ORIENTATION TO YOUR NORMAL NURSERY/DELIVERY ROOM BLOCK
GENERAL INTRODUCTION:

Welcome to your normal nursery rotation.  This booklet is to orient you and review some of the more important issues that you will confront.  Please try to read it in entirety before starting your rotation.

One intern and one senior resident will be assigned to the normal nursery for 1-2 blocks each of their 3 years of training, a total of 4-5  blocks.  The interns’ goal is to learn everything about normal newborns by being the primary physician for every newborn born during your block.  The senior resident is in charge of “clinical decisions” in the normal nursery (under the supervision of the neonatal attending assigned during the weekdays to the normal nursery), and with teaching and supervising the intern.  Sometimes, you will find as you grow as a “supervisor”, by watching your “supervising” attending and neonatal nurse clinicians, that sometimes the best “clinical” decision is to do a couple admissions yourself, or draw the blood yourself (especially if the intern has already tried the blood draw themselves)…not just to demand that the intern do all the work.  Good clinical care in the hospital is a team effort.  In general, the mother baby nurses will contact the 2208 beeper first for any issues that require medical attention.  

Each intern and resident should use their time in the normal nursery to think as “general pediatricians”, which is best thought of as “preventive care”…which includes measures to ensure bonding, promote breastfeeding, and get them back to the pediatrician for a clinic visit within a week of discharge.  The resident will be gradually taught (in a see one do one teach one real time moment with neonatal house physicians, neonatal attending, and neonatal nurse clinicians being your teachers) the  specific procedural skills required for a general pediatrician to become board eligible,  such as delivery room resuscitation, including bag and mask ventilation, and endotracheal intubation, how to handle meconium stained amniotic fluid, umbilical artery and venous catheter insertion, chest tube insertion, and peripheral arterial line insertion.    You will become proficient at performing circumcisions independently with the OBGYN attendings as your direct supervisors. (In New York State, Medicaid pays OB to do the circumcisions; but in many states general pediatricians are the ones who perform them.  
WORK HOURS ON THE 4th FLOOR:

Normal Nursery schedule and responsibility:

Normal Nursery Intern:  One “long” shift, 3 of the 4 weeks,  7am Sundays to 8am Mondays, the rest 12 hour shifts,  6:30am-6:30pm, Tuesday through Friday.  On post-call Mondays, the intern is expected to attend any 8am lectures, and then leave for the day, to return 6:30am on Tuesday.  The intern gets one full weekend off per block, usually the last one.  The normal nursery intern is responsible for all normal newborn admissions born before 5:30pm, and must attend all deliveries until 6:20pm, when the intern signs out to the neonatal nurse clinician covering the normal nursery for the night.  Sign-out in the normal nursery (usually with the neonatal nurse clinicians covering the normal nursery the night before) starts at 6:30am on weekday morings, and 7am on weekend days.  The night shift is responsible for all admissions born between 5:30-pm the night before until 5:30 am, except on Monday mornings when the cut-off is 6am, and normal nursery sign-out is at 7am,  because the senior resident who is covering the normal nursery for the day does not arrive until 7am.

Discharges on Friday and Saturday nights are done by the on-call team, usually the neonatal nurse clinicians, because the on-call team on Saturdays and Sundays has to cover the delivery room, which makes discharges get too often delayed unless they are done the night before.  The discharges on Monday morning are done by the normal nursery intern during their previous 24 hour shift, under the supervision of the general pediatrician house physician on with him/her.

Again, on the normal nursery intern’s post-call Monday, all daytime admissions after 6am are the responsibility of the normal nursery senior resident who arrives at 7am, hopefully with a day shift neonatal nurse clinician.  Normal nursery sign-out on weekday days shifts (usually Tuesday through Friday) starts at 6:30am to the normal nursery intern.    

Normal Nursery senior resident:  7am-6pm Monday through Friday.  Averages 3-4 calls in the NICU/block.  On clinic days, the Normal nursery senior resident will cover the NICU and delivery room…hopefully with the additional help of a neonatal nurse clinician that comes at noon during clinic days of senior residents.  If the normal nursery interns are in continuity clinic, the residents in the NICU may have to cover in the delivery room as well as the NICU…and even might have to do an admit note in normal nursery if there is no neonatal nurse clinician to help.

