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Newborn Infants
& the Special Care
Baby Unit

Newborn Infants & the Special Care Baby Unit was written especially to

support you as parents of babies who have been admitted to the Special Care ’ .
Baby Unit. It will give you an understanding of the equipment used and the Parem‘s gU|de
procedures and treatments your baby will undergo during this eventful fime.



Important Notice

Breastfeeding is best for your baby, as it is perfectly suited to
nourish infants and protect them from illnesses such as ear
infections, stomach upsets, diabetes, eczema and obesity. It is
important that, in preparation for and during breastfeeding, you
eat a healthy, balanced diet. Combined breast and bottlefeeding
in the first weeks of life may reduce the supply of your own
breastmilk, and reversing the decision not to breastfeed is difficult.
The social and financial implications of using an infant milk should
be considered. Improper use of an infant milk or inappropriate
foods or feeding methods may present a health hazard. If you
use an infant milk, you should follow manufacturer’s instructions
for use carefully - failure to follow the instructions may make
your baby ill. Always consult your doctor, midwife or public health
nurse for advice about feeding your baby.

Sponsored and distributed by Cow & Gate.
To order copies of this book, call Cow & Gate on

01289 0289 or Freephone 1800 570 570

Foreword

We have prepared this book to help you understand what may happen during
your baby’s stay in our unit and for you as parents following discharge home. It
is hoped that it will give you an outline of the likely freatment and care that your
baby will receive. It will help to familiarise you with new and strange sounding
terms used in relation to the medical and nursing care of babies. It is divided into
six sections for you to refer to as required: Neonatal care, Equipment, tests and
medicines, Caring for your baby, Home time, Development, Follow-up.

If at any point you do not understand your baby’s condition or treatment, please
ask the doctors or nurses to explain again as there is a lot of information to take in.

We recognise and appreciate that this is a difficult time for parents. We, the staff,
will do everything to support you during your baby’s stay in the neonatal unit.
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Intfroduction

75,000 babies are born in Ireland each year.
There are 20 maternity units in the country.
Ninety percent of babies are full term and
healthy and require routine medical and
nursing care only, but 10% of babies will need
admission to the neonatal / special care
baby unit. Babies requiring admission include
preterm babies and term babies who are
unwell or need more support, investigations,
or medications and babies born with
abnormalities.

Reasons why your baby may be
admitted to the neonatal unit

Babies are admitted to the neonatal unit

for a number of reasons. Many are born
preterm and require careful observation
and monitoring. Others, such as full-term
newborns, may have health problems, such
as infection, jaundice, cardiac or surgical
problems, that require special freatment.

Preterm birth
Preterm babies are those babies born before
37 weeks gestation. Every year, 5,000 babies
are born preterm in Ireland. About 900 of
these preterm babies are very immature,
born at less than 32 weeks gestation (that
is, at least 8 weeks before they are normally
due). If your baby is born before 35 weeks
gestation, they will usually be admitted to the
neonatal unit.

Snuggled preterm baby

Among preterm babies,
approximately:

® 60% are born at 34 to 36 weeks
gestation

® 20% are born at 32 fo 33 weeks
gestation

® 15% are born at 29 to 31 weeks
gestation

® 5% are born at less than 28 weeks
gestation

Preterm birth occurs for various reasons.
Twin or multiple pregnancy is one of the
more common causes. Other causes
include infection or if a baby is growing
slowly — there are various reasons for this,
for example, pregnancy-related high blood
pressure or problems with the placenta
(after-birth). Sometimes the cause is not
known.

Term baby

Mother enjoying her twin babies

Multiple births: twins, triplets and
more
Multiple births (usually twins, occasionally
triplets or quads) are a risk factor for
preterm birth. About 50% of twins are born
preterm. The staff, where possible, will keep
your babies near each other. However,
sometimes one baby may require a different
level of care; for example, one baby may be
in intensive care and the other one in special
care. Itis also possible that one baby will be
discharged home before the other.

