birth: Address:
Name: .
Facility: Age (days):
Accompanied by

health care worker:

Mainreasons [ Emergency
for referral: O Non-emergency
O To accompany the mother

Mainreasons [ Emergency
for referral: O Non-emergency
O To accompany the baby

Admisson Date:

Time:

Discharge Date:

Time:

Diagnoses:
Treatment given:

Treatment and recommendations for further care:

Diagnoses:
Treatment given:

Treatment and recommendations for further care:

Follow-up visit:  When:

Follow-up visit:  When:

Where: Where:
Preventive measures: Preventive measures:
If death: Date: If death: Date:
Causes:. Causes:
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Record keeping

INTERNATIONAL MEDICAL CERTIFICATE OF CAUSE OF DEATH

If the baby dies, fill out a death certificate and send it to the authorities
according to national requirements. Use the International Classification
of Disease or other coding system used in the country. Follow the
instructions for coding.

Figure A-5 (page A-6) is an example of the death certificate proposed
by WHO. Each country has its own form and regulations for reporting a
death and cause of death, which determine the content of the form and
the time period within which the death must be reported. Consider
adding additional information on the baby, if necessary, to the country
death certificate.
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FIGURE A-5

Death certificate

Cause of Death

Approximate
Interval between
Onset and Death

|
Disease or condition directly
leading to death*

Antecedent causes

Morbid conditions, if any,
giving rise to the above
cause, stating the underlying
condition last

1

Other significant conditions
contributing to the death but
not related to the disease or
condition causing it

that caused death.

* This does not mean the mode of dying, e.g. heart failure or
respiratory failure. It means the disease, injury, or complication

Consider collecting the following infor mation:

Antecedent causes

If the deceased is afemale, was she: O Not pregnant

O Not pregnant, but pregnant within 42 days

of death

Morbid conditions, if any, givingrisetothe O Pregnant at the time of death
above cause, stating the underlying O Unknown if pregnant or was pregnant
condition last within 42 days of desth

I\

month old:

If the deceased is an infant and less than one

What was the birth weight: .............. g

If exact birth weight not known, did the baby

weigh:
O 2.5kgor more
O lessthan 2.5kg
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LOG BOOK

Record keeping

Keep alog book with the basic information on all babies admitted:

identification number;

record ID;

name;

address;

X,

birth weight;

dates of admission and discharge;
reason for admission;

diagnoses at discharge;

condition at discharge (aive, transferred, died);
next follow-up visit.

Minimal information includes date of admission, names of the mother
and the baby, main condition, outcome (discharged home, transferred,
or died), and date. It is useful to include birth weight.

It may be useful to keep a separate log book of babies who died, were
transferred, or required follow-up.



ESSENTIAL EQUIPMENT, SUPPLIES, AND DRUGS A9

HEALTH CARE FACILITY’S LABORATORY FACILITIES

BIOCHEMISTRY AND HAEMATOLOGY

Supplies necessary to:
Measure blood glucose
M easure haemoglobin (or haematocrit [erythrocyte volume fraction])
Measure serum hilirubin
Perform cerebrospinal fluid cell count
Perform serologic test for syphilis

MICROBIOLOGY

Supplies necessary to perform:
Culture and sensitivity on samples of blood, pus, and cerebrospinal fluid
Gram stain

BLOOD BANK

Fresh whole blood, including type O, Rh-negative blood
Supplies necessary to perform:

Blood type and cross-match

Coombs test

NEWBORN SPECIAL CARE UNIT

NON-PATIENT-CARE AREAS

Areafor preparing 1V fluid and drugs
Refrigerator and/or freezer

Storage space for supplies

Torch with extra batteries and bulb

PATIENT-CARE AREAS

Blankets, bed linen, baby clothes (or cloth for wrapping), hats, and napkins
Chair for mother (comfortable for breastfeeding)

Cots for newborn babies

Facilities for handwashing

Heat source
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Light source

Oxygen supply (e.g. from a cylinder, oxygen concentrator, or wall outlet) and
aflow metre allowing flow aslow as 0.5 litres per minute

Room thermometer

Wall clock

EQUIPMENT

Face masks for resuscitation (sizes 0 and 1)

Incubators

IV poles

Phototherapy unit

Radiant warmers

Sdlf-inflating resuscitation bag, newborn-size

Stethoscope

Suction apparatus

Thermometers (including a rectal thermometer that measures as low as 25 °C)
Weighing scale with 5- to 10-g increments

SUPPLIES

TUBES AND CATHETERS

Gastric tubes (3.5-F, 5-F, and 8-F) with caps
Suction catheters
Umbilical vein catheter

METHODS OF ADMINISTERING OXYGEN

Head box
Nasal catheter (6-F and 8-F)
Nasal prongs (1-mm and 2-mm)

IV LINE

Butterfly sets (22- to 25-gauge)
Cannulas (22- to 25-gauge)

IV tubing

Microdropper

Stopcocks (two-way or three-way)

INJECTIONS

Needles (21- to 27-gauge)
Syringes (1- to 10-ml)
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INSTRUMENTS

Blades and handles
Forceps (e.g. artery, dissecting, tissue)
Needle holder

TESTS

Capillary tubes

Collection tubes appropriate for sample (blood, pus, and cerebrospinal fluid)
Glucose paper reagent strips

Lancet

FEEDING AND BREASTFEEDING

Breast-milk substitute for term and preterm babies
Containers for storing expressed breast milk

