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SU CHUYEN TIEP BAO THAI - NGOAI T’ CUNG

% Vai phat trwde va sau khi sinh - < Vai gidy: Sy thay doi hé hap,

> Thay dbi sinh Iy quan trong tuan hoan

Fetal and Adult circulations

Lung aeration increases chest wall expansion

> Hau qua anh hwdng sudt doi Al Feus

Rib positions before
lung aeration

Rib positions afte
lung aeration

Stuart B. Hooper, et al., “Issues in cardiopulmonary transition at
birth”, Seminars in Fetal and Neonatal Medicine, 2019
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QUA TRINH CAP NHAT

International Liaison Committee on Resuscitation (ILCOR)
American Academy Pediatrics (AAP)
American Heart Association (AHA)

(10.2020)
l < 7 systematic reviews, 3 scoping reviews
Neonatal Life Support va 12 evidence updates
22 cau hoi dwoc cap nhat tir 2010— 2019

2020International Consensus on Cardiopulmonary Resuscitation
and Emergency Cardiovascular Care Science With Treatment
RecommIndaﬁons

50 chuyén gia cua 17 nudc
Phat trien guideline cia moi nudc
Part 5: Neonatal Resuscitation Hé théng cham s6c North American

2020 American Heart Association Guidelines for
Cardiopulmonary Resuscitation and Emergency
Cardiovascular Care

l ) NRP Steering Committee

<
<

Textbook of Neontal Resuscitation
8th Edition (6.2021)



DU POAN VE NHU CAU HOI SUC

% 2020 (mé&i) MOi cudc sinh

........

1. Every birth should be attended by at
least 1 person who can perform the
initial steps of newborn resuscitation and

iate PP, and whose onlyrespansibiy cd thé thwc hién cac budc

is the care of the newborn.*™

phdi c6 mat it nhat 1 nguoi

2. Before every birth, a standardized risk

factors assessment tool should be used ban déu Caa quy tr‘lnh h(‘ljl SL’PC

to assess perinatal risk and assemble a
gualified team on the basis of that risk. >

va PPV, ngudi do chi co trach
3. Before every birth, a standardized
equipment checklist should be used to A o , 5 .
ensure the presence and function of N h |e m Cha m SOC tre SO’ S| N h

supplies and equipment necessary for a
complete resuscitation.®?

4. When anticipating a high-risk birth, a
preresuscitation team briefing should
be completed to identify potential
interventions and assign roles and
responsibilities %




KEP CUONG RON

% Tré khéng can hoi strc

; Recom mme dations ]
1. For preterm infants who do not require 9 Kep rén me)n > 308

resuscitation at birth, it is reasonable to
delay cord clamping for longer than 30

i % Tré non < 28 tuan: khéng

2. For term infants who do not require x , X , X
resuscitation at birth, it may be kh uye N cao vu Ot mau ron
reasonable to delay cord clamping for
longer than 30 s.**

3. For term and preterm infants who require
resuscitation at birth, there is insufficient
evidence to recommend early cord
clamping versus delayed cord clamping.®

2b C-EO

4. For infants born at less than 28 wk
of gestation, cord milking is not
recommended.”




PHONG NGUA HA THAN NHIET

< 2020 (méi) Tré khoé manh

1. Placing healthy newborn infants who do
not require resuscitation skin-to-skin after

A
birth can be effective in improving breast- > k A 1
feeding, temperature control and blood a e a. VO,I I I Ie
"

glucose stability.®

2. It is reasonable to perform all resuscitation
procedures, including endotracheal
intubation, chest compressions, and
insertion of intravenous lines with
temperature-controlling interventions in
place.®

2a C-LD

3. The use of radiant warmers, plastic bags
and wraps (with a cap), increased room
temperature, and warmed humidified
inspired gases can be effective in
preventing hypothermia in preterm babies
in the delivery room.*®*

4. Exothermic mattresses may be effective
in preventing hypothermia in preterm
babies.*!

5. Various combinations of warming
strategies (or “bundles”) may be
reasonable to prevent hypothermia in very
preterm babies.®?

6. In resource-limited settings, it may be
reasonable to place newly born babies in
2b C-LD a clean food-grade plastic bag up to the
level of the neck and swaddle them in
order to prevent hypothermia.!®




NU'OC Ol CO PHAN SU

| Recommendations

2a

C-EO

1. For nonvigorous newborns delivered
through MSAF who have evidence
of airway obstruction during PPV,
intubation and tracheal suction can
be beneficial.

