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Welcome to the Newborn good clinical judgment, so you may find that you must
depart from these recommendations. Also, if you find

|
Nu rsery: errors or omissions, please let us know so that we can
For the Residents who rotate through the Newborn change it dumg the next revision.
Nursery at Parkland -Memorial Hospital, we would- like Our thanks go to the entire Neonatology and Pediatric
to welcome you. T’hIS manual is written with you in _ Faculty has been quite supportive. In addition, the
YAYRZ . 5_ dzi. 6SQ@WS TF2dzy R UKI U wdalthyofexp2rierfc& Matuiitp, brld Baking 6f bUudb
personnel find it helpful. Pediatric Nurse Practitioners is one of our major
The Nursery is a tienwhen parents continue their sources of inspiration. #d reflected in this manual is
bonding process with their baby, as well as with their the care and concern for our patients as
ol 6eQa KSI f UTeNeivdods NWSEER i&9A R S Nébonstrated by our Nurses and Health Unit
an e>.<ce_llent plgce to recruit new patierftar your Coordinators, under the leadership of Pam Ford,
COﬂ_tanIt)_' C|InIC. _ Grace Joseptand Donna CooperThe Nurses are the
During this rotation, you will learn about: source of enlightenment regarding how jietts are
o themany normal variations that occur in the reallycared for!
physical characteristics of a newborn (heart This manual is dedicated to the Nurses, PNPs, &
murmurs, hip findings, rashes, and abdominal House Staff who have asked all the hard questions
findings top the list) over the years, and stimulated the writing of this
0 breastfeeding manual. .
isch lanni Once again, welcome to the Newborn Nursery at
0 disc ar_ge p_anm_ng Parkland Memorial Hosg@t. We hope that your
0 hyperbilirubinemia rotation in the Newborn Nursery is a rewarding one.
o hypoglycemia Newborn Nursery Attending Faculty
o infant of diabetic mothers
0 managematin L&D
0 neonatal resuscitation
0 neonatal sepsis
0 polycythemia
0 respiratory distress

0 temperature instability
Part of the growth process of pediatric health care
providers is to be able to anticipate and address
parental questions and concernd his ipart of
directed and patientcentered anticipatory guidance
LT &2dz Oly aglf{1 I YAtS Ay GKS LI NByiliQa akKz2Saé¢ O6GKIFG A
if you were the parent of the baby in question, what
jdzSadAzya ¢g2dAd R @2dz FalKox GKSy @e2dzfft KIF@S 3I2yS |
long way toward becoming a better health care
provider.
Pediatricians and family practitioners in training
should also work toward the goal of developing a
calm, assured approach in the delivery room. For
most of you, this will not be completed during this
rRGFGAZ2YY o0AGQa (22 aK2NI | GAYSO odzi K2LISFdzZ fe ogAff
evolve over your years in practice. For better or
worse, the trend seems to be that pediatricians are
transferring the responsibility of delivery room
attendance to other health care providers.
Pediatrcians must work even harder to maintain
these skills that are used at a very rewarding and
AN GAFEAYI GAYS Ay | LI GASyGQa tAFSo
This manual has been written based on experiences
with house staff and fellow faculty members over the
years. Itis a guidelinbat is constantly evolving.
Remember that no book of guidelines can replace
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Common Phone
Pager Numbers

Numbers &

1 Calling a mother on the Post-Partum

floors

azvyda wz22yYy

5ALF

Mom is in Room 451, dial x27451)

The Parkland phone system locks out calls to patient
rooms between 9 p.m.8 a.m., for patient privacy.
Whenever you admit a baby to NRNvel 2Nursery

or have other important issues to discuss with the
mother, yai should attempt to talk with her in

person. If this is not feasibleall the Charge Nurse on
the PostPartum Floor, so that she may relay the
message to the mom. The mother may then return

your cali

The telephone operators are instructed NOT to
override the phone lock system for anyone, including

a physician.

Please remember to talk with the parents when

admitting a baby to NBNevel 2Nursery or
transferring a baby to the NICU.

Cleft Lip/Palate
Rachel Zimmerman

for other cradiadal anom
alies, callidéa Thompson
(Give MRN of the baby and
spell out the name of the
mothej

SP 1344
4568865 voicemalil
SP 1929
4568835 voicemalil

aHT ., ILI dza

CMAChildréhE Med Cedtd

Transport (call this numb
transfer a baby to CMC)

07567050Nd 0 S

4562926

Location (alphabetical
order)

3-East Rooms 3263,
Parkland

Phone / Fax
Numbers (area
code is 214 unles
otherwise noted)

27345

3North Rooms 3819, 27340
Parkland

3West Room$3373, 27348
Parkland

4-East Rooms 4433, 27437
Parkland

4-North Rooms 4819, 27400
Parkland

4-South Rooms 4603, 27457
Parkland

4-Soulb-South, Parkland 27470
Audiology (Hearing Screen| 4568087
Baby Tracks, Dallas 3508186
Baby Tracks, Lewisville 4920646
Birth Certificate Office 25495

Cardiology

4567000, ask for
Card. Consult
6484298 (ans. sery

Carver Health Center

6388020

Fax 632934
CCN 24001
Child Life Specialist Pager:786314
Child Protective Service 2149517902
Circumcision
Parkland 22411
St. Paul 8792094

Dallas Urology Associates

8798541

CMC Outpatient Labs 4566398
CMC Radiology 4562305
Fax 45®015
COPC Clinics:
Main Administration 5900100
Fax: 590173
BluittFlowers Main: 268200

303 Overton Rd., Dallas

DeHaro Saldivar
1400 N. Westmoreland, D3

East Dallas
3320 Live Oak, Dallas

EPO

Family Medicine @li¢24floor
(different from PPCC)
6303 Harry Hines Blvd, Da

Garland
802 Hopkins, Dallas

Irving

Oak West
4444 S. Hampton Rd., Dall

Pediatric Primary Cafélior
6303 Harry Hines Blvd, Da

Southeast Dallas
9202 Elam Rd, Dallas

Vickery
8224 Park Lane #130, Dall

Pedi appt: 2650
Pedi Fax: 26808

Main: 266500
Pedi appt: 26600
Pedi Fax:26®%24

6 Bac k6dD@0o r

Main: 266000
Pedi Appt: 2a®80
Pedi Fax: 2691

59062800
Fax5900872
Fax:590865

2660312
Fax: 266330

Main: 266700
Fax: 260656

® a c k 066087or
60675

2663000

Fax: 268237

fi Back-8202 §
3204, 8215, 8216

Main: 330066
Pedi appt: 33®77
Fax: 467678
® a c k 064495 of
6-1460

Main:26®100
Fax: 266112

2661600
Fax: 26482

2660350
Fax: 266398




McDonald's, Parkland 26237
Medicaid Office 28225
Medical Records, Parkland| 25455

Mesquite Health Dept

(972) 286271

Neonatal Infectious Disea
Pablo Sanchez, M.D

(972) 208021

Dallas City Health Dept. 6706555
Fax: 673140

Newborn screening progral 6706572

Dallas County Health Dept| 8192000
Fax 812107

Newborn screening progral 8192031

Deaf parent interpreter 2149695585

EEG, Parkland 28334

EKG Parkland 28414 or 28882

Fax numbers:

Jdfloor, Parkland 5905933

4t floor, Parkland 5902671

Fort Worth Health Dept

(817) 286041
Fax: (817) 2@318

Fortaz (Radiology dictation|

26640

Garland Health Dept 2053460
Fax 208405
Genetics Consultation call CMC Operator
(4567000)
CMC Genetics Clinic 4562357
Fax 456233
UTHSC 6488996
Health Dept, Dallas County
Main 8192000
B 8192071
HbSAg 8192004
Syphilis 8192155
Clinics:
Garland HehlDept 2053460
Fax: 208405

Mesquite Health Dept

(972) 286271

Health Dept, City of Dallas

Neonatology, UTHSC 6482015
Fax 642481
Newborn Nursery
41 floor PMH 28381
Fax 592671
3dfloor, PMH 24050
Fax: 598933
NICU, Parkland 26500
North Dallas Health Center| 6706554/6555
Fax 677140
Nursery rooms, Parkland
39Floor HUC 24050
4hFloor HUC 28382
il 0 Nsy 24056
AfJOo Nsy 22195
AKO Nsy 22196
ALO Nsy 22197
iMO Nsy 22198
ABO Nsy 28324
AEO Nsy (wal|22409
Wall phone 22410
Circumcision Rm 22411
Oak Cliff Health Center 6707482
Fax6706897
Ophthalmology PMHEye orcall

pager: 786654.
Or CMC outpatien
4567947

Page Operator, Parkland

8630

Los Barrios Hith Cntr 6518739
Fax: (214) 239103
Martin Luther King Hith Cni Fax4266813
4263645
North Dallas HIith Cntr Fax 42®075
6706554 / 6555
Oak CiIiff Hith Cntr Fax 67®897
6707482
West Dalk Hlth Cntr Fax 67@&897
6707152
Fax 678339
Infection Control, Parkland| 5908127
Director 59066475
24hour pager (214) 828446
L&D Eas Parkland 27381
L&D Recovery, Parkland | 28316
L&D West, Parkland 28376

L&D Pediatric Pagers:

PediatricReferral€CMC)
NOTE: most can be

contacted through the CM| 4567000
Operator . . .
ARMS (HIV) Clinic 4566500
Cardiology Clinic 4562333
Chief Resident 4562735
Cranid~acial Clinic 4562350
Cleft Lip/Palate SP 17544
Oher cranifacial SP19259
Dermatology Clinic 4562766
Endocrinology 4565959
ENT Clinic 4562386
Genetics 456 2357
Gynecology CMC Operator
Hematology 4562382
Nephrology 4562980
Neurology 4562768
Plastic Surgery 4568888
Radiology 4562305
Surgery 4562200
Urology 4562444
Pharmacy, Parkland 28711
Pharmacy, NICU 26550

91 Senior Pedi (214) 788314
Timen o
T PNP (214) 788927
I NNICU NNP (214) 786304
9 Training (214) 786312
Labs, Parkland: 2527
Los Barrios Health Center | 6518739
Fax 742251
Martin Luther King Health | 4263645
Center Fax 426813

PNP Office, Parkland

28405 or 28410 or
28434

Property Service, Parkland

28161




Radblogy

Reading Room, PMH 28719
Report (Fortaz), PMH 26640
Ultrasound, PMH 28474
CMC Radiology (main #) | 4562305
CMC Flouroscopy 4564412 or 4413
CMC CT 4568504 or 8506
CMC Renal Ultrasound 4565776
Resi dent 6s ( 4562844

(appointmén with
Resident's approv

Scottish Rite Hosp for 5597559 for

Children appointments
Security (DPS) , Parkland |28496
Share Page can be access|5901516
several ways: 4567441

9723560099
Social Service, Parkland |28164
Fax: 28166

Shohba Segal (4N, 3E 7868077
Sandra (3W, 4W, 4E) 7868059
Weekends 7868063

Sonography 7862784 (tech pagd
Fax requests 26927
STD Clinic 6371819
Visiting Nurse Assn (214) 689000
Parkland Home Care 28295
WCS Office, Parkland 28018 or 28019
WCS, PH 28018
Fax 59@757
West Dallas Health Center| 6767152
Fax 67®339
WIC Information 6707200
6708276
Xray dictated reports (Fort{ 26640
Xray reading room (NICU)| 28719




1Year Residentodos Typical Week
Mon Tues Wed Thurs Fri Sat Sun
0700 | Patient care Patient Patient care | Patient care Patient Patient care Patient
care care care
08:00 | ® ® ® ® ® ® ®
09:00 ® ® ® ® ® ® ®
Teaching Teaching | Teaching Teachimy Teaching
10' Conf. Conf. Conf. Conf. Conf. .
' (F Nsy, 4 (FNsy, % | (FNsy,% (F Nsy, 4 (F Nsy, 4 _ Discuss
Floor) Floor) Floor) Floor) Floor) Discuss patients
patients with
with Attendin
2nd& 4th .
CMC Noon Attending g Faculty
Conference Thursdays Faculty at at some
) CMC Noon | CMC Noon (not Jul or | CMC Noon i i
(|unch is some pOInt pOInt
12:00 | servad) 2™ Conferepc Confergnce Aug: Confergnce during the during
: i e (lunchis | (lunchis Fellows (lunch is morning the
Mondays served) served) Conf _ served) morning
(lunch is
Resus. Conf.
served )
13:00
14:00 | complete paent assignment duties; Continuity Clinic.
15:00 | On call person checks out with NBBvel 20 Y ¢ b dzNB:SONE |

