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TRUE OR FALSE?


      

A fever of 104˚F or higher is always an emergency.


      

Answer: FALSE


      

Childproofing will guarantee your child’s safety.


      

Answer: FALSE


      

Baby aspirin is always safe for children.


      

Answer: FALSE


      

Cough and cold medicines are neither safe nor effective in children two and under.


      

Answer: TRUE


      

Kids can get bronchitis.


      

Answer: FALSE


      

Most cases of pink eye don’t require antibiotics.


      

Answer: TRUE


      

An ear infection requires emergency treatment.


      

Answer: FALSE


      

If your baby produces only one stool a week, he/she is constipated.


      

Answer: FALSE


      

Antibiotics are not effective against a virus.


      

Answer: TRUE


      

IF YOUR KID EATS THIS BOOK,
EVERYTHING WILL STILL BE OKAY


      

How to Know if Your Child’s Injury
or Illness Is Really an Emergency
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introduction


What’s This Book about Anyway?


Are you the kind of parent who panics every time your kid hits his head or wipes away a drop of snot? Or are you the parent handing a hemophiliac four-year-old a box cutter? Maybe you don’t actually have any kids and just like dropping fascinating tidbits of information at dinner parties. Whatever the case, this book has got something for you. What would happen if your child ate the decorative pebbles in the fish tank? Actually, probably nothing. But a teaspoon of what liquid lurking in your medicine cabinet could kill a room full of toddlers? How do you know if a kid is dehydrated or not? Sick with pneumonia or just a cold? Has appendicitis or just a bellyache?


This book is not about the basics of child care such as bathing, diapering, and feeding. There are many wonderful books out there that already cover these topics. Instead, this book is a regurgitation, if you will, of all the midnight conversations I’ve had with stressed and anxious parents. As a pediatrician with specialized training in pediatric emergency medicine, I have expertise in treating ill and injured kids. It’s what I love to do. However, somewhere along the way I started thinking, “Hey, there should be a book about this.” Twenty-five million kids in the United States are taken to the ER each year, and more than 50 percent of these visits may be unnecessary. The intent of this book is to help parents avoid the stress and expense of a potentially needless visit to the doctor or ER. How are parents supposed to know when a kid needs to be seen by his pediatrician and when he just needs chicken soup? What should they do if someone drops the baby? If his sister puts household bleach in his bottle, is he going to be okay?






IT’S NOT REALLY A ROOM


TV has turned ER into a household term, yet this rankles many emergency physicians. The emergency room is not a “room,” but is an entire department consisting of many little rooms and an entire team of doctors, nurses, and other staff members. The proper term is emergency department, or ED. However, since ER is what you’re probably most familiar with, I’ll refer to it as such. But be forewarned that any doctor working in an “ER” is likely to correct your terminology.






For many parents, fear and worry quickly replace the overwhelming joy and excitement that accompany the arrival of a child. What a responsibility. If you listen to the media, it is amazing that anyone survives childhood at all. A kid gets the flu and dies the next day. A child falls from an escalator at the mall. An alligator stalks dogs and children in a residential neighborhood.


How does a parent keep any perspective amid this storm of terror? Bad things can happen. But tragedies like these are, fortunately, rare. Kids are pretty resilient. The intent of this book is to arm you with the information you need to know to help determine if your kid needs medical attention and what simple steps you can take to keep him safe and well. By helping you decide if your kid’s ailment may be an emergency, hopefully you will be more easily able to sit back, relax, and enjoy your little one. After all, isn’t that why you signed on for this adventure in the first place?


However, please remember that this is just a guide. And remember: This book is not intended to be a substitute for specific medical advice. You know your kid better than anyone, and I’m not sitting with you and your kid in your living room. If there is ever any doubt that your child is in need of medical attention, don’t hesitate to call your pediatrician or 911. Your pediatrician should be your first line of defense against rushing out the door at midnight, and this book will help you decide whether it is worth waking her up. And if you do, and she says you need to go to the hospital, I’ll prepare you for what will happen once you get there.






