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Immediate care of the newborn 
 

Key Points 
 

• The findings of the initial examination including plan of care, referral and follow up as 
required should be explained to the mother and partner at the time of the examination. 
 

• All women should be offered the opportunity to have skin to skin with their baby and it is 
the primary method of warming neonates unless the woman is unable to do so. This 
promotes effective temperature regulation, stabilisation of heart rate, the rooting reflex 
and establishment of early feeding. 
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1.   INTRODUCTION 
1.1 A certain proportion of neonates born within the Frimley Health Foundation Trust 

maternity service will require specialist observation, care and treatment within the 
immediate and subsequent postnatal period. The purpose of this guideline is to 
provide a quality standard procedure for use in Frimley Park Hospital and Wexham 
Park Hospital maternity units which ensures that all neonates receive care that is 
family centred, evidenced based and to the highest standard. 

 
 
2.  LABOUR WARD 
 
2.1  On admission 

All women when admitted to labour ward should have a thorough review of their 
medical and obstetric history. Early notification to the neonatal team is essential in 
the following conditions to ensure a detailed plan of care is in place prior to birth. 
• Premature labour (<34 weeks) 
• Haemolytic disease  
• Major malformation WPH: see antenatal high risk folder in shared drive, FPH: 

see high risk folder in doctors’ office in NNU 
• Narcotic addiction/child abuse/ severe psychosis 

 
2.2  Risk factors for perinatal hypoxia 

• Preterm 
• Intrauterine growth restriction (IUGR) 
• 2nd Twin 
• Maternal general anaesthetic 
• Fetal distress especially if there is meconium present 
• Difficult instrumental delivery 
• Antepartum haemorrhage 
• Feto-maternal haemorrhage 

 
2.3  Neonatal team to be present at birth of baby  

• Neonatal SHO to be present  
• Preterm labour <35 weeks 
• Fetal distress 
• Fresh meconium with fetal distress or significant meconium. It is not 

necessary for non-significant meconium in the absence of fetal distress. 
• High or rotational instrumental deliveries 
• Breech presentation 
• Caesarean sections category 1 & 2. Not required to be present for elective 

caesarean sections or failure to progress unless there are known fetal 
issues. Please alert Neonatal Tier 1 doctor to standby if the woman is having 
a general anaesthetic. 

• Multiple pregnancy if either is non – cephalic or if delay with second twin or 
<36 weeks gestation. 

• Fetal abnormalities and haemolytic disease 
• Maternal psychotropic drugs/ narcotic addiction/heavy analgesia 
• Others at request of obstetrician/labour ward coordinator  
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• Neonatal Tier 2 doctor (registrar) or equivalent also to be called in the following 
situations 

• Preterm <34 weeks 
• Multiple pregnancy <35 weeks or with fetal distress  
• Severe haemolytic disease / fetal abnormalities 
• Anticipated poor condition of baby at birth, e.g., severe fetal distress 
• Category 1 caesarean section 

 
3.  FOLLOWING BIRTH 
 
3.1  The following babies require prompt examination by the Neonatal team 

• Any baby who appears unwell 
• Unexpected malformations  
• Maternal fever/foul liquor/prolonged ruptured membranes/ known GBS  
• Severe APH 
• Infant of a woman who is HIV positive: follow individualised care plan – bloods, 

treatment and follow up 
• History of previous perinatal deaths or hereditary diseases 
• Maternal warfarin – consider clotting screen on baby 
• Hepatitis B Carrier 
• Infant of a woman who is “unbooked” in this pregnancy – unknown Hepatitis 

B/C or HIV status. For urgent maternal virology screen. 
 
3.2  Midwife 

• IUGR birth weight <2nd centile or below according to the WHO growth charts 
or clinically wasted appearance despite weight > 2nd centile. Refer to Neonatal 
Hypoglycaemia Guideline 2018 

• Babies born to women with Diabetes (Type 1, 2 and GDM). Refer to Neonatal 
Hypoglycaemia Guideline 

• Women with rhesus antibodies including d, c, e and women with other 
haematological conditions. Midwife to send a cord blood sample for Serum 
Bilirubin, Haemoglobin, Blood Group, Direct Coombs Test and to inform the 
Neonatal team. 