Evening normal nursery sign-out (which is much shorter usually than the NICU sign-out) occurs at 6:15 pm.  The 2208 beeper is handed to the on-call house physician or senior resident covering the NICU at 6pm.    The senior resident in normal nursery who leaves at 6pm should make sure  the intern is clear about what is important to sign-out…and should tell the senior resident/house physician/neonatal nurse clinician on a “senior to senior” level as well any REALLY important sign-outs…such as a rapidly rising bilirubin or something.  

Division of labor between the senior resident and the intern during the weekday shifts:

The intern in normal nursery is responsible for knowing every medical detail on each mother and baby in the mother-baby unit.  This doesn’t mean the intern does all the work;  if the nursery is really busy, part of the senior resident’s “supervisory” skills will include making an executive decision to divide the work in a reasonable way.  However, if the senior resident does elect to do an admission him or herself,  he/she should sign-out details to the intern so that the intern will still “own” all of the patients.  This is best done over the “data collection” book, which is the “Bible” that summarizes the important details for each newborn.  The intern must know all the pertinent details for each newborn, even the ones he has not admitted, since it is the intern’s job to sign out in detail to the on-call team before he or she leaves at 6:30pm each night.   The senior resident in the normal nursery leaves at 6pm, after he has made sure the intern understand what to sign out.  The 2208 DR beeper can be handed over to the senior resident or house physician on-call on weeknights at 6pm when the senior resident covering the normal nursery leaves.  The neonatal nurse clinician on-call at night should arrive by 6pm, so they can get sign-out from the intern/resident covering normal nursery before they leave at 6:30pm.
For each admission a complete admission note in the computer must be written in the computer using the following standard template: 
NEWBORN ADMISSION NOTE

Infant name   ----------------/ MR# -----------------

This is a ----- gram ----- week,  -------- for gestational age ------  newborn born via ----- to a -----  year old G- P-------- mother.  Mom had ---visits at -----------

MATERNAL DATA

Mother's age : 

Gravida/Para : G—P-----

LMP : 

EDC : 

EGA weeks : 

MATERNAL PRENATAL LABS  (date and result)
Maternal blood group: 

HIV : 

HbsAg : 

RPR : 

RUBELLA : 

Gc/CHLA : 

GBS : 

PPD : 

Prenatal US : 

PRENATAL COURSE : 

PRENATAL MEDICATIONS : 

MATERNAL HISTORY

OB/GYNHx : 

Allergies :

 PMHx :

 PSHx 

Fam Hx :

 Social Hx 

                                                                                             

LABOR & DELIVERY 
Mother admitted c/o : 

Admission date 

ROM date/time : 

Delivery mode :    

 Indication if C/S: 

Delivery time:  

Delivery complications:  .  

None -Apgar scores (at 1/5 minutes) : 

PHYSICAL EXAM : see UNR

Note any significant findings : WNL

ASSESSMENT :

PLAN :

1.Admit to newborn nursery.

2. Well baby care as per nursery protocol.

3. Vitamin K 1 mg IM x 1. 

4.  Erythromycin ophthalmic ointment applied once on  admission.

5. Hepatitis B vaccine 0.5 mg IM x 1 after consent obtained.

6. Newborn metabolic screen prior to discharge.

7. Newborn hearing screen prior to discharge.

8. Screening total bilirubin with metabolic screen per protocol.

9. Discuss with attending and nursing team.

NCA /  MD 

Besides writing a complete admission note including all of the above information, the intern must perform a complete admission and discharge physical on each newborn,  documenting the results in both the Uniform Neonatal Record “check-off” section, and on-line.   The senior resident should examine each newborn as well on admission and discharge, but he does not have to document this on-line unless his is the only resident physical exam.  The intern or neonatal nurse clinician on the day of discharge must write and accept as “final” one thoughtfully-edited discharge summary, that includes the results of the bilirubin done with the metabolic screen on the morning of day 3, the hearing screen (which should be done on day 2), and when the follow-up appointments are scheduled.

Timing of discharges:  We refer to the day of birth as day of life one (there is no day of life 0)…vaginal deliveries are routinely discharged on day of life 3, and C-sections on day of life 4.  Although you should access each baby daily, the critical and complete physical exams are done on admission, and on the day of discharge.  The admission physicals are best done on the warmer, since that is the best way to see everything easily.  The daily assessments and discharge physicals are best done in the mothers’ rooms, so you can ask each mom about their concerns, give advice about breastfeeding, and find out  whether the baby is stooling and urinating.
DR Coverage:

The intern covering normal nursery should attend all deliveries that require a pediatrician’s presence during their shifts.  You must always be supervised in the DR by either a senior resident, house physician, neonatal nurse clinician, or NICU attending.  During most of your  24 hour Sunday calls you will be teamed with one of our two pediatric house physicians.  During the weekdays, you will be teamed with a senior resident in the normal nursery whose assigned hours are 7am-6pm, under the supervision of the neonatal attending scheduled to cover the normal nursery for the day.   The four neonatal nurse clinicians usually team with the senior resident or house physician during the night and weekend calls, but they do work some weekday shifts when they can be asked to cover you in the delivery room. (their beeper is 1236).

