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Introduction



Hello, and welcome to my book! My name is Dr Niamh Lynch and I am a paediatrician working in Cork. This book is all about child health – what is normal, what is concerning, and what you can expect from the moment your baby takes their first breath.


How this book came about is a tale of how I finally managed to combine the language of medicine and motherhood into a straightforward guide to your child’s health.


The story began in my first anatomy class. I sat with 80 other fresh-faced medical students as our professor cast his cool gaze across the room.


‘You will learn as many new words in this semester as a student learning Russian for a year.’ There was a collective raising of eyebrows. ‘Those of you who studied Latin in school are at a slight advantage,’ he continued, and the Latin scholars smirked. ‘Alas,’ he sighed, looking directly at one of the smirkers, ‘Ancient Greek is no longer on the curriculum, so you will all struggle equally with many of the anatomical terms.’ All grins drained away. ‘Now, let’s begin.’


Over the coming years, we learned the names and precise location and function of every part of the human body, from synapse to synovium, vena cava to villi. Then, we learned about how disease and dysfunction affect the body’s organs and systems. By the time I graduated, a sentence such as, ‘The patient is pyrexial, tachycardic and hypotensive with suspected bacteraemia and hypovolemia’ made total sense to me and my classmates.


We had gone into medical school speaking plain, simple English; we graduated speaking an entirely different language. The weird thing is, not one lesson focused on how to translate this medical jargon back into plain English. At no point were we specifically taught how to communicate with the patient (or parent) in front of us. (This was a long time ago and, thankfully, things have improved in recent years.)


With my head full of jargon and my heart in my mouth, I was launched on to the hospital wards as an intern. I was young and completely green. Far from the austere professors in medical school, I acquired a new set of teachers: my nursing colleagues, the clerical staff, the domestic staff, and the patients and their families.


After my year of internship, I was just about mastering the art of communicating in a clear and compassionate way with adult patients. Then I got my place on a paediatric training scheme – and it was time to learn a new language.


In July 1999, I made my way down the side alley to the paediatric emergency department of Temple Street Children’s Hospital in Dublin, and nervously introduced myself to the receptionist, who smiled warmly and directed me to a room full of equally nervous-looking young doctors. We nodded awkwardly at each other and stood in silence, which was interrupted by the sounds of newborns crying and children laughing. Then, the door burst open and in came my newest teacher. This was a doctor unlike any I had met before. His face was creased from smiling and his jokes were hilarious. Then, he got serious. ‘You only have two things to learn here. The first is that by the end of month one, you need to know the difference between “sick” and “well”. The second is you are never the person with the most important thing to say. The parents are the ones saying the important stuff. Oh, and one more thing … you need to know what “lobbin’ and lyin’” means. Welcome to Dublin!’ And out he skipped. Dr Peter Keenan – Ireland’s very first consultant in paediatric emergency medicine, and the first of many inspiring teachers I was to meet on my journey through paediatrics.


I was left wondering, what did he mean by ‘sick’ or ‘well’? Surely all children coming to the emergency department were sick in some way or another. And what on earth was ‘lobbin’ and lyin”? I was soon to learn the answer to those questions in the form of a little three-year-old boy.


‘What seems to be the problem?’


‘I’m not sure, Doc. He’s been lobbin’ and lyin’ for the last three days. He’s vomiting since this morning. He’s just not right.’


The little boy peered at me from big, sunken eyes.


‘Any diarrhoea?’


‘No.’


‘Is he peeing?’


‘Yeah, non-stop.’


‘Is he eating and drinking?’


‘He won’t eat for me. But he’s fierce thirsty.’


Having dealt with about 10 cases of gastroenteritis that week, I had already drawn my conclusion. This was a simple case of a tummy bug. We would give him oral rehydration fluids, and he would be as right as rain in a few hours. I explained my plan to his mother, who looked dubious. ‘I think he’ll just vomit up that drink, Doc.’


‘Let’s give it a try and, if it doesn’t work, we’ll come up with a new plan.’


We placed the little boy, quiet and drowsy, onto the bed. I thought I had a few hours to treat him and observe his response. What I didn’t realise was that we were actually in a situation where time was of the essence. I wasn’t working alone and, to this day, I thank my lucky stars that the senior nurse in the treatment room could see something was seriously amiss. She saw true sickness, where I saw a tummy bug.


‘Niamh,’ she said quietly, sitting next to me as I wrote up my treatment plan, ‘do you think we should check a urine sample before I start his fluids?’


‘Of course,’ I said nonchalantly, and then I froze. Tired, thirsty, sore tummy, huge volumes of urine … I knew then that there was going to be glucose in that urine. This child had undiagnosed diabetes and was probably in diabetic ketoacidosis. This was a life-threatening scenario, and we had to act quickly. I swallowed hard.


‘You’re thinking diabetes, aren’t you?’ I croaked. ‘Oh my God, how did I miss it? I’ll get IV access and send off the bloods. Can you call the rest of the team and let Dr Keenan know?’


With a hammering heart, I explained to his mum that the plan had changed and that we needed to put in some IV cannulas and do some more tests. The toddler barely moved as I pushed large needles into his veins. This child was sick, and I had nearly missed it. As we all worked quickly to stabilise this little boy, Dr Keenan appeared by my side. ‘Diabetic ketoacidosis,’ he said, one eyebrow cocked. ‘Nice pick-up, Dr Lynch. He’s going to be fine.’


‘It wasn’t me who picked it up,’ I said, somewhat shamefaced at my near miss, ‘it was Margaret, the nurse.’


He laughed.


‘Do you really think it’s a coincidence that we put the most junior doctors with the most senior nurses? The important thing is you listened. And today you learned the difference between “sick” and “well”.’


I still didn’t really know what ‘lobbin’ and lyin” meant and, to this day, I don’t know how you would translate it exactly. It’s not something I ever heard in Cork hospitals. But I had learned that when a Dublin parent used this phrase, they were worried about their child, and they were telling me something very important.


As my training in paediatrics went on, I got better at communicating with parents. I learned from another great teacher, Professor Anthony Ryan, that sometimes what is not said carries far more weight than what is, because some worries are just too enormous for parents to say out loud. He taught me to ask parents, ‘What are you most worried about?’, and it was amazing to me how much they would share when asked so directly. I learned that listening is communicating, and how much parents value that feeling of being listened to.