Cups, cups and spoons, or other devices for feeding
Utensils and containers for preparing breast-milk substitute

OTHER

Adhesive strapping or thin paper tape
Arm board

Cord ties

Cotton-wool balls

Drapes

Gauze bandage

Splints

Suture

Swabs

RECORDS

Laboratory dips

Log book

Medical records, growth charts, referral and feedback forms
Other prescribed forms

INFECTION PREVENTION

FACILITIES FOR HANDWASHING

Running/clean water
Soap and/or alcohol-based handrub
Towels
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GLOVES

Clean examination gloves
Heavy rubber or latex utility gloves
High-level disinfected or sterile gloves

SKIN PREPARATION

Antiseptic solution (e.g. 2.5% polyvidone iodine, 4% chlorhexidine
gluconate, 60% to 90% ethy! or isopropy! acohol)

WASTE DISPOSAL

Leakproof container for contaminated waste
Puncture-proof container for sharps disposal
Receptacle for soiled linens and napkins

CLEANING AND DISINFECTION

Areafor cleaning and disinfecting equipment and supplies
Disinfectant solution (e.g. 0.5% chlorine bleach, 2% glutaraldehyde)
Instrument sterilizer

DRUGS

0.5% gentian violet

1% tetracycline hydrochloride ointment

10% glucose solution

Ampicillin

Antitetanus immunoglobulin (human)

Arachis (or vegetable) oil

Benzathine benzylpenicillin (or procaine benzylpenicillin)

Benzylpenicillin

Oral iron preparation

Eye prophylaxis (e.g. 1% silver nitrate, 2.5% polyvidone iodine, or 1%
tetracycline ointment)

Cefotaxime

Ceftriaxone

Ciprofloxacin

Cloxacillin

Diazepam

Gentamicin

Isoniazid

Lignocaine

Nevirapine

Normal saline (or Ringer’ s lactate)
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Nystatin cream

Oral rehydration solution
Paraldehyde

Phenobarbital

Phenytoin

Vitamin K, (phytomenadione)
Zidovudine (AZT)

VACCINES

Tuberculosis (BCG)

Diphtheria, pertussis, and tetanus (DPT)
Hepatitis B (HBV)

Poliomyelitis (OPV)

Tetanus (tetanus toxoid)
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INDEX

Abdomen, assessment of, F-18
Abdominal distension
differential diagnosis, F-101 to
F-103
management, general, F-100
findings, F-99 to F-100
skin and mucous membrane
problems and, F-128
ABO blood groups
incompatibility in, F-77, F-80,
F-81, F-113
family history of, F-77
jaundice and, F-78
Abrasions, skin, F-132 to F-133
Abscess
diagnosis of, F-128
management, F-130 to F-131
incision and drainage of
procedure, P-43to P-44
supplies, P-43
Activity, reduced, F-87
Admitting baby to hospital, F-21 to
F-22
Admitting mother to hospital, F-22
Air embolism, IV infusions and, P-22,
P-26
Alertness, level of
assessment of, F-14
Alternative feeding methods, C-14 to
C-15
by cup, cup and spoon, or other
device, C-16to C-18
by gastric tube, C-18to C-19
by hand-expressing breast milk into
baby’s mouth, C-18
Ampicillin
dilution of, C-33
doses, C-34
Anaemia
family history of, F-77

A-15

Anaemia (Cont.)
sick or small baby and, F-119 to
F-120
Antibiotics
choice and administration of, C-31
dilutions, C-33
doses of, C-34to C-35
IM administration of, C-32
IV administration of, C-31
for specific infections, C-32
Antipyretic drugs, cautions with
hyperthermia, F-73
Antiseptic solutions, C-41
Anus, imperforate, F-153
Apnoea
management, F-52
in small baby, F-52 to F-53
swelling on scalp and, F-123
in term baby, F-53
Arm palsy, F-147 to F-148
Aseptic technique, C-40
antiseptic and disinfectant
solutions, C-41
Asphyxia
bleeding and/or pallor and, F-117
distinguishing from sepsis, F-35
management, F-44 to F-45
findings of, F-37
ongoing care, F-45 to F-46
suspected, F-39 to F-40
Axillary temperature
assessment of, F-12
measuring, P-5 to P-6
abnormal, F-69

Back, assessment of, F-18
BCG (tuberculosis vaccine), C-51
Benzathine benzylpenicillin
dilution of, C-33
doses, C-34
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Benzylpenicillin
dilution of, C-33
doses, C-34
Bilirubin, in serum
jaundice and, F-78, F-79
phototherapy and, F-86
Bilirubin encephal opathy
diagnosis of, F-81
management, F-83 to F-84
Biochemistry supplies, A-9
Birth
bleeding during, F-116, F-119
failure to breathe spontaneoudly at,
F-36, F-38
mother’ s uterine infection or fever
after
management, F-55
baby more than three days old,
F-55
gestational age 35 weeks or
more or birth weight
2 kg or more, F-55to
F-56
gestational age less than 35
weeks or birth weight
lessthan 2 kg, F-57
palor at, F-116
resuscitation at, F-36
unclean, convulsions or spasms and,
F-62
Birth defects
birth mark, F-151
cleft lip or palate, F-151 to F-152
club foot, F-152
communication, emotional support
and, C-60, C-61
extrafingers or toes, F-151
gastroschisis, F-152 to F-153
genetic, F-153
imperforate anus, F-153
vomiting and, F-100