AFTER-HOURS DOCTORING


Most pediatricians would prefer that, in the absence of a life-threatening emergency, they be called before their patients are taken to the ER. Even at two o’clock in the morning. This ensures not only that patients don’t make unnecessary trips to the hospital, but also that the doctor has the opportunity to call ahead and speak with the ER team, so that they are expecting the patient and have some basic background information. Don’t think that you are helping your doctor by not waking her up or bothering her on the weekend. She honestly wants to know what is happening to her patient. That said, I do know that not all doctors’ offices offer after-hours services. In some places I indicate that you should call the doctor before making any decisions, but if you are unable to reach your kid’s pediatrician or are in any way worried that you cannot wait for a return call, go ahead and come on into the ER.










CALLING THE ER YOURSELF


The American College of Emergency Physicians strictly advises against giving any information to patients over the phone. Doctors and nurses in the ER cannot and should not give medical advice over the phone.






I have done my very best to make sure the information in here is as accurate and up to date as possible, enlisting a few of my friends and colleagues, all of whom are pediatricians specializing in pediatric emergency medicine, to make sure that I wasn’t speaking in tongues. When there is any doubt, please, consult your pediatrician. Don’t hesitate for a second to alert Emergency Medical Services in case of an emergency. And if you don’t know if it’s really an emergency, err on the side of caution. Please. Your child’s health and safety are at stake.






GO LOOK THEM UP


Drs. John Fortney, Adam Vella, James Naprawa, and Daniel Cohen: my medical advisory review panel. Experts in Pediatric Emergency Medicine. The guys who read through my late-night rantings to make sure I wasn’t saying anything too off base. If you happen upon any one of them, give him a big smooch for me.






That said, let’s get going.


Dr. Zibners’s Rules


Before we really begin, let me share with you a few of my personal rules when it comes to deciding if a kid is truly ill or injured:




	A crying child has an airway and is conscious.


	When “everything hurts,” probably nothing is really broken.


	Babies and toddlers don’t fake pain.


	Never trust a toddler. (Who knows what they ate/stuck in their nose/fed the baby?)


	Always trust your gut.









HOW TO USE THIS BOOK


As you read this book, you’ll find little asides that point out interesting tidbits of information or alert you to common myths about childhood illnesses. In a few places, you’ll find “Warning!” notes to let you know of steps you can take to prevent injury or illness. “Emergency!” notations should alert you to the fact that your pediatrician likely needs to be called, even at midnight. And finally, “911!” signs will tell you when to stop reading, pick up the phone, and call for an ambulance.










THE MEDICINE CABINET ESSENTIALS


Dosages


Always check with your pediatrician about the appropriate dose or a medication for your child. If your kid is particularly chunky or petite, the “age-recommended” dosing on the box may not be appropriate. Also, many over-the-counter medicines have labels that recommend a dose at the very bottom of an appropriate dose range, meaning the amount of medicine might be slightly too little to see a desired effect. But this applies only to some medicine, so don’t up the dosages yourself without checking.


Age Appropriateness


Always check with your doctor before giving pain or fever medication to an infant less than three months of age.


What to Keep in the Cabinet




	Acetaminophen (Tylenol), infant or child: While great for treating pain and fever, be aware that acetaminophen can be very toxic in an overdose. The infant formulations are much more concentrated than the children’s, so be very, very careful when measuring out an age- and weight-appropriate dose. This medication is also available in a rectal suppository, a great thing to have on hand if your kid is vomiting or refusing medication.


	Ibuprofen (Motrin or Advil), infant or child: With the added bonus of treating swelling, or inflammation, in addition to pain and fever, ibuprofen is sometimes the better choice. Again, the infant and child formulations are of extremely different concentrations so be very careful. Ibuprofen is not officially approved for kids less than six months of age.


	Diphenhydramine (Benadryl) oral liquid (not cream): The first-line treatment for an allergic reaction, itching, or hives, diphenhydramine is quite safe but can make a child sleepy. Some kids have the opposite response and go crazy. Check with your doctor before giving diphenhydramine to a baby younger than a year.


	Antibiotic ointment (e.g., Neosporin): Good to have on hand for cuts and scratches to prevent infection and promote healing, antibiotic ointment should generally be applied two to three times a day until a wound is better.


	Diaper rash cream: Any good diaper rash cream should contain a protecting “barrier” cream and a metal salt, such as magnesium or aluminum. Not just for diaper rash, the cream will soothe any sore areas, such as a little bottom that is raw and chafed from several episodes of diarrhea.


	Petroleum jelly (Vaseline): Good for protecting sore areas of skin and for dissolving superglue between body parts. Also it’s a great moisturizer for really dry skin when slathered on just after a bath.