Educational Conferences

Attending Teaching Rounddon-Fri 10:30 a.mi-Nursery NBN

[ al

wS & A RSY (iénce Daiya nbon/CRIY Gafetdda

Resuscitation Conferencg™ & 4™ Mondays at noons-SouthSouthConf. Room
NeonatalFellows Conferencg™ & 4" Thursdag at noon 5-SouthSouthConf. Room
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Characteristics of the Excellent Rident

Asks relevant questions that showdepth reading and exhibits an intellectual curiosity
Discusses setfirected reading in newborn medicine
Exhibits ownership of the patiet3 2 $& (G KS WSE G NI  Yup isshed angl mdtetnallciindsh Sy G F2 €

Develops a concise and logical assessment, management, and/or discharge plan for their patients; demonstrates
and verbalizes thought processes on patient care

Receptive to nursing concerns
Provides thorough documentation, including review of matereabird

O O O ©

Ejournal Access For Parkland Residents

Parkland residents who also have UT Southwestern affiliation can access electronic jo@ials (G KS [ A 6 NI NE Q:
G922 dzN3EI ff & allnttpFRodzghBro.¢om/Home.asp?id=swmelfrom off-campus throughEZProxyFor
tIFNJfFYyR wSaARSyGas 9%t NPE& 2FFSNBE (GKS 2yteée gle& G2 F O00S

In addition, UT Southwestern employees who do not have VPN may also use EZProxy for remote access to ejournals
Al GKS [ A0NI NEB 2606f LA BS GORE dMNF/YIfAY RSN 2F GKS [ AO0ONI NEQ
and ebooks, may only be accessed fromaaffnpus via VPN.) G@rampus users and those using VPN frorrcaffipus

will continue to access ejournals in the same manner as usual.

9%t NPE& R2Sa y2i NBI|dzZANB dzASNE (2 R2éyf2FIR az2Fds6l NB 2NJ
AONBSY gAft ldzi2YFGAOFft& FLIISKEN 6KSY dza SNEEOEAQU P2ZY |y
At the EZProxy login s&n, Parkland residents authenticate with thBiarkland ID and passwar(Residents who do

not know their Parkland ID and password should contiaetPMH Medical Staff Offict 214590-8058). UT
Southwestern employees who do not have VPN authenticatie thigir UT Southwestern ID.

Parkland residents must have both a UT Southwestern affiliation and a Parkland ID to use EZProxy. Parkland

employees without a UT Southwestern affiliation will not be able to access ejournals via EZProxy. Also, residents at

Cihft RNByQa aSRAOIt [/ Sy i S NEampus locat®riz #odnbt have tigeyEZPFoXyPoptianNdr 2 (i K S NJ 2
remote access, unless they also have a UT Southwestern ID and password.

If you have questions, please contact the Library at@4&2004
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Resident iQui ck Starto

Check the Master Schedule for your call schedule and daily assignment.

If you need to make changes in the Master Schedule assignment, please talk with Janet Cover, PNP (x26504 or Pager
786-2888).

Patient assignments:

o Orientation to the IPIC Electronic Medical Record (EMR) will occur on the first day of the rotation.

0 Onecall 1st Year Resident takes the first 6 babies who go to a 3rd flooPRdsim area. New babies must be
examined within 24 hours of admission. Begin maternal teaching.
o0 Postcall 1st Year Resident-examines the 6 babies picked up on call, continues maternal teaching, and
completesthe medical record.
o First Year Residents with a regular assignment pick up their assignment sheet in the 3rd floor charting area
(generatedd @ O2y aARSNAYy3d GKS LINBGA2dza RIFIeQa FaaidyySyidaoo
How to prioritize your morning work
0 Ask the Team Leader in each nursery room if she has any concerns about the babies on your list
0 Babies for probabldischarggsee postd list on the glass in each nurse@B maternal Progress Notes, vaginal
in 3648h vs C/S 482h discharge routine
Interim exams
0 Look up routine maternal labs (HIV & RPR) & and any labs on the infant. You can do this after you have
completed your examswvhich will consolidate your time at the computer.
0 When babies are out for feeding, your time should be spent:
APerformingexams on babies who have been rooming in all night
ATalking to moms (find out which moms will need a translator and consolidatértieevthen you will need a
translator, or use the Language Line, Provider ID # 83190, Cost Center # 60900
o0 After thedailyteaching session, round with Attending Faculty regarding your babies (note: by this time, you
should have examined all of your assigedbies, although yomayhave not talked with all your moms or
completedthe medical recordl

On-call 1* Year Resident:

0 Go to L&D to lowisk deliveries (with Senior Resident, PNP, NNP, or other more senior personnel until you feel
comfortable by yourself

0 Begin infant exams, maternal teaching, aswmpletion of the EMR (electronic medical recood)the assigned
babies

0 Attend to problems in Admissions Nursery

Post-call 1°' Year Resident:

0 Reexamine the babies you saw the previous day, talk with moms n8ptetethe EMR

Il 1% Year Residents:

DailyTeachingConference withiFaculty

Patient work rounds with Attending Faculty
Various other teaching conferences

Utilize the PNPand Attending Faculty as resources

O O O o o

Prepare for your NRP training quiz & megacode
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o TeachingConference

R 0 Check out infant problems and/ or evening
On-Call Responsibilities labs to oncall Ist Year Resident

0700 Arrive promptly
Assure that you have the proper aall pager. You

Admitting a baby to NBN Level

should have the one for L&D West (the pager for 2 Nu rsery

L&D East is carried by the PNP 24 hours a day, 7

days a week). 1  You should admit a baby to NBN Level 2
07007 0700 On call for deliveries: Nurseryd.

L&D West- 0700 to 0700 Any time you wish to watch a baby more closely

L&D East; as 2“ call backup to the L&D PNP (who but one who does not require continuous

backs you up as'scall to L&D West) monitoring (visually or electronic continuous

monitoring requires transfer to the NICU)

Take care of the first 6 babies Any time you begin a baby on antibiotics for an

0 You will be assigned newly born infafitsm illnessother than(1) anasymptomatichaby
Admissions Nursery. exposed to maternal chorioamnioistor (2) a baby
Note that, on ocasion, some babies are on IM penicillin therapy foasymptomatic
reassigned to the 4th floor after you have congenital syphilig babies with these two reasons
examined them. If you have completed the may be treated in the regular nurseries
record AND talked with the parents, you may Any time the nurses feel uncomfortable with a baby
still count these babies as part of your work, in one of the regular nurseries. Remember that
but you will not continue following them (the there can be 1015 babies in a regular nursery room
dthflooro F 6ASa | NBE Lidzi 2y I winlohly22 nurses. On the other hand, we
assignment). purposely try to staff NBNevel 2Nursery so that

0 Please see the newborns assigned to you as the nurseto-baby ratio is higher.
soon as reasonably possible, and talk with the -
mother. If you admit any baby to NBN Level 2

Nursery 1
Admission to Level 2 Nursery
o There will be times when you are responsible
for the admission of additional babies to NB
Level2 Nursery, in addition to the first 6 o
AVFIyida &2dzQdbtheseSSy | &a AT )Iaﬁqioqghe mom about why her baby is in NBN
AyaidlyoOSasr Ad A& GKS | 2dza $evel ursewy olpkeqanypithe HBNkeyel ¢ A § &

to: 2 Nursery Information Shedtocated in the

o Examine the infants that s/he admits to NBN desk in NBNLeyeI ANursery)
Level2 Nursery 0 The nextmorning,update the PNPs about any

baby you have admitted

o0 (Gomplete the admission physicakamination
form andentera noteinto EPIGegarding why
the baby was admitted.

Complete themedical recordn these babies

Talk with tre parent(s) regd® A y 3 G KS oI c‘B'ab'i'eS transferred i NICU to
medical issuegyreferably before the next

feeding time to avoid parental anxiety NBN
regarding why tlkir baby is not brought to Several babies are taken directly from the L&D area
them. to the NICU for temporary observation (e.gfants
o Note: babies will be picked up by the PNPs on of diabetic mothersr those who have mild
the following day for further care, so youillv respiratory symptomp If these babies stabilize
not need to formally follow these infants. within the first several hours of life, they can be

transferred to the NBN, where they will be
admitted to Level 2 Nursery.

The baby will remain in NBlével 2Nursery until
the Attending Faculty has roundédertain

14:307 Check out with PNP regarding babies in
NBN Level 2 Nursery

Post-call responS|b|I|t|es. e exceptions existhandled by the Charge Nurse and
assignment, Attending Rounds Staff).
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EPIC issuewhen a baby comes frottie NICU to K
(Level 2nursery, the providemustreconcile the
NICU orders.This means that for most orders, we
will discontinue their orders and initiate what is
needed for the nursery using the Standing Nurse
Initiated Admission ordergbut obviouslywe won't
use everything in this order set as the infant has
already had triple dye, etc).

However,do NOT cancel the "Admission Order"
to the NICU.This still stands and is required for
patient flow information Do NOTclick the "Admit"
order in the NB admission order set, as the baby
only needs one admit order (which originated from
the NICU).

Before You Go Home . ...

To avoid any confusion regarding duties that need
your attention before you go home, here is a list.
Yau may sign out some of these duties to your
partners if you have Clinic in the afternoon, are
postcall, etc. Howevegouare responsible for
seeing that the following are completed for your
assigned patients:

0 Complete admission physical exams &
electroric medical recordvithin 24 hours of
birth

Complete adebn discharge physicals alMR
Perform daily interim physical exams
Talk with mothers

Make any clinic appointments or referrals (do
not leave these for someone else to deal with
the next day)

0 Help you partners if needed;, once duties for
82dzNJ FaaA3dySR LI GASyda
nice touch to ask your compatriots if they
need assistance.

o O O O

Patient Teaching

There are many important subjects to discuss with
mother before dischrge from the hospital. But
with short stays, and sleepy and/ or overwhelmed
moms, focus on feeding issues, cord care, sleep
position, and car seats in your first encounter, and
clinic followup, home cord care, signs of iliness,
and for the breastfeedingiother, characteristics of
an adequately nourished newborn in your second
contact.

1  First day teaching

o Feeding
o Hospital cord care

14

o Car seats
0 Sleep position

Feeding

(see al so fFeefdantgd)t he

Breastc Breastfeeding provides optimal nutrition
and immunological protection for the baby.

"Los Dos"(l want to give breast and bottle.)
"No tiene leche." (There is no milk.)

Some mothers want to give both breast milk and

formula. Since formla supplementation delays and
diminishes milk supply, encourage these mothers to
delay formula until the infant is at least two weeks

old. Stress that breast milk (colostris present
before the breast feels full and that the infant is

behaving normally when he awakens every 1 1/2 to

3 hours for feeding. The infant should be fed a
minimum of every three hours; many infants will
need to be awakened and aroused to feed this

often in the first 36 hours of life. Some infants may

want to eat much more frequently (124 times in
24 hours).

"I'm going to start breastfeeding when my
milk comes in."

Some moms may not appreciate the importance
and benefits of colostrumColostrum contains a
wide variety of antibodies and ptective factors
that are not available from any other source.
Infants who are primarily given formula until the
mature milk comes in at-8 days postpartum are
missing an important aspect of the benefits of
breastfeeding.

"No guiere"(He doesn't want it.) "He cries
all the time."

b %mgﬂhﬁur%& §ﬁ%r%rea{‘st’-f’]egdﬁ1g, br

mom complains that the infant refuses the breast,
or mom complains of breast pain while nursing, the
pair should be observed breastfeeding. Improper
latch-on frustrates the infant because he does not

receive adequate milk, and causes breast tissue
trauma and pain.

Forced mother/ infant separations

If mom is not available for breastfeeding, cup or
syringe feeding will provide the infant with mitton
without interfering with infant latchon skills.

Please make sure mom has been given a breast
pump to use if they will need to be separated more

than 2 or 3 feedings (sick baby).

