














4 Update -Milestones 
Topic Notes: 1 

1 

1. Gross motor 

2. Fine motor 

3. Language 
4. Social ’ "Handedness" 

pdate - lilesteres t 

At the age of 3 years it develops 

Pinch to zoom 



¢ Neonatology 
Topic Notes: 8 

1 

NEWBORNS 

L- 50 cm 

HC - 35 cm 

HR - 110-160/min 
RR - 40-60/min 

Preterms< 37 weeks 

Normal temperature -36.5- 37.5°C; <36.5 - Hypothermia 
>3+.5°C - Hyperthermia 

SGA or IUGR -B wt< 10 percentile (Small for qestational age) 
AGA - 8 wt 10" - 90° percentile (appropriate for gestational age) 

Terms 3-42 weeks 

LGA - B wt > 90" percentile (large for gestational age) 

Postterm> 42 weeks 

Neonate passes meconium by 24 hours 
Urine by 48 hours 

2. Symmetrical IUGR - early pregnancy problems 

IUGR has signs of intrauterine malnutrition like- small umbilical cord wrinkles on skin 

IUGR subdivided into: 
1. Asymmetrical IUGR - later part of pregnancy (Better prognosis) 

Umbilical cord has 2 arteries + 1 vein: falls by  -10 days (max 2 weeks) 

1. Grasp reflex: 

llkeratelegy 

2. Rooting reiex: 

Single umbilical artery - congenital genitourinary defects such as U/L renal agenesis 

Timing of appearance and disappearance of primitive neonatal reflexes 

3. Moro's reflex 

4. Asymmetric tonic 
neck 

1. Symmetrical tonic neck reflex 
2. Parachute reflex 

2 

1.36-36.5°C: Mild/cold stress 

-2.32-36: Moderate 
3. <32°C: Severe 

NOT PRIMITIVE (AFTER BIRTH) 

3 

Appears 
28 wks IU Life 

32 wks IU Life 

28-32 wks 

35 wks 

Disappears 
3 months 

1 month 

3-6 months 

00:40 

6 months 

Pinch to zoom 
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21:14 

6 7 co 8 



e Neonatology 
Topic Notes: 8 

Preterm child 

Thin, red skin 

B 

Abundant hairs (lanugo) 

C 

Sole creases superficial/absent 
Poor elastic recoil of ears 

COMPLICATIONS OF PRETERM (PREMATURE BABIES) 

Apnea of prematurity T/E- cafeine citrate 

A - Apnea: temporary stoppage of breathing > 20s or <20s associated with: 

bradycardia, cyanosis, pallor 

o Continuous O, requirement til. D28 
o Mild, moderate, severe states 

o O2 requirement at time of discharge 

Bronchopulmonary dysplasia (BPD) - 0, induced inflammatory lung injury 

Mild - room air 

Moderate - 22-29% O 
Severe - > 30% O2 

Colitis (Necrotising enterocolitis) 
Inflammatory injury to intestine 

4 Preterm + Formula feeding ‘ risk 
- Symptoms start from 2d- 3rd week 

Abdominal distension 

Bleeding in stools 
J bowel sounds 

Postterm child 

Anemia 

" Pale desquamated skin 
Long nails 
Absent Lanugo 

Neutropenia 
Thrombocytopenia 
Metabolic acidosis 

Loose skin folds 

3 

Often meconium stained 

Pinch to zoom 
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4 Neonatology 
Topic Notes: 8 

D 

E -

F 

G 

H 

" 

- When qas enters intestinal wall - Xray 
abdomen 

" 

Pneumatosis Pathognomic sign 
Intestinalis 

Ductus Arteriosus (PDA) 

Extended hospitalisations 

Feeding difficulties 
>34 wks - Breast feeds 

32 -34 wks - spoon / Paladai feeds 
28-31 wks - orogastric feeds 
>28 wks - 1.V fluids 

H/c intracranial bleeding - "Germinal matrix haemorrhage" 

Hypoglycemia: Blood sugar< 4omg / dl 
Hypocalcemia: Serum Ca < tmg/d. (Preterm) 

Hyaline membrane disease /RDS 

Hyaline membrane disease 

Respiratory distress syndrome 

m/c cause of RD in preterm (<34 wks) 
or, surfactant deficiency 

Common <34wk 

M/ccause of RD in preterm 
Chest x-ray: 
1. Ground qlass opacity 
2. Reticulogranular opacity 
3. Air bronchogram 

Ground glass opacity with Air 
Bronchoqrams 

< 8mg/dl. (Term) 

2 3 

term 

T/t 

Hypoglycaemia 

Symptomatic 
IV dextrose 

20-40 ng/dl 
Ord. feeds 

Transient Tachypnea of newborn (TTB) 
" M/c cause of RD in Late preterm or 

Persistence of fetal lungs fuid 
Seen in: C-section 

Asymptomatic 

Precipitous delivery 

Chest X-ray: Fluid in lungs 

Pinch to zoom 

Prominent interlobar fissure 

5 

c2omg/a 
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4 Neonatology 
Topic Notes: 8 

T/t: CPAP - for mild 

Mechanical ventilation 

For severe RD 

Surfactant administration 

o Prophylactic 
o Therapeutic 

Via MIST (minimally invasive 
surfactant therapy) 
Or via LISA (less invasive surfactant 
administration 