Neonatal care and the term baby
When ferm babies are admitted to the
neonatal unit it may be for observation
following a complicated birth. If all is well

“The staff,
where
possible, will
keep your
babies near
each other ”

after 24 to 48 hours and your baby is alert
and feeding well, they can usually be
discharged. Other conditions that necessitate
admission include rapid breathing after
birth, known as transient tachypnoea of

the newborn (TTN), jaundice requiring
phototherapy, poor feeding, possible
infection needing intravenous antibiotics, or
if your baby needs support to maintain their
body temperature.

Less commonly a baby may have a more
serious problem which requires investigation
and a specific medical or surgical freatment,
for example, heart condition or intestine
(bowel / gut) problem.




Section 1: Neonatal care
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Coping with your feelings

in the neonatal unit

First reactions

Entering a neonatal unit can be an upsetting
experience. You will see a lot of equipment
and will hear unfamiliar noises. This
equipment is designed to keep your baby
warm, to monitor many of their vital body
functions (heart rate, blood pressure, oxygen
saturation), and to support their breathing if
necessary.

Your baby’s small, fragile appearance can
be upsetting. It is common to feel helpless
and that your role as a parent has been
side-lined. You may feel that you have
nothing to contribute and that the doctors
and nurses are completely in charge. This is
not the case; the staff are there to help your
baby and support you to get through this
difficult ime. Your opinion and point of view
remains important and where possible will
be included in your baby’s care. Your role
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Mother caring for her baby

as a parent is still a vital part of your baby’s
care.

At first the unit may seem impersonal but
behind all this technology there is a very
caring approach. The staff will explain

the functions of each item of equipment
surrounding your baby. If you do not
understand what is being said to you, please
do not hesitate to ask again. There may be a
lot of new information for you to take in.

As a parent it is important fo be both hopeful
and realistic. The staff will encourage you to
visit your baby frequently and be involved in
their care.

The mixture of shock and worry can seem
overwhelming, and you may have fears
about your ability to cope. This is all normal.
If you have fears it is good to share them
with staff as it may help to relieve those
fears.

“As a parent it

IS important fo
be both hopeful
and realistic”

Acknowledge your feelings. It is best to put
the actual birth to one side and concentrate
on helping your baby and yourself.

It helps to keep in close contact with the
doctors and nurses. Your baby needs to get
to know you and will be comforted by your
visits. It is good to spend time talking to and
looking af your baby, see section ‘Getting to
know your preterm baby in the neonatal
unit’, page 24. The nurses will also be happy
to involve you in your baby’s care. As soon as
your baby stabilises you will be able to help
with feeding, changing nappies, cuddling
and comforting your baby. See section ‘Ways
you can comfort and care for your baby in
the neonatal unit’, page 31. No matter how
sick your baby is, you should not be afraid to
get close to them.

Parents cuddle their baby boy

“No matter how sick your baby is, you
should not be afraid to get close to them”

The following may help you to cope:

e Talk about your feelings.

e Talk with staff about your baby.
Visit your baby as often as you can.
Take pictures of your baby.

Become actively involved in your baby’s care.

Spend time with your other children, family and friends.

Let family and friends help, for example, by caring for other children at home and

cooking meals, efc.

Take care of yourself — eat properly and get plenty of rest.

Remember that the doctors and nurses are there to help you in every way that they
can — it may help to share your feelings with them.

Talk with other parents of babies in the neonatal unit.

Spend time together with your partner or a friend and discuss your feelings together

A medical social worker is available to offer you emotional and other support if

needed.







Section 5: Development

General developmental checklist

Age appropriate activities to help promote
your baby’s overall development

1 month corrected age

68

Hold and cuddle your baby.

Make plenty of eye contact.

Talk to and smile at your baby.

Face your baby when talking to them.
Let your baby observe you when awake.

Provide nappy-free periods to kick freely
— help your baby to gently move their legs
by moving them in a ‘cycling’ motion.
Encourage focusing / coordination by
hanging rattles / toys over their cot.

Massage your baby’s body / limbs during
/ after bathing.

