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[bookmark: _Toc100325785]Background
The purpose of this document is to provide guidance for clinicians in the routine care of neonates admitted to the Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN) within the Canberra Health Services (CHS) network. 

For the admission of neonates <28 weeks gestational age (GA) or birth weight <1000g, please refer to the Care of the Extremely Preterm and Low Birth Weight Neonate.

[bookmark: _Toc100325786]Key Objective
The objective of this document to provide a pathway for clinicians in the care of a neonate admitted to NICU and SCN from delivery to discharge. This guideline aims to highlight the routine care of neonates in relation to the following key points as well as direct staff to relevant and related CHS policies and guidelines. 

Key points:
Assessment and Care of a neonate
Growth and Measurements
Observation and Monitoring
Pain Assessment and Management in Neonates
Thermoregulation
Routine Screening
Allied Health Team in Neonatal Care
Intramuscular (IM) Injections
Safe Sleeping and Positioning.

[bookmark: _Toc100325787]Alerts 
Parental consent may be required for certain clinical procedures, artificial milk, and medication administration. 
If neonate has lost >10% of birth weight in the first week of life, report to medical team. 
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This document is applicable to Clinicians working within their scope of practice within the CHS Network including the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, and University of Canberra and community based services, including:
Medical Officers
Nurses / Midwives
Students under supervision
Allied Health Staff (Physiotherapy, Speech Pathology, Social Work, Hearing Screen).

There is a pre-requisite self-directed learning package (SDLP) in Thermoregulation to assist clinical staff in understanding the mechanisms of heat production and heat loss, as well as the pathophysiology of hypo-and hyperthermia. This SDLP is accessible from the neonatal nursing education team.

Back to Table of Contents 
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Introduction
Every neonate requires a brief initial physical examination immediately after birth and after any resuscitation by the clinical team. For neonates admitted to NICU & SCN, a thorough assessment should be performed as soon as possible, but within 24 hours of admission to identify any abnormalities such as birth injuries, jaundice, or cardiopulmonary disorders. 
This assessment includes review of the maternal, family, and prenatal history, and a complete physical examination. Nursing assessments are to be done during every cares and findings are to be documented on the patient’s progress notes and care plan. Report abnormal findings to medical team for further investigation. Depending on the length of stay, another thorough assessment should be performed at least 24 hours before discharge (excluding eye, hip, and neurological reflex examinations which should be completed by the medical team).

[bookmark: _Toc100325790]Section 1.1: Physical Examination and Attending to Neonatal Routine Cares
When performing a physical examination, ensure the area is warm, quiet and with good lighting. It is important to follow developmental care recommendations when handling neonates especially premature neonates. Refer to Developmental Care in Neonatal Intensive Care and Special Care Nursery Guideline. The examination should be conducted in a systematic manner. The examination usually proceeds from head to foot as outlined in Assessment of the Newborn Guideline, which is available on the Policy and Guidance Documents Register. Record date and time of the examination in progress notes.

Equipment
Alcohol Based Hand Rub (ABHR)/Hand Hygiene Equipment
Birth Summary
Birth Attendance Sheet
Progress Notes
Neonatal Care Plan
Observation Chart
Stethoscope
Sterile Gauze/Cotton Ball
Normal Saline
Rediwipes/Soft wipes
Appropriately sized nappy
Thermometer
Epiderm Cream
Protective Barrier Cream

Procedure
1. ABHR/Hand Hygiene
2. Gather equipment
3. Check patient identification as per Patient Identification and Procedure Matching Procedure
4. Apply gloves as per infection control protocol
5. If patient is being admitted, receive ISBAR handover from obstetric / neonatal team 
6. Review patient progress notes for situation and background of patient
7. Assess previous documentation of observations, fluid, and nutritional status for any variations
a. Identify possible causes for any detected variations e.g. temperature instability, increasing apnoea, bradycardia etc.
8. Handle and position neonate using developmental care practices. Refer to Developmental Care in Neonatal Intensive Care Unit and Special Care Nursery Guideline. 
a. Check that the environment is warm with no draughts
b. The neonate should remain exposed for as short a time as possible
c. Check for any individualised infant positioning plan from the physiotherapist, speech pathologist, skin care or nursing/medical care plan or as applicable
d. Attend to examination as per Assessment of the Newborn Guideline, observation and monitoring, and cares of neonate simultaneously and as developmentally appropriate.
9. Incorporate family-centred care by involving parents in the care of their newborn by allowing them to take the axilla temperature, to attend to hygiene cares, and to re-site the saturation probe 
10. Attend to hygiene cares, starting from head to toe
a. Attend to respiratory cares as per Ventilation – Invasive and Non-invasive (Neonates and Infants) Procedure.
b. Eyes
i. Clean with gauze and normal saline, making sure to use clean set for each eye (inner to outer) and with each wipe 
ii. Discard gauze and clean hands
c. Face and head
i. Use warmed wet rediwipe to clean face (around eyes), head, behind ears, and around neck
ii. Dry area with dry rediwipe
iii. Discard used rediwipes
iv. Clean hands
d. Torso
i. Using new warmed (wet) rediwipe, clean armpit and torso
ii. Dry area with dry rediwipe
iii. Discard used rediwipes
iv. Clean hands
e. Lower body
i. Using wipes, clean newborn’s genital area from front to back. Making sure to clean under skin folds.
ii. Use Epiderm cream as needed to help with stool removal
iii. Dry area with dry rediwipe
iv. Apply protective barrier cream over skin area. Refer to Preventative and Management strategies for Diaper Dermatitis found in Developmental Care in Neonatal Intensive Care Unit and Special Care Nursery Guideline
11. Re-site pulse oximetry probe to new site every 4-6 hours, to prevent pressure injury (Refer to Section 3, pulse oximetry subsection)
12. Attend to axilla temperature 
13. Dress/wrap/position and settle the baby
14. Document the examination findings on the care plan and observation chart
15. Report any abnormalities to the Nursing Team Leader and the Medical Officer and record these in the progress notes.
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Introduction
Growth Measurements are an important tool in assessing the growth and development of newborns. These measurements are used to determine neonatal nutrition and should be attended regularly. The neonate's birth weight, length, and head circumference should be measured and recorded in Birth Summary, then on flowsheet in Digital Health Record (DHR) and data entered into flowsheets for subsequent values on standard growth curves based on specific local or regional data to determine the neonate’s growth percentile. 
The frequency of each growth measurement are as follows:
· Head Circumference: Weekly except for presence of head scalp injury. For neonates born via assisted delivery, Neonatal Scalp Examination should be documented in the Neonatal Observation Following Instrumental Birth Form located on the Clinical Forms Register
· Length: Weekly
· Weight: Twice per week

Note:
The frequency of growth measurements is also dependent on the discretion of the medical officer. 
All babies born <1250g must be weighed daily for the first 7 postnatal days or until birth weight has been regained, or for a longer period as directed by the Neonatologist.

Equipment
· ABHR/Hand Hygiene Protocol
· Hospital-Grade Detergent Wipes
· Warm towel/sheet
· Newborn Weighing Scale
· Disposable measuring tape
· Infant length measuring device
· Growth chart (DHR) (Composite Growth Chart Boys and Girls)
· Neonatal Observations Chart

Procedure

Head Circumference
1. Attend to hand hygiene throughout procedure
2. Check patient identification as per Patient Identification and Procedure Matching Procedure
3. Place disposable measuring tape under neonate’s head around occipital prominence and wrap around forehead (just above the eyebrows) to measure fronto-occipital head circumference

Note:
Head circumference should be measured at its maximum circumference. This measurement may change in the first few days after birth as moulding and scalp oedema may resolve. For neonates born via assisted delivery, follow Neonatal Observation Following Instrumental Birth Form.