Three years into my paediatric training, just when I had got somewhat proficient in listening to and speaking with families, I undertook a long-standing promise to my granny. Before she died, she asked me to put my medical skills to use in less wealthy countries, where poverty was a barrier to healthcare. So, I signed up as a United Nations volunteer and headed to Kathmandu, Nepal, to work with UNICEF.


This was how I found myself in the foothills of the Himalayas without a word of Nepali, working with village health workers. These incredible women were volunteering for their community, taking on the responsibility of visiting sick children, administering medications, and providing crucial advice on vaccines and nutrition. Although we did not share a language, we shared a purpose – and we shared many, many laughs. These women showed me what it was like to have a true passion for the health of your own community. In remote mountainous areas, where there were no health facilities or hospitals, these women delivered life-saving care with nothing in their medical kits except a thermometer and a stopwatch to count a child’s heart rate and breathing rate.


Coming back to Ireland was a bit of a culture shock. We were in the peak of the Celtic Tiger and conspicuous consumption was the order of the day. It was such a contrast with my simple life in Nepal. However, there was no time to dwell on this, as I was straight in to acquiring a new set of skills in a new and unfamiliar hospital. This time, I was in the sprawling Our Lady’s Hospital for Sick Children in Crumlin – or, as we all knew it, ‘Crumlin’. I immediately noticed one big difference on the south side of Dublin city compared with Temple Street Hospital in the north inner city. In just a few short miles across the River Liffey, the language of concern changed. No one said ‘lobbin’ and lyin”; here, it was the phrase ‘thrown down’ that would set alarm bells ringing when uttered by a parent.


At this time, I was also learning my craft in paediatric neurology, my chosen speciality. I learned new terms and diagnoses. I watched as my next great teacher, Professor Joe McMenamin, gently guided parents through life-changing times, speaking softly and kindly in his Donegal accent. Like other wonderful paediatricians I had met, Professor McMenamin listened more than he spoke. Because neurology is a speciality where the diagnosis is often elusive, he would take away a tiny detail of what a parent had told him and dispatch me like a detective to the library with this little nugget of information to scour journals and textbooks looking for more clues. This was in the time before rapid internet search engines and advanced genetic testing but, with those seemingly small pieces of information, we were able to find a diagnosis. Much has changed since then, but parents are still the ones in the room with the most important things to say.


In 2005, I was accepted on to a two-year neurology fellowship programme in Vancouver, Canada, and it was time to move again. By now, I had a much-loved dog and a much-loved fiancé, and the three of us headed off on our adventure to the west coast of Canada. Although they speak English in Canada (and French, of course), the vocabulary is different. In work, I took the ‘elevator’ and not the ‘lift’. But I was never offered a ‘lift’ home, that was a ‘ride’. When writing my notes in the hospital charts, I would leave ‘orders’ not ‘requests’. Although the words they used were different, the parents, just like parents anywhere in the world, wanted to talk and wanted to be heard.


During my time in Canada, I uttered two very important two-word phrases of my own. In 2006 I said ‘I do’ and in 2007 I said ‘I’m pregnant’. It was time for me to learn the language of parenthood.


You can spend eight years training as a paediatrician and still feel utterly incompetent when your own baby is handed to you. That was the case for me, anyway. I held so many facts about babies in my brain, but I had never before felt what becoming a mother did to your mind and body. And I didn’t have the language for these first-time feelings. I didn’t have words for the profound contentment in my new role as mother, or the constant low-grade anxiety about my baby’s health and well-being. I didn’t have words for the dazzling joy that came with her first smile, or the crushing exhaustion that came with colic and sleepless nights. I didn’t have words, but I was gaining understanding. I was starting to understand that every parent I had ever encountered in my time as a young paediatrician had these feelings too. I was being schooled all over again, and I knew that when I went back to work after maternity leave, I was going to be a very different kind of doctor.


When I did return to work, I was no longer the new kid on the block. It was time for me to step up my responsibilities and become a consultant. My words suddenly felt heavier, as if they carried more weight. While I could talk to my consultant colleagues and ask for advice, when it came down to it, the conversations I had with parents about their child’s diagnosis and prognosis were going to have added significance now that I was in a senior role.


I felt a great responsibility towards the children in my care, and a huge obligation to communicate well with parents at the most stressful time in their lives. I remembered the lessons I’d learned along the way: that I was never the person with the most important things to say, that listening is communicating, and that the smallest details shared by parents can be a huge help in figuring out a diagnosis. Most of the time, I think I did a good job. Sometimes, I know I didn’t. I am still learning from colleagues, parents and children – both other people’s children and my own!


One of the more recent things that I have learned from younger colleagues, and, indeed, from my teenaged children, is that the world has a whole new way of communicating now. If you had asked me in 2020 what the word ‘content’ meant, I would have said that a newborn snoozing in his mother’s arms with a full belly and a freshly changed nappy was content. You know, happy, comfortable. Content.


Then, during the pandemic, when parents were struggling to get their children seen by a doctor or their baby’s developmental checks done by a public-health nurse, I decided to create an Instagram account with information about child health for parents and caregivers. My own godson had just been born, and his parents shared with me the stresses they were feeling with a tiny baby in the house. I thought an Instagram page with reliable facts on child health might be some help to parents who felt isolated at that time. It was a spur-of-the-moment thing, done in the depths of a winter lockdown, and I was sure it would be a flash in the pan – but suddenly I had 1,000 followers, then 10,000. And now, more than 100,000.


The reason for this is still something of a mystery to me, but the one message (or ‘DM’, in social-media parlance) that I kept getting was, ‘I love your content’. And I learned that ‘content’ is a word for the stuff you have on your Instagram (or TikTok or any other social media) page. And the stuff I have on my Instagram page just happens to be information. Facts. Reassurance. The words of healthcare spoken in the language of parents. Because back in 2021, more than anything else, I was a parent worried about my kids, just the same as everyone else.