Stroke the back of your baby’s hands to
encourage them to open their fingers and
thumb.

Carry your baby in a curled up posture,
keeping their hands forward.

Encourage your baby to hold their head in
the middle.

Avoid placing your baby in car seats or
bouncers for extended periods of time. Do
not use car seats for naps / sleep.

Use side-lying position for playtime. This is
a lovely position that encourages hands to
midline and shoulder and hip strength.

Let your baby play on their tummy on your
lap or chest daily, see section “Tummy
time’, page 52.

Encourage your baby to turn their head to
both sides.

Help your baby to bring their hands and

shoulders forward and to tuck their chin in.

Rolling to grasp foy

Older child lying on back in mid-line

* Encourage your baby to bring their hands
to their mouth and to reach their hands fo
the middle.

If you have difficulty with any of these
positions your baby’s physiotherapist will be
happy to demonstrate to you.

Be watchful that your baby does not
develop a preference to turn their head in
one direction only - see section ‘Positional
plagiocephaly’, page 51.

3 months corrected age

At this stage your baby is usually beginning
to distinguish faces and respond to plain toys
with contrasting colours (especially primary
colours, for example, red or black on white),
for example a face painted on a paper plate,
or a small mirror placed close by.

* Provide periods of activity on a play mat
on the floor.

© Use a rolled towel under your baby’s chest
(as demonstrated by your physiotherapist)
to help your baby get better at tummy
time. See photo page 53.

This is a crucial time in developing tolerance
to tummy time. If your baby is reluctant fo
go on their tummy apply the 3 cry rule, see
section “Tummy time’, page 52.

© Place your baby on their back on the mat
- encourage them to reach their hands to
the middle of their chest by giving them
toys to reach for or play games like ‘clap
handies’ etc.

© Encourage your baby to reach for and look
at their knees and feet.

© Encourage your baby to roll from their
tummy to their back and vice versa — your
physiotherapist can show you exercises
for this.

Toddller exploring toy through mouthing

© Provide suitable toys to play with on the
mat. Suitable toys at this stage include
small rattles, books with contrasting
pictures, small balls that would fit into your
baby’s hands.

* Do not use a seat (other than a car seat)
for your baby until they are strong enough
to hold their head in the midline position
easily and to turn it fo both sides. When
sitting, ensure that your baby’s shoulders
are forward so their hands can easily
reach for toys in front of them or they
can place their hands together or to their
mouths. See photo page 70.

e Itis normal and part of your baby's
development that they explore toys with
their mouths — ensure toys are safe and
clean for them to do so.

© Support your baby around their middle
while sitting on your lap and encourage
them to reach for toys.

e Introduce action rhymes, for example ‘clap
handies'’.

© Encourage interaction and play with other
adults and children.

Supine lying with supports, hands
at midline
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6 months corrected age
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Section 5: Development

© Allow plenty of time to play.

* Encourage mobility by placing toys just
out of reach — help your baby to roll and
crawl.

 Place your child on their hands and knees
over your leg while you are on the floor
with them — this helps them get used to
the crawl position.

 Place your child between your legs or with
some firm supportive cushions around
them and encourage them to sit. Teach
them to reach for toys in the sifting position
and fo put their arms out to balance
themselves and save themselves from
falling over.

© Encourage your baby to play in the
kneeling position.

e Teach your baby to move safely from
sitting to crawling and vice versa.

* Provide bath toys, for example, beakers
and funnels — encourage splashing and
kicking in the bath.

© Provide swimming and water activities if it
is safe for your baby to do so.

* Provide stacking and nesting foys.

 Build brick towers and enjoy toppling
them.

 Place suction toys on table tops, for
example, toys like a small drum to bang.

© Play peek-a-boo games and hide and
seek.

* Roll balls for baby to bring back to you.

© Encourage self feeding and tolerate mess.
Give your baby a spoon to hold and play
with, even outside of meal fimes.

* Talk constantly fo your baby when they are
alert.

e Continue rhymes and action songs.