4. Remove disposable measuring tape 
5. Record head circumference into patient’s Composite Growth Chart - Boys and Girls.

Length:
1. Attend hand hygiene throughout procedure
2. [bookmark: _Hlk69128911]Check patient identification as per Patient Identification and Procedure Matching Procedure
3. Wipe device with Hospital Grade Detergent Wipes 
4. Place on Infant Length Measuring Device depending on device used. If using a length board, place warm sheet on device before use.
5. Measuring of length requires two examiners
6. Measure length from the top of the head, to the bottom of the feet with legs fully extended
7. Length should be measured at its maximum
8. Record length into patient’s Composite Growth Chart Boys and Girls. 

Weight: 
1. Attend to hand hygiene
2. Weighing of neonate depends on type of patient bed. 
a. Isolette/Omnibed
i. Flatten/level bed of isolette, using tabs on the top and bottom of bed. Pull on tab to manoeuvre bed to right position
ii. Make note of all patient devices (patient identification band, nappy, electrocardiogram (ECG lead), saturation probe, etc) Refer to Attachment 1 before weighing patient. Note: Unnecessary patient devices such as nappies can be temporarily removed for weighing procedure. 
iii. Using display options screen and/or scrolling knob, tap and/or scroll to Weighing Scale icon. 
iv. Select Weight and follow prompts.
b. Infant Weighing Scale
i. Place a warm sheet on weighing scale before placing patient on device
ii. Turn on device and press Tare to zero scale
iii. Make note of all patient devices such as patient identification band, nappy, electrocardiogram (ECG lead), saturation probe, etc before weighing patient. Note: Unnecessary patient devices such as nappies can be temporarily removed for weighing procedure. 
3. View patient’s weight in grams on display screen. Repeat procedure if needed but being aware of developmental needs of neonate. 
a. Subtract noted patient devices from displayed patient weight for accuracy of measurement. See Attachment 1 for Equipment Weights. 
4. Return removed patient devices and readjust bed to original position. 
5. Place neonate in developmentally appropriate position.
6. Once accurate patient weight is calculated, record measurement to Composite Growth Chart Boys and Girls, and neonatal observation chart.
a. In the Neonatal Observation Chart, document weight into Current Weight section and calculate the difference between previous weight and current weight and note if the patient has gained or lost weight. 

Alert: 
If neonate has lost >10% of birth weight in the first week of life, report to medical team. 
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Introduction
Regular measurement of physiological observations (i.e. clinical observations) are essential requirements for patient assessment and the recognition of clinical deterioration. Clinical observations are recorded by the nurse/midwife on admission, at the commencement of each shift, and at a frequency determined by the neonate’s clinical status and/or current treatment.
It is important for the clinician i.e. nurse/midwife to understand the normal parameters for each vital sign, to be competent in using the observation monitoring device, and to use their clinical knowledge in assessing the neonate. 
Equipment 
ABHR
Stethoscope
Cardiopulmonary Monitoring Device i.e. Phillips Monitoring Device
Appropriately sized pre-gelled disposable electrodes 
Watch/clock with second hand
Blood pressure module, lead, and recommended size cuff
Pulse oximeter sensor
Thermometer and covers
Optional: Additional Pulse Oximeter Module and Lead for pre & post-ductal saturation if required

[bookmark: _Toc100325793]Section 3.1: Vital Sign Parameters
	Parameters
	Target Range
	Alarm limits
	Comments

	Heart Rate (HR)
	120-160 beats/min(bpm)
	100-180 bpm
	Decrease lower limit if baseline bradycardia evident AND a doctor has reviewed the infant

	Blood Pressure
(BP)
	Blood pressure parameters based on Gestation and Day of Life. See Attachments 2 & 3.
	Lower Limit: is equivalent to neonates GA

Upper Limit:
Corrected Gestational Age (CGA)+20mmHG
	BP can be measured via non-invasive peripheral BP cuff or invasive central/peripheral arterial blood pressure monitoring. 



	Respiratory Rate (RR)
	30-60 breaths/min(bpm)
	30-60 bpm
Apnoea alarm set at 20 seconds
	Respiratory rate should be counted over a full minute 

	Temperature (Temp)
	36.5-37.5 ⁰Celsius
	36.5-37.5 ⁰Celsius
	Measured per axilla or optionally per rectal

	Saturations
(SPO2)
	In 21% FiO2: 90-100%
In >21% FiO2:90-95%
	Lower limit: 90%
Upper limit:
21% FiO2 – 100%
>21% FiO2 – 95%
	Saturation limits should be modified only on the direction of the Staff Specialist/Fellow and documented.
See below Pulse Oximetry

	Histogram
(Histo)
	For FiO2 >21%
Aim for SPO2 <90% & >95% to be <20% at the 1 – 4 hour histogram range

	Lower limit: 90%, 

Upper limit to 95% if 21% FiO2
100% if >21% FiO2
	· With preterm neonates it is important to maintain target range as they are at an increased risk of developing ROP especially when they are receiving >21% FiO2. 
· Term neonates have reduced risk of developing Retinopathy of Prematurity (ROP) and can saturate >95% if on >21% FiO2
· 

	Transcutaneous Carbon Dioxide Monitoring (TCM)
	 40-50 PaCO2
	At the discretion of Staff Specialist
	For ventilated infants and used in conjunction with blood gas monitoring. See Ventilation – invasive and non-invasive (neonates and infants) for further information on TCM monitoring.


	Pain Score
	Score <5
	No alarm settings.
	See Section 4 Pain Management 




[bookmark: _Toc100325794]Section 3.2: Frequency of Observations
	PATIENT CARE
	FREQUENCY OF OBSERVATION
	VITAL SIGNS TO MONITOR

	On Admission
	Hourly for 4 hours
	HR, RR, SpO2, Histogram, BP, Temp

	Neonatal Routine Cares 
(Incorporated into all other patient care)
	4-6 hourly, but depends on developmental care needs/feeding regime of patient
	HR, RR, SpO2, Histogram, BP, Temp, Pain Score

	Patients on Respiratory Support/Oxygen Therapy (FiO2 >21%)
	Hourly for duration of respiratory support
	· FiO2 HR, RR, SpO2, Histogram
· Type of Respiratory Support, Ventilation Settings, Efficacy Checks (CPAP Bubbles, Chest Wiggle Factor etc.)

	Post-Surgery (no respiratory support)
	Half hourly for 4 hours then frequency will depend on interventions/therapies  
	HR, RR, SpO2, Histogram, BP, Temp, Pain Score

	Patients who are self-ventilating in air (SVIA)
	· 2-4 hourly depending on patient’s gestation and condition
· Cessation of monitoring should be reviewed daily by medical and nursing team

	FiO2 HR, RR, SpO2, Histogram


	Patients who are rooming-in with parent/guardian 
(In preparation for discharge)
	4-6 hourly 
	· HR, RR, Temp, BP (once overnight)
· If patient is on oxygen therapy, attend to SpO2 with other observations

	Post-MRI
Post-Eye Check
(SVIA)
	Hourly for 2-4 hours
	HR, RR, SpO2, Histogram



[bookmark: _Toc100325795]Section 3.3: Cardiorespiratory Monitoring
Procedure
1. ABHR/Hand Hygiene
2. Gather equipment
a. Use appropriate pre-gelled electrode for gestational age
3. Identify and confirm patient identification
4. Auscultation of heart and chest sounds to be attended on admission of neonate and during cares
a. Using stethoscope, listen for heart murmurs and chest sounds
b. Document on care plan and progress notes, and report any abnormal findings to medical officer
5. Prepare neonate’s skin prior to application of electrodes by cleaning with gauze and warm water. Dry neonate’s skin gently or allow to air-dry
6. Apply three pre-gelled electrodes onto neonate’s chest
a. White lead on right chest and black lead on left chest (at or above nipple line).
b. Red lead on the left lower rib cage. 
c. Clinician can use mnemonic guide, “WHITE IS RIGHT, SMOKE (black) OVER FIRE (red)”
7. Confirm stable wave forms on cardiopulmonary monitor
8. Set upper and lower heart and respiratory rate alarm limits as per Vital Sign Parameters
9. Document as per Frequency of Observations.