 IF YOU ARRIVE AT THE DR ALONE, KNOW WHO YOUR BACK-UP COVERAGE IS AND HOW TO GET THEM TO YOUR SIDE!   Until you get oriented, the senior resident or house physician should carry the 2208 delivery room beeper, and call your personal beeper to join them in the DR.  Once you are oriented you can be the one to carry the 2208 delivery room beeper; however, while you must immediately head for the delivery room or OR once they call you, you must also beep your back-up to join you there, using the call-back number of “1666911” so they will know to join you immediately in labor and delivery.  An intern should never be alone at any delivery; so if you are carrying 2208, it is your responsibility to find out the beeper numbers of your back-up.  The 2208 beeper can be given to the senior resident or house physician on-call at 6pm when the senior resident can leave, after making sure that the intern knows all the necessary information to sign-out at 6:30pm to the nurse clinician when they leave.  If the nurse clinician has not arrived by the time the intern is to leave, they can sign out the details to the house physician.  The intern can not leave until the neonatal nurse clinician has arrived on the nights when a senior resident is on call instead of a house physician.  On Mondays, the senior resident can sign-out to the on-call team at 6pm.
For all deliveries that we know before the delivery will be admitted to the NICU  (e.g., less than 35 weeks, known severe congenital anomalies, or maternal fever), the senior resident and intern covering the NICU  can be called to assist  in the delivery room since they are getting the admission…but if they are busy in the NICU, the normal nursery team (senior resident and intern, with the supervision of the neonatal normal nursery attending or neonatal nurse clinician) are the ones primarily responsible to stabilize the child in the delivery room, and transport them to the NICU for the NICU team to take over.  Whatever happens in the delivery room must be written as a “DR note” in the computer, so that the NICU personnel who write the admit note will be able to know exactly what happened.

More about the division of labor, and what skills/curriculum the residents in the normal nursery should focus on:

The emphasis for both the intern and the senior elective covering the normal nursery/DR is the care of normal newborns.  Babies that require admission to the NICU are taken care of by the senior resident and intern assigned to the NICU during the day under the supervision of the attending covering the NICU.   Emphasis will be placed on recognizing what is normal through examining as many normal newborns as you can under the supervision of the more experienced team of neonatal nurse clinicians, house physicians, and neonatal attendings.  Interns will be taught by senior residents, and senior residents/interns will learn from house physicians and neonatal nurse clinicians,  how to draw blood and resuscitate newborns.  Any abnormal finding should be shared with the entire team to make sure that no learning possibility is missed.   

The senior resident in the normal nursery should go to the NICU to improve any “acute care” skills they have not yet become proficient in, such as  IV insertion, PCVL insertion, chest tube insertion,  needle aspiration of the chest, intubation for surfactant instillation, and UAC/UVC insertion.   General pediatricians need these skills, even if they do not plan to ever work in higher level NICUs because they have to know how to stabilize babies before the neonatal transport team arrives.  The nurse clinicians are great teachers of these types of procedures. 
In many states, circumcisions are done by the pediatricians.  Each pediatric resident will be taught by the attending obstetricians how to perform circumcisions.  After observing two, assisting in two, and independently (under direct supervision) performing five, each pediatric resident will receive a certificate that certifies them to perform circumcision without supervision.
There will be one neonatologist assigned to the normal nursery from 9-5pm Monday through Friday.   When the senior resident covering the normal nursery/DR needs help or advice, he should first call the normal nursery neonatologist.   The general pediatrician house physician spends three 24 hour calls with the normal nursery intern on Sundays.
Organization is key to success in the normal nursery.   Keeping the “data collection book” up to date is important.  If you have free time, read about normal newborn topics.  You will also receive a folder containing articles about common normal newborn topics that are mandatory reading during your month.  It is important to learn how to work as a team.   The mother baby nurse will usually first contact the intern about a concern, who should address the issue, decided on their plan, and then present the case to the senior resident.  If the senior resident is in doubt what to do, he should go to the neonatal attending covering the normal nursery for advice.  Residents should never be the only person performing physical exams on newborns; every newborn should also be examined by one of the experienced neonatal team (i.e, one of the 4 neonatal nurse clinicians, 2 house physicians, or 3 neonatal attending) to make sure nothing is missed.
Each intern and resident will be asked to present a half hour lecture during their block on a normal nursery topic.  Your topic can be one of the topics discussed in the assigned readings articles, but you should augment that information by your own independent research on-line.
Details of  General Newborn Care:
When you arrive first thing in the morning:

a) Receive sign-out from the nurse clinician or house physician on-call over night covering the normal nursery.

b) If you have the 2208 DR beeper, arrange with the senior resident or neonatal nurse clinician backing you up how to best contact them (usually by beeper) with 1666911 being the code to come immediately to L and D.

c) Check what is in the labor room (mothers with premature labor, post-date babies with meconium-stained fluid, febrile moms with prolonged rupture of membranes etc.) to minimize the amount of surprises you may get during the day.  You can even get the admit notes started since if it is obvious they will be born soon.

d) Check the delivery rooms to make sure there are endotracheal tubes, stylettes, laryngoscopes, ambu bags, masks, etc.  Sure, this is the OB nurse’s job, but you are the one that will be standing there with a blue baby and no equipment.

 
Whenever a pediatrician attends a delivery, a delivery room physical exam should be done,  paying attention especially to color (pink, blue, or pale), respiratory status, cardiovascular status, activity, and the presence of any congenital anomalies.  This should be documented in the uniform neonatal record in the delivery room physical exam column.  Any pertinent delivery room activities (i.e. suctioning meconium, ambuing, etc.) should be written in the lower right hand corner of the third page of the uniform neonatal record.  If the maternal information on the first page of the neonatal data record has not been filled out by the obstetrical nurse (i.e., maternal age, parity, recent RPR result, maternal unit number) use the time in the delivery room to write in the information yourself, Often the time in the delivery room waiting for the baby can be used to review the mother(s chart in preparation for writing the admission note.  The mother’s computer chart must be checked for prenatal problems, including reviewing all prenatal ultrasounds and lab values.
The following must be done for every admission to the normal nursery:

1. A COMPLETE ADMISSION PHYSICAL EXAM.  A complete admission physical in the first 4 hours of life, paying special attention to such things as color (don(t let a transposition slip by), heart murmur, respiratory problems such as breathing too fast (above 60 times a minute), hip dislocation, and congenital or chromosomal anomalies.  This physical exam must be recorded in the uniform neonatal record.  If the boy is male, the penis should be examined to make sure there is not hypospadius, and the penis is of adequate size; if so write (OK for circumcision( next to the genitalia exam in the uniform neonatal record.

2. REVIEW MATERNAL CHART.  Note such things as whether the mom obtained prenatal care, how many prenatal visits she had, her clinic lab data including especially an RPR, HIV  and hepatitis screen, GBS status, blood type and coombs, any illicit drug history,  abnormal events in this or previous pregnancies, when membranes were ruptured, whether there was meconium, and any other special problems during labor or delivery.  Look up every prenatal ultrasound to make sure that they didn’t find any problem that we will need to address after delivery.  Fill in the boxes on the front of each baby’s PKU form pertaining to the maternal HIV and hepatitis B status.

3. TALK TO EVERY MOTHER.

Every mother needs to sign consent for hepatitis B for the newborn.  When you approach a mother about consent, use this time to discuss any concerns that mother might have about her baby.  It is preferable that you go talk to the mother after you have done the admission physical so you can tell the mother that the baby looks beautiful (or has a bump on his head but that’s OK it will go away) or whatever you think will make her feel happy.  Encourage breastfeeding (except in HIV positive moms, of course).  Find out if mom’s other children have a pediatrician at Harlem already, so that the follow-up appointment in clinic can be made with that pediatrician.  Ask the mother if she has any questions about the baby; pretend you’re a private pediatrician and try to develop a bedside manner that will draw patients to your private practice from miles around.  Learn to ask “Do you have any questions about your baby?” in Spanish, and if that gets an eager response, try to use your Spanish, or, get the translator phone to continue the conversation.
You should also use this first interview to ask questions of the mother that weren’t covered well in the maternal chart, including asking whether she took any illicit drugs during pregnancy.  (Try to learn how to ask this in a way that might get a truthful response).  If a urine tox is to be sent, inform her of this, and tell her that the baby will not be discharged until the results are known. 