Index

Birth defects (Cont.)
meningomyel ocoele, F-152
omphalocoele, F-152 to F-153
skin tags, F-151
spinabifida, F-152
Birth injuries, F-145
differential diagnosis, F-147
management
arm palsy, F-147 to F-148
facia palsy, F-147, F-148
fractures, F-148 to F-150
Birth mark, F-151
Bleeding, F-113
differential diagnosis, F-115 to
F-118
management
coagulopathy, F-119
generd, F-114
haemorrhagic disease of the
newborn baby, F-119
obstetric causes, F-119
ongoing, F-120
intraventricular, convulsions and,
F-66
Blisters, F-127, F-128, F-129 to F-130
Blood
clinical use of, C-477
in stool, F-102, F-115, F-117
in vomitus, F-99, F-101, F-102
swallowed maternal
diagnosis of, F-102
management, F-105 to F-106
Blood bank supplies, A-9
Blood groups. see ABO blood groups
Blood samples
procedure, P-9
about, P-9
bleeding and/or pallor and, F-113,
F-118
Blood transfusion
procedure, P-31 to P-32
monitoring, P-31
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Blood transfusion (Cont.)
principles of, C-47
reducing risks of, C-47 to C-48
screening for infectious agents,
C-48to C-49
Body temperature
abnormal
differential diagnosis, F-70
management
hyperthermia, F-73 to F-75
moderate hypothermia, F-72
to F-73
severe hypothermia, F-71 to
F-72
findings, F-69
assessment, F-12
maintaining normal
genera principles, C-1
methods for warming and, C-2 to
C-9
incubator, C-4, C-7to C-8
other, C-5, C-9
radiant warmer, C-3, C-5to
C-6
skin-to-skin contact, C-2, C-5
warm room, C-4, C-8to C-9
measuring
procedure, P-5
axillary, P-5to P-6
frequency, C-2
rectal, P-6 to P-7
supplies, P-5
Breast-milk substitutes, C-19 to C-20
mother with HIV and, F-160, F-161
to F-162
Breastfeeding
difficulty
differential diagnosis, F-95
general management, F-94
findings, F-93 to F-94
exclusive
genera principles, C-11to C-14

A17

Breastfeeding (Cont.)
positioning and attachment for,
C-12to C-14
twins, C-14
hand-expressing breast milk into
baby’s mouth, C-18
kangaroo mother care and, F-32 to
F-33
mother with HIV and, F-160 to
F-161
small baby, F-24 to F-26
Breathing difficulty
classification of, F-49
immediate management
gasping, F-5to F-6
less than 20 breaths per minute,
F-5to F-6
not breathing at al, F-5to F-6
general management, F-48
apnoea
in small babies, F-52 to F-53
in term babies, F-53
congenital heart abnormality and,
F-52
mild, F-49, F-51 to F-52
moderate, F-49, F-50 to F-51
severe, F-49 to F-50
asfinding of sepsis and asphyxia,
F-37
findings, F-47
resuscitating baby who was
breathing, P-1 to P-4
Breech baby
arm palsy and, F-147
normal resting posture of, F-146
Bruises/bruising
With trauma at birth, F-15
Without trauma at birth, F-115
Butterfly set
IV line placement using, P-21 to
P-24
securing placement of, P-23 to P-24
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Butterfly set (Cont.)
venepuncture using, P-10

Cannula
IV line placement using, P-21 to
P-24
securing placement of, P-23
Capillary blood sample
procedure, P-11 to P-12
supplies, P-11
Caput succedaneum
diagnosis of, F-122
management, F-124 to F-125

Catheters, A-10
infection prevention processing,
C-43
nasal

for oxygen administration, C-27
umbilical vein, P-25 to P-27
Cefotaxime
dilution of, C-33
doses, C-34
Ceftriaxone
dilution of, C-33
doses, C-34
Cellulitis
diagnosis of, F-128
management, F-130 to F-131
Cephal ohaematoma
diagnosis of, F-122
management, F-124 to F-125
Chest indrawing, F-47
Chignon
diagnosis of, F-122
management, F-124 to F-125
Chlamydia, conjunctivitis due to
diagnosisof, F-141
management, F-142 to F-143
Choking while feeding
differential diagnosis, F-95
general management, F-94

Index

Circumcision, blood from site of,
F-115
Clavicle, fracture of, F-150
Cleft lip or palate, F-151 to F-152
Clinical record, A-1to A-2
Clothing
protective, infection prevention
and, C-39to C-40
Cloxacillin
for injection
dilution of, C-33
doses, C-35
for oral administration
dilution, C-33
doses, C-35
Club foot, F-152
Coagul opathy
diagnosis of, F-115
management, F-119
Colour, assessment of, F-11
Communication
for transfer of sick or small baby,
C-64
with mother and family
about baby who is dying or has
died, C-61 to C-62
about baby with birth defects,
C-60, C-61
about baby with
neurodevel opmental
problems, C-60
genera principles of, C-57
Congenital heart abnormality, F-52
Congenital syphilis, F-36, F-37
management, F-46
selection of, F-38, F-41
Conjunctivitis, F-140
differential diagnosis, F-141
management
chlamydiaand, F-142 to F-143
gonorrhea and, F-142
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Conjunctivitis, F-140 (Cont.)
Staphylococcus aureus and,
F-142
Convulsions, F-59
differential diagnosis, F-62 to
F-63
initial management, F-64
ongoing care after, F-65 to F-66
descriptions of, F-60
findings, F-59
intraventricular bleeding and, F-66
jitteriness or, F-61
multiple findings with, F-42
tetanus and, F-66 to F-68
Coombs test
bleeding and, F-116
for jaundice, F-78
jaundice and, F-80
Coughing while feeding
differential diagnosis, F-95
general management, F-94
Cuts, in skin, F-132
Cyanosis, central, C-30, F-47

