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1.0 Aim of Guideline

· To provide guidance  in practice for common  illness’s  in the new born infant 
· To provide consistency of practise across region regarding delivery of Neonatal care in a post -natal setting


2.0	Scope of Guidelines

The guideline applies to all neonates in a post-natal ward setting who require additional care that can be delivered outside a Neonatal Units within the Thames Valley and Wessex ODN. This includes the following hospitals:


	Thames Valley

	Buckinghamshire Healthcare NHS Trust
	- Stoke Mandeville Hospital, Aylesbury

	Frimley Health NHS Foundation Trust
	- Wexham Park Hospital, Slough

	Milton Keynes University Hospital NHS Foundation Trust
	- Milton Keynes General Hospital

	Oxford University Hospitals NHS Foundation Trust
	- John Radcliffe Hospital, Oxford

	Oxford University Hospitals NHS Foundation Trust
	- Temporarily Closed (Horton General Hospital, Banbury)

	Royal Berkshire NHS Foundation Trust
	- Reading

	Wessex

	Dorset County Hospital NHS Foundation Trust
	- Dorset

	Hampshire Hospitals NHS Foundation Trust
	- Basingstoke

	Hampshire Hospitals NHS Foundation Trust
	- Winchester

	Isle of Wight NHS Trust
	- St Mary's Hospital

	Poole Hospital NHS Foundation Trust
	- Poole Hospital

	Portsmouth Hospitals NHS Trust
	- Queen Alexandra Hospital

	Salisbury NHS Foundation Trust
	- Salisbury

	University Hospital Southampton NHS Foundation Trust
	- Princess Anne Hospital

	Western Sussex Hospitals NHS Foundation Trust
	- St Richard's Hospital, Chichester



3.0	Guideline Summary (Introduction)



4.0	Guideline Framework
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Baby check findings head swellings KB 2018.pdf
Baby check findings: head swellings

Caput succadaneum

Cephalhematoma

Subgaleal hematoma
Epidural hematoma

; ; Skin .
Epicranial aponeurosis

Periosteu
Shull
Dura

Brain

Caput succedaneum

This is a soft tissue swelling of the scalp secondary to
compression of the head by the cervix. It is differenti-
ated from the cephalhaematoma by the fact that it
crosses suture lines and settles in 24 hours. It requires
no therapy apart from parental reassurance.

Moulding

Following delivery the head is often moulded into
odd shapes and can be oedematous. This usually
resolves quite quickly. Request Registrar review if
uncertain.

Chignon

This is the bruising and swelling produced by a
ventouse cup. Apart from the bruising it behaves
much as a caput.

Cephalhaematoma

This is a collection of blood between the periosteum and
the skull bone. It occurs in utero and can happen prior to
delivery. It is very rarely associated with a skull fracture. It
is distinguished by the fact that the swelling does not
cross suture lines and settles slowly over the days and
weeks. Again, parental reassurance is all that is required.
Baby may become jaundiced.

Dr Kelly Brown
Southampton Postnatal Ward Clinical Aid Folder 2018





Baby check findings: trauma

Forceps marks, grazes

Bruising from forceps and small grazes can occur.
These resolve and require no specific therapy.

Cuts
Significant cuts occurring during delivery should be
seen by a doctor (preferably the one making the

cut) immediately after delivery and sutured or steri-
stripped accordingly

Subconjuctival haemorrhage

These are small haemorrhages into the white of the
eye around the edge of the pupil. They are common
after a normal or forceps delivery. No therapy is re-

quired.

Erbs Palsy

Following shoulder dystocia there is damage to the
brachial plexus. The position of the limb is charac-
teristic: the arm hangs by the side and is rotated
medially; the forearm is extended and pronated.
The arm cannot be raised from the side; all power
of flexion of the elbow is lost, as is also supination
of the forearm.

See brachial plexus injury clinical aid

Klumpkes Palsy

This is another birth injury with damage to the bra-
chial plexus. The appearance is of a claw hand
where the forearm is supinated and the wrist and
fingers are flexed. At birth these findings may not be
apparent, and instead just weakness involving the
affected hand is found.