4.  Gather admission information for each newborn.
An example of the admission template was given above.  The following gives further information on what that note should include.
The most accurate gestational age should be estimated.  There are 3 ways to determine gestational age.  The first is based on the date of the first day of the last menstrual period, which can be very accurate if the mom has regular periods and was keeping close track.  A first trimester ultrasound is accurate to within 2 weeks.  If the gestational age is not clear, a Ballard estimation for gestational age should be done.  The baby’s growth parameters should be plotted to make sure the baby is appropriate for gestational age.  
Any problems during labor and delivery should be documented including an accurate and complete description of delivery room occurrences such as what type of anesthesia was used, and mention unusual  events such as a tight nuchal cord, shoulder dystocia, or need for ambuing in the delivery room.  This should be written in the Uniform Neonatal Record, as well as in the admission note.   All newborns have cord gases sent routinely under the mother’s medical record number, this should be included in the admission note.
All clinic moms will have had a syphilis screen (syphilis IgG with reflex to RPR) during the first trimester, but all moms also have a repeat screen done at delivery that needs to be recorded before the baby is discharged to make sure the baby is not at risk for congenital syphilis.  If HIV status is not known for moms in labor, an Oroquick must be sent by OB on the mom to ensure that pre-labor anti-retroviral drugs can be given.  If the mom’s blood is not sent, the baby’s cord blood can be sent (the purple top tube) for Oroquick.  It is a medical emergency to know the HIV status of all moms at delivery!

 All prenatal ultrasounds must be reviewed, as well as any prenatal consults, or subspecialty services or clinics mentioned such as chest clinic for positive PPD.  Make sure to mention any unusual events during the pregnancy in the admission note, such as glucose intolerance or hypertension, etc.

Include pertinent medical history, family history, and social history about the mother including drugs, alcohol, cigarette smoking, whether they are homeless etc.

The physical exam findings can be checked in the Uniform Neonatal Record, but any abnormal findings should be mentioned in the admit note.  At some point in the future, we may have to give up on the paper Uniform Neonatal Record (UNR), but for the moment I insist that this form continue to be filled out since it contains important information that can be difficult to find anywhere else (such as delivery room physical exam, mom’s unit number, when membranes were ruptured, and what resuscitation was needed in the delivery room for starters.)
5. HOW TO WRITE ORDERS ON THE COMPUTER:
First, remember to click on allergies, and put in “no known allergies.”  Then start the routine orders.  A short cut normal nursery set of orders is available and will be shown to you by your seniors on line during your first day.  These orders include:
Admit to normal nursery

Diet: Formula or breast milk adlib q 4

(For LGA or SGA babies  less than 2500grams or greater than 3800 grams) start early feeds and feed q 3 until d stix stable)

For LGA or SGA babies Dstix upon admission and q 3 just prior to the next feed,  until stable.

Hearing Screen

Metabolic Screen (filter paper) along with bilirubin, that will automatically be ordered for phlebotomy on day 3.
Erythromycin eye ointment X 1 upon admission

Vitamin K 1 mg IM X 1 upon admission

VS q 4h or q 8h (q 4 is used when babies need extra attention such as those with GBS positive moms, or with a heart murmur).

Hepatitis B vaccine (Engerix which is 10 mg/0.5ml).  Make sure to get mom to sign the hepatitis B consent first.
Triple Dye to umbilical cord

5. Write a CARE PLAN and PROBLEM LIST.  The senior resident or neonatal nurse clinician will demonstrate the procedure for this process.  The PROBLEM LIST must be updated at discharge to help the general pediatrician know which problems remain unresolved.
6. KEEP UP DATA COLLECTION SHEET:
All newborns should be entered on the neonatal data sheet, which is kept in the normal nursery at all times, and needs to be updated on a daily basis as soon as lab data is available.  This sheet is the responsibility of the normal nursery intern, but should be filled out by whoever admits or discharges a particular baby, which includes the on call team.  Make sure all baby’s blood types, and all pending maternal labs are filled in before discharge.
7. 24 HOUR DISCHARGE NOTICE: 
All newborns routinely go home with their moms on DOL 3 after a NSVD and on DOL 4 after a C/S, so there is no need for an additional 24 hour discharge notice in the normal nursery, unless the nurses want to do it themselves.

