Newborn procedures after birth overview

The first minutes: stabilization, warmth, and Apgar scoring

Immediately after birth, the clinical priority is to determine whether the

newborn is transitioning well. A vigorous term infant who is breathing or

crying, has good tone, and does not require resuscitation is usually dried,
placed skin-to-skin on the birthing parent’s chest, and covered with warm
blankets. This supports thermoregulation, cardiorespiratory stability, early
feeding cues, and bonding. If the baby needs help breathing, has poor tone, or
shows concerning color or heart rate, neonatal clinicians may move quickly to a
warmer for assessment and intervention.

The Apgar score is commonly assigned at 1 minute and 5 minutes after birth, and
sometimes later if scores are low. It evaluates heart rate, respiratory effort,
muscle tone, reflex irritability, and color, with each category scored O to 2.

The score is not a long-term prediction of intelligence or development; it is a
rapid communication tool describing how the baby is doing at that moment and
whether additional support is needed.

Temperature is another early focus because newborns lose heat quickly through
evaporation, convection, conduction, and radiation. Drying the infant, removing
wet linens, using skin-to-skin contact, hats or blankets, and radiant warmers



when needed all reduce cold stress. Clinicians also observe breathing pattern,
chest movement, tone, activity, and perfusion. These assessments often happen
quietly at the bedside so that stable newborns can remain close to the parent.

Cord clamping, identification, and routine measurements

Umbilical cord care begins right after birth. Cord clamping may be immediate or
delayed depending on the birth circumstances, gestational age, and maternal or
neonatal condition. Delayed cord clamping is often used for stable infants
because it can support placental blood transfer, but urgent maternal bleeding,
neonatal resuscitation needs, or surgical circumstances may change timing.
After clamping and cutting, the cord stump is observed for bleeding and later
kept clean and dry as it gradually separates.

Newborn identification is a safety procedure, not merely an administrative
step. Hospitals commonly place matching identification bands on the baby and
parent or support person soon after birth. Some settings also use electronic
security tags, footprints, or barcode systems. These practices help prevent
misidentification during medications, screening tests, transfers, and discharge.

Weight, length, and head circumference are typically measured during the first
hours. Weight helps classify the infant as appropriate, small, or large for
gestational age, which may influence glucose monitoring and feeding support.
Head circumference can offer information about fetal growth and neurologic
considerations, while length contributes to the overall growth profile. These
measurements are usually repeated or interpreted in context because molding of
the head after vaginal birth, fluid shifts, and measurement technique can

affect values.

Parents who want to minimize newborn separation can ask whether measurements
and the newborn assessment can be delayed until after the first feeding or
performed in the same room. In many stable births, routine measurements can
wait briefly while skin-to-skin contact and early breastfeeding or chestfeeding

are supported.

Vitamin K, eye prophylaxis, hepatitis B vaccine, and RSV prevention

Several preventive treatments may be offered in the newborn period. Vitamin K



injection is one of the most important. Babies are born with relatively low
vitamin K stores, and vitamin K is necessary for normal clotting factor
function. A single intramuscular dose shortly after birth greatly reduces the
risk of vitamin K deficiency bleeding, including rare but potentially
catastrophic intracranial bleeding. Parents with concerns about ingredients,
route, or timing should discuss them directly with the pediatric clinician
before birth when possible.

Antibiotic eye ointment may be placed in the newborn’s eyes to reduce the risk
of ophthalmia neonatorum, a serious eye infection historically associated with
exposure to bacteria in the birth canal, including gonorrhea. The exact
medication and legal requirements vary by location. The ointment can
temporarily blur the baby’s vision, so some facilities allow a short delay to
support early bonding if local policy and clinical circumstances permit.

Hepatitis B vaccination is commonly recommended during the birth
hospitalization. This vaccine helps protect against hepatitis B virus, which

can cause chronic liver infection. Timing is especially urgent if the birthing

parent is hepatitis B surface antigen positive or if status is unknown. In

those cases, additional immune prophylaxis may be needed according to medical
protocol.

Some newborns may also be offered nirsevimab, a monoclonal antibody that helps
prevent severe respiratory syncytial virus disease in infants. Eligibility

depends on local recommendations, RSV season, maternal RSV vaccination status,
infant age, and risk factors. Unlike a traditional vaccine, nirsevimab provides
passive antibody protection. Families should ask their clinician how RSV

prevention is handled in their region.