Note: 
For neonates on respiratory support and requiring frequent blood gas monitoring, commencing Transcutaneous Carbon Dioxide Monitoring (TCM) monitoring may be necessary. 
 
[bookmark: _Toc100325796]Section 3.4: Pulse Oximetry
1. ABHR/Hand Hygiene
2. Gather equipment
3. Identify and confirm patient identification
4. Select appropriate pulse oximeter sensor based on neonate’s weight.
a. Apply white mefix tape to protect neonate’s skin if neonate is < 28 weeks and <1000g. 
5. Attach pulse oximeter sensor to preductal location, such as right wrist and medial surface of palm.
a. Once presence of cardiac issues is eliminated, other sites including anterolateral aspect of foot is acceptable. 
b. If there is suspected pulmonary hypertension, or if requested by the medical officer pre and post ductal saturation monitoring needs to be commenced. Post-ductal location can be anterolateral aspect of foot. 
6. Re-site pulse oximeter sensor every 4-6 hours to prevent pressure injuries
7. Document location of new site (e.g. LH = left hand, RF = right foot)
8. Set alarm limits as per Vital Sign Parameters
9. Monitor oxygen saturation histogram as per Frequency of Observations. 

[bookmark: _Toc100325797]Section 3.5: Blood Pressure Monitoring  
There is no consensus on exact definition of hypotension. Normal blood pressure in preterm infants is difficult to define and is based on small numbers. Blood pressure needs to be considered along with history of birth asphyxia, signs of adequate organ perfusion, which includes metabolic acid base balance, urine output and skin perfusion (capillary refill time). 



Note:
For invasive arterial blood pressure monitoring, refer to Venous and Arterial Access and Management in Neonatal Intensive Care Procedure for management of Arterial Lines. 

Procedure 
1. ABHR/hand hygiene protocol
2. Gather equipment
a. For non-invasive blood pressure monitoring, select appropriate sized cuff
3. Identify and confirm patient identification
4. Apply developmental care techniques to calm newborn
a. State of alertness or agitation of newborn will affect reading. The BP should only be recorded if the newborn is awake and settled or sleeping, recordings should not be taken while the newborn is feeding.
5. Attach cuff snugly around arm or leg and must cover 2/3 of the limb. 
a. Three measurements must be taken each time for non-invasive BP readings – the first BP is generally higher than the second and third readings
6. Monitor as per Frequency of Observations
7. Persistent Blood pressures above the 95th percentile or below the 5th percentile for gestation should be reported to medical officer or nursing team leader. See Attachment 2.   

Back to Table of Contents 
	[bookmark: _Toc100325798]Section 4 – Pain Assessment & Management in Neonates



Introduction
The prevention and management of pain in is an essential component of providing holistic care for neonates admitted to a NICU/SCN. Due to the painful procedures and supportive equipment required to provide intensive and special care such as: respiratory support, intravenous access, blood collect, both prevention and management of neonatal pain need to be implemented in daily neonatal care.

Research has shown the smallest/sickest neonates are at the highest risk of neurodevelopmental impairment, and also those most likely to be exposed to the greatest number of painful stimuli in the NICU/SCN. This can lead to long-term physiological, behavioural and neurodevelopmental delays. 

Pain Assessment
Neonates cannot communicate their level of their pain. Thus, the nurse caring for the neonate needs to advocate for the neonate. Routine pain assessment using the approved pain assessment tool allows the nurse to respond with the appropriate pain management and comfort measures required.
Pain assessment should be done regularly (at least 8-hourly) in neonates:
· after surgery
· ventilated (invasive or non-invasive)
· with fractures or skin breakdown
· receiving analgesia.

Equipment
ABHR 
Pain tool - Premature Infant Pain Profile-Revised (PIPP-R)
Flow Chart
Medication chart 
IV Order 

Pain Assessment Tool
[bookmark: _Hlk43814441]All neonates are assessed for pain using the Premature Infant Pain Profile-Revised (PIPP-R) tool. See Attachment 4. 

Scoring Instructions
· Observe neonate for 15 seconds at rest and assess vital sign indicators (highest heart rate and lowest O2 saturation) and behavioural state. 
· Observe neonate for 30 seconds after procedure and assess change in vital sign indicators (highest heart rate, lowest O2 saturation and duration of facial actions observed).
· If the neonate requires an increase in oxygen at any point before or during the procedure, they receive a score of 3 for the O2 SAT indicator
1. Score for corrected gestational age (GA) and behavioural state (BS) if the sub-total score>0
2. Calculate total score by adding Sub-total Score + BS Score

When to Use the Assessment Tool 
Admission to Neonatal Intensive Care Unit
· Complete a baseline pain assessment on admission to the NICU
· Reassess pain score after each procedure
· Record what pain management strategy was provided if applicable

Neonates on respiratory support 
(The below information belongs to Canberra Hospital staff only)
· [bookmark: _Hlk43813440]Complete a baseline pain assessment at the commencement of each shift.
· Pain assessment to be completed every 6 hours for neonates requiring ventilator, NAVA and CPAP respiratory support.
· If neonate appears uncomfortable or agitated, consider pain scoring hourly until the neonate settles or pain management strategies are attended.

Procedures
· Scoring should be completed prior to and following any procedure that the neonate undergoes.
· For procedures where analgesia is given, score 30 minutes post pain management to assess effectiveness.

Continuous analgesia infusions
· On commencement of infusions, complete pain assessment hourly for the first 4 hours.
· Complete 4 hourly thereafter.
· On cessation of infusion continue to complete a pain assessment 4 hourly for 24 hours to ensure neonate is without pain post infusion.

Post operatively
· Complete a baseline pain assessment on return from the operating theatre
· Follow pain management guideline depending on neonates’ clinical needs (respiratory, sedation).

Whenever you suspect an infant may be in pain (e.g. after IV extravasation)
· If the nurse perceives the neonate to be in pain, complete a pain assessment. 
· Discuss neonates pain score with nursing team leader and medical team.

Documentation
· Document score on observation chart
· Document score and management in progress notes
· Discuss the neonates pain score and pain management plan at handover with the nurse/MO you are receiving or giving handover to.

Pain Management
Pain Management in neonates can be guided by three principles:
	Principle
	Consideration
	Examples

	1. Prevention
	Is the test/Intervention necessary?

Is there a non-invasive method to gain the same information/data?
	· TCMs for monitoring Co2 rather than a CBG/ABG?
· Central line be used rather than a peripheral

	2. Environmental and Behavioural
	Create a developmentally appropriate environment.

Reduce noxious stimuli to minimise stress.