9.  DISCHARGE RESPONSIBILIES:

A thorough discharge physical exam has to be done within 24 hours of discharge with the results being noted in the uniform neonatal record as well as in the discharge note.  Important to note are whether the baby is jaundiced, whether a heart murmur has emerged, and whether there is good activity and perfusion.  A discharge summary using pertinent info from the admission note, as well as the hearing screen results, bilirubin result from the morning of day 3, and follow-up appointments must be completed.  If an earlier note has been accepted as partial, do not start a new discharge summary, continue the partial note and make sure to accept it as final before discharge.
The discharge order should be written on the computer by the person who does the discharge physical and writes the discharge summary, with a comment that the bilirubin be checked before the baby actually leaves.  Discharges on Saturday and Sunday mornings are the responsibility of the on-call team on Friday and Saturday nights, since there is not a “full” team available during weekend days.
Follow up appointments should be arranged for within one week of discharge.  Make sure you ask the mother if she already has a pediatrician and if they do, make sure a follow-up appointment is scheduled with them.  Try to enroll as many newborns as your can in your own continuity clinic.  The “peds appointment book” is the BIBLE for making clinic appointments.  (make sure your senior resident shows you the book, and explains how to use it).  All appointments, both in the NICU and normal nursery must be put in this book, making sure that no individual doctor gets more than one new newborn a session.  You can utilize the clerk in this process, but physicians must pay close attention to these appointments to make sure that the transition to outpatient clinic goes smoothly. Have one last discharge interview with the mother.  Ask her if she has any questions about the baby. 

WHAT TO DO ABOUT THE COMMON PROBLEMS:

Any time you evaluate a baby outside the usual admission and discharge routine, document the events in the progress sheets.

There are a few problems in a newborn that should send an alarm off in your mind, and require that you consult an attending:

a) Respiratory distress: Transient respiratory problems that resolve in the delivery room are fairly common, and if they truly resolve do not mean anything is wrong.  However, prolonged tachypnea (anything >65 consistently), retractions, expiratory grunting, nasal flaring, and/or cyanosis usually mean something is very wrong, especially if the baby seemed normal initially.  Possible problems include sepsis, congenital heart disease and metabolic problems.

a) Bilious vomiting: This can be a sign of serious disease, and should never be ignored.  A nasogastric tube should be inserted.  If bilious aspirates are present with a properly placed tube, a surgical consult should be ordered, and a work-up for GI obstruction including mid-gut volvulus should be done.  

a) Fever: Any newborn with a fever greater that 100.5, should be worked up for possible sepsis, and the baby started on IV antibiotics, and possibly on Acyclovir.  If a baby(s temperature is consistently less than 97 degrees axillary, a sepsis work-up should also be done.

Other less acute common problems:

8. Hyperbilirubinemia/ ABO incompatibility:

Because of a relatively high hematocrit at birth, shorter half-like of fetal hemoglobin, an immature liver and increased enterohepatic circulation of bilirubin, all newborns have some degree of hyperbilirubinemia that normally peaks between 72-96 hours of life.  Any level greater than or equal to 13 can not be considered physiologic and must be worked up with a CBC with retic, fractionated bilirubin, and blood type and coombs.

No baby should be sent home with a bilirubin higher than 12, unless it has been proven to be falling.  In some cases the mother can be asked to return the next day for another measurement.  A rise of greater than 5 a day is too fast.  Most babies are born with a bilirubin of around 2.  Any value greater than 7 at 24 hours, 12 at 48 hours, or 17 at 72 hours, is clearly abnormal and needs to be followed closely.  A term baby should be started on phototherapy at a level of 15 if he shows evidence of hemolysis (i.e., Coombs positive), and at 17, if there is no hemolysis.  There is a helpful chart designed by Dr. Bhutani of normal/abnormal ranges of bilirubin by age on the wall of the nursery to help you decide whether any given value is significant.

 Each newborn has a  total bilirubin done with the metabolic screen on the morning of day 3; an order must be written for this on admission.  The result should be put on the graph on the Bhutani nomogram.  If the bilirubin result falls in the high risk zone, the baby can’t be discharge, and will likely require treatment. (consult the attending).  If the result falls in the high intermediate risk zone, and there are risk factors such as prematurity or ABO incompatability, a repeat must be sent before the baby is discharged.  If the result falls in the high intermediate risk zone, and there are no risk factors, the baby can be discharged, and asked to return to the 4th floor the next day for a repeat bilirubin.  If the level falls in the low intermediate risk zone, the baby can be discharged without a repeat specimen being required.

