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Hoi strc
sau sinh

Recommendations

If clinical condition allows, defer clamping the umbilical
cord for at least 60 s (Al). Only when DCC is not feasible,
consider umbilical cord milking in infants with GA >28
weeks (B2)

w

. Spontaneously breathing preterm infants should be stabi-

lised using CPAP (Al). If apnoeic or bradycardic, start giv-
ing ventilation breaths. Expert consensus is to start with
CPAP pressure at least 6 cm H,O and peak inspiratory pres-
sures 20-25 cm H,O (D2)

. Oxygen for resuscitation should be controlled using a blend-

er. Use an initial FiO; of 0.30 for babies <28 weeks of gesta-
tion and 0.21-0.30 for those 28-31 weeks, 0.21 for 32 weeks
of gestation and above. FiO, adjustments up or down should
be guided by pulse oximetry (B2). SpO, of 80% or more (and
heart rate >100/min) should be achieved within 5 min (C2).

. Intubation should be reserved for babies not responding to

positive pressure ventilation via face mask or nasal prongs
(Al1).

. Plastic bags or occlusive wrapping under radiant warmers

and humidified gas should be used during stabilisation for
babies <32 weeks of gestation to reduce the risk of hypother-
mia. Hyperthermia should also be avoided (A1).




01/04/2024

> BENHVIENTU DU

7 Not swsing bt ddu w7
Kep ron ngay lap tirc (ICC) X

« Kep day trwde khi phdi nd dan dén:
+ Ngay lap ttrc bi mat mau tinh mach tré vé tir banh nhau
» Tang strc can hé thdéng ngay lap tic
- Diéu nay gay ra:
+ Tang 30% huyét ap hé théng
« Cung lvgng tim giam 30-50%
« Giam nhip tim cla tré cho dén khi phdi n&
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Nhip tim trung binh trong 5 phat dau tién sau khi sinh & 468 tré dd thang va non thang
khdng dwoc can thiép y té sau khi sinh, ngoai viéc kep day ron ngay lap tic

Phéng theo: Dawson J et al. Arch Dis Child Fetal Neonatal Ed 2010; 95: F177-8
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L wesiKep ron mudn (DCC) 3"’1

« Tri ho&n viéc kep rén cho dén khi tré bat dau thé

* Cho phep mau tinh mach lién tuc tr& vé tlr nhau thai, gop phan vao the
tich méau can thiét trong qué trinh gi&n n& mao mach phé nang

« Tang dan sc can hé thong khi cac déng mach ron co lai
« Piéu nay mang lai:

« Qua trinh thich nghi v&i méi tredng ngoai tr cung dé dang hon dbi voi
hé tim mach
« Thém khéi lwgng mau tir nhau thai sang em bé

« Tré duwoc kep rén mudn dueng nhw khéng biéu hién cham nhip tim nhw tré

kep rén ngay sau sinh
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Phong theo: Blank D et al. Resuscitation 2018;131:1-7
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OI S uJC 3. Spontaneously breathing preterm infants should be stabi-

sau SI N h lised using CPAP (A1). If apnoeic or bradycardic, start giv-
ing ventilation breaths. Expert consensus is to start with
CPAP pressure at least 6 cm H,O and peak inspiratory pres-
sures 20-25 cm H,0O (D2)

Recommendations 4. Oxygen for resuscitation should be controlled using a blend-
1. If clinical condition allows, defer clamping the umbilical

o e gt Teust 605 (A1), Only whan TICC 1s ot Sl er. Use an initial FiO; of 0.30 for babies <28 weeks of gesta-
consider umbilical cord milking in infants with GA >28 tion and 0.21-0.30 for those 28-31 weeks, 0.21 for 32 weeks

5 (B2) of gestation and above. FiO, adjustments up or down should

2. [%;i‘;.‘ce devices should be used rather than bag and mask be guided by pulse oximetry (B2). SpO, of 80% or more (and
(B1) heart rate >100/min) should be achieved within 5 min (C2).

5. Intubation should be reserved for babies not responding to
positive pressure ventilation via face mask or nasal prongs
(Al).

6. Plastic bags or occlusive wrapping under radiant warmers
and humidified gas should be used during stabilisation for
babies <32 weeks of gestation to reduce the risk of hypother-
mia. Hyperthermia should also be avoided (A1).