LBW



You've finally made
the cheer leading squad

One of the most importanfactors in successful
breastfeeding is the support and encouragement of
the staff in the first postpartum days. Before a
breastfed infant is given a bottiieeding, the staff
should assess and document latoh technique,
explore maternal expectations @aormal infant
behavior, and reassure and encourage the family if
the infant is behaving appropriately.

Formula-- Many mothers think that the baby

should take the whole bottle each time the baby
comes out to feed. Explain thatwborn infants
should take 13 ounces at first, depending on the

age of the infant and gradually increasing over time.

Explain that cryingnay be a sign of hunger, or it

may signal other unmet needs (i.e. the need for
cuddling, for sucklingn a pacifier, or for a diaper
change). Mothers who do not recognize these

needs may overfeed their infants.

Instruct mothers to use each bottle for only one
feeding. Partially finished bottles should be
discarded; they cannot safely be not be put back
the refrigerator for the next feeding.

Sterilization

Due to concern with Cryptosporidiufa parasitic
infection of some city water suppliesot Dallaj,
sterilization of water for formula may be portant.
Boiling water for 25 minutes prior to mixing it with
formula will reduce the risk of Cryptosporidium.
This infestation has not been a problem in Dallas,
and sterilization of water is not necessary.
Emphasize proper cleaning of bottles and rgsp
(dishwasher or very hot soapy water, rinsed well).

Extra water

Many mothers want to know how much water
they should give. Extra wates not necessary
unless they live in a neair-conditioned home in
the summer. Infants getll the water they need in
properly mixed formula or breast milk.

Cord care
After the first day of life, the umbilical coshould
be cleaned with alcohol each time the diaper is
changed in order to keep the cord clean and help it
to dry. The diaper should be folded down so that
the cord is exposed to air that also helps it to dry.

Car seat/safety
All parents should be strongly encouraged to obtain
a car seafor their infant before discharge.
However,we do not atlay discharge if the parents
do not have a car seat; that is their (not the
K2ALAGE T Qao
law specifies that all children less than two years of

age be restrained in an approved car seat when
traveling in an autofor those children between the
ages of 24, they must be in an approved car seat or
a safety restraint. The seat should be placed facing
backwards for infants under 12 months of age AND
Hn Ll2dzyRad 0{SS aSOilArzy
Sleep position
Infants shoud be placed on their BACK for sleeping
(not their abdomens). Sleeping on the back has
been associated with a decreased incidence of crib
death. The baby should be placed on firm mattress,
not soft pillows. The sleeping area shibble free of
stuffed animals and crib liners.

1 Second day

Signs of adequate nourishment
Home cord care

Signs of illness

Clinic followup

Home cord care
Only sponge baths until theord falls off (at about
2-3 weeks of age). Bandsius, etc. can cause
irritation or infection, and will not prevent umbilical
hernias or other maladies.

Characteristics of an adequately nourished
newborn

During the first few weeks after birth, babies will
void 6 times a day, and have at least 3toolsa
day. Obviously, voiding and stools may be missed if
the parent does not change the diaper very often.
Most mothers, however, will typically change the
diaper each time the baby fusses.
Instruct mothers that they should seek advice from
a WIC breastfeddg peer counselof214670
1981), a lactation consultant, or their clinic if, after
the third day of life, their infant is not nursing at
least 8 times in 24 hours, and having atdieé wet
diapers and 4 dirty diapers in 24 hours.

Clinic follow-up
This is one of the most important subjects to
address when speaking with parents. In our
system, Patient Liasion Representatives schedule
clinic followup visit prior to discharge for each baby
gK2 gAftft 3I2 G2 2yS 27
mother knows where she is going for follayp.
The early hospital discharge of infants has altered
the practice of neonatal followp. Once you é&gin
your practice of medicince, the AAP recommends
that infants should be seen at2days after early
discharge defined as<48h of age).
Due to limited resources, our present practice at
Parkland Memorial Hospital is for infants to have

NB a L2 y aTexad f A (i &heilifisst agponinerit gt 1 Weekof ayd. & &l (i @

infant has special needs, we can make
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arrangements for the baby to be seen earlier. For
weight check®r lab tests ask the Patient Liasion to
make an appointmentor a visit in 13 days after
discharge The Patient Liaizn will first attempt to
schedule an appointment with theCP, but if not
possible, will then schedule with a PNP in tife 4
floor NBN followup clinic.

Stress the importance of keeping this appointment
so that we can: (1) follow the baby's growth, (2)
ansver questions mom is too tired to think of in the
hospital, and (3) obtain the second Texas newborn
screen.

Patients may be seen in any COPC clinic they
desire, irrespective of their zip code. Our Patient
Liasion Representatives make a follapy
appointy Sy & F2NJ Lttt AyFlylda
preference for approximately one week of age.
The only exception is for mothers who desire
follow-up outside of the PMH system (city of Dallas
clinics, Dallas county clinics, private M.D. clinics,

Martin L. Knhg clinic, Los Barrios clinic, EPO, etc.). In

these cases, mothers are instructed to call the clinic
to schedule an appointment as soon as possible.

Most importantly, if you have a baby who has
special followup needs, communication with the
providertog K2 Y & 2dz | NB
essential. This could be with a phone call, email, a
written note that you give mom to take to clinic, or
via fax. For phone and fax numbers, please check
G§KS AYRSE dzyRSNJ at K2y S
b2GS GKFG (K Sychandelafleid Q &
discharge (e.g., infant of Maria Gonzalez may
become Hector Medina). The Patient Liasion writes
this information, if available, on the Discharge
Summary Sheet.

Signs of illness
Instruct parents to bring their baby back to
/| KAt RNByQa aSRAOI €
doctor, or to their regular clinic, if any of the
following occur during the first-2 months of age:
o Fever-- Anything over 38C. or 1004 F.
Many parents will neeéhstruction in the use
of the thermometer.

Poor feeding- no appetite or eating very little
Very irritable and unable to calm baby
Exceedingly sleepy difficult to awaken

o O O O

Vomiting-- Explain the difference between
vomitingand spittingup. Infant should be
checked if he vomits 2 or more feedings in a
row. Green emesis is always an emergency.

o Diarrhea/ Constipation- Explain that diarrhea
is very "watery," with very little or no solid in
the diaper and occurs 8 or motienes per

16

day. The baby should void at least 6 times per
day, the mucous membranes should look
moist, and older infants should have tears
when they cry.

0 Breast milk stoolare very loose and bright
yellow in color, and the infant may have 8 or
more per dy. This is normal.

0 Constipations unusual in newborns. Parents
should not be concerned if the infant >3
weeks of age does not have a stool every day;
an older infant may skip a day or so, especially
breastfed infants.Constipaion is when the
stools are small, round, hard balls. Some
parents wiII mistake grunting and straining as

. U Fgl_g IE\Z)/"IDSV%AIOQQJS.F@SNJZ

matter o anch olon mcoordlnatlon ich
will respond to dilating the anusith a rectal
thermometer.

Pusfrom the eyes

Pus, foul odor, or redness around the
umbilical cord
Instruct parents not to give Tylenol to their infants
unless instructed to do so by their health care
provider.

D

QLI &8 &aAy F—aKS—6+id2yt—*&

1 Mlscellaneous

Infant development
Some mothers may be hesitant about holding their

b dzYnfastdNdt éxfnded periods of time, fearing they
Y I Yuf "sphil" their infants. Encourage parents to hold

and cuddle, and talk, sing and play with their infants
frequently. Newborns see well close distances

and can hear perfectly well. Feeling loved and
cared for is vitally important to their growth as well
as their development.

Feeding

I Sy i SN Eoo&rlﬂﬂaﬁltsssﬁoula Have hd\solieydda i S

added to their diet beforehe age of 46 months.
NEVER put cereal or solid foods in the bottle since
infants need to learn to eat from a spoon. Four to
six months of age is the earliest that,
developmentally, they can learn this skill.

Whole Milk-- Infants should stay on breastikkor a
formula until they are one year of age. Whole milk
may be begun at that time. Whole milk has the
protein and fat content that a growing baby needs.

Skin care
Parents may use lotions or cream on the baby's
skin, but no oil. Babies do not have to haavéull
bath every day, but theliaper area, face, and neck
(milk sometimes dribbles into the creases) should
be kept clean.



If parents want to use powder, it should be
shaken into their hand away from baby's éaand
then applied to the diaper area. The fine powder
dust may be harmful if inhaled.

Newborn rash (erythema toxicunis common in
the first few days of life. It is usually seen on the
trunk and face. It will resolve spontanesiy and
requires no treatment or medication. It is not
infectious. No one knows the etiology, but it acts
similar to an allergiceaction gosinophils on a
2 NAIKGQa aldl Ay NBRySaa

Stools

Mother may be concerned about ahges in the
infant's stools from meconium to transitional to
yellow, or they may be concerned about the
frequency of stools. You may need to reassure
them that these patterns are normal.

Baby pictures
The photo representative will sp by the mom's
room with information All infants are

photographed as a security measure, and the
parents are not obligated to buy the pictures.

Birth certificates
They need to go to the Birth Certificatifice on
the fourth floorin order to complete forms for the
baby's birth certificate.

Medicaid screening
The Medicaid Eligibilityounselor will visit the
mother's room. If mom is out of the room at the
,Q‘@ed |§ounst§7\/ill f_eﬂl‘% rp_ebnajme and
numbér and mother may contact her at her
convenience.

Lab tests

Parents whose babies have had lab tests, such as
ECGs, CXRs, blood tests for ABO incompatibility
must be informed that lab tests are being done, and
the reason forthem. These tests show up as
charges on the hospital bill. The parents do not
deserve any "surprises” about their baby's hospital
stay.
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Beyond the Basics 1 Policies & Procedures

b2g GKIFG 82dzQdS
ol aArlda 27T impdatalzid kKARVAGhE ink G Q &
and outs of how to get things accomplished and

what the NBN personnel expect from you. The
following are offered as guidelines and direction for
you beyond your essential job description.

1 Major points

The Team Leader Nurse veitlk you periodically to
assess a baby that may have a potential problem or
unusual finding. Please take these requests
seriously.

Verbally inform the Team Leader of any labs you
YIed 2NRSNJ 2NJ OKIy3Sa
Triage-- due to the volume of workespecially at
night, you must be able to spend time assessing the
baby who needs you the most.

PNPg; the Pediatric Nurse Practitioner group is one
of your most valuable resources in the NBN. They
have a wealth of knowledge and experience in
newborn assesment.

9  History of the NBN

Ly GKS moynQazr GKS b.b
3%floor, in the space presently occupied by the
Continuing Care Nursery and th€ Bloor NBN.
Three f' Year Residents took care of all the babies
and attended deliveries. Medical care did not
include IM penicillin prophylaxis until January 1995.
Ly @(KS d&2YedRReRitledtsiabmittedall
babies exposed to chorioamnionitis for a spinal tap
and 5 days of antibiotics, and were on call every
third night.

In 1988, several PNPs were hired to take care of
about 1815% of the babies in crowded nursery
conditions. Rooming in for selected mothers did
not begin until about 1990.

The 4th Floor Newborn Nursery opened in October
1990. The remodeledBFloor Nursery was opened
May 1993. House Staff babies were consolidated to
the 3% Floor Nursery in May 1994. About this time,
1% Year Resident night call became evethght.
During this time, the PNP group grew to take care
of over 70% of all babs. With this development,
progress was made in promoting roomiirg so

that in late 1995, rooming in was offered to all
qualifying mothers who delivered at Parkland. By
the summer of 1995, we developed our present
staffing, with which the House Stdfés a finite
patient load of 8-10 babies, examines their
patients and talks with mothers every day.
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and 85 bassinets on thé*Floor. Since June 1994,

the 4" Floor Nursery has been primarily managed

by the PNPs. Since July 2001, we have had a PNP to
assist in attending lowisk deliveries for a full 24

hours a day (previously, they attended 6 a.mmtil

10 p.m.).

Ay I

1  Physical layout of the Nursery

Soon after birth, the infant is brought from L&D
and placed into J Nursery“(:iFIoor). He is then
observed for3-4 hours, given his Vitamin K and
Hepatitis B shots (and penicillin injection if not
gigen in B&Dfieceives la hedringbscreeand other
observation / stabilization procedurdsefore he
comes out of J Nursery. He is then sent either to
another Nursery room, or directly to room in (if
both mother and baby qualify) depending on his
mom's room number.