The blood bank will call the nursery if typing of cord blood reveals a positive direct Coombs test.  In such cases, a repeat red top tube for type and screen must be sent, in a glass bottom tube, because gel in the bottom ruins the specimen.  A CBC with retic and total and direct bilirubin should be sent at the same time, preferably between 18-24 hours of life.  Babies who are hemolyzing from ABO incompatibility can have very rapidly rising bilirubin, and must be followed closely.  If they have bilirubins in the high risk zone on the Bhutani nomogram,  phototherapy should be strongly considered.
9. Polycythemia:  A hematocrit greater than 70 centrally will require a partial exchange transfusion.  Consult the attending.  Hypoglycemia can accompany polycythemia, so check a dextrostix as well.

10. Anemia: Any hematrocrit less than 40 in a full term baby is abnormal and should be investigated with a retic, and examination of the blood smear.

11. Low birth weight: Any baby with a birthweight less than 2100 grams, or gestational age less than 35 weeks should be admitted to the NICU.

12. Circumcision:  These are done by the obstetricians covering GYN.  The pediatrician that does the admission physical must write (OK for circumcision( on the uniform neonatal record near the genitourinary system.  (Make sure there is no hypospadius, and that the penis is not abnormally small.)  After a circumcision, the baby usually has to be observed for at least 1-2 hours to make sure that there is no unusual bleeding.  The baby does not need to urinate after circumcision in order to be discharged.
13. LGA, IDM, or SGA babies:  These babies are at risk for hypoglycemia.  Special orders should be written that include the following:

13. First feeding by two hours of age and then q 3 hours for 24 hours.   The first feeding should be dextrose water, not sterile water.

13. Dextrostix to be done on admission, and before feeds for the first 12-24 hours until stable.  The resident is to be called if the Dextrostix is less than 40.  PO feeds can be used to try to bring up a 20-40 dextrostic, but if it is less than 20 he should be transferred to the NICU for IV glucose.

14. Failed hearing screen:  A consult sheet must be filled out and faxed to the audiology clinic and then be given to the mother.  An appointment must be made to audiology clinic for a follow-up screen.  First try to schedule an appointment directly with the clerk in audiology clinic by calling 8180.  If no one answers at 8180, next try Cynthia’s line, the audiologist, at 8010, and leave a voice mail giving the baby’s name, unit number, and parents’ phone number so she can arrange for a follow-up appointment.  If this line doesn’t work, try leaving a message on the voice mail for Dr. Jupiter, our chief audiology (she actually has a PhD in audiology), at 8097 with the baby’s name, unit number, and parent’s contact number so she can help arrange for follow-up.  Finally the consult sheet should be faxed to the cliic at 8409, stamped with the baby’s name, with the mom’s phone number, which ear or ears the baby failed, and what follow-up arrangements have been made.  A copy of this consult sheet should be given to the mother on discharge to also bring with her to the audiology appointment.
15. When to call orthopedics:  Babies who are found to have hip clunks, or talipes equinovarus that doesn’t correct easily to neutral position needs to be reported to the NICU attending and an orthopedic consult must be quickly obtained.  (see NICU manual for phone numbers).  Pediatric orthopedics clinic at Harlem is held every Monday afternoon.
16. Scalp abscess: (Especially important to check for at discharge)  If pus is seen coming from a bump on the head, the baby must be sent to the NICU for IV antibiotics.  Never stick a needle in a bump unless you know exactly what it is, especially one in the midline, since encephalocoeles do better without being stuck with needles.

17. Conjunctivitis:  Most hospital including ours gives erythromycin eye ointment at delivery to help prevent GC and Chlamydia eye infections.  Chemical conjunctivitis is rare with this ointment.  Gonorrheal conjunctivitis usually starts 1-4 days after birth.  Diagnosis is made by gram stain, DNA probe and culture.  Make sure you order the correct GC/Chlamydia rapid probe for “conjunctiva” not endocervical cultures.  If GC is suspected, you can give one IM shot of cefotaxime while you await the culture results, since untreated GC conjunctivitis can result in blindness.  Chlamydia conjunctivitis usually appears 5-14 days after birth, and can be diagnosed using the same “GC/Chlamydia” rapid DNA probe sent for diagnosis.  Chlamydia goes away with topical erythromycin eye drops, although po erythromycin is usually given by mouth for two weeks to prevent the later development of chlamydia pneumonia.