See brachial plexus injury clinical aid

Dr Kelly Brown
Southampton Postnatal Ward Clinical Aid Folder 2018





Baby check findings: mouth

Bohn’s nodules

Epithelial inclusion cysts (remnants of salivary gland
epithelium) that develop on the buccal or alveolar
surface of the gums and appear as firm, white,
irregularly shaped papules in isolation or small
groups.

Dental Lamina Cysts

Remnants of dental lamina found on the crests of the
dental ridges. Most commonly seen bilaterally in the
region of the first primary molars.

Epstein Pearls

Epithelial inclusions that appear on the midline of the
hard palate

Natal Teeth

Natal teeth are teeth that are present at birth and are
often wobbly. Natal teeth can rarely be associated
with sydromes (Ellis—van Creveld syndrome, Haller-
mann-Streiff syndrome, Pierre Robin syndrome, So-
tos syndrome)

Dr Kelly Brown
Southampton Postnatal Ward Clinical Aid Folder 2018



http://en.wikipedia.org/wiki/Ellis%E2%80%93van_Creveld_syndrome



Baby check findings: skin

Erythema Neonatorum

This disorder, wrongly called “toxic erythema” occurs
in up to 50% of term infants. It presents early in life
and it can last for up to 2 weeks. It is a blotchy macu-
lar erythema surrounding a yellowish papule that is
transient and migrates. The reason for this rash is
not clear. It resolves spontaneously and has no long-
term complications. There is no treatment.

Dry Skin

Post mature or IUGR infants often have "dry” skin,
which tends to peel and may crack. This is normal. It
requires no treatment but baby oil helps to alleviate
everyone’s concerns.

Milia

These are yellowish/white spots that can be seen on

up to 50% of babies. They are especially common on
the nose and face. They disappear on their own and

require no treatment.

Sebaceous Hyperplasia

Overproduction of sebum during the first months of
life under the influence of maternal androgens.
Commonly found on the nose.

Transient neonatal pustular melanosis

Short lived eruption that may be present at birth as a
fragile blister, the top of which easily wipes off; leaving
a typical halo around the base and in infants of colour
the base will be darker than adjacent skin.

Request registrar review if concerns about sepsis.

Dr Kelly Brown
Southampton Postnatal Ward Clinical Aid Folder 2018





Baby check findings: skin

Miliaria

This is a sweat rash caused by the obstruction of the
eccrine sweat ducts. The rash consists of tiny vesicles
and small papules. They can occur anywhere but es-
pecially on the chest and areas of friction. The main
treatment is to reduce sweating and humidity. If the
obstruction is in the superficial stratum corneum, mil-
iaria crystalline develops.

If the obstruction is deeper within the dermis, miliaria
rubra develops.

Sucking Blisters

Small blisters found on the lips, arms or feet of a
baby.

Mongolian blue spot

These are blue/grey irregular macules, which look simi-
lar to bruises. They are commoner in non — Cauca-
sians. They are benign and require no treatment. They
are worth noting to prevent accusations of NAI.

Salmon Patches (Stork bite, Angel Kisses, Nevus flam-
meous, Nevus simplex):

Dull pinkish, irregularly shaped, blanching macules with
fine telangiectasia visible on close inspection. Occur
most often on nape of neck, eyelids, glabella, forehead
and upper lip.

PR

Dr Kelly Brown
Southampton Postnatal Ward Clinical Aid Folder 2018





Baby check findings: skin

Capillary Haemangioma ( Infantile hemangioma
Strawberry hemangioma, and Strawberry nevus)

The most common variant of hemangioma which ap-
pears as a raised, red, lumpy area of flesh anywhere
on the body, though 83% occur on the head or neck
area. These marks occur in about 10% of all births,
and usually appear between one and four weeks after
birth. It may grow rapidly, before stopping and slowly
fading. Some are gone by the age of 2, about 60% by
5 years, and 90-95% by 9 years.

If any haemangioma involves the orbit, ear, mouth,

genital or perianal area, or if the lesion is raised or
pulsatile, request registrar review.

Café au lait spots

Regions of increased epidermal melanosis which are

a lighter tan or brown than pigmented nevi. The pres-
ence of six or more

spots especially in the axillae and if >0.5cm is abnor-

mal and may be associated with neurocutaneous dis-
orders.