There are 6 PodPartumfloors:
3-North 4-North
3-East4-East

3-West 4-South

6 | AuréeredzirScBlocsuydll BabiBsfindhe 2ashe U K S

room will have the same color of tape on the chart.
he rooms are designated as follows:

3rd Floor Nursery
Offices
Overflow area
Admissions
NBNLevel 2Nursery
3-West
3-North

- XR«—TIT

4th Floor
Nurse's Break Room
4-North
4-East
Offices
4-South
Conference Room
PNP Office

= OTMmMOoOO >

J (Admissions) Nursery

o} Babies are admitted from L&D into J
Nursery where they stay for about 4 hours.
Activities include the following:

0 Babies receive close observation, a bath, and
routine injections.



0 Babies receive screeningABR(automated
auditory brainstem response, AABR)ile in
Admissions Nursery.

o If the room iscrowded the nurses request
that you do not perform your formal extended
physical exam in this room.

0 Nurses may ask that you examine a baby who
has worrisome transitional problems. Please
take their concerns seriously, and make an
effort to follow up onany baby that they
discuss with you.

1 K (Level 2) Nursery

Sick babies who do not require the Neonatal
Intensive Care Unit (NICU) are taken care of in NBN
Level 2Nursery Pediatric Nurse Practitioners take
care of these babiesuling the day, freeing up
House Staff to focus on their wdlhby assignment.
After ~4 p.m. each day, the arall House Staff will
be responsible for these babies. Each afternoon,
the PNP will check out with the ezall T Year
Resident ~14:30.

Typical poblems (but NOT aihclusive) that we
manage in NBlevel 2Nursery are infants who are:

0 Symptomatidabies exposed to maternal
chorioamnionitis (the asymptomatic "chorio"
babies may be treated in the regular nursery
areas)

Evalugion for suspected epsis

Observation and treatment akspiratory
distress

0 Intensive phototherapy treatment dkh
isoimmunization (double volume exchange
transfusions are done in the NICU)

o Observation after partial exchange transfusion

for polycythemia

o Hypoglycemia requiring IV glucose
..... and other babies who do NOT require
monitors, etc.

The person admitting the baby to NRNvel 2
Nursery is expected to perform tremission
physical and other admissiarhartingand update
the family.

IV use in NBN Level 2 Nursery

Intravenous access is necessary for babies with
tachypnea who canndeed, babies who need
antibiotics for longer than -3 days, and babies who
appear sefic. Other infants in NBNevel 2Nursery
YId NBOSAGS La 2N Lz Fyda
discretion.
Transfer of babies out of NBN Level 2 Nursery

When on call at night, the House Officer should
typically not transfer babies out of NBNvel 2

Nursay, unless this had been discussed on rounds
during the day.

T I,L, MNurseries
(3rd Floor)
These are nurseriaaanaged by the PNPs and
House Staff, whose mothers are on tH&f&or
postpartum floors:
3-EastRooms 32833
3-North Rooms 304319
3-West Rooms 366873

1 B, C, E Nurseries (4th Floor)

These are nurseriananaged by the PNPs,
whose mothers are on the 4th floor pepartum
floors:

B ¢4 North Rooms 404419)
C ¢4 EastRooms 42133
¢4 Soth Rooms 46473

Cribside Information

T Colorcoded "alert dot so

. may be on the beds
ORANGE:-§ection
YELLOW: Positive DAT (direct antiglobulin-test
same as a direct Coombs test)
w9s5Y . loée Ad
chorioamnionitisexposed infants)
DARK BLUE: Baby was exposed to illicit drugs
SMALL LIGHT BLUE: Baby was exposed to maternal
STDs (e.g., hepatitis B or C, syphilis, gonorrhea, HIV)
GREEN: Born through meconkstained fluid
BRIGHT GREEN: HepatitfgoBitive mother
PURPLE: Birth defects
BLACK: Scalp electrode site

Name tag:
(Crib card has the mother's first name and last
name, as well as the date and time of birth.

Discharge handouts:
Discharge of babies takes place on the HResttum
floors. Your examination armbmpletion of the
electronic medical record (EMBYf) a baby will
therefore usually be completed there.
You will sometimes find discharge packets and
handouts around the crib.

General Tidbits

_q _Every health care provider in oaursery . . .

0 A 20N chhnlingdhedt dikd¥re Al RSdn
when discovered while examining a baby.

When youchange a diaper, be sure tmte it
on the EMR (on the NBN 1&0 Doc Flowsheet)
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Those infants who are not roomirig are
taken tothe mothers' rooms fofeedingevery
3 hours.

Please use the desk and computer in the

Doctor's Charting Area (@ Floor) or near one

of the entrances on thett floor. Computers

Fd GKS 1SFHE4GK ''yAG /22N
their primary use.

Please wear gloves while examining babies; 1

out of 100 babies excrete CMV in secretions,

and 1 out of 1000 mothers are Hpdsitive--

manyof whom areundiagnosed

Hand washings an automatic ritual in the
Nursery. You mustash your hands (don't
forget under the nails) for 3 minutes when
you first arrive. Don't forget to wash your
hands between each baby.

Please don't use the bottle nipples as pacifiers
for the babies (they swallow air).

Please don't push babies up toethvindows

for visitors, unless you have asked the nurse
for permission to do so. For example, some

parents may have requested that no visitors

view the baby; and the nurses may have that
information.

If you take a baby out of a nursery room to
examine tlem in a quieter area, please (a) tell
the nurse, (b) leave the bedside nursing notes
on the counter for the nurse, and (c) put the
baby back into the same nursery room when
you are finished.

Avoid taking a baby out of the crib. We have
had some babies amentally placed in the
wrong crib when returned. If you do take a
baby out of the crib and then return him/her,
check the baby's name band with the crib
card.

Avoid taking supplies (e.g., linens, diapers,
gloves, etc.) from one Nursery Room to
another. This is because the Nurses are
responsible for stocking their own room, and
would rather not stock someone else's room.
If you need supplies, please ask the Nurse
where to get them.

EPIC 1 the electronic medical
record

As of April 28, 2009, we move to EPIC, which is an
electronic medical recordYou will need training on
EPICas well as a password.
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1 Common Deficiencies in Charting

We would like to bring to your attention several
deficiencies in charting thaeem to recur:

Incomplete Problem List
Any finding or issue that requires follewp or is
Ive nth lem Lis
IOmpl%r& § Il"?h A% s bacgouégﬁev%slgml\me
scalp should be marked as a problesince this
nevus will soon be covered with hair (and some
dermatologists state that it should be removed
prior to puberty).

Incomplete follow-up
E.g., a baby who is stuffy and requires nose drops
should have a note saying how he has responded to
treatment. A baby who has been followed for
borderline hypoglycemia should have some note
about resolution of the problem. And so on. Don't
leave things hanging.

Not enough information
Be sure to have enough information aboutth
medical condition. For example, if a mother is RPR
positive, you would need to know previous
treatment and date, previous RPR titers, and HIV
status. If a baby is jaundiced, you should note the
DAT (direct Coombs) results, risk factors for sepsis,
etc.

Not documenting your talks with parents
When you have special circumstances, please
document that you have talked with the parents on
the chart. This is very important, since some
parents may dispute that they talked with a
provider.

No follow-through
Please document that you have performed the
necessary followdzLJP 52 y24 tSI @S
KFy3aay3é airyoS A4 YI1Sa
person who may see the infant tomorrow. For
example, if | find a baby with a hip ktisation at 2
FdYdE FYR gNRGS | y20S absSs$s
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next morning MUST make the appointment, talk
with the parent, etc¢ and document it.
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nDress codeo

You should weascrub suits when you are on call

or could possibly be called sodelivery. Otherwise,

you maywear your clean clothes with a cover

gown.

' a/[9!'b {/ wj {1 Leeg Aa |
put onwithin the confine®f the hospital, and NOT

worn in from home.

If you come intacontact with blood or other bodily

fluids it is to your benefit to clean your skin and

a ON.



change into clean scrubs immediately (as an added
benefit, it looks more professional)
If you go out of the confines of the 3rd or 4ibors

622YS8y
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up with a gown or clean clinical jacket.
You areNOTto wear sweaters or shirts over the

scrub suits.

You may notice the Nurses wearing varying
uniforms with different colors and style. The

Nurses ndz& (i
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(a) they have changed into upon arrival for work, or
(b) covered with clean clinical coat if they come in
from the parking lot.

Wear your name tag at all times. For your
protection, wear personal protective equment
(PPE) gloves, gowns, an eye protection (approved
wrap-around glasses or cleahield facemask) while
you are in any Delivery Room.

9  The Proper Fashion Statement in the
Delivery Area:

Proper attire in the Delivery Area incorporates
these components:

0 Blue scrubgnot other scrubs from other
hospitals, or even places with Parkland such as
the green surgical scrub suits)

Shoe covers, masks, and hair covers

NO long sleeve shirts or sweasdhat extend
from under the blue scrubs

NO "fanny packs"

Clearshield face mask, or approved glasses

If you wish to wear a gown in the Delivery
Room (to prevent contamination of your scrub
suit), wear the isolation gown found in one of
the cabinets in ewy Delivery Room, or in the
cabinets between L&D West OR1 and OR2. Do
not use the sterile blue surgical gowns (too

costly).

lj
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L&D Pointers
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Try to become familiar with the names of the
primary nurses and other providers in the L&D
area.

Penicillin is gien to almost all infants who are
born at PMH, in an effort to reduce the
incidence of Group B streptococcal disease.
The Circulating Nurse in L&D is to administer
this injection in the

delivery room to babies

who meet criteria. Itis

not the role of the

pediatric health care

provider to give the

injection, especially house
staff who may not have

been trained in giving 0
injections to newborns.

House staff are not to give penicillin injections
to infants unless they have been trained to do
o}

Attend to dl nurses' or doctors' concerns
about babies, even if you feel that they are
unnecessarily anxious.

Speak softly and quietly in L&D; remember
that the mother or "significant other" may be
listening and misinterpret something that you
may say about the baby

Remember that you are called to the Delivery
Room as a consultant. You may be called,
only to find that everything has turned out all
right. Or, you may be called to a delivery in
which you feel that you may need more senior
personnel (in which case yavould push the
Resus Team button).

For any concerns about proper
communication in the Delivery Room, please
talk to the Nursing Unit Manager at the time.

If you throw sheets and paper on the floor,
pick it up and dispose of it properly. This may
soundlike a small point, but the L&D
personnel notice these things, who can make
your rotation much more pleasant. It only
takes a few seconds to accomplish this task.

Bring only one baby to the Newborn Nursery
at a time, even if you have attended twin
deliveiies (another health care provider
should bring the other baby). This is a safety
precaution.

Routine, elective repeat-€ections are NOT
scheduled on Wednesdays. Also, the
complicated pregnancies seen in OB
Complications Clinic are scheduled on
Thursday for delivery and/or Gection.

Do not fully take the resuscitation bag out of
the plastic container. These are singlatient
bags; they will be
discarded and charged
to the patient if they
are taken out of the
plastic bag. Rather,
lay the bag on ahdf;
open the plastic bag
so that you can reach
inside easily in case
you need to bag the

baby.

Assure that the Identification Bands (ID
bracelets)on the baby are correct. If you are
the person taking the baby to the NBN, the
nurse wil request that you check the
information on these bracelets, which is used
to insure identity of the baby throughout the
hospital stay.

Before you leave the Delivery / Operating
Room, please tell the Circulating Nurse that
you are leaving. It puts thein an awkward
position when they look up to find that the
pediatrician has left the room.

Utilize thewalkie-talkie systemfor additional
calls

The triaging of calls to L&D is an art that you
should quickly develop on your rotation in the
Newborn Nursey. You should ask for help
when you need it.

AFor exampleit happens that all providers are
tied up in the Delivery Room. The HUC may
then have to call you to go to another
delivery. 1you are called to Delivery Room 4
for moderate meconium and, whilou are
waiting, you receive aallto go Operating
Room 5Sfor an uncomplicated Gection do
you know what you should do?