11.     Maternal drug use:  If the mother is a known opiate or methadone user, the baby must be observed for 8 days to watch for withdrawal.  Cocaine exposure does not result in withdrawal, but the babies may be jittery for the first day.  A urine tox needs to be sent, and an ACS referral made if illicit drugs are found in the urine.

An order for a newborn’s urine to be sent for toxicology must be written for the following situations:

17. Admitted illicit drug use in the mother

17. Less than 3 prenatal visits.

17. Home deliveries

17. Unexplained tremulousness

17. Positive RPR

17. Abruptio placenta

17. Unexplained intrauterine growth retardation.

11.     HBIG should be given to babies of all high risk non-clinic mothers for whom no hepatitis status is known, along with the hepatitis B vaccine.

12.   ACS (Child Welfare) referrals:

Any baby whose urine is positive for an illicit drug (methadone in a baby whose mother is in an accredited methadone program doesn’t count) gets reported to ACS by filling out a DSS-2221-A form (see attached).  The mother must be informed that we are making the ACS referral and why.

Babies with cocaine exposure become medically clear at the time of their normal discharge.  Babies exposed to opiates become medically clear on the 8th day of life, or until their withdrawal symptoms have improved.  If babies are discharged to ACS, a hospital transfer summary (see attached) must be filled out prior to discharge.

13.  Babies of moms with cervical cultures positive for GBS: If a GBS positive mom receives the first dose of ampicillin less than 4 hours prior to delivery needs a CBC with diff and blood culture sent.

    14.    Jitteriness: Babies who are unusually jittery should have a dextrose checked.  If the jitteriness continues despite a normal Dstix,  other tests such as a urine tox sent, chem. 7, calcium, and magnesium should be sent.

     15.   Heart murmur:  Any heart murmurs should be reported to the neonatal attending.  This is especially important in the first few days of life.  The work-up includes four extremity blood pressures, pre and post ductal O2 sats on 100% oxygen, EKG, and CXR.  Consultation with Dr. Weller, our cardiologist, will be needed if the murmur seems significant.  Transient murmurs heard on day 1 are probably closing PDA murmurs, and may not need a complete work-up if the baby is pink and asymptomatic, and the murmur resolves within 24 hours.

    16.  Rashes:  You may often be called to evaluate a newborn with a rash.  There are several common rashes that occur during the first few days of life.  Erythemia toxicum usually appears after day 1, and consists of irregular patches of macular erythema that come and go, with papules of various sizes in the midst of the erythema.  The rash usually occurs on the trunk but may be on the face and extremities as well.   This is a benign and self-limited rash that comes and goes over the first 1-2 weeks of life.  Transient neonatal pustular melanosis (which is less common that erythema toxicum) presents at birth with scattered small pustules that soon rupture, leaving melanotic spots.  These lesions heal without scarring.  Milia are pearly white or pale yellow papules or cysts that are scattered on the face, especially the nose, chin or forehead.  These disappear within the first few weeks of life.  Miliaria are plugged sweat glands, and can cause erythematous or fluid filled bumps in areas that sweat a lot like the forehead or under the chin.  These benign rashes must be differentiated from pathological rashes including herpes, staph pustulosis, syphilis, or moniliasis.  Please consult an attending if you have any questions.

  17.   HIV exposed babies: If there is no known HIV result on a mom who delivers at Harlem Hospital, a rapid test (Oroquick) must be sent on maternal blood or cord blood.   HIV positive mothers are to receive IV AZT during labor.  Their newborns are to receive AZT 2 mg/kg/dose q 6 h (IV the dose is 1.5 mg/kg/dose) as soon as possible after admission.  A PCR for HIV must be drawn prior to their first dose of AZT which goes in a purple top tube (not a bullet) .  During the weekday call the HIV team to pick up the PCR.  If it is not the weekend, place the purple top tube in the NICU laboratory (not in the refrigeraor) and leave a message for the HIV team on the next week day to pick it up.  Also, every newborn born to an HIV positive meother should be reported to the HIV pediatrician on call (daytime call 212-939-4040, nights and weekends 212-774-3114) so they will know that one of their babies was born.  This doesn’t have to be in the middle of the night if the mom is routine (i.e., has a low viral load and normal CD4 count, and has been taking anti-retroviral medications), but if the baby is at higher risk, the HIV pediatrician should be called to help decide whether an immediate dose of nivirapine, or possibly 3-TC, is indicated for  the newborn.     
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