	1% hydrocortisone cream: Usually available as 0.5% or 1% in over-the-counter preparations, hydrocortisone helps with the itching of bug bites, allergic reactions, and eczema. However, steroid creams should be applied only sparingly, only to the skin being treated, and never in the diaper area or skin that otherwise can’t breathe properly. The cream should be applied up to two times a day and only for up to seven days without doctor supervision.


	Sunscreen (SPF 15 at the minimum): Sunscreen should always be handy and applied at least thirty minutes before going outside. Reapply every two hours or after getting wet or sweaty. Sunscreen should only be applied very sparingly to babies under six months and only on areas that aren’t protected by clothing or shade.


	Adhesive bandages, an assortment of sizes and shapes.


	Elastic bandages: Good for wrapping a mild sprain, or keeping a difficult-to-cover wound clean, elastic bandages can also be used to strap an ice pack to an injured limb or help to apply a makeshift splint in an emergency.


	Ice packs: Formal ice packs are great to keep in the freezer, although a bag of frozen peas will work just as well. Ice packs should never be applied directly to the skin. Always keep wrapped in a towel and apply for twenty minutes at a time as tolerated to treat swelling and pain.





What Not to Keep in the Cabinet


Aspirin, even baby aspirin, is usually not recommended at all for children except in very special circumstances as it has been associated with a rare condition that can cause liver and brain problems. Cough and cold medicines don’t work, and many will make kids either sleepy or very irritable. Last, anything that is not indicated for children, such as adult formulations of pain medicine, diarrhea or indigestion medications, or anything that does not give specific dosing instructions for a child should never be given to one without first speaking to your physician.







CHAPTER 1


ten fingers…
eleven toes?


A Guide to the Newborn’s Body, Behaviors, and Symptoms


The balloons are in the driveway, the cigars passed to all the neighbors. Now you are sitting in the living room, staring at the basket in the corner, sizing up your tiny opponent. Rather than sitting there, looking shell shocked and petrified, go pick little Johnny up, bring him over to the couch, strip off his fuzzy bunting, and dig right in. Is he supposed to have that spot? Why is his head shaped that way? Can he see you? Let’s start this book by getting to know the newborn and making sure that all those things that are guaranteed to freak you out at 2 a.m. have been dealt with so you can move on. Most of your concerns can be found in other parts of this book, but here we’ll touch on those that are particularly common in newborns and particularly prone to causing panic.






WHAT IS A NEWBORN?


In proper medical terms, newborn refers to an infant between zero and twenty-eight days old. While four weeks seems like a very short period of time, in the baby world exceptional things can happen. In one month, a little one goes from a curled-up lump with a slightly misshapen head to something almost resembling the creature commonly known as a “baby.”










WARNING!


A fever in a newborn is considered an urgency. With few exceptions, this is the only time that fever alone, regardless of any other symptoms, demands a phone call and an evaluation. A fever in a newborn baby is defined as 38°C or 100.4°F.






Dropping the Baby


Let’s just get this one out of the way. You’ve dropped the baby. Maybe you fell asleep and she rolled down your leg and onto the carpet. Maybe you turned your back “for just a second” and there she was, screaming on the floor. Stop, take a big breath. Don’t panic. Most babies survive their first experience with gravity just fine. Here’s what you do need to know. If the baby is screaming and mad, moving everything, and looking at you with evil in her eyes, carefully feel her head, her back, and her arms and legs, and if everything seems okay, pick her up and turn to “Falls,” on page 262. Call your doctor to let her know what happened. Without any external evidence of injury and with a moving, screaming, and purple-mad baby, most likely everything is fine.






911!


If the baby falls and is not moving or crying, if she has a very weak cry or seems not alert or her color seems pale or blue, call 911. Don’t move the baby unless she is in immediate danger of falling farther.










HOW FAR IS TOO FAR?


The rule in pediatric emergency medicine is “Under three months, over three feet,” meaning that an infant younger than twelve weeks who tumbles more than thirty-six inches may need a head CT to rule out any serious injury. You should probably call your doctor.