On dinh hd hép cho tré non thang

* EU RDS 2022 -

- Nén dung dung cu HS 6ng T hon -

dung bong bop va mat na (B1)

* AHA - AAP 2020

- St dung &p lwe bop bong thap nhat

dat dwoc hiéu qua thdng khi

- AL bop béng 20-25 cmH.,0, toi
da 40 cmH,0

- PEEP 5 cmH,0
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Thong khi ngay sau sinh khéng co PEEP
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CPAP s&m sau sinh

Y

Théd CPAP s&m sau smh

» Gilp mé& cac phe nang nhe
nhang, tranh chan thuwong do ap
lwe (tran khi mang phdi, & khi
mo ké phé nang)

» Tao khi can chirc nang (FRC)
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Tai sao CPAP giup tranh dwoc
théd may khéng can thiét?

SHH & tré non thang lién quan dén

cham hép thu dich phbi

CPAP tang dan n& phdi va tang hap thu dich phéi

Néu str dung s&m sé hé tro
GDB chuyén tiép va cai thién oxy hoa mau

Bohlin, K; RDS — CPAP or surfactant or both; Acta Paediatrica
2012; 101(Suppl.464), 24-28.
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Cochrane Uatabae of Systeimatic e

Prophylactic or very early initiation of continuous positive airway

pressure (CPAP) for preterm infants (Review)

Subramaniam B, Ho 1, Davis 6

Analysis 3.1. Comparison 3: Prophylactic vs very early CPAP, Outcome 1: Bronchopulmonary dysplasia at 28 days

Prophylactic CPAP  Very early CPAP Risk Ratio Risk Ratio
Study or Subgroup Events Total Events  Total  Weight M-H, Fixed, 95% C1 M-H, Fixed, 95% CI
Badiee 2013 1 36 2 36 100.0% 0.50[0.05 , 5.27] —.._._
Total (95% CI) 36 36 100.0% 0.50 [0.05 , 5.27]
Total events; 1 2
Heterogeneity: Not applicable 001 01 1 10 100
Test for overall effect: Z = 0.58 (P = 0.56) Favours prophylactic Favours very early

Test for subgroup differences: Not applicable

Cochrane Database of Systematic Reviews 2021, Issue 10
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POLICY STATEMENT
Respiratory Support in Preterm Infants at Birth

oans " T MO SO

RECOMMENDATION

1. Using CPAP immediately after birth
with subsequent selective surfac-
tant administration may be con-
sidered as an alternative to
routine intubation with prophy-
lactic or early surfactant admin-
istration in preterm infants (Level
of Evidence: 1, Strong Recommen-
dation).?" If it is likely that respi-
ratory support with a ventilator
will be needed, early administra-
tion of surfactant followed by
rapid extubation is preferable
to prolonged ventilation (Level of
Evidence: 1, Strong Recommenda-
tion).2"

Pediatrics (2014) 133 (1): 171-174.

£

Khuyén céo cua AAP 2014

Phuwong phap dat ndi khi quan
thwdng quy va dung surfactant
phong nglra hay chon loc sém can
dwoc thay thé bang phuong phap
s dung CPAP ngay sau sinh phdi
hop v&i surfactant chon loc sau dé

(Strong Recommendation)

Néu sé phai hé trg th® may thi
phwong phap st dung surfactant
s&m va rat ong ndi khi quan nhanh

tét hon la thé may kéo dai
(Strong Recommendation)

BENH VIENTU DO
Tu Du Hospital

%/ Noi swsong bt dau
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Hoi strc sau sinh

Recommendations

1. If clinical condition allows, defer clamping the umbilical
cord for at least 60 5 (A1), Only when DCC is not feasible,
consider umbilical cord milking in infants with GA >28
weeks (B2)

2. T-piece devices should be used rather than bag and mask
(B1)

w

. Spontaneously breathing preterm infants should be stabi-

lised using CPAP (Al). If apnoeic or bradycardic, start giv-
ing ventilation breaths. Expert consensus is to start with
CPAP pressure at least 6 cm H,O and peak inspiratory pres-
sures 20-25 cm H,O (D2)

. Oxygen for resuscitation should be controlled using a blend-

er. Use an initial FiO; of 0.30 for babies <28 weeks of gesta-
tion and 0.21-0.30 for those 28-31 weeks, 0.21 for 32 weeks
of gestation and above. FiO, adjustments up or down should
be guided by pulse oximetry (B2). SpO, of 80% or more (and
heart rate >100/min) should be achieved within 5 min (C2).

