Neonatal Case 2 (Jaundice).

2000/2001


Name: Baby of Juliet Carlos.

DOB: 16.12.00.

Birth weight: 2600 g.

Sex: Male.

Reason of admission of mother: Jaundice.

Age: 2 days.

Date of admission: 18.12.00.

Neonatal History:

The baby was pre-term (35 wks). His weight at birth was 2600 g. He cried immediately after birth, and was given to the mother.  Apgar score for the baby was 8 at 1 minute and 9 at 5 minutes.  No resuscitation was done, and he did not suffer from respiratory distress.  The mother blood group is A+, whereas the baby is A+. He started breast-feeding, and passed his urine and meconium. He was given prophylactic vitamin K. He has been vaccinated with BCG and Hepatitis B.

Maternal and Pregnancy History:

Juliet is a 37 years old Filipino cashier in supermarket. She is not related to her husband. There is no history of chronic illness or allergy, and she is not complaining of any health problem. In addition, she is not on any medication.

She has 2 healthy boy and girl. The boy is from previous marriage and he's now 7 years old, and his birth weight was 2800g. The 5-year-old girl is from her current husband and her birth weight was about 3 Kg. (Gravida 3, para 3).  The mother didn't have any complications during her previous pregnancies before or after deliveries.

Family lives in Kuwaitat in a 3-bedroom apartment. The husband is a businessman and he's non-smoker. They have a dog at home.

This pregnancy was planned by the couple. The mother last menstrual period (LMP) was on 8.4.2000, and EDD was on 15.1.2001.  She started antenatal care by the end of the 2nd month, and no abnormalities were detected.  She took vitamin tablets.  She has gestational diabetes, otherwise no other complications e.g. no rash, no infection, no fever, no swelling in lymph nodes.

Delivery:

She presented at 16.12.00 with leaking amniotic liquor since 8:00 p.m.  Labor started at 10 p.m. (16.12.00). CTG was used for monitoring.  Liquor color was normal. Baby delivered at 11:00 p.m. 16.12.00 by normal spontaneous vaginal delivery (NSVD), vertex presentation, no instrument was needed.  Apgar score was 8 at 1 minute, and 9 at 5 minutes.

Clinical Examination:

17.12.00

Skin:

· The child is sleeping comfortably.  He is not pale or cyanotic. The child's skin is yellowish.

· No Capillary hemangiomata or Mongolian spots.  There is skin peeling on the forearm.

Head:

· The head is symmetrical, with normal head circumference (34 cm). There is no swelling on the head, no caput succedaneum, no cephalohematoma. No subaponeurotic swelling.

· Anterior fontanel is palpable 2x2. Sutures are palpable.  Posterior fontanel is about 1.5 x 1.5 cm.

· Normal hair.

Ears:

· Elasticity of the cartilage is normal.

· No dysmorphic features in the ear i.e. normal position.

· No discharge from the ear.

· External auditory meatus is present.

· Child responded to sound caused by clapping of the hands.

Eyes:

· Both eyes have similar size.

· Sclera is yellow (jaundice). Normal iris and cornea.

· Normal pupil reaction and red reflex.

· Eyes move in all directions symmetrically.

· Epicanthic fold (he's Filipino). No widening between the eyes.

Nose:

· Normal shape and size.

· There no obstruction, no discharge, no choanal atresia or stenosis.

· There is no flaring of the alae nasi.

· Normal breathing from nose.

Mouth and throat:

· Mouth size is normal.  There is no microstomia.

· No cleft lips or palate.

· No high-arched palate.

· Tongue: Normal size, no tongue tie, normal color and movement.

· No natal teeth, gum and palate are normal, no Epstein pearls.

Neck:

· No masses in the neck. No redundant skin (webbing).

· Normal movement in all direction (no torticollis).

· No tenderness or swelling on the clavicle.

CV system:

· Heart rate is 130/min.

· Brachial, radial, femoral and dorsalis pedis pulses are all present. All pulses are similar on both sides.

· No brachial-femoral pulses delay.

· Apex beat could be felt roughly in 4th intercostal space about 2 cm from the mid-clavicular line.

· On auscaltation, both S1 and S2 heart sounds are present.  S2 sound is split. No murmur.