AYou should discuss this with the Senior
Resident via the walkitalkie, and
communicate with the personnel in
Operating Room 5 toomne to a decision

Obtain all the information you can while in the
Delivery Area. You have access to the mother,



the obstetrician, and the motherieecord to assign Apgar scores at 1 and 5 minutes, unless

This is one of the few times that you can easily emergent deliveries in another Delivery Room
obtain information; if you try to hunt it down dictate otherwise.
later, you might spend an inordinate amount Specifically, a pediatric health care provider from
of time. the Nursery must transport babies who meet any
o Talk to the mother while in the Delivery Area. one of the following criteria:
This is especially important if you know the 0 Any Gsections,
baby will require special treatment, such as o Babies who required bagging,
antibiotics for exposure to chorioamnionitis. . . .
0 Babies who needed intubation,
o Talk to the families- Part of the process of o Babies with initially low Apgar scores
delivery attendance is to show interested
family members their new relative before 0 Babies with significant congenital anomalies
taking the baby to the Newborn Nursery. (e.g., Trisomy 21, cleft lip and/or palate, etc.)
After you complete your note, and are 0 Babies with respiratory distress (e.g.,
heading in the direction of the Newborn tachypnea, or grunting, etc.)
Nursery, take a minute to sp at the Labor & This is not an alhclusive list but gives you an idea
58St AGSNE | SIHEGK | yAQG [/ 2 segaRikgthefyges sl Babissdhihg pediatriciang
that they page the family members, and walk must transport, and those that the Circulating
by the waiting area to show anxiously awaiting Nurse may transport.
relatives. If you decide to transport a baby that you are not
0 This is a special time for almost all families, required to transport. . .
and you should take advantage of the ... you may certainly do so. State to the Nurse
opportunity to light up their lives. It only something to the effect, "I'd like ttake the baby to
Gr1Sa I ¥FS6 YAydzi Sasz | y e Nuisdyamysel§ iNthat'shOK tvith yali.K B this
right thing to do. It aids in patient satisfaction manner, the Nurses will not become confused
with their experience at Parkland, and we regarding which babies the House Officers "must"
anticipate that you will help in this endeavor. vs. "do not have to" transport to the Nursery.

0 Exceptin certain situationg,is not necessary
or desirable to inform a mother of potentially
bad news in the delivery room. The most
common issue is that of suspected Trisomy 21
If the baby is not in critical condition, and the
mother isnot obtaining a bilateral tubal
ligation (BTL), then informing the mother of
your suspicions can best be left for another
time. In most instances, the delivery room
should be a happy event for the parents; you
should not be in a rush to bombard parents
with possible medical problems, if the baby is
otherwise stable in the DR.

1 Can Dads (or other relatives) transport
babies to the Newborn Nursery?
Fathers or other relatives in the waiting areas may
wish to carry their baby to the NBN. In general, this
is acceptable andesirable as long as you assess
that the father or other family relative is physically
and mentally capde of safely carrying the infant.
Also, as the baby is being transported, you must
assure that the baby remains stable while in the
NEfFdABSQa | Nyao
Assure that the relative carries the baby so that
airway remains anatomically straight (recall that the
infant airway is relatively soft, and inappropriate

1  When to Transport Babies from the 1AYy1Ay3 2F (KS o6loeqQa ySOj
Delivery Area: apneaor a dusky spéll
Babies of vaginal deliveries who are deemed In general, parents or other relatives are not
hea'thy and require no intervention by a ped“atr allowed into Admissions Nursery due to its limited
health care provider may be left for the L&D physical space and high level of activity in this area
Nursing Personnel to take to the Nursery. The of the nursery.
Nurses have been instructed regarding this part of

9  Prioritization (the art of triage)

Learning to be able to respond to someone's
concern for a baby is an art form that we hope you
will develop.

A way to assist when the personnel in L&i@

upset is to offer your help by saying the magic
words: "How can | help you?*and mean it. Then,

their duties.

Even if the Nurse is to transport the baby, the
pediatric health care provider is to write ash
note on the H&P paper, stating, for example: "I
attended delivery for low forceps. Baby did well
with Apgars 9/9. Plan: To NBN." You must also stay

23
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follow through with assistance. You will be stuck in
situations that are less than optimal. Expect it,
prepare for it, and make the best of it ateh
moment¢ these are good cases to discuss with the
Attending Faculty on rounds.

It does no good to get caught up in the anxiety that
mayoccurin the Delivery Room.

1  Atactful approach

An L&D nurse who feels uncomfortable with a
newborn isonly doing her job when she is worried
about a baby. She may call you for a second
opinion regarding the baby's status. Rather than
fleetingly look at the baby and say "Oh, that baby's
fine --why did you bother me?", and run out, you
might try a moretactful approach that only takes 30
seconds longer: Examine the baby, put a
stethoscope on the baby ("laying on of hands"), and
make a valid, objective decision. If the baby seems
stable, state something like this: "The baby seems
OK at this point; please take him to the Regular
Nursery, and | will check him again in a little bit."
This type of response acknowledges that you have
taken the time to check the baby, that you trust the
nurse's initial observations, and that you willlfaV

up on it (and, please do follow up with a brief visit
to the Admission Nursery). Taking the time to lay
the stethoscope on the baby, and making a rational
judgment confirms to those nurses that you were
listening to their concerns and did somethingoailb
them.

1 What about a baby in the Delivery Room
who needs to go to NICU?

Please call the Resuscitation Team before you take

the baby from the Delivery Room. Ask them where

and how they would like the baby transferred.

If you have any doubts about a bab status, call

the Senior Resident. The Senior will decide if the

o o6& Aa aobthe/lst YearResidetishould

not make this kind of decision.

Before the decision is made to take the baby to

the NBN, make sure that the baby meets BOTH
weight AND gestational age criteria.

Our present criteria are that a baby is 35 weeks

gestational age or greater AND 2100 grams or more

to qualify for NBN. Simply because a baby weighs

more than 2100 grams does NOT qualify the baby

to go to NBN. S/he must also BB weeks gestation

u Example: a 2400 gram infant who looks to be 34

weeks gestation goes to the NICU. Thisis a

prematureLGA baby that merits observation in the

NICU.

u Example: a 2090 gram infant who looks to be 37

38 weeks gestation goes to the NICThis baby is
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term-SGA and deserves to be monitored in the
NICU.

While in the DR, balance the weight scale,
principally to assure everyone that a baby with a
borderline weight has been weighed accurately.

T I'f 1d6ve got a marginal
Room, can | bring him directly from L&D
to the Treatment Room?

No, this is not a good idea. You should obtain a
second opinion in the DR with the Senior Resident,
because some of these babies should be moved to
the NICU for obgwation. If the baby stabilizes
within 4 hours in the NICU, then the baby can be
transferred to NBN at that time.

f How i mportant are the
in the Delivery Room?

For identification purposes, the arm bracelets are
critical. fer deliveries that you attend, you must
check these ID bands with the Circulating Nurse
before you leave th®elivery Room. Make sure
that the name of the bands is the same as on the
b{ft A0l {KSS{ope¢

Please place the armbands on securelthenDR
(not too loose, not too tight). If they are too loose,
they fall off, creating aggravation for nursing
personnel. The armbands are crucial for the
identification and discharge process throughout the
newborn stay.

If House Staff need more supervision in the
Delivery Room

We offer supervision by a Pediatric Nurse
Practitioner or other personnel trained in neonatal
resuscitation during your first eoall day for the
Labor & Delivery Areas. For varied reasons, some
First Year Residents may need aitdfial
supervision in the Delivery Room on the 2ndaail
day. We may ask a PNP or other personnel to assist
for one or more orcall days for the 1st Year
Resident:
House Staff should take this additional supervision
as an opportunity to improve their dl§. Everyone
has different levels of efficacy in certain situations.
Because you may need some improvement in the
specific skill of neonatal resuscitation does not
reflect on your general competency, skills, or
knowledge levels, nor does it reflect oawr
personal character traits.

1 On-call

You will have an assignment of six babies who are
delivered during your owall day. Please examine
them in a timely fashion, since every baby must be

baby

babyd



examined within 24 hours of bt You will find

that this facilitates your work.

The call room is next to the Continuing Care Nursery
and across from the OB Recovery Room on the 3rd
floor. The combination of the numeric keypad will
be given to you on the first day of the rotation.

A lonely feeling: Sometimes, dstYear Resident
mayfeel overwhelmed with the volume of work in
this Nursery.Please talk with one of the Attending
Faculty about thisHere are three points to
remember:

Learn to prioritize: for exame| a spinal tap for a
syphilis workup on an asymptomatic baby can wait
until the next day, when your teammates have
arrived. "Constructive and appropriate
procrastination” is not a mortal sin, especially when
more pressing issues are beckoning.

You are nbalone: you should always have
resources to ask questions. The PNP or Senior
Resident can respond to your inquiries. If you need
further assistance, you may call the Fellow. In
addition, the Attending Faculty will be happy to
help. Do not hesitate task questions- day or

night.

Take one thing at a timgou will sometimes be
pulled in multiple directions. Make a list, look at it,
and do the most pressing tasffding to deliveries
takes priorities most of the time, except in rare
circumstances wheran extremely ill infant is in the
process of transfer to the NICU and the Transport
Team has not yet arrivéd

T When 1 6dm on wh o
me?

On weekdays, check out begins around 2:30 p.m. in

NBNLevel 2Nursery, when the PNPs briefly have

sign-out rounds.

Regarding other babies with potential issues on the

3rd floor, the individual PNP and House Staff should

check out verbally with the onall 1st Year

Resident. However, the ecall person may be tied

up in a delivery. The provider who neetb check

out should make all attempts to do so verbally, but

when that is not possible, they might leave a note

for you in the 3rd Floor Charting Area.

cal | ,

i Taking the NRP

The designated provider who is orienting you on
your first day of delivery room callill review your
L&D techniques. In addition, you will be exposed to
the Neonatal Resuscitation ProgrdhMRP). If you

do not have an NRP manual for review, please ask
one of the Attending FacultyWe anticipate tha

you will be NRfrained by the completion of your
NBN rotation. This process requires several written

wi |1

tests and a performance checklist. During the NBN
orientation, you will be instructed how we will
accomplish your NRPtraining.

The Neonatal Resuscitah Program(NRFP from the
American Academy of Pediatrics (AAP) and
American Heart Association is a program that uses
adult-learning techniques to emphasize the
fundamental knowledge and skills needed fie t
stabilization of a baby in the Delivery Room.
Unless you have previously taken the course, it is
required that all 1st Year Residents complete the
NRP while on this rotation.

The NRP is composed of a written test and a Skills
Megacode. PLEASE STUDYNREMANUAL. All
written questions and skills evaluations are taken
directly from the practice tests and skills procedures
from the manual. If you borrowed the manual,
please return it at the end of your rotation.

3 . Y. <. American Heart
American Academy of Pediatrics #f4s Associations

DEDICATED TO

THE HEALTH OF ALL CHILDREN" 3
Learn and Live..

check out to
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3 Floor L&D Area

NBN

Call room
N
\ OR 2 OR 3 OR 4
|
C OR1 OR5
U
DR 3
DR 4 B T T T T L LU TP LITLPRTTIIIOO
Et'e"a L&D West
ors — e sesseseessees oo
DR 1
. L&D East :
Triage ettt ee s e st
LDR9 | LDRI10 EastOR1 EastOR2
LDR8 | LDR7 | LDR6 | LDR5 | LDR4 | LDR3 | LDR2 | LDR1
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Pediatric Coverage for L&D

Intern or PNP Resuscitation Team
(intercom) (hit the button)

Gestational age and Weightcriter § xoc 6SS1a ! b5 Bumn|f 23o0p 6SS1a hw Xu

Diabetes T Al & A2 diabetes 1 Class B and above
GSection 1 Nonemergent C/S 1 Emergent C/S

1 ASAP C/NOFHR abnormalities) ASAP C/S (with FHR abnormalities)
Chorioamnionitis 1 Chorio 9 Chorio and meconium and FHR

abnormt f AGASE 66l NI

1 Requiring expedited delivery

FHR abnormalities 1 Not requiring expedited delivery (ASAP or Stat, forceps or C/S)
Meconium I Thin or moderate 9 Thick
Forceps T Nonemergent 1 ASAP or Emergent
Other 1 Breech 1 Suspeted life-threatening or
1T PROM major anomalies
9 Twins (2 providers) 1 Hydrops

1 Bagging for >20 seconds
without response

1 ANY OTHER OB or PEDIATRIC
CONCERNS
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Miscellaneous Comments & Questions

T Teamwork

Each of us works at a different pace. If you
happen to completgour tasks early, volunteer to
help your fellow 1st Year Residents who may not
have completed their work. Don't be shy about
helping out.