Part of my job as a paediatric neurologist is spotting patterns – patterns in sleep, patterns in behaviour, patterns in scans. This helps me to help children by coming to a diagnosis. And now that I am active on social media and interacting with potentially tens of thousands of people whenever I put up a post, I am seeing different kinds of patterns. I am seeing a pattern of the same questions and worries from parents over and over again.


‘Is this behaviour normal?’


‘How will I know if my baby is really sick?’


‘Do I need to take my toddler to the hospital?’


These are the worries that parents turn over and over in their brains. These are the worries that turned over and over in my brain almost 18 years ago when I held my first baby. And if there is one thing I have learned about worry, it is that articulating it – saying it out loud – turns it into a question.


Which led me here. I had to write this book. I had to write it because it felt like on social media, a parent was only ever three clicks away from a post that was utterly panic-inducing. This is because most social media exists only with engagement in mind, and posts that provoke fear or outrage drive engagement. Social media can be wonderful, but it is also a worry factory. I was seeing a pattern of parents getting more and more concerned about their kids, as the algorithm fed them dubious content. I had to use my words, my knowledge, and my experience – both as a paediatrician and as a parent – to write something that would bring reassurance and empowerment, not fear.


This is a book full of questions, not worries. It is a book full of advice, not alarm. It is a book written in your language and in my language. It is a ‘no panic’ guide to your child’s health, and I hope you find it helpful.










PART I



What to Expect: Ages Zero to Five


In this first section of the book, we will lay the foundation for understanding your child’s health and development in their vital first five years. As a consultant paediatrician with over 25 years of clinical experience (and just as importantly, as a mother), I know first hand how challenging it can be to interpret what’s ‘normal’ and what might require medical attention.


This section is designed to help you feel more confident as a parent by guiding you through the key areas of your child’s early life: crying, sleeping, feeding, growth, and development. These are the building blocks of early childhood health, and they’re also the most common areas where parents have questions, concerns, or moments of self-doubt.


We’ll begin by exploring what’s typical at various ages and stages – how much crying is normal, how sleep patterns evolve, how feeding can change over time, what to expect from physical growth, and how developmental milestones unfold. You’ll find reassurance in understanding the broad range of behaviours and timelines that exist in early childhood.


But knowing when things aren’t going as expected is just as important. That’s why this book also includes clearly outlined red flags – the signs and symptoms that suggest your child may need medical review, either by a GP, public-health nurse, or in hospital. Whether it’s persistent feeding difficulties, unusual patterns of crying, developmental delays, or anything else that doesn’t sit right with you, I want you to feel empowered to seek help.


I’ve written this with both my professional and personal hats on. I have information that I want to share with you, but I also know what it’s like to stand in your shoes, searching for answers in the middle of the night. I want to help you feel informed, supported, and less alone on this marvellous journey called parenthood.










CHAPTER 1



The First Week


Your baby has arrived (or perhaps even babies!) and now, here you are, holding your newborn, and wondering … what next? How am I going to care for this tiny human? How do I know if I am doing it right? Or doing it wrong?


The very first thing you need to know is that, if you’re feeling lost or overwhelmed, don’t worry – you are not alone! Most, if not all, parents of a new baby feel the same way. So let me guide you through the first week of your baby’s life. You’re setting out on a fantastic journey, and this will be your road map.


THE FIRST 24 HOURS


This first day can be intense. If you have birthed your baby yourself, then you have your own physical recovery to think of as well. Accept all the help offered by nurses, midwives, friends, and relatives. Rest, drink plenty of water, eat well, and remember to think of yourself in the midst of all the baby excitement.


But look at that little baby (or babies!). Aren’t they just amazing? Hang on … that noise they made. Was that normal? And, oh my goodness, what is in that nappy?


Let’s get into it!



Breathing


The thing we all wait for as your baby emerges into the world is that first breath. All sorts of magic happen with this first breath. The lungs fill with air, the circulation in the heart changes, your baby starts to change colour, and their lips become rosy red. The first breath is usually announced with a cry and, with that cry, everyone else in the room breathes a sigh of relief.


When your baby has taken his or her first breath, they will usually be handed to their parents. If breastfeeding is planned, the midwife may suggest that your baby is placed on the mother’s breast. Your baby might start to feed, they might simply stare at you intently, or they might take a quick look at you and decide to have a nap. All this time, the midwife is keeping an eye on your baby’s colour and their breathing pattern, making sure that their lips look nice and pink, and that their breathing is not laboured in any way.


When you leave the labour ward – or, if you had a home birth, when the midwife leaves – you will probably start to observe your baby closely. With breathing, you want to see an easy pattern. It should look effortless and it should be silent. If you notice your baby grunting or groaning as they breathe, ask for them to be reviewed by a nurse or doctor.


Depending on your baby’s skin colour, their hands or feet may look quite blue or purple for the first 24–48 hours. This is normal. However, if you see a blue or purple colour on your newborn’s lips, ask that they be reviewed.


What if …


What if the first breath, the first cry, doesn’t come? About 10% of babies will need some help to begin breathing on their own. This happened to me with my first baby. After a long labour and tough delivery, she was, as the obstetrician described, ‘stunned’.


Here’s what happens if the first breath does not come, regardless of whether you have a hospital or home birth. Your baby will be taken by the midwife and dried quite vigorously. This stimulates the baby and, in the vast majority of cases, it’s enough to get things going. If not, your baby might be given some oxygen or some puffs of air via special equipment. Most of the time, your baby then announces their arrival with a hearty cry!


What if baby still has difficulty breathing? If your baby is born in hospital, a team of doctors and nurses will arrive to help, and your baby will most likely need to go to neonatal intensive care for medical assistance and tests. If your baby is born at home, your midwife will be highly trained to deal with the situation, but will most likely call an ambulance and will have you and your baby transferred to hospital where you can both be taken care of.


Feeding


Babies will either be fed breast milk or formula (breast milk substitute). Breastfeeding has many benefits for both baby and mother, so, if baby can be breastfed for even a short period of time, give it a try. Breastfeeding needs support, so do avail of a lactation consultant if you have access to one in the maternity unit where your baby is born or in the community if you had a home birth.