C-LD

2. For nonvigorous newborns
(presenting with apnea or ineffective
breathing effort) delivered through
MSAF, routine laryngoscopy with or
without tracheal suctioning is not

recommended.’

< 2015: Khi nwdc 6i c6 phan su,

khédng nén dat 6ng ndi khi quén

thworng quy dé hat khi quan trong

trwedng hop nay vi khéong coé du

chirng cw

o,

L)

2020 (cap nhat): Dbi véi tré khdong khde
(cé biéu hién nglrng thé hodc nd luc thd
khéng hiéu qua) khéng khuyén cao soi
thanh quan thuwdng quy kém cé hoac khéng
hut khi quan.

2020 (cap nhat): Doi véi tré khdong khode
dwoc sinh ra véi MSAF, dat dng ndi khi quan
va hut khi quan co thé co6 loi khi c6 dau hiéu

tac nghén dwdng thé trong qué trinh PPV



DAT BUONG TRUYEN

% 2020 (mé&i): Khuyén cao

dung dwdng tinh mach ron

1. For babies requiring vascular access at

C-EO the time of delivery, the umbilical vein is ,
the recommended route.’ truJO,C
2. If intravenous access is not feasible,
C-EO it may be reasonable to use the

intraosseous route.’




THOI PIEM NGUNG HOI SUC
PR EEEE .. ;)10 (Ci): Can nhic ngling hdi st

COR LOE Recommendations
1. Noninitiation of resuscitation and néu khéng Cé nhlp tlm trong 10 phl’lt
1 C-EO discontinuation of life-sustaining treatment
during or after resuscitation should be |é phu hO’p
considered ethically equivalent.** )
2. In newly born babies receiving resuscitation, o A At)- A A 4 i
if there is no heart rate and all the steps A 2020 (Cap nhat) neu khong CO nhlp
of resuscitation have been performed, . . ~ “ A £ > ’ P
1 C-LD cessation of resuscitation efforts should be tim khl da thU’C hlen tat Ca CcacC bU’O’C
discussed with the team and the family. A . . .
reasonable time frame for this change in h6| SL]JC, Cén théo IUén Vé’| dé| h6| Sl]JC
goals of care is around 20 min after birth.?
3. If a birth is at the lower limit of viability va g|a dinh vé ViéC ngl‘J’ng hoi suwre.
or involves a condition likely to result
in early death or severe morbidity, Khung thoi gian hop ly cho viéc thay
23 C-E0 noninitiation or limitation of neonatal
resuscitation is reasonable after expert 2. A o s \ \ >
consultation and parental involvement in dOI mUC tleu Cham SOC nay Ia khoang

decision-making.***

20 phut sau khi sinh.



HE THONG Y TE VA CON NGUOIl

% 2020 (cap nhat): Doi véi nhirng

1. For participants who have been trained
in neonatal resuscitation, individual or
team booster training should occur more S .
frequently than every 2 yr at afrequency Cho tre SO’ Slnh’ déo tao téng
that supports retention of knowledge, "
skills, and behaviors.*™

nguwdi da dwoc dao tao vé hoi sre

C-LD

cwong cho ca nhan hoac doi ngl
nén dién ra thwérng xuyén hon chir
khéng chi 2 nam mét 1an, dé hd tro
viéc ghi nh& kién thire, ki ndng va

hanh vi.
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/"™ EDITION - 8™ EDITION

NRP 7TH EDITION TEXTBOOK Conten

Preface

Neonatal Resuscitation Program Provider

Course Overview

. . . 2 ndation eon iat
1. Foundations of Neonatal 7. Medications g : o :
. . . . LESSON L. Anticipating and Preparing for R itation 13
Resuscitation %8. Post-resuscitation Care A .
2 Pre arin fOr ] ] LESSON 3. Initial Steps of Newborn Care 33
- paring | 9. Resuscitation and o W R %
Resuscitation Stabilization of Babies B
- . ubation 117
3. Initial Steps of Newborn Born Preterm S 2 TR EROEY
. . . :  ChestC i 159
Care 10. Special Considerations . i R
e . LESSON . Medications 179
4. Positive-pressure 11. Ethics and Care at the End S L e o
- . on 3 mzaton o
Ve ntllatl?n . Of Llfe Babies Born Preterm 213
5. Alternative Airways 9 ,
LESSON . Post-resuscitation Care 31
6. ChESt comprESSlons NO tEthOOk DVD'ROM LESSON 10: Special Considerations 243

wesson 11 ! Ethics and Care at the End of Lile 265
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SUPPLEMENTAL LESSON