Death certificate, A-6 to A-7
Death of baby, communication,
emotional support and, C-61 to
C-62
Dehydration
diarrhoea and, F-107, F-108
IV fluid and, C-23
Diabetes, asymptomatic baby of
mother not treated for, F-156 to
F-157
Diarrhoea, F-107
differential diagnosis, F-109 to
F-110
general management, F-108
bleeding and, F-117
findings, F-107
infection prevention and, F-107
nosocomial, F-110 to F-111
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Diarrhoea, F-107 (Cont.)
oral rehydration solution (ORS) for,
F-108
Diazepam
for convulsions, cautions against,
F-64
for tetanus, F-66 to F-67
Discharge
follow-up after, C-68
policy and procedures, C-67 to
C-68
of small baby, F-33to F-34
Discharge form, A-3
Disinfectant solutions, C-41
Documenting care, A-1to A-2, F-5
Down syndrome, F-153
Drainage
of abscess, P-43to P-44
gastric tube for, P-36
Drowsiness, F-87
Drugs
essential supplies of, A-12 to A-13
for transfer of sick or small baby,
C-64
Dying baby, communication,
emotional support and, C-61 to
C-62

Edema. see Oedema
Emergency signs
immediate management, F-5 to
F-6
Emotiona reactions, factorsin, C-57
to C-58
Emotional support
baby who isdying or has died, C-61
to C-62
baby with birth defects, C-60, C-61
baby with neurodevel opmental
problems, C-60
for the family, C-58 to C-59
visitation, C-59
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Erb pasy, F-147
Erythromycin, for oral administration
dilution of, C-33
doses, C-35
Examination, F-10
of abdomen and back, F-18
of birth weight, F-19
of body temperature, F-12
of colour, F-11
of eyes, F-16
of feeding, F-20
of head and face, F-17
of heart rate, F-12
immediate actions after, F-20 to
F-21
of limbs, F-14 to F-15
of mouth and nose, F-18
of muscle tone and level of
alertness, F-14
of posture and movements, F-12 to
F-13
of respiratory rate, F-11
of skin, F-15to F-16
of umbilicus, F-16
of urine and stool, F-19
Expressed breast milk
feeding, C-14to C-15
by cup, cup and spoon, or other
device, C-16 to C-18
by gastric tube, C-18to C-19
hand-expressing into baby’s
mouth, C-18
Expressing breast milk, C-15to C-16
Eyelids, sticky, F-140
Eyes
assessment of, F-16
prophylaxis, F-21
red, swollen, or draining pus, F-139
differential diagnosis, F-141
general management, F-139 to
F-140
chlamydia and, F-142 to F-143

Index

Eyes, red, swollen, or draining pus
(Cont.)
gonorrheaand, F-142
gram stain or culture and
sensitivity not possible,
F-143
Staphylococcus aureus and,
F-142

Face
assessment of, F-17
palsy of, F-147, F-148
Face mask, for oxygen administration,
C-28
advantages and disadvantages, C-26
Facial palsy, F-147, F-148
Feedback form, A-5
Feeding, C-11. see also Breastfeeding
assessment of, F-20
breast-milk substitutes, C-19 to
C-20
mother with HIV and, F-161 to
F-162
cleft lip or palate and, F-151 to
F-152
combining IV fluid and, C-23
diarrhoea and, F-107, F-108
difficulty
differential diagnosis, F-94 to
F-95
general management, F-94
findings, F-93 to F-94
inadequate weight gain and, F-96
to F-98
incorrect positioning and
attachment, F-96
small baby, F-96
twins, F-96
equipment and supplies, A-11
expressed breast milk, C-14 to C-15



Index

Feeding, expressed breast milk (Cont.)
by cup, cup and spoon, or
other device, C-16 to
C-18
by gastric tube, C-18to C-19
hand-expressing into baby’s
mouth, C-18
gastric tube for, P-36, C-18 to C-19
mother with HIV and, F-160 to
F-162
during phototherapy, F-85
vomiting and, F-99
Feet. see Foot
Femur, fracture of, F-150
Fever during labour or after giving
birth
management, F-55
baby more than three days old,
F-55

gestational age 35 weeks or more

or hirth weight 2 kg or
more, F-55to F-56
gestational age less than 35

weeks or birth weight less

than 2 kg, F-57
in a baby with multiple findings,
F-37
Findings. see Examination; Multiple
findings
Fingers, extra, F-151
Floppiness, F-87
Fluctuant swelling
onscap, F-121, F-122
on skin, F-127, F-128, F-130 to
F-131
Fluid
bleeding and/or pallor and, F-114,
F-120
for shock, F-2
IV (intravenous), C-20
administration of, C-21