Playing in the sitting position

* Imitate animal sounds for baby to copy.

Avoid too much time in static positions, for
example, car seats / bouncers.

Avoid walkers and door bouncers -
these encourage toe walking patterns
and do not promote good balance and
coordination in the long term.

Use action rhymes and singing games
to develop conversation and confidence.
Playing with other children will greatly
help.

“Place toys on low
furniture to encourage
baby to stand, reach
and begin to walk
and cruise”

© Provide a wheeled push and pull toy to
promote confidence in walking.

© Provide pop-up toys, stacking toys /
blocks and hammer and peg toys to
develop eye-hand coordination.

* Provide balls to roll, kick and throw.

® Encourage creativity skills using thick
crayons and paint brushes.

© Encourage play with messy materials, for
example, sand, water and play dough,
finger and foot paints and crayons.

© Provide bath toys such as beakers,
sprinkling toys, ducks and boats.

© Read picture books with simple rhymes
and discuss pictures.

© Encourage page furning and ask your
child to identify objects in the pictures.

 Play simple games which involve action
and faking turns.

© Play ‘let's pretend’ games fo encourage
skills of imagination, for example,
pretending to be an animal or driving a
fire engine or bus.

 Play role-play games, for example,
pretending to be a doctor or pirate.

Place toys on low furniture
to encourage baby to stand,
reach out, begin to walk

Cruising with feet
flat on ground

Outdoor play for
coordination

2 .
Messy play

¢ Talk to your baby and listen for a response.

¢ Use action rhymes and singing games
to develop conversation and confidence.
Playing with other children will greatly
help.

© Encourage your baby to stand and ‘cruise’
at furniture, for example, an upturned box
or low coffee table is ideal for this. Place
toys on the top and encourage your baby
to step around and reach for the toys.

 Teach your baby to safely crawl
backwards down steps.

e Allow your baby as much time as possible
in bare feet fo strengthen the muscles
and encourage the arches of their feet
to develop. Generally babies do not
need shoes for walking until they are
independently walking for a few weeks.

Your baby’s brain is still growing and
developing during their early years of life
therefore, this is a great opportunity to
stimulate and develop your baby’s potential.

If you have any concerns regarding your
baby’s development please contact your
baby’s physiotherapist.

n
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Section 6: Follow-up

Follow-up care and check-ups

Now that your baby is well and at home,
anxiety may set in regarding their short-term
and long-term progress.

Will they be alright? What will their
developmental outcome be like? Will they be
able to go to a normal school?

A parent's expectation about a baby’s
development can often be based on
comparisons with other children. As parents
of a preterm baby you need to know that
your baby will take some time to catch

up. You will be measuring your baby’s
milestones according to their corrected age
for up to 2 years.

It must be appreciated that even with
adjustment for gestational age some
prefterm children may exhibit a delay in their
development. Some may have a non-specific
cause which will hinder their performance.

Check-ups
After your baby goes home your first contact

will be with your public health nurse (PHN)
who will call to see you and your baby.

You will then be requested to attend the
baby clinic over the following weeks,
where the doctor will check your baby’s
overall appearance and in particular their
movements, reflexes, sight, hearing and
growth.

Your baby's social development will also be
noted, for example, are they interested when
you talk to them? Do they follow you with
their eyes? Do they smile?

Regular attendance at the baby clinic will
become an important feature during your
baby’s early life. Some babies may attend
baby clinic appointments for up to 2 years
or more.

=
Toddler visiting baby clinic for
developmental check-up

Baby clinic, always a friendly face

Each time your baby visits the baby clinic
they will be examined and assessed
neurologically. This assessment will focus on
postural reflexes and muscle tone, cranial
nerve and motor function, sensory responses
and behaviour. The timetable of your baby’s
check-ups will depend on how well or unwell
your child has been or whether they have
had any particular problems, and if they do,
how severe these are. Your child’s follow-up
will also include an eye and hearing screen.