Ten Little Fingers, Ten Little Toes


As soon as the nurse left the room, you unwrapped that blanket and checked to make sure he had ten fingers and ten toes, didn’t you? What if you found eleven? It happens. No big deal. Extra fingers and toes tend to run in families, so check out Grandpa’s feet next time you’re at the beach. Some of these little digits are just small growths of skin and others have little bones. Either way, they come off pretty easily. Some physicians will tie them with a suture (after confirming the absence of any bone) until they literally just fall right off. Others prefer to have them removed by a surgeon. Just don’t forget to warn him before he counts the toes of his own child someday.


Deep Breath In…


Newborns sputter. They gag. They turn red. They cough and sneeze. If you are worried about the way she is breathing, refer to Chapter 2, and if in doubt, call your doctor immediately. But you should know about this funky little newborn quirk called periodic breathing. They breathe really fast for a few seconds and then pause. It comes in little waves, especially when they are sleeping: normal breathing, really fast breathing, pause, normal breathing, really fast breathing, pause. These pauses are frightening, but last only a couple of seconds and then baby starts breathing again, all on her own. As long as the pauses are only a few seconds long, the baby never changes color, and begins breathing again with no help from you, this is normal. Completely normal. Babies have immature brains and the part that controls breathing will eventually mature and she will start breathing in a more regular pattern.


From Head to Toe


Now let us start at the top and work our way slowly down. It’s how we were taught to do physician exams in medical school and it seems to work. This way I can try to systematically assure you that what you’ve found is normal, point out some things that you may not have noticed, and help to avoid a bleary-eyed 3 a.m. freak-out.


The Noggin


Take his hat off. Now look for the little scab where the fetal monitor was attached. If you see new blisters forming or the wound starts to look infected, give your doctor a call. Otherwise keep reading.


The Soft Spot. Have you ever wondered why a baby horse can stand up a few minutes after birth and within a few days is running around the farm like nothing happened while a human baby just lies there, day in and day out, staring at the ceiling, not even making rudimentary attempts to walk? It’s because we’re smarter than horses. And I don’t mean because babies know that, by lying there, people will cater to them and they have to do essentially no work at all. I mean that our brains are bigger than the brains of most animals. Our heads are also larger in proportion to the rest of our bodies. So, in order for us to squeeze ourselves down the birth canal, we have to be born while we are still relatively small and immature. Hence, the helpless baby. Because our brains are going to continue to grow after we are born, the bones of our skull must be able to move and grow accordingly. Hence the “soft spot.”


In medical terms, the “soft spot” is called the anterior fontanel. It is the meeting point of two bones of the skull, which will over time grow together, fusing into a solid skull. There are actually two fontanels at birth, but the one found on the front half of the tiptop of the head is the one you can most easily feel. Soft spots vary in size considerably and will most likely get bigger before closing up. Some babies have soft spots that are flat while others seem to bulge up a bit. In some newborns the bones may seem to overlap a bit and that is okay too. If you are at all worried that the soft spot is abnormal, call your doctor, but if your baby is behaving like a normal newborn, it’s probably fine.


Don’t worry about poking his brain out either. You can run a hairbrush over the soft spot and you won’t hurt anything. There is a whole lot of nice thick skin and muscle and other good stuff protecting the contents of his skull.


He’s a Conehead! There is a reason we put hats on little babies immediately after birth and it’s not because they might catch cold. After spending several hours squeezing his way down the old birth canal, there is a good chance that his head will have “molded” and look rather misshapen for several days. A bit of swelling over parts of the scalp is also to be expected. This usually goes down over the first two to three days of life. Some babies actually develop some bleeding under the scalp (not on the brain!) during the birthing process that we call a cephalohematoma. That is a big word for “bruised scalp.” Typically this occurs after a prolonged or difficult labor. Unless unusually large, these also pose no issues for the little peanut. The swelling may grow over the first couple of days and then take a few weeks to resolve. As the collection of blood dissolves, it may feel either hard like an eggshell or very soft and gushy. Both are normal. If you are concerned, just ask your pediatrician to take a look at the baby’s head. And then put his hat back on.


If You Can Get His Eyes Open. At birth a baby’s eyesight is good enough to see your face but gets a bit fuzzy when looking across the room at the TV. Color vision gradually appears by two to four months. In other words, if Dad is trying to convince the family that the brand-new 28-inch HD TV in your living room is for the baby, he should come up with a better story. If you are trying to see what color the baby’s eyes are, try holding him upright. Newborns are loath to open up when lying down, wrapped up all cozy in a blanket.