A-21

Fluid (Cont.)
choices of, C-20to C-21
combining feeding and, C-23
electrolytes and, C-21
monitoring babies receiving,
C-22to C-23
volumes of fluid and feeds
during first days of life,
C-22
for transfer of sick or small baby,
C-64
Fontanelle, bulging anterior
multiple findings with, F-42
Foot, club, F-152
Fractures, F-147, F-148 to F-149
diagnosis of, F-147
general management, F-148 to
F-149
G6PD (glucose-6-phosphate
dehydrogenase) deficiency
bleeding and/or pallor and, F-116
jaundice and, F-80, F-81, F-82
Gasping
immediate management, F-5to
F-6
Gastric irritation
diagnosis of, F-103
management, F-106
Gastric tubes
essential supplies of, A-10
feeding difficulty and, F-94, F-95
for feeding expressed breast milk,

C-18to C-19
infection prevention processing,
C-43
inserting, P-33
procedure, P-33 to P-36
supplies, P-33

Gastrointestinal malformation or
obstruction
diagnosis of, F-102
management, F-105
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Gastroschisis, F-152 to F-153
Genetic birth defects, F-153
Gentamicin
dilution of, C-33
doses, C-35
Gloves
essential supplies of, A-12
protective, infection prevention
and, C-39to C-40
Glucose, in blood
bleeding and/or pallor and, F-114
convulsions or spasms and, F-59,
F-62
IV fluid and, C-22
low
management
less than 25 mg/dl, F-91
less than 45 mg/dl but at least
25 mg/dl, F-92
measuring frequency after
normal reading, F-92
multiple findings with, F-36
measuring, P-13
Glucose-6-phosphate dehydrogenase
(G6PD)
deficiency, F-81 to F-82
bleeding and/or pallor and,
F-116
family history of, F-77, F-113
jaundice and, F-78, F-80
Gonorrhea
conjunctivitis dueto, F-141, F-142
Gram stain not possible, pus draining
from eyes and, F-143
Growth, assessing
genera principles, C-53
Grunting on expiration, F-47

Haematocrit
transfusion determinations and,
F-114

Index

Haematology, supplies, A-9
Haemoglobin
level of, transfusion determinations
and, F-114
Haemolysis, F-116
Haemolytic jaundice
diagnosis of, F-80
management, F-81 to F-83
family history of, F-77
Haemorrhagic disease of the newborn
diagnosis of, F-115
management, F-119
Hand(s)
immobilizing for IV line, P-23
IV line placement in, P-22
HBV (hepatitis B vaccine), C-52
Head
assessment of, F-17
increasing circumference of, F-123,
F-124
moulding of, F-121
Head box, for oxygen administration,
C-27to C-28
advantage and disadvantages, C-26
infection prevention processing,
C-43
Heart rate
assessment of, F-12
swelling on scalp and, F-123
Heel prick for blood sample
procedure, P-11 to P-12
supplies, P-11
Hepatitis B, asymptomatic baby of
mother not treated for, F-155
Hepatitis B vaccine (HBV), C-52
History, medical
of baby, F-7to F-8
of labour and birth, F-9
of mother, F-8 to F-9
of the pregnancy, F-8 to F-9
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HIV, mother with
antiretroviral therapy and, F-159 to
F-160
feeding and, F-160 to F-162
general management, F-159
Hospital laboratory facilities
essential equipment, supplies, and
drugsfor, A-9
Humerus, fracture of, F-149 to F-150
Hyperglycaemia, C-22 to C-23
Hyperthermia
diagnosis of, F-70
management, F-73to F-75
Hypothermia
diagnosis of, F-70
management
moderate, F-72 to F-73
severe, F-71to F-72

I11-looking baby, F-87
Immunizations
genera guidelines, C-51
hepatitisB (HBV), C-52
poliomyelitis (OPV), C-52
for staff, C-38
tuberculosis (BCG), C-51
Imperforate anus, F-153
Incubator
abnormal body temperature and,
F-69, F-73
advantages and disadvantages of,
C-26
infection prevention processing,
C-43
for oxygen administration, C-28
recommended temperatures, C-7

for warming and maintaining baby’s

body temperature, C-4, C-7
to C-8
Infection(s)
nosocomial, C-45 to C-46
diarrhoea, F-111

A-23

Infection(s) (Cont.)

eyes, F-140

skin, F-129

umbilicus, F-136
people as sources of, C-38
skin, F-128, F-129 to F-130
umbilicus

local, F-137

severe, F-136 to F-137

Infection prevention

additional methods, C-45
aseptic technique, C-40 to C-41
antiseptic and disinfectant
solutions, C-41
multi-use vials, C-40 to C-41
blood transfusion screening, C-48
to C-49
cleaning and disinfection, essential
supplies, A-12
diarrhoea and, F-107
eyesand, F-139
genera principles, C-37
gloves, A-12
protective, C-39 to C-40
handwashing, C-38 to C-39
essential facilitiesfor, A-11
housekeeping and waste disposal,
C-43to C-44
instruments and equipment
processing guidelines, C-42 to
C-43
safe handling of sharps, C-42
IV administration sets and fluid
bags and, P-24
of nosocomial infections, C-45 to
C-46
protective clothing for, C-39
routine care practices, C-37 to C-38
skin infections in babies and, F-127
skin preparation, essential supplies
for, A-12
umbilicus and, F-135
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Infection prevention (Cont.)
waste disposal, essential supplies
for, A-12
Injections
essential equipment and supplies,
A-10
intradermal, P-19 to P-20
intramuscular (IM), P-15to P-17
intravenous (1V), P-17 to P-18
International Medical Certificate of
Cause of Death, A-6to A-7
Intraventricular bleeding
diagnosis of, F-63
management, F-66
[rritability, F-87
IV (intravenous) fluid, C-20
administration of, C-21
choices of, C-20to C-21
combining feeding and, C-23
monitoring babies receiving, C-22
to C-23
for shock, F-2
volumes and feed during first days
of life, C-22
IV (intravenous) line
for emergency signs, F-1
essential equipment and supplies
for, A-10
establishing, P-21
intraosseous infusion, P-27
procedure, P-28 to P-30
supplies, P-28
peripheral, P-21
procedure, P-21 to P-24
supplies, P-21
umbilical venous catheterization,
P-25
procedure, P-25 to P-27
supplies, P-25