1- Ischaemic brain injury 

Perinatal asphyxia 

2 

Apq score <3 for >5 mins 

Cord artery pH <t 

H/E m/c cause of neonatal seizures 

Periventricular leukomalacia 

Multiple organ dysfunction Hypoxic ischaemic Encephalopathy 

Larqe babies or LGA 

|Congenital malformations 
" CHD 

Neural tube defect (MC) 

Caudal regression syndrome 
(Most specific) 
agenesis 

Complications in infants of diabetic mothers 

Small. left colon 

Brain involvement 

HIE 

sacral 

(Functional intestinal 
obstruction 

3 

T/t: Symptomatic management 

Low Cost MRP 

Metabolic 
Hypoglycemia 
Hypocalcemia 

4 

Polycythemia 

Respiratory 
Hyaline membrane 
disease (HMD) 
Transient Tachypnea 
newborn (TTNB) 

Pinch to zoom 
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e Neonatology 
Topic Notes: 8 

NEONATAL SEPSIS 

Early-onset sepsis (within 2 hours of birth) - Klebsiella, E coli, (organism from 
maternal genital tract) 
Grp B streptococcus, CONS 

Late-onset sepsis (after 12 hours of birth) - Coagulase - negative Staph (CONS)., 
Staphylococcus 

Diagnosis approach - Sepsis screen + Lumbar Puncture + Blood culture 
TLC < 5000/mm 
ANC < 1800/mm? 

Immature to Total Neutrophil ratio > 20% 
CRP > 1 mg/d 

Organism environment 

microESR> 15 mm in first hour 

if 2 2 of sepsis screen positive - NEONATAL SEPSIS 

Treatment - Antibiotics 

2 

NEONATAL RESUSCITATI0N 

Born 

Term /Breathing Reqular / Tone good 

90% Routine care 

>Primary apnea: HR J 

Yes No 

>Secondary Apnea: 

BP (N) 
Respond tactile management 

3 

HR & 

BP J 

Resuscitation (10%) 

Respond to PPV 

Warmer 

4 

Dry 
Clean secretion (no routine suction) 

Stimulate 

Apnea HR <100/m (within 60 s of birth) 

1:38:52 

PPV (positive pressure ventilation) 

Pinch to zoom 

1:45:06 
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4 Neonatology 
Topic Notes: 8 

Start ’ 30-40cm H0 

Maintain’ 15-20 cm H,0 
Rate - 40-60/min 
>35 wk & Term - 21% 02 

<35 wk Preterm- 21-30% 0, 

Suction bulb 

M - Mask adjust 

R-Reposition baby 
S-Suction 

Revaluate after 15s -’ No improvement in HR 

0- Open mouth 
P -Pressure 

Self Inflating Ambu Bag (for PPV) 

Chest compression 

2 

Chest compression to ventilation ratio 3:1 

A - Alternative airways (intubation / Laryngeal. Mask airway) 
Total PPV 30s reassess HR < 60/m 

Chest compression (3:1 ratio) 

3 

I Reassess HR; no improvement 
Epinephrine 

Suction catheters 

4 

Pinch to zoom 
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4 Neonatology 
Topic Notes: 8 

NEONATAL JAUNDICE 

Physiological jaundice 
Usually appears D2/D3 
Disappears by 2 weeks 
TSB < 15 mg/d. 

2. Congenital hypothyroidism 

Important pathological causes of jaundice in newborns 
1. ABO / Rh incompatibility / TORCH infection -first 24 hr 

4. Cephalhematoma 
5. Cholestasis 

3. Hereditary detects in bilirubin metabolism 

BREAST HILK JAUNDICE vs BREAST FEEDING JAUNDICE 
4 Persists 3-10 wks 

Pathological jaundice 
Appears first 24 hours 

Side effects 

2 

Persists beyond 2 weeks 
TSB >15 mg/ 

Phototherapy-Best treatment approach for neonatal jaundice 
Hechanism by which photoftherapy reduces bilirubin 

Dehydration 

TSB rises >0.2mg/dl/hr OR Smg/dl/day 

Wavelength: Blue-Green light (460-490 nm) 

Retinal damage 

Structural isomerization (forms lumirubin; most effective method) 

Confiqurational isomerization (2 -isomers to E-isomers) 
Photo - oxidation products 

Hypocalcemia 
Bronze baby syndrome 

Phototherapy 

3 

-(Persist for 2-3 wks) 

Crigler- Najjar syndrome 
Gilbert syndrome 
Dublin Johnson syndrome 
Rotor's syndrome 

Exchange Transfusion - Aqgressive reduction in neonatal jaundice when kernicterus 
risk likely. 

4 

02:03:44 

Exchange Transfusion 

Pinch to zoom 
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4 Neonatology 
Topic Notes: 8 

Kernicterus - bilirubin induced brain damage (basal ganglia) 
S/E: hypoglycemia 

Hypocalcemia 
Hyperkalemia 

2 

Metabolic alkalosis 

Problems related to catheterisation 

Erythema Toxicum 
" Mc erythematous rash in 

newborn 

Eosinophils 
No T/t required 

Caput Secundum 

" Fluid collection 

Pictorial diagnosis in newborns 

Appear in 12-24 hr of birth 

Disappear in 2-3 days 
Gross sutures 

3 

Mongolion spots 
Blue patches 
Particularly 
common in 

Caput secundum vs Cephalhematoma 

Lumbosacral area 

Disappear on own by 
1yr 

4 

Harlequin color 
Due to immature tone 

of blood vessels 

Cephalhematoma 
Blood collection 

" Late appearance 

Disappear in 3-6 wks 

Limited by sutures 

Pinch to zoom 
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