Now that they are open, don’t be alarmed if you see a large red area on the white part of the eyeball. This is called a subconjunctival, or scleral, hemorrhage, which is simply a broken blood vessel overlying the sclera, or white part, of the eye. Coughing vigorously, vomiting, or laughing hysterically are common causes of subconjunctival hemorrhages. Increased pressure in your face can make a little vessel burst. Having your face squashed along the walls of a birth canal can certainly do it. It will go away by itself within a couple of weeks. Don’t fret.


Natal Teeth. Rarely, some babies are born with teeth. Even more rarely will a newborn have a tooth pop through the gum in the first few weeks after birth. These are usually rudimentary little teeth, not true teeth, and most will be removed shortly after birth. These teeth would fall out on their own but we pull them because most are very wobbly and not securely fastened to the gums. They also may cause some irritation to the tongue and lips. Just point them out to your physician if he failed to notice them in the nursery.


The Torso


The Wishbone. Do you know what the equivalent in humans is to the wishbone in a turkey? The clavicles. These are the bones at the top of the chest that help create the frame from which your arms hang. Sometimes during a more difficult delivery, one of these bones may break. If not noticed immediately after birth, you may later detect a small amount of swelling or feel a hard bump along one of the clavicles. These bones heal very well and this bump will eventually go away. This is a pretty common injury and does not in any way mean that the doctor was too aggressive during the birth.


The Waiter’s Tip. In the same way that the clavicle can be broken during delivery, the bundle of nerves that start in the neck and run under the clavicle and into the armpit might also become injured during the birth process. Depending on which nerves are injured, a baby may have weakness of all or part of the arm. In many cases, a baby’s arm will hang limply at his side when he’s propped upward, with the hand facing backward as if waiting for a $20 tip after showing you to your seat. Absolutely any sign of weakness in the arm should be called to the attention of your doctor as some of these injuries may require further evaluation or repair.


The Breastbone. Some babies have a breastbone, or sternum, that caves inward (pectus excavatum), while others bow outward (pectus carinatum). Either way, newborns’ chests are very soft and mobile and everything may seem quite exaggerated at this stage. Don’t worry if you see ribs and bones, and everything seems to pull this way and that. At the very end of the sternum is a little bump, called the xiphoid process. This is just the tip of the sternum, but because babies and kids are still growing, it isn’t fully attached yet to the main bone, making it seem more prominent and a lot of parents mistake it for a tumor or other abnormal growth. It’s not.


Breast Bumps. Try to remember how incredibly hormonal moms feel when pregnant. And then remember that a little one was sitting inside this sea of hormones. So it’s no wonder that babies can have estrogen and testosterone levels rivaling that of a teenager for a period of time after birth. Many babies will develop some swelling of the breasts or occasionally have some milky discharge from the nipples. This is a result of hormones and not true breast development. As the hormone levels fall to normal, there will be no more discharge and the breasts will return to normal baby size. Some babies will actually develop an infection in the breast, resulting in redness of the skin, more swelling on one side than the other, or a foul-appearing discharge. If any of these symptoms develop, call your pediatrician immediately.


Supernummary Nipples. Speaking of breast issues, some babies have extra nipples. These are called supernummary nipples but you may have heard them referred to as “witches’ tits.” During early embryonic development, we all have several rudimentary nipples that develop in a row on the front of the developing torso. Normally all but the uppermost disappear. You don’t have to do anything about this, but if you are worried that he’s going to get teased endlessly in the locker room, a plastic surgeon will be able to remove the extra little nubbin later.


Belly Buttons. Belly buttons. Some people have “outies”; some have “innies.” Some are filled with lint and others are decorated with metal studs. The medical term is the umbilicus. Most of us don’t give them a lot of thought. But early on, at the very beginning, when Daddy is strong-armed into sawing through this life-giving yet surprisingly tough and rubbery appendage that stretches strangely from the middle of your baby, the “umbilical cord” becomes every parent’s worry. Along with wiping away spit-up and changing diapers, caring for The Cord becomes part of caring for baby. And with every passing day, Mom and Dad can find new reasons to worry about their little one. A small amount of oozing blood is completely normal. A slightly goopy and gelatinous consistency to the base of the cord is also normal. You simply need to make sure that any cord care regimen your pediatrician has recommended, such as applying rubbing alcohol, actually involves the base of the cord that remains attached to the baby. Repeatedly wiping the already dried-out piece sticking two inches away from baby is an exercise in futility.