• Maternal Thyroid Disease with high Antibodies: take cord bloods as per 
neonatal thyroid guideline. Midwife to inform neonatal team for an 
individualised care plan for the newborn. Refer to the Maternal Thyroid disease 
guidelines. 

 
 
4.  EXAMINATION OF THE NEWBORN 
4.1  Identification 

• Two Identification labels should be generated, information to include mother’s 
surname, first name, hospital number date of birth and NHS number. 

• Mother or partner should verify that the information on the labels is correct prior 
to them being secured around the baby’s ankles. When mother and or partner 
are unable to check the labels they should be checked by two members of staff 
and shown to mother and or partner as soon as practicable. One label should 
be placed on the baby prior to the midwife leaving the birthing room following 
birth. Ensure both labels are attached prior to leaving labour ward/birthing 
unit/theatre. 

• Ensure mother/partner are aware of the security system on the maternity unit. 
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4.2  Initial examination  
• When the woman is ready and gives consent, an initial examination will be 

undertaken on her baby. The baby will remain in view of his/her parents 
throughout all procedures unless the parents request otherwise. Any major 
abnormality should be identified at birth and the neonatal team informed and 
requested to review the baby as soon as possible.  

• See Appendix 1 for components of the initial examination. 
• The findings of the examination including plan of care, referral and follow up as 

required should be explained to the mother and partner at the time of the 
examination. 

• The examination, subsequent findings and referrals should be documented in 
the woman’s notes and on the relevant electronic system. 

• Vitamin K administration – for full guidance see Vitamin K Administration 
Guideline.  

 
4.3  BCG Immunisation eligibility 

• Babies equal to or greater than 34 weeks that are at higher risk of developing 
tuberculosis according to DOH and NICE guidelines 

• Babies living in areas of the UK where the annual incidence of TB is 40/100,000 
or greater 

• Babies with a parent or grandparent who was born in a country where the annual 
incidence of TB is 40/100,000 or greater  

• Family history of TB in the last 5 years 
• If the baby is likely to travel to a high risk country for more than 3 months in the 

next 5 years  
Refer to the process for BCG immunisation 

 
4.4 Antenatal anomalies  

• Check the Antenatal High Risk Folder to see if any specific management plan 
needs to be implemented. Inform the neonatal team accordingly. 

• Renal anomalies such as renal pelvis dilatation and hydronephrosis detected on 
A/N USS – refer for neonatal review in accordance with the antenatal plan.  

• Cardiac anomalies – Family history (F/H) of congenital heart conditions, heart 
murmur detected at time of NIPE refer for neonatal review as per the guidelines. 

• Breech presentation, F/H of Developmental Dysplasia Hips (DDH) or concerns 
at physical examination of the hips at the NIPE assessment – follow DDH 
referral pathway. 

 
 

5.  CONDITIONS 
 
5.1  Hypothermia in the Newborn – Prevention, detection and management 

Hypothermia is a low core temperature caused by persistent cooling and can lead 
to morbidity such as hypoglycaemia and respiratory distress syndrome due to the 
cessation of surfactant production and in its severest form neonatal death. Normal 
temperature range 36.5-37.5 C 
 
Neonates at risk of developing hypothermia 
• Preterm 
• < 2.5kgs and/or known IUGR 
• Suspected or at risk of sepsis such as GBS 



 
 

V1.1 March 2020  Page 7 of 20 

• Prolonged resuscitation 
• Hypoglycaemia 
• Neonates requiring resuscitation  
 
A neonate’s body temperature falls immediately after birth and can reach 
subnormal levels if steps are not taken to conserve heat. Mechanisms of heat loss 
are by evaporation, convection, conduction and radiation. 
 