12

Improving Resuscitation Team
Performance

What you will learn

How oftention to ergonomics end human factors improves
resuscitation teem performancs

The 3 assenticl elements of o pre-resuscitation team briefing

How to develop resuscitation schemes by assigning feam
roles, tesks, and positions

How to use simulation and debriefing to test and improve
your resuscitation schemes

Crecubation assist f Breathing assist

Suppiy cant

Resuscitation Outside the

Delivery Room
What you will learn

Hew to apply Neonatal Resussitation Program® {NRPS)
principles fo newboras who require resuscitation oulside
the hospital seffing

How to Qppl‘/ NRP principles to babies wha require
resuscitation beyond the immediate newborn period
How to-apply NRP principles to babies whe reguire
resuscitation in the necnatal intensive care unit

When to consider using Pedictric Advanced Life Support
guidelines

SUPPLEMENTAL LESSON

SUPPLEMENTAL LESSON

Bringing Quality Improvement
to Your Resuscitation Team
What you will learn

u The rafienale for introducing quality improvement (Q)
methods into the delivery rocm

= Basic Gl principles

w Potentiol Q3 projects for necnctal resuscitation teams

v \

>

QUALITY
IMPROVEMENT

TIME




/"M EDITION - 8™ EDITION

< Quality improvement question . QR code

Quality Improvement Opportunities

Ask yourselfthe following questions and begin a discussion with your
team ifyou find a difference between the NRP recommendations and
what is currently done in your own hospital setting. Consider using the
suggested process and outcome measures to guide your data collection,
identify areas for improvement, and monitor if your improvement
efforts are working.

Quality improvement questions

¢ Who is responsible for ensuring that supplies and equipment are
ready before every birth?

) Is the table of risk factors accessible in your delivery setting?

Q Is a supplies and equipment checklist available at every warmer?

& Do you have a designated paper form or electronic template
designed specifically for neonatal resuscitation readily available for

use at every birth? . n
< Bai 10:
0 How is the resuscitation tcam mobilized when a newborn without * .
risk factors nceds resuscitation? o
Wh ial care i df born with
e ——— at special care is required for a newborn wit
O What percentage ofproviders involved in the care of newborns myelomeningocele (spina bifidu)?

have completed the NRP course?

f) What percentage ofbirths have a qualified provider present who is
only responsible for the newborn?

_ - What special care is required for a newhorn with an
Q Whi:ll percentage c:»f births have a standardized supplies and o
equipment checklist completed? ubdom“'ul wu“ defect?

¢, What percentage ofbirths attended by 1 NRP provider require
additional team members for an unanticipated resuscitation?



10 TAKE-HOME MESSAGES FOR NEONATAL LIFE SUPPORT

Neonatal Resuscitation Program®, 8th Edition - Reference Chart | ;
The most important and effective step in neonatal resusdtation is ventilation of the baby’s lungs. LQ_[

Ventilation Corrective Steps (MA. SOPA)
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10.

TOP 10 TAKE-HOME MESSAGES FOR NEONATAL LIFE
SUPPORT
1.

Newborn resuscitation requires anticipation and preparation by providers
who train individually and as teams.

Most newly born infants do not require immediate cord clamping or resusci-
tation and can be evaluated and monitored during skin-to-skin contact with
their mothers after birth.

Inflation and ventilation of the lungs are the priority in newly born infants
who need support after birth.

A rise in heart rate is the most important indicator of effective ventilation and
response to resuscitative interventions.

Pulse oximetry is used to guide oxygen therapy and meet oxygen saturation goals.
Chest compressions are provided if there is a poor heart rate response to
ventilation after appropriate ventilation corrective steps, which preferably
include endotracheal intubation.

The heart rate response to chest compressions and medications should be
monitored electrocardiographically.

If the response to chest compressions is poor, it may be reasonable to provide
epinephrine, preferably via the intravenous route.

Failure to respond to epinephrine in a newborn with history or examination
consistent with blood loss may require volume expansion.

It all these steps of resuscitation are effectively completed and there is no
heart rate response by 20 minutes, redirection of care should be discussed
with the team and family.
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