Index

Jaundice
differential diagnosis, F-80 to
F-81
initial management, F-78
bleeding and/or pallor and, F-116
clinical estimation of severity of,
F-78to F-79
congenital syphilis and, F-46
convulsions or spasms and, F-59
family history of, F-80, F-116
findings, F-77
swelling on scalp and, F-124
treatment based on serum bilirubin
level, F-79
Jitteriness, F-87

Kangaroo mother care (KMC), F-30 to
F-34
discharge and follow-up, F-33 to
F-34
monitoring the baby during, F-33
for warming and maintaining baby’s
body temperature, C-3
what mother needs to know, F-31 to
F-33
beginning, F-31 to F-32
breastfeeding, F-32 to F-33
daily life, F-33
Kernicterus
diagnosis of, F-81
management, F-83 to F-84
Klumpke palsy, F-147

Labour
bleeding during, F-116
complicated, difficult, or prolonged,
F-36, F-37
fever during, F-55
management, F-55
baby more than three days old,
F-55



Index

Labour, fever during (Cont.)
gestational age 35 weeks or
more or birth weight 2
kg or more, F-55 to
F-56
gestational age less than 35
weeks or birth weight
lessthan 2 kg, F-57
Lethargy, F-87
drug-induced
diagnosis of, F-89
management, F-89
Light, for jaundice observation, F-77
Limbs, assessment of, F-14 to F-15
Lips
blue, F-47
oxygen administration and colour
of, C-30
Liver, enlarged
family history of, F-80, F-116
Log book, A-8
Low blood glucose
management
less than 25 mg/dl, F-91
less than 45 mg/dl but at least 25
mg/dl, F-92
measuring frequency after normal
reading, F-92
Lumbar puncture
procedure, P-37 to P-40
lying position for, P-38
site of, P-39
sitting position for, P-38
supplies, P-37

Meconium
in amniotic fluid, F-47
not passing within 24 hours after
birth, F-19

A-25

Meningitis
management, F-43
suspected, F-42
Meningomyelocoele, F-152
Microbiology, essential supplies, A-9
Mother. see also Breastfeeding
noticing changesin baby’s
condition, F-21
cracked nipples, vomiting baby and,
F-102
expressing breast milk, C-15to
C-16
with fever during labour or after
birth, F-55
baby with multiple findings and,
F-37
with rupture of membranes for more
than 18 hours before birth,
F-55
baby with multiple findings and,
F-37
tetanus immunization, baby’s
convulsions or spasms and,
F-59
with uterine infection during labour
or after birth, F-55
baby with multiple findings and,
F-37
Mouth
assessment of, F-18
thrush in, F-128, F-131
white patches on inside of, F-128
Movements, assessment of, F-12 to
F-13
Mucous membrane problems
differential diagnosis, F-128
management
thrush, F-131
Multiple findings, F-35
categorizing, F-36, F-37
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Multiple findings (Cont.)
management
asphyxia, F-44 to F-46
congenital syphilis, F-46
meningitis, F-43
selection of, F-38 to F-41
sepsis, F-41 to F-43
Muscle tone, assessment of, F-14

Napkin area, thrush in, F-128, F-131
Nasal catheter, for oxygen
administration, C-27
advantages and disadvantages, C-25
Nasal discharge, F-37
Nasal gastric tube, inserting, P-33
procedure, P-33 to P-36
Nasal prongs, for oxygen
administration, C-26 to C-27
advantages and disadvantages, C-25
Necrotizing enterocolitis
diagnosis of, F-101
management, F-104 to F-105
Neurodevel opmental problems, baby
with
communication, emotional support
and, C-60
Newborn specia care unit
cleaning guidelines, C-44
housekeeping and waste disposal,
C-43to C-44
non-patient-care areas
equipment and supplies, A-9
patient-care areas, A-9 to A-10
drug supplies, A-12 to A-13
equipment, A-10
furnishings, A-9to A-10
supplies, A-10to A-13
feeding, A-11
infection prevention, A-11 to
A-12
for injections, A-10

Index

Newborn special care unit, patient care
areas (Cont.)
instruments, A-11
for 1V lines, A-10
other, A-11
for oxygen administration,
A-10
tests, A-11
catheters, A-10
vaccine supplies, A-13
Non-specific signs
differential diagnosis, F-89
general management, F-87 to F-88
Nose. see also under Nasal
assessment of, F-18
Nosocomia infections, C-45 to C-46
diarrhoea, F-111
eyes, F-140
skin, F-129
umbilicus, F-136