Steps to be taken to minimise heat loss: 
• Keep windows and doors closed to avoid draughts. 
• Keep room temperature 23-24 degree C 
• Turn on overhead heaters on resuscitaire for in hospital birth 
• Dry neonate well and immediately after birth taking particular attention to the 

head.  
• All women should be offered the opportunity to have skin to skin with their baby 

and it is the primary method of warming neonates unless the woman is unable 
to do so. This promotes effective temperature regulation, stabilisation of heart 
rate, the rooting reflex and establishment of early feeding. The baby should be 
placed directly on to the woman’s chest and covered well including the head 
with warm towels/blankets. Skin to skin contact should be facilitated until the 
first feed unless contraindicated. 

 
Subsequently 

• Keep babies appropriately dressed and covered, consider a well-fitting hat 
• Check axillary temperature within the first hour of birth and then as required 
• If transfer is required to neonatal unit, ensure neonate adequately covered and 

temperature maintained 
• If axillary temperature is < 36 degree C at any stage please check neonate’s 

blood sugar. 
• Any neonate that fails to initiate feeding ensure they are normothermic. 

 
Bathing neonates 

• If the neonate’s axillary temperature is 36.6 degree C or above the option of a 
bath can be offered to the parents. Cultural wishes may require that this is 
done prior to prayers welcoming the newborn. Care must be taken to ensure 
that the bath water is 36.5- 37.0 degrees C to avoid heat loss, current research 
suggests it is better to bath in plain water. 

 
Bathing low birth weight neonates 

• All neonates weighing < 2.5kg should have careful note of their temperature 
before a decision is taken as to whether to bath. 

• In most cases it is preferable to wipe clean and dry thoroughly with a warm 
towel rather than give a complete bath within an hour of birth. 

 
Bathing neonates following a Lower Segment Caesarean Section (LSCS) 

• Neonates born by LSCS are prone to grunting respirations and take longer to 
adapt to extrauterine life. 

• Following LSCS the recommendation is that the neonates should be dried off 
and dressed without bathing. If the hair is very soiled this could be cleaned and 
thoroughly dried with parental consent. 
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Special consideration 
• Premature babies and babies weighing less than 1500gm - Premature 

babies and babies weighing less than 1500gm a member of the neonatal team 
should be present at delivery. Preterm and SGA babies have an even lower body 
weight to surface area ratio and will get cold quickly. Cold premature babies have 
a worse outcome. Surfactant production is impaired and respiratory distress 
syndrome is made worse 

 
• HIV and Hepatitis B 

As both HIV & Hepatitis B organisms survive in dried blood, gloves should be 
worn when providing care to neonates born to women who are HIV and/or 
Hepatitis B positive until they are bathed. Please refer to HIV in pregnancy 
guideline for further details.  

 
5.2  Hypoglycaemia 

Normal neonatal metabolic adaptation 
Term, well grown, healthy infants are able to adapt to periods of low blood glucose 
levels. There is good evidence that ketone bodies are an alternative cerebral 
energy source in the neonatal brain whilst feeding is being established in the first 
24 - 48 hours. 
 
Blood glucose measurements taken prior to 2 hours of age are not informative in 
well term babies and hence should not be done. 
Prolonged, severe hypoglycaemia is associated with neurological dysfunction and 
long-term neurodevelopmental sequelae. 
 
Identification of infants at risk of impaired metabolic adaptation and 
hypoglycaemia 

 
The following groups are at risk of neurological sequelae of neonatal 
hypoglycaemia, and measures should be in place to identify them at birth for 
early milk / energy provision and monitoring of blood glucose concentration: 
• Intrauterine growth restriction - Birth weight 2nd centile or below according to 

WHO charts, or clinically wasted scrawny appearance with low subcutaneous 
fat stores despite birth weight above 2nd centile. 