T The Weekends

The Master Schedule incorporates weekends, so
please refer to the posted list. As a geal rule, we
need a total of 1416 providers seven days a week.
Janet Cover, PNP, schedules both House Staff and
PNPs, in concert with the schedule provided by the
Chief Residents.

We have Attending Faculty seven days a week in
the NBN. The Faculty will round on yassigned
babies with you before you leave every day.

| Frustrations? Talk to us!

You may come across a procedure or policy that
you feel makes no sense. We are open to
suggestions you may have to make things work
more efficiently and effectively. If you hav
concerns regarding procedures, please direct them
to Attending Faculty.

| Clinical Co-Directors

Drs. Greg Jacksoend Dr. Dorothy Sendelbach are
representatives of the medical and administrative
management through the auspices of the U.T.
Health Sciencesetiter. We share responsibility in
the dayto-day workings of the Newborn Nursery at
Parkland, and participate in the lofigrm planning
for this Unit.

If you have any questions or comments regarding
the functioning of the Newborn Nursery, please
come to s with your ideas.

1 The PNPs

The Pediatric Nurse Practitioners are nurses who
have had advanced training in physical assessment
and medical management of infants and children.
They are pesently seeing over 5 of all babies

born at Parkland. Their preseduties include:

o Aresource for House Staff regarding how
things are accomplished, questions about
physical exams, & delivery room attendance.

o Care of the infants whose mothers are on one
of the two PostPartum floors on thetﬁfloor,
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0 A portion of the bhies on the 5 Floor,
depending on census and staffing (see Master
Schedule)

0 Some are trained to perform procedures such
as spinal taps and circumcisions.

Some attend selected lowisk deliveries, to provide
a24/7 service
If you have any questions regting the PNP role,
please bring them to théttending Faculty Please
treat the PNPs as valuable resoureethey know a
tremendous amount about physical assessment of
babies and how to accomplish things in the Nursery;
they welcome your questions.
The MPs will check out with the 1st Year Resident
on call any potential problems with their assigned
babies before they leave for the day. Place those
babies on your list of items to check.

il Our Nurses

Many of our Newborn Nursery nurshave beea
working with babies for years. If they inform you of
a potential problem with a baby, please take them
seriously. It is important to listen to them.

5dzS (2
that a baby is not acting right that may not be
obvious to you. They may also know of a policy or
procedure that you may not be aware of. If they
have questions regarding your management of a
specific baby, they are asking for clarification based
2y GKSANI SELISNRSYyOSa
similar poblems. Please ask for their input as you
manage the baby.

Most importantly, the nurses are part of our team.
They are very knowledgeable about babies, and can
be valuable resources of information. They can
make your day a very pleasant one, if you exstp
them for the help they can give you. Include them

in your plans for the baby: they will need to
understand your rationale of treatment when the
mother asks them.

Our Charge Nurse on each shift is available for any
questions related to nursing issues,you may ask
one ofthe faculty members

Communications Board
At night, the nurses will write down questions they
have for the orcall physician on the
Communications Boarith the 3rd Floor Nursery.
The oncall physician is sponsible for attending to
the questions listed on the board prior to the end of
the nursing shift (i.e., 11 p.m. and 7 a.m.).

2dzNJ ydzNBSEQ SELISNASYOS
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No verbal orders:
The nurses have been instructed not to accept
verbal (telephone or otherwise) orders. This is
based on quaty assurance measures relating to
previous errors made in conjunction witerbal
orders. All orders must be written and signed by
the physician (include PMH ID number).

1 3rd Year Medical Students

SeveralThird Yar Medical Students spend 5 days in
the NBN. Their day is divided between various
conferences and gaining experience with history
and physical examination of newborns.

One MS3 maygo to deliveries with you until ~10
p.m. This student should put his’/heager number
nexttotheonOl f f LK@ &AAOAIlI yQa

1  4th Year Medical Students

Periodically, we will have™year Medical Students
on an elective rotation. They will attend deliveries
and take care of well babies, with direct supervision
of the 1™ Year Resident assigned to the babies.
Please be available for their questions.

Common Questions

1  Which babies should be transferred to
the NICU?
The following guidelines are provided to clarify the
utilization of the NBN at Parkid Memorial
Hospital for infants requiring more than
well baby care. The intermittent presence
of MRSA in NICU sometimes prevents
transfer of infants from the NICU to the
NBN.
Any T'Year Resident should always talk
with the Senior Resident regarding aldy
that you feel should go to the NICU. In
general, any baby who warrants a higher
level of monitoring must be transferred to
the NICU.
Absolute indications for transfer of infants from
NBN to NICU include:

o0 Oxygen requirementthat are more than
transient in nature (i.e., not decreasing after 4
hours of age, any requirement >8 hours of
age, or any requirement that begins over 8
hours of age), or the need for O2 equal to or
greater than 40%

o Any medical condition that requires aomitor
(e.g., more than one severe apneic spell)

0 Aseizure (it is probable that you will not have
witnessed the seizure; therefore you must
obtain a thorough history about the event)

0 Need for bag and mask ventilation in the
nursery

0 Any babywho requires IMluid resuscitation or
volume expansion (e.g., bolus administration
of normal saline or albumin may be given in
Newborn Nursery as an emergency event, but
the baby must be transferred to NICU when
stabilized)

Postoperative surgical care

Need for intestinal decompression \WG or
OG tube or Gomco suction

o0 Need for total parenteral nutrition

o Double volume exchange transfusion (partial
exchange transfusions for polycythemia may

o

LI 3 S NJL Yoz inétr%N'\é‘ﬁDbaby nursery)
0

Gestational age less than 35 weeks

o Birth weight from the Delivery Room less than
2100 grams

0 Requires isolation and is clinically ill (requires
more than well baby care)

Intravenous calcium supplementation
Hypoglycemia requiring 1V miholus glucose
administration more than once
0 Systemic pH <7.20 and pCO2 >55 mmHg after
1 hour of age
There are certain medical conditions and care needs
that potentially may necessitate transfer of infants
from the NBN to NICU. Decisions to
transfer for these situations will
depend upon the medical condition
of the infant, nursing abilities in both
care areas, and consultation with

It is impossible to list all possible
scenarios. Good clinical judgment
needs to be exercised by alhrties
involved so infants are cared for in
the appropriate area.
To clarify who is available to assist with medical
management decisions regarding infants in the NBN
when the Attending not available, the following is
provided:
Problems identified by thaursing staff are referred
to the NBN 1 Year Resident. The medical
supervisors available to thé'Year Resident when
a Faculty member is not available are:

0 Senior Resident on call

O supervisory medical staff.

o0 Neonatal Fellow on call

o Neonatal Faculty on call
This also reflects #horder in which these
individuals should be consulted. The NBN and NICU
Charge Nurses should understand at what level
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decisions are made (Senior Resident, Fellow,
Attending), and if questions persist, further
consultation by Charge Nurses may be requéste
along this hierarchy.

T Now that webdbve decided

baby to the NICU, what do | do?
Make certain that you perform the following:
fill out the physical form,

Entera transfer note, and label it "Transfer
Note",

talk with the NBN Charge Nurse,
discuss the baby with the Senior Resident,
notify the NICU Charge Nurse,

write appropriate orders to assure prompt
medical treatment, and

o talk with the parent(s).

o

O O O O

il Do we have nAMock

should I respond?
Mock codes are perfored periodically, and may
occur at any time of the day or night. We expect
the House Staff to respond as if it were a real code,
so please act accordingly.

9 Ithink ababy needs CPT. How do |

order it?
Due to limited Respiratory Therapy staffing, please
restrict the use of chest physiotherap@PT) to
those babies who really need itEven babies who
have documented meconium below the cords do
not necessarily "need" CPT (nor do they necessarily
have to go to NICU)It will depend on the clinical
circumstances.
Some House Officers find that they can do "cupping
& clapping" with their hand as they stabilize the
baby in theDelivery Area and/or as they are
bringing the baby to thé&lursery.
Due to the frequent and inappropriate use of CPT in
the Newborn Nursery, we reevaluated its use

3North Rooms 3819, 27340 Sev
Parkland (Nursing Station) era
3East Rooms 32303, 27345 |
Parkland (Nursing Station) yea
3West Rooms 3803, 27348 rs
Parkland (Nursing Station) ago
4-North Rooms 4819, 27400
Parkland (Nursingtation) 'CP
4-South Rooms 4603, 27457 .
Parkland (Nursing Station) Tin
4East Rooms 4263, 27437 the
Parkland (Nursing Station) Ne
wb

orn Nursery should only be considered for the
following (CPT is not mandatory for these

3C

Codeso

conditions, but we restricits use in NB for only
these possibilities):
o Infants born through meconiuratained
amniotic fluid AND

t 0o the presgngefoktgchypgnea (>65/minute),
o and/or persistent grunting,

and/or persistent retraction®r atelectasis
verified by xray.
If you order CPTEhe orders will be considered a
one-time order. Each time it is ordered, the infant
must be individually ressessed and the CPT re
ordered if so indicated. CPT must not be ordered
more than every 4 hours. If the baby needs more
frequent CPT, consideopsible transfer to the
NICU.Attending Faculty in the NBN may override
the above guidelines with a written order.
The disadvantages of CPT: it is costly, may decrease
0, saturation transiently, may cause bruising, and

pccupiestpersennel time that mighebmore
appropriately utilized.

Coarse rales and rhonchi are normal for newborns
for the first 2 or more hours after birth; their
presence, by themselves, is NOT necessarily an
indication for CPT. In addition, gruntiagd mild
retractions are transient manifestations of many
babies for the first 2 hours after birth. These
symptoms, by themselves, are not necessarily
indications for CPT.

1 What words should | avoid during this
rotation?
Because of potential miscommication, we
GeLAOLfte I @2AR (GKS dzas$s
2NJ GoANIK NI dzYl ¢
charting. We should use them only when they can
be correctly interpreted. Ask for references during
the rotation that explains these issse

T Can | run an |V at

When talking about a newborn, "TKQO" ("to keep
open") is inaccurate when referring to how fast the
IV rate should be. Instead, spfgcthe cc's per hour
(e.g., 3cc). You may wish to write an order for a
saline lekinstead of a very low IV rate.

1 How do | know where the mother is
located?

The mother's room numbes typically on the crib

card, or on the colored tape on the end of the bed.

If you have trouble finding a mothen'som

number, ask the Unit Coordinator.

2NJ AaRATFTTAOM
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room number. For example, a mother who is in
Room 323 has the phormmeumber 27323. Note:
without exception, phone calls to poegartum
rooms are blocked from 9 p.m until 8 a.m.

1 If we obtain a consultation with a
specialist, what is the routine?
(1) Page the specialist to request consultation (see
Gt K2y S b dzy o §ddmakingiieteNdorieA & (0 A Y
contact with the appropriate person).
(2) For anygonsultant who will visit the baby in the
hospital (e.g., Surgery, Urology, Genetics,
Endocrinology), fill out a Consultation Sheet in
duplicate (place a carbdmetween two sheets).

AGHTE

LJ dza
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The Un-Official Guide to
Newborn Nursery Workups
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This guide provides suggested treatment plaasinder continual revision,
and is not to be considered as a standard of care
or as the only appropriate medical manageméor any individual infant

Please talk tahe NBN Attending Faculty
about any additions or alterations.




0 Hepatitis B surface antigen, Hepatitis B surface
antibody, and Hepatitis B core antibody.

Abandoned Baby o HIV ELISAthis may be in the computer as

Gl L+t ¢8LS ™M 3 HET GKAA Aa U
screening test for presence of antibiodies; if

positive, the lab automatically performs an
ImmunoFlourescent Antibody, which is the

same as the Western Blot confirmatory test.

Per Texas state lavd . | 0 & , arBokh& @nayv
leaveher infant who ist60 days oldat any fire
station or hospital ithout question, as a
relinquishment of her parental rights.

Procedure:

1. Infant will arrive from the ER to NBN, unless 0 MRS cultures

clearly a small premature or in remarkable distress; o Baby shall be placed inisolationd NE R G LIS 2y
for these conditions the baby is to be taken to i KS Tpen2lidggNBRSBA culture results.

