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02/01/2014 Thursday
Leeds General Infirmary - Neonatal Intensive Care Unit

I started the day at the Medical Staffing to sign the Clinical Attachment and I underwent the necessary examinations at Occupational Health Service.

On arrival to the Leeds General Infirmary Neonatal Department the department’s key facilities was shown to me by a Neonatal Consultant. The Leeds Neonatal Service is based at two hospitals – Leeds General Infirmary (LGI) and St James’s Hospital (Jimmy’s). It is a level three unit with over 56 cots in total, providing intensive, high dependency, surgical and transitional care.
Today I observed and followed the activity of the Unit’s medical staff, including the doctors and the nurses. I tried to get acquainted with the equipment of the Unit.
A term infant was admitted to the Neonatal Intensive Care Unit. The baby was born on 1st January 2014 at 38 weeks gestation with 3640 grams.

Background: Antenatal diagnosed Double outlet right ventricle (DORV), Transposition great arteries (TGA), Ventricular septal defect (VSD), Congenital pulmonary valve stenosis and Sepsis Suspected

She was admitted from Bradford Royal Infirmary for ongoing care under the neonatal and cardiology teams to the High Dependency Unit (HDU) area at the Leeds General Infirmary (LGI).

On arrival she was self-ventilating in air with O2 saturations in the mid 70's pre and postductally. 

She subsequently had frequent apnoeas and desaturations and required intubation early in admission. After the intubation she was ventilated on SIPPV and transferred to the Intensive Care Unit (ICU).

On the ICU she had a plug in her endotracheal tube, she desaturated and needed reintubation. She also required for short period cardiovasc. resuscitation because of dropped heart rate.

The cardiologists performed an echocardiography which seemed to suggest a non duct dependent circulation and the prostin was subsequently weaned.

She remained on first line antibiotics (iv. benzylpenicillin and gentamicin) as per sepsis guidelines, her mother was positive on urine culture for Group B Streptococcus during pregnancy.

03/01/2014 Friday 
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 9 patients on the unit. 
Regular daily activity:

I observed and followed the activity of the Unit’s medical staff, including the doctors and the nurses. I learned the examination of the newborn babies, with the end in view the low, very low and extremely low birth weight preterm babies. I noticed and learned the use of special equipment of Neonatal Unit. I practiced the long term monitoring of vital functions and pulmonary functions of the neonates. I also observed the ultrasound examinations on the Unit.
Today a term baby was admitted with antenatal diagnosis of multicystic left kidney on antenatal ultrasound. There was also antepartum hemorrhage. 
He had initial hypoglycaemia, his glucose level was 1,8 mmol/l. I was taking part in the prescription of the dextrose bolus and the maintenance fluid.

Heelstick (Capillary Blood Sampling) is the most common procedure done in neonatal intensive care. I learned how to collect the capillary bloods gas samples in preterm babies. I also learned the key points of this procedure. E.g.: Do not use the center of the heel because this area is associated with an increased incidence of osteomyelitis. 
At 2pm I was observing a central venous catheterization of a low birth weight preterm baby’s cubital vein with a long line. I learned how to measure the required long of the long line. I checked with the Registrar, who did the procedure the position of the central catheter on the chest X-ray.
I was taking part on a radiology multidisciplinary meeting at 2pm. 
We discussed about lot of imagines including the following:

· The abdominal ultrasound of a term baby with volvulus

· The abdominal ultrasound of a very low birth weight preterm baby with necrotizing enterocolitis

· The abdominal ultrasound of the above mentioned term newborn with multicystic left kidney
· The chest X-ray of a low birth weight preterm baby with antenatal diagnosis of left diaphragmatic hernia
06/01/2014 Monday
Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the Monday morning grand round and after that on the morning ward round. There were 7 patients on the unit. I practiced the regular daily activities detailed on the second page.
After the ward round I examined 4 preterm babies with respiratory distress syndrome (RDS). I also read the case history of a preterm set of twins, who were born at 28 weeks gestation and suffer from RDS.
Patient 1 - Twin 1
The baby was born on 28th December 2014 at 28 weeks gestation via vaginal natural delivery as twin1 with 1,31 kg. He was gasping for air and his heart rate was 60/minutes. Five inflation breaths were given, but did not achieved good chest rise. He was decided to intubate. After intubation Curosurf was given and he was transferred to the Neonatal Unit.
On the chest X-ray bilateral opacity was shown, thus a second dose of Curosurf was given. 

He was hypotensive and hypoglycemic, he required fluid and glucose bolus and inotrope therapy. First line antibiotics were started.
Patient 2 - Twin 2
The baby was born on 28th December 2014 at 28 weeks gestation via vaginal natural delivery as twin2 with 780 grams. He was cried and active with good tone. His Apgar score was 7/9. He was electively intubated and Curosurf was given. He was transferred to the Neonatal Unit. He also received a second dose of Curosurf. 
On 31 December he had acute deterioration after extubation on CPAP, on the chest x-ray pulmonary hemorrhage was shown. 
Other activities
At 13pm I was taking part on the meeting of the clinical governance, where the cases of babies died last month were presented and analyzed. 
After this meeting I was reading the clinical guideline about the administration of surfactant in neonates. Key points:

Prophylaxis





GA

Vial to use

Given as soon as stabilized in Delivery Suite

<=25 weeks
One whole vial of 120 mg

Given as soon as stabilized in Delivery Suite

26-28 weeks
One whole vial of 240 mg








all neonates 
(but<= 200 mg/kg)

Rescue for RDS





GA

Dose
Give as soon as possible once RDS is suspected

Any gestation
200 mg/kg (use a whole vial) For all repeat doses 100 mg/kg

07/01/2014 Tuesday
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 9 patients on the unit. I practiced the regular daily activities detailed on the second page.
I was observing the whole day a newly admitted newborn baby with antenatal diagnosis of left sided congenital diaphragmatic hernia and double outlet right ventricular.
The baby was delivered at 8 am on the 37th gestational week with a birth weight of 2730 grams. He was pale and floppy and he made no respiratory effort. The heart rate was 40/min. After the first 5 inflation breath rose the heart rate to 100/min but the baby was gasping for air. He was intubated at 3 minutes of age. Nasogastric tube was passed at 7 minutes of age.  He was then transferred to the Neonatal Intensive Care Unit. First capillary blood gas: pH 6,84 ; p CO2 15,4 kPa ; BE -1,8; Lactate 10,16 mmol/l 

After umbilical vein and artery catheterization first line antibiotics (benzyl penicillin and gentamycin) were started.  Chest X-ray showed the central lines in good position.
Echocardiography showed double outlet right ventricular and small ductus arteriosus. According to the advice of cardiologist prostin was started.

At 3 hour of age standard ventilation was switched to high-frequency oscillatory ventilation. 
Initial mean arterial pressure was 40-45 Hgmm. Inotropes (dopamine, dobutamin, later noradrenalin) were gradually started, hydrocortisone was given.  At noon, MAP started to drift down despite the increasing inotropic support.

First arterial blood gas on HFOV at 6 hours of age: pH 6,18 ; pCo2 22 kPa; BE -15,8. 10 ml/kg fluid bolus was given and deltaP was risen. 

Although the blood gas and lactate levels were improving (pH 6,93 ; pCo2 14 kPa; BE – 12,9 ; lactate 2,51 mmol/l) the circulation of the baby was instable and  the mean blood pressure kept decreasing  until time of death was pronounced at 4:12pm.
To better understand what happened, I spent the rest of the afternoon and evening studying the congenital diaphragmatic hernia guidelines of Leeds NHS Trust.
Key points:
· Immediate intubation at birth – do not use bag mask

· Gentle inflation pressures (SIPPV; TV: 5 ml/kg; HR: 40/min ; FiO2 100% - reduce only if PaO2 >14 kPa)
· Do not use muscle relaxants unless severely fights intubation procedure or subsequent ventilation

· Early change to HFVO (start also with “gentle” settings: FiO2 100%; MAP 12 cm H2O; deltaP 35; Frequency 10 Hz)
· Early use of inotropes

· Nitric Oxide if preductal PaO2<90% in 100 % oxygen.
08/01/2014 Wednesday
Leeds General Infirmary, Neonatal Intensive Care Unit

I was taking part on the morning round at 9 am. There were 7 patients on the unit I practiced the regular daily activities detailed on the second page.
I was observing the whole day a newly admitted newborn baby with postnatal diagnosis of esophageal atresia with tracheooesophageal fistula (TEF).

Clinical history: The baby was born at 8 am on gestational week 37 with a birth weight of 2810 grams in good general condition. The infant had immediate difficulty handling his own secretions at birth requiring suctioning. Despite suctioning his lungs remained congested. Attempts at feeding resulted in prompt regurgitation, coughing, choking. He eventually developed respiratory distress and desaturated. 
Diagnosis was established by attempting to pass a nasogastric tube and meeting resistance at the 10-12 cm from the nares followed by chest x-ray that confirmed atresia at T3/T4 level.  Chest X-ray showed tube to coil in the region of the thoracic inlet. 

He was admitted to the Neonatal Intensive Care Unit as part of his preoperative management and surgical consult.
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Preop. Treatment:  I learned about and observed the insertion of a Repogle tube. A Repogle tube is used to continuously drain saliva from the upper oesophageal pouch and is positioned 0.5cm above the end of the oesophageal pouch. Adequate drainage of the upper oesophageal pouch is essential to prevent saliva spilling over into the trachea resulting in aspiration or pneumonia. Broad-spectrum antibiotics were also administered.

At 6pm he was transferred to the surgical theatre. 

After obtaining access to the medical library at lunch I was able to further research the topic and discovered placing the baby at a relatively upright (45 Degrees) position lessens the likelihood of reflux gastric contents up the distal oesophagus into the trachea.
09/01/2014 Thursday

Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 8 patients on the unit.
I practiced the regular daily activities, which are on the second page detailed.
Patient 1

The baby was born on 28th December 2014 at 25 weeks gestation with 840 grams. He suffers from respiratory distress syndrome, patent ductus arteriosus and small bilateral intraventricular hemorrhage. Yesterday he had dirty secretions, so feeding was stopped and metronidazole was started. 
In the sputum and peripheral blood culture from 07th January Stapylococcus aureus were grown. Second line antibiotics were stopped today, flucloxacillin was started for 2 weeks.

Patient 2

The baby was operated yesterday with oesophageal atresia and tracheooesophageal fistula. In the morning he was ventilated with low airway pressures and he was extubated in the afternoon.

Patient 3

The baby was born on 28th December 2014 at 28 weeks gestation via vaginal natural delivery as the last one from the twins with 780 grams. He suffers from respiratory distress syndrome and pulmonary hemorrhage. He was stable that day on CPAP with 50 % FiO2.

Patient 4

The baby was born on 3rd January 2014 at 24 weeks gestation with 550 grams. He suffers from RDS, he is ventilated with SIPPV. He has dysmorphic talipes and bilateral intraventricular hemorrhages (Grade 2). 
In the peripheral blood culture from 07th January Coagulase negative Stapylococcus aureus were grown. Second line antibiotics started on 07th January (ceftazidime and vancomycin) were continued. He had erythema at the umbilical region, so umbilical arterial and venous catheters were removed.

I have also seen today an exchange transfusion on the Hide Dependency Unit. The procedure was showed and explained to me by a Specialist Registrar.

I have also read and have studied the clinical guideline for exchange transfusion.
10/01/2014 Friday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 8 am I took part in an antenatal multidisciplinary meeting with gynecologists. We discussed about fetuses with antenatal diagnosed diseases.

I was present on the morning round at 9 am. There were 8 patients on the unit. 

I practiced the regular daily activities, which are on the second page detailed.
Patient 1

A baby was admitted yesterday evening from the Theatre after the ligature of his patent ductus arteriosus. He was born on 06th October 2013 at 26 weeks gestation. He suffers from chronic lung disease and also has small bilateral inguinal hernia. 

Patient 2

This baby with 26 corrected gestational weeks suffers from Staphylococcus aureus infection,   respiratory distress syndrome, patent ductus arteriosus and small bilateral intraventricular hemorrhage.

He receives flucloxacillin therapy against the Staphylococcus aureus infection and because of the dirty aspiration occurred yesterday metronidazole therapy was started and enteral feeding was stopped. He had no more dirty aspiration since yesterday and his C reactive protein level decreased so the enteral feeding was restarted.

I observed the echocardiography of this baby. I was shown the large PDA by the cardiologist. I auscultated the baby’s heart, he had 3/6 systolic murmur.

Patient 3

The baby with extremely low birth weight and coagulase negative Staphylococcus aureus sepsis was stable on SIPPV ventilation. Overnight a long line was inserted. I examined the baby and his umbilical erythema has improved.
I was taking part on a radiology multidisciplinary meeting at 2 pm. 

I was speaking with the ICU’s consultant about the antibiotic therapy in neonatal sepsis and read the clinical guidelines for this topic additionally. They used the combination of benzyl penicillin and gentamycin as a first choice. The second line antibiotics were ceftazidim and vancomycin, while the third line meropenem and vancomycin.

13/01/2014 Monday

Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 a.m. 

There were 8 patients on the unit.

I practiced the regular daily activities, which are on the second page detailed.

I examined a newly admitted preterm baby. He was born on 31st gestational week via spont. vaginal delivery with 1,86 kg from IVF pregnancy. Antenatal steroids were given. There was moderate respiratory effort and chest recession with a mixed acidotic result on his blood gas. He was started on nasal CPAP in air. Clinically his respiratory distress improved on CPAP. He also received a fluid bolus of 10 mls/kg 0.9 % NaCl for his metabolic acidosis.