• Infants of mothers taking beta-blockers such as propanolol, labetalol in the third 
trimester and / or at time of delivery 

• Preterm (<37 weeks gestation) 
• Maternal diabetes (all types including gestational diabetes) 
• Hypothermia 
• Infection 
• Hypoxic Ischemia Encephalopathy (HIE) 
• Large syndromic baby (birth weight 91st centile or above, refer to Table 2 in full 

guidance of neonatal hypoglycaemia) 
• Polycythaemia 
• Family history of MCADD 

 
For full guidance see Neonatal hypoglycaemia Management on Maternity 
Wards 
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5.3  Meconium stained liquor present at delivery 
• Meconium is the dark green liquid normally passed by the newborn baby 

containing mucus, bile and epithelial cells. However, in some cases the 
meconium is passed in utero staining the amniotic fluid, this can vary from light 
to heavy staining. It is considered significant if dark green or black, with a thick, 
tenacious appearance (Hovi et al 2006, NICE 2017, Scott et al 2001). 

• Meconium staining often occurs in conjunction with other causes of fetal 
distress. It is rare in babies born at <34 weeks' gestation. Components of the 
meconium, especially the bile salts and enzymes, can cause serious 
complications if they are inhaled by the foetus at any stage of labour. It can 
result in meconium aspiration syndrome by: 

• Obstruction of the airways  
• Loss or inactivation of lung surfactants  
• Chemical pneumonitis 
• Meconium aspiration syndrome is often associated with persistent 

pulmonary hypertension of the newborn (PPHN) occurring in response to 
intrauterine hypoxaemia. 

Incidence 
Meconium stained liquor occurs in up to 10% of deliveries – approximately 2% of 
these babies (0.2% of total births) develop meconium aspiration syndrome (MAS). 
It is possible that symptoms associated with meconium aspiration will not appear 
immediately. So it is recommended that babies born through meconium-stained 
liquor are observed for a period of time in all birth settings. 

 
Risk Factors  

• Placental insufficiency  
• Maternal hypertension and pre-eclampsia  
• Oligohydramnios  
• Smoking  
• Cocaine abuse  
• Post maturity (Gelfand et al 2004, Hovi et al 2006, NICE 2007, Scott et al 2001). 
• No liquor after ARM (or on scan) is a high-risk factor 

 
Delivery/Birth 

• Resuscitaire must be ready in the room or place prepared if at an out of hospital 
birth. 

• Health professional competent in newborn resuscitation present for delivery, i.e. 
NLS trained midwife + Neonatal Tier 1 doctor or equivalent. 

• If there has been significant meconium staining and the baby is in good 
condition, the baby should be closely observed for signs of respiratory distress. 
These observations should be performed at 1 and 2 hours of age and then 
2-hourly until 12 hours of age (see observation flow chart Appendix 2), 
plotted on the NEWTT chart (Appendix 3) and should include: 

 
o General wellbeing 
o Chest movements and nasal flare 
o Skin colour including perfusion, by testing capillary refill 
o Feeding  
o Muscle tone 
o Temperature 
o Heart rate and respiration 
o Oxygen saturation monitoring 

http://www.patient.co.uk/DisplayConcepts.asp?WordId=PRE-ECLAMPSIA&MaxResults=50
http://www.patient.co.uk/showdoc/40024667/
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• If there has been light meconium staining, the baby should be similarly observed 

by the healthcare professional at 1 hour and repeated if any concerns. Baby 
should be reviewed by the neonatal Tier 1 doctor or equivalent if the baby’s 
condition causes concern at any time.  

 
For full guidance see Newborn Life Support Guideline. 