HOW LONG?


Most umbilical stumps will dry up and fall off by two to three weeks of age. Don’t pull on the cord, even if it is hanging by a thread. Let it fall off on its own.






The following are absolutely not normal: Any foul-smelling or discolored drainage from the newborn’s belly button warrants an urgent evaluation. Any redness spreading onto the belly is also an absolute urgency. (A small amount of pink tissue right at the center of the umbilicus is normal healing tissue, however.) Also, please let your doctor know if there is any persistent drainage of any type coming from the umbilicus after the cord has fallen off.


Sacral Dimple. Now, flip him over and look at his back. Pay special attention to the area just above his little baby bottom. A tuft of hair or little dimple should be pointed out to your doctor, but it’s not an emergency. Abnormalities at the base of the spine are quite common and infrequently significant but can rarely signify an underlying problem with the lower spine. Your pediatrician may decide to evaluate this further with special X-ray studies, but not in the middle of the night.


In the Diaper


Urine Output: Dry Diapers. New parents are often advised to keep track of the “outputs” deposited in little Marge’s diapers. While this is especially important for breastfed infants, when we are not sure of their actual intake during the first several days of life, some parents exhibit a tendency to become, how shall I say this, obsessed. Some parents actually go so far as to carry a small notebook filled with detailed information such as how many milliliters little Marge drank at 1:32 a.m. and how many grams of output were received at 2:08 a.m. If you are so sleep deprived that you are afraid you will forget who little Marge is, let alone what she ate and when she pooped, then please get yourself a notebook and follow suit. We can all laugh about it later when you’ve had some rest. Regardless, there is something that you should know. Today’s commercial diapers are true wonders, the result of hours and hours of engineering and scientific diligence. I’ve even been told that they let “volunteer” toddlers in diapers filled with creamed corn loose on jungle gyms to monitor leakage. However, all this fantastic “superabsorbency” makes it virtually impossible to tell whether a newborn has wet his pants. Try tucking a small piece of tissue or some cotton balls onto the part of the diaper where your little one is most likely to aim a stream of urine (middle for girls, front for boys). This allows you to know with certainty whether or not Marge has successfully produced urine.






EMERGENCY!


Should you truly have concerns that your newborn is dehydrated, this is a medical emergency in the very young. A newborn who is difficult to wake to feed, has a sunken “soft spot” or dry mouth, or whose skin feels thick or doughy should be evaluated immediately by a medical professional.






Bloody Diapers, Part 1: Did He Pee Blood?! It is very rare for a newborn to actually have blood in his pee. If it is a girl, a small amount of bleeding from the vagina is completely normal. What is even more common is finding a pinkish orange staining of the diaper, in the area hit by urine. The uric acid found in urine can react with the material in the diaper and form pink crystals. It is absolutely not blood, is normal, and is 100 percent harmless. You don’t need to change her diet or give it another thought. If you still truly believe there is blood in the urine, give your doctor a call, especially if the baby seems more irritable, is lethargic, or has a fever.


Constipation/Diarrhea/Other Poop Issues. Many a family, complete with Grandma, Grandpa, Aunt, Uncle, cousins, and neighbors, comes to the ER to report that the baby has not produced stool in two days, ten days, two hours, or [insert time period]. If you are lucky, maybe by the time you’ve waited six hours to see me, Billy will have laid a little present in his diaper, giving us all a hearty chuckle and you a quick trip back out the front door. However, more likely is that you will receive the following speech from me. All babies are different. Usually the first several stools are that thick, green, slimy product referred to as meconium. You don’t really want to know what that is. Rather, you should just be thankful that after the first several stools, most babies begin producing something that resembles, well, um, creamed corn. However, some babies, especially those that are formula fed, will produce stools that look like anything from canned vegetables to normal adult formed stool. The consistency and color are of less interest to us than you might think. And some babies poop five times a day; some poop once a week. That is also not so exciting to me.






WILL SHE EVER STOP?


Breastfed babies will usually poop several times a day in the first couple of weeks and by two months may have slowed down to weekly deposits. Soft poop is not constipated poop, no matter the frequency. Turning red, tensing the belly, grunting, and drawing up the legs are normal baby behavior, not a valid sign of constipation. You try pooping on your back with your butt clenched shut.