First line antibiotics (benzyl penicillin and gentamycin) were started because of suspected sepsis.  (Risk factors include prolonged rupture of membranes since 01st January 2014, maternal pyrexia, prematurity and respiratory distress).

After the birth prolonged bleeding was realized from the wound. The coagulation values showed prolonged aPTT. The repeated clotting screen was still abnormal. There is no familiar bleeding disorder known. Factor VIII, IX, XI and XII levels were sent to the laboratory.

I was observing the cranial ultrasound examination at 1 pm. The ultrasound showed a small focus of hyperechogenicity in the right caudothalamic groove and a smaller focus in the left caudothalamic groove. Otherwise there were no intraventricular hemorrhage and ventriculomegaly discovered. Conclusion: It seems to be a 1st Grade intraventricular hemorrhage (germinal matrix hemorrhage, GMH)
I have learnt today, that the caudothalamic groove is an important landmark while performing neonatal cranial ultrasound.

As the name suggests, it is located between the caudate nucleus and thalamus, and is a shallow groove projecting from the floor of the lateral ventricle. It is approximately at the level of the foramen of Munro, and importantly demarcates the anterior most extent of the choroid plexus. Any echogenicity seen anterior to the groove suggests germinal matrix hemorrhage.

Factor analysis showed a very low (<1 %) factor VIII activity, von Willebrand factor activity was normal. It means, the baby suffers from Hemophilia A. The small GMH poses -the risk of progression in next few hours or days, so early use of the factor VIII product was decided. 

He also received phototherapy because of indirect hyperbilirubinaemia.

14/01/2014 Tuesday
St. James’s Hospital, Neonatal Unit

I took part in the morning round at 9 am. There were 12 patients on the unit.

After the ward round I spent this day to examine the babies and learn the sings of prematurity. To determining the postnatal gestational age I used the New Ballard score. 
The New Ballard Score spans form 10 (correlating with 20 week’ gestation) to 50 (correlating with 44 week’ gestation). It is best performed at <12 h of age if the infant is <26 weeks’ gestation. If the infant is >26 weeks’ gestation there is no optimal age of examination up to 96 hours. The examination consist six neuromuscular criteria and six physical criteria. The neuromuscular criteria are based on the understanding that passive tone is more useful than active tone in indicating gestational age.

Neuromuscular maturity:

1. Posture: As maturation progresses, the fetus gradually assumes increasing passive flexor tone.

2. Square Widow (Wrist): Wrist flexibility and/or resistance to extensor stretching are responsible for the resulting angle of flexion at the wrist.

3. Arm recoil: This maneuver focuses on passive flexor tone of the biceps muscle by measuring the angle of recoil following very brief extension of the upper extremity.

4. Popliteal Angle: This maneuver assesses maturation of passive flexor tone about the knee joint by testing for resistance to extension of the lower extremity.
5. Scarf sign: This maneuver tests the passive tone of the flexors about the shoulder girdle. The point on the chest to which the elbow moves easily prior to significant resistance is noted. 
6. Heel to Ear: This maneuver measures passive flexor tone about the pelvic girdle by testing for passive flexion or resistance to extension of posterior hip flexor muscles.
Physical Maturity

1. Skin: Maturation of fetal skin involves the development of its intrinsic structures concurrent with the gradual loss of its protective coating, the vernix caseosa.
2. Lanugo: In extreme immaturity, the skin lacks any lanugo. It begins to appear at approximately the 24th to 25th week and is usually abundant, especially across the shoulders and upper back, by the 28th week of gestation.
3. Plantar surface: This item pertains to the major foot creases on the sole of the foot.
4. Breast: The breast bud consists of breast tissue that is stimulated to grow by maternal estrogens and fatty tissue which is dependent upon fetal nutritional status.
5. Eye/Ear: The pinna of the fetal ear changes it configuration and increases in cartilage content as maturation progresses. The extremely immature infant will have tightly fused eyelids.
6. Genitals: Male: The left testicle precedes the right and usually enters the scrotum during the 32nd week. Female: In extreme prematurity, the labia are flat and the clitoris is very prominent and may resemble the male phallus.
15/01/2014 Wednesday

Leeds General Infirmary, Neonatal High Dependency Unit
I took part in the morning ward round at 9 am. There were 9 patients on the unit.
I practiced the regular daily activities detailed on the second page.
Patient 1
The baby was born on 1st January 2014 with good conditions. Because of maternal Group B Streptococcal infection first line antibiotics (benzyl penicillin, gentamycin) were given for 48 hour. The blood cultures and acute phase reactions were negative. On 09 January 2014 the baby had temperature instability, he was sleepy. The baby had lumbar puncture and in the collected cerebrospinal fluid white blood cells were present (1/3 part: lymphocytes, 2/3 part: granulocytes).  Cefotaxim, amoxicillin and antiviral therapy (acyclovir) were started because of meningitis. At 10am I was taking part on the analysis of the cranial ultrasound, which showed bilateral ventricular dilatation and bilateral intraventricular haemorrhage (Grade I). I examined the baby, who presented the signs of high intracranial pressure. He had bulging from his anterior fontanelle, open posterior fontanelle and slightly separated suturas.
Patient 2
The baby was born on 2nd of December 2013 at 27 weeks gestation and suffers from caudal regression syndrome. Caudal regression syndrome or sacral agenesis is a congenital disorder in which there is abnormal fetal development of the lower spine. I examined the baby and I have seen the x-ray picture. It showed presence of the spinal cord only until the mid thoracic level and the absence of sacrum and lower vertebras.
Patient 3
The baby was born on 10th of January 2014 at 32 weeks gestation and has respiratory distress syndrome. The chest X-ray showed congenital cystic adenoid malformation in the right lower lobe. We discussed with the consultant about the treatment of CCAM and how to differentiate this disease from the congenital lobar emphysema.
Patient 4
The baby was born on 13th of January 2014 at 31 weeks’ gestation and suffers from Haemophilia A. After the birth, prolonged bleeding was realized from the needle puncture points. The coagulation values showed prolonged aPTT and absence (<1 %) of factor VIII. Cranial ultrasound showed bilateral intracerebral haemorrhage (Grade I). Factor VIII product was given. Today the cranial ultrasound was repeated, there was no change on it. The baby will receive Factor VIII product for 5 days, once daily.

I also examined on a baby the asymmetric neck reflex and the Moro reflex. The asymmetric neck reflex is present in the first 3 or 4 months of life, the Moro reflex up to 4 or 5 months.

I was taking part on a surgical multidisciplinary meeting at 11.30am.
16/01/2014 Thursday

St. James’s Hospital, Neonatal Unit
I took part in the morning round at 9 am. There were 6 patients on the unit.
I practiced the regular daily activities detailed on the second page.
In the first room there was a baby, who was born on 10th of January 2014 at 32 weeks gestation. She received first line antibiotics for 5 days because of neonatal sepsis. 

Currently she suffers from feed intolerance. She receives 1,5 ml/h expressed breast milk through nasogastric tube, but her weight increment is not satisfying and the consultant decided to start parenteral nutrition.

In the UK the pharmacist is responsible for prescription of the parenteral nutrition. 

After the ward round I was speaking with the pharmacist of the unit about the fluid therapy, amino acid, fat, electrolyte and vitamin support of the newborn in different gestational groups.

I investigated the feeding and parenteral nutrition charts for every baby on the Unit.

Key points:

I. During the first week of life, weight loss of 10-15% of birth weight is expected because of changes in body water compartments.

II. Fluid and electrolytes

a. Day1. Give dextrose 10 % in water at a rate of 60-80ml/kg/day

b. Day 2-7 increase fluid with 10—20 ml/kg/day to 100-150 ml/kg, Na 3 mmol/kg, K 2 mmol/kg, Ca 1 mmol/kg, Mg 0,2 mmol/kg

III. Calories:

a. To maintain weight give 50-60 Kcal/kg/day

b. To induce weight gain, give 100-120 kcal/kg/day to a term infant and 110-140 kcal/kg/day to a premature infant.

IV. Carbohydrates: the target is 10-30 g/kg/day (40-50 % of total calories), start with 6-15 g/kg/day,   increase with 2g/kg/day

a. Maximum  glucose concentrations: 

a.i. peripheral line or short long line 12,5 %

a.ii. central line: 20 %

V. Protein: the target is 2,25-4 g/ kg/day(7-15 % of total calories),  increase with  0,5g/kg/day

VI. Fat: the target is 5-7 g/kg/day (40-55% of total calories) , increase   with1 g/kg/day
17/01/2014 Friday

Leeds General Infirmary, Neonatal Intensive Care Unit
I took part in the morning ward round at 9 am. There were 7 patients on the unit.
I practiced the regular daily activities detailed on the second page.
I was attend and helped at a lumbar puncture by a newborn baby on the High Dependency Unit, who has suspected meningitis. 

I took part in two difficult peripheral cannula insertion. I was learned and practiced the trans-illumination, which is the application of a COLD light directly to the skin in a darkened room. It can be helpful in finding veins in neonates and infants.
I learned to use the medicine prescription system and the medicines prescription charts, which are used on the Unit.
I was taking part on a radiology multidisciplinary meeting at 14.00pm.
We discussed about lot of imagines including the following:

· chest and abdominal x-ray of a preterm baby with caudal regression syndrome
· chest x-ray of a preterm baby with congenital cystic adenoid malformation
· cranial ultrasound of a preterm baby with meningitis and hydrocephalus
· cranial ultrasound of a preterm baby with germinal matrix hemorrhage 
20/01/2014 Monday

Leeds General Infirmary, Intensive Care Unit
At 9am I took part in the Monday morning grand round and after that on the morning ward round. There were 7 patients on the unit.

I practiced the regular daily activities detailed on the second page.
I observed the whole day the babies with the diagnosis of patent ductus arteriosus (PDA).
I examined 4 infants with PDA.
Patient 1
The baby was born on 28th of December 2013 at 28 week gestation.  His main problems were respiratory distress syndrome, bilateral intraventricular haemorrhage (Grade 1), Staphylococcus aureus sepsis and patent ductus arteriosus. Because of the Staphylococcus aureus infection he is receiving flucloxacillin for 2 weeks. The PDA was treated with fluid restriction and one dose ibuprofen. 

Currently on the echocardiography a tiny duct was seen (<1 mm) .There was no volume loading of the left atrium. The aortic arch was patent, there was no evidence of coarctation of the aorta. 

With physical examination he had a 1-2/6 systolic murmur, the femoral pulses were palpable but not bounding. Blood pressure was normal.

Patient 2
The baby was born on the 13th of October 2013 at 24 week gestation. His main problems were chronic lung disease, PDA, ROP and recurrent necrotizing enterocolitis. He had a high ileostomy since the 18th of December 2013. 

On physical examination he had a 2/6 systolic murmur, the femoral pulses and the blood pressure were normal.

Patient 3
The baby was born on the 25th of December 2013 at 25 week gestation. Her main problems were maternal ESBL, chronic lung disease and persistent ductus arteriosus.  

On physical examination he had a 3/6 systolic murmur, which radiated to the back. The femoral pulses were palpable but not bounding. Blood pressure was normal.

Patient 4
The baby was born on the 1st of November 2013 at 25 week gestation, she suffered from chronic lung disease, congenital CMV infection, retinopathy of prematurity and persistent ductus arteriosus. 
On physical examination he had a 4/6 systolic murmur, the femoral pulses were bounding. She had wide pulse pressure.

I spent the rest of the afternoon studying the patent ductus arteriosus guidelines of Leeds NHS Trust. 
Key point of treatment:

1. Conservative management

a. Fluid restricted to maximum 150 ml/kg/day or stop increasing fluid if on less than this

b. If signs not improved at 48 hours restrict by further  20-30 ml/kg/day

c. If signs not improved at 48 hours commence treatment with diuretics

2. Medical closure
a. Ibuprofen iv. 1st  dose 10 mg/kg, 2nd  dose 5 mg/kg 24 hours after 1st  dose, 3rd dose 5 mg/kg 24 hours after 2nd   dose

3. Surgery
21/01/2014 Tuesday 

Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. 

I practiced the regular daily activities, which are detailed on the second page.
There were 8 patients on the unit.

2 babies were ventilated, 4 were on CPAP, 2 had high flow nasal cannulae and 1 did not need respiratory support. They were all stable today.

I took on the tuition of 6th year medical students. I learned how two explain to the students the main problems of preterm babies in a picturesque way, which is very important for me, because I have to teach Hungarian and as well English speaking medical students in Hungary . 

We discussed the following topics:
Intraventricular hemorrhage, 

Retinopathy of prematurity

Patent ductus arteriosus, 

Necrotizing enterocolitis

We also looked at the corresponding X-ray pictures and ultrasound findings.
A newborn baby was admitted to the unit, who was born at 31 weeks of gestation with 1820 grams. Mother had prolonged rupture of membranes for more than 24 hours. In the delivery room the newborn needed 5 initial inflations with mask and bag, because the heart rate dropped.  After the inflations the heart rate became normal. She was transferred to the Neonatal Unit without respiratory support. Because of prematurity and PROM first line antibiotics (benzyl penicillin and gentamycin) were started. 

Together with the admission of this baby I started to learn the administration system of the Hospital called “Badger”.

22/01/2014 Wednesday

Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 7 patients on the Intensive Care Unit and further 2 babies were admitted.

Patient 1

A 2 days old term (40th gestational week + 4 days) baby was admitted with probable Group B Streptococcus sepsis.