 
5.4 Early onset sepsis including where Group B haemolytic streptococcus is 

identified in women or babies 
 

Early Onset Sepsis 
• Defined as sepsis presenting within 48-72 hours of birth 
• Most common causative organisms are GBS and E. Coli, accounting for 58% 

and 18% of infections respectively. 
 

o 0.9/1000 live births overall 
o 9 of every 1000 neonatal admissions 
o 0.5/1000 live births GBS 

(Neonatal infection Quality Standard NICE Dec 2014) 
 

Mortality from GBS 
o 8% in term infants 
o 18% in preterm infants 

 
Assessment of ‘At Risk’ Infants: 

• Any infants with risk factors for, or clinical indicators of, early onset infection 
require prompt clinical evaluation which should include: 

 
 Review of maternal and neonatal history 
 Physical examination of the infant 
 Assessment of vital signs 

 
• Observe the infant or investigate and treat as appropriate (see Appendix 4) 
• Infants being observed require vital sign observations at birth, 1 hour, 2 hours 

and then 2 hourly until 12 hours of age and plotted on NEWTT chart (see 
Appendix 3). 

 
5.4  Other neonatal presentation requiring neonatal review 
 

• Grunting: Grunting is a sign of significant respiratory distress. It is quite common 
in the first few hours especially after Caesarean section as lung liquid is cleared. 
It also occurs in babies who are cold or with low blood sugar. Check SaO2 plus 
respiratory rate (RR), pulse, temperature & blood glucose. Check for infection 
risk factors. Grunting coming on after the first 4 hours should always be 
investigated urgently, especially for sepsis (see Appendix 5). 

• Cyanosis: It is not uncommon for a newborn baby to choke and become mildly 
cyanotic during a feed. However, any baby who has a cyanotic episode must be 
reviewed urgently by the neonatal team. Even if baby’s colour has improved and 
they seem completely well and are not admitted to NNU, they should have an 
oxygen saturation monitor attached and have continuous SaO2 for the next 4 
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hours plus hourly heart rate and respiratory rate. Any baby with persisting or 
recurrent cyanosis must be admitted to NNU (see Appendix 6). 

• Vomiting: Small milk possets are common but ask for neonatal review for any 
baby who has large vomits or if any bile-stained vomits or if accompanied by a 
distended abdomen or failure to pass meconium. Check blood sugar to exclude 
hypoglycaemia. 

• Bleeding: Unexpected bleeding must always be investigated consider Vitamin 
K deficiency and or sepsis  

 
However, the following situations are likely to be normal: 

- fine petechial rash on face & upper body only, appearing within hours of delivery, 
especially if cord round neck 

- altered blood in a vomit on day 1, probably swallowed maternal blood 
- vaginal bleeding (maternal oestrogen effect) 
- bright red urine is usually due to uric acid crystals but check urine with dipstick 
- small amount of oozing when umbilical cord separates 

 
Jaundice:  Ask for neonatal review if: 

- History of maternal antibodies. Please refer to the “Guideline for the 
management of neonatal jaundice” and “Care pathway for clinically significant 
red cell antibodies detected in pregnancy” in the Blood transfusion policy for 
adults. 

- Early onset of jaundice during first 24 hours 
- Rapidly rising bilirubin 
- Prolonged jaundice beyond 2 weeks. 
- Jaundice accompanied by pale stools and dark urine 

See Neonatal Jaundice Guideline 
IF IN DOUBT, Contact Neonatal Team TO REVIEW 

 
5.5 Management of the Newborn to women known to have misused substances 

in pregnancy  
Babies who are born to mothers who are known to have misused substances, 
where possible, there should be a detailed management plan agreed antenatally by 
children’s social care, parents and the midwifery team. The consultant 
neonatologist/paediatrician should also be notified antenatally. 
If the baby is deemed safe to be on Transitional Care Unit (TCU)/postnatal ward 
with the mother, a urine sample should be sent for toxicology screen early, observe 
for signs of withdrawal and alert Children’s Social Care of baby’s birth so that safe 
discharge plans can be organised. 
 
Wherever possible the mother and baby should be kept together, if the neonate 
exhibits signs of withdrawal requiring pharmacological treatment require neonatal 
team review and consider admission to the neonatal unit. 
 
 

6.  DOCUMENTATION 
 

• All clinical care, investigations, observation, results and discussions relating to 
the mother and/or baby must be recorded in the neonatal health record. 