Formal assessment of

development in addition to baby

clinic check-ups
If your baby’s birth weight was less than
15009 or if your baby was born up to 29
weeks gestation they may be requested
to attend for a formal developmental
assessment af 24 months corrected
age. This assessment is performed by
a Developmental Psychologist using the
Bayley Scales of Infant and Toddler
Development (Bayley-111) and is only
available in some hospitals.

This assessment examines in detail your
child's current level of cognitive (mental
skills), language (receptive and expressive
communication skills), motor (fine and
gross motor skills), behavioural and social /
emotional development.

The testing session usually takes about
2 hours to complete. The assessment is
reassuring for parents when they see their

child developing normally but also facilitates

early detection and early intervention when

Which shape? Developmental festing
(form board)

specific problems emerge. It also affords
parents the opportunity to observe their
child performing developmental activities
or tasks appropriate for their age level and
offers guidance regarding the type of play /
developmental activities that are important
for their child’s development.

If your child is demonstrating developmental
delay in a specific area when assessed,
an appropriate intervention may be
recommended to prevent further delay.
This developmental assessment facilitates
the identification of areas of your child's
development that appear responsible for
a delay such as language development,
sensory integration or fine motor / gross
motor delay and will target these areas for
further assessment.

Pegboard task: developmental
festing at 2 years

Family in waiting room in baby clinic
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Recommended infant
immunisation schedule

Preterm babies need immunisation like all other babies. The present immunisation programme
is administered to preterm babies according to their chronological age, not corrected age.

Birth: 1 injection - * BCG
at HSE clinics (health centre) when your
baby weighs 2.5 kg or above
or it may be given pre-discharge.

2 months: 2 injections - 6 in 1+ PCV ® 6in 1 [Diphtheria, Tetanus, Whooping Cough
from GP (pertussis), Hib (Haemophilus influenzae B,

Polio (Inactivated poliomyelitis), Hepatitis B

(6-in-1) - 1¢' dosel

PCV (pneumococcal vaccine) — 15 dose

4 months: 2 injections - 6 in 1+ Men C ¢ 6in1[Diphtheria, Tetanus, Whooping

from GP Cough, Hib (Haemophilus influenzae B,
Polio (Inactivated poliomyelitis), Hepatitis B
(6-in-1) - 2" dose]
® Meningococcal C - 1¢' dose

6 months: 3 injections — 6 in 1+ PCV ¢ 6in 1[Diphtheria, Tetanus, Whooping
+Men C Cough, Hib (Haemophilus influenzae B),
from GP Polio (Inactivated poliomyelitis), Hepatitis B
(6-in-1) - 3" dose]

* Meningococcal C - 2" dose
® PCV (pneumococcal vaccine) — 2" dose

12 months: 2 injections - MMR + PCV * Measles, Mumps, Rubella (MMR) - 1" dose
from GP * PCV ([pneumococcal vaccine) — 3 dose

13 months: 2 injections - Men C + Hib ¢ Meningococcal C - 3 dose
from GP o Hib

Immunisation continues into early childhood. Please ensure that your child receives all their
immunisations by consulting with your public health nurse (PHN), GP or school.

Synagis (palivizumab) infancy. Synagis is administered by injection
Synagis is a preventative medication offered on a monthly basis during the winter
to extremely low birth weight babies. months from October to March. This will
Synagis helps to protect your baby against be discussed with you prior to your baby’s
respiratory syncytial virus (RSV), which is a discharge and will be given at home by
very common cause of chest infections in specialist nurses.

Notes
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Common issues

Belly button (umbilicus) problems
It is very common for the belly button to
protrude. This is harmless and will disappear
in a matter of months. If your baby’s belly
button is red, ask your public health nurse
(PHN) or GP to examine it.

Colds
Your baby is as likely to get a cold as any
other baby. The symptoms are a runny nose
with a cough and there is usually little to
worry about as long as your baby remains
in good form and continues to feed well. If
there is any drowsiness or deterioration in
feeding, seek medical advice.