Introduce comfort measures to settle neonate.
	Reduce noxious stimuli to minimise stress such as:
· Lighting
· Tactile stimulation
· Visual stimulation
Implement comfort measures such as:
· Developmental positioning 
· Facilitated tucking
· Non-nutritive sucking
· Containment strategies
· Rocking

	3. Pharmacological
	Pharmacological pain relief as per pain score and clinical assessment
	· Administer Sucrose before procedure
· Provide pain relief as ordered (see Medication and/or IV fluid charts)
· Seek medical review if no and / or inadequate analgesia prescribed
· Reassess 30 minutes after pain relief and review management if required
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Introduction
Thermoregulation is a key aspect of neonatal care. Neonates, especially who are preterm and small for gestational age are at risk of increased morbidity and mortality due to their inability to effectively thermoregulate. This section aims to provide clinical processes to assist neonates to attain thermostability. 

Thermoregulation for the purpose of this guideline is the ability to balance between heat production and heat loss in order to maintain a body temperature within a normal range. The normal thermal range is 36.5-37.5 ⁰C.

Criteria for thermoregulation assistance:
· ≤ 36 weeks gestation OR ≤ 1800 grams
· Surgery
· Moderate to high sedation therapies
· Muscle relaxation
· Phototherapy
· Prolonged procedure
· Observations requiring exposure of chest or abdomen
· Temperature instability for any reason
· Isolation for infection risk or additional precautions

Alert
[bookmark: _Hlk66779207]Controlled Hypothermia to treat HIE. Refer to Cooling for HIE section in Neonatal Neurology Procedure. Hyperthermia may worsen the extent of brain injury following hypoxic ischemia.

Equipment
· ABHR/hand hygiene equipment
· Patient Identifiers
· Thermometer
· Disposable Thermometer Cover
· Temperature Probe (if probe mode available on equipment)
· Thermal Support Equipment
· Swaddling sheets
· Newborn clothing (suits, beanies)

Thermal Support Equipment
	Equipment
	Types
	Description
	Indication/criteria

	Isolette / Incubator
	Giraffe Isolette


	· Incubators are the optimal choice for preterm infants for thermoregulation. utilised to provide a controlled, enclosed heated environment to ensure neutral thermoregulation is provided, enabling the infant to be nursed unwrapped.
· It can be operated in manual or servo control settings. MUST BE SET ON MANUAL CONTROL: this requires one constant environmental temperature to be set manually

	· <34 weeks GA
· <1800g
· >34 week GA neonates with temperature instability (hypothermia)

	Open Care Center WITH radiant heater
	Babytherm 8010 Open Care Unit.

	A thermoregulatory cot that is not enclosed, allowing easy access to the infant requiring frequent intervention as well as temperature support via bed mattress warmer and radiant heater
	· Term neonates requiring close observation and prolonged exposure
· <34 weeks CGA and <1800g transitioning from isolette
· Thermally stable and well adapted neonates requiring CPAP and TPN and/or has central line access


	Resuscitaire with radiant heater
	· Panda Ires
· Giraffe Warmers
	· It is an integrated system that provides warmth as well as the basic equipment required for pulmonary resuscitation in infants. 
· The resuscitation system includes venturi suction device, two medical gas flow meters, airway pressure manometer and peak inspiratory pressure(pip)control valve.
	· Used for neonatal resuscitation
· Compatible with transport shuttle for neonatal transport
· Resuscitaire are not to be used for long-term thermal management

	Giraffe OmniBed (Hybrid)
	 
	· Operates as an incubator, with the ability to raise the hood and function as an open-system radiant warmer. 
· This cot is beneficial for premature infants who are best suited to being nursed in an incubator, where there is indication for frequent access or surgery that necessitates an ability to provide open-system care.
	· Neonates requiring surgery
· <32 weeks


	Open care centre WITHOUT radiant heater
	· Lifetherm 2000
· Babytherm 8000 WB 
	is a heating device that provides warmth through an external heat conducting system via gel bed mattress warmer

	· <34 weeks CGA and <1800g transitioning from isolette
· Can be used for infants on intensive phototherapy treatment
· Thermally stable and well adapted neonates requiring CPAP and TPN and/or has central line access


	Heated mattress  

	Cosytherm

	· is a heating device that provides warmth through an external heat conducting system
· Used for Perspex cots

	For infants nursed in an open cot but cannot maintain temperature >36.5 ⁰C




	Perspex cot
	 
	generally used for term neonates with thermal stability and requires minimal care
	Neonates self-ventilating in room air
>34 weeks CGA and >1800g transitioning from isolette
Thermally stable and well adapted neonates 



Procedure
All procedures must follow hand hygiene, patient identification, privacy and confidentiality, and communication for safety protocol.

[bookmark: _Toc100325800]Section 5.1: Method of Temperature Assessment
Axillary Temperature
Per Axilla (PA) is the preferred method of temperature measurement.
1. Place the thermometer into the thermometer case to get the reading 88.8 ⁰C
2. Place the thermometer into the disposable thermometer cover. 
3. Position the tip of the thermometer in the middle of the axilla
4. Lock the tip under the arm at a 35-45-degree angle in relation to the arm, using the arm to slightly apply pressure. 
5. Wait for a beep sound for an accurate temperature reading.
6. Clean with alcohol
7. Parents can be taught to safely take their baby’s temperature using the same process.
8. Document temperature on observation chart.

Probe Temperature
The use of the probe temperature as a pattern may be beneficial to reduced handling of the neonate, which is an important component of developmental care. The location of the probe must be confirmed regularly to assess the legitimacy of the measurement. The procedure for initiating probe temperature measurement is as follows:
1. Choose device specific temperature probe
2. Plug temperature probe to specific probe outlet
3. Discard adhesive patch if present.
4. A temperature probe is placed under the infant until there temperature is stable. Wait until probe temperature stabilises
5. Measure and record the infant’s PA temperature and compare with skin temp probe reading. 
6. Once accuracy of skin probe is confirmed, monitor continuously, and record probe temperature hourly.
7. Reposition probe as per Neonatal Skin Risk Assessment Scale guidance, found in the Developmental Care in the Neonatal Intensive Care Unit and Special Care Nursery Guideline, to prevent pressure injury.

[bookmark: _Toc100325801]Section 5.2: Frequency of Temperature Assessment And Thermal Management
· Admission and change of thermal environment: Hourly for 4 hours until within normal range
· Once patient’s temperature is within normal range and stable, PA temperature to be done 4-6 hourly
· If infant’s temperature is <36.5 ⁰C or >37.5⁰C: 
a) Adjust thermal environment temperature by +/- 0.5 ⁰C every 30-60 minutes
b) Monitor temperature every 30-60 mins during warming and cooling until neonate’s temperature stable. 
c) Consider changing thermal environment e.g. transferring to isolette for effective thermal management
d) Rather than actively cooling, infants are to be cooled by removing external heat sources and any objects that block heat loss such as removing extra blankets.

[bookmark: _Toc100325802]Section 5.3: Care of Neonate in an Isolette/Incubator

Alert:
Isolette power should always be on, as the fan does not work when switched off. However, there is an exemption, while transferring a self-ventilating neonate from room to room or out of ward in an isolette which is a short duration, keep a porthole of the isolette open for air circulation. 