. Intubation should be reserved for babies not responding to

positive pressure ventilation via face mask or nasal prongs
(Al).

. Plastic bags or occlusive wrapping under radiant warmers

and humidified gas should be used during stabilisation for
babies <32 weeks of gestation to reduce the risk of hypother-
mia. Hyperthermia should also be avoided (A1).

David G. Sweet, at all, EU Guideline 2022, Neonatology DOI: 10.1159/000528914

10
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Y i E)ong thuan chau Au 2022 vé ””z"
RDS:

« Tré so sinh tw thé nén dwoc 6n dinh bang CPAP (Al).
« Néu tré ngwng thé hodc nhip tim cham, bat dau céac nhip théng
khi ap lwc duong.

« Cac chuyén gia dong thuan nén khéi dau théng khi véi ap luc it
nhat [& 6 cmH20 va ap lwc hit vao dinh 20 — 25 cmH20 (D2)

) BENH VIEN TU' DU

i | ey d6 HS sau sinh ciia AAP 1“
2020

Anteralal counssting
Teamn briefing |
| Equipment check

l Beth
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\ P
/ w B Ve 'l Stey with mother for intial sxc&w
N Bresthin crorying? 4 routine cane, angoing evEation
y i3y
Il Ne

] m puts

i
( Wam, dy, sSmulate, position I
arway, suction ¥ neaded

Pulse aximeter
Consider cardasc monitor

:
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Kiém soat ndng do oxy
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2022
3. Spontaneously breathing preterm infants should be stabi-
lised using CPAP (Al). If apnoeic or bradycardic, start giv-
A ’ . ing ventilation breaths. Expert consensus is to start with
H O | S uJC S au S | n h CPAP pressure at least 6 cm H,O and peak inspiratory pres-
sures 20-25 cm H,0 (D2)
4. Oxygen for resuscitation should be controlled using a blend-
er. Use an initial FiO; of 0.30 for babies <28 weeks of gesta-
tion and 0.21-0.30 for those 28-31 weeks, 0.21 for 32 weeks

Recommeniahinhe of gestation and above. FiO, adjustments up or down should
1. If clinical condition allows, defer clamping the umbilical be guided by pulse oximetry (B2). SpO, of 80% or more (and
cord for at least 60 s (A1). Only when DCC is not feasible, heart rate >100/min) should be achieved within 5 min (C2).
m“i:f[fézl;mb‘hfal cord milking in infants with GA >28 5. Intubation should be reserved for babies not responding to
WEERS aps c X =
% Fonince tevioes shoult be uised risher. thicn Tag and sinsk E;(\)Sll)twe pressure ventilation via face mask or nasal prongs
(B1) :

6. Plastic bags or occlusive wrapping under radiant warmers
and humidified gas should be used during stabilisation for
babies <32 weeks of gestation to reduce the risk of hypother-
mia. Hyperthermia should also be avoided (A1).

David G. Sweet, at all, EU Guideline 2022, Neonatology DOI: 10.1159/000528914

12
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Tu Du Hospital Y
W Noi susong bdt ddu M

» Nén st dung bd trén dé diéu chinh néng dd oxy st dung trong
hoi strc tré sau sinh.
« Tré <28 tuan: st dung FiO2 30%
+ Tré 28 - <32 tuan: s dung FiO2 21 — 30%
« Tré >32 tuan: st dung FiO2 21 %
« Str dung may do dd bdo hoa oxy qua da (SpO2) dé diéu chinh
FiO2 (B2)
« Can dat dwoc SpO2 =80% va nhip tim > 100 lan/phut trong
vong 5 phut sau sinh (C2)

F2%) BENHVIENTU DO

b % Nﬂist_rsﬁhgbﬁh&iu i

On dinh than nhiét

13
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% BENHVIENTU DU
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202 2 _ R D S 3. Spontaneously breathing preterm infants should be stabi-
lised using CPAP (Al). If apnoeic or bradycardic, start giv-
ing ventilation breaths. Expert consensus is to start with
CPAP pressure at least 6 cm H,O and peak inspiratory pres-

sures 20-25 cm H,0 (D2)
Recommendations 4. Oxygen for resuscitation should be controlled using a blend-

