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• Prior to delivery, review mother’s chart & identify antepartum SUPC risk factors (Table on reverse).  Any 
risk factor indicates continuous monitoring with documentation every five minutes. 

• Document time of birth on RAPPT™ score sheet 
• Document time into SSC/KC (should be immediately [within 1-3 minutes] after delivery, but may occur 

later) 
• Score infant immediately after placed into SSC/KC (0,1 or 2) in each field.  *Total score 0 - 10 
• Frequency of RAPPT™ scoring should be continuous, with documentation every five minutes during the 

first two hours post-birth because SUPC can occur six minutes after last observation by a health care 
professional 

• A score of 0 or 1 in any field requires intervention to reduce risk of SUPC.   
• Never accept any score < 2 in the “position” field 
• If two or more fields in the respiratory, activity, perfusion and tone categories of the RAPPT™ are scored 

“0”, stop SSC/KC.  
• Document any intervention performed 
• Any intervention performed should be followed by 60 seconds of continuous monitoring to assess infant’s 

response to the intervention.  
• The lower the RAPPT™ score, the higher the risk of SUPC 
• Score of 10 = minimal risk of SUPC and it is minimal only because the infant’s condition and position, 

especially position, can change swiftly and SUPC can still occur with RAPPT™ score of 10. 
Post-­‐-­‐partum	
  

• Because KC is being encouraged in the postnatal ward to facilitate breastfeeding, the RAPPT™ should be 
conducted whenever the health professional goes to the mother’s room, no matter where the infant is found: 
in the crib, swaddled in someone’s arms, snuggled up to chest, or in SSC/ KC. One third of SUPCs occur in 
the first 24-48 hours. 
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