Obstetric causes, blood |oss from
diagnosis of, F-116
management, F-119

Oedema
generalized

bleeding and/or pallor and,
F-116

jaundice and, F-80

skin and mucous membrane
problems and, F-128

Omphalocoele, F-152 to F-153

Ongoing care, F-2to F-3

Opisthotonos, F-12, F-60
multiple findings with, F-42

OPV (poliomyelitis vaccine), C-52

Oral gastric tube, inserting, P-33
procedure, P-33 to P-36

Oral rehydration solution (ORS)
for diarrhoea, F-108

Overhydration
IV fluid and, C-23



Index

Oximeter, C-29
Oxygen administration, C-25 to C-26
essential equipment and supplies,
A-10
methods, C-25 to C-26
monitoring baby’ s response to,
C-29t0 C-30
sources for, C-28 to C-29

Pain
limb movement and, F-147
swelling on scalp and, F-122
Paladai, for feeding expressed breast
milk, C-16 to C-18
Pallor
differential diagnosis, F-115 to
F-118
general management, F-119 to
F-120
findings, F-113
swelling on scalp and, F-123
without history of bleeding, F-114
Pallor of unknown origin, F-119 to
F-120
Peeling skin, F-16
Phenobarbital
cautions against diazepam with,
F-64
Phototherapy
procedure, F-85to F-86
for early or serious jaundice, F-78
to F-79
IV fluid and feed volumes and,
C-22
preparation of unit for, F-84
Plan of care, F-2, F-3
Poliomyelitis vaccine (OPV), C-52
Posture, assessment of, F-12 to F-13
Pregnancy
diabetes during, F-156
hepatitis B during, F-155
HIV during, F-159

A-27

Pregnancy (Cont.)
medical history of, F-8 to F-9
positive syphilis test of mother
during, F-36, F-157
tuberculosis during, F-155 to F-156
vaginal bleeding during later, F-116
Prematurity, jaundice of
diagnosis of, F-80
management, F-82
Procaine benzylpenicillin
dilution of, C-33
doses, C-35
Psychological reactions, factorsin,
C-571t0 C-58
Pus
draining from eyes, F-139
differential diagnosis, F-141
general management, F-139 to

F-140
draining from umbilicus, F-135,
F-136
Pustules, skin, F-127, F-128, F-129 to
F-130
severe infection of umbilicus and,
F-137

Radiant warmer
abnormal body temperature and,
F-69, F-73to F-74
infection prevention processing,
C-43
IV fluid and feed volumes and,
C-22
for warming and maintaining baby’s
body temperature, C-3, C-5
to C-6
Rashes, blistering skin, F-37
RDS (respiratory distress syndrome),
F-49
moderate breathing difficulty due
to, F-51
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Record keeping, A-1
clinical record, A-1to A-2
death certificate, A-6 to A-7
discharge form, A-3
feedback form, A-5
log book, A-8
referral form, A-4
supplies, A-11
Rectal paraldehyde, administration of
procedure, P-41
supplies, P-41
Rectal temperature
measuring, P-6 to P-7
Reddened skin, F-127, F-128
local infection of umbilicus and,
F-136, F-137
Reduced activity, F-87
Referral
communication procedures, C-64
preparation for, C-63
Referra form, A-4
Regurgitating since first attempt to
feed
differential diagnosis, F-94 to
F-95
general management, F-94
Resistance, to umbilical vein catheter,
pP-27
Respiratory distress syndrome (RDS),
F-49
moderate breathing difficulty due
to, F-51
Respiratory rate
assessment of, F-11
less than 30 breaths per minute,
F-47, F-48
more than 60 breaths per minute,
F-47, F-48, F-49
swelling on scalp and, F-123

Index

Resuscitating baby who was breathing
procedure, P-1to P-4
care after, P-4
equipment and supplies, P-1
infection prevention processing,
C-43
opening the airway, P-1to P-2
Resuscitation of baby at birth, F-36,
F-38
Rhesus (Rh) factor
bleeding and/or pallor and, F-116
jaundice and, F-78, F-80
Ringer’s lactate
for shock, F-2
when blood is unavailable, C-47
Rupture of membranes
more than 18 hours before birth
management, F-55
baby more than three days old,
F-55
gestational age 35 weeks or
more or birth weight
2 kg or more, F-55to
F-56
gestational age less than 35
weeks or birth weight
lessthan 2 kg, F-57

Saline solution
for shock, F-2
when blood is unavailable, C-47
Scalp, swelling on, F-121
differential diagnosis, F-122
management, F-123 to F-125
findings, F-121
Scalp vein
IV line placement in, P-22
Sepsis
findings, categories of, F-37
management, F-41 to F-43
selection of, F-38 to F-40
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Sepsis (Cont.)
diarrhoea and, F-107
jaundice associated with, F-80
Sharp instruments
safe handling of, C-42
Shock
immediate management, F-5to
F-6
bleeding and/or pallor and, F-114
intravenous fluid for, F-2
swelling on scalp and, F-124
Sick baby
rapid assessment, F-5to F-6
anaemiaof, F-118, F-119
feeding and fluid management
1.25t01.49 kg, F-29
1.5t0 1.749 kg, F-29
1.75to 2.5 kg, F-28
less than 1.25 kg, F-30
Silver nitrate drops
chemical irritation due to, F-139,
F-141
for eye prophylaxis, F-21
Skin
assessment of, F-15to F-16
problems
differential diagnosis, F-128
management
abrasions, F-132 to F-133
cellulitis/abscess, F-130 to
F-131
cuts, F-132
infections, F-129 to F-130
thrush, F-131
findings, F-127 to F-128
Skin tags, F-151
Skin-to-skin contact
for warming and maintaining baby’s
body temperature, C-5
Small baby, F-23, F-36. see also Sick
baby
anaemiaof, F-118, F-119

