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	 Amy Gargal, BScN RN MN
Clinical Nurse Educator
Muskoka Algonquin Healthcare
75 Ann Street 
Bracebridge Ontario P1L 2E4
C: 705 706 4409
E:  amy.gargal@mahc.ca
W: www.mahc.ca

	Our OBS committee is working on a new neonatal hypoglycemia protocol.  The formatting is horrible but this is the current draft as far as I know.

	


	Kristy Moore-Bunney RN
Temporary Clinical Nurse Specialist
Women & Children's Program
Office Phone # 684-6242
Pager # 626-9791
moorebuk@tbh.net
Thunder Bay Regional Health Sciences Centre
	I have attached our documents on some of the topics you requested.

I have included Ursula Cote in this reply. We share the CNS role. If she finds out anything else she will forwarded it. 

We do not have anything written for the treatment of hypothermia, GBS, SGA/LGA. That information is included with other policies/directives.

Hope this helps,

	





             

	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org
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	attached are some of our documents…..regards, Sandra
	




          

	Jocelyn Patton-Audette, RN, IBCLC, BN 
Nurse Clinician, Women and Child Care Unit 
Grey Bruce Health Services │ Owen Sound 
T 519.376.2121 x2952 | F 519.372.3957
www.gbhs.on.ca
	
	

   

	Mikyla Lennard RN, BScN
Pronouns: She/Her
Clinical Manager of Obstetrical, Laboratoy, Perioperative, and Ambulatory Care Services 
Interim Clinical Manager of Diagnostic Imaging, Diabetic Education, Hemodyalisis, Chemotherapy, and the Emergency Department  
Winchester District Memorial Hospital
mlennard@wdmh.on.ca
(613)-774-2420 (6326)

	This policy was recently updated but we need to relook at it as there have been new guidelines from CPS.

This policy has information regarding SGA/LGA babies as well.

Enclosed is a copy of our routine admission orders – this includes GPS orders.

	





	Jennifer Faulkner RN BScN
Professional Practice Specialist
Maternal Child | Oncology
Quinte Health Care
Office- 613-969-7400 ext 2040
Cell- 613-438-2562
	Our neonatal hypoglycemia medical directive is under review because we will now be administering dextrose gel at our hospital but I have attached our previous copy for your information. 
Our GBS order set is due for review as well but I have attached a copy for you.
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Purpose:  

The appropriate screening and management of newborns at risk for low blood sugar is an important component of care of the newborn and can improve clinical outcomes for those newborns. 

Scope: 

The policy pertains to all staff members and physicians at Muskoka Algonquin Healthcare (MAHC).  

Policy Statement: 

This policy ensures safe, appropriate and consistent management of newborns at risk of and with hypoglycemia.  

Definitions: 

POCT:  point of care testing 

Dextrose gel:  40% dextrose gel that is applied to the buccal mucosa at 0.5 ml/kg.  This dose provides 200 mg/kg of glucose, equivalent to an IV bolus of 2 ml/kg of D10W solution. 

Target Patient Population:  ​The following infants meet criteria for the ​12 hour ​blood glucose monitoring regime  • Birth weight greater than 90​th ​percentile (LGA)  • Infant of a diabetic/gestational diabetic mother  The following infants meet criteria for the ​24 hour ​blood glucose monitoring regime  • Less than 37+0 weeks gestational age (GA)  • Infant whose birth weight is less than the 10​th ​percentile (SGA)  

 

Consideration should also be given to assessing infants who required resuscitation beyond routine post-delivery care and those whose mothers have been on labetalol. 

 

[INSERT WEIGHT CHART] 

 

Exclusions = ​Infants with the following conditions require transfer to Level II NICU  • Symptomatic with clinical signs of hypoglycemia  • Infants with RDS, Sepsis • Inability to maintain blood glucose according to this protocol  

• Hypothermia not responding to interventions  

Implementation Considerations:  • Blood glucose to be maintained greater than/equal to 2.6 mmol/L (lab value) during the first 72 hours of life  • Maintaining thermal regulation promotes glucose homeostasis e.g. by skin to skin contact  • The diagnosis of hypoglycemia should never be made solely on the basis of point of care testing                  results. A serum sample should be sent to the lab if POCT glucose level is less than 2.6 mmol/L.  • Mothers who are breastfeeding will need education and the ability to demonstrate hand expression skills  

Procedure: 

1. Babies at-risk should receive at least one feed before blood glucose is checked at 2 hours  of age. This feed should include correct latch and position of baby and adequate sucking if                breastfeeding or observations of an adequate amount of formula retained if alternative            feeding (10-15 mL)  

2. Initiate first feed within 30-45 minutes of birth and ensure effective feeding q 2-3 hours  minimum  

3. Assess for signs and symptoms of hypoglycemia with each intervention until discharge  

4. If clinical signs of hypoglycemia noted or infant unable to maintain blood glucose, call MRP and initiate transfer infant to Level II NICU. 

  5. Discontinue glucose monitoring on completion of all ordered blood glucose checks and  continue to assess for signs and symptoms of hypoglycemia prior to each feeding and PRN until discharge  

Supplementation  1. Supplementation may be used with an order from MRP in asymptomatic infants with lab blood glucose 1.8 mmol/L to 2.5 mmol/L to augment caloric intake prior to considering starting an IV. Level should be rechecked 30 minutes later to identify persistent hypoglycemia. 

2. If supplementation is required as per assessment or to maintain/raise blood glucose, provide expressed colostrum/EBM and/or formula (colostrum is first choice)  

3. If formula is required, discuss medical reasons and options of feeding methods with  parent (if gavage feeding is required, then as per unit policy)  

 

Supplementation Volumes  1. If blood glucose is less than 2.6 mmol/L, ensure feeding (EBM or formula) according to the following volumes. Offer volumes up to the following volumes as tolerated|:  

• Birth-24 hours: 5-10mL/kg/feed (offer 5 mL/kg for the first feed at 30-45 minutes of life  • 24-48 hours: 10-12 mL/kg/feed  • 48-72 hours: 12-15 mL/kg/feed  • Consider the blood glucose result and age of infant in hours when deciding volume to provide  

Blood Glucose Monitoring 12 hour Blood Glucose Monitoring Regime (LGA and IDM): 1. Blood glucose at 2 hours of age, then prior to feeds approximately q3h x 3 until  approximately 12 hours of age  

2. Discontinue blood glucose monitoring at 12 hours of age if the last 3 pre-feed blood  glucose levels have been within normal limits (not including first check at 2 hours of age)  

24 hour Blood Glucose Monitoring Regime (SGA and <37+0 weeks gestation):  1. Blood glucose at 2 hours of age, then prior to feeds approximately q3h x 3 and at 24 hours of age then discontinue  

2. If an episode of hypoglycemia has occurred, ensure that the last 2 pre-feed blood glucose  levels have been within normal limits over at least 6 hours before discontinuing this clinical protocol  

Management of Hypoglycemia Episodes: 

For blood glucose less than 2.6 mmol/L at 2 hours of age or any subsequent check: ● Give 40% dextrose gel 0.5 ml/kg and breastfeed ​OR ● Feed 5 ml/kg (EBM, donor milk or formula) and breastfeed ● Recheck glucose ​30 min​ post feed If not tolerating feeds and glucose less than 1.8 mmol/L: 

● Notify MRP ● consider IV and transfer to Level II NICU ● consider temporizing with 40% dextrose gel 0.5 ml/kg as preparing for IV 

If tolerating feeds and glucose between 1.8 mmol/L - 2.5 mmol/L at subsequent check: ● Give 40% dextrose gel 0.5 ml/kg and breastfeed ​OR ● Feed 5 ml/kg (EBM, donor milk or formula) and breastfeed ● Recheck glucose ​30 min​ post feed 

 

For blood glucose 1.8 mmol/L - 2.5 mmol/L x 2 consecutively: ● Notify MRP  ● consider IV and transfer to Level II NICU ● consider  temporizing with 40% dextrose gel 0.5 ml/kg as preparing for IV 

 

 

Notes  

A printed copy of this document may not reflect current, electronic version on the Medworxx website. Any copies of this document appearing in paper form should always be checked against electronic version prior to use.  

This material has been prepared solely for the use at Muskoka Algonquin Healthcare. Muskoka Algonquin Healthcare accepts no responsibility for the use of this material by any person or organization not associated with Muskoka Algonquin Healthcare. No part of this document may be reproduced in any form for publication without permission of Muskoka Algonquin Healthcare.  

References / Relevant Legislation  

CPS Position Statement:  The screening and management of newborns at risk for low blood glucose: November 2019 

Dextrose gel for neonatal hypoglycemia (The sugar Babies Study), Lancet 2013 2`; 382 (9910); 2077 83. 

MAHC Neonatal Hypoglycemia Protocol; November 2017 

Appendices  

Appendix 1 – Management of Hypoglycemia Algorithm  

Appendix 2 - Caring for Kids (cps.ca): Checking blood glucose in newborn babies information sheet for parents
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Management of Newborn Hypoglycemia 
 


 Encourage skin to skin immediately post delivery  
 Ensure one effective feed in at-risk infants prior to 2 hours of age 


 


Plan of Care for At-Risk Infants 
 


 Initial glucose test at 2 hours of age 
 


If less than 1.8 mmol/L at 2 hours of age or less than 2.0 mmol/L at subsequent checks 
 Perform STAT lab glucose level (Order Entry: Category – LAB; Procedure – METERCONF) 
 Notify Most Responsible Provider (MRP) and consider IV treatment  
 Attempt to feed infant – minimum 8 mL/kg of formula or expressed breast milk (EBM)  


(do not delay feeding while getting lab confirmation) 
 
If 1.8 to 2.0 mmol/L at 2 hours of age or 2.0 to 2.5 mmol/L at subsequent checks 


 Refeed and recheck glucose in one hour 
 If glucose remains less than 2.6 mmol/L despite feeding, notify MRP 
 If glucose rises to greater than or equal to 2.6 mmol/L after feeding, routine care (feed on demand) 


with bedside glucose testing every 3-6 hours before feeds 
 


If greater than 2.0 mmol/L at 2 hours of age or greater than or equal to 2.6 mmol/L at subsequent 
checks 


 Routine care (feed on demand) with bedside glucose testing every 3-6 hours 
 


Plan of Care for Unwell or Symptomatic Infants 
 


 Notify MRP for all unwell infants 
 Perform a bedside glucose test for all unwell or symptomatic infants 
 
If greater than or equal to 2.6 mmol/L 


 Continue routine care of the infant and recheck only if infant symptomatic 
 
If less than 2.6 mmol/L in an unwell infant  


 Perform STAT lab glucose (Meditech: Glucose, Confirm Glucose Meter) 
 Consider feeding infant 


 
If less than 2.6 mmol/L in a symptomatic infant 


 Follow “Plan of Care for At-Risk Infants” 
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Discontinuation of Glucose Monitoring 
 


 Unwell Infants: As per MRP 
 For all infants except preterm and SGA infants: Stop testing after 12 hours of age provided that the last 


two consecutive glucose levels are greater than or equal to 2.6 mmol/L 
 Preterm and SGA: Stop testing after 36 hours of age provided that the last two consecutive glucose 


levels are greater than or equal to 2.6 mmol/L 
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THIS AREA MUST BE COMPLETED BY IMPLEMENTING PROFESSIONAL: 


 
Signature with classification ______________________________________________________ Date: ___________________ 
            (yyyy/mm/dd) 
 
Name (Print) __________________________________________________________________ Time: ___________________ 
                 (hh:mm) 
 


Name of most responsible provider for the patient’s care related to the Directive:  ________________________________ 
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MEDICAL ADVISORY COMMITTEE: 


 
Signature __________________________________________ 


 
Date ______________________________________________ 
                                            (yyyy/mm/dd) 


PATIENT CARE SERVICES: 


 
Signature __________________________________________ 


 
Date ______________________________________________ 
                                            (yyyy/mm/dd) 
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Guidelines for Implementation of a Medical Directive 
 
Before implementing a Medical Directive, the health professional will be responsible for: 
 
1. Placing a patient label on the form or in the absence of a label print: the name, age, admission number, chart 


number and most responsible physician's name. 
2. Ensuring the implementer meets the criteria as set out in Section 4. 
3. Ensuring the patient meets the criteria as set out in Section 3. 
4. The Medical Directive will not be implemented unless the implementing professional has completed Section 1 


including his/her signature, health professional designation, name, the date and time and name of the most 
responsible provider according to the criteria in Section 5. 


5. The implemented Medical Directive will be added to the patient's chart in the Physicians Order section. 
 
This completes the implementation process. The Medical Directive is now processed as any Medical Order and is 
subject to all policies pertaining to a Medical Order. 
 


Section 3                                                                       Patient Criteria 
 


1. Patient conditions that must be met: 


At-Risk Infants 
 Infant of a diabetic mother (gestational or otherwise) 
 Small-for-gestational-age (less than 10


th
 percentile) 


 Perinatal acidemia (cord pH < 7) 


 Preterm infant (less than 37 weeks) 
 Large-for-gestational-age (greater than 90


th
 percentile) 


 APGAR < 7 at 5 minutes of age 


Symptomatic Infants 
 Irritability, lethargy, or stupor 
 Hypothermia/unstable temperature 
 Apnea or cyanotic spell  


 Feeding poorly, after feeding well 
 Tremor, jitteriness, or seizure 
 Hypertonia or limpness 


Unwell Infants 
 Suspected sepsis 
 Ill or compromised 


 


 


2. Specific circumstances that must exist: 
None 
 


3. Contraindications: 
None 
 


Section 4 
 
1. Health professional(s) that can implement the 


directive: 
Nurses in Labour & Delivery, Maternal Newborn and 
NICU areas. 
 


2. Specific education qualifications: 
None 


Section 5 
 
Criteria for selection of the responsible physician: 


Most Responsible Provider (MRP)  
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This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no 
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in 
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the 
Hospital iNtranet.   
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Title:  Newborn Standard of Care  Policy  Procedure      SOP 


Category:  Unit/Department Specific 
Dept/Prog/Service:  Women & Children’s Program 


Distribution: Women & Children’s Program 


Approved:  Executive Vice President, In-Patient Care Programs 
Signature:  


Approval Date:  Nov 2002 
Reviewed/Revised Date: February 2020  


Next Review Date: February 2023 


CROSS REFERENCES: Newborn Identification Bands (M/C-POL-07); Record of Labour & Delivery (CS-
168); Newborn Security (M/C-POL-25); Newborn Admission Protocol for Well Newborns (PCS-MD-35); 
Routine Practices and Additional Precautions (IPC-1-18) 


 
1. PURPOSE 


To utilize best practice guidelines and ensure standardized approach to the care of, assessments and 
documentation of the newborn from admission to discharge.  


 
2. POLICY STATEMENT 


The postnatal period is a significant time of transition for the mother, newborn and family. Promoting the 
physical well-being of both mother and infant, supporting relationships, facilitating the development of 
infant feeding skills, strengthening the mother/caregiver’s knowledge and confidence and fostering the 
development of parenting skills are goals during this time of change.  


 
3. SCOPE 


All newborns admitted to patient care units are to be cared for by these standards of care. Both 
registered nurses (RN’s) and registered practical nurses (RPN’s) have the ability to care for well 
newborns. 


 
4. DEFINITIONS 


Maternal Newborn (MNB): an 18 bed unit that supports women, newborns and their families through 
the perinatal period 
Term Infant: an infant born between 37 and 42 weeks’ gestation 
Late Pre-Term Infant: an infant born between 34 and 36 6/7 weeks’ gestation 


 
5. PROCEDURE 


Upon transfer/admission to the unit, the nurse has the responsibility to: 
1. If the Most Responsible Provider (MRP) is not present at birth, notify the MRP of the newborns 


admission. Exception: If the newborn was born overnight and the MRP has not rounded on the 
patient by noon, notify the MRP.  


2. Verify the newborn’s identification band with the Labour and Delivery (L&D) or Neonatal Intensive 
Care Unit (NICU) nurse or Midwife (refer to policy M/C-POL-07: Newborn Identification Bands). Both 
health care professionals must sign the Record of Labour & Delivery (CS-168). 


3. Ensure that the newborn has a security tag attached to the ankle opposite to the identification band 
(refer to policy M/C-POL-25: Newborn Security).   


4. Obtain verbal report from the nurse or Midwife. Report should include: type of labour and birth 
(including anaesthesia and analgesia uses for the mother); time of birth, gestational age and sex, 
Apgar scores; events since birth (including any type of resuscitation or relevant vital signs); length of 
skin to skin; feeding method; GBS status, maternal serology and cord gas results; any relevant 
information from the Ontario Prenatal Record, Antenatal Record, or Obstetrical history; social 
factors.  


5. Encourage skin-to-skin contact with either parent upon transfer. If baby is breastfed, encourage the 
opportunity to breastfeed.  


No. M/C-STD-20 
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6. Implement the Newborn Admission Protocol for Well Newborns (PCS-MD-35). Newborns born to 
Hepatitis B or C-positive and HIV-positive mothers should have their leg washed to remove maternal 
blood prior to giving any injection medications. In emergency situations, the injection site may be 
thoroughly cleansed with an appropriate skin antiseptic (i.e., alcohol swab) prior to administering 
medication. 