• Neonates who are on observations for meconium, mother with GBS or 
prolonged rupture of membranes (PROM), cyanotic spells/grunting, will have 
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clinical findings recorded on the Newborn Early Warning Track and Trigger 
chart which should then be filed within Neonatal Health record. 

• A discharge letter must be generated and sent to the GP and the health visitor 
prior to discharge of any neonate that has required care by the Neonatal team. 
This letter should be copied to parents and uploaded on EDMS.  

 
Discharge documentation for Frimley 

• Euroking summary copies to woman, Hand-held notes, Community Midwives, 
GP, Health visitor  

• Badgernet - copies to woman, in health records baby, GP and Health visitor 
 

Discharge documentation for Wexham 
• CMIS summary copies to woman, Hand-held notes, Community Midwives, GP, 

Health visitor  
• Badgernet - copies to woman, in health records of baby, GP and Health visitor 
• ICE discharge summary to woman, Hand-held notes, Community Midwives, 

GP, Health visitor 
 
 
7.  AUDITABLE STANDARDS 
 

• The appropriate professional will be present at all births to assess and support 
the neonate as required 

• All neonates will be examined by the appropriate professional soon after birth 
• All neonates’ temperature will be taken and recorded within 1 hour of birth 
• All babies will have two identification labels clearly written, with all information 

and attached to the neonate prior to leaving the birthing room 
• All neonates with risk factors will have observations commenced, taken at the 

appropriate time and plotted on a NEWTT chart 
 
 
8.  MONITORING COMPLIANCE OF GUIDELINE 

This guideline will be subject to three yearly audit. The audit midwife is responsible 
for coordinating the audit. Results presented to the department clinical audit meeting. 
Action plans will be monitored at the department clinical audit meeting. 
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APPENDIX 1 – INITIAL EXAMINATION OF THE NEWBORN 
Examination to include 

• Measure and record head circumference, Weight and axilla temperature 
• Assess the general condition of the baby, including colour and muscle tone 

 
Head and Neck – Observe 

• Skull for moulding or caput 
• ears for position, shape and presence of skin tags 
• eyes for position and shape 
• nose for shape, nasal bridge and flaring 
• neck for shape, range of motion and webbing 

Palate – Best practice 
• Before you begin the physical examination, you must take a comprehensive obstetric and family history. 
• Talk to the parents and ensure no concerns of the development of the lips were noted during the 

antenatal scans and no first line relative has experienced any lip or palate malformation. 
• Explain what is involved in the examination and obtain verbal consent. 
• Prepare a suitable environment to examine the baby and ensure all necessary equipment is available 

and working correctly. 
• Wash your hands before starting the examination 

Examination: 
• Position baby on a safe surface 
• If necessary, a parent or colleague can assist with stabilising the baby’s head. 
• Observe symmetry of the lips. 
• The newborn baby’s hard and soft palate should always be examined by visual inspection. Additional 

digital examination can be useful for assessing the suck. 
• Poor suck may indicate possible palate anomalies. 
• Failure to visually inspect the whole palate at first attempt should be followed by a repeat visual 

examination within 24 hours. 
• During feeding is any milk coming through the nostrils or any unusual clicking noises heard during 

feeding? 
Explanation – parents should be informed the whole palate hasn’t 
been visualised 
Documentation – completion of visual examination should be recorded 
in the woman’s health record. 