1. Assess neonate’s eligibility to be nursed in isolette/incubator. See Thermal Support Equipment Indication/Criteria table
2. Set the isolette to MANUAL control
3. Pre-warm isolette to 35 C prior to admission of a neonate
4. All infants in incubators should be dressed (including a hat), except
a. Umbilical lines insitu 
b. Extreme levels of humidity 
c. Poor skin condition 
d. Phototherapy
e. Respiratory support
5. Measure and record temperature as per frequency of temperature assessment
6. Apply probe temperature 
a. Closely monitor temperature and check site when there is a change in infant’s temperature or environmental temperature of ≥ 0.5°C.
7. Adjust isolette temperature as per frequency of temperature assessment and thermal management 
8. Use isolette covers as per Developmental Care in the Neonatal Intensive Care Unit and Special Care Nursery Guideline
9. The outside of the isolette should be cleaned daily. The isolette and isolette cover should be changed every 7 days or sooner if soiled. Attach cot change sticker on isolette with due date of change 
8. During procedures that require the isolette door / portholes to remain open for extended periods, activate the heat shield.
a. Do not leave portholes open in order to reduce fluctuations in air temperature and creating drafts.
9. Within 8-24 hrs of maintaining the PA temperature in this range and reducing the isolette temperature to 27 ⁰C, consider transferring neonate into an open cot or open care centre.

[bookmark: _Toc100325803]Section 5.4: Transferring from Isolette to Open Cot (>34 Weeks And/Or >1800g)
[bookmark: _Hlk66430070]Criteria for transferring an infant to an open cot
· Thermally stable with isolette temperature <27 C for >8 hours. 
· Infant is >34 weeks CGA and/or >1800g
· Infant having consistent weight gain and weight is >1800gms 
· Tolerating most enteral feeds 
· No significant apnoea and bradycardia (requiring stimulation)

Alert:
Bathing should not occur until the axilla temperature has been maintained after transition to open cot, for at least 48 hours.

Equipment
· Perspex cot 
· Thin mattress 
· Sheet/wrap
· 1 -2 blankets 
· Clothing – hat and booties, newborn suit

Procedure
1. Once isolette temperature reaches <27 ⁰C and newborn meets criteria for transfer, transfer neonate to open cot at developmentally appropriate time i.e. during cares
2. Dress neonate with beanie and newborn suit, swaddle with sheet/wrap, and place blanket over neonate. Refer to Safe Sleeping Guideline and Developmental Care in the Neonatal Intensive Care and Special Care Nursery policies for neonatal sleeping and positioning. 
3. Continue to measure and record PA temperature as per frequency of thermal assessment.
4. Adding or removing of blankets or clothing may be required once the transition has taken place, in order to maintain the PA temperature 36.50 – 37.50C.
5. Once normal axilla temperature maintained, measure temperature 4-6 hourly as developmentally appropriate
6. If neonate is not maintaining temperature appropriately but meets the above criteria, i.e axilla temperature <36.5 ⁰C after 4 hours of active management, consider use of open care centre with/without radiant heater or heated mattress for further thermal management.



[bookmark: _Toc100325804]Section 5.5: Transferring from Isolette to Open Care Centre With/Without Radiant Warmer (<34 Weeks and/or <1800g)
Criteria for transferring an infant to an open care centre/heated mattress
· Axilla Temperature >37.5 ⁰C consistently for > 8 hours at an isolette temp of 26 ⁰C
· Infant is <34 weeks CGA
· Infant having consistent weight gain
· Tolerating most enteral feeds 
· No significant apnoea and bradycardia (requiring stimulation)
· After medical team consultation
· Venous and Arterial Central Line Access 
· Respiratory Support

Equipment
· Open care centre without radiant heater
· Thin mattress 
· Sheet/wrap
· 1 -2 blankets 
· Clothing – hat and booties, newborn suit

Procedure
1. Once isolette temperature is below 29 C and newborn meets criteria for transfer, reduce temperature by 0.5 C as tolerated until 26 C
2. Transfer neonate at developmentally appropriate time i.e. during cares
3. Refer to sections Care of neonate in open care centre/resuscitaire with radiant heater and Care of neonate in open care centre without radiant heater/heated mattress below for ongoing management of neonate.
4. Continue to measure axilla temperature and adjust thermal environment as per frequency of thermal assessment and thermal management
5. Once normal axilla temperature maintained, measure temperature 4-6 hourly.
6. If neonate is not maintaining temperature appropriately but meets the above criteria, e.g. PA temperature <36.5 ⁰C after 4 hours of active management, consider returning to isolette.

Alert:
If additional signs of thermal instability found such as vomiting, apnoea and bradycardia and weight loss after transition, consider returning newborn to previous thermal environment

[bookmark: _Toc100325805]Section 5.6: Care of Neonate in an Open Care Centre/Resuscitaire With Radiant Heater
Equipment
· Open care centre/resuscitaire with radiant heater 
· Thin mattress 
· Sheet/wrap
· Optional: 1 -2 blankets, Clothing – hat and booties, newborn suit

Procedure
1. Set radiant warmer on manual mode
2. If using OPEN CARE CENTRE with radiant heater and set bed mattress warmer to 34⁰C
a. Set radiant heater by 2 levels
3. If using RESUSCITAIRE with radiant heater
a. Set radiant heater by 50%
4. Place neonate on prewarmed equipment 
5. Use clinical judgement regarding the choice appropriate clothing/covering to allow for conditions that require visual assessment 
6. Obtain baseline PA temperature
7. Place temperature probe on neonate’s skin surface
8. Monitor and document patient temperature according frequency of assessment and thermal management and adjust accordingly:
a. If axilla temperature <36.5⁰C  or > 37.5⁰C, adjust radiant heater prior mattress temperature
i. Open Care Centre With Radiant Heater
· Adjust OPEN CARE radiant heater by 1 level with maximum level of 5
· Once radiant heater off, titrate bed mattress accordingly
ii. Resuscitaire With Radiant Heater
· Adjust RESUSCITAIRE radiant heating by 5% with maximum heating of 70%
· Turn resuscitaire off and monitor axilla temperature until stable
9. Consider transferring newborn to open cot, only once equipment set to lowest setting and axilla temperature >37.5 ⁰C for >8 hours
10. If neonate’s temperature remains <36.5 ⁰C post-intervention for >8 hours, consider return to isolette 

Note:
If neonate remains hyperthermic post-interventions, consider endogenous causes for >37.5⁰C and inform medical team.

[bookmark: _Toc100325806]Section 5.7: Care of Neonate Nursed in Open Care Centre Without Radiant Heater/Heated Mattress 
Equipment
· Open care centre without radiant heater or heated mattress
· Thin mattress 
· Sheet/wrap
· 1 -2 blankets 
· Clothing – hat and booties, newborn suit

Procedure
1. Place neonate on prewarmed heated mattress set to 34 ⁰C 
2. Use clinical judgement regarding the choice appropriate clothing/covering to allow for conditions that require visual assessment 
3. Monitor and document patient temperature according to frequency of assessment and thermal management.
4. If PA temperature <36.5⁰C or >37.5⁰C, adjust as per frequency of assessment and thermal management
5. Reducing the mattress temperature setting should commence when the infant’s per axilla temperature is stable and has remained within normal limits for 3-4 hours.
a. Open care without radiant warmer:
i. Reduce the mattress temperature by 0.50C, 3-4 hourly with cares/feeds as tolerated until the mattress setting is 290 C or the lowest settingNote:
· If neonate meets criteria for being in an open care centre  and PA temperature is >37.50 C for >8 hours  at the lowest mattress temperature setting and neonate is not exhibiting any clinical signs of sepsis, consider turning open care centre off. 
· Gel mattresses used in open care centres can become cold so monitor patient’s temperature regularly if mattress temperature is turned off


b. Heated mattress:
i. If nursed in cozytherm mattress and newborn maintaining PA temperature at >37.50C  for 3-4 hours, then the mattress can be removed from the cot and replaced with standard thin mattress.
6. Infant must be placed back in an isolette at any time the PA temperature is <36.0C or if the clinical condition deteriorates.
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Neonatal Hearing Screening
Approximately 1 in every 1000 infants in Australia will have permanent hearing loss in both ears at birth. Newborn hearing screening is universal for all infants born in Australia. It aims to identify infants born with a hearing impairment regardless of whether they are at risk. Early detection of hearing loss leads to early intervention and significantly better speech and language outcome compared to delayed detection and intervention. Hearing screening results must be documented in the patient’s discharge form and newborn blue book.