NNICU. [There is no need to obtain MRSA or other

2. NBN will assess the baby for criteria to stay in cultures (per Infection Control 4/05), unless

NBN. If does not meet Standard NBN admission specific circumstances dictate otherwise.]

criteria, baby will be transferred to NNICU o Glucose POCT (Point afr€ Testing)Glucose

3. Nursery staff will notify Admission, Discharge,
Transfer Office (ADT) of the admission of an
unidentified babyand request the infant be

Urine and meconium for drug (toxicology)
screen

registered as an unidentified patient. Nursetaff 0 Blood ype and Coombs
will provide to ADT the following: o Notify Social Service (they will notify Child
o Date of Birth (Best estimate if not known Protective Services)
exactly) 0 HBIG 0.5 cc IMand HepB vaccine
Sex 0 Tetanus immune globulin 250 unitdl (if a
Raceif able to discern) mother's history of immunization is not
Location of Infant (NBN, J, CCN, NNICU etc) available)

Attending/Admiting Physician name o No visitorsg Publicity will be handled through
Community Relations Dept of the hospifeb

Treatment team not make any public comments about the
Admitting diagnosis (Normal newborn, baby)

4 Ag;_em.ﬁtﬁre mfsntl,zetc) Senvi o Follow routine admission procedures and
' will have the Emergency Services routines. Admitting nurse will complete a

Department (ESD) Registration staff pull the next WatAO|l &AKSSGQ 6AGK I a YdOK
letter packet and provide to the ADT staff the letter available

name and MRN. Bhregistration staff then log the
necessary information on the Unidentified Patient
Log and will bring the letter packet to the

O O O O o o

Abbreviations

designated nursery. ARG ! 02NIIA2Y O02NJ GYAAOFNNARI ISED
5. The ADT staff will admit the baby into EPIC using AQ; before a feeding
the letter name and MRN and will notify the AGA; Appropriate for Gestational Age
designat! y dzNASNE 2F (GKS Ay Tl BE®BackFemasS | yR awb Ay
EPIC. Bilat¢ Bilaterd
6. The nursery staff will now be able to locate the BMg Black Male
infant on their census and will be able to print off a BPLxy BronchePulmonary Dysplasia (also,
face sheet and labels and proceed with normal care BiParietal Diameter)
of the infant BTlg Bilateral Tubal Ligation
7. Band the baby, using the letbeame provided CAH, Congenital Adrenal Hyperplasia
0e !'5¢T a.loe ac¢ CDH Congenital Dislocation of the Hip(s); this
8. Consider orderingome or albf the following term is now inappropriate, more accurately
labs, depending on the circumstances: referred to as DDH

o CBC with differentiaRetic CHILz Congenital Heart Disease

o RPR CMV, Cytomegalovirus

CNM, Certified Nurse Midwife
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CPIy cephalepelvic disproportion (a common
reason for a Gection)

CPT chest physiotherapy (cupping & clapping).
Also refers to Current Procedural Terminology, a
standardzed numerical coding system for medical
diagnoses

CTDR Called to Delivery Room

D&Dx, Death & Discharge Conference

DAT Direct Antiglobulin Test (Direct Coombs)
DDHc Developmental Dysplasia of the Hips (the

PIH¢ Pregnancyinduced Hypertension

POCQ Point of care glucose test

Post¢ Postmature (used with AGA, SGA, and LGA)
PNR, Pediatric Nurse Practitioner
PROMc¢Prolonged Rupture of Membranes
(pediatrician's term) 18 hours of ruptured "bag of
waters (BOW)" which refers to the amnion and
chorion; also PROM may refer to Premature
Rupture of Membranes (obstetrician's term)
membranes which have ruptured before the onset

LINEFSNNBR GSN)3ZI NI GK®3N GKloffabar,O2y ISy Adlkf RAaft 20!l @

2T KALJAE€O

DON; Director of Nursing

EBC; estimated blood glucose

FOG FrontalOccipital Circumference

Fx Fracture

G Gravida (number of times pregnant)

GB& Group B Strep

Glucose POGtEstimated blood glucose (e.qg.,
Accucheck, Dextrostix, Off®uch)

HC¢ head circumference

HF/HM¢ Hispanic male/female

HIW& Human Immunodeficiency Virus (AIDS virus)
IUGRIntra-Uterine Growth restriction

IVH; Intra-Ventricular Hemorrhage

IDW; Injecting Drug User (this term is taking the
place of IVDA-intravenaus drug abuset- since
some use methods such as "skin popping")

LAF Latin American Female

LAM; Latin American Male

LGALarge for Gestational Age

LOALeft Occiput Anterior (presentation of a baby
at delivery)

LOR Left Occiput Posterior

LR, Lumbar Punture (spinal tap)

MIHIA; Medically Indigent Health Improvement
Act. A Statdunded program that provides
specified care for certain indigent populations
MRSA¢ Methicillin Resistant Staph Aureus

NEG Necrotizing EnteroColitis

NNP  Neonatal Nurse Prattbner

NSVRQNormal Spontaneous Vaginal Delivery

P¢ Para, which refers to the number of viable
pregnancies, and not the number of fetuses
delivered. For example, a primigravida mother who
delivers living triplets and has had one stillbirth is
considered G P1. Another abbreviation is the TPAL
scheme, with 4 numbers separated by dashes. # of
Term infants, # of Preterm infants, # of Abortions,
and # number of children presently Living.

P¢ Premature (used with AGA, SGA, and LGA)
P, after a feeding

PDA Paent Ductus Arteriosus

PIEC Pulmonary Interstitial Emphysema
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PT¢ Physicallherapy; also, PhotoTherapy

Rk Rooming In

ROA Right Occiput Anterior

ROM; Rupture of Membranes (usually with no. of
hours ruptured). Also refers to Right Otitis Media
ROR Right Occiput Posterior; also, Retinopathy of
Prematurity

SCRATCH one suggeson for an extended
abbreviation for the TORCH group of congenital
infections. S=syphilis, strep; C=CMV; R=rubella;
A=AIDS; T=toxoplasmosis; C=coxsackie, chickenpox,
chlamydia; H=herpes, hepatitis

Sk Stock Formula

SGA; Smallfor Gestational Age

SV Spontaneous Vaginal Delivery

Sub@ SQubcutaneous

T¢ Term (used with AGA, SGA, or LGA)

TBLG Term Birth Living Child

TPAIg Obstetric shorthand for number of term,
premature, abortuses, and living children (e.g.,
mother who is 41-1-2 has had for term
pregnarcies, 1 premature pregnancy, 1 abortus,
and 2 living children)

TTN; Transient Tachypnea of the Newborn
TORCHToxoplasmosis, Other, Rubella,
Cytomegalovirus, Herpes (congenital viral
infections)

UACc Umbilical Artery Catheter

UVCcq Umbilical Venous Cathext

Ventg ventilator

VSg; Vital Signs

WF/WM¢ White female/male

WIQ; Women, infants, and childreja
federallyfunded program that provides for formula
and nutritional counselling



Adoption, Babies for

An occasional mother makehe decision to give

her baby up for adoption. You may hear us refer to
ddzOK F ol oeé ¢gAGK GKS O2RS
adoption).

Until the mother signs the relinquishment papers,

the baby is still legally hers. That means that, if she
decides to rom-in or feed her baby, she has every

right to do so until the papers are signed.
¢CKS {20A1If 22NJ] SN AA
the Nursing Staff. No special tests are needed,
unless the Social Worker informs you. Some
adoption agencies, for exampleould like to have

a drug screen on the baby and the HIV status on the
mother.

What approach should the provider take with the
natural parent of a baby who is being given up for
adoption? One suggested approach is to introduce

@2 dzNBE St F | avidét, iddmder oféh@ a  LIN
oloeQa KSIftdK adlddzaz | yR
available if she has any additional questions about

her baby. Once you have had this initial contact,

you no longer need to visit her every day.

y 2 A

Affidavits

Affidavitsare legal documents that are used by the
courts, and are filled out by people involved in the
case. ltis an effort to avoid personal
court appearances by the ndagal
person involved in the case. Inthe
context of the Newborn Nursery, the
judge sometines uses the affidavit
when deciding whether a baby
should be removed from the home
environment.

Social Service personnel initiate the
affidavit. The following are offered
as guidelines for physicians in filling
out this document:

Identify yourself-e.g, "l am a 2nd year Pediatric
Resident at Parkland Hospital . . ."

Identify the patient-- e.g., "I examined the Baby of
Jacqueline Jackson in the Parklandpital

Newborn Nursery on 10/2/10

Describe your objective findingsge layman's
language if pogble) -- e.g., "Examinatiorrevealed

a 22hour old infant who was jittery at rest but
calmed with sucking, and had an otherwise normal
neurologic examHead ultrasounda special test to
assess the internal structure of the brain) was
normal. Laboratoryresults(blood count and urine

drug toxicology screening) was normal except for a
positive urine test for cocaine.”

Report how the injury or illness was directly
explained to you, stating your source. The following

ar les, illustrating what bpropriate;
"'}?hgxr%gﬁergl\/lrs. jlacsqueﬁ)ng ?;igon, %?a%lae'}f‘]to me
that she took cocaine during her pregnancy"
"The Newborn Labor and Record reported that the
mother stated she took cocaine during her
pregnancy,"
" father, Mr, Gerald Jackson, stated te that
:'i-h}g%a v roné Hifee bi'd ashe v?v:gs frying' tg
change the diaper."
DO NOT comment on any speculative issidEsnot
speculateon information that is not directly
available to you. Also, unless you are an absolute
Expert (!) on pathophysiology, ¢h avoid
speculative explanations regarding causation of
symptoms and/or injury. It is best NOT to make
uch comments unless you are willing to defend
hem ip cowt. . PR A
D8 NCFTléaléry, for &gmuple, eT?ledﬁilaterlg]Bspiral
fractures of the baby's femurs is not céstent with
the way the injury was described"” or "It is possible
that the baby's jitteriness could be a manifestation
of recent maternal cocaine use, although the
jitteriness may be a variation of normal activity."
Such statements may be construed asapative
and you might have to "bagteddle” to defend
them.
Do not make additional comments that
are not directly verifiable. Do not
speculate or judge about a person's
behavior. Do not use "hearsay"
conversations from other personnel
(unless you saw thbehavior yourself).
Sign the affidavit only in the presence of
a Notary Public. Many Social Workers
are Notary Publics. If a Notary Public is
needed on an emergency basis, call the
Admitting Office or Psychiatry Emergency
Room.

AAgai nst Medi cal

There may be several reasons to ask a parent to
sign the AMAorm:

Parents who wish to take their baby home before
the standard discharge timeif you judge that a
parent has adequate medical followup and will take
their newborn in to see thie provider within 12

days after discharge, then it is not necessary to
have the parents sign an AMA form.

However, if you judge that the parent does not
have adequate medical followup, then ask the
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parent(s) to sign an AMA fornin this manner, the
parent understands that their request is not
advised.
Signing this form is sometimes not acceptable to a
parent, in which case simpplace a note in the
electronic medical recorEMRY G I G A y 3
parent wishes to take thetnaby home earlier than
our routine, and | have explained that follewp in
1-2 days with their primary care provider is
ySOSaal NB ¢
Refusal of testg Some parents may refuse tests or
treatment that is not mandatory, but is necessary
for further managemen For example, a parent
refuses to keep their baby in the hospital for a renal
ultrasound ordered because of an antenatal
ultrasound.