Chest examination:

· No extra nipples. Nipples are in the 4th intercostal space.

· No breast enlargement.

· No intercostal, subcostal, or suprasternal retraction.

· Respiratory rate is 45 breath/min.

· On auscaltation, equal air entry to both lungs, breath sound is bronchovesicular. No added sounds.

Abdomen:

· Umbilical stump is present.

· No distention or swelling in the abdomen.

· Spleen is palpable 2 cm below costal margin.

· Liver is palpable 2 cm below costal margin.

· Kidneys are not palpable.

· No masses could be felt.

Genitalia:

· Penis is normal, no hypospadias, epispadias, or other abnormalities.

· Urethral opening is at the tip of the glans penis.

· Two testes could be felt in the crotum.

· No herniation.

· No hydrocele.

Extremities and back:

· Arms are symmetrical with normal fingers in the hands.

· Normal creases in the hands.

· Both legs are symmetrical with normal toes.

· No tenderness on the limbs.

· All joints are moving without restriction.

· Hips are normal (Ortolani and Barlow's tests showed normal stable hips).

· There is no curvature or abnormal hair tufts on the back. No pilonidal sinus or spinal defects.

CNS:

· Normal muscle tone (no hypotonia or hypertonia).

· Normal eye movement.

· Normal symmetrical facial expression.

· No fasciculation in the tongue.

· Primitive reflexes: all are symmetrical.

· Moro's reflex (+ve).

· Rooting reflex (+ve).

· Sucking refelex (+ve).

· Palmar grasp reflex (+ve).

· Plantar grasp reflex (+ve).

· Asymmetrical tonic reflex (+ve).

· Placing reflex (+ve).

· Stepping reflex (+ve).

· Deep tendon reflexes (+ve).

Measurements:

· Length 


= 49 cm.


(90th percentile).

· Weight 


= 2600 g.


(70th percentile).

· Head circumference
= 34 cm.


(90th percentile).

· Temperature 

= 37(C.

· Heart rate 

= 130/min.

· Respiratory rate

= 45 breath/min.

FOLLOW-UP:

18.12.00

· Sucking well, and passed urine.

· Looks well jaundiced.

· Chest, CVS, abdomen, CNS ( NAD.

· Direct bilirubin 
= 0.3 mg/dL.

· Serum bilirubin 
= 12.6 mg/dL.

· Shift the baby to the SCBU and start phototherapy.

19.12.00

· Weight = 2350 g.

· Baby is still jaundiced.

· Chest, CVS, abdomen ( NAD.

· Hips are stable.

· Femoral pulse felt bilaterally.

· Sucking well.

· Baby blood group is A+.

· G6PD deficiency (-)ve.

· CBC results:

WBC

= 7.7 x 103.

Lymphocyte
= 36.3 %

Monocytes
= 5.3  %

Granulocytes 
= 58.4 %

Hgb 

= 16 g/dL

MCV 

= 108.9 fL.

MCHC

= 35.4 g/dL.

Hct

= 45 %

MCH

= 38.5%

Retics

= 6.5%

· Ca+ 

= 102 mg/dL

· PO4- 

= 4.7 mg/dL.

· Direct bilirubin = 0.3 mg/dL

· Total bilirubin 
= 14.9 mg/dL

· Albumin 

= 3.4 mg/dL.

· Plan:

Continue phototherapy.

Check serum bilirubin tomorrow.

20.12.00

· Weight = 2375 g.

· Jaundiced Total serum bilirubin = 13 mg/dL.

· Chest, heart, abdomen ( NAD.

· Plan:

Continue phototherapy.

Check serum bilirubin.

21.12.00

· Child is doing well.

· Chest is clear.

· Serum bilirubin = 11 mg/dL.

· Keep in phototherapy and repeat Total bilirubin tomorrow.

22.12.00

· Child is doing well.

· Serum bilirubin = 9.5 mg/dL.

23.12.00

· Child is doing well.

· Chest is clear.

· Serum bilirubin = 8 mg/dL.

· Can be discharged.

Summary:

Pre-term (35 weeks), Appropriate for gestational age, jaundiced male infant who has been treated.

Khalid A. Yarouf Al-Naqbi.
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