Cutis Aplasia

A congenital focal absence of epidermis with or with-
out evidence of other layers of the skin. Can be asso-
ciated with syndromes.

Registrar review.

Penile Pearls

Large single lesion of milia usually found on the tip of
the foreskin. May persist for several months.

Dr Kelly Brown
Southampton Postnatal Ward Clinical Aid Folder 2018





Baby check findings: skin

Congenital melanocytic naevi

The congenital melanocytic nevus appears as a cir-
cumscribed, light brown to black patch or plaque,
potentially very heterogeneous in consistency, cov-
ering any size surface area and any part of the body.
. Small-sized congenital nevocytic nevus is de
fined as having a diameter less than 2 cm.

. Medium-sized congenital nevocytic nevus is
defined as having a diameter more than 2 cm
but less than 20 cm.

. Giant congenital melanocytic nevus is defined
by one or more large, darkly pigmented and
sometimes hairy patches.

Large congenital nevi are at high risk for degenera-

tion into melanoma. Registrar review if concerned.
May need dermatology referral.

Vernix Caseosa

Creamy white substance, which coats the fetal skin
until the 37" to 38" week of gestation when it begins
to be shed into the amniotic fluid. May persist in
creases.

Lanugo

Very fine, unpigmented hair found on the body.

Single Palmar Crease

Occurs unilaterally in approximately 4% and bilater-
ally in 1% of newborn infants and in boys twice as fre-
quently as in girls. Normal finding in the absence of
any other congenital anomalies.

Dr Kelly Brown
Southampton Postnatal Ward Clinical Aid Folder 2018





Baby check findings: skin

Sacral dimple

Sacral dimples are common, occurring in up to 4% of
the population. The majority of these dimples are mi-
nor and do not represent any underlying disease,
however the minority may be a sign of disease, nota-
bly spina bifida. Even so this is usually the spina bi-
fida occulta form which is the least serious kind.

. Can the floor of the dimple be seen to be cov-
ered with skin? If not, it may be that the neural
tube is not completely closed.

. Is there a tuft of hair in the dimple? This may
also indicate problems.

. Are there any other problems in the examination
of the baby, such as weak lower limbs.

. How close to the buttocks is the dimple? The
lower, the better within 2.5cm.

See sacral dimple clinical aid

Extra digits

The extra digit is usually a small piece of soft tissue
that can be removed. Occasionally it contains bone
without joints; rarely it may be a complete, functioning
digit. The extra digit is most common on the ulnar
(little finger) side of the hand, less common on the
radial (thumb) side, and very rarely within the middle
three digits.

Will need plastics referral +/- xray.

Dr Kelly Brown
Southampton Postnatal Ward Clinical Aid Folder 2018
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ECG guide 2018.pdf
A practical approach to paediatric ECG interpretation
Rate = 60/RR interval (1 small square = 0.04 sec)

Rhythm

* |sthere a P wave before each QRS?

* |s the P wave axis normal? P waves positive in |, Il, aVF.

* Isthe PR interval normal? Neonates <0.15sec, children <0.18 sec

Are there signs of RA enlargement? gt
+  >3mm peaked p waves in Il, V1. £y

| gl e

Are there signs of LA enlargement? ‘ & Vl\

* P waves broad & bifid in Il or terminal negative inflection in V1. JHL/\ 8 |
| |

Is the QRS axis normal?
180°

Is the progression of QRS voltages in V1 to V6 normal?
* Neonates: R>SinV1andS>Rin V6.
e Children: S>RinV1andR>Sin V6.

Are there signs of RVH? ! _\_\(1

* Upright T waves in V1 between ages of 7 days to 5 years. | |

* Pure R wave in V1, V4R. il =
 TallRin V1 combined with deep Sin V5,6.* e va

Are there signs of RV dilatation? |!
[ ==

* Right sided T wave inversion extending to V4 (in children > 1 year). le

Are there signs of LVH?
* TallRin V5 or V6 combined with deep Sin V1.*
V1
Are there abnormal Q waves? i {
» Qwave in V1 may occur when the position of the RV and LV are inverted. ™7 ™ AL
* Qwave in |l and aVL may occur in anomalous origin of left coronary artery from pulmonary
artery.