7. If applicable, implement (or continue) the Management of Newborn Hypoglycemia (PCS-MD-50) 
Medical Directive.  


8. Within the first two hours, obtain an axilla temperature, ausculate heart sounds and rate, check 
respiratory rate and quality, assess colour, tone and activity and obtain a blood pressure (see 
Appendix A). 


9. Complete the newborn physical assessment within the first two hours of admission (see Appendix 
B). Encourage one or both parents to be present during all newborn assessments, whether 
performed by a nurse, physician, midwife or learner.  


10. Ensure adequate warmth for the newborn while obtaining vital signs and obtaining the newborn 
physical assessment.  


11. Obtain an accurate weight, head circumference (average: 33-35 cm) and length (average: 45-55 
cm). 


12. Document all findings in Meditech using the Standard of Care: Newborn (SOC) and any additional 
interventions appropriate to the newborn. 


13. Ensure appropriate infection control practices are implemented (IPC-1-18: Routine Practices and 
Additional Precautions). If the newborn is transferred to NICU, inform NICU staff of any implemented 
infection control practices on the mother or newborn.  


14. Inform the patient/family/caregiver about the anticipated course of events during their hospital stay. 
15. Ensure that newborns are transported in a bassinette/crib at all times. 
16. Whether parents/caregivers choose breastfeeding or formula feeding, provide the necessary support 


for parents with their choice. Parents should be able to seek out the appropriate information in order 
to make an informed choice about what to feed their newborn. 


17. Have parents document feeds; along with all voids and stools. 
18. Breastfeeding: 


a. Breastfeeding is the optimal feeding method and should be promoted and protected; 
however support mothers in their feeding choices.  


b. If the mother wishes to breastfeed but is having difficulty with establishing a latch or obtaining 
a latch, encourage hand expression for the first 24 hours and then the use of a breast pump 
every 2-3 hours (or at least 8 times a day to approximate the feeding pattern of an infant) 
until feeding has been established (refer to M/C-POL-47: Expressed Breast Milk: Collection, 
Storage and Handling). 


c. If the newborn is in NICU and the mother wishes to breast feed, encourage hand expression 
for the first 24 hours and then the use of the breast pump every 2-3 hours until the newborn 
is able to latch on their own and feeding has been established. While the newborn is in the 
NICU, pumping should occur at the newborn’s bedside to promote bonding and milk 
production (refer to M/C-POL-47: Expressed Breast Milk: Collection, Storage and Handling 
for further information on expressing breast milk and the cleaning and sterilization of breast 
pump kits).  


19. Formula Feeding: 
a. Assist parents in feeding their baby. Offer support where indicated. 


20. Inform the parent/caregiver about mother-baby dyad care, including the importance of skin-to-skin 
between the infant and parent. This is crucial to the bonding of newborn and family. Other ways that 
mother-baby dyad care is demonstrated is by maintaining skin-to-skin contact while doing 
assessments and interventions, and bringing the resources (expertise and equipment) to the 
newborn instead of the newborn to the resources.  


21. Mother/newborn contact will be facilitated throughout the newborn’s hospital admission. Well 
newborns will room-in with their mothers 24 hours a day. Exceptions to be documented in the 
Interdisciplinary Progress notes.  


22. Orientate patient/family/caregiver to the environment and alter the environment should the needs of 
the patient warrant.  


23. Document pertinent information on the patient’s white board and update every shift. 
24. Complete the Kardex. Ensure family/caregiver names are written on the Kardex. 
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Ongoing Interventions 
1. Ensure safety checks are done at the beginning of each shift. This includes checking suction and 


oxygen equipment, identification bands, and HUGS tags. 
2. Monitor the newborn every hour. Look for normal colour, rise and fall of chest. Listen for breathing 


and feel for warmth of skin. Exception: Monitor the newborn every 30 minutes for the first 4 hours of 
life.  


3. Assess temperature, heart rate (by auscultation), and respirations once a shift or more frequently if a 
change in the newborn’s condition or vital signs are outside the normal limits (see Appendix B). 
Include blood pressure and O2 saturations if indicated by the newborn’s condition. 
(Exception: If a newborn is at risk for sepsis or receiving IV antibiotics, measure temperature, pulse, 
respirations every 4 hours x 24 hours (48 hours if less than 37 weeks) or until antibiotics 
discontinued).  


4. Assess newborn’s colour, tone, activity and cry every 8 hours. 
5. Monitor the newborn’s intake and have the infant feed on demand (a minimum of every 3-4 hours). If 


the newborn is breastfeeding, adequacy of breastfeeding can be assessed by direct observations of 
the feeding position, latch and swallow. For newborn’s who are formula feeding, assess intake 
amount, suck and infant’s coordination with bottle feeding.  


6. Assess the newborn’s voiding and stooling pattern every 8 hours.  
a. Voiding: 


 A newborn should void within the first 24 hours 


 Day 1: at least 1 wet diaper, uric acid crystals may be present 


 Day 2: at least 2 wet diapers 


 Day 3: at least 3 wet diapers 


 Days 4: at least 4 wet diapers 


 Greater than or equal to 5 days: at least 6 wet diapers a day (pale yellow or clear urine) 
b. Stooling: 


 A newborn should pass a meconium stool shortly after birth, often within the first hours 
and typically before 24-48 hours 


 When meconium is delayed, recheck the newborn’s anus for the normal characteristic 
and continue to observe if the newborn is feeding well without abdominal concerns (i.e., 
vomiting, abdominal distention); delayed passage of stool beyond 48 hours can indicate 
a more serious problem such as imperforate anus with or without fistula, meconium 
plug syndrome or Hirschsprung disease 


 Day 1 to 2: at least 1-2 meconium stool (black or dark green) 


 Days 3 to 4:at least  3 stools (transitional stools getting lighter in colour – brown to 
green to yellow; loose in consistency for breastfed newborns and formed for formula 
fed newborn) 


 Greater than or equal to 5 days: at least 3 large, soft and seedy bowel movements a 
day for breastfeed newborns and formula fed newborn may have less frequent stools 


7. Umbilical cord care (during initial bath and if umbilical cord is soiled with urine or stool): Clean 
around the base of the cord using a wash cloth (or cotton ball, gauze, etc.) and clean water. Fold 
diaper below the level of umbilicus as exposure to air enhances drying and separation. If infection is 
suspected, chlorhexidine is a favorable choice of antiseptic. The cord clamp can be removed when 
the cord is dry, usually within 24-48 hours. Average cord separation is 10-14 days; however, it can 
take up to 3 weeks to completely heal. 


8. Obtain a weight daily on the night shift. Although weight loss in newborns is observed frequently, 
weight loss greater than 10-12% in the first week can be cause for concern and warrants a more 
thorough evaluation. 


9. If jaundice is noted within the first 24 hours, ensure that a total serum bilirubin is collected as per 
Medical Directive:  Newborn Admission Protocol for Well Newborns (PCS-MD-35). 


10. Ideally wait until the newborn is 24 hours old and then offer to bathe the newborn or assist in the 
parents bathing the newborn. To avoid cold stress, ensure newborn’s temperature is at least 36.5°C 
prior to bathing. Support parents if they wish to delay or decline the bath. If declined, continue with 
body substances precautions when handling the newborn.  


11. Encourage and support skin to skin (Kangaroo Care) with newborns and parents.  
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12. Offer non-pharmacological interventions (i.e., skin-to-skin, breastfeeding, sucrose) for newborns 
going through painful procedures such as blood work, Vitamin K injections, etc. 


13. Encourage/facilitate and support the parents/caregivers with all aspects of the newborn’s care and 
feeding (i.e., diaper changes, bathing, cord care, eye care). 


14. For multiples, co-bedding (i.e., two newborns in a bassinette) may be considered. 
15. Review all available health data and communicate the pertinent information to the most responsible 


physician (MRP) or midwife and members of the interdisciplinary team during rounds or whenever 
the infant condition warrants further assessment. 


16. Offer social work services for all mothers with a history of maternal substance use or abuse, child 
protection alert, mental health history, palliative/supportive care cases, grieving parents/caregivers 
and cases whereby parent/caregiver(s) do not appear to be coping. 


17. Document pertinent information on the whiteboard.  
18. Continue to update Kardex as things change. 
19. Update the Maternal/Newborn Teaching and Discharge Record (CS-234) as teaching is completed 


and information is known. 
 
For newborns designated ALC: 
1. Monitor temperature, pulse, respirations once per shift. Include blood pressure and O2 saturations if 


indicated by newborn’s condition. 
2. Complete a focused assessment a minimum of once per shift or more frequently as the newborn 


condition indicates. 
3. Obtain a weight daily on the night shift (unless otherwise ordered differently).  
4. Document intake and output with every feed. 
5. Review all available health data and communicate the pertinent information to the most responsible 


physician (MRP and members of the interdisciplinary team during rounds or whenever the 
newborn’s condition warrants further assessment. 


6. Update white board daily with the plan of care, and any additional information required.  
7. Continue to update Kardex as things change.  


 
Discharge 
1. From admission, initiate discharge planning and a teaching plan in collaboration with the 


family/caregiver. 
2. Complete the Healthy Babies, Healthy Children Screening Postpartum Screening Tool. With signed 


consent of the family, refer the newborn to Health Babies, Healthy Children program through the 
appropriate Health Unit. 


3. Ensure that the Ontario Newborn Screen and Critical Congenital Heart Disease (CCHD) screen is 
completed prior to discharge or an appropriate follow-up plan is in place. 


4. Verify that a total serum bilirubin was drawn within the first 72 hours of life and/or that appropriate 
follow up is in place. 


5. Ensure that a Hearing test has been completed or appropriate follow-up has been arranged. 
6. Ensure that the OHIP Registration form is completed and obtain newborn’s health card information. 
7. Confirm that the family/caregiver knows how to access appropriate community supports (i.e., 


Healthy Babies, Healthy Children). 
8. Ensure that a full well newborn assessment has been done within 24 hours of discharge by either 


the health care provider or nurse.  
9. If required at the time of discharge, update the Reconcile Medication Routine module in Meditech 


with changes in medication, and then provide education and “My Medication List” to the patient.  
10. Complete the Maternal/Newborn Teaching and Discharge Record (CS-234). 
11. Provide any patient education relevant to the patient’s diagnosis.  
12. Verify that the identification bands match the parent/caregiver band and that the correct infant is 


discharged to the correct parent/caregiver. Document on the Maternal/Newborn Teaching and 
Discharge Record (CS-234). 


13. Ascertain that the family/caregiver have a car seat available for discharge or a means of getting the 
newborn home. 


14. Complete the appropriate Discharge intervention in Meditech and enter a discharge note. 
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6. REFERENCES 
Perry, S., Hockenberry, M., Lowdermilk, D., Wilson, D., Keenan-Lindsay, L., & Sams, C. (2017).  


Maternal child nursing care in Canada (2nd ed.). Toronto, ON: Elsevier. 
Provincial Infectious Diseases Advisory Committee (PIDAC). (2015). Best practices for infection  


prevention and Control in perinatology. Ontario Agency for Health Protection and Promotion. 
Queen’s Printer for Ontario. Retrieved from: 
https://www.publichealthontario.ca/en/eRepository/IPC%20in%20Perinatology_ENGLISH_Final_201 
2-05-25%5b1%5d.pdf  


  



https://www.publichealthontario.ca/en/eRepository/IPC%20in%20Perinatology_ENGLISH_Final_201
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Appendix A: Normal Newborn Vital Signs 
 
Temperature (ºC) Rectal: 36.6-38.0ºC 


Axillary: 36.5-37.5ºC 


 


Heart Rate  
(beats/minute)
  


Neonate (< 28 days old): 100-205 (sleeping: 90-160)* 


*Persistent tachycardia (heart rate greater than 160) and persistent bradycardia (heart 
rate less than 100) should warrant further investigation   
 


Respirations 
(breaths/minute)  


Neonate (< 28 days old): 30-60 


 


Blood Pressure Birth (12 hours, 3 kg): 60-76/31-45 (mean 48-57) 


Neonate (< 28 days old): 67-84/35-53 (mean: 45-60) {systolic hypotension < 60} 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
American Heart Association. (2016). Pediatric advanced life support: Provider manual. Heart and Stroke Foundation. Canada.  
Leduc, D. & Woods, S. (2017). Temperature measurement in paediatrics. The Canadian Paediatric Society. 
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Appendix B: Normal Newborn Physical Assessment Paraemters 
 
Integumentary: Skin smooth and intact, soft, elastic, warm  and moist; color pink or within normal 


limits for ethnic background; acrocyanosis may be present; mucus membranes moist; 
breast tissue may be present; no edema, peeling, abrasions or bruising; presence of 
lanugo or vernix; absence of meconium staining 
 


Neurological: Active, alert, lusty cry; suck/swallow reflex intact; posture flexed; eyes clear, sclera 
white; grasp, palmar, moro, rooting reflexes present 
 


Head and Neck: Head rounded with mild to moderate molding; caput may be present; fontaneles  
soft and flat; sutures slightly separated and may be overlapping due to molding; 
symmetrical movement of mouth and face; pinna placed at or above the outer canthus 
of eye, pinna well formed with fast recoil; eyes symmetrically placed and less than 3 
cm apart, eyelids close completely, absence of sclera hemorrhage; palate intact; full 
ROM present   
  


Musculoskeletal: Extremities warm and moveable; resting tension of muscles related to infant’s state of 
alertness and appropriate for gestational age; muscle tone strong with good recoil 
when extremities extended; spine straight and intact, absence of sacral dimple, 
symmetrical buttock folds, absence of hip clicks/dislocation, clavicles intact, ten 
fingers, and ten toes; sole creases over two thirds of anterior foot 
 


Neurovascular: Distal portion of affected extremity pink warm and moveable; capillary refill <3 
seconds; peripheral pulses palpable; no edema 
 


Cardiovascular: Regular apical rate and rhythm; normal S1 and S2; central color normal for ethnic 
background; peripheral pulses palpable; no edema 
 


Respiratory: Respirations quiet and regular in rate; air entry equal and clear; symmetrical chest 
movement; mucous membranes pink or normal for ethnic background; absence of 
rales, rhonchi, congestion, grunting, retractions, stridor or nasal flaring; nares patent 
and nose midline; tongue mobile and not protruding 
 


Gastrointestinal: Abdomen round and soft, no distention; bowel sounds present; no visible bowel  
loops; tolerates feedings without regurgitation; length of feeding within normal limits; 
stools progressing from meconium to transitional green/brown to yellow/brown 
 


Urinary: Urine clear, yellow; first void within 24 hours of life  
 


Female 
Genitalia: 


Labia majora larger than labia minora; may be slightly edematous; transient vaginal 
discharge may be present; vaginal tag may be present 
 


Male Genitalia: Foreskin intact and covers glans; urinary meatus midline with glans and at the tip of 
the penis; scrotum large with rugae, testes descended bilaterally 
 


Umbilical Cord: If present, cord stump clean; no evidence of bleeding, drainage or foul smell; white 
with Wharton’s jelly; two arteries and one vein seen in cord; cord clamp intact (if 
applicable)  
 


Parenting: Parents hold, cuddle and talk to the infant on own initiative; participate in care 
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1. PURPOSE 
To provide a standardized approach to the screening and treatment of hypoglycemia in at-risk, 
symptomatic, and unwell infants.   
 


2. POLICY STATEMENT 
As all newborns go through an initial fall in glucose after birth with a gradual rise over the proceeding 96 
hours, neonatal hypoglycemia cannot be defined by a single value of glucose. Because prolonged 
hypoglycemia may result in neurological deficits, it is imperative to develop a standardized screening 
approach to monitor at-risk, symptomatic, and unwell infants.   
  


3. SCOPE 
All newborns will be screened at birth for risk factors of hypoglycemia. If an infant is deemed at-risk or if 
the infant is symptomatic or unwell, the infant will be started on the medical directive “Management of 
Newborn Hypoglycemia” (PCS-MD-50). 
 


4. DEFINITIONS 
At-Risk Infants:  


 Infants of diabetic mothers (gestational or 
otherwise) 


 Preterm (less than 37 weeks) 
 Small-for-gestational-age (SGA) (less than 


10th percentile) 


 APGAR less than 7 at 5 minutes   
 Perinatal acidemia (cord pH less than 7) 
 Large-for-gestational-age (LGA) (greater than 90th 


percentile) 


 


Gestational Age 
(weeks) 


Birthweight (g) 


10th Percentile 90th Percentile 


Male Female Male Female 


37 2552 2452 3665 3543 


38 2766 2658 3877 3738 


39 2942 2825 4049 3895 


40 3079 2955 4200 4034 


41 3179 3051 4328 4154 


42 3233 3114 4433 4251 


43 3249 3159 4528 4333 
Kramer et al. (2001). A new and improved population-based Canadian reference for birth weight for gestational age. Pediatrics, 108(2), e35. 