The baby was born after 48 hours of spontaneous rupture of the membranes on 20 January 2014 in a good condition. She started grunting at the 3rd hour of life and had mild recessions. The blood gas indicated metabolic acidosis. After taking blood culture amoxicillin and gentamycin were started.

In the blood culture Gram positive cocci, likely Sterptococci have grown. Her CRP increased to 81 mg/l. Her blood pressure was unstable and required three boluses of iv. Saline. First dopamine, then dobutamine was started. Her respiratory effort and rate, oxygen requirement and lactic acidosis increased.

Her INR (initially 2,3) also increased to 3,1 despite 2nd dose of vitamin K was given intravenously. She was intubated and ventilated. Acyclovir, a further dose of vitamin K, Curosurf, ranitidine, for spiking pyrexia paracetamol and for hyocalacemia calcium gluconate was administered.
Patient 2

A preterm baby was admitted with antenatal diagnosis of bilateral multicystic kidneys. 

She was born at 31 weeks gestation with poor conditions. Because of renal failure she also had oligohydramnion. After birth she had no spontaneous breathing, so she was intubated and ventilated. On the chest X-ray she had right side pneumothorax. Chest drain was inserted. During the day she had only 1 ml urine.

Events with the previously admitted infants:

Patient 3

At a baby of extremely low birth weight, who was born on 15th January 2014 at 24 weeks gestation, a large right side intraventricular hemorrhage and also venous infarction were shown on the cranial ultrasound. Also in the 3rd ventricule and left cerebellum hemorrhage was detected. We analyzed the head scan together on the morning round.   

Patient 4
At a baby of extremely low birth weight who suffers from PDA the oxygen requirement increased thus furosemide was started. After this therapy there was improvement in the blood gases.
Patient 5

High-fequency oscillatory ventilation was started at a 7 day old baby of extremely low birth weight, who suffers from respiratory distress syndrome, and on conventional ventilation his oxygenation was not satisfying.

23/01/2014 Thursday

Leeds General Infirmary, Martin Wing

I attended a study day in Neonatal Simulation on Thursday 23th January 2014.

I took part in the situations covering:

Meconium aspiration and Primary pulmonary hypertension

Delivery of a preterm infant

Gastroschisis

Management of supraventricular tachycardia (SVT)

Along with gaining skills in

Team working

Communication

Prioritization

The situations were driven by Neonatologist Consultants and the Simulation Fellow Registrar.

We were working in four member groups: a Senior House Official, a Registrar and two nurses. 

After the situation we spoke about the cases and analysed the work of each person. 

We also discussed the pathophysiology and treatment of the above mentioned diseases.

24/01/2014 Friday
Leeds General Infirmary, Intensive Care Unit

I took part in the morning round at 9 am. There were 7 patients on the Intensive Care Unit.
I practiced the regular daily activities detailed on the second page.
I was taking part on a radiology multidisciplinary meeting at 14.00pm.

Later this day I was observing a baby, who was admitted from the High Dependency Unit. 
He was born on 24 December 2013 at the 37th gestational week with 2,65 kgs.

His main problems are Down syndrome, congenital atrioventicular septal defect (CAVSD), conjugated jaundice, renal impairment, and transient myelo-proliferative disease (TMPD).

This baby from Sheffield is under joint care with cardiology. He presented in heart failure on 7th January and was supported NIV and diuretics.

Yesterday, on 23rd January he deteriorated with massive hepatomegaly and poor ventilation, his blood gas showed lactic acidosis as well as respiratory acidosis. He had pulmonary hemorrhage, pulmonary oedema and received FFP and blood transfusion.
Diuretics doses were adjusted, hydralazine was resumed and fluids were restricted. 

Clearly, he needs banding of pulmonary artery for his CAVSD as previously discussed. However the cardiac team would like clarity regarding his other issues:

1. Liver impairment: 
This is ongoing with features suggestive of hepatitis (non-viral, non-infective).
Liver ultrasound scan showed post-systemic shunting, no biliary atresia and possibly patent ductus venosus. He is on supportive treatment and it is expected that this will impove.

2. Renal impairment: 
This is mild, seems to be provoked with diuretics before. Kidneys are larger and brighter than normal on ultrasound scan. Now the patterns are of discrepantly high urea than creatinine. There would be an element of GI bleeding relating to liver impairment/coagulopathy.
3. Transient Myelo-proliferative disease (TMPD): 

This was confirmed on blood film on 13th January. It carries a risk of AML transformation of 20-30 %, will need regular monitoring.

Plan: Need to repeat liver scan and also head scan next week. Need to update cardiac multidisciplinary meeting on next Tuesday.
27/01/2014 Monday 
Leeds General Infirmary, Intensive Care Unit

At 9am I took part in the Monday morning grand round and after that on the morning ward round. There were 7 patients on the Intensive Care Unit.
I practiced the regular daily activities detailed on the second page.
I was taking part on the Neonatal audit meeting from 13pm to 15pm.

Topics detailed at the audit:

1. Neonatal sepsis: administration of first dose antibiotics (golden hour), CPP level after 24 hour of the first dose antibiotics

2. Neonatal asymmetric syndrome and urine testing

3. Garstroesophageal reflux disease: importance of GORD scores 

4. Blood test audit – how to reduce the number of blood tests 

5. Donor expressed breath milk audit – benefit of donor EBM  

6. Gentamycin prescribing audit  - results with the new gentamycin chart
Later this day I observed a preterm baby, who had a failed extubation yesterday.

Background: He was born on 3 January 2014 at 24 weeks’ gestation with 550 grams. His main problems are patent ductus arteriosus, contractures, slow gut, common iliac vein clot, renal impairment.

At the beginning of the week he was poorly and was high-frequency oscillated on 22nd January due to high FiO2 and respiratory acidosis. He initially showed improved ventilation but worse oxygenation, the latter improved by giving muscle relaxant. In addition his chest X-ray showed right sided consolidation and he was put on empirical 2nd line antibiotics, which could have contributed to his respiratory improvement.

He had an unexpected deterioration of his renal function with transient oliguria, high potassium and very low sodium. Doppler scan confirmed large common iliac vein clot, which is non-occlusive, there is also a non-occlusive right renal vein clot. Given his gestational age, presence of bilateral intraventricular hemorrhage (Garde 2 - resolving) and the fact that he is now passing urine and possibly improving urine and electrolyte tests, we elected no to heparinize him. 

He has a large patent ductus artesiosus but so far he made progress without specific treatment.

Plan:  Try to find the cause of failed extubation.

1) Echocardiography: if the PDA is furthermore large, ibuprofen will started (although it is nephrotoxic) 
2) Cranial and abdominal ultrasound scan
3) Wean oral morphine
28/01/2014 Tuesday

Leeds General Infirmary, Intensive Care Unit

I took part in the morning round at 9 am.  

There were 5 patients on the Intensive Care Unit.
I practiced the regular daily activities detailed on the second page.
After the ward round I observed a baby, who has autosomal recessive polycystic kidney disease (ARPKD). That was diagnosed antenatally at 20 weeks scan.

Background: 33rd gestational weeks preterm, birth weight: 2490 grams, ARPKD, Pulmonary hypoplasia, Mild-moderate primary pulmonary hypertension, Right side pneumothorax, Bilateral periventricular echogenicty 

From 26 gestational weeks there was anhydramnion. Antenatal counseling towards TOP was declined, poor outlook and risk to lungs were included. No antenatal steroids were offered.

He was born preterm by SVD, and required resuscitation at birth with IPPV but no CRP. He was intubated and ventilated and also given Surfactant. He did not need inotrope support. 

He developed right sided non-tension pneumothorax which was drained. Drain was removed on day 2. His lung function steadily improved and he became ready for extubation. 

Postnatal kidney confirmed antenatal findings, no urine in bladder. He is anuric and did not pass urine for 72 hours, his urea and creatitine steadily increased. He did not develop hyperkalemia of acute renal impairment but dropped sodium level possibly due to hypervolemia with weight gain and oedema. 

Liver ultrasound scan was normal but brain scan showed incidental bilateral periventricular echogenicity. Heart scan showed PDA and evidence of PPHN. There was concern about coagulopathy and cryoprecipitate was given for low fibrinogen.

Prognosis by renal and antenatal MDT is poor, window of possible resumption of renal function is possibly 3-5 days after which re-orientation of care will be contemplated. Palliative care was drafted.

From 2pm to 5 pm I was observing the work of the Children Developing Clinic at the St. James Hospital Gledhow Wing. 
29/01/2014 Wednesday
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 7 patients on the Intensive Care Unit. 
I practiced the regular daily activities detailed on the second page.
Yesterday evening a newly operated preterm baby was admitted after theatre from the High Dependency Unit.
He was born on 24 January 2014 at 33 weeks’ gestation by semielecitve cesarean section because of concerns over fetal growth due to maternal gestational diabetes. There were also polyhydramnion diagnosed antenatally. 

He was born in good condition. Because maternal Group B Streptooccus infection and once noticed hyperpyrexia, first line antibiotics were started. 

He required a short period on CPAP and has been weaned to high flow (3,5 L). 

Even feeds were started there were large aspirates and vomiting. Abdominal X-ray was carried out which showed a double gastric bubble. In complete duodenal obstruction, the pathognomic X-ray finding is a “double bubble”. Two large gas collections were present, one in the stomach and another one in the first portion of duodenum, these were the only lucencies in the gastrointestinal tract. The abdominal ultrasound verified the diagnosis of duodenal atresia.

On 27 January he was transferred from St. James University Hospital to the High Dependency Unit for surgical opinions. Duodenoduodenostomy was indicated by the surgeons of LGI.

Preoperative echocardiography showed atrial septal defect, moderate arterial duct. Mild increased pulmonary pressures (40-45 mmHg) were measured, but there was not seen shunt.

He was operated on 28 January and the operation was uneventful. In the morning he was on SIPPV and in the afternoon he was extubated.

I also started today a research project with one of the Registrars in the topic “conjugated hyperbilirubinaemia”. I collected data of 20 infant babies, who suffered from direct hyperbilirubinaemia in the last 3 years, since the neonatal administration system (Badger) has been working.

Collected data:
Start and end date of direct hyperbilirubinaemia 
Associated disorders/ other surgical diagnosis

Date of the total parenteral nutrition

Treatment: usodeoxycolic acid, vitamin E, vitamin K
30/01/2014 Thursday
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 8 patients on the Intensive Care Unit. 
I practiced the regular daily activities detailed on the second page.
Patient 1

Overnight a newborn baby was admitted with antenatal diagnosis of hypoplastic left heart syndrome and Dandy Walker Malformation. 
He was born at 38 weeks’ gestation with 2750 grams.  After birth he had good spontaneous response and did not need respiratory support. The pre- and postductal saturation were 80 %. He was transferred to the Intensive Care Unit and prostin was started.
We analyzed together on the ward round the cranial ultrasound of this baby. We also discussed the typical imaging findings in this disease.
Dandy-Walker malformation is a rare congenital malformation that involves the cerebellum and fourth ventricle. Dandy-Walker malformation is characterized by agenesis or hypoplasia of the cerebellar vermis, cystic dilatation of the fourth ventricle, and enlargement of the posterior fossa. A large number of concomitant problems may be present, but Dandy-Walker malformation is recognized whenever these 3 features are found.
Patient 2
The above (on 27 January 2014) detailed extremely low birth preterm baby with patent ductus arteriosus, contractures, slow gut, common iliac vein clot and renal impairment had overnight abdominal distension and light green aspirates. Blood culture and C reactive protein level were taken. CRP was below 5 mg/l, so antibiotics were not started.

Patient 3

The above (on 24 January 2014) detailed infant with Down syndrome, congenital atrioventicular septal defect (CAVSD), conjugated jaundice, renal impairment and transient myelo-proliferative disease (TMPD) had a chest x-ray today after reintubation. On the chest X-ray progressive cardiomegaly was shown. Echocardiography was requested.

I continued my work with the research project “conjugated hyperbilirubinaemia”. I collected the above mentioned data of other 20 infants. 
31/01/2014 Friday
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 8 patients on the Intensive Care Unit. 
I practiced the regular daily activities detailed on the second page.
Patient 1
The above (yesterday and on 24 January 2014) detailed infant with Down syndrome, congenital atrioventicular septal defect (CAVSD), conjugated jaundice, renal impairment  and transient myelo-proliferative disease (TMPD) had a chest x-ray yesterday after reintubation. On the chest X-ray progressive cardiomegaly was shown. Echocardiography diagnosed a moderate pericardial effusion. There was not clear evidence of a diastolic collapse but concern that given this anatomy it might be difficult to assess for sign of tamponade.

28 Gage cannula was inserted via left intracostal region and passed under ultrasound guidance to pericardial space overnight. 33 ml yellow, slightly cloudy fluid was drained off until pericardial space was dry on echocardiograpy.

Patient 2

A term newborn was admitted overnight with antenatal diagnosis of ventricular septal defect and overriding aorta. He was born at 37 weeks gestation with 2210 grams in good conditions (Apgar score 9/9).  This was the 5th pregnancy of the mother and she has lost 2 children because of cardiac disease.  Blood samples were taken for chromosomes examination. When I examined she saturated per- and postductal above 90 % and had no cardiac murmur and respiratory distress. 

I was taking part on a radiology multidisciplinary meeting at 2pm. 