Regardless of how baby is fed, we like to see two things in the newborn period: a good suck and a good swallow. Your baby’s mouth should form a seal around the nipple (or bottle teat), with no milk escaping from their mouth. Their swallow should be easy, without coughing, spluttering, or gagging (they will have been practising their swallow in the womb since about week 14 of pregnancy!).


Some babies will want to feed every two hours, while others are content to wait for three to four hours. Your baby might bring up small amounts of milk after a feed. This is called ‘posseting’ and is to be expected. However, vomiting large amounts is not normal, neither is a green colour in the vomit – both of these situations need medical attention.



What if …


What if my baby won’t feed? If you are breastfeeding, you will get help and guidance from the midwives and, ideally, a lactation consultant. If your baby is having trouble with sucking or swallowing, regardless of how they are fed, they will be seen by a doctor and might need to go to the neonatal unit for some tests. Some babies, especially those who are small or whose mothers have diabetes, can have low blood sugar levels over the first few hours or days. Sometimes, the medical team will check sugar levels to look for this. If your baby is jittery (arms and legs shaky or shivery) between feeds, this could be a sign that their glucose levels should be checked.


Poop


You will never forget your baby’s first poop! It is a sticky substance that can be black, brown, or dark green. This is meconium, a build-up of all the cells, mucus, and amniotic fluid that your baby has been swallowing since week 14 of pregnancy. Meconium should be passed in the first 48 hours. If your baby has not pooped in this timeframe, they will need a medical review during which they will be checked to make sure there is no blockage preventing them from opening their bowels.


When the meconium has passed, which might be over several nappies, the poop can take on a variety of colours and consistencies. Breastfed babies usually have yellowish, watery poops, whereas formula-fed babies tend to have more pasty, brown poops.


Pee


The first pee after birth is not as dramatic as the first poop! Your baby is a dab hand at peeing by the time they are born. The kidneys start to work at about week 11 of pregnancy, at which point your baby starts to pee. By week 20, most of the amniotic fluid (the fluid that surrounds your baby in the womb during pregnancy) has been through those kidneys. In the first 24 hours, your baby will probably have one or two wet nappies. The urine colour is usually light to dark yellow. If no urine has been passed in those 24 hours, baby will need a medical assessment where a doctor might check their fluid intake, and their kidneys and bladder.


Sleep


It is exhausting being born! Your baby will probably spend 13–19 hours of their first 24 hours asleep. After their first feed, they will usually settle into a sleep that can last a few hours. After this, they may develop a pattern of short sleeps (30–60 minutes), followed by waking for feeds. Their little tummies are small, and they will need to feed every 3–4 hours at least. Your baby also learned how to sleep in the womb, so they should be able to settle to sleep easily in the first 24 hours. If, in the first 24 hours, you cannot get your baby to sleep, or they seem very cranky or irritable, they should be medically reviewed.


Crying


Crying is very normal in newborns. In fact, it is their main means of communication: ‘Waah! I’m hungry’, ‘Waah! I’m tired’, ‘Waah! Change my nappy’, ‘Waah! I need a cuddle’. At first all the cries might sound the same to you but, as time goes by, you will probably begin to understand what your baby is trying to tell you.


In the first 24 hours, a little bit of crying is to be expected but, remember, your baby will probably spend most of their first day asleep. Crying in the first 24 hours becomes a concern if it is continuous, high pitched, or if the baby is very irritable and won’t settle. In this case, your baby will need to be medically reviewed.



Skin


Your baby’s skin may appear quite blotchy in the first 24 hours. If you are in hospital, the nurses will be monitoring closely for signs of jaundice, but this isn’t something to be concerned about until later in week one.


The umbilical cord


When the umbilical cord is clamped and cut, a few centimetres of cord remain attached to your baby’s tummy, along with the plastic clamp. This is known as the umbilical stump. It starts to dry up very quickly and falls off by itself between days 5 and 15. While it is attached, keep it clean, and make sure to wash your hands before and after touching it. Fold the front of the nappy down so that it doesn’t cover the stump. Do not pull at the stump – it will fall off by itself.


Routine health checks


Your baby’s weight, height, and head size (circumference) will be recorded at birth. The midwife or doctor will check your baby’s heart and lungs (pulse and oxygen levels), their eyes (very rarely babies can be born with cataracts), their mouth (for any evidence of a cleft palate), their hips (to screen for hip dysplasia), and their genitalia (to ensure they appear normal). They will also check to ensure that your baby is able to move both arms and both legs without difficulty. Sometimes a baby can sustain damage to the nerves that supply the arms during delivery and have weakness in the affected arm. This is known as Erbs palsy and will require specialised follow-up with paediatricians and physiotherapists. Within the first 24–48 hours, your baby will also have the newborn hearing screen. This is a straightforward test that involves putting a small earpiece on your baby’s ear to check that they can hear okay. It’s usually done when they are settled or asleep, and it can be repeated if needed.




VITAMIN K


Vitamin K is offered for all newborns at birth, with parental consent. This is usually given by injection into the thigh muscle. Vitamin K is vital for helping blood to clot, and babies have very low levels of it when they are born. Giving a dose shortly after birth prevents a very serious condition known as vitamin K deficiency bleeding (VKDB). This can lead to brain bleeds or even death. The risk of VKDB is 1 in 100 without vitamin K being administered; that risk falls to less than 1 in 10,000 when a baby has received a vitamin K injection.





CONGRATULATIONS!


You have just spent the first 24 hours with your newborn. Let’s dive into week one and see what adventures await.


WEEK ONE


You might be reading this before your baby arrives or perhaps your baby has already arrived and you want to check something you are just not sure about! Either way, let’s have a look at what is normal and not normal with your baby’s feeding, poop, pee, sleep, crying, and skin in the first week of their lives.


Plus, a couple of surprising (some may even say weird) things, such as witch’s milk and baby periods!



Feeding


In the first week, you and your baby will establish feeding. If you are breastfeeding, then there’s a lot going on for you as well, with milk coming in (where your milk supply transitions from the initial colostrum to mature milk) and your boobs literally changing overnight. In general, milk will have come in by day five. This can seem very sudden, but your breasts have been producing a mix of colostrum (protein- and antibody-rich milk, sometimes called ‘liquid gold’ because it can be yellow in colour) and smaller amounts of breast milk before the supply suddenly increases.