1. If clinical condition allows, defer clamping the umbilical

ol g er. Use an initial FiO; of 0.30 for babies <28 weeks of gesta-
Ln b viiee i e tion and 0.21-0.30 for those 2831 weeks, 0.21 for 32 weeks
weeks (B2) of gestation and above. FiO, adjustments up or down should
2. T-piece devices should be used rather than bag and mask be guided by pulse oximetry (B2). SpO, of 80% or more (and
(BI) heart rate >100/min) should be achieved within 5 min (C2).
s, . . R 2. 5. Intubation should be reserved for babies not responding to
Khi hoi stre tré dwéi 32 tuan tudi positive pressure ventilation via face mask or nasal prongs
thai nén dung tui nhwa trong hoac (Al). : : :
R P X . N 6. (Plastic bags or occlusive wrapping under radiant warmers
mang boc/tli boc quan kin tré va and humidified gas should be used during stabilisation for
dat tré dwdi dén swdi blrc xa, babies <32 weeks of gestation to reduce the risk of hypother-

dung khi c6 sudi ém dé glém nguy mia. Hyperthermia should also be avoided (A1).
co ha than nhiét. Cling nén tranh
dé tré tang than nhiét (Al)

BENH VIEN TU DO
z Tu Du Hospital
Noi s song bit ddu

Pap &ng sinh ly va hau qua

Tiéu thu
Glucose

14
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Hau qua cua ha than nhiét nang
hoac kéo dai
« Rbi loan déng méau: DIC hodc xuét huyét phdi
- Sbc
« Xuét huyét néo
» Cham nhip xoang nang

« Tang t&r suéat : 1°C ha dwéi 36,5°C 1am tadng nguy co
t&r vong 28%

b4

BENH VIEN TU DU
Tu Du Hospital
Noi sw song bt ddu
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Bom surfactant it xam lan

(LISA)

2 BENHVIEN TU DO
z Tu Du Hospital
Noi s song bit ddu

PIEU TRI SOM
RDS

« Néu tré<30 tuan can dat NKQ thi nén
dung surfactant (A2)

» Ju tién s&r dung phwong phap bom
surfactant it xam lan (LISA) cho tré tw
thé bang CPAP (Al)

» Nén st dung surfactant dieu tri cap ctru
¢ giai doan dau cua bénh (Al). Nén chi
dinh diéu tri RDS khi FiO2>30% voi
CPAP ap lyc 26 cmH20

* Lieu kh&i dau 200 mg/kg poractant alfa
tot hon 100 mg/kg beractant dé diéu tri
cap cuu (Al)

Recommendations

1. Ifa preterm baby <30 weeks of gestation requires intubation
for stabilisation, they should be given surfactant (A2).

2. Babies with RDS needing treatment should be given an ani-
—deri ration (A1)

LISA is the preferred method of surfactant administratior

for spontaneously breathing babies on CPAP (Al).

4. “Taryngeal mask surractant may be used 10T More mature in-
fants >1.0 kg (B2).

5. An initial dose of 200 mg/kg of poractant alfa is better than

100 mg/kg of poractant alfa or 100 mg/kg beractant for res-

cue therapy (Al).

Rescue surfactant should be given early in the course of the

disease (A1). Suggested protocol would be to treat worsening

babies with RDS when FiO, > 0.30 on CPAP pressure =6 cm

H,O or if lung ultrasound suggests surfactant need (B2).

b

be given if there is ongoing evidence of RDS such as persis-
tent high oxygen requirement and other problems have been
excluded (Al).

34

17
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Less invasive surfactant administration versus
intubation for surfactant delivery in preterm infants
with respiratory distress syndrome: a systematic
review and meta-analysis =

Jose C Aldana-Aguirre," Merlin Pinto," Robin M Featherstone,? Manoj Kumar'-3

LISA Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 85% ClI
Gopel 2011 15 108 17 112 13.3% 0.92[0.48,1.74) e
Kanmaz 2013 22 100 32 100 251% 0.69[0.43,1.10] —
Mirnia 2013 7 66 16 70 81% 0.46[0.20, 1.08) —2—
Kribs 2015 35 107 43 104 433% 0.79[0.55,1.13] —&
Bao 2015 7 47 6 43 54% 1.07 [0.39, 2.93] N
Mohammadizadeh 2015 4 19 7 19 49% 0.57 [0.20, 1.63) T
Total (95% CI) 447 448 100.0% 0.75[0.59, 0.94] L 2
Total events 90 121
Heterogeneity: Tau®= 0.00; Chi*= 2.63, df=5 (P = 0.76); F= 0% :001 011 150 100:
Test for overall effect Z= 2.46 (P = 0.01) Favours [LISA] Favours [Control]

Composite outcome of death or bronchopulmonary dysplasia at 36 weeks. LISA, less invasive surfactant administration.