We were discussing numerous images including the following:

· The abdominal X-ray with contrast of a preterm baby, who had bilious vomiting. There was not stricture shown.
· The abdominal X-ray with contrast of a term baby, who had malrotation.
· The MRI pictures of the infant who suffers from Dandy - Walker malformation.
· The MRI pictures of a term baby with meningitis.
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03/02/2014 Monday
Leeds General Infirmary, Neonatal Intensive Care Unit
At 9 am I took part in the Monday morning grand round and after that in the morning ward round. There were 8 patients on the unit.
Regular daily activity:

I observed and followed the activity of the Unit’s medical staff, including the doctors and the nurses. I practiced the examination of the newborn babies, with the end in view the low, very low and extremely low birth weight preterm babies. I noticed and learned the use of special equipment of Neonatal Unit. I practiced the long term monitoring of vital functions and pulmonary functions of the neonates. I also observed the ultrasound examinations on the Unit.

Two newborn babies were admitted to the Unit from other hospitals over the weekend.
Patient 1
The baby was born from in vitro fertilized (IVF) twin pregnancy at 23rd weeks of gestation with 610 grams. The other twin died intrauterine at 18 weeks of gestation and was delivered.
Yesterday the mother had pyrexia and her CRP had risen to 110 mg/l. The baby was born by emergency caesarean section due to maternal chorioamnionitis.
At birth he was in good condition (vigorous, spontaneous breathing, heart rate >100/min). He was intubated and 120 mg Curosurf was given. He was transferred to the Neonatal Unit for further management.
On the Neonatal Intensive Care Unit UVC, UAC was inserted, blood cultures were sent and he was started on intravenous first line antibiotics and Babiven 80 ml/kg/day.  He received one bolus of normal Saline and dopamine in view of hypotension.
The plan was minimal handling and cranial ultrasound today. He was stable and saturated well on SIPPV with 25-30 % FiO2.
Patient 2
This baby was born after planned induction of the delivery at 39th weeks of gestation on 1st February 2014. There were no risk factors of infection or sepsis.
On 1st February at 7 pm he had normal CTG. At 8:45 pm on CTG fetal bradycardia was seen. On the emergency scan no heart rate was detected.  It took 8 minutes to deliver baby out. 

He was floppy and pale and had no breathing effort. He had no heart rate despite 2 sets of effective inflation breaths. He was intubated and resuscitated for 10 minutes.
His initial blood gas: pH 6, 62; CO2 14, 4 kPa; BE -25; lac 20 mmol/l.
Repeated blood gas improved gradually: pH 7, 27; BE-6, 6; lac 10 mmol/l.
He was transferred to the Neonatal Unit and active cooling was started at 4 hours of age.
Cerebral function monitoring (CFM=EEG) was started as well.
This morning seizures were noted on CFM thus phenytoin was given. I observed the cranial ultrasound investigation. There was no intraventricular haemorrhage or dilatation seen. The echodensitiy of the brain parenchyma, the midline structures and the cerebellum were normal.
04/02/2014 Tuesday
Leeds General Infirmary, Neonatal Intensive Care Unit
I took part in the morning round at 9 am. There were 8 patients on the Intensive Care Unit.
I practiced the regular daily activities detailed on the first page.
A one day old preterm baby was admitted from another hospital with interesting history. The baby was born at 34 weeks of gestation by a difficult forceps delivery in poor condition along with meconium stained liquor. He had suction performed from below the vocal cords under direct vision revealing clear liquor. He required two sets of inflation breaths followed by a minute of CPR as his heart remained below 60 despite adequate chest movement with inflation breaths. He had spontaneous regular respiration by 4 min of age and was transferred to NNU on facial CPAP. He was managed on CPAP until 6 hours of age in air.
Though his initial blood gas showed mixed acidosis this improved quickly. He was given a loading dose of caffeine citrate.  The chest x-ray at 4 hours of age was showed bilateral streaky changes but nil focal.
The baby has remained cardiovascularly stable throughout his stay in the other hospital with no need for any support. His blood sugars were stable. He has not passed urine during his stay there. He was commenced on iv. benzyl penicillin and gentamycin for presumed sepsis, due to prematurity, requirement for respiratory support and a query that mother had spontaneous rupture of membrane at 33+5 week.
He was noted to have multiple bruises including face, right forearm, left side of abdomen, dorsum of fingers on the left hand over the middle phalanges along with denuded skin on the right forehead. He was also noted to have hydrocele. At about 4 hours of age he was noted to have discolouration on the left hemiscrotum. This was noted to be tender with absent transillumination. The spermatic cord on both sides and right testicle were palpable. The differentials considered were scrotal haematoma possibly related to an intra-abdominal bleed or torsion testes. He was admitted for further surgical opinion. His PT is prolonged at 20.5 with an INR of 1.8, he has further received 20ml/kg of FFP.
Mother had two previous early miscarriages. Though she used to smoke previously she stopped once pregnancy was confirmed. She did not consume any alcohol. She is A+ and had rubella immune with negative serology. Her BMI on booking was 42 hence she was under follow up by consultant obstetrician and was commenced on aspirin and vitamin D along with folic acid. Her antenatal scans were all normal including the anomaly scan. She is otherwise medically fit and well, but had an abdominal surgery when she was 5 year old herself, due to cyst behind the bowels, further details could not be verified.  There are no known maternal or family bleeding diatheses. She did not receive any antenatal steroids.  
05/02/2014 Wednesday
Leeds General Infirmary, Neonatal Intensive Care Unit
In the Leeds Teaching Hospital the Senior House Officers and Registrar Doctors rotate in every 6 months between the Units. For this reason, today 12 new doctors arrived to the Neonatal Unit.
From 9 am to 11 am the first check of the newborns was shown to us by a Special Neonatal Registrar. Form 11 am I participated in the induction programme for the new doctors.
Neonatal Units
CROSS-CITY INDUCTION PROGRAMME  
February 2014
WEDNESDAY, 5th February 2014
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06/02/2014 Tuesday
Leeds General Infirmary, Neonatal Intensive Care Unit
I took part in the morning round at 9 am. There were 9 patients on the Intensive Care Unit.
I practiced the regular daily activities detailed on the first page.
A preterm baby was admitted from another hospital. She was born at 35 weeks gestation via normal delivery in poor condition with no respiratory effort and heart rate between 60-100/min. She responded well to inflation breaths and facial oxygen. At delivery she was noted to have a grossly distended abdomen. A nasogastric tube was passed and 15mls of green bilious fluid aspirated from the stomach. On examination she appeared to be uncomfortable, was pink and well perfused but had very distended abdomen with pale colour change to the skin overlying the abdomen.  Anus appeared to be patent and there was some staining of the liquor, but no evidence of definite meconium passage.
Her chest and abdominal X-ray showed small lung fields and a white-out in the abdomen. On ultrasound scan the bowel loops appeared to be grossly distended and fluid-filled.
She has been commenced on triple antibiotics – benzyl-penicillin, cefotaxime and metronidazole. After admission she had laparotomy, where malrotation and volvulus were found.  The bowels were untwisted by Ladd’s procedure, resection of necrotic bowel and appendectomy were done.
Neonatal Units
CROSS-CITY INDUCTION PROGRAMME  
February 2014
THURSDAY, 6th February 2014
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07/02/2014 Friday
Leeds General Infirmary, Neonatal Intensive Care Unit
I took part in the morning round at 9 am. There were 10 patients on the Intensive Care Unit.
I practiced the regular daily activities detailed on the second page.
A newborn baby was admitted overnight to the ICU, who was born at 41st weeks of gestation by emergency section for meconium stained liquor and low fetal pH. He was intubated due to poor respiratory effort and passive cooling treatment was started on the resuscitaire.  He was transferred to the neonatal unit.
Here he developed signs of meconium aspiration and needed maximal ventilatory support including oscillatory ventilation and nitric oxide. He received a dose of Surfactant. He had a significant episode of pulmonary haemorrhage. In view of his persistent pulmonary hypertension he was on maximal inotropes to maintain his blood pressure - dopamine, dobutamnie, hydrocortisone, noradrenaline were started and had a trial of milrinone. He was commenced on first line antibiotics.
He had several episodes of seizures which were treated with phenobarbitone, phenytoin and midazolam. These were focal and right sided and not associated with any cardiovascular signs.
Neonatal Units
CROSS-CITY INDUCTION PROGRAMME  
February 2014
FRIDAY, 7th February 2014
[image: image5.png]Leeds General Infirmary

Time | Place Title
Loopm | NNU Surfactantand lunch
Laspm_| NNU Prescriber
230~ Clinical skils
4.30pm curosurf/ intubation / propofal
Home |/ accessing arterial lines, / heel
"“’;:":’J"" pricks / procedure trolley

Asepsis





10/02/2014 Monday
Leeds General Infirmary, Neonatal Intensive Care Unit

At 9am I took part in the Monday morning grand round and after that in the morning ward round. There were 8 patients on the unit.

I practiced the regular daily activities detailed on the first page.
The above (on Friday, 7th February) detailed baby with severe meconium aspiration syndrome died on 8th February. 

As I heard in the grand round in his blood cultures taken on admission coliform bacteria have grown. At the moment they were unsure what type but it was sensitive to both gentamicin and cefotaxime which he had been on since birth. 

Cooling was stopped in the afternoon of 8th February as it was suspected that the cooling treatment was adding to his blood pressure problems and there was no clear evidence of hypoxic- ischemic encephalopathy. In the evening of his death he had a large pulmonary haemorrhage and they never managed to get his oxygen levels back in spite of a blood transfusion, multiple fluid boluses and FFP.  A range of strategies have been applied   to improve his oxygen levels and blood pressure but all of them failed. At this point the consultant discussed with the parents that the kindest thing to do would be to let the baby die peacefully in their arms. As a result care was reorientated (changed from curative to palliative treatment) and he died peacefully in his parents arms shortly after coming off the ventilator. The cause of death was registered as Gram negative sepsis and persistent pulmonary hypertension of the newborn.

Patient 1

This baby was born at 35 weeks gestation and was admitted from the labour ward following an emergency C-section for fetal hydrops, pulmonary oedema and small VSD.

At birth the heart rate and respiratory effort were poor so he needed resuscitation. After 5 inflation breaths he was intubated securing airway. The right chest was aspirated and 100 ml fluid was removed. After that the left chest was aspirated and 95 ml fluid and air was removed. Left chest drain was placed as obvious pneumothorax was diagnosed. In the neonatal unit chest x-ray was taken and a large right sided pneumothorax was evident. Needle aspiration was done and chest drain was inserted at the level of the nipple in mid-axillary line. UVC and UAC were sited. Antibiotics (benzyl-penicillin, gentamicin) were commenced.

Over the weekend he had hypotension and hyponatraemia (123 mmol/l) thus multiple fluid boluses of 0.9% Saline were given. He also received 20 % HAS (Human Albumin Solution).

11/02/2014 Tuesday

Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 10 patients on the Intensive Care Unit.

I practiced the regular daily activities detailed on the first page.
Patient 1

Yesterday evening a 3 month old infant was admitted for retinopathy of prematurity (ROP) laser treatment.  The ophthalmological examination diagnosed ROP Stage 3 on both sides. (Stage III: Extraretinal fibrovascular proliferation occurs with the ridge.)

The baby went to the theatre for laser photocoagulation today. The goal with laser treatment is to destroy the tissue that is producing angiogenetic factors (VEGF) and localized under the retina. He was ventilated postoperative with SIPPV + volume guarantee.

Patient 2
The above (on 24th January 2014) detailed infant with Down syndrome, congenital atrioventicular septal defect (CAVSD), conjugated jaundice, renal impairment, and transient myelo-proliferative disease (TMPD) had today a successful patent ductus arteriosus banding.

Patient 3

The above (on 27th January 2014) detailed infant with patent ductus arteriosus, contractures, slow gut, common iliac vein clot and temporary renal impairment was born on 24 weeks gestation and suffers from chronic lung disease. He depended on mechanical ventilation requirements since he was born and for a short time he needed high frequency oscillation as well. Today MINI-DEX (low dose dexamethasone) was started.

In order to better understand the indication of MINI-DEX, I spent the rest of the afternoon studying related guidelines of Leeds NHS Trust.

The recent concerns regarding the short and long-term effects of dexamethasone has resulted in a reduction in the number of preterm infants who are given dexamethasone as an aid to weaning from the ventilator. 
The national consensus appears to be that it should be reserved for those with the following characteristics.

1. Ventilator dependent beyond 7 days post-natal age, but usually 14. 

2. High ventilatory requirements not related to infection &/or symptomatic PDA 

3. Chest-Xray changes consistent with early/established chronic lung disease. 

4. The clinical view that progressive deterioration leading to death is likely if treatment is withheld 

Dosage: 50 micrograms/kg/dose once daily for 10 days then 50 micrograms/kg/dose once daily on alternate days for 10 days (5 doses)
12/02/2014 Wednesday
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 8 patients on the Intensive Care Unit. I practiced the regular daily activities detailed on the second page.
Patient 1

Overnight a newborn baby was admitted with antenatal diagnosis of left sided diaphragmatic hernia. Antenatally ultrasound scan showed that the stomach lies in the chest and the heart is displaced into the right hemithorax. The heart appeared structurally normal. Currently he was stable, ventilated with SIPP+VG. He needed only 25 % FiO2. The repair planned in the next two days.

Patient 2

At 12 I took part in the resuscitation of a term baby in the delivery room.  
Mother had no mothering care during the pregnancy. The baby was born at 38 weeks of gestation with emergency caesarian section because of maternal haemorrhage. He had oligohydramnion was bradycardic intrauterine about 15 minutes.