* Deep Q waves in lll (>5mm) and V5,V6 (>8mm) may occur in septal hypertrophy. |

! 08| as S

Are the ST segments / T waves abnormal?

* ST segment elevation may occur in pericarditis.
¢ ST segment depression may occur in chronic ischaemia. = P
* T wave inversion over left chest leads may occur in myocarditis or ischaemia. P'

V5

(bl T
*Normal values vary with age during childhood. There is also some variation between studies. /\‘F\/

James Gnanapragasam 1994. Revised 2018
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Cardiac flow chart.pdf
REFERRAL PATHWAY FOR ABNORMAL CARDIAC EXAMINATION

Murmur detected on NIPE

l

Check for respiratory distress, tachypnoea,
duskiness, enlarged liver

l |

Symptomatic Asymptomatic
Admit to NNU for urgent evaluation and Check truly asymptomatic
management consider pre/post ductal Sa02 +/- ECG
Pathological sounding murmur Innocent murmur
Pre/Post ductal Sa02, 4 limb BP For review the following day > 24
and ECG hours of age

Neonatal registrar review
Paediatric cardiology review +
echocardiography

If murmur persists Murmur no longer
Saturations significant if <95% _ heard
or pre/post ductal difference Pre/Post ductal Sa02, 4 limb BP
>3% and ECG Complete NIPE
4 limb BP significant if Neonatal registrar rgview documentation and
upper/lower limb difference If results reassuring discharge
greater than 20mmHg eDQ_CS Ie_tter templa_te to_GP for
Review ECG with interpretation specific review of cardiac signs at 6
auideline weeks and copy to parents with
safety net advice

All babies with a cardiac diagnosis should be referred to the Children’s Cardiac Specialists
Giving the following details:
Patient name, DOB, Hospital number, weight
Diagnosis if known
Parents names and telephone numbers
Any safeguarding concerns.

Please ensure parents have the contact details for the CCNS team

Dr Kelly Brown PNW Clinical Aid 2018
K:\SHARE\Neonates\NNU\PNW folder

TV&W Governance group ratified 05.06.19
Sourced by Dr Kelly Brown UHS
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DAT positive guideline flow chart.pdf
DAT is a measure of cross-
reactivity of maternal
circulating antibodies against
fetal RBC antigens. It is often
positive in cases of Rhesus
and ABO Incompatibility, but
also with rarer antibodies
such as anti-Fya or drug
induced auto-antibodies e.g.
from methyldopa. If the DAT
is positive, haemolysis is a
possibility, resulting in
jaundice and anaemia, which
can cause issues after

DAT positive guideline flow chart

Indirect Coombs' test should be performed at the first antenatal visit, for
all rhesus-negative mothers.

A\ 4

If the test is positive

l

Low risk women with positive
antibodies in pregnancy

High risk group

v

v

Fetal anaemia

Rising antibody

discharge home. and/or hydrops titre
l \4 v
DAT performed for another Midwife to send cord blood for Admit to NU Early postnatal
reason e.g. early Jaundice Blood group, DAT, SBR and FBC review
| If clinically stable can
stay on PNW with
¢ ¢ close monitoring of
. s i, jaundice
DAT: Negative or weak positive +5 DAT: Positive (>5-40) <
Chase cord bloods
urgently
4 4 Consider early blood
e Monitor and treat jaundice In hospital: gas to check SBR and
e Check FBC if on phototherapy e Monitor and treat Jaundice. Hb

only.
e No follow up needed

e Send FBC, Retics and Blood film
(for evidence of hemolysis) \

At discharge:

the results

results with.

e Arrange repeat FBC, retics and
SBR at 1 week. (Give parents
butterfly clinic details)

o Refer to the home team to chase

e  Write a memo on Edocs with the
plan for home team stating which
consultant (usually the “third on”
/ Transport consultant) to discuss

Evidence of haemolysis at

any point:

(Rising bilirubin, falling
Hb, high reticulocytes,
evidence on blood film)

