
First 24 hours with a newborn explained

The first minutes: transition, warmth, and quick assessment

Immediately after birth, the clinical priority is helping your baby make the
physiologic transition from placenta-supported oxygenation to independent
breathing. A newborn is usually dried, stimulated gently, and placed
skin-to-skin on the birthing parent’s chest if both are stable. Drying matters
because newborns lose heat quickly through wet skin, and hypothermia can worsen
low blood sugar and breathing stress.

Clinicians assess heart rate, respiratory effort, muscle tone, reflex response,
and color. Many hospitals document this using the Apgar score at 1 and 5
minutes. Apgar is not an intelligence test, a prediction of long-term health,
or a grade on the birth. It is a structured snapshot that helps the team decide
whether a baby needs extra support such as airway positioning, suction only if
indicated, oxygen, or more advanced resuscitation.

Cord clamping practices vary by setting and clinical situation. Delayed cord
clamping may be used when appropriate, but urgent concerns about the baby or
birthing parent can change the plan. Identification bands are typically placed
early, and the team confirms the baby’s identity and sex as part of routine
safety procedures.



Skin-to-skin contact and early bonding

When medically safe, uninterrupted skin-to-skin contact in the first hour can
help stabilize temperature, heart rate, and breathing. It also gives parents a
quiet chance to notice early feeding cues: rooting, hand-to-mouth movements,
licking, and alert gazing. Some babies latch quickly; others need time,
positioning help, or simply rest after a long labor.

If a cesarean birth, anesthesia effects, heavy bleeding, prematurity, or
newborn respiratory concerns interrupt immediate contact, bonding is not lost.
Another parent or support person may be able to provide skin-to-skin, or you
may begin once both you and the baby are stable. The first day is an
introduction, not a one-time test.

Many newborns have a period of alertness soon after birth, followed by several
sleepy hours. This can surprise parents who expected continuous feeding.
Sleepiness can be normal, but a baby who cannot be roused enough to attempt
feeding, has poor tone, or seems persistently unwell needs prompt clinical
assessment.

Feeding in the first 24 hours

Early feeding is partly nutrition and partly skill-building. For breastfeeding
families, the first milk, colostrum, is produced in small volumes but is rich
in immunologic and nutritional components. A newborn’s stomach capacity is
small, so frequent attempts and effective latch often matter more than large
visible amounts. Nurses and lactation consultants can help evaluate
positioning, latch depth, swallowing, nipple pain, and whether the baby is
transferring milk.

Formula feeding may be chosen or medically recommended in some circumstances.
If you use formula, staff can show safe preparation, paced feeding, burping,
and typical intake ranges for a newborn. Families using donor milk, expressed
colostrum, combination feeding, or supplementation should receive
individualized advice from the care team.

Common first-day feeding patterns include:



Short, frequent feeding attempts rather than long predictable sessions.
Clustered interest during alert periods and long sleepy stretches afterward.
Small amounts of colostrum or formula, with gradual increase over the next days.
Need for hands-on help, especially after cesarean birth, instrumental delivery,
or maternal exhaustion.

Do not hesitate to ask for observation of a full feed. This is especially
important if the baby is late preterm, small for gestational age, large for
gestational age, exposed to maternal diabetes, jaundiced, or at risk of
hypoglycemia.

Diapers, stools, and normal newborn behavior

In the first 24 hours, clinicians and parents watch for the first urine and
stool. The first stool is usually meconium, a thick, sticky, dark green-black
material made from substances swallowed before birth. Passing meconium in the
first day is expected, though timing varies. The first wet diaper may be
subtle, especially with modern absorbent diapers, so ask staff how they track
output.

Newborn breathing can look irregular to new parents. Brief pauses followed by
faster breaths can occur, but persistent grunting, flaring nostrils, chest
retractions, bluish color, or ongoing rapid breathing are not something to
simply watch at home without advice. Crying, sneezing, hiccups, and startle
reflexes are also common as the nervous system adapts.