 


Symptomatic Infants: 
 Irritability, lethargy, or stupor 
 Feeding poorly, after feeding well 
 Hypothermia/unstable temperature 


 Tremor, jitteriness, or seizure 
 Apnea or cyanotic spell 
 Hypotonia or limpness 


 


No. M/C-POL-28 
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Unwell Infants: 
 Sepsis 
 Ill or compromised 


 
5. PROCEDURE (see Appendix A) 


 
Plan of Care 
1. Encourage skin to skin immediately post delivery for all infants. 
2. Routine screening of appropriate-for-gestational-age infants at term is not recommended unless they 


are ill or become symptomatic.  
3. Ensure at least one effective feed in at-risk infants prior to two hours of age. 
4. All asymptomatic at-risk infants will have a blood glucose performed at 2 hours of age and every 3 to 


6 hours until discontinuation (Initiate “Management of Newborn Hypoglycemia” – PCS-MD-50). 
Refer to “Glucose Meter Program” policy (PAT-4-03) for use of glucose meter. 


5. Any unwell infant or any infant showing signs of hypoglycemia should have a blood glucose done 
immediately and be placed on “Management of Newborn Hypoglycemia” – PCS -MD-50. 


6. When performing a STAT lab glucose level, use Order Entry: Category – LAB; Procedure – 
METCONF). Do not delay feeding while waiting for lab confirmation. If infant is able to feed, ensure 
that the infant gets a minimum of 8 mL/kg of formula or expressed breast milk. 


 
Discontinuation of Glucose Monitoring 
1. For unwell infants, glucose monitoring will be discontinued by the most responsible provider (MRP). 
2. For all infants except premature and SGA infants, stop glucose testing after 12 hours of age 


provided that the last two consecutive glucose levels are greater or equal to 2.6 mmol/L. 
3. For premature and SGA infants, stop glucose testing after 36 hours of age provided that the last two 


consecutive glucose levels are greater or equal to 2.6 mmol/L. 
 


Canadian Paediatric Society Intravenous (IV) Treatment Guidelines 
1. All at-risk infants with glucose levels less than 1.8 mmol/L on one occasion (assuming one effective 


feed) or repeatedly less than 2.6 mmol/L, require contact with MRP. 
2. Unwell infants should be treated immediately for blood glucose levels less than 2.6 mmol/L with 


concurrent investigation and management of underlying cause. 
3. Symptomatic hypoglycemic infants or asymptomatic infants who have failed to respond to enteral 


feeds/supplementation should be treated with IV dextrose. 
4. Once an infant is on IV therapy, glucose levels should be checked 30 minutes after any change and 


rates should be adjusted accordingly to maintain glucose levels greater or equal to 2.6 mmol/L. 
5. Intravenous dextrose can be weaned glucose levels have been stable for 12 hours.   


  
6. REFERENCES 


Aziz, K., Dancey, P., & Canadian Paediatric Society Fetus and Newborn Committee. (2004). Paediatric  
Child Health, 9(10), 723-729. Reaffirmed: Feb 1 2016. 


Kramer et al. (2001). A new and improved population-based Canadian reference for birth weight for  
gestational age. Pediatrics, 108(2), e35. doi: 10.1542/peds.108.2.e35 
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APPENDIX A 


Management of Newborn Hypoglycemia 
 
 


Yes 
Yes 


No No 


Newborn Infant 


Does infant 
seem unwell?  


Is infant at-risk? 
(LGA, SGA, preterm 


infants of diabetic 
mothers,)  


Provide skin to skin care 
and encourage initial 
feed. As long as the 
infant remains well, 


continue routine care 
with on demand feeds  


 


Provide skin to skin 
Establish one feed prior 


to 2 hours of age 


Check glucose at 2 hours of age; 
then every 3-6 hours before feeds  


Notify MRP  
(Most Responsible Provider)  


If < 1.8 mmol/L at 2 hours 
of age or < 2.0 mmol/L at 


subsequent checks 


If 1.8 to 2.0 mmol/L at 2 
hours of age or 2.0 to 2.5 


mmol/L at subsequent 
checks 


If > 2.0 mmol/L at 2 hours 
of age or ≥ 2.6 mmol/L at 


subsequent checks 


If < 2.6 mmol/L obtain 
lab glucose; consider 


feeding infant and 
follow-up with MRP 


Obtain lab glucose; notify 
MRP; attempt to feed 


infant 


Refeed infant and recheck 
glucose in 1 hour 


If glucose < 2.6 mmol/L 
despite feeding, notify 


MRP 


If glucose ≥ 2.6 mmol/L  


Routine care with glucose 
checks every 3-6 hours  


Discontinuation 
 For all infants except SGA and premature infants, stop testing at 12 hours of age provided that the last 


two consecutive glucose levels are ≥ 2.6 mmol/L. 
 For SGA and premature infants, stop testing at 36 hours of age provided that the last two consecutive 


glucose levels are ≥ 2.6 mmol/L. 
Note: Check glucose at anytime if an infant appears unwell or is showing signs of hypoglycemia. 
Note: Lab confirmation only required if glucose < 1.8 mmol/L at 2 hours of age or < 2.0 mmol/L at subsequent 
checks (or unwell infant with glucose < 2.6 mmol/L). Do not delay feeding while getting lab confirmation. 
 


Check glucose  
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1. PURPOSE 


To utilize best practice guidelines and ensure standardized approach to the care of, assessments, and 
documentation of the post partum mother from admission to discharge.  


 
2. POLICY STATEMENT 


The postnatal period is a significant time of transition for the mother, newborn and family. Promoting the 
physical well-being of both mother and infant, supporting relationships, facilitating the development of 
infant feeding skills, strengthening the mother/caregiver’s knowledge and confidence and fostering the 
development of parenting skills are goals during this time of change.  
 


3. SCOPE 
All post partum mothers admitted to patient care units are to be cared for by these standards of care. 
Both registered nurses (RN’s) and registered practical nurses (RPN’s) have the ability to care for 
postpartum mothers. 


 
4. DEFINITIONS 


Maternal Newborn (MNB): an 18 unit that supports women, newborns and their families through the 
perinatal period 


 
5. PROCEDURE 


Upon transfer/admission to the unit, the nurse has the responsibility to: 
1. Notify the Admitting Department of the transfer of the mother from Labour and Delivery (L&D) to 


MNB. 
2. Obtain verbal report from the L&D nurse. Report should include: type of labour and birth (unusual 


observations, if any, of the placenta); GTPL; age; anaesthesia and analgesia provided; conditions of 
the perineum; events since birth (including vital signs including temperature, fundus, lochia, intake 
and output, medications, length of skin to skin); condition and sex of the newborn (time of birth, 
weight, breast or bottle feeding); relevant information from Ontario Prenatal Record, Antenatal 
Record, or Obstetrical history, GBS status and maternal serology; IV solution and rate; social 
factors.  


3. For patients transferred postoperatively, follow PAT-5-43 Postoperative Care: Adult and Paediatric 
Standards of Care of the Surgical Inpatient for vital signs and assessment parameters. For all other 
postpartum patients, measure blood pressure, pulse, respiration rate, temperature and pain scale 
within one hour of admission (unless completed within the last 30 minutes in L&D). Adjust vital signs 
and assessments according to the policy PAT-3-14: Epidural Catheters, Neuraxial Analgesia, and 
Patient Controlled Epidural Analgesia for those who have had an epidural and/or spinal. 


4. Complete a physical assessment on transfer from L&D (see Appendix A for assessment 
parameters).  


No. M/C-STD-22 
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5. Document all findings in Meditech using the Standard of Care: Post Partum and any additional 
interventions appropriate to the patient. 


6. In addition, complete the following admission interventions: Morse Fall Scale, Care Partners, Braden 
Scale – Predict Pressure Sore Risk, Ottawa Model Smoking Cessation Screening (SAF-1-25: Falls 
Prevention, In-Patients; PAT-5-85: Pressure Injury Prevention and Managing Skin Integrity; PAT-5-
164: Care Partner Involvement and Family Presence). 


7. Within 24 hours of admission ensure that the best possible medication history (BPMH) is obtained 
(PAT-3-50: Medication Reconciliation). 


8. Ensure that all allergies are recorded in the EMR and documented on the Kardex. 
9. Secure patient’s identification band, allergy band, and/or advanced directive bracelets as 


appropriate (PAT-5-37: Standard: Safety; PAT-5-56: Cardiopulmonary Resuscitation and Advanced 
Life Sustaining Treatment – Code Policy).  


10. Ensure appropriate infection control practices are implemented (IPC-1-18: Routine Practices and 
Additional Precautions).     


11. Inform the patient about the anticipated course of events during their hospital stay. 
12. Orientate patient to the environment and alter the environment should the needs of the patient 


warrant. 
13. Determine the patient’s health expectations for the admission and assess the patient’s teaching 


readiness.  
14. Document pertinent information on the patient’s whiteboard. 
15. Complete the Kardex. Ensure family/caregiver names are written on the Kardex and entered into 


Meditech. 
 


Ongoing Interventions 
1. Assess temperature, blood pressure, pulse and respirations, O2 saturations (if appropriate) and pain 


QID x 48 hours, then minimally once a shift. Changes in vital sign frequency may be warranted by a 
physician/midwife’s order OR more frequently due to another policy (i.e. Postoperative, Epidural 
Catheters, PCA) OR indicated by a change in patient condition.  


16. Complete a focused postpartum assessment once a shift and with any changes in patient’s 
condition. The ongoing assessment of the postpartum patient focuses on the evaluation of the 
breasts, uterine fundus, lochia, perineum, bladder and bowel function, and legs, using the acronym 
BUBBLLEE: 


 B: Breasts (firmness) and nipples 


 U: Uterine fundus (location; consistency) 


 B: Bladder function (amount; frequency) 


 B: Bowel function (passing of gas or bowel movement) 


 L: Lochia (amount; colour; odour) 


 L: Legs (peripheral edema) 


 E: Episiotomy/Laceration or Caesarean birth incision (perineum: discomfort; condition of 
repair, if done) 


 E: Emotional status (mood; fatigue) 
2. The postoperative postpartum patient may have additional assessments as per PAT-5-43 


Postoperative Care: Adult and Paediatric Standards of Care of the Surgical Inpatient. 
3. Monitor patient activity and nutritional intake and output every shift until patient has returned to 


baseline. 
4. Teach peri-care, including sitz baths and/or provide if mother is unable. 
5. Complete Morse Fall Scale and Braden – Predict Pressure Sore Risk (SAF-1-25: Falls Prevention, 


In-Patients; PAT-5-85: Pressure Injury Prevention and Managing Skin Integrity).  
6. Review all available health data and communicate the pertinent information to the most responsible 


physician/midwife and other members of the interdisciplinary team.  
7. Whether parents/caregivers choose breastfeeding or formula feeding, provide the necessary support 


for parents with their choice. Parents should be able to seek out the appropriate information in order 
to make an informed choice about what to feed their newborn. 


8. Breastfeeding: 
a. Breastfeeding is the optimal feeding method and should be promoted and protected; 


however support mothers in their feeding choices.  
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b. If the mother wishes to breastfeed but is having difficulty with establishing a latch or obtaining 
a latch, encourage hand expression for the first 24 hours and then the use of a breast pump 
every 2-3 hours (or at least 8 times a day to approximate the feeding pattern of an infant) 
until feeding has been established (refer to M/C-POL-47: Expressed Breast Milk: Collection, 
Storage and Handling). 


c. If the newborn is in NICU and the mother wishes to breast feed, encourage hand expression 
for the first 24 hours and then the use of the breast pump (obtained from the NICU) every 2-3 
hours until the newborn is able to latch on their own and feeding has been established. While 
the newborn is in the NICU, pumping should occur at the newborn’s bedside to promote 
bonding and milk production (refer to M/C-POL-47: Expressed Breast Milk: Collection, 
Storage and Handling for further information on expressing breast milk and the cleaning of 
breast pump kits).  


9. Formula Feeding: 
a. Assist parents in feeding their baby. Offer support where indicated. 


10. Assess family interaction and facilitate mother/baby relationship by providing direct physical contact 
between mother and baby. Promote a restful recovery period for the patient by limiting visitors when 
needed. Encourage frequent rest periods for mother and baby. 


11. Attend morning nursing rounds. 
12. Document pertinent information on the patient’s white board and update every shift. 
13. Continue to update Kardex as things change.  


 
Discharge 


1. From admission, initiate discharge planning and a teaching plan in collaboration with the patient and 
appropriate disciplines and community agencies. 


2. If required at the time of discharge, update the Reconcile Medication Routine module in Meditech 
with changes in medication, and then provide education and “My Medication List” to the patient.  


3. Provide patient/family with the Maternal Newborn Discharge folder of educational material (including 
PODS and any other appropriate educational material). 


4. Complete the Maternal/Newborn Teaching and Discharge Record (CS-234).  
5. Complete the appropriate Discharge intervention in Meditech and enter a discharge note.     
 


6. REFERENCES 
Perry, S., Hockenberry, M., Lowdermilk, D., Wilson, D., Keenan-Lindsay, L., & Sams, C. (2017).  


Maternal child nursing care in Canada (2nd ed.). Toronto, ON: Elsevier. 
 
 
 
  







Postpartum Standard of Care Page 4 of 4  
M/C-STD-22 
 


Appendix A: Postpartum Assessment Parameters 
 
Neurological Alert and oriented to person, place and time; behaviour appropriate to situation; 


active ROM of all extremities with symmetry of strength; verbalization clear and 
understandable 
 


Cardiovascular Regular radial pulse; blood pressure (BP) consistent with BP baseline during 
pregnancy; can have orthostatic hypotension for 48 hours; minimal peripheral edema; 
no calf tenderness; no visible varicosities  
 


Respiratory Respirations quiet and regular in rate; sputum absent/clear; no cough; no pallor or 
cyanosis of nail beds or mucus membranes  
 


Gastrointestinal Abdomen soft; no pain on palpation; tolerates prescribed diet without nausea and 
vomiting; passing flatus within 48 hours; absence of epigastric or abdominal pain 
Casearean delivery: abdomen soft, active bowel sounds in all quadrants  
 


Perineum/Incision  Perineum: during the early postpartum period, the soft tissue in and around the 
perineum may become edematous with some bruising; the edges of the episiotomy 
are approximated within the first 24 hours; after discharge, not reddened, minimal 
edema, bruising and tenderness; hemorrhoids nil or small and non-tender 
Abdominal: dressing dry and intact; no evidence of redness, increased temperature 
or tenderness around surrounding tissues; suture/steri-strips/staples intact; incisional 
edges are approximated; no drainage present 
 


Neurovascular Lower extremities pink, warm; sensation intact without numbness; ambulation without 
difficulty 1 to 6 hours after delivery; up and about by self thereafter. 
Caesearan delivery: turns from side to side and ambulate first day post op 
 


Genitourinary Able to empty bladder without dysuria (by 8 hours after delivery and then at least 
every shift); bladder not distend after voiding; urine clear to amber in colour 
Caesarean delivery: may have Foley catheter up to 24 hours; output averages > 30 
mL hour 
 


Integumentary Skin warm and dry; tissue smooth, resilient and supple; mucous membranes moist 
 


Pain/comfort No pain or the analgesic and comfort measures are effective; pain measured on 0-10 
scale 
 


Uterus (fundus) Firm, midline; within 12 hours after birth the fundus of the uterus can rise one finger 
breadth (1 cm) above the umbilicus; the height of the fundus should then decrease 
about one to two finger breaths (1to 2 cm) each day 
 


Lochia Day 1 to 3: rubra (bright red; may contain small clots)  
Day 4 to 10: serosa (brownish red or pink)  
After 10 days (up to 4 to 8 weeks after birth): alba (yellowish white) 
Scant to moderate amount; few clot; fleshy odour 
 


Breasts Day 1 to 2: soft +/- secreting colostrum  
Day 2 to 3: filling; may be firm, tender, tight, full, engorged 
Day 3 to 5: full; may be secreting milk, soften with breastfeeding (milk is “in”) 
 


Nipples Skin intact; no soreness reported 
 


Family interaction/ 
adaptation  


Able to care for self and infant; able to sleep; excited, happy, interested or involved in 
infant care; sad and tearful on days 3 to 14 (postpartum blues); parent/infant bonding 
behaviour are appropriate 
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Newborn Admission Protocol For Well Newborns 
If applicable to newborn, orders with a  are to be checked by health care professional  


 
 Vital signs on admission and then once a day.  
 Length and head circumference on admission. 
 Weigh newborn on admission and daily. 
 Breast milk and/or breast milk substitution ad lib. 
 
Prevention of Opthalmia Neonatorum 
 Erythromycin 5 mg per g ung to each eye x 1 (within two hours of birth). 


 
Prevention of Hemorrhagic Disease of the Newborn 
 Vitamin K 1 mg IM x 1 within the first 6 hours after birth.  
 If parents refuse Vitamin K IM, offer and administer Vitamin K 2 mg PO x 1 with first feed. Notify Most 


Responsible Physician (MRP) for follow up PO Vitamin K at 2 to 4 weeks of age and 6 to 8 weeks of age. 
 
Assessment of Hypoglycemia 
 When indicated, initiate Management of Newborn Hypoglycemia (PCS-MD-50). 


 
Maternal Serology 
 Ensure routine maternal serology is on newborn’s chart. If routine maternal serology unknown, notify MRP 


within 12 hours of birth. 
 
Prevention of Maternal to Newborn Transmission of Hepatitis B  


  If positive OR unknown maternal Hepatitis B surface antigen (HBsAg), administer Hepatitis B vaccine 0.5  
mL IM x 1 within 12 hours of birth (Engerix-B 10 mcg per 0.5 mL OR Recombivax HB 5 mcg per 0.5 mL).  