Colic or trapped wind
Preterm babies tend o be windy because
they often swallow excess air. When their
stomachs become filled with wind, they may
experience pain which makes them cry. By
and large the louder and more vigorous the
cry, the more likely your baby is well. Sick
babies tend to moan and whimper rather
than cry loudly. It is reassuring if your baby
continues to feed well with no vomiting
or change in bowel habits. See section
‘Feeding your baby at home’, page 56 for
further information about feeding your baby.

If your baby doesn't seftle and you are
worried call your PHN or GP. As a general
rule, problems with trapped wind only last
a few weeks and are uncommon after 3
months of corrected age.

Constipation
It is normal for babies to make some
straining noises when they dirty their nappy.
Stool patterns also vary — some babies can
have a dirty nappy once or more each day,
others may have one every few days. If your

baby is constipated their stools will be hard
like pellets and difficult to pass. If so, make
sure they are drinking enough fluids (milk
feeds) and if they are fed formula milk make
sure it is prepared correctly. Contact your
PHN if constipation is a problem for your
baby.

Cradle cap
This is a scaly, greasy rash that develops
on the scalp and eyebrows. It may also
make a baby appear spotty. It is usually mild
and responds to gently rubbing olive oil or
Vaseline (or equivalent) onto the affected
areaq.

Hiccups

Hiccups are normal. Winding the baby may
help. Try to get rid of wind if it is preventing
your baby from completing a feed. Change
the feeding position by holding your baby
over your shoulder or in a sitting position on
your lap. Then lay your baby on their back
or tummy for a few minutes and repeat the
process. As long as your baby is well and is
gaining weight there is no need for concern
if a mouthful of milk is brought up.

Sneezing and snuffles
Sneezing and snuffles are very common.
Treatment is not needed unless it interferes
with feeding. If necessary the nostrils can be
cleared out with twists of cotton wool dipped
in tepid water. The moisture will loosen the
dry mucus and this will make your baby
sheeze.

Sore bottom
This can develop rapidly. Apply a barrier
cream such as Vaseline and secure the
nappy loosely. If it doesn't get better quickly
you should contact your PHN or GP. It is

quite common for thrush infection to develop
on your baby’s bottom and this will need
anti-thrush cream which will need to be
prescribed by your GP. Thrush can also
develop on your baby’s mouth.

Spilling some feeds
It is quite normal for babies to bring up
(spill) a little milk after a feed. Most babies
grow out of this over time. If your baby is
well and growing normally, there is no need
for concern. Keeping your baby in a good
position during and after feeds and helping
them to avoid tfrapped wind can help, see
section ‘Feeding your baby at home’, page
56. If your baby starts to vomit large amounts
of milk, ask your GP to examine them.

Sticky eyes
This is a common problem. Clean the eye
well before feeds with cotton wool and
cooled boiling water. Use a separate piece
of cotton wool for each eye. If it doesn't
improve within a day or two consult your GP.

Contact your baby’s Public Health
Nurse (PHN) or General Practitioner
(GP) if you have any concerns about
your baby.
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Glossary of commonly used
medical terms and abbreviations

You may come across the following terms
in the course of your baby’s treatment.

This list is provided for your reference in
understanding the complex vocabulary that
may be used during your baby’s hospital
stay.

Apgar score: Score used when assessing the
wellbeing of a baby at birth.

Apnoea: Episode when breathing stops for a
period of 20 seconds or more.

Aspiration: Breathing any foreign substance
into the lungs usually milk or meconium.
Aspiration is also used to describe when milk
is deliberately drawn up from the stomach —
this can be done to test if a feeding tube is in
the correct position.

Bayley scales of infant and toddler
development (Bayley - 111): Developmental
assessment scale measuring cognitive,
language, motor and behavioural /
emotional development.

Bradycardia: A decrease or slowing of the
heart rate, usually below 100 beats per
minute in babies.

Breastmilk fortifier (BMF): A powder that can
be added to breastmilk for preterm babies.
BMF contains energy, protein, vitamins and
minerals to help growth.