At birth he was pale and floppy and had no respiratory effort. Five inflation breaths were given, there was no chest movement seen. The heart rate was undetectable. Second set of inflation breaths were given, but no good chest movement was seen. The airway was suctioned under direct vision with laryngoscope and blood was detected in the oropharynx.  Further five inflation breaths were given with smaller mask without success.  He was intubated at 3 minutes of age. Bilateral symmetric chest movement and good colour change on Pedicap was detected. 

He was ventilated for 30 seconds with pressures 30/5 mmHg in 100% o2. The heart rate remained undetectable thus chest compressions were commenced. 

The resuscitation team called for a consultant. The consultant arrived at 5 minutes of life. Umbilical vein catheter was inserted at 6 minutes of life. Bolus adrenaline (0.3ml 1:10000) and sodium bicarbonate (10 ml 4, 2 %) was given with flush. The baby received 30 ml “0” negative blood bolus as well.

Soon after blood was given a slow heart rate was obtained (approximately 10 minutes of age). CPR was continued and second dose adrenaline was given at 11 minutes of age. With the suspect of hypoglycemia 7,5 ml 10 % Dextrose was administered. 

Saturation obtained 66% and the heart rate increased to more than 100/minutes so CPR was stopped at 15 minutes of age.  Blood was taken for gas: ph 6.73, pCo2 27, BE-12.6 Hb 12.9. Active cooling was started and he was transferred to the NICU.
13/02/2014 Thursday
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 9 patients on the Intensive Care Unit. 

I practiced the regular daily activities detailed on the first page.
Patient 1

The yesterday detailed term baby with severe asphyxia on examination had palpable kidneys both sides. On the X-ray hypoplastic lungs and large kidneys with lots of cystic lesions were seen. In suspect of infantile polycystic kidney disease DNA storage sample was sent.  This disease inherited in an autosomal recessive fashion, involves both kidneys and unfortunately carries a grim prognosis. He had no urine output overnight thus intravenous fluid was restricted to 40 ml/kg/day.

The baby had one seizure on cerebral function monitor (CFM) so a dose phenobarbital was given.

Patient 2

A term baby was admitted with antenatal diagnosed truncus arteriosus (common arterial trunk) and ventricular septal defect. He was born in good condition and cried immediately after birth. 

On examination he had dysmorphic eyes (deep set eyes) and a coloboma on the right eye. He had active precordium, palpable thrill with loud systolic heart murmur (4/6). The baby was self-ventilated on air and tolerated full feeds.

We spoke about the treatment of this disease, which is neonatal surgical repair. The ventricular septal defect is closed with a patch. The pulmonary arteries are then detached from the common artery (truncus arteriosus) and connected to the right ventricle using a tube (a conduit or tunnel). 
Neonatal Units

CROSS-CITY INDUCTION PROGRAMME  

February 2014

[image: image6.png]#Thursday 13th February 2014

Leeds General Infirmary

nursery

Time Place Title
2.00pm- Scenarios to cover preterm
4pm Home | stabilisation, basic ventilation, new

ventilators, fluids





14/02/2014 Friday
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 9 patients on the Intensive Care Unit. 

I practiced the regular daily activities detailed on the first page.
Patient 1 

Overnight a term baby was admitted from another hospital due to prolonged resuscitation and need for ventilatory support. He was cooled and intravenous fluid was restricted to 40 ml/kg/day. First line antibiotics and because of hypotension dobutamine were started. 

His cranial ultrasound did not show evidence of intraventicular haemorrhage or ventricular dilatation. There were normal midline structures. The parenchyma demonstrated

slightly heterogeneous increased echogenicity. 

The abdominal x- ray showed intramural gas confirming necrotising enterocolitis. He was reviewed by the surgical team and he was treated conservatively with antibiotics and nil by mouth.

At 2pm I took part in a radiology MDT meeting.

We discussed about a lot of images including the following:
· Abdominal ultrasound of a one month old preterm baby with moderate hydronephrosis.
· Abdominal ultrasound of a 3 months old preterm baby with nephrocalcinosis and IVC clot.  

Calcification was seen within both renal areas probable due to previous adrenal haemorrhage. The IVC was not identified in keeping with occlusion. There was a small area of calcification within the liver.
· Chest X-ray of a term baby who is currently on the  NICU with possible chest infection
There was confluent consolidation in both perihilar regions extending into the right lower lobe and into the left apex. This appearance could represent meconium aspiration or neonatal pneumonia.
· The chest and abdominal X-ray of the yesterday detailed baby, who suffers from asphyxia and probable autosomal recessive polycystic syndrome.
On the chest X-ray the lungs were poorly inflated and widespread air space opacity was shown. This appearance is suspicious for pulmonary hypoplasia addition to RDS. Ribs appeared gracile and abnormally modelled particularly on the right.

17/02/2014 Monday
Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the Monday grand round and the morning round. 
There were 7 patients on the Intensive Care Unit. 

I practiced the regular daily activities detailed on the first page.

We spoke with a Registrar about the confirmation the position of the umbilical arterial and venous catheter. 

Ideally the UVC tip should be at the level of the diaphragm. A UVC should always go straight up on X-Ray- if it curves down to the iliac vessels it is in the umbilical artery.

Umbilical artery catheters can be placed at

· T8-12 (high = thoracic position = above diaphragm, but not in heart, this is

the preferred position

· L4-5 (low = abdominal position = just above bifurcation of aorta)

Patient 1 

On Saturday (15th of February) a term baby was admitted with asphyxia. He had meconium stained liquor and needed resuscitation for 1 minute. First line antibiotics were started. He was very stable on SIPPV+VG and self-extubated on first day of life. 

He was actively cooled and his fluid input was restricted to 40 ml/kg/day. The cranial ultrasound scan showed Grade 2 hyoxic-ischaemic encephalopathy. There was no seizure activity on CFM.

Patient 2

On Sunday (16th February 2014) a term baby was admitted with antenatal diagnosis of hypoplastic left heart syndrome. 

This baby girl was born at 38 weeks gestation in good condition. There was offensive liquor but no other risk factors for infection. She was antenatally diagnosed with HLHS, which was confirmed on ECHO postnatally. Alprotadil was started.

Her bilirubin was on the phototherapy line on two occasions and she was commenced on single phototherapy.

18/02/2014 Tuesday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I was taking part on a ventilation teaching. We were discussing about the main types of mechanical ventilations like SIPPV and SIMV. We analysed three blood gases of a preterm baby who had RDS and was on SIPPV+VG. At birth he received a first dose of Curosurf.

· The first gas showed respiratory acidosis. Treatment: increase the tidal volume and give a second dose of Curosurf

· The second gas showed metabolic acidosis. Treatment: 0.9 % Saline bolus (We also discussed the other signs of hypovolaemia.)

· The third gas showed respiratory alkalosis. Treatment: decrease the tidal volume and think about extubation

At 9.30 am I took part in the morning round. There were 7 babies on the Unit.

I practiced the daily activities detailed on the second page.

Patient 1
The baby was born on 8th February 2014 at 35 weeks of gestation and suffered from fetal hydrops. He haa bilateral chest drain and his main problem was that he still has 10-15 ml/hour leakage from both sides. His albumin level was low despite of replacing it with human albumin solution, however there was no protein in the pleural fluid samples.

After the morning round I checked all the results of this baby and found that heavy sialic band was detected in the urine. I started to study in the literature and found a genetic disorder which can cause sialuria and hydrops. 

Infantile free sialic acid storage disease (ISSD) is inherited in an autosomal recessive pattern. Babies with this condition have severe developmental delay, weak muscle tone (hypotonia), and failure to gain weight and grow at the expected rate (failure to thrive). They may have unusual facial features that are often described as "coarse," seizures, bone malformations, an enlarged liver and spleen and cardiomegaly. The abdomen may be swollen due to the enlarged organs and an abnormal buildup of fluid in the abdominal cavity. Affected infants may have a condition of hydrops fetalis.


We sent urine sample to the laboratory for further investigation.

At 2pm I took part in a simulation teaching. We practiced the resuscitation of preterm babies, the communication, team work and use of new resuscitation bags.

19/02/2014 Wednesday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the morning round. There were 8 babies on the Unit. 

I practiced the daily activities detailed on the second page.


Patient 1

Overnight a newborn baby was admitted with antenatal diagnosis of gastroschisis. There were some dilated loops of external bowel on latest ultrasound scan therefore birth was induced at 36 weeks of gestation. The baby was born today at 4:45 in good conditions. She cried at under 1 minute and did not need resuscitation. The bowel was wrapped in clingfilm and the baby was dried and wrapped. Nasogastric tube was inserted. She was shown to parents before bringing round to neonatal unit.

The initial blood gas showed metabolic acidosis so 10ml/kg bolus of 0.9% saline was given. She was commenced on intravenous maintenance fluids and replacement fluids for nasogastric losses. She also received intravenous antibiotics (amoxicillin, gentamycin and metronidazole). 

Later this day the baby had an operation. The surgeon used a silastic silo for gradual reduction of herniated abdominal contents. Secondary closure would occur at a later time when the intestinal contents fit within the abdominal cavity. (Closure of the silo is usually performed in stages over 7 to 10 days, with reduction of the silo occurring one to two times daily.)

Patient 2

The baby was born on 18th February 2014 at 35 weeks gestation with 1.85 kgs. He also suffered from gastroschisis. Primary closure was made on the day before.

Patient 3

The baby with congenital non-immune hydrops whose condition was detailed on 10th and 18th February still had 15 mls/h pleural effusion leakage. He had low albumin level so 5 ml/kg bolus hyperoncotic HAS and further albumin replacement was given.
Patient 4

The baby was born on 2nd February 2014 at 23 weeks of gestation and has a large patent ductus arteriosis. He already received paracetamol and one dose of ibuprofen to try to close the duct. Later this day echocardiography was performed to measure the size of PDA and decide on giving the second dose of ibuprofen.

20/02/2014 Thursday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the morning round. 

There were 8 babies on the Unit. 

I practiced the daily activities detailed on the second page.

Patient 1

Overnight a term baby was admitted with antenatal diagnosis of transposition of great arteries (TGA) and small ventricular septal defect (VSD). 

The baby was born by forceps delivery at 39 weeks gestation. His birth weight was 3200 grams. At birth he was floppy and had no respiratory effort. 5 inflation breaths were given with good chest movement. The baby needed positive pressure ventilation for two minutes. His heart rate was over 100/minute. His Apgar score was 5 at 1 minute and 9 at 5 minutes and 10 at 10 minutes of life.

Balloon atrial septostomy was performed on the Unit. The majority of atrial septostomies are performed on infants with d-TGA or other cyanotic heart defects. In these cases, a balloon catheter is guided through a large vein into the right atrium, during cardiac catheterization. The catheter is threaded into the foramen ovale, a naturally-existing hole between the atria that normally closes shortly after birth. The balloon at the end of the catheter is inflated to enlarge the foramen ovale enough that it will no longer become sealed.

All children with transposition of the great arteries will require open-heart surgery to treat the defect. Without surgical repair, the overwhelming majority of patients with TGA would not survive their first year. 

The surgery, known as the arterial switch operation, is typically performed within a few days of birth. Surgeons reconstruct the heart so that the aorta is attached to the left ventricle and the pulmonary artery is attached to the right ventricle.

21/02/2014 Friday

Manchester – General Medical Council

I travelled to Manchester for the last identity check at the General Medical Council. I showed all required original documents and I signed the declaration form.  
My registration was completed and a licence to practise was granted.
24/02/2014 Monday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9am I took part in the Monday morning grand round and after that in the morning ward round. 

There were 5 patients on the unit.

I practiced the regular daily activities detailed on the second page.

I observed the whole day the several times mentioned baby with antenatal diagnosis of hydrops & bilateral pleural effusions. This day he was 16 days old.
Chromosomes were performed antenatally from CVS which were normal. He had chest drains inserted at birth, intubated and received 16 days of neonatal intensive care. He drained large volumes of pleural fluid initially, over 1500 mls which gradually reduced. 

He had a very poor immune system with very low immunoglobulins & lymphocytes and was treated with antibiotics and antifungals for fungal sepsis. 

Maintaining fluid balance was difficult because of fluid restriction and the need for maintaining adequate blood pressures and in the meantime optimising renal perfusion. 

He required several blood, platelet and HAS infusions and careful electrolyte management. Sadly this day he deteriorated with worsening oedema, anuria, metabolic acidosis, hypotension and multi-organ failure. 

At this stage it was decided to re-orientate care and the parents were in agreement with this. Specimens including skin biopsies are awaited along with the post mortem results to try to find a diagnosis.
25/02/2014 Tuesday
Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the morning round. There were 6 patients on the Unit.

I practiced the daily activities detailed on second page.

Overnight two newborn preterm babies were admitted.

Patient 1

The baby was born at 30 weeks gestation with 1330 grams by Caesarean section due to pre-eclampsia and absent end diastolic flow on CTG. Choronic Villi sampling was carried out during pregnancy due to bilateral talipes and left sided hydronephrosis. This showed a normal male karyotype. (The father had bilateral talipes when he was born.) Baby had a heart rate bellow 100/min at delivery, and poor response to inflation breaths so he was intubated. Then he became very vigorous so he was extubated to CPAP.

At 11 am I was taking part in the long line insertion of this baby. I learned how to measure the required length of the line, how to prepare to central venous catheter insertion, also the aseptic technique and the further steps of the procedure. I had two unsuccessful attempts, then a neonatal Registrar managed to insert the long line in the right cubital vein.  On the chest x-ray the long line was in good position.