  If positive maternal HBsAg, administer Hepatitis B Immune Globulin (HBIG) 0.5 mL IM x 1 in opposite leg to  
Hepatitis B vaccine within 12 hours of birth.  


 If given, refer newborn to MRP for Hepatitis B vaccine at 1 month of age and at 6 months of age. 
 
Treatment of Maternal Hepatitis C in the Newborn  


  If known positive maternal Hepatitis C, administer Hepatitis B vaccine 0.5 mL IM x 1. 
(Engerix-B 10 mcg per 0.5 mL OR Recombivax HB 5 mcg per 0.5 mL).  


 If given, refer newborn to MRP for Hepatitis C serology to be drawn at 18 months of age and follow up 
Hepatitis B vaccine at 1 month of age and 6 months of age. 


 
Management of Newborns at Risk for Early Onset Bacterial Sepsis  
 If maternal Group B Streptococcus (GBS) positive OR maternal GBS negative/unknown with one risk factor*:  


 Close observation with vital signs every 3-4 hours x 24 hours (48 hours for infants less than 37 weeks) 
 EXCEPTION: Newborns of caesarean section mothers with intact membranes prior to delivery. 


 If 2 or more risk factors* are present (regardless of mode of delivery) OR maternal chorioamnioitis:  
 Close observation with vital signs every 3 to 4 hours x 24 hours (48 hours for infants less than 37 weeks)  


 CBC at 4 hours of age. 
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Pain Management  
 Encourage skin to skin and/or breastfeeding during painful procedures (i.e., blood work) 


  If unable to provide skin to skin and/or breastfeed, may use oral sucrose (24%) 2 minutes prior to  
procedure: 
   32 to 37 weeks: 1 mL      Greater than 37 weeks: 2 mL      All NPO infants: 0.5 mL  


*Maximum daily dose: Four times in 24 hours 
Jaundice and Ontario Newborn Screen 
 Total serum bilirubin (TSB) on any newborn who is jaundiced in the first 24 hours of life. 
 Obtain Ontario newborn screen and, if not already done, TSB between 24 to 72 hours of age or prior to 


discharge if less than 24 hours. If newborn discharged prior to 24 hours of age, ensure proper follow up is 
arranged. 


 Notify MRP if bilrubin falls outside of normal limits on the Phototherapy Nomogram (CS-517) OR falls within 
the high-risk range on the Hyperbilirubinemia Predictive Normogram (CS-516). 


 Critical Congenital Heart Disease (CCHD) Screen at 24 to 48 hours of age. If newborn discharged prior to 24 
hours of age, ensure follow up is arranged to complete screening. 


 
Medications 


  Vitamin D 400 units PO daily for all breastfed babies (when available from pharmacy). 
 
Hearing Screen 
 Hearing screen to be completed or have appropriate follow up in place prior to discharge.  
 


Other 
 Notify MRP if arterial cord pH less is than or equal to 7 or base excess is less than -16 mmol per L. 
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Guidelines for Implementation of a Medical Directive 
 
Before implementing a Medical Directive, the health professional will be responsible for: 
 
1. Placing a patient label on the form or in the absence of a label print: the name, age, admission number, chart number 


and most responsible physician's name. 
2. Ensuring the implementer meets the criteria as set out in Section 4. 
3. Ensuring the patient meets the criteria as set out in Section 3. 
4. The Medical Directive will not be implemented unless the implementing professional has completed Section 1 including 


his/her signature, health professional designation, name, the date and time and name of the most responsible physician 
according to the criteria in Section 5. 


5. The implemented Medical Directive will be added to the patient's chart in the Physicians Order section. 
 
This completes the implementation process.  The Medical Directive is now processed as any Medical Order and is subject to 
all policies pertaining to a Medical Order. 


 
 


Section 3 Patient Criteria 
 
1. Patient conditions that must be met: 


Any well newborn delivered at Thunder Bay Regional Health Sciences Centre who is admitted to the Newborn Nursery. 
 
2. Specific circumstances that must exist: 


*Maternal and Neonatal Risk Factors for Early Onset Bacterial Sepsis: 
 Maternal intraparutm GBS colonization during the current pregnancy 
 GBS bacteruria at any time during the current pregnancy 
 A previous infant with invasive GBS disease 
 Prolonged rupture of membranes of greater than or equal to 18 hours 
 Maternal fever (temperature greater than or equal to 38°C) 


 
3. Contraindications: 


None.  
 


Section 4 
 
1. Health professional(s) that can implement the 


directive: 
 Nurses working in Maternal Newborn, Labour and 


Delivery or NICU. 
 Midwives with admitting privileges at Thunder Bay 


Regional Health Sciences Centre. 
 
2. Specific education qualifications: 


None 


Section 5 
 
Criteria for selection of the responsible provider: 
Physician or midwife under whom the newborn is admitted.  
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Title:  Neonatal Intensive Care Unit Standard of Care  Policy  Procedure      SOP 


Category:  Unit/Department Specific 
Dept/Prog/Service:  Women & Children’s Program 


Distribution: Women & Children’s Program  


Approved:  EVP, In-Patient Care Programs 
Signature:  


Approval Date:  November 2002 
Reviewed/Revised Date: June 2019  


Next Review Date: June 2021 


CROSS REFERENCES: Newborn Identification Bands (M/C-POL-07); Identification of a Patient (SAF-1-
04); Newborn Admission Protocol to Neonatal Intensive Care Unit (PCS-MD-160); Newborn Hypoglycemia 
Medical Directive (PCS-MD-50); Hypoglycemia and the Newborn (M/C-POL-28); Routine Practices and 
Additional Precautions (IPC-1-18); Expressed Breast Milk: Collection, Storage and Handling (M/C-POL-47); 
Postoperative Care: Adult and Paediatric Standards of Care of the Surgical Inpatient (PAT-5-43); Pre and 
Post Ductal Screening for Critical Congenital Heart Disease (M/C-POL-54); NICU/Paediatrics Newborn 
Teaching and Discharge Record (CS-152) 
 


1. PURPOSE 
To utilize best practice guidelines and ensure a standardized approach to the care of, assessment and  
documentation of the infant from admission to discharge. 


 
2. POLICY STATEMENT 


All newborns and infants admitted to the Neonatal Intensive Care Unit (NICU) will have an initial and 
ongoing assessment that establishes the baseline and ongoing status of their physiological and 
psychosocial health status. Risk factors will be identified and changes in the infant’s condition will be 
communicated appropriately to the interdisciplinary team.  


 
3. SCOPE 


Registered nurses (RNs) who have completed the appropriate orientation may care for all infants 
admitted to the NICU. Staff who are cross trained from other units are able to care for infants at the level 
of whom they were orientated to.  


 
4. DEFINITIONS 


NICU: a 14 bed level IIc (as defined by Provincial Council for Maternal and Child Health) nursery that 
cares for newborns and infants up to 4 months of age 
Newborn: a baby who is admitted post delivery 
Infant: all infants admitted to the NICU with the exception of newborns 


 
5. PROCEDURE 


Admission of a Newborn (for all other admission, please see below “Admission of an Infant”) 
1. All newborns are to be admitted to a radiant warmer for the initial stabilization and assessment. 
2. Ensure correct identification bands are secured to newborn (M/C-POL-07: Newborn Identification 


Bands and SAF-1-04: Identification of a Patient). 
3. Implement the Newborn Admission Protocol to NICU Medical Directive (PCS-160). 
4. Obtain an axilla temperature, auscultate heart sounds and rate, check respiratory rate and quality, 


assess colour, tone and activity and obtain an initial blood pressure (see Appendix A for normal vital 
signs parameters). Attach cardiac leads, oxygen (O2) saturation probe and commence cardio-
respiratory monitoring and continuous O2 saturation monitoring. Ensure that the monitor parameters 
are programmed correctly (see Appendix B). Attach skin servo lead to continuously monitor 
temperature (set the desired temperature to 36.5°C and adjust as necessary).  


5. Review the labour and delivery history, Ontario Prenatal Record, Antenatal Record, Obstetrical 
history, GBS status and maternal serology. 


No. M/C-STD-23 
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6. Complete the newborn physical assessment within the first hour of admission (see Appendix C). 
7. Obtain an accurate weight, length, and head circumference. 
8. If applicable, initiate the Management of Newborn Hypoglycemia Medical Directive (PCS-MD-50) 


(M/C-POL-28: Hypoglycemia and the Newborn). 
9. Document all findings in Meditech using the Standard of Care: NICU (SOC) and any additional 


interventions appropriate to the infant. 
10. Ensure appropriate infection control practices are implemented (IPC-1-18: Routine Practices and 


Additional Precautions).    
11.  Inform the patient/family/caregiver about the anticipated course of events during their hospital stay. 
12. If the newborn’s mother wishes to breast feed, encourage hand expression for the first 24 hours and 


then the use of the breast pump every 2-3 hours until the newborn is able to latch on their own and 
feeding has been established. When the newborn is in the NICU, pumping should occur at the 
newborn’s bedside to promote bonding and milk production (refer to M/C-POL-47: Expressed Breast 
Milk: Collection, Storage and Handling for further information on expressing breast milk and the 
cleaning of breast pump kits).  


13. Orientate patient/family/caregiver to the environment and alter the environment should the needs of 
the patient warrant. Provide NICU pamphlet to parent/caregiver.   


14. Complete white board with all pertinent information. 
15. Complete the Kardex. Ensure family/caregiver names and phone numbers are written on the 


Kardex. 
 
Admission of an Infant 
1. Perform an axilla temperature, auscultate heart sounds and rate, check respiratory rate and quality, 


assess colour, tone and activity and obtain an initial blood pressure (see Appendix A). Attach 
cardiac leads, oxygen (O2) saturation probe and commence cardio-respiratory monitoring and 
continuous O2 saturation monitoring. Ensure correct monitor parameters (see Appendix B). If infant 
on the warmer, attach skin servo lead to continuously monitor temperature (set the desired 
temperature to 36.5°C). If infant in isolette, set air temperature according to infant age and weight 
(see Appendix D). May use skin servo if infant displaying temperature instability.  


2. If an infant is admitted postoperatively, document vital signs and pain assessments as per policy 
PAT-5-43: Postoperative Care: Adult and Paediatric Standards of Care of the Surgical Inpatient. 


3. Complete the infant physical assessment within the first hour of admission (see Appendix C). 
4. Obtain an accurate weight, length, and head circumference. 
5. Document all findings in Meditech using the Standard of Care: NICU (SOC) and any additional 


interventions appropriate to the patient. 
6. In addition, complete the following admission intervention: Admission Infection Control – Nursing.  
7. Within 24 hours of admission/transfer ensure that the best possible medication history (BPMH) is 


obtained.  
8. Ensure all allergies are recorded in the EMR and documented on the Kardex. 
9. Secure infant’s identification band, allergy band, and/or advanced directive bracelets as appropriate 


(PAT-5-37: Standard: Safety; PAT-5-56: Cardiopulmonary Resuscitation and Advanced Life 
Sustaining Treatment – Code Policy).   


10. Ensure appropriate infection control practices are implemented (IPC-1-18: Routine Practices and 
Additional Precautions).     


11. Inform the parent/caregiver about the anticipated course of events during their hospital stay. 
12. Orientate parent/caregiver to the environment and alter the environment should the needs of the 


patient warrant. Provide the NICU pamphlet to the parent/caregiver. 
13. Determine the patient/family/caregiver’s health expectations for the admission and assess the 


patient/family/caregiver teaching readiness. 
14. Complete white board with all pertinent information (i.e., name of nurse, MRP, plan of care). 
15. Complete the Kardex. Ensure family/caregiver names are written on the Kardex. 


 
Ongoing Interventions 
1. Ensure safety checks are done at the beginning of each shift. This includes checking suction and 


oxygen equipment, correct intravenous solution and rate, identification bands, monitor alarms and 
limits, etc. Ensure monitor alarms limits and sounds are programmed correctly. A physician’s order 
is required when the alarm limits are adjusted outside of the normal range (see Appendix B). 
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2. Unless ordered differently, ensure continuous cardio-respiratory and O2 saturation monitoring. 
3. NICU Vital Sign Assessment (exception: infants in the parenting room):  


a. Temperature: Document temperature a minimum of every 3-4 hours. Document more 
frequently when the infant is displaying temperature instability or when the thermal 
environment changes with clothing, phototherapy, etc. When the infant is in an isolette, set 
air temperature according to infant’s age and weight (see Appendix D) and adjust as 
necessary (skin servo control may be used if the infant is displaying unstable temperatures). 


b. Heart Rate and Respirations: Confirm cardio-respiratory monitor reliability every 12 hours 
with first hands on assessment. Document a minimum of every 1 hour for acute infants, 
every 2 hours for infants on SiPAP/CPAP or minimally every 3-4 hours, unless otherwise 
ordered by the Paediatrician or a change in the infant’s condition. 


c. Blood Pressure: Infants with an invasive catheter (arterial) will have continuous arterial 
pressure reading, which are documented every hour. Calibrate transducer every 12 hours 
and whenever reliability is questioned. Otherwise, document a non-invasive BP a minimum 
of every hour for acute infants, or minimally every 8 hours (unless ordered differently by the 
Paediatrician). Conduct 4 limb blood pressures when evaluating for congenital heart disease 
or with Peadiatrician order.  


d. Oxygen Saturation: Oxygen saturation levels will be continuously monitored, unless 
otherwise ordered. Document every hour for acute infants, every 2 hours for those on 
SiPAP/CPAP or minimally every 3-4 hours. 


e. Colour, activity and tone: Observe general colour and activity state for all infants every 
hour, assess tone with hands-on assessments, minimally every 4 hours and as clinically 
required. 


f. Pain Assessment: Complete a pain assessment minimally once a shift on all infants, before 
and after procedures that may induce pain, and after any interventions for pain management 
(see Appendix E for pain scales). 


g. Infants in the parenting room: Obtain and document vital signs at the beginning of every 
shift and if there a change in the infant’s condition. 


4. Perform a systematic head to toe assessment at the beginning of every shift and whenever there is 
a change in the infant’s condition. Document any focused assessments based on the infants’ 
admission diagnosis a minimum of every 4 hours. An increased frequency of infant assessments 
can be determined by the nurse caring for the infant on the basis of the infant’s medical diagnosis, 
types of treatments and where the infant is in their hospital course. 


5. Monitor fluid balance as required. Document intake and output (accurate intake and output if 
ordered), every hour while the infant has an IV or at minimum with every feed. 


6. Umbilical Cord Care (if applicable): Clean around the base of the cord using a q-tip or gauze and 
clean water. Use sterile water for cord care, if newborn is less than 32 weeks gestation. Fold diaper 
below the level of umbilicus as exposure to air enhances drying and separation. If infection is 
suspected, chlorhexidine is a favorable choice of antiseptic. If chlorhexidine is used on infants less 
than 1000 grams, remove the residual on the cord using sterile water after cleaning is done.  


7. Review all available health data and communicate the pertinent information to the Paediatrician and 
members of the interdisciplinary team during morning rounds or whenever the infant condition 
warrants further assessment. 


8. Incorporate developmental care principles in daily care as appropriate and if possible, cluster 
nursing care and physician assessments to allow time for infant rest cycles. 


9. Encourage and support skin to skin (Kangaroo Care) with newborns and parents. If newborn unable 
to do skin to skin, facilitate encircling or hand holding. 


10. Obtain a weight daily in the evening (unless ordered differently by Paediatrician). 
11. Obtain length and head circumference every Sunday evening. 
12. Change O2 probe site a minimum of every 3-4 hours to prevent skin breakdown and pressure 


injuries. Some infants may require more site changes due to skin condition and perfusion levels. 
13. Change electrocardiogram (ECG) leads after every bath and as required. 
14. If an infant remains in an isolette, change isolette every 7 days. Begin to wean infant from isolette to 


a bassinet when infant is stable and a physicians order has been obtained. 


 Dress the infant, add hat and blanket as required. 
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 Decrease the air temperature by 0.5°-1.0°C every 4 to 8 hours to maintain a normal axillary 
temperature (large or more mature infants will wean faster). 


 Measure axillary temperature every 3 hours. 


 Wean the air temperature by an additional 0.5°C if the axillary temperature is above normal 
at any time. 


 Wean to an open crib when air temperature of 28°C has been maintained for 12-24 hours. 


 Add extra blankets as needed to assist the infant in keeping the axillary temperature at 36.5° 
to 37.5°C. 


 Stop weaning the infant or place back in the isolette if the temperature falls below 36.5°C in 
spite of insulation or in the infant displays signs of cold stress.  


15. When appropriate, encourage/facilitate and support the parents/caregivers with all aspects of the 
infant’s care and feeding. 


16. Offer social work services for critical infants requiring transfer out, palliative/supportive care cases, 
grieving parents/caregivers and cases whereby parent/caregiver(s) do not appear to be coping. 


17. Update white board every shift with your name, plan of care and any additional information required.  
18. Continue to update Kardex as things change. 
19. Update the NICU/Paediatrics Newborn Teaching and Discharge Record (CS-152).  


