Newborn Nightmares the Redbook and Beyond, presented by Edward K. Clark MD
Perinatal infectious diseases are alive and well and we all have to be on our toes in order to prevent, detect and treat.  Below are the latest recommendations on the first line treatment and prevention of diseases in the newborn if the mother is positive for the following infectious diseases…Hepatitis B, Gonorrhea, Chlamydia, Syphilis, and HIV.

Hepatitis B: If a Term Infant is born to a mother that is HBsAg Positive, then the infant should be given the Hepatitis B Vaccine (HBV) and the Hepatitis B Immune Globulin (HBIG) within 12 hours of birth.
If a Term Infant is born to a mother with an unknown HBsAg status, then the infant should be given the HBV within 12 hours of birth and the HBIG should be given within seven days if mom is found to be HBsAg Positive.  Don’t delay in finding out the mothers HBsAg status.  Please find it out before the infant goes home.  If not, consider giving the HBIG regardless.


If a Preterm Infant (<2kg)  is born to a mother that is HBsAg Positive, then the preterm infant should be given the HBV and the HBIG within 12 hours of birth.
If a Preterm Infant (<2kg) is born to a mother with an unknown HBsAg status, then the preterm infant should be given the HBV within 12 hours of birth and (if status cannot be determined in the initial 12 hours of birth) the HBIG both within 12 hours of birth.
Recommendations for the subsequent vaccine doses for infants whose mothers are HBsAg Positive : Term Infant- 2nd dose at 1-2 months of age and the 3rd dose at 6 months of age.  The series should be completed at 6 months of age.  Preterm Infants (<2kg)- The initial vaccine does not count in the 3 dose schedule.  Subsequent 3 doses should be given for a total of 4 doses.  (starting at 1mo)

Gonorrhea: If a term infant is born to a mother that has untreated GC, the infant should be treated with 125 mg Ceftriaxone IV or IM for a one time dose.
Preterm Infant (<2kg) should be given a dose of 25-50 mg/kg for a max of 125 mg max
Chlamydia: If an infant is born to a mother that has an untreated Chlamydial infection and adequate follow-up cannot be assured, consider treatment with po Erythromycin for 14 days at a dose of 50 mg/kg/day divided QID and start it after the immediate newborn period or treat the infant with Azithromycin at 20mg/kg/day x 3days

Syphilis: If a Mother is RPR positive, the infant evaluation begins with: a careful examination, check the infant’s serum RPR, and also confirm mother’s RPR by a treponemal test (MHA-TP)
Further Evaluate Infant if the Maternal titer has increased four-fold or the Infant titer is four-fold greater than mother’s titer or if the Infant is symptomatic

In addition, further evaluate infant if maternal RPR is positive, maternal treponemal test is confirmed positive and mother’s treatment history has one or more of the following: 



· Syphilis untreated or inadequately treated

· Tx not documented

· Tx with non-penicillin regimen

· Tx but without expected titer decrease

· Tx < 1 month before delivery

· Tx before pregnancy without serologic follow-up

If it is deemed that the infant needs a workup, the following are recommended:
Physical Exam of the infant, RPR on Infant’s Sera if not already done, CSF for VDRL, Cell Count and Protein, possible long bone films, CBC, Platelets, CXR, Liver function test, possible ultrasound and ophthalmology exam, auditory brainstem response test, and if possible, send the placenta or umbilical cord to pathology for culture

HIV: If a Mother is HIV positive, start the infant on AZT by 6-12 hours after birth at a dose of 2mg/kg/dose by mouth every 6 hours for 6 weeks.  Draw a Qualitative HIV DNA PCR at birth and repeat at 1 and 4 months.  Review maternal records for documentation of other infections i.e. HSV, CMV, Toxoplasmosis, Syphilis, Gonorrhea, TB, and Substance Abuse. If there is no information about maternal infections then it is recommended to serologic screen the mother for Syphilis, Toxoplasmosis, and CMV.  If mothers HIV status is unknown, then it is recommended to draw one on the infant.  HIV transmission can be prevented!  Speak up for opt out testing for HIV as well as rapid testing of HIV.

Remember it takes a team effort to get the bugs out.  Obstetricians make sure your office has a fail safe way of getting prenatal labs to Labor and Delivery.  If they are not on the chart before delivery then order them.  Nurses in L and D and NBN, help the physicians get the labs or proper orders on the chart and or alert the pediatrician to any unknown or abnormal labs.  Pediatricians, don’t leave any stone unturned or lab unchecked or treated.  An ounce of prevention is worth a pound of cure.