Chest 
• Observe for any abnormalities 
• Count the apex beat 
• Observe breathing patterns 

Abdomen 
• Observe shape and symmetry 
• Check that the cord is securely clamped 

 
External genitalia 

• Observe the position of urinary meatus and testes (male), urethra and vagina (female) 

Limbs 
• Observe for symmetry 
• Count fingers and toes – extra digits (polydactyly), fused digits (syndactyly)  

Back/buttocks 
• Check the vertebrae 
• Observe the anus for position and sign of patency 
• Observe for abnormality 

Skin 
• Birthmarks, bruises, rashes, birth marks or minor abnormalities should be shown to parents & 

documented 

The examination, subsequent findings and referrals should be explained to parents, documented in the woman’s 
notes and on the relevant electronic system. 
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Meconium Stained 
Liquor 

If there has been 
significant meconium 
staining and the baby 
is in good condition at 
birth, the baby should 
be closely observed for 

signs of respiratory 
distress until 

minimum 12 hours  
(Intrapartum 

Guidelines NICE 2014) 

Pre-labour Rupture of 
membranes >24 h 
Asymptomatic term 

babies born to women 
with pre-labour rupture 

of membranes (more 
than 24 hours before 

labour) should be closely 
observed for the first 12 

hours of life 
(Intrapartum Guidelines 

NICE 2007) 
 

Early Onset 
Neonatal Infection 

No red flags and no 
clinical indicators 

but one “risk factors” 
that is not a red flag. 

Observation for at 
least 12 hours. 

(Early onset neonatal 
sepsis NICE 2012) 

Observations  
To be taken at  

0, 1 hour, 2 hours and then 2 hourly for 10 hours for a 
minimum of 12 hours. 

To include 
Vital signs: Temperature, heart rate, respirations 

General wellbeing, signs of respiratory distress (nasal flare, 
recession), skin colour, capillary perfusion, muscle tone and 

feeding. 

Appendix 2 

 
Neonatal Observation Flow chart 
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At Risk Infants – Please tick box as appropriate. Record reason for observation, frequency and duration 
overleaf. 

Appendix 3 Newborn Early Warning Trigger and Track (NEWTT) 
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These criteria are a guide only to increase 
surveillance on infants of potential 

concern. It can be expanded upon to meet 
local requirements and guidelines. 

 
  

Sepsis       

Infants fulfilling NICE (2012) criteria  

PROM > 18hours Preterm  

PROM > 24 hours Term Maternal  

Temperature > 38°C  

Chorioamnionitis  

Maternal GBS in vaginal swab/ or MSU 
Confirmed 

 

Invasive GBS sepsis in previous baby  

Intrapartum  

Meconium Stained Liquor  

Cord arterial pH ≤ 7.1  

Base Excess ≥ - 12mmol/l  

APGAR ≤ 7 at 5 minutes  

Other – Specify 
reason…………………………………... 

 

Metabolic : Blood Sugar Monitoring  

Maternal Diabetes  

Maternal βBlockers  

Birthweight <2nd centile  

Other  

IPPV > 5 minutes  

Maternal pethidine < 6 hours before 
delivery 

 

< 37 weeks gestation  

Other – Specify 
reason…………………………………... 

 
 

   Infants that need immediate review by Doctor 
/ANNP 

Jaundice < 24 hours Bilious 

Vomiting Abnormal 

Movements Hypoglycaemia 

Apnoea 

35 1.65 1.60 

36 1.90 1.80 

37 2.10 2.00 

38 2.30 2.20 

39 2.50 2.45 

40 2.65 2.60 

41 2.8 2.75 

42 2.9 2.85 
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Table 1: Risk factors for infection, including ‘red flags’ 
 

Invasive GBS infection in previous baby 
GBS colonisation/bacteriuria in current pregnancy 
Prelabour rupture of membranes 
Preterm birth following spontaneous labour (<37 weeks) 
ROM >18 hours followed by preterm birth 
Intrapartum fever >38/features of chorioamnionitis 
Suspected/confirmed sepsis requiring IV antibiotics during labour or in 24 hour periods prior to/following 
birth 
Suspected/confirmed infection in another infant in a multiple pregnancy 

Table 2: Clinical indicators of infection, including ‘red flags’ 
 

Altered behaviour/responsiveness Altered muscle tone (e.g. floppiness) 
Feeding difficulties (e.g. food refusal) Feed intolerance, including vomiting, excessive 

aspirates, abdominal distension 
Abnormal heart rate Signs of respiratory distress 
Respiratory distress presenting >4 hours after birth hypoxia 