Newborn Screening Test: 
The Newborn Screening test is a free screening program for all infants born in Australia. The program screens newborns for approximately 25 genetic metabolic conditions and disorders which benefit from early intervention. For the test, please refer to Newborn Screening Test Procedure. This must be documented in the flowsheet in DHR (Newborn Screening Test) patient’s discharge and newborn blue book.
Pulse Oximetry Screening – Neonates
Newborn pulse oximetry screening complements the newborn examination and is used to detect hypoxaemia. The screening improves the detection of critical congenital heart disease (CHD) to 92 per cent of cases. Congenital heart defects that do not present with hypoxaemia may not be identified. Time of screening for term infants without lung disease is at 4-48 hours of age and must be undertaken using one of the lower limbs early screening (prior to 24 hours of life) is more likely to reflect transitional circulation. All infants in NICU and SCN should have a formal saturation screen with the results documented in the birth register, NEWS chart or discharge planning form prior to discharge. Refer to Pulse Oximetry Screening – Neonates Procedure for further information. 

Ophthalmology (Eye) Screening
Due to the increased risk of ROP amongst premature neonates, ophthalmology (eye) screening is in important aspect of neonatal care. The criteria for eye screening include premature infants born <31 weeks gestation, Birth weight <1250g (any gestation), and infants outside the previous criteria and <34 weeks of gestation at birth that require oxygen at 4 weeks of chronological age. All infants who fit the above criteria must have their first eye check at 32 weeks corrected gestation or 4 weeks of age whichever comes later. Refer to Retinopathy of Prematurity Screening and Treatment Procedure for further information on ophthalmology (eye) screening for neonates. This must be documented in the patient’s discharge summary.  

Neurological Screening
Routine Cranial Ultrasounds must be attended by the radiology team and must be routinely attended for neonates <32 weeks and or 1500 grams:
· In the first week of life- ideally in the first 72 hours
· In the second week of life
· At 6 weeks of age if <30 weeks
· At term corrected age
· Suspicion of intraventricular haemorrhage 
· Monitoring of post-haemorrhagic hydrocephalus

Refer to Ultrasounds and Echocardiograms in the Department of Neonatology – Neonates Procedure for further information on neurological screening. This must be documented in the patient’s discharge form.

[bookmark: _Hlk44595033]Promote and Support Breastfeeding
As a breastfeeding friendly accredited organisation, it is the role of the clinicians to promote the Ten Steps to Successful Breastfeeding. It is essential to refer mothers in the care of the Division of Women, Youth and Children to available lactation services such as Lactation Consultants and educational resources. Mothers with infants in NICU and SCN frequently require assistance and support to express milk and to establish breastfeeding. When an infant is admitted to NICU or SCN, the mother should be supported to commence expressing breastmilk as soon as possible. Oral colostrum care for all infants including the very low birth weight infants in the first few days of life is encouraged in our NICU and SCN. Refer to Developmental Care in the Neonatal Intensive Care and Special Care Nursery Guideline for feeding and nutrition for neonatal developmental care.
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Introduction
An important aspect of neonatal care is to provide holistic care to not only the neonate but also to provide support for their families. This section will provide an overview of the roles and referral practices of the allied health team such as physiotherapy, social work, dietician, lactation consultant, and speech pathology in the care of neonates and their parents/guardians. 
Physiotherapy 
[bookmark: _Hlk45702057]Physiotherapy in the Nursery is a specialised clinical area.  It requires extensive professional development in the area and advanced clinical reasoning skills. This document outlines the involvement physiotherapy has in the nursery. Specific respiratory physiotherapy can be found in the Ventilation – Invasive and Non-Invasive (Neonates and Infants) Procedure under Respiratory Physiotherapy techniques for Infants in NICU. This document pertains to infants born at or transferred to the Canberra Hospital. 

Equipment
· Appropriate hand hygiene
· Observation of patient notes/observation chart
· Personal protective equipment (PPE) as required

Procedure
Referral to physiotherapy can be made by paging the NICU physiotherapist. Early, timely referrals are appreciated to organise an appropriate time to see the infant while respecting developmental care principles. This usually occurs prior to cares/feeds. This also enables appropriate discharge planning to occur and ongoing referrals to be made. If a referral is made and the infant is for discharge, the physiotherapist will try and accommodate developmental care principles, however in the patient’s long term best interests, a physiotherapy assessment may occur outside of cares/feed time in consultation with the nurse looking after them. 

The physiotherapist will operate with respect to family centred care and developmental care. 

Infants born extremely premature (less than 30 weeks) or very low birth weight (less than 1000grams) are a blanket referral for physiotherapy assessment. 

This involves:
· Hands on assessment from 34 weeks as clinically appropriate
· General movements video assessment (parents/guardian must provide written consent for this to happen). They will have a trajectory completed – a video every 2 weeks from about 30 weeks until term and then a fidgety video completed at 12 and 14 weeks corrected. If they live in Canberra, the fidgety video will be completed by Child Development Service. If they live in NSW, the family can send their 12- and 14-week videos to a Virtual clinic at Canberra Hospital. 

These assessments will be used to identify any areas for improvement for the infant and the need for an Early Intervention referral. The infant may also benefit from a developmental play program. This will include appropriate developmental exercises for this child. This may also include a positioning program i.e. for head, stretching program or positioning for tone. If an infant has a developmental play program, it would be beneficial for the infant to have it completed with cares, as appropriate. 

Physiotherapists should be referred other infants that meet criteria for General Movements Assessment and a hands-on assessment. These may include:
· Major surgery in the neonatal period
· HIE 2-3
· Grade 3 or 4 Intraventricular haemorrhage (IVH)
· Other in discussion (i.e. MCA infarct, severe meningitis)

Other infants, that do not meet criteria for general movements assessment, may still be referred for physiotherapy assessment (e.g. genetic disorders). 

Infants can also be referred for a musculoskeletal problem. These include:
· Foot deformities
· Head preference
· Plagiocephaly
· Torticollis
· Contractures
· Abnormal posturing/positioning
· Developmental dysplasia of the Hip (DDH)
Treatments for above conditions may include:
· Casting for congenital talipes Equinovarus
· Assessment of restricted range of motion and stretching program
· Splinting of upper or lower limbs
· Casting for knee recurvatum
· Casting for upper limb contractures
· Torticollis- may require positioning program and stretching program
· Positioning program for plagiocephaly and head preference
· Application and management of Pavlik harness/braces for DDH- post referral from consultant

If a physiotherapist is involved in the nursery, they will liaise with nursing staff for appropriate times to complete physiotherapy intervention/developmental play program. The frequency of these will be determined by the physiotherapist. 