-> Start Folic acid
(0.5mg, OD) for 6 weeks

v

Follow up:

Home team will discuss the results with the

named consultant

Repeat FBC and retics at 3 weeks and at 6 weeks.
Patient can be discharged at 6 weeks if no
ongoing haemolysis (rising Hb and >95)

%

TV & W Governance group ratified 05.06.19

Sourced by Dr. Kelly Brown UHS

Dr Heba Hassan PNW Clinical Aid 2018

K:\SHARE\Neonates\NNU\PNW folder
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Hypospadias.pdf
HYPOSPADIAS

An abnormally placed urethral meatus, associated with abnormal foreskin +/- chordee

Glanular
Anterior / - T

50%
Subcoronal

Distal Penile .

/

< Midshaft —

Middle
30%

Proximal Penile

Panoscrotal

/

/ Scrotal

\

Perineal ——

Posterior

20%

Management
Ensure documentation of:

urine stream

chordae

urethral meatus position

testes felt in scrotum

Urology referral-letter template on eDocs
Advise parents not to be circumcised

Registrar review: If severe hypospadias,
undescended testes or concerns about urine stream

Associated abnormalities
Undescended testicle(s)
Inguinal hernia
Other midline defects

If severe hypospadias (posterior
urethral opening) can have
associated genitourinary tract
abnormalities-d/w consultant

TV & W Governance group ratified 05.06.19
Sourced by Dr. Kelly Brown UHS

Hypospadius + unilateral or
bilateral undescended testes:

Please see undescended testes
pathway

Unilateral undescended testes
+ hypospadius requires
investigation and follow up

Dr Kelly Brown PNW Clinical Aid 2018
K:\SHARE\Neonates\NNU\PNW folder






image7.emf
Oral Vitamin K  administration.pdf


Oral Vitamin K administration.pdf
Oral Vitamin K Administration

All newborn babies should receive Vitamin K within the first 24 hours following birth

Intramuscular vitamin K remains the route of choice as it protects against both early and late Vitamin K Dependant
Bleeding (VKDB). Especially if the baby’s mother has been on medications known to interfere with Vitamin K metabolism

e.g. warfarin, phenytoin, phenobarbitone, isoniazid and rifampicin.

ORAL VITAMIN K
Indications:
e Babies who are contraindicated to have IM Vitamin K
o Known or suspected clotting abnormality e.g. Haemophilia
o Babies born to mother’s who are HIV positive (relative contraindication)
e Parental Preference
Relative contraindications to PO Vitamin K
e Pre-term babies (IM route preferred in <37weeks due to very high risk of bleeding)

LOW RISK TERM INFANTS:

15T dose <24 hours old Neokay Capsule 2mg PO
2N\D dose 4-7 days old Neokay Capsule 2mg PO

Only give 3@ dose if baby is exclusively breastfed:
3RP dose 1 month old Neokay Capsule 2mg PO

Notes:
e  Cut narrow end of capsule & squeeze liquid from capsule into mouth
If dose is spat out or baby is sick <3hours of dose repeat the dose
All 3 doses should be prescribed by neonatal SHO & supplied by hospital pharmacy
NB Konakion MM is an alternative to the Neokay capsule if no availability

HIGH RISK TERM INFANTS:

15T dose < 24hours old Neokay Capsule 1mg PO
Then continue to give the same dose weekly for 12 weeks/12 doses

e High risk infants = infants with liver impairment, chronic diarrhoea, biliary atresia, a1-antitrypsin deficiency,

cystic fibrosis other malabsorption syndromes.

o ltis better for infants at high risk of bleeding to have IM Vitamin K (as per normal regime). If this is not

possible then oral vitamin K can be given under the high risk regime above.

Add in local policy for prescribing here xxxxx

PARENTS DECLINING VITAMIN K

e A Lead Midwife/ANNP/Neonatologist should discuss the advantages and disadvantages of this with them.
e Record the decision in the infant’s notes and communicate it to the GP, Community Midwife and Health visitor
e Parents should be advised to report any evidence of bleeding that the baby may show to their GP as a matter

of urgency

Please provide the parents with the Vitamin K information leaflet

Dr Annelies Mitchell PNW Clinical Aid 2018
K:\SHARE\Neonates\NNU\PNW folder

TV & W Governance group ratified 05.06.19
Sourced by Dr. Kelly Brown UHS
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Late preterm flow chart.pdf
The late preterm baby patient journey

NENEN NN

Safe discharge
Does the baby tick all the boxes?