Aldana-Aguirre JC, et al. Arch Dis Child Fetal Neonatal Ed 2017;102:F17-F23.

Research

JAMA | Original Investigation

and Bronchopulmonary Dysplasia Among Preterm Infants
A Systematic Review and Meta-analysis

Tetsuya Isayama, MD, MSc; Hiroko lwami, MD; Sarah McDonald, MD, FRCSC, MSc; Joseph Beyene, PhD

Supplemental content at

IMPORTANCE Various noninvasive ventilation strategies are used to prevent JAITA.COA)

bronchopulmonary dysplasia (BPD)of preterm infants; however, the best mode is uncertain.

OBJECTIVE To compare 7 ventilation strategies for preterm infants including nasal continuous
positive airway pressure (CPAP) alone, intubation and surfactant administration followed by
immediate extubation (INSURE), less invasive surfactant administration (LISA), noninvasive
intermittent positive pressure ventilation, nebulized surfactant administration, surfactant
administration via laryngeal mask airway, and mechanical ventilation.

JAMA. 2016;316(6):611-624.
doi:10.1001/jama.2016.10708

Association of Noninvasive Ventilation Strategies With Mortality

18
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4 RESULTS Among 5598 infants involved in 30 trials, the incidence of the primary outcome was

i 33% (1665 of 4987 including 505 deaths and 1160 casas of BPD). The secondary outcomes
ranged from 6% (314 of 5587) for air leak to 26% (1160 of 4455) for BPD . Compared with
mechanical ventilation, LISA had a lower odds of the primary outcome (odds ratio [OR], 0.49;
95% credible interval [Crl], 0.30-0.79; absolute risk difference [RD], 164 fewer per 1000
infants; 57-253 fewer per 1000 infants; moderate quality of evidence), BPD(OR, 0.53; 95%

Crl, 0.27-0.96; absolute RD, 133 fewer per 1000 infants; 95% Crl, 9-234 fewer per 1000 e e
infants; moderate-quality), and severe intraventricular hemorrhage (OR, 0.44; 95% Crl, i

0.19-0.99; absclute RD, 58 fewer per 1000 births; 95% Crl, 1-86 fewer per 1000 births: LISA vs CPAP: giam tu vong hoac BPD
moderat: Compared with nasal CPAP alone, LISA had a lower odds of the prima OR 0.58; 95% CI (0.35-0.93)

outcome (OR, 0.58; 95% Crl, 0.35-0.93; pbsolute RD, 112 fewer per 1000 births; 95% Cr,
16-190 fewer per 1000 births; moderate quality), and air leak (OR, 0.24; 95% Crl, 0.05-0.96;
absolute RD, 47 fewer per 1000 births; 95% Crl, 2-59 fewer per 1000 births; very low
quality). Ranking probabilities indicated that LISA was the best strategy with a surface under
the cumulative ranking curve of 0.85 to 0.94, but this finding was not robust for death when
limited to higher-quality evidence.

CONCLUSIONS AND RELEVANCE Among preterm infants, the use of LISA was associated with
the lowest likelihood of the composite outcome of death or BPD at 36 weeks' postmenstrual
age. These findings were limited by the overall low quality of evidence and lack of robustness
in higher-quality trials.

JAMA. 2016;316(6):611-624.
doi:10.1001/jama.2016.10708

| Két luan

- Nhitng diém dwgc nhén manh trong huéng
dan diéu tri RDS: kep ron mudn, hoi strc bang
T piece, kiém soat FiO2, 6n dinh than nhiét,
CPAP ngay sau sinh, LISA

- Nhitng can thiép soém va khong xam lan sé&
giup cai thién ket qua diéu tri va tién lwgng
lau dai cua tré sinh non

19
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