Social Work
Social Work is an essential service offered by WYC to support parents/guardians while their newborn is admitted to the NICU/SCN. The admission of a neonate to the NICU/SCN is an extremely stressful situation for parents. It is the role of the clinician to refer these families to social work. The social work services include psychosocial support, grief and loss support, and community referrals. To refer a family to social work, follow current hospital referral pathways. 

Dietician
Neonatal nutrition is another allied health service that is integral to neonatal growth and development. The Neonatal Nutrition Guideline highlights the policies and protocols on feeding regimes as well as the criteria for dietician review. Refer to this guideline on the process of evaluating neonatal nutrition and dietician referrals.

Lactation Consultant
It is the role of the lactation consultant to initiate early engagement with mothers whose infants are admitted to WYC. They will assist mothers in initiating and maintaining their milk supply for their infants during their duration on NICU/SCN. This is a holistic model to nurture, educate, and empower mothers to provide the best possible nutrition for their infants. It is integral to neonatal care that the lactation consultant team is included in the care of infants in NICU/SCN. To refer a mother to a lactation consultant, follow current hospital referral pathways. 

Speech Pathology
Speech Pathology is another important service to assist with neonatal growth and development. Speech pathology support is essential to successful introduction of positive feeding practices amongst the neonatal population especially premature neonates. Refer to Developmental Care in the Neonatal Intensive Care Unit and Special Care Nursery Guideline for further information on speech pathology recommendations around feeding and nutrition. To refer an infant to speech pathology, follow current hospital referral system. 
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Introduction
The common indications for intramuscular (IM) injections is Vitamin K and Hepatitis B Vaccine administration at birth and the Infanrix and Prevenar Vaccinations at two-months of age in NICU and SCN. Refer to Neonatal Intensive Care Drug Manual and the Australian Immunisations Handbook. All of these medications require parental consent before administration. IM injections are to be administered by a skilled clinician as per Medication Handling Policy. 

Neonates have a small amount of muscle mass in which to receive IM injections. When IM injections are necessary, the recommended administration site is the thickest portion of the vastus lateralis muscle of the anterolateral thigh. This site is preferred because it has a larger muscle mass than other sites and it lacks vital structures, which reduces the risk of injury. 

Equipment
· ABHR/hand hygiene protocol
· Gloves
· Prescribed medication
· Syringe
· 23G to 25G, ⅝" (1.6-cm) needle
· Alcohol pad
· Gauze pad or cotton ball
· Optional: small adhesive bandage, filter needle, gloves, pacifier with or without sucrose, label, vaccine information statement

Procedure
1. Perform hand hygiene practice protocol throughout procedure
2. Check patient identification as per Patient Identification and Procedure Matching Procedure
3. Explain procedure to parents/guardians and obtain consent
4. Gather equipment
5. Perform Medication Safety protocols prior to medication administration
6. Prepare medication as per Neonatal Intensive Care Drug Manual or Australian Immunisation Handbook
a. For immunisations, make sure to remove all relevant labels for documentation
7. Inspect medication solution for particles and discoloration. Do not administer if integrity is compromised
8. Provide pain relief and/or developmental care measures (breastfeeding, sucrose, dummy, swaddling)
9. Don gloves, optional (gloves do not protect against needle stick injury)
10. Locate injection site
a. Vastus lateralis muscle, located in the anterolateral aspect of the upper thigh, is the preferred IM injection site for a neonate.

Alert:
IM injections in neonates should not be administered in the upper outer aspect of the buttocks because of the risk of damaging the sciatic nerve. For neonates who weigh less than 1,500 g, the IM injection volume for one leg shouldn't exceed 0.5 mL.


[image: ]

11. Stretch the neonate’s skin flat between thumb and index finger of your nondominant hand (ensures correct needle placement
12. Position syringe at a 90-degree angle to the skin surface
13. Quickly and smoothly insert the needle through the skin and subcutaneous tissue, deep into the muscle at a 90-degree angle. 
14. Follow manufacturer’s recommendation for injection rate
a. Inject immunisation medications rapidly
15. Withdraw needle and apply light pressure on injection site for several seconds with gauze or cotton ball
16. Inspect injection site and apply adhesive bandage, if bleeding present
17. Discard syringe into sharps bin
18. Remove gloves, if worn
19. Monitor neonate closely for adverse effects
a. For immunisations, apply cardiopulmonary monitoring for 24 hours
20. Document procedure on all relevant forms
a. Medication Chart (MAR)
b. My personal health record (Blue book)
c. Discharge form
d. Progress Notes
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Introduction
Neonates admitted to NICU and SCN are subject to modified sleeping and positioning practices due to their clinical needs. It is important for clinicians to consider appropriate positioning for neonates based on their developmental needs. Refer to Developmental Care in Neonatal Intensive Care and Special Care Nursery Guideline for further developmental recommendations. Once a neonate is stable and is close to discharge it is imperative for clinicians to educate parents and to promote safe sleeping and positioning recommendations.     

Safe sleeping and positioning can reduce the risk of all sleep-related infant deaths also known as Sudden Unexpected Death in Infancy (SUDI) or Sudden Infant Death Syndrome (SIDS). SUDI is the leading cause of infant death with a peak age of 2 – 4 months of age. It is very important for clinicians working in NICU & SCN to educate and encourage parents/guardians to practice safe sleeping and positioning before discharge to reduce SUDI. Infants in the NICU/SCN are at an increased vulnerability to SUDI because their parents are influenced by neonatal practice and altered sleeping positions due to their medical needs. It is recommended that clinicians and parent/guardians follow the safe sleeping recommendations prior to discharge. Refer to Safe Sleeping Guidelines: Neonates and Infants up to 12 months of age.

Roles of Clinicians
· Ensure that infants sleep in a safe environment
· Are aware of best practice recommendations from RedNose Australia
· Are aware of the resources available for parent education
· Provide consistent education, support and encourage parents/guardians on safe sleeping practices.
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Outcome
Neonates admitted to NICU and SCN receive the highest quality care in relation to:
Assessment
Care of a neonate
Thermoregulation
Holistic Care
Developmental Care
Pain Management
IM injections

Measures
Review and monitor incident reports in RiskMan related to the assessment and care of neonate:
· Observations and monitoring
· Thermoregulation
· pain management.
Review and monitor routine screening presented in departmental quality and safety, family-centred care, clinician, and management committees.
Review clinician and consumer feedback related to procedures highlighted in the document via relevant reporting processes. 
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Policies
· ACT Health Directorate Nursing and Midwifery Continuing Competence Policy
· Informed Consent – Clinical
· Medication Handling 

Manuals
· Neonatal Intensive Care Drug Manual
· Australian Immunisations Handbook.