Feeding adequately

Stable blood sugars

Stable temperature in open cot
Completed antibiotics (if relevant)

Stable bilirubin not requiring phototherapy
Completed NIPE 1st medical

Has a TTO for Abidec and Sytron

Car seat challenge completed if needed

Ongoing monitoring

TPR for 24 hours

Feed chart

Blood sugar monitoring as per
guideline (remove red hat when
complete)

4. Monitor for jaundice

PN

A W N

At NIPE baby check

. Ensure weight and HC plotted in red

book

. Explain to parents what is required for

safe discharge (see left)

. Write a TTO for:

Abidec 0.6ml OD and Sytron 1ml OD

. Arrange car seat challenge with MSW if

<36 weeks

TV & W Governance group ratified 05.06.19
Author Dr. Kelly Brown UHS
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Sacral dimple management.pdf
SACRAL DIMPLE MANAGEMENT

SACRAL DIMPLE

¢ Is the base of the dimple unseen or not covered with skin?

Is there a tuft of hair in the dimple?

Are there any associated problems, such as weak lower limbs?
Is the dimple >2.5cm from the anus?

IF NO TO ALL QUESTIONS: IF ANSWERING YES TO ANY
Parental reassurance QUESTIONS:
Registrar review
Consider USS lumbar spine

Normal Occulta Meningocele Meningomyelocele

“In the newborn child, isolated midline sacral dimples and small pits can be safely
ignored. Only atypical dimples are associated with a high risk for spinal dysraphism,
particularly those that are large (>5 mm), high on the back (>2.5 cm from the anus),

or appear in combination with other lesions.”

“If there are other stigmata of spinal dysraphism or associated congenital
abnormalities, US of the neonatal lumbar spine is the investigation of choice. MRI is
indicated when US is abnormal/equivocal, when there are neurological signs, or
when there is a discharging lesion.”

Ref: The Royal College of Radiologists. Sacral dimple or other cutaneous stigmata in children (eg,
hairy patch). In: iRefer; Making the best use of clinical radiology [Internet]. London: The Royal College
of Radiologists; 2012.

Dr Kelly Brown PNW Clinical Aid 2018
K:\SHARE\Neonates\NNU\PNW folder
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Sickle cell.pdf
MATERNAL SICKLE CELL

Usually the newborn screening
on day 5 is sufficient unless
early testing is requested by

parents. (Can be sent on Day
0 in addition to Day 5)

The baby would be reported as a carrier to the screening

team for notification to parents/GP/HVs if they are AS or

AC and further testing is not required at a local/neonatal
level.

A baby who screens as a presumptive positive
for SC or SS Sickle Cell Disease is referred
directly to paediatric haematology by the
laboratory and the screening team is informed

Kelly Rutherford PNW Clinical Aid 2018
K:\SHARE\Neonates\NNU\PNW folder
TV & W Governance group ratified 05.06.19
Sourced by Dr. Kelly Brown UHS
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Thalassemia.pdf
MATERNAL BETA THALASSAEMIA
OR ANY OTHER MAJOR Hb DISORDERS

Blood spot does not screen
specifically for Beta Thalassaemia

Parents should have been
counselled antenatally.

Check for plan in maternal notes

!

If high risk of being affected,
send EDTA from baby (not
cord) to haematology special
laboratory, with baby details &
parent names & DOBs on form

!