Constipation means that the stools are hard, rocklike, and difficult to pass. A baby is not necessarily “constipated” when he doesn’t create stool on the expected time schedule laid out for him by anxious caregivers. In addition, all babies turn red and grunt and draw their legs up when they poop. It is rare that a newborn is actually constipated, and requires nothing more than a little patience and understanding.


If your baby produces no stool in the first seventy-two hours of life or if he produces rare stools that are very thin and ribbonlike, please call your pediatrician. In addition, an infant whose stools are completely white needs to be evaluated.


Bloody Diapers, Part 2: Bloody Stools. A very common cause of bloody poop in a newborn is swallowed maternal blood. In other words, he inadvertently took a swig on the way out. These stools are usually dark and tarry because the blood has passed all the way through the gut and been digested. If the blood is truly from the birthing experience, it should pass within the first couple of days of life.


Blood appears in the stool after the first couple of days most commonly under the following two conditions. Case one is that Billy is actually constipated and has passed a large, hard stool that is streaked with blood. This is the result of the large, difficult-to-pass stool creating tiny tears on its way out. These little rips in the skin are of little concern other than as a sign that the poops should be softer. If this is a one-time event, no worries, but if the stools are consistently very hard and large, talk to your pediatrician about appropriate ways to encourage softer poops in a tiny baby. More commonly in a newborn, the stool is loose, with strings of blood and mucus mixed throughout. This is truly bloody stool and someone should definitely hear about it. Most often the blood is the result of a condition called allergic colitis. When a baby becomes sensitive to something in his diet, the most common offending agents being cow’s milk and soy proteins, the gut can become raw and inflamed and begin to bleed. Breastfed babies are not immune to allergic colitis since what Mom eats can show up in the milk. You should call your pediatrician, who can advise you on appropriate dietary changes, either for Mom or babe. Be aware that there may still be some blood in the stools for up to a couple of weeks while his gut heals.


Any newborn that is passing large amounts of blood, or anything that looks like pure blood or strawberry jelly, should be seen by his doctor. A baby who seems very irritable or lethargic, has fever, or has a tense or hard and distended belly should also be seen urgently. But remember that serious causes of bloody stools are quite rare in otherwise healthy newborn babies.


King Arthur’s Sword. Circumcisions: There are arguments for and against what has become the most common elective surgical procedure in this country and should be discussed with your pediatrician prior to little Fred’s arrival. Should you decide to circumcise your little football player, here are a few things you should know. There are a couple of common methods of circumcision in newborns and each comes with its own set of postprocedural care instructions. Follow your doctor’s advice. However, what many physicians forget to warn new parents about is that healing circumcision wounds can look gross. When a wound heals in a warm, moist environment (as on a penis), it can look very white and goopy. This is normal and shouldn’t panic you.


Once the wound has healed, the circumcised penis needs to be gently yet thoroughly cleaned at every diaper change with the remaining foreskin gently retracted to allow visualization and cleansing of the entire glans, or tip of the penis. Otherwise a buildup of smegma, which is just dead skin cells and looks like cottage cheese, can occur in the space between the foreskin and the glans. The other reason for gently retracting the foreskin during a diaper change is to prevent the development of adhesions, or scar tissue, between the remaining foreskin and glans, which can eventually make the foreskin no longer retractable. If this happens, the penis can look uncircumcised or it might actually become sucked into all that chubbiness on top of his pelvic bone and get stuck, like a magical disappearing penis trick. These conditions can be remedied, but in severe cases may require surgical correction. So maintain vigilance!


If you’ve elected to leave his little manlihood alone, then a diaper change is much simpler. The uncircumcised foreskin should never be forcibly retracted during cleansing of the penis. It will, with time, free itself from the glans and become retractable. Forceful retraction of a foreskin that is not yet ready to let go will cause pain, trauma, and possibly scar tissue and adhesions.


If you notice foul-smelling drainage or redness spreading or “streaking” (like paint streaks) up toward the belly following a circumcision, quickly alert your physician. In addition, an uncircumcised male may develop a condition where the foreskin becomes retracted and “stuck” behind the glans, looking like a little foreskin balloon hat on the glans. This is a medical emergency and warrants immediate attention.