Patient 2

This baby was transferred to LGI from Pinderfields hospital overnight. He was born at 36 weeks gestation by emergency Cesarean section as reduced fetal movements and on CTG bradycardia was diagnosed. His birth weight was 1960 grams. He was born in poor condition and made no respiratory effort. Heart rate was more than 100/min. One round of inflation breaths was given, but there was no improvement in respiratory rate or tone. Continuous ventilation breaths were given until 5 minutes when he made some spontaneous respiratory effort. He was transferred to NNU. 
He had a persistent metabolic acidosis and generalised hypotonia. He had been started on alprostadil and was transferred for possible cardiac pathology to LGI.
On the chest X-ray he had cardiomegaly. The echocardiography revealed persistent pulmonary hypertension (PPHN) but did not show any structural abnormality or congenital heart disease. Alprostadil was stopped and first line antibiotics were started. Blood samples were sent for urine metabolic screen, creatinine kinase and routine labour parameters.  
26/02/2014 Wednesday
Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I was taking part on the morning round. There were 6 patients on the Unit.

I practiced the daily activities detailed on second page.
After the morning round we spoke about the causes of persistent pulmonary hypertension. PPHN is most commonly associated with 1 of 3 underlying etiologies:
· Acute pulmonary vasoconstriction

· Alveolar hypoxia secondary to parenchymal lung disease, such as meconium aspiration syndrome, respiratory distress syndrome, or pneumonia 

· Hypoventilation resulting from asphyxia or other neurologic conditions

· Hypothermia

· Hypoglycemia
· Hypoplasia of the pulmonary vascular bed : congenital diaphragma hernia, cystic adenoid malformation, olygohydramnion

· Idiopathic pulmonary hypertension

The baby detailed in yesterday’s report with persistent metabolic acidosis, generalized hypotonia and persistent pulmonary hypertension was initially on CPAP but desaturated and required intubation & ventilation with nitric oxide. 

He became hypotensive and was commenced on dopamine and dobutamine infusions. He remained hypotensive with noraderenaline and hydrocortisone. 
He was commenced on amoxicillin and gentamycin at birth, which were stopped at 48 hours when blood cultures were negative.  He was recommenced on ceftazidime and vancomycin following deterioration.

Mother was hepatitis B e antibody positive, antigen negative and therefore he was given the hepatitis B vaccine. 
On abdominal ultrasound the liver was a little enlarged but there were no other focal lesions and no sign of intrahepatic duct dilatation.

The cause of his poor condition and deterioration could have been severe asphyxia, sepsis or a metabolic disorder, eg. mitochondrial disorder which could have maintained the lactate acidosis.
27/02/2014 Thursday

Leeds General Infirmary – Martin Wing

I took part today in the Newborn Life Support (NLS) course.

The aim of this course is to give the background knowledge and skills to approach the management of a newborn infant during the first 10-20 minutes to those who are responsible for initiating resuscitation at birth, allowing them to handle these situations in a more competent way. The course concentrated on understanding the pathophysiological changes and effect of hypoxia in newborns also on the importance of temperature control, practical airway management and ventilatory support. 
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Umbilical artery catheterization – Newborn Life Support course

28/02/2014 Friday
Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am took part in the morning round. There were 3 patients on the Unit. After the morning round we discussed with the consultant about the pharmacology of diuretics.
The diuretics are generally divided into four major classes, which are distinguished by the site at which they impair sodium reabsorption:

· Loop diuretics act on the Na+-K+-2Cl- symporter (cotransporter) in the thick ascending limb of the loop of Henle to inhibit sodium and chloride reabsorption. This is achieved by competing for the Cl- binding site.
· Advese effects: 
· Acute: hyponatremia, hypokalemia, hypomagnesemia, dehydration, hyperuricemia, gout, dizziness, postural hypotension
· Chronic- ototoxicity, nephrocalcinosis 
· Thiazide-type diuretics in the distal tubule and connecting segment , and inhibit the sodium-chloride symporter leading to a retention of water in the urine, as water normally follows penetrating solutes
· Potassium-sparing diuretics act in the aldosterone-sensitive principal cells in the cortical collecting tubule 

· Acetazolamide (Carbonic anhydrase inhibitors) and mannitol(Osmotic diuretic)  act at least in part in the proximal tubule

Patient 1
This baby was born from in vitro fertilized (IVF) twin pregnancy at 23rd weeks of gestation with 610 grams. The other twin died intrauterine at 18 weeks and was delivered. 

His main problems were: difficult oxigenisation due to chronic lung disease and large PDA. Because of the PDA he already received two doses of ibuprofen. Today he had hypertension (his systolic blood pressure was over 100 mmHg) so hydralazine was given.
Patient 2

On 26th February evening a preterm (36 weeks and 1 day) newborn was admitted with antenatal diagnosis of gastroschisis. She had primary closure on the day of birth and was extubated on the following day. 

Patient 3 

This baby was born on 25th December 2013 at 25 weeks gestation with 900 g. As of writing she were two months old and her main symptoms were: 

· Chronic lung disease : She was put on Low flow Oxygen and received diuretics

· Maternal ESBL: She was isolated

· Abdominal distension: She had a water soluble contrast enema which did not demonstrated stricture or obstruction.
Work diary

Dr. Alexandra Turi
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Leeds Neonatal Service

Tutor: Dr. Sharon English

Lead Clinician for Neonatal Services
03/03/2014 Monday

Leeds General Infirmary - Neonatal Intensive Care Unit

At 9 am I took part in the Monday morning grand round and after that in the morning ward round. There were 5 babies on the unit. 

Regular daily activity:

I observed and followed the activity of the Unit’s medical staff, including the doctors and the nurses. I took part in the admission and attendance of the babies. Including:

· prescription of medicines and parenteral fluids

· first examination of newborns

· admission in the computer system (Badger)

· practical procedures (Heel-prick, arterial blood gas, venous blood sample, peripheral cannula)

· order of images

· writing discharge letters

I noticed and learned the use of the Unit’s special equipment. I practiced the long term monitoring of vital functions and pulmonary functions of the neonates. I also observed the ultrasound examinations on the Unit.

Patient 1

This baby was born on 27th February 2014 by emergency lower segment caesarean section (LSCS) for pathological CTG. She developed intermittent tachypnoea one hour after the birth which deteriorated significantly in the morning of 28th February 2014. Baby had a chest X-ray which showed a large cystic change in the right hemithorax. She was transferred to the LGI with a possible diagnosis of congenital cystic adenoid malformation (CCAM).

On 1st March thorax CT was performed with contrast. It was a limited study due to marked motion artefact. It showed a large cystic / solid lesion in the right hemithorax with a little aerated normal right lung. Mediastinal shift was seen to the left and relatively normal left lung.  
On 2nd March a right upper lobe lobectomy was performed and right chest drain was inserted. She was extubated after operation. On the postoperative chest X-ray there was persistent surgical emphysema in the right lateral chest wall and a tiny residual right pneumothorax.

This day she was stable and self ventilated on air.

04/03/2014 Tuesday

Leeds General Infirmary - Neonatal Intensive Care Unit

I took part in the morning round at 9 am. There were 6 babies on the Unit. 

I practiced the regular daily activities detailed on the second page.

Patient 1

This baby was born by elective caesarean section in good condition on 28th February 2014. Soon after birth she was noted to be grunting  and therefore she was admitted to the neonatal High Dependency Unit for high flow oxygen.

Later on this day  her condition deteriorated and required intubation. 200mg/kg Curosurf was administered. 

Given the difficulty to oxygenate she had an echocardiography which showed persistent pulmonary hypertension (PPHN) and an atrial septum aneurism - otherwise structurally and functionally a normal heart. To increase the systemic blood pressure dopamine and to decrease the pulmonary pressure nitric oxide were started.  

She was commenced on benzyl penicillin and gentamicin for early sepsis. Her CRP increased from <5 mg/l to 90 mg/l in two days. Her initial blood culture was negative at 48 hours. She was recultured and had a lumbar puncture, which was essentially normal.

Patient 2

She was born on 1st March 2014 at 32 weeks gestation by emergency caesarean section due to reduced foetal movements and abnormal CTG.  She was born in poor condition and required 5 inflation breaths. No chest rise was seen and heart rate remained low. Two persons jaw thrust was applied and further 5 inflation breaths were given with good chest rise. Heart rate increased to more than 100/min. Ventilation breaths were given to support irregular respiration. 

At approximately 4 minutes of life a good cry and more vigorous breathing appeared, but grunting was noted. She was intubated and given 100 mg/kg Curosurf. She was put on CPAP and transferred to neonatal ICU.

On CPAP she had an increasing oxygen requirement and was therefore intubated and given 200 mg/kg rescue dose of Curosurf.  

Her chest X-ray at this time showed hazy, granular opacification in keeping with respiratory distress syndrome.  
05/03/2014 Wednesday

Leeds General Infirmary – Neonatal Intensive Care Unit

I took part in the morning round at 9 am.  There were 6 babies on the Unit. 

I practiced the regular daily activities detailed on the second page.
Overnight a preterm baby was admitted with antenatal diagnosis of gastroschisis.

The baby was born by emergency caesarean section at 35 weeks gestation due to reduced foetal movements and pathological CTG. His birth weight was 2260 grams.

At delivery clingfilm was applied to the bowel and nasogastric tube was passed. 40mls bile stained fluid was aspirated from the nasogastric tube. Dusky bowel was noted. The baby had no spontaneous respiratory effort.  Heart rate initially was between 60 and 100/minutes. Five inflation breaths were given with good chest movement. Heart rate improved to greater than 100 beats/minutes. Spontaneous respirations were noticed at 2 minutes of life. 

On arrival at the Intensive Care Unit his heart rate was 170/min, mean blood pressure 26 mmHg. The central capillary refill time was 2.5 sec, the peripheral  3 sec. A 10 ml/kg saline bolus was given followed by 80 ml/kg/day maintenance 10 % Dextrose. 

He was commenced on antibiotics - amoxicillin, gentamycin and metronidazole prior to theatre. This is the standard combination used for surgical procedures.

The surgical team came promptly to review the baby. On examination they noted defect to right at cord, intra and extra abdominal bowel dilatation and possible atresia of distal ileum. Small coecum and appendix was seen. The visible bowel inside appeared dusty and grey.  

The surgeon decided that the baby needed urgent exploration with extraction of the bowel out of the abdomen to access viability. Total 20 cm of small bowel was removed and 60 cm was left. Ileostomy was performed. Broviac line was inserted. (This is the same central catheter we call Hickman line in Hungary.)
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 1st picture. Broviac/Hickman central line
The baby needed 5 fluid boluses pre and perioperatively. He was today stable on ventilator (SIPPV+VG), but he was agitated possible due to pain thus the dose of morphine was increased.  

06/03/2014 Thursday
Leeds General Infirmary - Neonatal Intensive Care Unit

At 9am I took part in a teaching session about  palliative care led by my mentor. We discussed the meaning of palliative and end-of-life care, the importance of appropriate communication with parents and with other members of the team in this difficult situation. We also spoke about the required circumstances and the importance of documentation.
At 10 am I took part in the morning round. There were 4 patients on the Unit.

I practiced the regular daily activities detailed on the second page.
Patient 1

This baby was born on 2nd February 2014 at 23 weeks gestation. His main problems were chronic lung disease, hyperglycaemia and sepsis. He had a temperature spike yesterday thus amoxicillin and gentamycin (first line) were changed to vancomycin and ceftazidime (second line). He was currently stable on CPAP and requires 40-60% FiO2.

Patient 2

This term baby was born on 27th February and suffered from congenital cystic adenoid malformation. She had right upper lobe lobectomy on 2nd March. On the chest X-ray this day there was no fluid or air collection thus chest drain was removed.

Patient 3

The yesterday detailed preterm baby with gastroshisis was stable on SIPPV+VG ventilation but still needed high dose of opioid analgesics and therefore had no enough spontaneous breathing to extubate.

Patient 4

The baby was born on 28th February 2014 and suffered from RDS, early sepsis and persistent pulmonary hypertension (PPHN). She had a lumbalpunction on Monday and the cerebrospinal fluid did not show evidence of meningitis. 

In the last few days she improved clinically very much, currently she was self ventilated on air and her CRP decreased from 90 to 5 mg/l. She received benzyl penicillin and gentamycin and we were waiting for the results of CSF and blood cultures.

07/03/2014 Friday

Leeds General Infirmary – Neonatal Intensive Care Unit

At 9 am I took part in the Monday morning grand round and after that in the morning ward round. 

There were only two babies on the unit. 

I practiced the daily activities detailed on the second page.

At 11 I was taking part in the resuscitation of a term baby.
On antenatal scans the baby was found to have right sided congenital diaphragmatic hernia (CDH), absent right kidney and suspected Total Anomalous Pulmonary Venous Drainage (TAPVD).  His mother had prolonged rupture of membrane.  The labour was not monitored due to known multiplex foetal problems.  

He was born by normal delivery, in poor condition with cord around his neck.  He was intubated soon after birth. Good chest rise was seen and heart rate improved to more than 100/minutes. Nasogastric tube was passed and he was transferred to the Neonatal Intensive Care Unit.

Chest X-ray showed pulmonary hypoplasia, large right congenital diaphragmatic hernia and small left pneumothorax.

He was ventilated initially using conventional ventilation but was soon changed to high frequency ventilation and was commenced on inhaled nitric oxide.  

In view of persistent pulmonary hypertension he was given Dopamine, Dobutaime, Hydrocortisone and multiple fluid boluses to maintain his systemic blood pressure.  Echocardiography review showed PPHN and no TAPVD.