EDocs referral to Paediatric
Haematologist with baby &
parent details for follow up

Inform Newborn Screening
team

Kelly Rutherford PNW Clinical Aid 2018
K:\SHARE\Neonates\NNU\PNW folder
TV & W Governance group ratified 05.06.19
Sourced by Dr. Kelly Brown UHS
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Referral pathway for Talipes.pdf
REFERRAL PATHWAY FOR TALIPES

RISK FACTORS
Family history
Multiple pregnancy
Oligohydramnios

Neuromuscular problems

POSITIONAL TALIPES EQUINOVARUS

Foot can be manipulated back to normal '=>

midline position

CALCANEOVALGUS DEFORMITY

Foot can be manipulated back to normal |=>

position

Parental reassurance
Positional talipes equinovarus
information leaflet (on Staffnet)

No hip referral needed

Parental reassurance
talipes calcaneo valgus
information leaflet (on Staffnet)

Needs 6/52 hip referral

FIXED TALIPES

'|| | \ |
f \ i

AR

Talipes Varus Talipes Valgus

2 .
\ H'x/ 7

Talipes Equinus Talipes Calcaneus

Registrar review

eDOCS referral to clubfoot clinic
Book into the next paediatric orthopaedic talipes clinic
6 week Hip referral

If you are unsure about the severity of the deformity, please discuss with paediatric

physio and refer if in doubt

TV & W Governance group ratified 05.06.19
Sourced by Dr. Kelly Brown UHS

Dr Kelly Brown PNW Clinical Aid 2018
K:\SHARE\Neonates\NNU\PNW folder
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Referral pathway for undescended testes.pdf
REFERRAL PATHWAY FOR UNDESCENDED TESTES

RISK FACTORS

FURTHER EXAMINATION

A first degree family history of cryptorchisism Check for retractile testes

Low birth weight

Small for gestational age or premature

Associated hypospadias

?underdeveloped scrotum
Ambiguous genitalia?
?Hypospadius

UNILATERAL
UNDESCENDED TESTIS

BILATERAL
UNDESCENDED TESTIS

l

Hypospadius

L1

No Yes

e Give parents

1

Same day neonatal
registrar review

l

Confirmed bilateral
undescended testes

information

e Document findings in
red book

e Review at 6-8 week
examination by GP

e Complete letter
template to GP

Inform 3™ on Neonatal Consultant

Inform Paediatric Endocrinology Registrar/Consultant
Send blood for karyotyping

Perform blood gas, check electrolytes and BM

Is there ambiguous genitalia? If so refer to local
guideline “Initial management of a neonate with
ambiguous genitalia”

May need USS Pelvis for Millerian structures,
adrenals and gonads

GP to refer to
paediatric surgeons
if still has
undescended testis
at 6-8 week NIPE
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Neonatal varicella

By definition, neonatal varicella develops during the first month of life and it is strictly linked to the onset of maternal chickenpox during the last 3 weeks of pregnancy or during the first week
after giving birth. The infection may be acquired in utero, during birth (by exposure to VZV in the birth canal) and postnatally. In utero transmission normally takes place transplacentally (during
maternal viraemia) or via the ascending route. Post-natal transmission occurs via respiratory droplets and contact routes. The incubation period for neonatal infection acquired in utero is
normally 10-12 days from the onset of maternal disease, but may be shorter. Neonatal varicella also develops if the newborn baby is exposed to non-maternal chickenpox or shingles during the
first week of life. The incubation period of neonatal varicella acquired postnatally (from maternal and non-maternal source) is 14 days (range 10-21 days). The incubation periods may be
delayed when the infants receive post-exposure prophylaxis with VZIG.

®©

Infants are exposed in utero when maternal varicella develops between day 21 before giving birth and day 2 after giving birth.

a.

Infants, born to mothers who develop varicella between day 21 and day 7 before giving birth, are not at risk, unless born at a gestational age < 28 weeks. They may develop
varicella (50% acquire the infection, 25% of whom develop the disease), but this is usually a mild form of the disease, normally occurring during the first 4 days of life. Varicella is
mild in these cases as infants acquire transplacentally protective levels (> 150 mIU/ml) of maternal antibodies. PEP with VZIG is not needed

Infants, whose mothers develop chickenpox between day 7 prior to day 2 after giving birth, are at high risk of complicated neonatal varicella. About 60% of the exposed infants
acquire the infection, 50% of whom develop chickenpox. The highest risk period for complicated neonatal varicella (multiorgan involvement with DIC) is when onset of maternal
varicella occurs between day 5 before and day 2 after giving birth. These infants normally develop varicella between day 5 and 12 of life. The mortality rate is 30% in the absence
of treatment (birth occurs before transplacental transmission of maternal antibodies can take place). PEP with VZIG should be promptly administered to these infants.