What you are looking for with feeding in the first week, regardless of whether it is via breast or bottle, is that your baby is waking for feeds, is interested in feeding, and is latching on well.


It is hard to know how much volume your baby is getting if you are breastfeeding, but you should be able to hear them swallowing, they should be satisfied and seem full after a feed, and they should be having regular wet nappies (between five and six per day).


If you are bottle feeding, remember that your baby’s stomach is very small, and they will feed little and often. In general, they will take 45 to 90 millilitres per bottle, and feed every 3–4 hours.


If you are breastfeeding and it is painful when your baby latches on, or if your baby cannot latch on well, then they will need to be assessed for tongue-tie.




TONGUE-TIE


The medical term for tongue-tie is ankyloglossia. Tongue-tie happens when the small band of tissue under a baby’s tongue (the frenulum) is too short, tight, or placed in a way that limits tongue movement. This, in turn, may affect feeding.


In recent years, frenotomy, or ‘tongue-tie release’, has become an increasingly common procedure to perform on babies. This involves cutting the frenulum with a scissors, scalpel or laser.


As this is a surgical procedure, it is important that it is only performed when clinically indicated, and by appropriately qualified practitioners. Recently the Royal College of Physicians of Ireland and the HSE produced guidelines to help clinicians and lactation consultants decide when a frenotomy should be performed.


These guidelines recommend a multidisciplinary approach. Communication between paediatricians, lactation consultants, general practitioners, and public- health nurses is essential. International Board Certified Lactation Consultants (IBCLC) should perform a complete feeding assessment before a frenotomy is performed.


Why tongue-tie matters


Breastfed babies use their tongue to latch and draw milk. If it can’t move well, feeding can be uncomfortable for both baby and mum. Signs can include painful nipples for the mother, long or ineffective feeds, slow weight gain, or frustration for baby.


Most babies with tongue-tie don’t have serious issues, but for some, it can make breastfeeding harder. Not all babies with a visibly short or thick frenulum will need a frenotomy. It is only indicated if it is causing issues with feeding.


How tongue-tie is checked


Specialists (usually a lactation consultant) look at appearance (where the tongue attaches) and function (how it moves). They also watch your baby feed: is milk


transferring well, is the person breastfeeding comfortable, is baby growing as expected? Special checklists or scoring tools are sometimes used to guide decisions.


When treatment is helpful


If tongue-tie is clearly linked to nipple pain in the mum and/or feeding problems in the baby, and support with positioning or latch hasn’t solved things. Feeding usually improves right away, especially with follow-up help from a lactation consultant.


When treatment is NOT needed


If baby is feeding well, gaining weight, and mum is comfortable, no procedure is necessary, even if a frenulum looks tight. Doctors do not recommend ‘just in case’ procedures for ties that aren’t causing trouble. There is not sufficient evidence that tongue- tie causes problems with speech or with teeth in later childhood.


Frenotomy is not usually recommended for babies who are bottle fed only. This is because the tongue and mouth movements a baby uses to take milk from a bottle are different to when feeding from the breast.





Regardless of how your baby is fed, if they are having trouble sucking or swallowing, are coughing, choking, or gagging when feeding, or getting out of breath, they will need to be seen by your public-health nurse or GP.


Winding a baby gently by rubbing or softly patting their back will help them to burp. They will often bring up a small amount of milk when they do. This is called posseting, and it is normal. However, if they are vomiting larger amounts after feeds, speak to your public-health nurse or GP.





Projectile vomiting is very different to regular vomiting and is a worrying symptom. With projectile vomiting, the vomit shoots out of the mouth and can land quite a distance from the baby. This can be a sign of a blockage in the stomach known as pyloric stenosis and it requires urgent medical review and treatment.





Vitamin D


Vitamin D is often called the ‘sunshine vitamin’ because our bodies make it when our skin is exposed to sunlight. It helps keep bones, teeth, and muscles healthy. But in Ireland and the UK, sunshine isn’t always reliable, especially during the long autumn and winter months. For adults, this means we sometimes need supplements, and for babies, it’s even more important because their growing bodies are building strong bones from the very start.


Breastfed babies: Breast milk is wonderful and provides nearly everything your baby needs for the best start in life. But it doesn’t contain enough vitamin D. Because of this, health experts recommend that all breastfed babies are given a daily vitamin D supplement in the form of drops from birth until they’re one year old. Even if you or your partner are taking a vitamin D supplement yourself, babies still need their own drops.


Formula fed babies: Infant formula is different. By law, it already has vitamin D added to it. This means that most formula-fed babies get enough without needing an extra supplement.


The important detail is how much formula your baby is drinking:


If your baby is having more than about 500ml (just under a pint) of formula a day, they’re getting all the vitamin D they need from their feeds.


If they’re having less than 500ml a day (for example, if you’re combination feeding with both breast milk and formula), then a vitamin D supplement is still recommended.


Poop


All that black, tarry meconium will have cleared out of your baby’s bowel by day three. The number of poopy nappies can vary from day to day and from baby to baby – at least one poop a day is common, but no need to panic if 24 hours go by without poop (unless your baby is presenting other symptoms).


In breastfed babies, the colour can vary, but it is usually yellowish. Texture-wise, breastfed poop is quite runny or watery and seedy – it is often compared to Dijon mustard. Formula-fed babies usually pass stools that have a similar colour and texture to peanut butter. (Apologies if this has turned you off mustard and peanut butter!)





Poop that is extremely pale, as in white or almost white, can be a sign of a rare problem with a baby’s liver, so speak to your public-health nurse or GP if you notice this. If your baby does have this problem, their urine will also be a very dark, almost brown, colour.






Pee


What on earth are those orange or pink spots in my baby’s pee? These are normal in the first few days and are due to tiny crystals in the urine called pyruvate crystals. As your baby’s urine becomes more dilute, these spots should disappear. If they are still present after week one, speak to your public-health nurse or GP.