Despite treatment his condition started to deteriorate around 20 hours of age.  In view of poor prognosis and lack of response to treatment re-orientation of care was discussed with parents.  With their agreement baby was extubated and died peacefully in their arms.  
10/03/2014 Monday

Leeds General Infirmary – Neonatal Intensive Care Unit

At 9 am I took part in the Monday morning grand round and after that on the morning ward round. 

There were only two babies on the Unit.

I practiced the daily activities detailed on the second page.

Patient 1

This baby was born on 2nd of February at 23 weeks gestation. His main problems were chronic lung disease, hyperglycaemia and poor weight gain. On Sunday he had low temperature, few times desaturated and had bradycardia. About one and a half weeks ago he received for 5 days second line antibiotics due to long line infection, so third line antibiotics (meropenem and vancomycin) were started. 

On the last echocardiography the earlier large ductus arteriosus seemed to be closed, so we increased the fluid volume from 150 to 165 ml/kg/day to improve the weight gain.  Today he was stable on BiPAP with 50 % FiO2.

Patient 2

This baby was born on 9th March by a forceps delivery at 35 weeks gestation in another hospital. She was born in good condition, with meconium liquor and did not require any resuscitation.
Due to maternal pyrexia, both mother and infant were started on antibiotics; baby receiving  intravenous antibiotics (benzyl-penicillin and gentamicin).  

At 9 hours of age he started to have bilious vomits. She was breast feeding through the day, but vomiting was noted afterwards altogether 4 times.  She did not open bowels since birth.
On examination abdomen was full, slightly distended but soft on palpation. No bowel sounds were identified. Patent anus was seen with normal female genitalia. On the abdominal X-ray single dilated bowel loop was seen. She was transferred to the LGI Neonatal Intensive Care Unit for surgical review and ongoing care.
Yesterday she was brought to the operating theater and jejunal atresia was uncovered. In consequence jejunostomy and resection had to be done leaving her with only 12 cm of small bowel. This results in short bowel syndrome rendering a very poor prognosis for the baby.
11/03/2014 Tuesday

Leeds General Infirmary - Neonatal Intensive Care Unit
I took part in the morning round at 9 am. There were 2 babies on the Unit.
I presented the history and current clinical issues of a preterm baby on the morning round.
This baby was born at 23 weeks of gestation. His birth weight was 610 grams. He was 38 days old today and his current gestational age was 28 weeks and 4 days. He was currently 690 grams. His principle problems were his extreme prematurity, chronic lung disease and poor weight gain.

Respiratory system:
He was intubated and ventilated from birth and given Curosurf 120mg. On day 11 he developed a right upper lobe collapse and was treated with ceftazidime and vancomycin for 5 days. Due to his gestation age, size and the presence of a PDA he remained ventilated until day 30 when he was extubated and put on to BIPAP. His chest X- ray currently showed evolving chronic lung disease. He was treated with diuretics and a course of low dose dexamethasone to facilitate his successful extubation. He was currently reasonably stable on BIPAP, and the plan was to try him on high flow on day 39.
Cardiovascular system:
The baby initially had problems with hypotension for which he received dopamine. This resolved within the first 48 hours.

On day 10 he had an echocardiogram which showed a large PDA. He was treated with paracetamol initially and then two doses ibuprofen. He was also started on diuretics on day 16. The last echocardiogram on the 8th of March showed that the duct had closed.
Neurology system:
Cranial ultrasounds were performed on the 03/02/2014, 10/02/2014 and 24/02/2014 which were normal for his gestational age. He required a repeat cranial US at 36 weeks corrected gestational age.
Feeding:
Milk feeds were introduced gradually according to the SIFT study. This is a multi-centre randomised controlled trial of two speeds of daily increment 
of milk feeding in very preterm or very low weight infants. He reached full milk feeds by day 15.  He is taking EBM with fortified at 165mls/kg via NGT. Growth is slow at present.
Infections:
He has been treated with several courses of intravenous antibiotics. He had several episodes of sepsis. He initially grew CONS on peripheral blood cultures on 12th February and he was treated with intravenous antibiotics. In separate episodes he grew coliforms from his endotracheal tube and CONS on his long line. 

His last course of antibiotics was completed on 12th March of meropenem, vancomycin and fluconazole, but cultures were negative during this time.

12/03/2014 Wednesday 

Leeds General Infirmary - Neonatal Intensive Care Unit
I took part in the morning round at 9 am. There were 3 babies on the Unit.
Patient 1
In the morning a term baby was admitted with antenatal diagnosis of left sided diaphragm hernia. 
She was born at 38 weeks gestation in good condition. Her birth weight was 2960 grams. She was intubated at 1 min of age, ventilated and transferred to Neonatal Intensive Care Unit. Her preductal saturation was 99 % with 30% FiO2. Nasogastric tube, UVC and UAC were inserted and position confirmed on X-ray. On the chest X-ray stomach, large and small bowel presented in the left side of chest. Liver was in abdomen. She was started on first line antibiotics. Due to hypotension 10 ml/kg 0.9 % Saline bolus was given and dopamine and dobutamine were started. According to the pathophysiology of persistent pulmonary hypertension once the blood pressure was stabilised in higher value her respiratory pressures improved. The surgical team was called to review the case.

I collected arterial blood gas samples from this baby. The gases were stable.

I did the first check of this baby. On examination her breath sounds were reduced on the left side. She had normal heart sounds, but with apex beat presenting on the right side of the chest. Otherwise she had no other abnormal findings.
Patient 2
This is a preterm baby with postnatal diagnosis of jejunal atresia. She was operated on 9th  March. Unfortunately she had only 12 cm viable small bowel. The necrotic bowels were resected and ileostomy performed. She suffered from short bowel syndrome and will need long term TPN with all the associated risk factors (liver failure, line infections). Yesterday night she was extubated. Today she was weaned off intravenous morphine and she was stable on air.
13/03/2014Thursday

Leeds General Infirmary, Martin Wing
I attended a study day in Neonatal Simulation on Thursday 13th March 2014.
I took part in the situations covering:
- Delivery of a pre-term infant

- Management of supraventricular tachycardia (SVT)

- Meconium aspiration and persistent pulmonary hypertension
Along with gaining skills in
-Team working

- Communication

- Prioritization

We were lead through different clinical scenarios by a Consultant and the Simulation Fellow Registrar. We were working in four member groups each composed of: a Senior House Official, a Registrar and two nurses.  After each scenario we discussed the cases and analysed the work of each individual. 
We also discussed the pathophysiology and treatment of the above mentioned diseases.

Learning points:
· Recognise a sudden increase in heart rate – could be SVT

· Remove (not draw back) displaced long line causing SVT and use adenosine

· Use SBAR structure for handover/telephone calls 
· Situation

·  Background

·  Assessment
· Recommendation
14/03/2014
Leeds General Infirmary - Neonatal Intensive Care Unit
I took part in the morning round at 9 am. There were 4 babies on the Unit.
In the afternoon I parcipitate in a triplet delivery. The triplets were born at 30 weeks gestation. I managed with another SHO and a nurse the second triplet at birth. Because of low birth weight plastic bag was applied. The baby made some respiratory effort at birth, but heart rate was lower than 60/minutes. 5 inflation breaths were given but no chest rise  was seen. Therefore another 5 inflation breaths were given with good chest rise. Ventilation breaths were started, but only required for 30 seconds, then HR improved to more than 100/minutes. No compression required. At 5 minutes of life the saturation was still 54 %, so 40% oxygen and PEEP were used. Cord was clamped with plastic clamp and forceps was removed. Name tags were applied and after being shown to parents, the baby was transferred to NICU. 
I inserted the umbilical venous catheter of the third triplet on the ICU with the help of a Registrar.
Procedure – Umbilical venous catheter
The umbilical vein is larger and lies superior to the two arteries and has a thin wall. The catheter ideally should be passed through the ductus venosus into the inferior vena cava.

1. Before putting on sterile gown and gloves, calculate the correct catheter length, using the

following formula: (do not forget to add the length of the umbilical stump)
(Weight X 1.5) + 5.6 = distance in cm
2. Prepare the site as for arterial catheterization

3. With toothed forceps or arterial clamp, stabilise the cord and apply gentle caudal traction

4. A fluid-filled catheter with the end connected to a closed three-way tap and syringe is advanced into the vein in a cephalic direction

5. Resistance may be felt if the ductus venosus is not entered and the catheter impinges in the portal system. Withdraw 1-2 cm, twist the catheter and re-advance

6. Aspirate blood to confirm free flow of blood

7. Continuously infuse the catheter with heparinized (0.5 – 1.0 unit/ml) saline or 5% dextrose 

8. Confirm position by X-ray. Ideally the tip should be at the level of the diaphragm. A UVC should always go straight up on CXR

Do not use catheter if tip within portal system as hyper-osmolar solutions (>300 mosmol/kgH2O) infused into the liver can cause hepatic necrosis, thrombosis and portal hypertension. If the catheter is within the right atrium it should be withdrawn and re-x-rayed. A UVC which is low in the IVC may be used as long as it aspirates easily.

9. Suture to the umbilical stump 
10. Wash off chlorhexidine with sterile saline and gauze swab
11. Document insertion and catheter tip position in medical notes using green sticker

17/03/2014 Monday
Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the Monday morning grand round and after that on the morning ward round. I presented two babies in the morning round. There were 7 patients on the Unit. I practiced the regular daily activities detailed on second page.  
Patient 1

The baby was born on 13th March at 40 weeks gestation. Delivery was induced for maternal hypertension. Due to foetal decelerations and progress failure emergency caesarean section was performed. The baby required two sets of inflation breaths at birth and then ventilation breaths until 3 minutes of age. After this she was self ventilating in air. She had some desaturations when secretions build up which were corrected by suction. There was no evidence of respiratory distress. 

She was admitted to NICU as she had antenatally diagnosed atrioventricular septal defect (AVSD) and absent corpus callosum. On admission a nasogastric tube was tried to pass but they were unable to advance beyond 10 cms. Chest X-ray showed nasogastric tube in oesophageal pouch and multiple loops of gas-filled bowel in the level of the pelvis. So baby was found to have atresia of oesophagus (OA) and tracheo-oesophageal fistula (TOF). Replogle tube was inserted and put on suction.

OA and TOF were repaired on 15th March. She remained paralysed and mechanical ventilated for 7 days.

She had soft dysmorphic feature so she was referred to geneticists. Bloods were sent for chromosomes testing, 22 q11 deletion (DiGeorge-syndrome) and DNA storage. There is no family history of congenital anomalies.

Patient 2 

This baby girl was born on 21st February 2014 in good condition at 39 weeks gestation via spontaneous vaginal delivery in another hospital. At one and a half hours of age began having episodes of apnoea, cyanosis and limb stiffening thought to be seizures. These were treated with phenobarbitone, phenytoin and midazolam which controlled them and once they had fully resolved she was weaned off these anticonvulsants. EEG was normal, as was MRI brain except for a small extraaxial haemorrhage thought to be secondary to birth trauma.

She was also treated for suspected sepsis with antibiotics and aciclovir due to her poor condition but all cultures, including blood, urine, endotracheal secretions, cerebrospinal fluid and sputum were all negative. CSF virology for Herpes and Varicella was also negative.

She also had been hypoglycemic due to transient neonatal hyperinsulinism which was resolved.

Following midazolam being stopped, she had further seizure like episodes thus Levetircetam was started and she was transferred to LGI for a 24 hours EEG.

18/03/2014 Tuesday

Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round and presented three babies. There were 7 patients on the Unit.

I practiced the daily activities detailed on second page.  

Overnight two newborn babies were admitted to the ICU.

Patient 1

The baby was admitted from labour ward for prematurity and presumed sepsis because of offensive liquor and respiratory distress. 

He was born at 30 weeks of gestation. He was intubated at 5.5 minutes of age due to respiratory distress. 100 mg/kg Curosurf was given. He was transferred to ICU. He was stable on the Unit and had good respiratory effort so he was extubated onto high flow. First line antibiotics were started. 

He was stable this day on high flow and pressures were weaned from 5.5 lpm to 3.5 lpm.

Patient 2

This term baby was admitted from the High Dependency Unit on the evening of day before because of severe sepsis. 

He was admitted from another hospital on 14th March.  He had metabolic acidosis and high lactate levels and his CRP was 200 mg/l on arrival. First line antibiotics were continued.  

Mother had undiagnosed gestational diabetes and the baby needed 10% dextrose bolus after birth due to hypoglycaemia. With increased glucose flow (20 % Dextrose), the serum glucose levels were normal during the weekend, but the baby was jittery. 

On 17th March lumbar puncture was preformed, but there was no evidence for meningitis in his cerebrospinal fluid. Blood cultures and cerebrospinal virus PCR (adeno-, entero-,parechovirus, HSV, VZV) were negative.
19/03/2014 Wednesday

Leeds General Infirmary, Neonatal Intensive Care Unit

At I took part on the Journal club where we discussed a paper about the effects of early antibiotic treatment on the enteral bacterial strains in newborns. At 9am I took part in the morning round. There were 7 patients on the Unit.

I practiced the daily activities detailed on second page.  

Patient 1

The baby with presumed sepsis detailed in yesterday’s report was stable on high flow. On the morning round it was decided that he needed a long line. 
I managed to insert a pick line in the right long saphenous vein of this baby. I was supervised by an ANNP, who helped me to prepare and gave useful advices during the procedure. The procedure was done with aseptic technique. 

I learned the steps of this procedure:
1. Pick suitable vein (medial/lateral antecubital vein, long saphenous vein, superficial temporal) and measure distance from vein to SVC / IVC.