Infants exposed postnatally during the 15t week of life:

a.

Onset of maternal varicella occurring between 3 to 7 days after giving birth. Infants’ disease develops between day 13 and day 28 of life; the administration of VZIG at birth
reduces the risk of complicated varicella.

Infants are exposed to non-maternal varicella or shingles when their mothers are VZV seronegative. Neonatal chickenpox in this group may develop between day 10 and 28 of
life. PEP with VZIG at birth is recommended.

Maternal varicella

Delivery during the viraemic period may complicate varicella in the pregnant woman (risks of bleeding, thrombocytopenia, DIC and hepatitis). IV Acyclovir treatment is warranted. Where
possible, delivery should be delayed until 5 days after the onset of maternal varicella. This will also allow some transplacental transfer of maternal antibodies to the fetus. Delivery may be
required to facilitate assisted ventilation in cases complicated by varicella pneumonia and respiratory failure.
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Day -21

NEWBORN INFANT EXPOSED TO MATERNAL CHICKENPOX (VARICELLA)
The severity of varicella in a newborn is determined by the timing of the mother's illness in relation to childbirth.

Day 0
Day -7 Day -5 (Time of Delivery) Day +2 Day +7
| I | I |

ONSET OF MATERN?\L CHICKENPOX IN RELATION TO TIME OF DELIVERY

Disease generally mild, as neonates are protected from severe
infection by the transfer of protective levels of maternal IgG
across the placenta.

No need for VZIG

Routine postnatal care

Inform carers that infant may develop chickenpox and that the
disease is expected to be mild. The neonate should be medically
assessed. Treatment with oral ACV may be considered.

Management would be different in case of infants born < 28 week
gestation or with birth weight < 1,000g, as these neonates have
not received protective levels of maternal IgG.

VZIG prophylaxis should be considered in these situations.

« Ad

o Maternal shingles around the time of delivery is not an indication for neonatal
prophylaxis with VZIG unless the infant is < 28 week gestation or with birth weight <

ditional information

1,000g.

It is safe for mothers with chickenpox or shingles to breastfeed if their babies are
covered by VZIG or ACV. If there are active chickenpox lesions close to the nipple,
they should express breast milk from the affected breast until the lesions have crusted
over. The expressed breast milk may be fed to the baby who is receiving treatment

with VZIG and/or ACV.

Infants do not acquire protective levels of maternal antibodies when the onset of maternal varicella occurs
between 7 days before and 7 days after delivery.

Infection acquired in this period has high risk of severe complications (disseminated infection with
extensive cutaneous and visceral involvement resulting in 30% mortality with no treatment. Mortality is reduced
to about 7% with ACV treatment; it is critical to initiate treatment as soon as possible after onset.

Give VZIG to the neonate at birth irrespective of gestational age and even if VZIG had been administered to
the mother prior to delivery. VZIG may prevent disease and normally reduces disease severity when chickenpox
develops. However, it is worth noticing that severe complications have been described, despite VZIG
prophylaxis.

Observation of infant for 24 hours

Discharge home if infant is well

Inform carers that it is likely the infant will develop varicella, despite prophylaxis with VZIG. The incubation
period may increase after the administration of VZIG.

A clear management plan should be documented in the discharge summary and in the letter to the GP: infants
developing chickenpox should be promptly referred to hospital for review and treatment.

If chickenpox develops in the neonate, despite VZIG, high dose intravenous aciclovir treatment (20mg/kg
every eight hours) for at least seven days should be started as soon as possible to prevent severe disease.

o Infants born in this period (onset maternal
varicella between 5 days before and 2 days
after delivery) have the highest risk for
severe neonatal varicella.

o Additional IV ACV prophylaxis (10mg/Kg 3
times /day) for 7 days starting 5 days after
onset of maternal varicella may be considered
on an individual basis (Public Health England
and RCOG advice).

VZIG prophylaxis should be also administered to
newborns of seronegative mothers exposed to VZV
(shingles or chickenpox of non maternal source) during
the 15t 7 days of life
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