 
Discharge 
1. From admission, initiate discharge planning and a teaching plan in collaboration with the 


family/caregiver. 
2. If applicable, ensure that the Ontario Newborn Screen and if applicable, Critical Congenital Heart 


Disease (CCHD) screen is completed prior to discharge. 
3. Ensure that a Hearing test has been completed or appropriate follow-up has been arranged. 
4. Ensure that the family/caregiver knows how to access appropriate community supports (i.e., Healthy 


Babies, Healthy Children). 
5. If required at the time of discharge, update the Reconcile Medication Routine module in Meditech 


with changes in medication, and then provide education and “My Medication List” to the patient.  
6. Complete the NICU/Paediatrics Newborn Teaching and Discharge Record (CS-152). 
7. If applicable, ensure that the identification bands match the parent/caregiver band and that the 


correct infant is discharged to the correct parent/caregiver. Document on the NICU/Paediatrics 
Newborn Teaching and Discharge Record (CS-152). 


8. Ascertain that the family/caregiver have a car seat available for discharge or a means of getting the 
newborn or infant home. 


9. Complete the appropriate Discharge intervention in Meditech and enter a discharge note. 
 


6. REFERENCES 
American Heart Association. (2016). Pediatric advanced life support: Provider manual. Heart and Stroke  


Foundation. Canada.   
Gardner, S. L., Carter, B. S., Enzman Hines, M., & Hernández, J. A. (2016). Merenstein & Gardner’s  


handbook of neonatal intensive care (8th ed.). Elsevier. St. Louis, MO. 
Hummel, P., Puchalski, M., Creech, SD., & Weiss, MG. (2008). Clinical reliability and validity of the N- 


PASS: neonatal pain, agitation and sedation scale with prolonged pain. Journal of Perinatology, 28. 
55-60. 


Merkel, S., Voepel-Lewis, T., Shayevitz, J.R., & Malviya, S. (1997). The FLACC: A behavioral scale for  
scoring postoperative pain in young children. Pediatric Nursing, 23(3), 293-297. 
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Appendix A: Normal Infant Vital Signs 
 
Temperature (ºC) Rectal: 36.6-38.0ºC 


Axillary: 36.5-37.5ºC 


 


Heart Rate  
(beats/minute)
  


Neonate (< 28 days old): 100-205 (sleeping: 90-160) 


Infant (1 month to 1 year): 100-190 (sleeping: 90-160) 


 


Respirations 
(breaths/minute)  


Neonate (< 28 days old): 30-60 


Infant (1 month to 1 year): 30-53 


 


Blood Pressure Birth (12 hours, < 1000 g): 39-59/16-36  


(mean 28-42 – approximately equal to post conception age in weeks – may add 5 mm Hg) 


Birth (12 hours, 3 kg): 60-76/31-45 (mean 48-57) 


Neonate (< 28 days old): 67-84/35-53 (mean: 45-60) {systolic hypotension < 60} 


Infant (1 month to 12 months): 72-104/37-56 (mean: 50-62) {systolic hypotension < 70} 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
American Heart Association. (2016). Pediatric advanced life support: Provider manual. Heart and Stroke Foundation. Canada.  
Leduc, D. & Woods, S. (2017). Temperature measurement in paediatrics. The Canadian Paediatric Society.   
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Appendix B: Monitor Parameters 
 


Neonate 


Profile: TBH-NEO  


Heart Rate 
Respiratory Rate 
SpO2  
Blood Pressure 


Systolic 
Diastolic  
Mean 


100-200 
10-100 
88-100 
 
50-100 
10-90 
30-110 
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Appendix C: Normal Newborn/Infant Physical Assessment Parameters 
 
Integumentary: Skin smooth and intact, soft, elastic, warm  and moist; color pink or within normal 


limits for ethnic background; acrocyanosis may be present; mucus membranes moist; 
breast tissue may be present; no edema, peeling, abrasions or bruising; presence of 
lanugo or vernix; absence of meconium staining 
 


Neurological: Active, alert, lusty cry; suck/swallow reflex intact; posture flexed; eyes clear, sclera 
white; grasp, palmar, moro, rooting reflexes present 
 


Head and Neck: Head rounded with mild to moderate molding; caput may be present; fontaneles  
soft and flat; sutures slightly separated and may be overlapping due to molding; 
symmetrical movement of mouth and face; pinna placed at or above the outer canthus 
of eye, pinna well formed with fast recoil; eyes symmetrically placed and less than 3 
cm apart, eyelids close completely, absence of sclera hemorrhage; palate intact; full 
ROM present   
  


Musculoskeletal: Extremities warm and moveable; resting tension of muscles related to infant’s state of 
alertness and appropriate for gestational age; muscle tone strong with good recoil 
when extremities extended; spine straight and intact, absence of sacral dimple, 
symmetrical buttock folds, absence of hip clicks/dislocation, clavicles intact, ten 
fingers, and ten toes; sole creases over two thirds of anterior foot 
 


Neurovascular: Distal portion of affected extremity pink warm and moveable; capillary refill <3 
seconds; peripheral pulses palpable; no edema 
 


Cardiovascular: Regular apical rate and rhythm; normal S1 and S2; central color normal for ethnic 
background; peripheral pulses palpable; no edema 
 


Respiratory: Respirations quiet and regular in rate; air entry equal and clear; symmetrical chest 
movement; mucous membranes pink or normal for ethnic background; absence of 
rales, rhonchi, congestion, grunting, retractions, stridor or nasal flaring; nares patent 
and nose midline; tongue mobile and not protruding 
 


Gastrointestinal: Abdomen round and soft, no distention; bowel sounds present; no visible bowel  
loops; tolerates feedings without regurgitation; length of feeding within normal limits; 
stools progressing from meconium to transitional green/brown to yellow/brown 
 


Urinary: Urine clear, yellow; first void within 24 hours of life  
 


Female 
Genitalia: 


Labia majora larger than labia minora; may be slightly edematous; transient vaginal 
discharge may be present; vaginal tag may be present 
 


Male Genitalia: Foreskin intact and covers glans; urinary meatus midline with glans and at the tip of 
the penis; scrotum large with rugae, testes descended bilaterally 
 


Umbilical Cord: If present, cord stump clean; no evidence of bleeding, drainage or foul smell; white 
with Wharton’s jelly; two arteries and one vein seen in cord; cord clamp intact (if 
applicable) 
 


Parenting: Parents hold, cuddle and talk to the infant on own initiative; participate in care 
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Appendix D: Neutral Thermal Environmental Temperatures (Starting Isolette Temperatures – Air Mode) 
 


Age and Weight 
Starting 


Temperature 
Range of 


Temperature 
Age and Weight 


Starting 
Temperature 


Range of 
Temperature 


0-6 hr 
Under 1200g 
1200-1500g 
1501-2500g 
Over 2500g  
(and > 36wk) 


 
35.0 
34.1 
33.4 
33.9 


 


34.0-35.4 
33.9-34.4 
32.8-33.8 
32.0-33.8 


>72-96 hr 
Under 1200g 
1200-1500g 
1501-2500g 
Over 2500g  
(and > 36wk) 


34.0 
33.5 
32.2 
31.3 


34.0-35.0 
33.0-34.0 
31.1-33.2 
29.8-32.8 


>6-12 hr 
Under 1200g 
1200-1500g 
1501-2500g 
Over 2500g  
(and > 36wk) 


35.0 
34.0 
33.1 
32.8 


34.0-35.4 
33.5-34.4 
32.2-33.8 
31.4-33.8 


>4-12 days 
Under 1500g 
1501-2500g 
Over 2500g  
(and > 36wk) 
4-5 days 
5-6 days 
6-8 days 
8-10 days 
10-12 days 


 
33.5 
32.1 


 
 


31.0 
30.9 
30.6 
30.3 
30.1 


 
33.0-34.0 
31.0-33.2 


 
 


29.5-32.6 
29.4-32.3 
29.0-32.2 
29.0-31.8 
29.0-31.4 


>12-24 hr 
Under 1200g 
1200-1500g 
1501-2500g 
Over 2500g  
(and > 36wk) 


34.0 
33.8 
32.8 
32.4 


34.0-35.4 
33.3-34.3 
31.8-33.8 
31.0-33.7 


>24-36 hr 
Under 1200g 
1200-1500g 
1501-2500g 
Over 2500g  
(and > 36wk) 


34.0 
33.6 
32.6 
32.1 


34.0-35.0 
33.1-34.2 
31.6-33.6 
30.7-33.5 


>12-14 days 
Under 1500g 
1501-2500g 


 
33.5 
32.1 


 
32.6-34.0 
31.0-33.2 


>2-3 wk 
Under 1500g 
1501-2500g 


 
33.1 
31.7 


 
32.2-34.0 
30.5-33.0 


>36-48 hr 
Under 1200g 
1200-1500g 
1501-2500g 
Over 2500g  
(and > 36wk) 


34.0 
33.5 
32.5 
31.9 


34.0-35.0 
33.0-34.1 
31.4-33.5 
30.5-33.3 


>3-4 wk 
Under 1500g 
1501-2500g 


 
32.6 
31.4 


 
31.6-33.6 
30.0-32.7 


>4-5 wk 
Under 1500g 
1501-2500g 


 
32.0 
30.9 


 
31.2-33.0 
29.5-32.2 


>48-72 hr 
Under 1200g 
1200-1500g 
1501-2500g 
Over 2500g  
(and > 36wk) 


34.0 
33.5 
32.3 
31.7 


34.0-35.0 
33.0-34.0 
31.2-33.4 
30.1-33.2 


>5-6 wk 
Under 1500g 
1501-2500g 


 
31.4 
30.4 


 
30.6-32.3 
29.0-31.8 


Gardner, S. L., Carter, B. S., Enzman Hines, M., & Hernández, J. A. (2016). Merenstein & Gardner’s handbook of neonatal 
intensive care (8


th
 ed.). St. Louis, MO: Elsevier. 
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Appendix E: Neonatal/Infant Pain Scales 
 


N-PASS: Neonatal Pain, Agitation, and Sedation Scale  
(23 weeks gestation – 100 days old) 


 
Assessment 


Criteria 


Sedation Sedation/Pain Pain/Agitation 


-2 -1 0 1 2 


Crying 
Irritability 


No cry with painful 
stimuli 


Moans or cries 
minimally with 
painful stimuli 


No sedation/No 
pain signs 


Irritable or crying 
at intervals 
Consolable 


High-pitched or 
silent-continuous 
cry 
Inconsolable 


Behavior State 


No arousal to any 
stimuli 
No spontaneous 
movement 


Arouses minimally 
to stimuli 
Little spontaneous 
movement 


No sedation/No 
pain signs 


Restless, 
squirming 
Awakes frequently 


Arching, kicking 
Constantly awake 
or arouses 
minimally/no 
movement (not 
sedated) 


Facial 
Expression 


Mouth is lax 
No expression 


Minimal 
expression with 
stimuli 


No sedation/No 
pain signs 


Any pain 
expression 
intermittent 


Any pain 
expression 
continual 


Extremities 
Tone 


No grasp reflex  
Flaccid tone 


Weak grasp reflex  
↓ muscle tone 


No sedation/No 
pain signs 


Intermittent 
clenched toes, fists 
or fingers splay 
Body is not tense 


Continual 
clenched toes, 
fists, or finger 
splay 
Body is tense 


Vital Signs HR, 
RR, BP, SPO2 


No variability with 
stimuli 
Hypoventilation or 
apnea 


< 10% variability 
from baseline with 
stimuli 


No sedation/No 
pain signs 


↑ 10-20% from 
baseline 
SpO2 76-85% with 
stimulation – quick 
↑ 


↑ > 20% from 
baseline 
SpO2  ≤ 75% with 
stimulation – slow 
↑  
Out of 
sync/fighting vent 


   Premature Pain Assessment:  
+ 1 if < 30 weeks gestation/corrected age 


Reprinted with permission from Hummel, P., Puchalski, M., Creech, SD., & Weiss, MG. (2008). Clinical reliability and validity of the 
N-PASS: neonatal pain, agitation and sedation scale with prolonged pain. Journal of Perinatology, 28. 55-60. 


 
Assessment of Sedation 


 Sedation is scored in addition to pain for each behavioural and physiological criteria to assess the 
infant’s responds to stimuli 


 Sedation does not need to be assessed/score with every pain assessment/score 


 Sedation is scored from 0 to -2 for each behavioural and physiological criteria, then summed and 
noted as a negative score (0 to -10) 


 Desired levels of sedation vary according to the situation 
o “Deep Sedation”: goal score of -10 to -5 
o “Light Sedation”: goal score of -5 to -2 


 Deep sedation is not recommended unless an infant is receiving ventilatory support 
 
Assessment of Pain/Agitation 


 Pain is scored from 0 to 2 for each behavioural and physiological criteria, then summed 
o Points are added to the premature infant’s pain score based on the gestational age to 


compensate for the limited ability to behaviourally communicate pain 
o Total pain score is documented as a positive number (0 to +11) 


 Treatment/interventions are suggested for scores ≥ 3  with an overall goal of having scores ≤ 3 
 


*see next page for scoring criteria*
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Scoring Criteria – N-PASS 


Crying / Irritability   


-2  No response to painful stimuli  


 No cry with needle sticks 


 No reaction to ETT or nares suctioning  


 No response to care giving 


-1  Moans, sighs, or cries (audible or silent) minimally to 


painful stimuli, e.g. needle sticks, ETT or nares 


suctioning, care giving 


 0   No sedation signs or No pain/agitation signs 


+1  Infant is irritable/crying at intervals – but can be 


consoled 


 If intubated – intermittent silent cry 


+2  Any of the following  


 Cry is high-pitched  


 Infant cries inconsolably 


 If intubated – silent continuous cry 


 


Behavior / State 


-2  Does not arouse or react to any stimuli: 


 Eyes continually shut or open 


 No spontaneous movement  


-1  Little spontaneous movement, arouses briefly and/or 


minimally to any stimuli 


 Opens eyes briefly 


 Reacts to suctioning 


 Withdraws to pain 


  0  No sedation signs or No pain/agitation signs  


+1  Any of the following 


 Restless, squirming 


 Awakens frequently/easily with minimal or no stimuli  


+2  Any of the following 


 Kicking 


 Arching 


 Constantly awake  


 No movement or minimal arousal with stimulation 


(not sedated, inappropriate for gestational age or 


clinical situation) 


 


Facial Expression 


-2  Any of the following   


 Mouth is lax 


 Drooling 


 No facial expression at rest or                                               


with stimuli 


-1  Minimal facial expression with                                            


stimuli  


 0   No sedation signs or No pain/agitation signs                                                          


+1  Any pain face expression observed                       


intermittently 


+2  Any pain face expression is continual  


Extremities / Tone   


-2  Any of the following 


 No palmar or planter grasp can be elicited 


 Flaccid tone 


-1  Any of the following 


 Weak palmar or planter grasp can be elicited 


 Decreased tone 


 0   No sedation signs or No pain/agitation signs 


+1  Intermittent (<30 seconds duration) observation of 


toes and/or hands as clenched or fingers splayed  


 Body is not tense 


+2  Any of the following 


 Frequent (≥30 seconds duration) observation of 


toes and/or hands as clenched, or fingers 


splayed 


 Body is tense/stiff 


 


Vital Signs: HR, BP, RR, & O2 Saturations 


-2  Any of the following   


 No variability in vital signs with stimuli 


 Hypoventilation 


 Apnea 


 Ventilated infant – no spontaneous respiratory 


effort 


-1  Vital signs show little variability with stimuli – less 


than 10% from baseline 


 0   No sedation signs or No pain/agitation signs 


+1  Any of the following  


 HR, RR, and/or BP are 10-20% above baseline 


 With care/stimuli infant desaturates minimally to 


moderately (SpO2 76-85%) and recovers 


quickly (within 2 minutes) 


+2  Any of the following   


 HR, RR, and/or BP are > 20% above baseline 


 With care/stimuli infant desaturates severely 


(SpO2 < 75%) and recovers slowly (> 2 


minutes) 


 Out of sync/fighting ventilator
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Infant Pain Scale: FLACC (Face Legs Activity Cry Consolability) Behavioral Scale  
(> 2 months of age) 


Merkel, S., Voepel-Lewis, T., Shayevitz, J.R., & Malviya, S. (1997). The FLACC: A behavioral scale for scoring postoperative pain in 
young children. Pediatric Nursing, 23(3), 293-297. 


 


Face: 
0 – No Particular expression or smile 
1 – Occasional grimace or frown, withdrawn, disinterested 
2 – Frequent to constant quivering chin, clenched jaw 


 


Legs: 
0 – Normal position or relaxed 
1 – Uneasy, restless, tense 
2 – Kicking, or legs drawn up 


 


Activity: 
0 – Lying quietly, normal position, moves easily 
1 – Squirming, shifting back and forth, tense 
2 – Arched, rigid or jerking  


 


Cry: 
0 – No cry (awake or asleep) 
1 – Moans or whimpers; occasional complaint 
2 – Crying steadily, screams or sobs, frequent complaints 


 


Consolability: 
0 – Content, relaxed 
1 – Reassured by occasional touching, hugging or being talked to; distractible 
2 – Difficult to console or comfort 


 


Total:  


Definition of Scores 
0 = Relaxed   1-3 = Mild Discomfort   4-6 = Moderate Pain   7-10 = Severe Pain 
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Hypoglycemic infants and infants identified as at risk of developing hypoglycemia will be managed according to 
this policy. 