The Berries. A word about the newborn scrotum. Remember how those hormones are still coursing through his body? A full-term newborn boy will have a scrotum that is more adultlike in appearance. The testicles will hang low and the skin will be quite loose. As the hormones clear, the skin will tighten up and the scrotum will shrink in size and lay closer to the body. Therefore, in the first few weeks of life, it should be pretty easy to tell where the testicles are, confirm that there are indeed two of them, and that they are sitting where they should.


Sometimes the scrotum will appear uneven, with one side appearing fuller or more swollen than the other. The most common cause of swelling in the scrotum is called a hydrocele and is just a little collection of fluid. Other babies will have a hernia, which is created when pieces of bowel are able to slip down into the scrotum through an abnormal opening between the scrotum and the belly. Any worries should be directed to your pediatrician. If the swelling appears very painful, hard, or red, your doctor should hear about it right away.


It’s a Girl! So as not to slight little Sally, let’s give a few moments to the newborn vagina. Several days after birth you might find a small amount of blood coming from the vagina. All those hormones may have caused a little thickening of the lining of her uterus, which sheds as the hormone levels drop, similar to a little period. This in no way is considered a real period; it doesn’t affect her development at puberty and is completely normal.


Let’s say you find a firm little lump in the skin folds next to the vagina. This needs to be brought to the attention of your physician during regular business hours. It is possible to have an ovary migrate south. This definitely requires an evaluation by your doctor, both for planning surgical correction down the road as well as making sure there are no other (rare!) associated conditions.


The Skin


Blue Baby. A slight bluish discoloration of the hands and feet and sometimes around the mouth (not inside the lips!) is called acrocyanosis and is normal. The heart is simply sending blood to the places that need it most. This may worsen in colder temperatures but is largely of no concern. Blue lips or tongues do need to be evaluated.






911!


A very pale, blue, or gray baby should be seen right away. If he does not seem to be breathing normally or seems floppy, sleepy, or unconscious, call 911. This is an emergency.






Yellow Baby. Some babies will develop a yellowish cast to their skin that we call jaundice. As a newborn poops, she clears out a substance called bilirubin. Bilirubin is produced by red blood cells and the liver and is normally cleared through the gut. The most common reason for a newborn to become jaundiced is an immature bilirubin-clearing system. If you think your little one is looking a bit yellow, check her eyes, because true jaundice will turn the whites of her eyes yellow. If her eyes remain sparkling white, but her skin still seems yellow, ask your pediatrician, but she’s probably just got olive skin. In cases of true jaundice, your doctor may want to check her bilirubin level.


If the measured bilirubin is very high, special lights (a Bili-Blanket) or hospitalization may be necessary until the levels come down because extremely high bilirubin levels may affect a newborn’s brain development. But for most babies, ensuring that she’s pooping and drinking and careful observation are enough. Natural sunlight hastens the clearance of bilirubin, so ask your doctor if a brief sit in front of the living room window is a good idea.






GUESSTIMATION


The poor man’s way of estimating the bilirubin level is seeing how far down on the body the yellow tinge travels. Yellowness that is confined to skin above the belly button is most likely within a safe range for a full-term baby, but we usually check the blood level just in case.






Lacy Baby. Some babies will have a very fine, lacy-looking appearance that typically worsens when cold. This is nothing to worry about. Put her pants on.


Rashes. Take a look at your baby’s bum now because this is the last time it will look so healthy until she’s in big-girl underpants. Diaper rash is a fact of life, but you’ve got at least a few days of peaceful diaper changes ahead. Keep everything as clean and as dry as possible, and when the spots appear, flip to the middle of the book.


As for other rashes in newborns, they are universal and rarely of interest. In the vast array of unsightly skin disorders that plague the newborn population, most can be labeled as either cradle cap or newborn crud. Newborn crud refers to the collection of skin afflictions appearing early in life, ranging from the perfectly harmless white bumps on the nose that we call milia to more severe and potentially dangerous rashes. Okay, that probably didn’t make you feel too good. Just understand that babies are covered in all kinds of bumps and lumps and imperfections, and most are completely normal and nothing to worry about.


For example, pimples are pretty normal in wee ones. Newborn hormones rage like that of a teenager. After all, they were just living inside a virtual hormone factory for forty weeks. So, it should not come as any surprise that tiny little babies could have acne. Most clear up and require no treatment. Please try to resist the urge to pop her zits. Occasionally a little one will have more severe skin eruptions and may require some pharmaceutical intervention. See your pediatrician in this case.
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