In this case, reschedule an appointment or
develop a followup plan that is acceptable for the
parent. Remember that pst parents want to do

GKI G

GKFGQa NRIKG F2NI GKSANI ;\yEQ

treatment for extraneous reasons that are not
obvious (e.g., transportation or job issues)
However,if they refuse efforts for outpatient
follow-up, then they should be requestdd sign an
AMA form. If they refuse to sign, simply document
the circumstances in thelectronic medical record
For a baby whom you feel may merit a longer
hospital stay, discuss it with the Senior Resident,
Fellow, and/or Faculty. Most of the time,dte has
been inadequate or inappropriate communication
with the parents about the seriousness of the
situation. Parental refusal is quite rare after
complete and frank discussion. However, if the
parents are still persistent in refusal to treat a
seriousmedical condition, then you should discuss
the possibility of an emergency court order
continue or implement treatment. If discussions
get to this stage (a rare event), a Faculty member
must be involved.
Situations to keep haby in the hospital when we
are concerned about its welleing¢ the most
common situation is that of a violent and/or
abusive parent. When we are truly concerned
about the welfare of a baby and feel that we should
keep the baby in the hospital until tregtuation is
sorted out, then: (a) discuss your concerns with the
parent(s), (b) notify Child Protective Services
immediately (day or night the Charge Nurse can
find the night/weekend phone number for you) and
(c) document your concerns in tiedectronic
medical record
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Albinism

At least 5 types of albinisexist (see Online

Mendelian Inheritance of Maat

http://www3.ncbi.nim.nih.gov/Omim/searchomim.
mil:. A

culgcutgngo%s albinism | &jkkinand eyes are

generally pale (there is some speculation that Noah

of flood fame, as well as Reverend Dr. Spooner

WaalLlR2ySNRAYaée KI a

37 allelic variants of albinism |, and at least 6

variants of albinism 1.

Ocular albinisng only the eyes are pale

Piebald traitc white patches of skin and hair (see

Gt 2tA2araée Ay GKA& Yl ydz 0

HermanskyPudulakg skin and eye involvement,

with low platelets

ChediakHigashic skin and eye involvement, with

low white cell count

Veguspegtad donav iR QUld Baveis ¢ aza

etics Consutt.

Alcohol, Fetal

First described in an organized fashion in 1973,
FAS/FAE is one of the most common esusf
developmental delay of humans. Fetal alcohol
effects(FAE, although a new terglAlcohol Related
Neurological Deficits (ARNB)s now being
recommended) is very difficult to diagnose clinically
in the NBN. However, one of the causes of an
AYFIEYiQa
12 hours of age is alcohol withdrawal.

Fetal alcohol syndrome (FAS) should be considered
whenever you obtain a history of maternal alcohol
abuse in a babwith microcephaly (i.e.,

microcephaly is considered to be a requirement by
some for the diagnosis of FAS, not necessarily for
FAE).

The complete FAS is stated by some sources to
occur in as many as one out of every 750 live births,
although it is rarely dignosed in the Newborn
Nursery. The less severe FAE occurs in abéut 3
live births out of 1,000. FAS occurs in up to 30
percent of recorded live births from known alcohol
abusing women. When considering both FAS and
FAE patients, about 58% had an |Qref 70 or
below.

If you wish to obtain a blood alcohol level on a
newborn, the most effective method is to obtain a
cord blood sample in the Delivery Room, and label
Al AYYSRAFGSt@ F2N) a!fO2K2f
uses the routine cord blood sampigjs no longer
satisfactory for alcohol determination.

Findings may include:

FftoAYyAAY
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Facial abnormalities

short palpebral fissures

epicanthal folds

maxillary & mandibular hypoplasia

thin upper lip

flat philtrum

short nose,flattened nasal bridge
Growth deficiencyweight, length, head)

Delayed development & mental deficiency

§ Although [babies with FAS] can learn to read and
write, academic functioning usually peaks at the
fourth to fifth grade level, or lower.

§ Adaptation to society is poor; typical problems
includefailure to consider consequences, lack of
initiative/imagination, unresponsiveness to social
cues, and lack of friendships.

§ Behavioral problems include poor concentration
and attention, social withdrawal, stubbornness or
sullenness, impulsiveness, andtignxiety.
(http:/depts.washington.edu/fasdpn)

o Cardiac defects (septal)

0 Minor joint & limb abnormalities
Screening for maternal alcohol abuse is useful if you
suspect an that an infant has been affected.
Various screening tools are available
(http://www.nmchc.org/html/fulltext.htm).
One quick screening tool is calledh\TE:
ToleranceHHow many drinks does it take for you to
feel high?
Annoyed: Havepeople annoyed you by criticizing
your drinking?
Cut downHave you ever felt you ought to cut down
on your drinking?
Eyeopener Have your ever had a drink first thing in
the morning to steady your nerves or get rid of a
hangover?
If these screening quesiscg asked in a non

O O O O O o o o o

Ambiguous Genitalia

SEX ASSIGNMENT is very important for the family
in the delivery room, and the mere mention of the
g2NR G KS¢ 2intelimpkndséa stlongY S R
message to parents. For those of us who have
YIRS GKS YAaaidl 1S
fact the baby is a girl, we have quickly learned that
LI NByda oAttt AYYSRALF(GSt @
A newborn with ambiguous géalia in the delivery
room is social emergency (please refer to the AAP
statements regarding this issue:
http://www.aap.org/policy/RE9958.htménd
http://www.aap.org/policy/re0027.htm)

As emphasized in these policy statements, the
infant should be referred to as "your baby" or "your
child"t not"it," "he," or "she", the genitalia shown
to the parents with the explanation that genitalia of
both sexe arise from the same embryonic
structures, and that xays, blood tests, and
specialists will be used to assist in the proper
diagnosis.

Deciding the sex of rearing can only be
accomplished after thorough evaluation and also
depends on the following faots:

o Fertility potential

Capacity for normal sexual function
Endocrine function

Potential for malignant change
Testosterone imprinting

Timing of surgery

O O O O O

1 Call the consultants (see phone
numbers in the first section of this
manual):

2dzRIYSy Gl tx 202S00ADS YI yy

GKSasS ljdSaitArzya
0l 0@ Q& cKaBé cbniefré yiou should ask for
appropriate consultation (e.g., Social Worker).
SeeWattendorf DJ et aFetal Alohol $ectrum
Disorders.American Family Physician July 15, 2005.
72:279285.

epicanthal folds
microcephaly
low nasal

short palpebral bridge

fissures

minor
ear anomalies

flat midface

short nose
indistinct philtrum

micrognathia

thin upper lip

Usually, during the first few days of life, the babies
do well. Coordination with the consultants
(Endocrine, Pediatric Urology, and sometimes
Genetics) is the most important initial sesgt, as well
as education of the parents.

We may elect to manage the babies at Parkland
Newborn Nursery, or &EMC NICAccess Center at
CMC: 214-456-2926). We must consider all the
factors regarding what is best for the baby and
parents (e. g., easaf obtaining special lab tests,
parental educatiorje.g., how to give medications,
what to do wherthe child has fever, etc.],
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http://depts.washington.edu/fasdpn/
http://www.nmchc.org/html/fulltext.htm)
http://www.aap.org/policy/RE9958.html
http://www.aap.org/policy/re0027.html

coordination of obtaining medications prior to
discharge coordination of various consults)

1  Tests that may be considered:

Dehydroepiandosterone; Tiger top
Catisol ¢ Tiger top

Testosterone; Tiger top
17-OHprogesterone & Tiger top
la&adNB GKHG GKS &tk
OHprogesteArorS, {I;Anot simply
GLINRISAaUSNRYSDE
be optimally drawn on Day-8, due to
elevated levels normally present at birth.

o Call the lab to verify how many tubes you will
need.
Normal values for our lab's 1@H progesterone are
as follows
<20 ng/ml on Day 1
<2 ng/ml on Day 10
<0.5 ng/ml on Day 30
o0 Due to passive transfer from the mother,
levels are normally high at birth and rapidly
fall.
o0 Renin (optional, only with salvasting)q 2
purple tops
Chromosomesg, Green top

Electrolytes; Red top

(do not squirt through red top it alters the
potassium value. Rather, take the needle off
the syringe, and the red top off the tube)

0 Abdominal/pelvic sonogram, with VCUG or
genitogram, may sometimes be considered:

o (The VOG may be difficult to obtain if the
urethral opening is Htlefined.)

o Note:Sonograms are performed at CMC, and
requires parental signature. Discussion with
the Radiologist is required.

0 Blood pressure determination

O O O O o

T Labs at the ti of a i

found shocky)
* Cortisol, 170OH progesterone, electrolytes,
glucose, and hematocrit should be drawn at the
time of a "crash":
You will need:
1 large tiger top
1 small green top
1 small red top
*** Total of 6 cc for all *** (add 2 small purple tops
if you draw the optional renin, for a total of 8 cc.)

me

38

lfaz2zx (GKS

1  Follow-up in the Endocrine Clinic:

The Endocrinologist and/or Attending Physician
with the provider should talk with the parent(s)
regarding the diagnosis. They should discuss the
possibility of Addisonian ails within the first

month of life, and the signs of impending problems.
Note: moderately enlargedlitoris may be a

variation of normal, but is sometimes difficult to

. evaluate. Such an evaluation might include a

OA Y S y70M %rogfeétei;br%fal%l%ledlyfbs Snl3r

Endocrinology, consultation., .
I Zgy@S 0Saita akz2dzZ R

Anal Anomalies

Close examination of the perineum is important
since various anomalies may be easily missed. The
most common oversight is an anteriorly displaced
anus. For a terrmale, the distance from posterior

of scrotum to the center of anus is (in millimeters):

Minimum 8.7 mm
10" %ile 3.3
25" %ile 16.5
50" %ile 19.1
75" %ile 215
90" %ile 23.4
Maximum 35.8

Another simple estimate is: the anus must be less
than twothirds of the distance between the coccyx
and fourchette or scrotum.

A more recent study provided the following ano
genital distance measurements:

Male: 23.0mm (SOt 3.8)

Female 15.1mm (SDQt 2.9)

RomaneRiquer SP, et al. Reliability and

determinants d anogenital distance and penis
dimensions in male newborns from Chiapas,
Mexico.Paediatric and Perinatal Epidemiology
2007;21:219%228.

550 RFa 5% / dz2NNE Wo 52y Qi
Arch. Dis. Child. Education and Practice
2007;92;135138.

Sathyanargana S, et.aMeasurement and correlates of ano

genital distance in h{eaﬁgg ewborn infanisternational Journal
fi\n@ro?oj}FQo 2010 ;}%ié(m) s

Analgesia/ Anesthesia in the
DR

[Draft 7/22/08 ¢ work in procesk

+ SNB SRu 0 YIRtR literagufe Eu¥fently
exists regarding the effects upon the baby. Most
studies have been relatively small, and we have
anecdotal reports of rare apneic events (but no
causeeffect relationship has been shown).
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Anemia in the Newborn Nursery

Definition of anemia in a newbaor a capillary or
venous hematocrit <42 AND a hemoglobin of <13.5.
In other words, the hemoglobin should confirm that
the hematocrit is truly low.

Perform an exam Look for signs of blood loss
(e.g., cephalohentama, subcapsular hematoma
of the liver, tachycardia, delayed capillary refill,
hypotension)

Verify the possible anemiay ordering a central
I .1 SAGK RAFTFSNBYUIGAL
6k RAFTFT 3 NBGAOED

Review the retic, MCV, and peripheral smeanrd

K_R ctain) ac halnws




Reticul@yte Count (normal: >1% and <6%)

Low (<19%) /\Normal or High (>6%)

1 Congenital aplastic or
hypoplastic anemia

1 Acquired aplastic anemia Direct and Indirect antialobulin test
o0 Endocrine defects
o Toxin /\
0 Chronic disease Negative Positive

o Nutritional deficiency Immune hemolytic anemia

(iron)
1 Bone marrow replacement MCV

(leukemia, neuroblastoma) /\

Low (<95) Normal (95120) or High (>120)

o Infection (B19 parvovirus) ‘

h-Thalassemia

Peripheral blood smear

/\

Normal Abnormal
Blood loss 1 Hemoglobinopathy
1 Infection
KleihauerBetke test 1 Microangiopathic
hemolytic anemia

9 Congenital suctural
defect of red cell

- _ membrane
Positive KB Negative KB 1 G6PD deficiency
{l Fetomaternal transfusion  q Occult blood loss 1 Mechanical hemolysis
1 Condition that increases 1 Blood group
maternal HbF (thal incompatibility that
minor, sickle cell trait) leads to accelerated

clearance of fetal cells
from maternal
circulation

Note: TheKB stainadds acid to maternal blood.,
washing the hemoglobin out of these cells, leavi
a3IK2aG¢ YIGSNyLt OS¢t ¢
appearing. Results are reported as a ratio. The|l
counts 2000 totatells, and divides the number g

fetal cells by the number of maternal cells. If th
see 4 fetal cells, the ratio reported is 4/1996, or
0.002004. A significant value is 1/99 or 0.01 =

40












































































































































































































































































































































































































































































































































































































































































