Definitions:


Neonatal Hypoglycemia: laboratory blood glucose value less than or equal to 2.6 mmol/L, regardless 
of gestational age.
At-Risk Infants for Hypoglycemia: 


Infants of diabetic mothers (IDMs), including gestational diabetes 
Preterm infants (less than 37 weeks gestation) 
Small for gestational age (SGA), birth weight less than 10th percentile (see Table 1) 
Large for gestational age (LGA), birth weight greater than 90th percentile (see Table 1)  
Infants who have experienced perinatal asphyxia, polycythemia, sepsis, shock or hypothermia


Table 1:  10th and 90th percentile cut-offs for birth weight at term in Canadian infants (CPS, 2016)


Screening for Hypoglycemia of At-Risk Infants: 


A Southlake approved glucose meter will be used to obtain blood glucose measurements while screening for
hypoglycemia at the bedside. If the bedside blood glucose value is less than 2.6 mmol/L, a laboratory blood 
glucose assay will be obtained STAT as per Medical Directive N2-Mat Neonatal Blood Glucose Monitoring. The
blood sample should be spun within 15–20 minutes to avoid erroneously low readings. Note: the blood 
sample should not be put on ice.


At-Risk Infants:


Gestation(completed
weeks)


Birth Weight (grams)
10th Percentile 90th Percentile


Male Female Male Female
37 2552 2452 3665 3543
38 2766 2658 3877 3738
39 2942 2825 4049 3895
40 3079 2955 4200 4034
41 3179 3051 4328 4154
42 3233 3114 4433 4251
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1. Feed infant within the first hour of life and every three hours at minimum. 
2. Perform blood glucose screening at two hours of age and every 3-6 hours before feeds as per Medical


Directive N2-Mat Neonatal Blood Glucose Monitoring and as per Canadian Paediatric Society Algorithm 
(Appendix A). 


3. Results:
If the blood glucose is less than 1.8 mmol/L at 2 hours of age or less than 2 mmol/L at any
subsequent checks, notify the MRP immediately for further orders.  
If the blood glucose is 1.8 - 2 mmol/L at two hours of age or 2 - 2.5 mmol/L at any 
subsequent checks, re-feed the infant and recheck the glucose in one hour.  If the blood glucose
remains less than 2.6 mmol/L, notify the MRP immediately for further orders. 
NOTE: Order a stat blood glucose test for comparison, if at any point during poc testing the level 
is less than 2.6 mmol/L (to ensure accuracy of poc value). 


4. Discontinuation of blood glucose screening: 
LGA infants and IDMs may have screening discontinued at 12 hours if the blood sugar is greater
than or equal to 2.6 mmol/L 
SGA  and Preterm infants may have screening discontinued at 36 hours if the glucose levels are
stable above 2.6 mmol/L and feeds are well established.


Symptomatic Infants:


1. Symptomatic infants will have a STAT blood glucose screen performed as per Medical Directive N2-Mat
Neonatal Blood Glucose Monitoring. Symptoms of hypoglycemia include: 


jitteriness or tremors 
limpness or lethargy 
difficulty in feeding 
weak or high-pitched cry
cyanotic episodes 
intermittent apneic spells or tachypnea 
seizure 
eye rolling
hypothermia 


2. If the blood glucose is less than 2.6 mmol/L, notify the MRP immediately for further orders. 


Feeding Guidelines for Treatment of Hypoglycemia:


Note: Infants receiving supplemental feeds and/or intravenous infusions due to low blood glucose levels will 
continue to breastfeed (if applicable).  Parental consent must be obtained for formula supplementation.


1. Use colostrum/breast milk or formula to feed infant. DO NOT USE D5W or D10W to feed an infant. 
2. Breastfeed frequently (if applicable). Maximum interval between feeds must not to exceed 3 hours. 
3. If an otherwise healthy infant is unable to latch and suck effectively, assist the mother to express 


colostrum and feed the colostrum to the infant by: 
lactation aid (preferred)
if unsuccessful, and mother has consented, use a bottle 
if lactation aid is unsuccessful and mother declines a bottle, use a nasogastric tube (requires 
admission to NICU).  


4. Formula may be used where colostrum is unavailable at 10-15 mL/kg/feed on day 1 of life. Feed every 3 
hours.


5. If the mother plans to bottle feed, offer formula feed of 10-15 mL/kg/feed on day 1 of life. Feed every 3 
hours. 


References:


Canadian Paediatric Society. Position Statement Screening Guidelines for Newborns at Risk for Low Blood
Glucose.  Fetus and Newborn Committee. Paediatr Child Health 2004;9(10):723-9.  Reaffirmed Feb 1
2016. 


APPENDIX A
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Click here to view larger image: Neonatal Hypoglycemia CPS Algorithm
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PROCEDURE Manual:
Department


Section: Maternal
Child


Code No.: MC
T017 Old Code No.: 


Title: Total Body Hypothermia for Neonates with Hypoxic
Ischemic Encephalopathy (HIE)


Original Effective Date: Dec
22, 2010


Review/Revised
Effective Date: Jul 24, 2019


Next Review Date: Aug 01, 
2022


Cross Index: MC
T016


Authoring Committee/Program/Dept:
Paediatrics Committee Approved By: SLT


Purpose:


To outline the steps to initiate passive total body hypothermia within 6 hours of birth in 
neonates who meet eligibility criteria as described in the HIE policy.


Responsibility:


NICU RN 
Neonatologist or Paediatrician with privileges at Southlake Regional Health Centre


Equipment:


Radiant Heater 
Axillary thermometer or rectal probe thermometer 
Tegaderm


Method:


1. The Paediatrician ensures that the parent(s)/substitute decision maker(s) are aware that 
the results from studies have shown improved outcome for many of these babies, but that 
poor outcome is still possible and that this is a therapy where long-term outcomes beyond 
2 years of age are not known.  


2. Place the neonate (with diaper only) under a radiant heater which has been switched off 
to passively cool the neonate. 


3. Monitor skin and core temperature continuously. 
RECTAL: using a rectal probe thermometer, lubricate the probe with a water-based 
lubricant. Gently insert it 3 cm past the anal sphincter (do not advance the probe 
further if resistance is met).
SKIN: place the skin probe of the radiant heater on the abdomen of the infant over 
the liver, not the extremities. 


4. Monitor temperatures every 15 minutes as per the following chart:  


5. Aim for a target temperature as directed by the transport team (a rectal temperature of
34±0.5°C,CPS). Target temperature should be reached within 60 minutes after initiation 
of cooling. 


6. IF THE NEONATE'S CORE TEMPERATURE IS LESS THAN 34.5oC, THE OVERHEAD 


Rectal Skin
q 15 min x 4 hours x 4 hours
Then q 1 hour x 12hours x 12 hours
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WARMER MAY NEED TO BE TURNED ON TO THE LOWEST HEAT SETTING TO 
AVOID OVERCOOLING.


7. Document the rectal and skin temperatures in the patient's electronic chart. 
8. Notify physician if: 


Oxygen requirements increase by more than 20% 
Infant begins to seize.


Special Considerations:


If the neonate is ventilated, leave the humidifier temperature as per Isolette - Use and 
Operation of policy.


References:


Barks, J. D. E. (2008). Technical aspects of starting a neonatal cooling program. Clinical
Perinatology, 35: 765-775.  
Hospital for Sick Children, Division of Neonatology. (2016). Total Body Hypothermia 
Protocol for Neonates with Hypoxic Ischemic Encephalopathy (HIE) for Use During 
Transport. 
Lemyre, B., Chau, V.; (2018) Hypothermia for newborns with hypoxic-ischemic 
encephalopathy. Canadian Paediatric Society, Fetus and Newborn Committee Paediatr 
Child Health, 23(4):285–291 
Long, M. & Brandon, D. H. (2007). Induced hypothermia for neonates with hypoxic-
ischemic encephalopathy. Journal of Gynecology and Neonatal Nursing, 36: 293-298. 
Sahni, R. & Sanocka, U. M. (2008). Hypothermia for hypoxic-ischemic encephalopathy. 
Clinics in Perinatology, 35: 717-734. 
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All infants admitted to the NICU with Apgars less than 5 at 10 minutes of age will be
assessed for eligibility to receive total body cooling by the Paediatrician.


Introduction


Hypoxic ischemic encephalopathy (HIE) is defined as an abnormal neurologic state in the 
neonatal period arising as a result of a hypoxic-ischemic insult. Long term neurodevelopmental 
outcomes for neonates that suffered brain injury from HIE is often poor. There is evidence from 
both animal and human studies that induced hypothermia provides a mechanism for
neuroprotection and improved neurological outcomes on many patients. There is no evidence to 
support hypothermia in neonates with mild HIE.


Passive total body hypothermia (TBH) will be initiated in consultation with a tertiary centre 
neonatologist within 6 hours of birth in neonates with moderate to severe hypoxic ischemic 
encephalopathy (HIE).  Once the decision to provide passive TBH has been made, it will be 
started while infant awaits transfer.


In the presence of severe encephalopathy where the risk of death or adverse 
neurodevelopmental outcome is assessed to be high, the responsible physician(s) may choose 
not to offer hypothermia treatment if an aggressive treatment plan is not being pursued.


Inclusion Criteria


Neonates must have all 4 inclusion criteria, unless otherwise directed by tertiary 
centre:


1. Neonate with gestational age greater than or equal to 35 weeks and weight greater than 
1800 grams AND


2. Less than 6 hours post-delivery or hypoxic arrest AND
3. Evidence of intrapartum hypoxia defined as:


Either Cord or postnatal blood gas within one hour of birth with pH less than or 
equal to 7.00,
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OR If pH 7.01-7.15 or Base Deficit -10 to -15.9 
OR no blood gas available: Evidence of acute perinatal event that may result in 
HIE may include but is not limited to abruption plancentiae, cord
prolapse/accident, uterine rupture, maternal trauma or cardiorespiratory arrest, 
late or variable decelerations, etc. 
AND One of the following: 


Apgar score 5 or less at 10 minutes or
Need for mechanical ventilation or resuscitation at 10 minutes.


4. AND evidence of moderate or severe encephalopathy defined as:
presence of seizures OR
presence of 3 or more of the items in the 6 categories below: 


Contraindications (consult with tertiary centre must still be made):


1. Neonate less than 1.8 kg. 
2. Clinically significant coagulopathy despite treatment. 
3. Moribund neonates, or neonates with major congenital or genetic abnormalities, in whom 


no further aggressive treatment is planned.


References:


Lemyre, B., Chau, V.; (2018) Hypothermia for newborns with hypoxic-ischemic
encephalopathy. Canadian Paediatric Society, Fetus and Newborn Committee Paediatr
Child Health, 23(4):285–291 


Category Moderate Encephalopathy Severe Encephalopathy
1. Level of
consciousness


Lethargic Stupor or coma


2. Spontaneous activity Decreased activity No activity
3. Posture Distal flexion, truncal extension Decerebrate (arms extended and 


internally rotated, legs extended with 
feet in forced plantar flexion)


4. Tone Hypotonia (focal or general) Flaccid
5. Primitive reflexes


 Suck Weak Absent
 Moro Incomplete Absent


6. Autonomic system
     Pupils Constricted Dilated or non-reactive to light


Heart rate Bradycardia Variable HR
 Respirations Periodic breathing Apnea
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Figure 1) Screening
gestational-age; SG


ALGORITHM FOR THE SCREENING AND 
IMMEDIATE MANAGEMENT OF BABIES AT RISK 


FOR NEONATAL HYPOGLYCEMIA
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MAT Neonatal Blood Glucose Monitoring and Management of Hypoglycemia


Disclaimer: the information contained in this document is for educational purposes only. Any 
PRINTED version of this document is only accurate up to the date of printing. Always refer to the 
Policies and Procedures Intranet site for the most current versions of documents in effect.


Medical Directive #: N2-MAT


Program/Department: Maternal Child


Subject: N2-MAT Neonatal Blood Glucose Monitoring and Management of Hypoglycemia


Authorizing Physicians: Chief of Paediatrics Approved By: MAC Date: Dec 16, 2019


Original Effective Date: May 12, 2008


Signature:


CNO/CPP: A. Jones


Revised/Reviewed Effective Date: Jan 19, 2020


Signature:


Physician’s Order:


For babies at increased risk for hypoglycemia (see Specific Client Conditions below), measure
capillary blood glucose level as follows:


Within two hours of birth by point of care (POC) device 
Continue measuring blood glucose level q 3-6 hours as per the Hypoglycemia (Neonatal) -
Prevention and Management clinical practice policy 


For babies whose blood glucose is 1.8 - 2 mmol/L at two hours of age or 2 - 2.5 mmol/L at any 
subsequent checks:


Give Dextrose 40% gel (Instaglucose) as per the chart below based on the weight of the 
infant, then re-feed the infant and notify the MRP.


Recheck the glucose in half an hour. If the blood glucose remains less than 2.6 mmol/L:


Repeat the dose of Intaglucose as per the chart below based on the weight of the infant. 


If the blood glucose remains less than 2.6mmol/L after the second dose of intaglucose, then 
notify the MRP immediately for further orders.


Standardize Dosage for Dextrose 40% Gel (Instaglucose)


Instaglucose Dosing Table (0.5 mL/kg)
Birth Weight Instaglucose Volume
2000-2199 g 1 mL
2200-2599 g 1.2 mL
2600-2999 g 1.4 mL
3000-3399 g 1.6 mL
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Discontinue blood glucose screening when:


There are 3 consecutive blood glucose readings greater than or equal to 2.6 mmol/L 
within two hours of birth by point of care (POC) device. 
For LGA infants and IDMs - 12 hours from birth if the blood sugar is greater than or equal 
to 2.6 mmol/L. 
For SGA and Preterm infants - at 36 hours from birth if the glucose levels are stable 
above 2.6 mmol/L and feeds are well established.


3400-3799 g 1.8 mL
3800-4199 g 2.0 mL
4200-4599 g 2.2 mL
4600-4999 g 2.4 mL


Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):


Maternal Child Nursing staff certified in point-of-care glucose testing.


Specific client conditions that must be met before the order can be initiated:


Infant at increased risk for hypoglycemia may be one or more of the following
categories:


Premature less than 37 weeks, Postmature greater than 42 weeks
Birth weight equal to or greater than the 90th percentile, birth weight less than the 10th
percentile 
Infant of a Diabetic or Gestational Diabetic Mother 
Infants whose mother received beta blockers in labour or in the third trimester 
Jittery infant
Admitted to Neonatal Intensive Care Unit (NICU) for any medical reason 
Hypothermia - infants who have had 2 consecutive temperatures less than 36.3 axilla 
even after warming attempts have been initiated 
Infant of a mother taking Selective serotonin reuptake inhibitors 
Perinatal asphyxia


Situational Circumstances which must exist before the order can be initiated:


The parent (or SDM) has been given information as to the risks and benefits of capillary 
blood glucose monitoring. 
The parent (or SDM) has been given information as to the risks and benefits of Dextrose 
40% gel (Instaglucose) and gives consent.


Contraindications for initiating the order:


Well newborns admitted to Neonatal Intensive Care Unit for “non-medical” reasons and 
who would normally be in parents' room. 
Parent (or SDM) does not give consent.


Contraindication of Dextrose 40% gel:


1. Neonates with severe acidosis either on cord blood gas or capillary blood gas, pH less 
than 7.1, BE less than -10,


2. Neonates on antibiotics for documented sepsis, 
3. Neonates with poor Apgar scores, less than 7 at 5 min, 
4. Neonates less than 34+0 weeks gestational age, OR birth weight less than 2kg, 
5. Neonates with any congenital anomalies of GI system.


Associated Procedural Documents/Guidelines (note document codes and locations):


Hypoglycemia (Neonatal) - Prevention & Management clinical practice policy 
Accu-Chek Inform II - POC Glucose Patient Testing procedure


References:


Canadian Paediatric Society. Position Statement Screening Guidelines for Newborns at 
Risk for Low Blood Glucose. Fetus and Newborn Committee. Paediatr Child Health 2004;9
(10):723-9. Reaffirmed Feb 1 2016. 
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X Medical Directive Medical Directive involving a Delegated Controlled Act


DESCRIPTION OF DIRECTIVE: To expedite care and standardize the approach, to early detection 
and management of newborns experiencing hypoglycemia.


SITE/PROGRAM: GBHS Women and Child Care Unit


AUTHORIZING HEALTH CARE 
PROVIDER: 


Department of Paediatrics, Hospitalists, Midwives, Family Medicine


IMPLEMENTATION CRITERIA:  Neonatal hypoglycemia is defined as <2.0mmol/L at 2 hours 
of age or <2.6mmol/L at subsequent checks 


 All infants with risk factors for hypoglycemia  will have a 
capillary blood glucose test done, using the FreeStyle 
Precision Pro glucometer at 2 hours of age (after initial 
feeding), and before each feeding until 3 AC feed results are 
normal.  


 For asymptomatic, large for gestational age babies, blood 
glucose monitoring may be discontinued after 12 hours once 
one normal  result is achieved.


 For small for gestational age infants and infants born <37 
weeks gestation, POC must be done at least once per shift 
for 36 hours.