After day two or three, your baby’s pee will vary from light to dark yellow, and they will have more and more wet nappies as the first week goes by. By day five or six, your baby will be having about six wet nappies a day. If your baby is still only having two or three wet nappies a day, they may not be getting enough to drink, so speak to your public-health nurse or GP.


Newborn pee doesn’t usually have a strong smell, so if you do notice a strong or foul smell from the urine, speak to your public-health nurse or GP. Similarly, peeing should be effortless. If your baby is distressed or uncomfortable when peeing, they should be checked out by a healthcare professional.


Sleep


Your baby will be asleep more than awake in the first week. On average, your baby will sleep 18 to 19 hours per day. It might be hard for you to believe that they are only awake for a total of five or six hours; this is because they often sleep in short bursts known as ‘sleep cycles’, which last from 20 to 50 minutes. In the first few weeks, they will wake as often during the night as they do during the day, sometimes even more often.


There are also different types of sleep during these cycles. During active sleep, your baby might stretch or move, open their eyes, or cry a little. During quiet sleep, they will lie still and breathe quietly and regularly. Neither type of sleep is better than the other. Your baby is getting a good rest while they are asleep (even if you are not!).


When your newborn baby is awake, there are feeds and nappies and changes of clothes to be taken care of but, increasingly, your baby will seek out your face and interact with you for brief periods.





If your baby seems excessively sleepy or tired in the first week, if they are not waking for feeds, or seem too drowsy or tired to interact with you for brief periods, this can be a sign that they are not feeding enough or that they are unwell, so do speak to your GP or public-health nurse if this is the case.





Crying


Crying is a newborn’s main means of communication. They use it to signal hunger, discomfort, a dirty nappy, tiredness – everything! In the first week, however, babies tend not to cry as much as they do when they get a little older.





Crying is very normal, but non-stop crying, inconsolable crying, or sustained high-pitched crying is not. If your baby is crying like this in the first week of life, it could be a sign of irritability, which can happen if your baby is unwell. If you are concerned about your baby’s crying, speak to your public-health nurse or GP.






Skin


Jaundice


Is it just me or is my baby turning yellow?


Well, yes, your baby might be turning yellow, and this is probably due to newborn jaundice, which is very common in the first week of life. It is more obvious in babies with lighter-coloured skin, but it can affect babies with all skin colours. In black- or brown-skinned babies, the main sign of jaundice can be yellowing of the whites of the eyes.


Jaundice is caused by a build-up of a chemical called bilirubin. It usually starts to improve after week two, as the liver becomes better at clearing bilirubin out of the bloodstream.


Contact your GP or public-health nurse if you notice jaundice in your baby. They may simply monitor your baby, send them for blood tests, or advise you to go to hospital. If the levels of bilirubin in the blood go over a certain level, your baby will need to be admitted for phototherapy. This involves placing your baby on a special blanket that emits a type of blue-green light, which breaks down the bilirubin in the skin. It usually takes a day or two of this treatment for the bilirubin levels to start to fall.


Rashes


My baby is covered in red spots!


This can look alarming, but it is unlikely to be serious. If your baby does develop a red bumpy rash, they should be reviewed by your GP or public-health nurse, but they are most likely going to reassure you that it is either baby acne or erythema toxicum.


Erythema toxicum sounds especially alarming, but it is a common and innocent rash in babies. It consists of areas of redness and sometimes fluid-filled blisters. Baby acne is slightly different, with red bumps, some of them developing into little pustules.


No treatment is required for either of these rashes.



Umbilical cord


How do I manage the umbilical cord stump?


The umbilical cord starts off plump, with a jelly-like texture but, when your baby is outside the womb, it starts to dry up. At birth, the cord is usually clamped with a plastic clip, and your baby will come home with their cord stump and this plastic clip attached. The stump usually shrivels up and falls off between days 5 and 15, but, until then, you will have to keep an eye on it to make sure that the skin around the base of the stump on your baby’s tummy is clean, dry, and free of infection.


Inspect the stump at every nappy change – though you should wash your hands carefully before and after touching it. Make sure the skin looks clean and is the same colour as the skin on the rest of the tummy. Keep the top of the nappy folded down to avoid putting pressure on the stump.


If you notice the skin around the base of the cord turning red, ask your GP or public-health nurse to check your baby to rule out a skin infection.


Normal healing versus signs of infection


During normal healing, the stump may:




	turn from yellow-green to brown or black before falling off


	have a small amount of dried blood or clear discharge


	cause no discomfort to your baby.





However, you should contact your GP, public-health nurse, or out-of-hours doctor if you notice any of the following signs of infection:




	Redness spreading from the stump: A small rim of redness is common, but if the skin around the stump becomes increasingly red, warm, or swollen, this could indicate an infection.


	
Pus or cloudy discharge: A small amount of clear or light-yellow fluid is normal, but thick, yellow-green, or foul-smelling pus is not.


	Bad odour: While the stump can have a mild smell as it dries, a strong, unpleasant odour can signal infection.


	Tenderness or swelling: If your baby seems in pain when the area is touched or the belly around the stump looks swollen, it’s worth getting checked.


	Fever or general unwellness: Fever (temperature above 38°C), poor feeding, unusual sleepiness, or excessive crying could mean an infection is spreading and needs urgent attention.







CHECKING BABY’S TEMPERATURE


How can you tell if your baby has a fever? Or if they have an abnormally low temperature? When your baby is very young, even small changes in temperature can signal that something isn’t quite right. Knowing how to take their temperature accurately is an important skill for parents. Here’s what you need to know about the different methods available, how reliable they are, and which thermometers are recommended.


Can you tell by touch?


Many parents instinctively feel their baby’s forehead, neck or back to check if they seem hot or cold. While touch is useful for spotting if your baby feels unusually warm, it is not a reliable way to detect fever. Hand-feel can easily miss a raised temperature or overestimate it if the baby is warm from clothes or blankets.


Recommended method


Touching your baby’s skin can alert you that something’s different, but it cannot replace a thermometer. For newborns, the safest and most accurate way of checking temperature is a digital thermometer under the armpit (known as the axillary method).


How to use: Place under the baby’s armpit, ensuring good skin contact.


Pros: Accurate, safe, affordable, widely available.


Cons: Requires holding baby’s arm still for a short time.