A-29

Small baby (Cont.)
apnoeain, F-52 to F-53
breathing difficulty in, F-49
discharge and follow-up, F-33 to
F-34
feeding and fluid management
genera principles of, F-24 to
F-30
without mgjor illness
1.25t01.49 kg, F-27
1.5t0 1.749 kg, F-27
1.75to 2.5 kg, F-26 to F-27
lessthan 1.25 kg, F-27 to F-28
feeding difficulty, F-93, F-95, F-96
kangaroo mother care, F-30 to F-33
multiple findings with, F-36, F-37,
F-38, F-40to F-41
weight gain and feeding after seven
days of age, F-30
Snuffles, F-37
Spasms, F-59
differential diagnosis, F-62 to
F-63
management for tetanus, F-66 to
F-68
descriptions of, F-60, F-61
findings, F-59
jitteriness or, F-61
Spinabifida, F-152
Spleen, family history of removal of,
F-80, F-116
Spontaneous bleeding. see Bleeding
Staphylococcus aureus, conjunctivitis
from, F-141, F-142

Stethoscopes
infection prevention processing,
C-43
Stool

assessment of, F-19
blood in, F-102, F-115, F-117
diarrhoea and, F-107
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Subaponeurotic (subgaleal)
haemorrhage, F-122, F-123 to
F-124

Sun exposure
abnormal body temperature and,

F-69
Swallowed maternal blood
diagnosis of, F-102
management, F-105 to F-106
Swelling
on scalp, F-121
differential diagnosis, F-122
management, F-123 to F-125
findings, F-121

on skin, F-127, F-128, F-136

of skin over bone, F-147

Syphilis

asymptomatic baby and, F-157
mother not treated
congenital, F-36, F-37
management, F-46
selection of, F-38, F-41
positive test of mother during
pregnancy, F-36, F-157

Syringes
essential supplies of, A-10
infection prevention processing,

C-43

Temperature. see also Body
temperature
ambient, feeding difficulties and,
F-97
Tender abdomen
abdomina distension and, F-110
bleeding and/or pallor and, F-117
diarrhoea and, F-110
vomiting and, F-101
Tender swelling on skin, F-127, F-128
Tetanus
diagnosis of, F-62
management, F-66 to F-68

Index

Tetanus (Cont.)
ongoing care, F-67 to F-68
Thermometers
infection prevention processing,
C-43
for measuring body temperature,
P-5
Thrush

diagnosis of, F-128
management, F-131
Toes, extra, F-151
Tongue
blue, F-47
cyanosis and, C-29, C-30
white patches on, F-128
Transfer and referral
care during, C-65
communication procedures, C-64
preparation for, C-63
equipment, supplies, drugs, and
fluid for, C-64
Tuberculosis, asymptomatic baby of
mother not treated for, F-155 to
F-156
Tuberculosis vaccine (BCG), C-51
Twins
bleeding and/or pallor and, F-113,
F-116
breastfeeding, C-14
feeding difficulty, F-95, F-96

Umbilical vein catheterization
procedure, P-25 to P-27
equipment and supplies, P-25
Umbilicus
assessment of, F-16
bleeding from, F-115
red and swollen, draining pus, or
foul smelling, F-135
classification of severity of
infection, F-136
management, F-136 to F-137
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Umbilicus (Cont.)
unclean or harmful substances
applied to, F-62, F-136
Unconscious, F-14, F-37
Urine
assessment of, F-19
blood in, F-115

Vaccines
essential supplies of, A-13
genera guidelines, C-51
hepatitisB (HBV), C-52
poliomyelitis (OPV), C-52
for staff, C-38
tuberculosis (BCG), C-51
Vaginal bleeding during later
pregnancy/birth, F-116
Venepuncture
procedure, P-9to P-11
needle and syringe or butterfly set,
P-10
needle without syringe, P-10 to
P-11
sites, bleeding from, F-115
suppliesfor, P-9
Visitation, C-59
Vitamin K, F-21
bleeding and, F-6
Vomiting
differential diagnosis, F-101 to
F-103
general management, F-100
gastric irritation, F-106
necrotizing enterocolitis, F-104
to F-105
suspected gastrointestinal
malformation or
obstruction, F-105
swallowed maternal blood,
F-105 to F-106
bleeding and/or pallor and, F-117,
F-118

A-31

Vomiting (Cont.)
cause not determined, F-103 to
F-104
findings, F-99
Vomitus
frothy or with bile or blood, F-99,
F-101, F-102

Warm room, C-4, C-8to C-9
Weighing technique, C-53 to C-54
Weight
of babiesreceiving IV fluid, C-23
growth monitoring and, C-53
measurement at birth of, F-19
recording, C-54 to C-55
example, C-56
Weight gain
and feeding after seven days of age
in small baby, F-30
inadequate, F-93
diagnosis of, F-95
management, F-96 to F-98
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