2. Clean skin with ChloraPrep.

3. Prepare sterile field - make hole in paper towel and put limb through hole.

4. Assemble the long line and flush through with saline making sure there are no loose connections.

5. Place tourniquet (piece of sterile gauze) in appropriate place.

6. Identify vein.

7. Insert green butterfly needle in vein. 

8. Using non-toothed forceps, feed silastic catheter through needle. Continue to flush catheter as advancing, advance to previously measured position.

9. Split the peelable cannula and remove.

10. Secure catheter using 2-3 steri-strips, coil up remaining catheter and cover with clear dressing in order to avoid kinking of the catheter.

11. Flush with 2 mls heparinised saline (50 units in 5 mls) and attach smart site pending X-ray.

12. Wash off chlorhexidine from exposed skin with sterile saline and gauze.

13. X-Ray to check position of line

- when using upper limb or scalp: tip should lie in SVC

- when using lower limb: tip should lie anywhere in IVC

The tip of line lied within right atrium so I had to withdraw and repeat X-ray. On the second X-ray it was in good position.

14. Once position confirmed, flush long line with 0.9% saline and attach to sterile fluid line. This must be done using full aseptic technique.

15. Complete long line sticker and place in baby’s notes.

20/03/2014 Thursday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9am I took part in a lecture about the background, pathophysiology and treatment of Neonatal Abstinence Syndrome. 

At 9:30 I took part in the morning round. There were 7 patients on the Unit.

I practiced the daily activities detailed on second page.  

Patient 1

The baby was admitted last evening from delivery suite following an elective LSCS as small for gestational age and previous uterine rupture. Baby cried at delivery and no resuscitation required. He was noted to be grunting and tachypnoeic, with moderate chest recession at 2 hours of age. She was observed for transient tachypnea of the newborn (TTN) but grunting continued, therefore was screened for suspected sepsis and chest X-ray was done. On the X-ray there was diffuse background granularity with a little increased perihilar consolidation but no areas of collapse or pneumothorax. Appearances might represent TTN, IRDS or sepsis. 

She was commenced on CPAP. Blood cultures were obtained and intravenous antibiotics were started.
Patient 2

This one month old infant was detailed in the report of 17th March 2014. She was transferred to LGI for neurology opinion. 
She was born healthy at term, but developed seizure (apnoea, cyanosis, limb stiffness) from 1.5 hours of age. She was treated with Phenobarbitone, Phenytoin & Midazolam. EEG and MRI scan were unremarkable. CSF was sterile. She was initially sick and received mechanical ventilation, iNO and inotropic support.  At age 3 weeks her seizure recurred and anticonvulsants were resumed. She was changed to Levetiracetam, Pyridoxine, Biotin and Folinic acid as per neurology advice. 

At LGI a neurologist consultant reviewed her investigation and had the opportunity to observe her abnormal movements.

His impression was that this is unlikely to be epileptiform seizures and the most likely diagnosis is (Benign Neonatal Myclonus). Therefore Keppra and Folinic acid were stopped. Biotin could be stopped if the Biotinidase level would become normal. Further management would be discussed in view of CSF neurotransmitters.
21/03/2014 Friday

Leeds General Infirmary, Neonatal Intensive Care Unit

I took part in the morning round. There were 8 patients on the Unit.

I practiced the daily activities detailed on second page.  This day there was no other SHO in the Unit so I was in charge for all the tasks this role requires. 
Patient 1

In the morning a term baby was admitted to the Unit with antenatally diagnosis of single ventricle, hypoplasia of aortic arch, atrioventricular septal defect (AVSD) and atrial septal defect (ASD). Also she was antenatally diagnosed to have tricuspid atresia and was therefore started on Prostin soon after birth to maintain ductal patency. Her echocardiography showed a more complex abnormality with single ventricular physiology, hypoplastic aortic arch atrioventricular septal defect (AVSD) and atrial septal defect (ASD). 

This day she remained clinically stable with palpable normal volume femoral arteries, pre & post ductal saturations within normal limits in air whilst on 12.5 nanograms/kg/min of Prostin. Her lactate was between 3.5 to 4 mmol/l without any acute rise. 

Patient 2

This baby was born on 17th March 2014 by emergency LSCS due to poor CTG, reversed end diastolic flow in another hospital. There was also a maternal history of gestational diabetes, preeclampsia and hypothyroidism (mother is on thyroxin). Baby was born in good condition and cried immediately at delivery.

There was cardiomyopathy on the antenatal scan. Baby's lactates were initially high and blood sugar was low. 2 boluses of 10% dextrose were given. Metabolic investigations had been carried out in view of the persistent high lactates.

She was admitted for cardiology follow up and investigations on the day before with suspected diagnosis of coarctation aortae (CoA). Echocardiography showed moderate size PDA which made difficult to diagnose CoA. The baby remained stable overnight and during this day. She had a repeated echocardiography which showed shape slightly abnormal aortic arch but no evidence of focal obstruction. Small PDA was still open.

24/03/2014 Monday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the Monday grand round and after that in the morning round, where I presented two babies. There were 5 patients on the unit. 
I practiced the regular daily activities detailed on the second page.

Patient 1

Overnight an extremely low birth weight, IUGR preterm baby was admitted on the Unit. She was born at 28 weeks gestation by emergency low segment caesarean section because of pathological CTG, maternal preeclampsia and absent end diastolic flow.   Her birth weight was 590 grams. She was born in good condition, cried at delivery. She was intubated at 4 minutes of age, admitted onto NICU, surfactant was given. Because of unrecordable blood sugars she required 2mls/kg 10 % Dextrose bolus twice.

Patient 2

At 11 am a term baby was admitted because of suspected sepsis.

The baby was born at 40 weeks + 13 days gestation by spontaneous vaginal delivery. Her birth weight was 2945 grams. The baby was born in good condition and there were no risk factors of sepsis. 

At one hour of life she was noticed to be peripherally blue so neonatal SHO was called.

On arrival baby had generalised cyanosis, her CRT was 4 seconds. Saturation did not increase above 50 % despite of being on oxygen. Neonatal crush call was put; neonatal team arrived including the consultant. UVC was inserted and the baby received one 0.9 % Saline bolus (10ml/kg/dose). She was intubated and Curosurf was commenced. The baby was transferred to NICU with ETT and put on ventilator (SIPPV+ VG mode). She was commenced on benzylpenicillin and gentamicin, prostin, atracurium and morphin. UAC was inserted.

At 13 pm I took part in a twin delivery. The babies were born at 32 weeks gestation via spontaneous vaginal delivery. I managed the first baby at delivery who was born in good condition. Cried at birth and needed no resuscitation so he was dried, covered and transferred to High Dependency Unit for feeding.

In the remainder time of the day I wrote discharge letters.

25/03/2014 Tuesday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the morning round. There were 5 patients on the unit. 

I practiced the regular daily activities detailed on the second page.

Patient 1

The baby who was detailed on 17th March 2014 was operated with atresia of oesophagus (OA) and tracheo-oesophageal fistula (TOF) on 15th March and remained paralysed all last week.
This day she had a barium meal contrast study via nasogastric tube to confirm anastomotic integrity:
Omnipaque 300 was injected via the trans anastomotic tube which was pulled back to the level of the the anastamosis at approximately T4. There was a marked smooth calibre change at the anastomosis between the dilated proximal oesophagus and a narrow distal oesophagus. Contrast progressed across the anastomosis without holdup. There was slight mucosal irregularity just above the anastamosis. On some AP views linear contrast was seen either side of the oesophagus which then filled in and cleared. This was thought to represent mucosal folds within the oesophagus as there was no persistent abnormality to suggest a leak. The tube tip was resited in the stomach at the end of the study.
Patient 2
A 6 weeks old term baby was admitted from the High Dependency Unit because of apnoeas and uncertain seizure-like movements.

He was born in another hospital and at birth he was noted to be generally hypotonic with head lag and paucity of movements, although anti-gravity movements were present. There were no suck and rooting reflex. His tendon reflexes were difficult to be elicited. His anterior and posterior fontanels were patent. On day 4 of life he had cranial ultrasound scan which showed normal findings. He also had an EEG on the HDU, which showed no evidence of epileptiform activity. He was screened for IEM (inborn errors of metabolism) including plasma and urine aminoacids, urine organic acids, acylcarnitines, lactate (1.7 mmol/l), ammonia and urine oligo/polysaccharide's which were normal. The genetic test of Prader-Willi syndrome was negative. The suspected diagnosis of this baby was congenital myasthenia gravis but the result of this investigation was still awaited.

Because of unsafe swallowing he was on intravenous fluids until day 6, when he was started on enteral feeds via nasogatric tube, which were increased.  He was to receive a total amount of 150ml/kg/day of EBM via NG tube.

26/03/2014 Wednesday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the morning round and I presented two babies. There were 5 patients on the unit. 

I practiced the regular daily activities detailed on the second page.

Overnight one term baby was admitted to the NICU.

Patient 1

This baby was born at 41 weeks gestation by spontaneous vaginal delivery through thick meconium. At birth he had no respiratory effort so laryngeal cords were visualised by midwife and meconium aspirated. His heart rate was more than 100/minutes. He started breathing spontaneously and no inflation breaths were required. Grunting was noticed for first 20 minutes which subsided. First line antibiotics were started because of foul smelling liquor at birth and maternal pyrexia.

Patient 2

This baby was detailed in the report of 17th March and 25th March. She was born on 13th March at 40 weeks gestation. She had antenatally diagnosed atrioventricular septal defect (AVSD), absent corpus callosum and postnatally diagnosed atresia of oesophagus (OA) and tracheo-oesophageal fistula (TOF). OA and TOF were repaired on 15th March.  On the chest X-ray she had cardiomegaly and she still needed High flow. This could be caused by her heart failure so furosemide and spironolactone was stared this day.

Patinet 3
The Unit was not busy this day so I went to one of the postnatal Units and completed a first examination of a term baby. Baby was in good condition and had normal general appearance.  Fontanel was normal. Red reflex were seen both side. Palate and suck were also normal. Baby had normal heart sounds with no murmur. Abdomen was slightly distended but soft. No organomegaly was felt. Femoral pulses were felt both side. Baby had normal male genitals and testes were felt both side in the scrotum. He had no dismorphic signs. Head circumference was 37.5 cm and postductal saturation was 95 %. 

27/03/2014 Thursday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in a lecture about the nutrition therapy led by a neonatal consultant.

At 9.30 am I participated in the morning round. There were 7 patients on the unit. 

I practiced the regular daily activities detailed on the second page.

Patient 1
Overnight a term baby was admitted with congenital diagnosis of spina bifida. 

This day she had a spinal MRI. The known superficial cutaneous abnormality within the lower lumbar/sacral region was confirmed. This had a craniocaudal dimension of 6.2 cm and had internal signal characteristics isointense to cerebrospinal fluid. Appearances did suggest communication with the spinal canal within the upper sacral region (approximately L5/S1). In the mid point of the superficial cystic mass there was presumed meningocele but no convincing evidence of neural elements were found within this fluid collection.

The baby was successfully operated this day evening.
Patient 2
This baby was born to primigravida mother by emergency c-section for pathological CTG at 38 weeks gestation. Baby received 3 sets of inflation breaths and several ventilation breaths at birth. Her APGARs were 5 at 1 minute and 9 at 5 minutes. She was transferred to NICU in view of low birth weight (2.05 kg) and dysmorphic features. 
On arrival to NICU low oxygen saturations (69%) were noted in air. Saturations did not improve despite 100% oxygen and CPAP were applied and therefore she was intubated and ventilated.

Baby's blood sugar was un-recordable so received 2ml/ kg of 10% dextrose and was started on 12.5% dextrose at 90 ml/kg/day.

In view of low mean blood pressure, feeble femorals and acidosis prostaglandin was started at 100 nanograms/kg/min and two 10ml/kg of normal saline bolus were given.

Intravenous antibiotics (benzylpenicillin and gentamicin) were started for suspected sepsis.

28/03/2014 Friday

Leeds General Infirmary, Neonatal Intensive Care Unit

At 9 am I took part in the morning round. There were 9 patients on the unit. 

I practiced the regular daily activities detailed on the second page.

Overnight a 5 weeks old preterm baby was admitted with multiple congenital malformation.

She was  born at 35 weeks gestation in Newcastle. She was antenatally diagnosed with an unbalanced AVSD, and interuppted aortic arch and an interrupted IVC. She underwent repair of complex congenital cardiac disease on 28th February 2014 along with a pulmonary artery band surgery. Her anatomy was such that a palliative single ventricle repair was the only option. She subsequently developed a sternal wound infection and had further medistinal wound debridement. Staphilococcus aureus was cultured from the wound and she had 6 weeks antimicrobial cover with flucloxacillin. She continued to remain stable in the cardiac HDU, requiring high flow support.

She was known to have malrotation of her gut, with a right sided stomach and polysplenia. She went on to develop a conjugated hyperbilirubinaemia which following investigation was shown to be biliary atresia. She was transferred to LGI on 25th March 2014 for ongoing care of liver disease.

She underwent a combined Ladd's procedure with appendectomy and a Kasai procedure on 27th March 2014. Due to a shortage of PICU beds she was transferred to the NICU for post operative care.

She was admitted ventilated and intubated post operatively requiring minimal pressures. Her surgery was successful with no complications. She was cardiovascularly stable requiring no inotropes and awaited a cardiac echo cardiogram post opertative. She was sedated with a morphine infusion and she was to have 5 days of intravenous coamoxiclav as per surgeon`s plan.
------------------

Dr. Sharon English

Tutor, Lead Clinician of Neonatal Services
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