A reading of 38˚C or more means that your baby has a fever. A reading of under 36˚C means your baby’s temperature is abnormally low.


Tips for taking a baby’s temperature


Always follow the thermometer’s instructions.




	Check the thermometer is clean before and after use.


	For an armpit reading, ensure the probe touches skin, not clothing.


	Take two readings if unsure and use the higher one.





If your baby has a fever, or an abnormally low temperature, is unusually sleepy, feeding poorly, or you’re worried, always seek medical advice straight away.








Because the first week is when undiagnosed heart and metabolic conditions, or newborn sepsis can present, any sudden or concerning changes in your baby’s behaviour (irritability), muscle tone (e.g. if they seem suddenly floppy) or temperature (either feeling cold to the touch or developing a fever) warrant urgent medical review and you should bring them to the local emergency department. We’d much prefer to see you there and reassure you all is well than have you wait at home with a potentially very unwell baby.





Facial appearance and head shape


Of course, every newborn baby is beautiful and perfect. But after the adrenaline and hormone rush of the first 24 hours wears off you may find yourself looking at your baby and wondering if everything is as it should be. You might notice that their head shape looks a little strange, or they have marks or bruises on their face or scalp. Or their eyes may appear bloodshot.


Why does a newborn’s head look different?


During birth, your baby passes through the birth canal, a tight and pressurised journey. To make this possible, the bones of a baby’s skull are not yet fused; they are soft and flexible, with small gaps called fontanelles (the ‘soft spots’). This means the head can temporarily change shape to help your baby be born safely.


Common appearances include:


Elongated head: A temporary narrowing and lengthening of the skull after vaginal birth.


Flat areas: Pressure during delivery may cause mild flattening in places.


Asymmetry: One side may look different from the other for a short time.


Moulding lines: Subtle ridges where skull bones overlap during delivery.


These changes are usually short-lived and improve in the first few days to weeks of life. Babies born by caesarean section tend to be born with rounder heads at birth, as they haven’t had such a tight squeeze on the way out of the womb!


Here are some other things you may notice about your baby’s appearance.


Red eyes


The whites of your baby’s eyes may appear bloodshot or red. This is known as a subconjunctival haemorrhage. It sounds dramatic, but it is simply due to the breakage of small blood vessels in the eyes of a baby. It does not harm the eye, and the redness will disappear in 7–10 days.


Bruising, swelling, and forceps/ventouse marks


If your baby’s birth involved assistance, such as forceps or ventouse (vacuum) delivery, you may see:




	small marks or swelling where the instruments were used


	temporary puffiness of the face or scalp


	a soft swelling called a caput succedaneum or a firmer bump called a cephalohaematoma (a collection of blood under the scalp).





These usually heal without treatment over days to weeks.



When to seek advice


Most changes are harmless and improve naturally, but you should speak to your midwife, GP, or public-health nurse if you notice:




	swelling that seems to be getting worse, not better


	redness, warmth, or signs of infection


	persistent flattening on one side of the head after several weeks (positional plagiocephaly)


	concerns about your baby’s development or comfort.





Birthmarks


There are four main types of birthmarks that you might notice during the first week.


The first, known as a ‘stork bite’ or an ‘angel’s kiss’, is very common. It is an area of redness on the forehead, eyelids, nose, upper lip, or back of the neck, though it can look darker when the baby is crying or hot. The medical term for a stork bite is ‘nevus simplex’ and it occurs in almost one in every three babies. These stork bites are not serious and most disappear as your baby grows older.


Strawberry birthmarks, also known as ‘strawberry naevi’ or ‘infantile haemangiomas’, can appear as a little raised red dot in the first week or two after birth. They usually grow bigger over the first 6 to 12 months and then start to shrink, disappearing fully by around age two. These generally do not need any treatment, unless they are around the eyes, nose, mouth, or in the nappy area.


Blue-grey spots (previously called ‘Mongolian blue spots’) are also common, especially in babies with brown or black skin. They can look like a bruise and are usually found on the lower back, bottom, arms, or legs. These marks do not need any treatment and usually disappear fully by age four.


Port-wine stains (‘nevus flammeus’) are not common, affecting about 3 in every 1,000 babies. These birthmarks are darker than stork marks and can occur anywhere on the body and may cause cosmetic concerns for children if they are on the face. They do not fade with time, but laser treatment can reduce them significantly. Port-wine stains are not harmful, but if one is present on the upper part of your baby’s face or the eyelid, it may mean another medical condition is present, so your baby should be referred for review by a paediatrician.


The weird stuff!


Have you heard of ‘witch’s milk’? The medical term is ‘neonatal galactorrhoea’ and it describes the secretion of milk from baby’s nipples. It can affect girls and boys. Although it is not common, it is also not abnormal. It is a response of baby’s breast tissue to maternal hormones, which cross the placenta in the womb. It should stop by about four weeks of age but if it does not stop, ask your GP to check your baby.


Another condition caused by exposure to maternal hormones in the womb is ‘baby periods’, which only affects girls. ‘Baby periods’ consist of minor vaginal bleeding in newborn girls, caused by the sudden drop-off in the mother’s oestrogen after birth. The discharge is usually blood-tinged or pink, and it only lasts three to four days.


And something you might not have been expecting: was your baby born with teeth? These are called ‘natal teeth’. Natal teeth are teeth that are present at birth or appear within the first month of life. They’re uncommon, occurring in about one in every 2,000–3,000 babies, and usually show up in the lower front gums. While they may look surprising, natal teeth are often just part of the normal set of baby teeth that have erupted earlier than expected. Some are firm and harmless, but others may be small, loose, or sharp. This can sometimes cause problems like difficulty with breastfeeding, irritation of the baby’s tongue, or, in rare cases, a risk of the tooth becoming loose enough to pose a choking hazard. If you notice a tooth in your newborn’s mouth, point it out in the maternity hospital during your baby’s check-up, or to your public-health nurse. The tooth can usually be safely left in place and just monitored, but if it causes feeding issues or is too loose, a dentist may recommend smoothing the tooth or removing it. The good news is that natal teeth are usually not a sign of anything serious.