Cyanosis: Bluish colour of the skin usually
caused by reduced oxygen levels.

Electroencephalogram (EEG): Test that
measures the electrical impulses of the
brain.

Electrocardiogram (ECG): Test that measures
the electrical activity of the heart.

Enteral feeding: Feeding into the gut. Can be
given through the mouth as ‘oral feeds’, or

through a tube as tube-feeds'.

Expressed breastmilk (EBM): Breastmilk
which has been expressed (pumped) either
by hand or by pump, for babies who are
unable to feed at the breast.

Extubate: To remove an endotracheal tube.

Fine motor skills: Precise use of the hands
and fingers.

Full-term baby: A baby born from 37
completed weeks gestation.

Gavage feeding: Tube-feeding - feed
delivered to the stomach via a tube passed
through the nose / mouth to the stomach.

Gestational age: The number of weeks a
baby is in the uterus (womb).

General practitioner (GP): Family doctor.

Gross motor skills: Use of the large muscles
of the body.

Heel prick: Procedure in which a tiny prick is
made on the heel in order to get a sample of
blood for laboratory analysis.

Heel prick test: Term used fo refer to the
‘newborn bloodspot screening test’ that
babies have at 5 days of age to screen

for certain metabolic / genetic medical
conditions. This test is also sometimes called
a ‘Guthrie Test’ or PKU.

Hypoxia: Lack of sufficient oxygen in the
blood.

Incubator: A specially designed cot with @
perspex cover, used fo provide warmth for
preferm or sick babies.

Intra uterine growth retardation (IUGR):
Describes babies who are lighter in weight
than would be expected for their age /
gestation.

Intravenous (IV): Infravenous means info a
vein. IV lines or drips are used to give fluid,
some drugs and food (in a modified form
called ‘parenteral nutrition” - see below).

Infubate: To insert an endotracheal tube for
ventilation.

Meconium: Material present in the gut of an

unborn baby. It is usually excreted after birth,
but may be excreted before the baby is born.

Neonatology: Branch of paediatric medicine
which deals with newborn babies.

NICU: Neonatal intensive care unit.

Parenteral nutrition (PN): Nutrition that is
given directly into a vein. PN is used for
babies who are unable to receive adequate
nutrition from milk feeds.

Plain film of abdomen (PFA): A PFA is an x-ray
of the abdomen.

Public health nurse (PHN): PHNs deal with
general baby care. Your local PHN is usually
accessed via your local health centre.

Transient tachypnea of the newborn (TTN):
This is a short period of rapid breathing after
birth, usually after a caesarean section. It is
only transient and the baby usually makes a
quick recovery.

SCBU: Special care baby unit.

Smalll for gestational age / small for dates
(SGA) : SGA describes a baby who is born
smaller than expected for their gestation.
For more terms related to prematurity, see
page 6.

Useful contacts / sources of further

information

Organisations

* Health Service Executive — www.hse.ie —
provides a range of information relating to
health.

¢ Health Promotion —
www.healthpromotion.ie — provides a
range of publications on various topics
including hygiene, safety and accident
prevention, immunisations, breastfeeding
etc.

e Bliss is a UK based charity dedicated to
improving both the survival and long-term
quality of life for babies born too soon, too
small or too sick to cope on their own —
www.bliss.org.uk — produces a range of
resources and publications for parents.

¢ Irish Sudden Infant Death Association —
www.isida.ie

e Irish Nutrition and Dietetic Institute
(INDI) - www.indi.ie — provides a range of
nutrition fact sheets and details of dietitians
in private practice.

e [rish Society of Chartered
Physiotherapists (ISCP) — www.iscp.ie

* Developmental care website —
www.aboutkidshealth.ca

* Premature Baby — www.prematurebaby.ie

* Your local hospital website

© Our Lady’s Children’s Hospital, Crumlin,
Dublin 12 — www.olchc.ie

 Children’s University Hospital, Temple
Street, Dublin 1-www.cuh.ie

Refer to the neonatal unit or your local health
centre for further information.
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