Procedures
· Infection Prevention and Control - Healthcare Associated Infections Procedure
· Patient Identification and Procedure Matching Procedure 
· Care of the Extremely Preterm and Low Birth Weight Neonate
· Retinopathy of Prematurity Screening and Treatment Procedure
· Respiratory Support – Invasive and Non-Invasive (Neonates and Infants)
· Australian Immunisation Handbook, 10th Edition, 2013
· Neonatal Neurology 

Guidelines 
· Fasting Guidelines for Patients Requiring Sedation or Anaesthesia Guideline
· Assessment of the Newborn Guideline 
· Developmental Care in the Neonatal Intensive Care and Special Care Nursery Guideline 
· Safe Sleeping Guidelines – Neonates and Infants up to 12 months of age
· Neonatal Nutrition Guide
· Jaundice in the Newborn

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011
· Charter of Healthcare Rights


Forms
· Composite Growth Chart – Boys and Girls
· Neonatal Admission Assessment, Care Plan and Discharge Planning
· Neonatal Admission Assessment, Care Plan and Discharge Planning Insert
· Neonatal Intensive Care Unit Fluid Balance and Flow Chart
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	Pain Management Guideline

	PROCESS
	RATIONALE

	Using the Pain Score 
· Score < or = 5 indicates no acute pain
· Score >10 indicates moderate to severe pain

ACTION PLAN:
Score < or= 5 
· Continue to provide comfort measures

Score 6-10
Rationalise the number of painful procedures
Assess and provide comfort measures
· Modify the environment (e.g. Reduce noise and light)
· Swaddling
· Non-nutritive sucking
· Oral sucrose +/- pacifier
· Containment
· Breastfeeding


Score >10
· Assess and provide comfort measures
· Discuss with Senior Nursing staff (T/L, CND, Access, Level 2)
· Consult with medical staff
· Consider pharmacological treatment
· Consider increasing medication dose, if prescribed

	
A score of < or = indicates that the infant is not experiencing acute pain.  Continue to assess trends and act appropriately to changes. Ballantyne et.al. (1999), Stevens et.al. (1996)




Non-pharmacological measures have been demonstrated to reduce pain, encourage self-soothing ability and assist state control in pre-term and term infants and work best when combined (e.g. Sucrose and pacifier, sucrose and containment) American Academy of Pediatrics (2006), Holsti and Grunau (2010)  NSW Department of Health (2006).

Oral sucrose ameliorates the pain response in infants by, encouraging endogenous endorphin release.  Research continues on the cumulative effect of sucrose on the neuro-development of pre-term infants. American Academy of Pediatrics (2006).  Holsti and Grunau (2010)

Clinically appropriate use of narcotics, is recommended, as research continues on both the short term and long term, risk/benefit to infants.  American Academy of Pediatrics (2006), Bellu, de Waal and Zanini (2007). Whit-Hall, Boyle and Young (2007).
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Weights of Equipment, Leads and Attachments

[Blue Line ETT 3 grams [Umbi Line 3.5 Fr Single 2 grams
[Neobar 2 grams [Umbi Line 5 Fr Single 2 grams
[Preumotac 14 grams [Umbi Line 4 Fr Double 2 grams
[CPAP Snorkel velcro 2 grams [Umbi Line 5 Fr Double 4 grams
[CPAP side straps and velcro 2 grams [PICCines 2 grams
[CPAP Toggle 6 grams IV cannula il
[CPAP Chin strap and velcro 4 grams [Extension to IV Cannula 6 grams
[CPAP hat small 28 grams 3 way tap 4 grams
[CPAP hat medium 36 grams Pall IV filter 2 grams
[CPAP hat large 49 grams Lipid Filter 6 grams
[CPAP snorkel 70 mm 22 grams 2 way chook foot 10 grams
[CPAP snorkel 100mm 24 grams 3 way chook foot 12 grams
[CPAP hat fisher and paykel 12 grams JArm board micro 4 grams
[CPAP hat small 20 grams [Arm board small 6 grams
[CPAP hat medium 22 grams [Arm board large 5 grams
[CPAP hat large 26 grams
[CPAP hat XX large 38 grams [Nutrisafe feeding tube 5 Fr 2 grams
[Trache care 25 grams [Nutrisafe feeding tube 6 Fr 2 grams
[Trache care ¥ connector 4 grams [Nutrisafe feeding tube 8 Fr 2 grams
[Chest tube Fr 10 2 grams [EDI Catheter 5 grams
[Chest tube Fr 12 [3grams
[Chest tube connector 4 grams
[Nasal Cannula Neonate 54 grams [Ear Muffs - each 2 grams
[Nasal Cannula Infant 40 grams [Brainz wrap hat 16 grams
Optiflow Hi flow - purple 12 grams Plastic name band - each 2 grams
[Optiflow Hi flow - orange g grams [Foam name band - each [2grams
[Optiflow Hiflow - red 6 grams

[ —

T — (R (VTR 2 grams
[Chest Leads 3M1 6 grams [Unirary catheter Coloplast 6 Fr__|4 grams
[Masimo sats probe 5 grams [Small stoma bag 2 grams
[T rings. Tgram [Holister colostomy pouch 2 grams
[Brainz needles x4 + Lwhite |27 grams [Stoma bag with click lock 10 grams
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NEONATAL BLOOD PRESSURES (BP) AND POTENTIAL TREATMENT PARAMETERS

Postmenstrualage | 50" percentile | 95" percentile | 99" percentile

44 weeks

Systolic BP (SBP) 88 105 110
Diastolic BP (DBP) 50 68 73
MAP (Mean Arterial Pressure) | 63 80 85
42 weeks

SBP. 85 98 102
DBP 50 65 70
MAP 62 76 81
40 weeks

SBP. 80 95 100
DBP 50 65 70
MAP 60 75 80
38 weeks

SBP. 77 92 97
DBP 50 65 70
MAP 59 74 79
36 weeks

SBP. 72 87 92
DBP 50 65 70
MAP 57 72 77
34 weeks

SBP. 70 85 90
DBP 40 55 60
MAP 50 65 70
32 weeks

SBP. 68 83 88
DBP 40 55 60
MAP a9 64 69
30 weeks

SBP. 65 80 85
DBP 40 55 60
MAP 48 63 68
28 weeks

SBP. 60 75 80
DBP 38 50 54
MAP a5 58 63
26 weeks

SBP. 55 72 77
DBP 30 50 56
MAP 38 57 63

“This table provides estimated values for blood pressures after 2 weeks of age &

fants from 26 to 44 weeks.

Reproduced from: Dionne IM, Abitbol CL, Flynn JT. Hypertension in infancy: diagnosis, management, and

outcome. Pediatr Nephrol 2011
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Sub-Score

Scoring Instructions

The Premature Infant Pain Score: Re

Step 1: Observe infant for 15 seconds at rest and assess vital sign indicators,
(highest heart rate (HR) and lowest 02 Saturation (02 SAT) and behavioural state

Step 2: Observe infant for 30 seconds after procedure and assess change in vital sign
(Maximal HR, lowest 02 SAT and duration of facial actions observed).

icators

Step 3: Score for corrected gest:

nal age (GA) and behavioural state (BS)if the sub-total score >0

Step : Calculate total score by adding Sub-total Score + BS Score

Infant Indicator Indicator Score ket
o +1 +2 +3 [
Change in Heart Rate 04 514 1524 24
(bpm)
Decrease in Oxygen Saturation 02 35 68 8 or increase in 02
(%)
Brow bulge None Minimal Moderate Maximal
(sec) (<3) (3-10) (11-20) (>20)
Eye Squeeze None Minimal Moderate Maximal
(sec) (<3) (3-10) (11-20) (>20)
Naso-Labial Furrow None Minimal Moderate Maximal
(sec) (<3) (3-10) (11-20) (>20)
If sub-score is 0 do not score gestational age or behavioural state-pain score =0
Gestational Age 36 weeks 32wks-35wks, 6d 28wks-31wks,6d <2Buks
(Wks + days)
Baseline Behavioural State Normal for infant’s, Disturbs easily | Restless, unsettled sleep | Exhausted, Hypersensive to
gestation Normal Sleeps for short changes in environment,
sleep/wake cycle periods touch and handling

*Sub-total for ph

iological and facial indicator. If Sub-total score>0, add GA and BS indicator scores
**Total Score: Sub-total Score + GA Score + BS Score

Once you have completed pain score, document on NICU Flow Chart, please implement Pain Management Guideline on page 2
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