Jaundice <24 hours of age Signs neonatal encephalopathy 
Apnoea Need for CPR 
Seizures Need for mechanical ventilation in a term infant 

Need for mechanical ventilation in preterm infant Temperature abnormality (<36 or >38) 

PPHN Unexplained excessive bleeding, 
thrombocytopenia, abnormal clotting (INR >2) 

Signs of shock Hypo/hyperglycaemia 
Oliguria persisting >24 after birth Local signs of infection (skin/eye) 
Metabolic acidosis (base deficit 10 mmol/litre or greater) 

NB: If maternal result is obtained after discharge, call mum to check baby is well. If baby is <24 hours old, see & do 
bloods. If >24 hrs ask mum to phone Midwife if there are any concerns. Write to GP & parents with information leaflet. 
  

Appendix 4 
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Neonatal Grunting & Tachypnoea Pathway 

Grunting & tachypnoea are common symptoms shortly after birth. 

• Cyanosis may be hard to detect visually so always check pre-ductal oxygen SaO2 by placing 
saturation probe on the right hand.  

• The commonest cause is ‘Transient tachypnoea of the Newborn’ (TTN) due to retained lung liquid, 
especially after Caesarean Section. However, this is a diagnosis of exclusion and other causes 
listed below should be actively considered.  

• Babies with TTN should be improving gradually from birth.   

• A baby who is getting worse is likely to have another cause. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Low risk: Full term 
• No infection risk  
• SaO2 >92% & 

rising to >95% 
by 2 hrs 

High risk < 36 weeks 
• SaO2 <92% 
• Lethargic or mottled 
• Any infection risk 

Infection risk 
Is baby at risk of 
early onset 
sepsis? 
(See guideline) 

Admit NNU 
Capillary gas 

Continuous SaO2 
monitor & hourly 

HR & RR. 
FBC & BC 

Check capillary glucose 
& T °C. Request hourly 
HR, RR & SaO2 until 
settles. 
Review regularly & admit 
to NNU if worsening or if 
not settled by 2 hours 

Antibiotics: follow the early onset 
sepsis guideline and if 

• clinically septic 
• requiring oxygen  
• neutropenia (WBC<8, 

neutr<4) 

CXR If FiO2 > 30%  
OR 

If not settled by 4 hours 

Transfer to PNW if all 
observations within normal 

limits 
& 

only after grunting settles 

Appendix 5 
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Persisting or unrelated 
to Feeds or with no 

Infection risk 
Admit to NNU 

Occurring during first 
feed Isolated episode 

associated with feeding 
or vomiting. Examination 

by Neonatal team, 
including femoral pulses  

Monitor oxygen saturations & 
respiratory rate 

Hourly x 4. 
Admit to NNU if abnormal 

observations or cyanosis persists 

Consider: 
Oesophageal Atresia 
Check NGT passes 
easily with pH <5.5 

Mottled, grunting: 
- Likely Sepsis 
- Left Heart Outlet 
Obstruction 
(e.g., hypoplastic L heart, 

critical coarctation) 

Blue but well: 
Likely Cyanotic 
Heart Disease 
(e.g. transposition) 

Other causes 
Seizure /Metabolic condition 

Check glucose, cap gas, 
ammonia & lactate 

Observations:   
TPR, SaO2 including response to 100% oxygen, femoral pulses, BP in R arm & R leg. 

Investigations:  
FBC, B/C, CRP, glucose, U&Es, cap BGs. Pass NG tube before CXR. Cardiac ECHO? 

Treatment:  
Depends on cause, e.g., IV antibiotics, IV prostaglandin, anticonvulsants, surgical 

transfer  

Check baby active & breathing (No Breathing 2222 Neonatal Team) 
ABC and give oxygen if needed 

Call paediatric team, check SaO2, temp & blood sugar 

Neonatal Cyanotic Episode Pathway 

Appendix 6 
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