-Risk factors for hypoglycemia include:
Maternal: hypertension, diabetes mellitus, gestational 
diabetes, specific medications such as beta blockers, insulin, 
oral hypoglycemic agents. 
Newborn: large for gestational age (>90th percentile) (, small 
for gestational age (<10th percentile), preterm gestation (<37 
weeks), cold stress, multiple gestation, medical illness e.g. 
respiratory distress, sepsis


 All symptomatic infants will have capillary blood glucose test 
done immediately, using FreeStyle Precision Pro glucometer 
to screen for hypoglycemia.


-Signs and symptoms of hypoglycemia in the newborn 
include: tremors or jitteriness, episodes of cyanosis, 
intermittent apneic spells or tachypnea, limpness or lethargy, 
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apathy, eye rolling, sudden pallor, convulsions, weak or high-
pitched cry, difficulty in feeding, sweating, hypothermia. 


EXCLUSION CRITERIA: Babies of families who do not consent to the procedure.


INITIATED BY: A nurse (RN/RPN) working on WCCU.  Blood work may be delegated 
to a Lab Technician, as required. 


EDUCATIONAL 
REQUIREMENTS:


Completion of the mandatory education to perform capillary blood 
glucose tests using the FreeStyle Precision Pro glucometer.


Conditions or resources which 
must exist before the medical 
directive can be implemented:


FreeStyle Precision Pro glucometer.


NOTIFICATION: Notify MRP immediately for a laboratory result of ≤1.8 mmol/L or if 
laboratory results do not rise to ≥2.6mmol/L within 6 hours with 
feedings, or as deemed necessary by the nurse’s assessment of the 
newborn.


PROCEDURES/GUIDELINES for IMPLEMENTING the DIRECTIVE:
1. Complete patient assessment and assess the need for capillary blood glucose screening against 


criteria listed above and explain blood test to parents.
2. With baby placed skin-to-skin/breastfeeding, proceed with heel site capillary blood glucose test 


using FreeStyle Precision Pro glucometer and a lancet suitable for a single small volume blood 
sample.  Wipe away first drop of blood with dry gauze/tissue.


3. If test result is within acceptable POC range for newborns: ≥2.9mmol/L or <7mmol/L, no 
treatment is required.  


4. If test result is outside acceptable POC range, enter a laboratory random blood glucose test in 
Cerner as a critical event.  With baby placed skin-to-skin/breastfeeding, proceed with heel site 
capillary blood sample using an appropriate lancet and collection tube.  Send sample to lab as a 
critical event.


5. Notify MRP of result if required as described above.
6. For well, asymptomatic infants with laboratory blood sugar <2.6mmol/L, proceed to administer 


40% dextrose oral gel per policy “Oral Dextrose Gel for the Treatment of Hypoglycemia in 
Asymptomatic Newborns” , then feed infant according to guidelines in policy ICN-200 “Blood 
Glucose Newborn Nursing Protocol”.
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REVIEW & QUALITY MONITORING GUIDELINES (or Quality Monitoring Processes)
 Staff identifying any problematic or unintended outcomes from the implementation of orders 


under this directive or any issues identified with it will report these to the Chief of Paediatrics, 
WCCU manager, and WCCU nurse clinician as soon as possible for appropriate disposition.


DOCUMENTATION REQUIREMENTS: 
 Record medical directive for capillary blood glucose and/or lab blood glucose, on Authorized 


Provider order sheet.
 Document rationale for capillary/lab blood glucose test, nursing interventions, patient response to 


interventions.
 Documentation of the administration of 40% dextrose oral gel in patient’s eMAR.


REFERENCES – inclusive of related GBHS Policies
Canadian Paediatric Society (November 2011).  Algorithm for screening and immediate management of 
babies at risk for neonatal hypoglycemia.    
Grey Bruce Health Services. ICN-200 “Blood Glucose Newborn Nursing Protocol” policy
Grey Bruce Health Services.  “Oral Dextrose Gel for the Treatment of Hypoglycemia in Asymptomatic 
Newborns” policy
Perinatal Manual of Southwestern Ontario (2006). Chapter 16. Neonatal Hypoglycemia.


The position/title of the individual who serves as a contact person for this medical directive:
WCCU Nurse Clinician; Chair WCCU CST
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Policy: 


 Screening and Immediate management of hypoglycemia in the newborn is completed 
using the FreeStyle Precision Pro Point of Care Testing (POCT) and laboratory 
confirmation. 


 Blood Glucose (BG) screening immediately after birth is not completed as it is of little 
value and may be falsely reassuring. 


 BG screening for all “at risk” infants occurs at 2 hours of age (after initial feeding), using 


a capillary sample and POCT.  See appendix A for infant and maternal risk factors. 


 Skin-to-skin will be especially encouraged for babies at risk for hypoglycemia, as skin-to-


skin assists in regulating blood sugar in newborns. 


 Infants displaying symptoms of hypoglycemia will have a POCT tested without delay.  
See appendix A for signs of neonatal hypoglycemia.  


 When BG level < 2.9 mmol/L or >7mmol/L by POCT, a serum glucose level for 
laboratory testing must to be drawn to confirm result. 


 Neonatal hypoglycemia is defined as <2.0mmol/L at 2 hours of age or <2.6mmol/L 


at subsequent checks  


 


Procedure: 


1. Confirm infant’s identity with parents and identification band. 


2. Consider infant and maternal risk factors for neonatal hypoglycemia.  See appendix A. 


3. Ensure newborn’s first feeding occurs within 30 minutes of birth.  Assess effectiveness 
of feeding. 
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4. Using heel site capillary blood glucose test, check FreeStyle Precision Pro POCT on 
infants at risk of hypoglycemia at 2 hours of age (after initial feeding) or at any time an 
infant is displaying symptoms of hypoglycemia.  Baby should be placed skin-to-
skin/breastfeeding during the procedure.    


5. POCT should be within range of 2.9mmol/L-7mmol/L.  Any result outside of this range 
must be confirmed by lab specimen.  Lab specimen is sent to lab as “critical event”. 


6. Hypoglycemia is defined as any lab result <2.0mmol/L at 2 hours of age or <2.6mmol/L 
at subsequent checks.   


7. Well infants, without any exclusion criteria, may receive glucose oral gel to aid in raising 
blood glucose levels.  See policy “Oral Glucose Gel for the Treatment of Hypoglycemia 
in Asymptomatic Newborns” (ICN-402).  Feeding is also necessary to treat 
hypoglycemia, rechecking BG one hour after glucose administration and feeding.  
Supplemental feeding may be required to treat hypoglycemia, if breastfeeding alone 
does not increase glucose levels.  Expressed breast milk is preferred for supplemental 
feeding, administered via cup, syringe, spoon, lactaid, per parents’ preferences.  Bottle 
feeding should be avoided when possible for breastfed babies.  Formula may be 
administered as an alternative to breast milk as necessary, with parental consent. See 
appendix B for suggested formula supplemental feeding volumes. 


NOTE: Any BG lab result of <1.8mmol/L at 2 hours of age or < 2.0mmol/L at 
subsequent checks needs to be reported to Authorized Provider immediately and 
consideration given to beginning intravenous infusion of dextrose without delay. 


8. POCT is repeated one hour after feeding. 


9. If blood sugar is normal and feeding well established, routine testing may be 
discontinued at 12 hours of age.  Small for gestational age infants and infants born at 
<37 weeks will have a random POCT done once per shift until 36 hours of age, due to 
their increased risk for late onset hypoglycemia.     


10. Authorized Provider will be notified when BG does not rise above 2.6mmol/L after one 
adequate feeding.  .  Babies with repeatedly low BG results (<2.6mmol/L) should be 
considered for IV dextrose infusion. 







 


 
MANUAL: WOMEN AND CHILD CARE (WCCU) NUMBER: ICN-200 


CATEGORY: COMBINED CARE AND INTENSIVE 
NURSERY 


PAGE: 3 of 9  


SUBCATEGORY: DIAGNOSTIC TESTS AND 
PROCEDURES 


ISSUE DATE: 2008-Jun 


TITLE: BLOOD GLUCOSE NEWBORN 


NURSING PROTOCOL 


REVIEWED: 2013-Mar 


ISSUED BY: WCCU – CLINICAL SERVICE TEAM REVISED: 2019-Aug 


OWNER: PROGRAM MANAGER, WCCU REFERENCE: See ‘References’ 
section below 


    


 


Documentation on patient’s health record: 


 Any interventions completed, such as supplemental feeding, based on POC/lab BG 


result.  POC and lab BG results will automatically be resulted in electronic patient 


record.   


 The administration of glucose oral gel must be documented in infant’s eMAR 


 Each POCT BG outside of range of 2.9mmol/L-7mmol/L that doesn’t have a Lab 


comparison requires a rationale statement.  


 If POCT must be done before babe is assigned an account number/FIN, barcodes in 


the “Unregistered POC Test Record” binder must be used. The barcode on the page is 


scanned, information is completed then the form is faxed to lab.  Original is kept on 


patient’s chart.   


 


References: 


Adapted from: St. Joseph Hospital Hypoglycemia Protocol, 2011, London, Ontario with permission 
 
Acute Care of At-Risk Newborns (ACORN) 2005 
 
Canadian Paediatric Society (2018).  Position Statement: Screening guidelines for newborns at risk for 


low blood glucose.   


Aziz, K., Dancey, P. (2004). Screening guidelines for newborns at risk for low blood glucose. Paediatric 


Child Health, 9(10). 723-729.  
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Appendix A 


Risk Factors for Hypoglycemia in the Newborn 


Infant Factors 


 Large for gestational age (weight at more than the 90th percentile) 


 preterm gestation <37 weeks 


 small for gestational age (weight at less than the 10th percentile) 


 IDM 


 infants with medical illnesses such as respiratory distress syndrome, sepsis, congenital 


heart disease 


 cold stress 


 multiple gestation 
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Gestation 


(completed 


weeks) 


   


Birthweight 


 


 10th percentile 90th percentile 


 Male Female Male Female 


37 2552 2452 3665 3543 


38 2766 2658 3877 3738 


39 2942 2825 4049 3895 


40 3079 2955 4200 4034 


41 3179  3051 4328 4154 


42 3233 3114 4433 4251 


 


Maternal Factors  


 diabetes mellitus 


 hypertension 


 gestational diabetes 


 specific medications, such as beta blockers, insulin, oral hypoglycemic agents 
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Symptoms of Neonatal Hypoglycemia 


 Tremors or jitteriness 


 Apathy  


 Hypothermia 


 Episodes of cyanosis  


 Convulsions 


 Intermittent apneic spells or tachypnea  


 Weak or high-pitched cry 


 Limpness or lethargy  


 Difficulty in feeding 


 Eye rolling  


 Sweating 


 Sudden pallor  
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Appendix B 


SUGGESTED SUPPLEMENTATION VOLUMES FOR BREASTFEEDING NEWBORNS AT RISK FOR 


HYPOGLYCEMIA (FEEDING EFFECTIVELY) 


 Intended for small babies at risk for hypoglycemia or with signs of dehydration. 


 In hypoglycemic babies, consider starting the feed at 40-60 ml/kg/day. 


 This chart is NOT intended for use for supplementation volumes in newborns breastfeeding 


effectively and/or not on hypoglycemia screening. 


**Babies with critical (<1.8mmol/L laboratory BG) or symptomatic hypoglycemia should be considered for IV 


Dextrose therapy** 


40 mls/kg/day   60 mls/kg/day   80 mls/kg/day  


WEIGHT VOLUME WEIGHT VOLUME WEIGHT VOLUME 


2000 g 10 mls 2000 g 15 mls 2000 g 20 mls 


2100 g 10 mls 2100 g 16 mls 2100 g 21 mls 


2200 g 11 mls 2200 g 16 mls 2200 g 22 mls 


2300 g 11 mls 2300 g 17 mls 2300 g 23 mls 


2400 g 12 mls 2400 g 18 mls 2400 g 24 mls 


2500 g 12 mls 2500 g 19 mls 2500 g 25 mls 


2600 g 13 mls 2600 g 19 mls 2600 g 26 mls 


2700 g 13 mls 2700 g 20 mls 2700 g 27 mls 
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2800 g 14 mls 2800 g 21 mls 2800 g 28 mls 


2900 g 14 mls 2900 g 22 mls 2900 g 29 mls 


3000 g 15 mls 3000 g 22 mls 3000 g 30 mls 


3100 g 15 mls 3100 g 23 mls 3100 g 31 mls 


3200 g 16 mls  3200 g 24 mls  3200 g 32 mls 


3300 g 16 mls 3300 g 25 mls 3300 g 33 mls 


3400 g 17 mls 3400 g 25 mls 3400 g 34 mls 


3500 g 17 mls 3500 g 26 mls 3500 g 35 mls 


3600 g 18 mls 3600 g 27 mls 3600 g 36 mls 


3700 g 18 mls 3700 g 28 mls 3700 g 37 mls 


3800 g 19 mls 3800 g 28 mls 3800 g 38 mls 


3900 g 19 mls  3900 g 29 mls  3900 g 39 mls 


4000 g 20 mls 4000 g 30 mls 4000 g 40 mls 


4100 g 20 mls 4100 g 31 mls 4100 g 41 mls 


4200 g 21 mls 4200 g 31 mls 4200 g 42 mls 


4300 g 21 mls 4300 g 32 mls 4300 g 43 mls 


4400 g 22 mls 4400 g 33 mls 4400 g 44 mls 
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4500 g 22 mls 4500 g 34 mls 4500 g 45 mls 


4600 g 23 mls 4600 g 34 mls 4600 g 46 mls 


4700 g 23 mls 4700 g 35 mls 4700 g 47 mls 


4800 g 24 mls 4800 g 36 mls 4800 g 48 mls 


4900 g 24 mls 4900 g 37 mls 4900 g 49 mls 


5000 g 25 mls 5000 g 37 mls 5000 g 50 mls 


 


     


 


Adapted from ACORN feeding and IV fluid guidelines and oral feeding guidelines. 


 


 


Sample Calculation: 40 mls X weight in kg + 24 (hours) X 3 (for 


every 3 hr. interval) Eg: 40ml x 4.0 kg ÷ 4 = 6.6ml 


 


40mL and 60mL charts have been 


rounded to the nearest ml 
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WINCHESTER DISTRICT



MEMORIAL HOSPITAL

		MANUAL:
Patient Care Services 

		NUMBER:


III-OBS-B-120



		

		SECTION:
III - Obstetrics

		



		
POLICY/PROCEDURE




		TOPIC:           Blood Glucose Monitoring for Newborns

		DATE:

January 2020





PURPOSE:


To guide clinicians in the appropriate prevention of, screening for, detection of, and treatment of neonatal hypoglycemia at Winchester District Memorial Hospital (WDMH). 


POLICY:


At WDMH, all newborns will be screened for the presence of risk factors and symptoms of hypoglycemia.


All glucose monitoring for newborns will be done by Point of Care Testing (POCT) unless otherwise ordered. 


Testing of a newborn’s blood glucose will occur when the newborn:


· is an infant of diabetic mother (IDM), small for gestational age (SGA), large for gestational age (LGA) and/or preterm(< 37 weeks)


· exhibits symptoms of hypoglycemia: 


· jitteriness or tremors, 


· episodes of cyanosis,


· convulsions,


· intermittent apneic spells or tachypnea,


· weak or high-pitched cry,


· limpness or lethargy,


· difficulty in feeding,


· eye rolling,


· sweating,


· sudden pallor, and


· hypothermia 


· is unwell or has required significant resuscitation


Neonatal blood glucose concentrations greater than or equal to 2.0 mmol/l in the first two hours after birth and 2.6 mmol/l thereafter will be considered normal. Anything lower will be assessed and treated as per the algorithm in Appendix B.


In the first two hours after birth, well, at risk infants will attempt to be fed and their blood glucose checked as per the algorithm in Appendix B. Since the initial blood glucose monitoring often coincides with newborn transfer between units, clear communication between health care providers is especially important.  


It is unnecessary to routinely test the blood glucose of healthy, appropriate-for-gestational-age term newborns without risk factors for or symptoms of hypoglycemia. 


DEFINITIONS:


Infant of diabetic mother (IDM) refers to any infant whose biological mother has been diagnosed with diabetes mellitus (type 1 or type 2) prior to pregnancy or gestational diabetes mellitus (GDM) during this most recent pregnancy. 


Large for gestational age (LGA) describes any newborn whose birth weight falls above the 90th percentile for his or her gestational age and sex (see Appendix A).


Neonatal Hypoglycemia occurs when a newborn’s energy needs exceed the blood glucose available. Neonatal blood glucose concentrations less than 2.0 mmol/l in the first two hours after birth and 2.6 mmol/l thereafter will be considered hypoglycemia. Infants at risk for hypoglycemia include those who are IDM, SGA, LGA, and/or preterm. 


Preterm describes any newborn born prior to 37 weeks gestation.


Small for gestational age (SGA) describes any newborn whose birth weight falls below the 10th percentile for his or her gestational age and sex (see Appendix A).


PROCEDURE:


Prevention of Neonatal Hypoglycemia


· prevention of cold stress, ideally through skin to skin contact, 


· frequent, early, and unrestricted breastfeeding (where clinically possible). 


· If parent has chosen to feed infant using formula, early feeding according to infant cues.