Newborn screening tests


All babies will have a thorough physical examination within the first 72 hours after birth. This includes:




	a hip check to assess for hip dysplasia


	eye screening


	a heart exam


	a testicular exam in boys.





The newborn hearing screening is offered before discharge for babies born in hospital, or as an outpatient appointment for babies born at home.


The newborn heel prick (or blood spot) test is offered between days three and five. It checks for nine serious but rare conditions. There are huge benefits to diagnosing these conditions shortly after birth, because of the treatment and management plans that can be put in place. These conditions are:




















	

Condition




	

What it means




	

If not picked up early




	

How screening helps your baby













	

Cystic fibrosis (CF)




	

A genetic condition that makes the body produce thick, sticky mucus, mainly affecting the lungs and digestion.




	

Chest infections, difficulty gaining weight, and shorter life expectancy.




	

Early care with medicines, physiotherapy, and nutrition helps children stay healthier and live longer.









	

Congenital hypothyroidism (CHT)




	

The thyroid gland doesn’t make enough thyroid hormone, which is needed for growth and brain development.




	

Without treatment, babies may develop slow growth, learning difficulties, and delays.




	

A simple daily thyroid hormone medicine helps babies grow and develop normally.









	

Phenylketonuria (PKU)




	

Babies cannot break down a substance called phenylalanine found in food and drink.




	

Harmful build-up can cause brain damage, learning difficulties, and seizures.




	

A special low-protein diet and regular monitoring protect your child’s development.









	

Classical galactosaemia (C Gal)




	

Babies cannot process galactose, a sugar in milk (including breast and formula milk).




	

Can cause feeding problems, liver damage, infections, and long-term health issues.




	

Removing galactose from the diet straight away prevents life-threatening illness.









	

Glutaric aciduria type 1 (GA1)




	

Babies have difficulty breaking down certain proteins.




	

Illness or fasting can trigger brain injury, leading to movement and co-ordination problems.




	

A special diet and emergency treatment during illness reduce the risk of harm.









	

Medium-chain acyl-CoA dehydrogenase deficiency (MCADD)




	

The body cannot use some fats for energy when a baby is unwell or hasn’t eaten for a while.




	

Can cause very low blood sugar, seizures, coma, or sudden death.




	

Avoiding long fasting and giving glucose when ill keeps babies safe and well.









	

Homocystinuria (HCU)




	

Babies cannot properly process an amino acid called methionine.




	

Can cause eye problems, blood clots, learning difficulties, and bone problems.




	

A special diet, vitamins, and medicines help reduce risks and protect health.









	

Maple syrup urine disease (MSUD)




	

Babies cannot break down certain proteins in food. Urine may smell sweet, like maple syrup.




	

Build-up of harmful substances can cause brain swelling, seizures, coma, or death.




	

A special diet and close medical monitoring prevent serious illness.









	

Adenosine deaminase deficiency severe combined immunodeficiency (ADA-SCID)




	

A rare condition where the immune system doesn’t work, leaving babies unable to fight infections.




	

Life-threatening infections usually start within the first year of life.




	

Early treatment (such as a stem cell transplant, gene therapy, or enzyme treatment) can give babies the chance to grow up healthy.















Hip dysplasia


Developmental dysplasia of the hip (DDH) is something all newborns are screened for in Ireland.


In some babies, the ball-and-socket joint of the hip doesn’t form quite as it should. The socket might be shallow or the ball might be a little loose. Left untreated, it can cause problems with walking later in childhood.


How is it screened for?


Every baby in Ireland has their hips checked by a doctor or midwife within the first couple of days after birth. They gently move your baby’s legs to feel for any looseness or ‘clicks’.


Some babies need a follow-up ultrasound scan of the hips. This is especially likely if:




	they were breech at birth


	there’s a family history of DDH


	there are concerns from the first examination.





The scan is quick, painless and usually done around four to six weeks of age.


Why early detection matters


The earlier DDH is found, the easier it is to fix – and the less likely it will cause trouble later. If DDH is spotted during the hip check, your baby might be given a soft harness (often called a ‘Pavlik harness’) to keep their hips in the best position for growth. This is worn for several weeks, and most little ones adapt to it without fuss.


Follow-up care


If your baby is diagnosed with DDH, you’ll be referred to a children’s orthopaedic team. They’ll keep a close eye on your baby’s progress, with regular check-ups and repeat scans or X-rays as needed. The length of follow-up varies, but some children are monitored until they’re walking confidently.


Physiotherapists often play a role too, especially after the harness treatment ends. Physios can provide guidance on gentle stretches, exercises, and safe ways to carry and position your baby to support strong, healthy hips.


If you’re told your baby needs a scan or a harness, try not to panic. With prompt treatment, the vast majority of children go on to run, jump, and dance without any hip problems at all.




CAR SEATS


If you had your baby in hospital, then you need to have a plan for getting your baby home. And that plan will always involve a car seat. It’s the law that your baby must travel in a properly fitted car seat from the very first journey home.


Choosing a car seat for your newborn can feel a little overwhelming, but it’s really about keeping your baby


safe and comfortable on every journey. For the first stage, you’ll need a rear-facing infant car seat that is the right size for your baby’s weight and height – most are suitable from birth. Always follow the manufacturer’s instructions when fitting the seat, making sure the harness is snug and the seat is firmly secured in your car. Whatever you do, don’t let the first time you try out the car seat be the day you are leaving the hospital with the baby in the car seat! Many local shops, baby stores, and road safety services in Ireland and the UK offer free fitting checks, so don’t hesitate to ask for help to be sure everything is installed correctly. Taking the time to get it right will give you peace of mind and the best protection for your little one.





CONGRATULATIONS!


Your baby is now one week old. How are you doing? Check in with yourself. It has been a momentous week.


If this is your first baby, your world has changed entirely. You are learning to be a parent for the very first time, and your baby has just spent their very first week out in the world.


Over the next few weeks, even more change is to come, with your baby reaching all sorts of incredible milestones, including gorgeous gummy baby smiles.


If this is your second, third (or even beyond that) child, you are probably in the throes of marvelling at how different this baby is from their siblings. And their siblings are adjusting to becoming big brothers and sisters.


What an incredible seven days.
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