Screening tests: blood spot, hearing, heart, and jaundice assessment

Newborn screening tests are designed to detect conditions that may not be
visible at birth but benefit from early treatment. The blood spot screen, often
collected by heel prick, typically occurs after the baby has had time to feed,
although timing varies. A few drops of blood are placed on special filter paper
and sent to a laboratory. The panel differs by jurisdiction but commonly
includes disorders such as phenylketonuria, congenital hypothyroidism,
hemoglobin disorders, and other metabolic, endocrine, or genetic conditions.



Hearing screening is usually performed before discharge using automated
otoacoustic emissions or automated auditory brainstem response testing. These
tests are quick and noninvasive. A result that requires repeat testing does not
necessarily mean permanent hearing loss; vernix, fluid in the ear canal,
movement, or timing can affect results. Follow-up is important because early
identification of hearing differences supports language and developmental
outcomes.

Pulse oximetry screening checks oxygen saturation in the hand and foot to help
detect some forms of critical congenital heart disease. It is painless and

usually performed after the baby is at least several hours old, depending on
hospital protocol. Abnormal results require clinical evaluation and sometimes
repeat testing or echocardiography, but screening is not a complete cardiac
examination.

Jaundice assessment is also routine. Newborns commonly develop rising bilirubin
levels as fetal red blood cells break down and the liver matures. Clinicians

may use visual assessment, transcutaneous bilirubin measurement, or serum
bilirubin testing. The baby’s age in hours, gestational age, feeding status,

blood type incompatibility risk, bruising, and prior sibling history all affect
interpretation. Parents should receive clear instructions about jaundice

warning signs and follow-up timing after discharge.

Physical examination, feeding checks, glucose monitoring, and elimination

A full newborn physical examination is usually completed during the birth
hospitalization. The clinician assesses general appearance, tone, reflexes,
skin, head and fontanelles, palate, clavicles, heart sounds, pulses, lungs,
abdomen, hips, spine, genitalia, anus, and extremities. The goal is to identify
findings that require monitoring, imaging, referral, or urgent care. Some
findings, such as molding, caput succedaneum, milia, erythema toxicum, or
transient acrocyanosis, may be benign, but interpretation belongs with the
clinical team.

Feeding assessment begins early. Nurses, midwives, lactation consultants, and
pediatric clinicians may observe latch, suck-swallow-breathe coordination, milk
transfer, formula intake, feeding frequency, and parental comfort. For



breastfed or chestfed infants, early colostrum volumes are small but
physiologically appropriate. For formula-fed infants, staff can review
preparation, volume cues, and safe feeding technique. Feeding plans should
consider parental goals, infant gestational age, blood glucose risk, weight
trajectory, and any medical issues.

Some newborns need blood glucose monitoring, especially if they are preterm,
small or large for gestational age, born to a parent with diabetes,

symptomatic, or affected by certain perinatal stressors. Low glucose may be
managed in different ways depending on severity and symptoms, ranging from
feeding support to dextrose gel or intravenous glucose under medical
supervision.

Clinicians also track urine and stool. Passage of meconium and urination
provide information about hydration, feeding, and gastrointestinal or urinary
function. Before discharge, families are usually taught what diaper patterns to
expect and when reduced wet diapers, persistent vomiting, poor feeding,
lethargy, fever, or worsening jaundice should prompt urgent medical advice.

Rooming-in, consent, and adapting procedures to your baby’s condition

Many families hope for uninterrupted bonding, while also wanting evidence-based
newborn care. These goals are often compatible. Newborn procedures and
rooming-in preferences can be discussed before birth and revisited after

delivery. If the baby is stable, many assessments, medications, and screenings
may be performed in the birthing room or postpartum room. When temporary
newborn separation is medically necessary, staff can explain why, how long it
may take, and whether a support person can accompany the baby.

Consent practices vary, but parents generally have the right to receive
understandable information about routine newborn medications, vaccines, and
screening tests. A helpful conversation includes the purpose of the
intervention, expected benefits, potential risks or discomforts, timing,
alternatives if any, and implications of declining or delaying. Some procedures
are mandated by law or hospital policy in certain regions, while others are
strongly recommended but not legally required.

Birth circumstances can change the plan. A premature infant, a baby with



respiratory distress, suspected infection, low tone, congenital anomaly, low
blood glucose, or need for oxygen may require a higher level of observation or
neonatal intensive care. After cesarean birth, skin-to-skin and early feeding
may still be possible, but maternal anesthesia recovery, operating room
temperature, and staffing influence logistics. The safest plan is

individualized rather than rigid.

Before discharge, ask for a written summary of completed procedures, screening
results that are available, pending results, vaccines or medications given,
feeding and weight information, bilirubin follow-up, and the timing of the

first pediatric visit. This documentation helps the outpatient clinician

continue care smoothly.