Your baby may have puffy eyelids, a molding-shaped head after vaginal birth,
peeling skin, milia, or a soft swelling over part of the scalp. Some findings
are benign and temporary, while others need examination. Instead of trying to
distinguish every variation yourself, point out what you notice and ask the
clinician whether it is expected for your baby’s birth history.

Routine medications, vaccines, and measurements

During the first day, the team usually measures weight, length, and head
circumference and records vital signs such as temperature, heart rate, and
respiratory rate. These measurements create a baseline and help identify babies



who need closer monitoring for temperature instability, hypoglycemia, feeding
difficulty, or growth-related risks.

Vitamin K is commonly given shortly after birth to reduce the risk of vitamin K
deficiency bleeding, a rare but potentially serious bleeding disorder.
Hepatitis B vaccination is often offered before discharge, depending on local
guidance and parental consent. Some settings also provide antibiotic eye
ointment to reduce the risk of certain newborn eye infections; policies vary by
region and risk factors.

If you are unsure about any medication or vaccine, ask for the name, purpose,
benefits, risks, and what could happen if it is delayed or declined. A
respectful conversation with a qualified clinician is the best way to make an
informed decision, especially if maternal infection status or newborn risk
factors are relevant.

Screening tests before discharge

Several screening tests may occur in the hospital or be scheduled soon after
discharge. A newborn hearing screen checks for early signs of hearing loss,
often using automated equipment while the baby is quiet or asleep. A pulse
oximetry screen may be used in many hospitals to help detect critical
congenital heart disease by measuring oxygen saturation in the hand and foot.

Newborn blood spot screening, sometimes called metabolic or heel-prick
screening, tests for selected rare but serious conditions where early treatment
can improve outcomes. The exact disorders included vary by country or state.
Timing also varies; some programs prefer collection after a certain number of
hours of feeding, so it may happen before discharge or during an early
outpatient visit.

A pediatric or newborn clinician will usually perform a physical examination
within the first day. This exam may include the heart and lungs, abdomen,
pulses, hips, spine, palate, genital area, tone, reflexes, and general
appearance. Hip checks help identify possible developmental dysplasia of the
hip, although some babies need repeat exams or imaging later if risk factors
are present.



When extra monitoring is needed

Some babies need more frequent observations, blood glucose checks, temperature
support, feeding plans, infection evaluation, or care in a special care nursery
or neonatal intensive care unit. This can happen after prematurity, low birth
weight, high birth weight, maternal diabetes, prolonged rupture of membranes,
fever during labor, meconium-stained fluid with symptoms, abnormal fetal heart
tracing, difficult resuscitation, or congenital concerns found on examination.

Extra monitoring is not a parental failure. It is a safety net during a period
when newborn physiology can change quickly. If your baby is separated from you
for medical reasons, ask how you can participate: providing expressed
colostrum, doing skin-to-skin when stable, changing diapers, taking
temperature, or being present during rounds.

Parents recovering from birth also need care. Pain control, bleeding checks,
blood pressure monitoring, emotional support, and help with mobility all affect
your ability to care for your newborn. If you feel faint, unusually short of
breath, severely anxious, detached, or overwhelmed, tell the team. Supporting
the parent is part of supporting the baby.

How to make the first day feel more manageable

The first 24 hours can involve many interruptions: vital signs, feeding
support, paperwork, screening, visitors, and your own postpartum care. It is
reasonable to ask what is urgent, what can wait, and when you can have
protected rest. You can also ask staff to teach while doing, so each diaper
change, swaddle, feed, and burp becomes practical learning rather than another
mysterious task.

Helpful questions include:

What signs show that my baby is feeding effectively?
How many wet and dirty diapers do you expect before discharge and after we go
home?
Which screening tests have been completed, and which results are still pending?
Who should we call after discharge for feeding concerns, jaundice, fever, or
breathing symptoms?



When is the first pediatric follow-up appointment?

Before leaving the hospital or birth center, make sure you understand safe
sleep guidance, car seat basics, feeding plans, warning signs, and follow-up
timing. You do not need to feel expert by hour 24. You need a safe plan, clear
contacts, and permission to ask for help early.