Testing neonatal blood glucose


1. Explain procedure and rationale to newborn’s parent(s), if present.


2. Provide pain relief where possible. Recommended forms of pain relief include breastfeeding, non-nutritive sucking, sucrose (as per Newborn Care Map), and skin-to-skin contact. 


3. Ensure glucometer has undergone Quality Control testing and that the reagent strip is not outdated.


4. Turn on the glucometer and follow the instructions. Place the reagent strip in the glucometer when prompted.


5. Clean heel with soap and water and dry with a towel. 


6. Puncture heel and allow one large drop of blood to bead on heel. Allow drop to saturate testing area on reagent strip. 


7. Apply pressure to puncture site with clean gauze until bleeding stops.


Treatment of Neonatal Hypoglycemia (Appendix B)


· encourage and support breastfeeding


· Give dextrose gel 0.5 ml/kg in oral mucosa 


· if the infant is unable to latch, recommend expressed breast milk


· if breastfeeding, expressed breast milk and dextrose gel are insufficient to maintain normal blood glucose levels, consider IV therapy with D10W 


· keep the infant warm and dry (ideally, skin to skin)


· when the infant is considered clinically unstable, consider transfer to a Level 2 or Level 3 intensive care unit (CHEO transport team). While awaiting transport, an intravenous infusion of 10% dextrose at a rate of 80ml/kg/day may be beneficial.


Document 


Documentation should include:


· known risk factors,


· testing results and to whom they were communicated,


· symptoms,


· any interventions provided, 


· feeding patterns,


· fluid intake (if receiving formula or IV), 


· pharmacological pain management, if used.
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APPENDIX A
: Birth Weight for Gestational Age
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Source of information: Kramer, M. S., Platt, R. W., Wen, S. W., Joseph, K. S., Allen, A., Abrahamowicz, M., … Bréart, G. (2001). A new and improved population-based Canadian reference for birth weight for gestational age. Pediatrics, 108(2). doi: 10.1542/peds.108.2.e35   


APPENDIX B: Algorithm for the Screening and Immediate Management of Babies at Risk for 


Neonatal Hypoglycemia






































                                                                    




Source: Aziz, K., Dancey, P., Canadian Paediatric Society, Fetus and Newborn Committee (2004, reaffirmed 2016). Screening guidelines for newborns at risk for low blood glucose. Pediatrics & Child Health, 9(10), 723-729. Adapted with permission.

Routine care: feed on demand as long as infant remains well. 







NO







Newborn baby







Is the baby IDM, SGA, LGA, and/or <37 weeks gestation?







Check glucose now. Investigate cause and treat any underlying condition.   







Is the baby exhibiting symptoms of hypoglycemia?







YES







NO







YES







<2.6 mmol/l in an unwell baby







Check glucose at 2 hours after birth (ideally, after an initial feed) and every 3-6 hours (before feeds) as long as infant remains well. 



Stop testing IDM & LGA infants when: 



infant is 12 hours old, glucose is ≥ 2.6 mmol/l at last two checks, and feeds are established



Stop testing SGA & preterm infants when: 



infant is 36 hours old, glucose is ≥ 2.6 mmol/l at last two checks, and feeds are established















NOTIFY MD. CONSIDER IV THERAPY AND  TRANSFER. 











>2.0 mmol/l at 



2 hours of age 



or



≥2.6 mmol/l at subsequent checks







1.8 – 2.0 mmol/l at 2 hours of age or 



2.0 – 2.5 mmol/l at subsequent checks











 <1.8 mmol/l at 



2 hours of age 



or 



<2.0 mmol/l at subsequent checks























If ordered and able, while awaiting transfer, INITIATE INTRAVENOUS INFUSION of 10% dextrose at a rate of 80ML/KG/DAY



Continued breastfeeding is encouraged.







NOTIFY MD. Refeed.



CONSIDER  IV THERAPY and TRANSFER. 











Refeed and recheck glucose in 1 hour. Give Dextrose Gel O.5 ml/kg 











Feed on demand. 











Rises to 



≥2.6 mmol/l 



after feeding







Remains 



2.0-2.5 mmol/l 



despite feeding 







NOTIFY MD. CONSIDER iv THERAPY and TRANSFER.











Give 2nd dose of dextrose gel and refeed. Recheck glucose in 1h







Remains 2.0-2.5 mmol/l



Despite feeds and 2nd dextrose gel
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OBSTETRICS ROUTINE ORDERS ON ADMISSION/


INTRAPARTUM (GREATHER THAN 36 WEEKS) 

PRE-PRINTED ORDERS

( Admit to: _______________________________________

		NON-DRUG ORDERS

		     IV & DRUG ORDERS


(Medication, dose, frequency & route)



		Tests:

( CBC. 


□ Type and Screen and Hbs Ag if none on 


antenatal record.


□   Urinalysis


□   ______________________


Activity:

□   AAT           □   Bedrest

□   Only limit to bed rest if presenting part 


ballotable AND membranes ruptured. Otherwise, AAT.


Diet:


□ Diet as tolerated; discourage large meals. 


□   Clear fluids only       □   NPO                 


□   NPO if atypical/abnormal FHR


 Fetal Health Surveillance:


□ Admission EFM strip

□ Intermittent auscultation 


□ Continuous EFM 


□ Continuous EFM while in active labour


□ as per induction/augmentation protocol

□ while awake

Maternal Monitoring:

□ Assess temperature q4h if membranes intact, 


    q2h if ruptured, or q1h if elevated 


    (greater than 37.5 degrees orally)


□ Check maternal BP and pulse q4h during 


     active phase of spontaneous labour if no risk 


     factors


□  Risk factors present. Check maternal BP and 


     pulse q ____h.


*See separate order sheets for VS assessments specific


to oxytocin & epidural infusions.

		IV Therapy:

( Saline lock (use 18 gauge IV catheter)


□ Prior to epidural insertion, give 500 mL bolus NS


□   NS at ____ ml/hr


Analgesia:

□ nitrous oxide (Nitrox) intermittent inhalation for labour analgesia PRN

□ morphine 5-10mg IV/IM/subcut q3h prn


□ Tramacet 1-2 tablets PO q4h prn (max 8/day)


□ fentaNYL 25-50 mcg IV q15min PRN, up to 200 mcg/hour


      until delivery


□  nalbuphine (Nubain) 5-10mg IV q3h prn 


     or:_____________________(max 20mg/dose)


□  nalbuphine (Nubain) 10-20 mg IM or subcut q4h prn  


     or:____________________(max 20mg/dose)


□ Epidural prn in active labour 


Antiemetic:

□  dimenhyDRINATE (Gravol) 25-50 mg IV or IM q4h prn


□ metoclopramide (Maxeran) 10 mg IV or IM q6h PRN (if 


Gravol fails)

Third Stage:

□ oxytocin ____ units   □  IV  □  IM  x 1 dose given at birth 

□  oxytocin 20 units/500ml NS.  After delivery of placenta: give


250mL bolus, then run at 60 mL/hr until vaginal flow is small to moderate. 


Group B Streptococcus Prophylaxis:


□ No prophylaxis required     □ GBS unknown


· If GBS positive or unknown with risk factors (see box), administer prophylaxis when membranes ruptured or in active labour:


      □ penicillin G 5 million units IV, then 2.5 million units IV q4h until  


 birth


     Penicillin allergy (low risk of anaphylaxis):


□   ceFAZolin 2g IV, then 1g IV q8h until birth


Penicillin allergy (life threatening allergic reaction):


□ clindamycin 900 mg IV q8h until birth (if GBS sensitive)


      or

  □ vancomycin 1g IV q12h until birth (if no sensitivity testing or 


GBS resistant to clindamycin)







		Date:          Time:             Registered Midwife/Physician Name (Print) :              Registered Midwife/Physician Signature:



		Date:          Time:              Processed by:                                    Checked by:



		□ Fax signed copy to Pharmacy                                                                                  





If GBS unknown, give prophylaxis if:



preterm labour (less than 37 weeks GA)



membrane rupture greater than 18 hours



intrapartum temperature greater than 37.9 or sustained fetal tachycardia







*T-1413*



	Form # 1413,  May 2019
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Allergies:  NKA or 



































Consults


 Paediatrician – Reason: 

































Other: 

















Reason: 



















Lab Investigations


 GBS swab (combined vaginal/rectal swab) for women in threatened pre-term labour


Indication


Risk factors for which intrapartum chemoprophylaxis is indicated:


 Positive Group B Strep swab


 Previous delivery of a newborn with invasive GBS disease regardless of current GBS colonization status


 Previously documented GBS bacteriuria in current pregnancy


If GBS status unknown or swab not completed with any of the following risk factors:


 Pre-term labour (less than 37 weeks gestation)


 Prolonged rupture of membranes greater than/equal to 18 hours (neonatal benefits are optimally achieved if antibiotics 



are given at least 4 hours prior to delivery)


 Maternal fever during labour (greater than/equal to 38°C orally)


Antibiotic Therapy


***To be given for duration of labour only***


1st Choice:


 penicillin G 5 million units IV now



THEN penicillin G 2.5 million units IV q4h 


2nd Choice:


 ampicillin 2 g IV now



THEN ampicillin 1g IV q4h 


If allergic to penicillin (low risk for anaphylaxis) give:


 ceFAZolin 2g IV now



THEN ceFAZolin 1g IV q8h


If allergic to penicillin (high risk for anaphylaxis) and susceptibility demonstrated by culture and sensitivity to clindamycin and erythromycin, then give:


 clindamycin 900 mg IV q8h


If GBS resistance is demonstrated to clindamycin or erythromycin by culture and sensitivity, then give:


 vancomycin 1g IV q12h







image19.emf
06-03 Medical  Directive for Neonatal Hypoglycemia MCP.pdf


06-03 Medical Directive for Neonatal Hypoglycemia MCP.pdf


    Delegation and/or Medical Directive 


Page 1 of 5                                                06-03 Medical Directive for Neonatal Hypoglycemia 


MCP.docx 


 


 


Title:  Neonatal Hypoglycemia  


 


Policy Number: 06-03 


 


Approval Date: March 2008 


 


Review Date:  Annually 


 


Review Due Date:  


 


Sponsoring Person:  Chief of Department of Paediatrics, QHC BGH 


Chief of Northern Family Medicine QHC NH 


Chief of Obstetrical Group QHC PECMH 


Chief of Urban Family Medicine QHC TMH 


 


 


Does this policy include a delegation of a controlled act?  ⁪ Yes ■ No 


 


 


Orders: Appendix Attached:  □ Yes   ■ No      Title:   


 


 


The authorized Registered Nurses in the Quinte Healthcare Corporation (QHC) may perform the Medical 


Directive provided the requirements, as listed in the directive, are met. 


If the appropriate physician or health care provider with ordering authority is not immediately available to 


provide the order, the nurse caring for the newborn infant at Quinte Healthcare may draw a blood 


specimen, complete laboratory testing, and initiate feeds as out lined in this medical directive. 


 


 


Recipient Patients: Appendix Attached:  ⁪ Yes   ■ No      Title:   


 


 


For infants/newborns in the Quinte Healthcare Corporation at risk for hypoglycemia or if infant is 


symptomatic or unwell. 


 


 


Approving Physician(s)/ 


Authorizer(s): 


Appendix Attached:  ■ Yes   □ No     Title:  Appendix 1:  


Designated Physician Authorization Sheet 


 


 


Ensure a signed copy of approvals is maintained with the Medical Directives on the unit, Medical Directive  


Manual (Patient Services), and Chief of Staff office. 
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Authorized Implementers: 


 


Appendix Attached:  ■ Yes   □ No      Title:  Appendix 2:  


Authorized Implementer Form                        


Appendix 3:  Self - 


Learning Package 


Appendix 4:  Self 


Appraisal of Competency Statement for Authorized Staff 


 


 


All Quinte Healthcare RN’s, who have: 


1. Completed the Self-Learning Package and have reviewed the Medical  


Directive annually (See Appendix 3 – “Self - Learning Package”). 


2. Completed the Self Appraisal of Competency Statement form and submitted to the manager, clinical  


educator or designate (See Appendix 4 – “Self Appraisal of Competency Statement for Authorized  


Staff”). 


 


 


 


 


Indicators: Appendix Attached:  ⁪ Yes   ■ No      Title:   


 


 


Newborns at Risk and Requiring Glucose Screening: 


 Prematurity (less than 37 completed gestational weeks) 


 Asymptomatic infants SGA less than 10% (see Table 1) 


 Asymptomatic infants LGA greater than 90% (see Table 1) 


 Infants of diabetic mothers (including Gestational Diabetes) 


 Perinatal hypoxia-ischemia 


 Hypothermia 


 Suspected sepsis 


 Respiratory distress 


 Maternal treatment with propranolol or oral hypoglycemic agents during labor or near delivery 


 Symptomatic infants 


Clinical Signs: 


 Tremor, jitteriness, irritability 


 Hypotonia 


 Stupor 


 Lethargy  


 Poor feeding/sucking 


 Seizures 


 Apnea, tachypnea 


 Diaphoresis 


 Pallor 


 Temperature instability 


 Unexplained cyanosis 
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 Respiratory distress 


 Abnormal cry 


 Tachycardia/bradycardia 


 Exaggerated Moro reflex 


 


 BIRTHWEIGHTS (G) 


GESTATION 


(completed weeks) 


10
th


 PERCENTILE 90
th 


PERCENTILE 


MALE FEMALE MALE FEMALE 


37 2552 2452 3665 3543 


38 2766 2658 3877 3738 


39 2942 2825 4049 3895 


40 3079 2955 4200 4034 


41 3179 3051 4328 4154 


42 3233 3114 4433 4251 


(Canadian Pediatric Society, 2004) 


 


 


 


Contraindications: Appendix Attached:  ⁪ Yes   ■ No      Title:   


 


 


 Parent/legal guardian/substitute decision maker refuses treatment (see Policy 3.18.1). 


 Presence of a written order by a physician/health care provider with ordering authority, contravening 


the implementation of the order found in this medical directive. 


 


 


 


Consent: Appendix Attached:  ⁪ Yes   ■ No      Title:   


 


 


The patient is registered at QHC. 


The patient or substitute decision maker has given a verbal consent for the implementation of the Medical 


Directive. 


 


 


Guidelines for Implementing the  


Order/Procedure: 


Appendix Attached:  ■ Yes   ⁪ No      Title:  Appendix 3:  Self – 


Learning Package 


Appendix 5:  


Implementing a Medical Directive 
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The authorized nurse at QHC must: 


 Notify the physician immediately. 


 A patient-physician relationship will be established in the near future. 


 Check patient’s vital signs. 


 Evaluate the patient’s symptoms (See Appendix 3 – “Self – Learning Package”). 


 The patient has no contraindications for the implementation of the Medical Directive. 


 If infant is symptomatic or unwell obtain serum glucose and call physician if abnormal result or any 


other concerns. 


 If the infant is identified as an asymptomatic neonate at risk of hypoglycemia the following 


interventions should take place: 


 Early feeding as soon as possible after birth (within one hour of birth is preferred).  This may be 


either effective breastfeeding (transfer of colostrum to the infant) or formula 5-10 ml/kg.  


Glucose level is checked at 2 hours of age. 


 If glucose is less than 1.8 mmol/L, notify the physician. 


 If glucose is 1.8-2.0 mmol/L, the baby should be re-fed.  Glucose sample should be obtained 


one hour after feed.  If result is still less than2.6 mmol/L notify the physician. 


 Check glucose Q3-6 hours (nurse’s discretion based on glucose results). 


 For large for gestational age (LGA) and infants of diabetic mothers (IDM):  Discontinue checks 


if greater than or equal to 2.6 mmol/L for 12 hours. 


 For small for gestational age (SGA) and premature (less than 37 weeks) infants:  Continue 


checks for a total of 36 hours.  If at any time the glucose is less than 2.6 mmol/L notify the 


physician. 
 


 


 


 


Documentation and  


Communication: 


 


Appendix Attached:  ⁪ Yes   ■ No      Title:   


 


Following QHC documentation policy and CNO standards, the nurse will document the appropriate  


assessments, treatments, and patient responses and outcomes, and ensure the directive is documented on the  


Newborn physician’s order sheet. 


 


 


 


 


 


 


 


Review and Quality Monitoring  


Guidelines 


Appendix Attached:  ■ Yes   ⁪ No      Title:  Appendix 4:  Self-


Appraisal of Competency Statement for Authorized Staff 
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The Designated Instructor (Clinical Educator or designate) will supervise the clinical component every 2 


years, either on the Unit or at a designated education session. 


Staff identifying any untoward or unintended outcomes arising from implementation of orders under this 


directive, or any issues identified with it will report these to (note to whom) as soon as possible for 


appropriate disposition.  This does not include untoward or unintended outcomes or issues that are possible 


clinical sequelae regardless of whether a directive or direct order is used. 


 


Administrative Approvals: Appendix Attached:  ⁪ Yes   ■ No     Title:   


 


Date of Maternal/Child Program Advisory Committee Approval:                               March 2008  


 


Date of MAC Approval:                                                                                                March 2008 


 


 


Ensure a signed copy of approval is maintained with the medical directive manual coordinator, and with  


the Chief of Staff office. 


 


    ______________________________________     _______________________________________ 


                           Chief of Staff                                                       Chief Nursing Executive 


 


   ______________________________________      _______________________________________ 


                                  Date                                                                            Date 
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