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Neonatal Resuscitation Program®

8th Edition Algorithm
Background: Optimal neonatal resuscitation in the first few minutes of life (the Golden minutes) can save critically ill neonates.
T Presentation: Additional new steps include Resuscitation Quality Improvement Program (RQI) focusing on the skill of positive pressure ventilation.
Equipment ceck. The four pre-birth questions are Gestational age, clear Amniotic fluid, Additional risk factors, and Umbilical cord management plan. Initial steps fulfil
Warm, dry, stimulate, position airway and, suction if needed. When an alternative airway becomes necessary, a cardiac monitoris essential. The
Teggo%ef;ﬁteig”? Stay with mother for iital steps, initial 1V or O dose of epinephrine is 0.02 mg/kg (equal to 0.2 mL/kg). The endotracheal epinephrine dose equal to 0.1 mg/kg (1 mL/kg). Flush IV/IO
Breathing crying? routine care, ongoing evaluation. epinephrine with 3 mL normal saline for all babies. Support skin-to-skin care for bonding, breastfeeding and normothermia. If the confirmed
® INo absence of HR after all appropriate steps performed, consider cessation of resuscitation efforts around 20 minutes after birth (Initiate discussion
£ Warm, dry, stimulate, position, with the family). Unchanging steps, a qualified person or resuscitation team should attend every delivery. Establish briefing, delegate workload, and
- airway, suction if needed. : : : : : : : : :
check equipment. Key behavioural skills, including the call for help. Upon delivery, a rapid assessment is the baby term, muscle tone and breathing
’ - p—— or crying, then commencing the initial steps. Use plastic wrap for less than 32 weeks. Lung Ventilation and Ventilation Corrective Steps (MRSOPA)
HR <100 bm? resislent Gyanoals? s the critical steps. Adjust suction pressure from 60-100 and the flowmeter to 10 L/min, oxygen with 21%, increased judiciously guided by preductal
saturation. If the heart rate is less than 60 despite adequate 30-second ventilation intubate, start chest compression for 60 seconds by two thumbs
PPV Position airway, suction if needed. technique. If still bradycardic, give the medications. Delayed cord clamping of stable babies and avoid cord milking in preterm.
o Pulse oximeter. Pulse oximeter.
Consider cardiac monitor. Oxygen if needed. ] , , , o o , o
! Consider CPAP. Conclusion: NRP regulations changed according to evidence-based medicine. The latest NRP edition will help all institutions.
No
—) HR <100 bpm?
l Cord Management
COE\Z?(;‘;‘: Eﬁq:ralf Vr?”éiﬁt:ggék POS}-resuzci;aﬁi?,n care. After an uncomplicated term or late preterm birth, it is reasonable to
el mo%t%r, | Rl e delay cord clamping until the baby is placed on the mother, dried and
assessed. In preterm labour, there are also potential advantages from
delaying cord clamping.
HR <60 bpm? 1 min 60% -65%
2 min 65% - 70% Applying Class of Recommendation and Level of Evidence to
ETT or laryngeal mask. | _— Clinical Strategies, Interventions, Treatments, or Diagnostic
Chest compressions. Smin 0% = T% Testing in Patient Care (update May 2019)*
Coordinate with PPV-100% oxygen
UVC. 4 min 5% -80%
CLASS (STRENGTH) OF LEVEL (QUALITY) OF EVIDENCE}
N 5 min 80% - 85% RECOMMENDATION
10 min 85% - 95% CLASS 1 (STRONG) Benefit >>> Risk

e High-quality evidencet from more
than 1 RCT

Yes

Initial oxygen concentration for PPV

Suggested phrases for writing

A epiz‘nli%h:ienrﬁa?r\:grzes%% Ff)nri]f}UteS- 535 weeks GA 21% oxygen recommendations: ® Meta-analyses of high-quality RCTs
- Consider h ovoIemia.. ® One or more RCTs corroborated by
- Consider pnyepumothroax. <35 weeks GA 21% -30% oxygen o IS recommended high-quality registry studies

e Is indicated / useful / effective /
beneficial

LEVEL B-R (Randomized)

e Moderate-quality evidencet from 1 or
more RCT

® Meta-analyses of moderate-quality
RCTs

LEVEL B-NR (Nonrandomized)

e Moderate-quality evidencet from 1 or

e Should be performed / administrated /

Anticipation of resuscitation need. Class of other

Recommendation (COR) and Level of Evidence (LOE)

e Comparative-Effectiveness Phrasest:

- Treatment / strategy A is
recommended / indicated in
preference to treatment B

- Treatment A should be chosen over
treatment B

in Patient (Updated May 2019)

Recommendations For Anticipating Resuscitation Need

more well-designed. well-execute
nonrandomized studies, observational
studies, or registry studies

® Meta-analyses of such studies

COR | LOE RECOMMENDATIONS

CLASS 2 (MODERATE) Benefit >> Risk
1. Every birth should be attended by at least 1 person who can ( ) Benefit >> Ris

1 B-NR | perform the initial steps of newboarn resuscitation and initiate

Suggested phrases for writing

PPV, and whose only responsibilityis the care of the newborn. 14 recommendations: LEVEL C-LD (Limited Data)
® |s reasonable
2. Before every birth, a standardized risk factors assessment tool | e Can be useful / effective / beneficial e Randomized or nonrandomized
1 B-NR | should be used to assess perinatal risk and assemble a qualified Pneumothorax drainage The insertion of intraosseous line e Comparative-Effectiveness Phrasest: observational or registry studies with

team on the basis of that risk. 5-7 o lahatoay s iobably limitations of design or execution

: e : recommended / indicated in ® Meta-analyses of such studies
3. Before every birth, a standardized equipment checklist should Overview of NRP 8th Edition Practice Changes preference to treatment B ® Physiological or mechanistic studies

1 | c-LD | be used to ensure the presence and function of supplies and - Itis reasonable to choose in human subjects

. o treatment A over treatment B
equipment necessary for a complete resuscitation. s-9 NRP 7th Edition NRP 8th Edition LEVEL C-EO (Expert Opinion)

4. When anticipating a high-risk birth, a preresuscitation team U(;T]E)ji[icajr cordbr.rrltahnager?.ent plan T1heG4 ptret-.birtk} quegtions: T1heG4 ptret-.birtr} quegtion: CLASS 2b (WEAK) Benefit 2 Risk ® Con?e.nS[i]s of expert opinion based
_ i identi ial i i aded to 4 pre-birth questions, estational age” estational age” " on clinical experience
1 C-LD bneﬁng should be complgt(?(ljlto identfy potential interventions and replacing "How many babies?" 2) Amniotic fluid clear? 2) Amniotic fluid clear? Suggested phrases for writing ;
assign roles and responsibilities. s, 10-12 3) How many babies? , 3) Additional risk factors? i recommendations: %SR ndarr]ftjl Lr?ECO Srem dgtermlr;eg
4) Additional risk factors? 4) Umbilical cord management plan® o May / might be reasonable i/vitr?%?wy I?OE};. (any ay be paire
. _ Initial steps reordered to better Initial steps: Warm and maintain Initial steps: Warm, dry, stimulate, e May / might be considered A recommendation with LOE C does not
The 6 Ventilation Corrective Steps: MR. SOPA reflect common practice. normal temperature, position airway, | position airway, suction if needed. e Usefulness / effectiveness is unknown /| imply that the recommendation is weak.
cS:Itie;rﬁle,gget|ons it needed, dry, unclear / uncertain or not Many important  clinical  questions
_ _ ' well-established addressed in ~ quidelines do not lend
Corrective Steps Actions An electronic cardiac monitor is An electronic cardiac monitor is the | When an alternative airway themselves to clinical trials. Although RCT
relcorrtlﬁwended earlier in the ﬁrefetrreﬁ rgethod fordassessing becq{nes nesessary, g %a]gdiatcr:] CLASS 3: No Benefit  Benefit = Risk alr_e. urllavallable, thf[ahret may tt>.e \l/eq; cltear
: : ) : algorithm. eart rate during cardiac monitor is recommended for the clinical consensus that a particular test or
M | Mask adjustment. Reapply the mask. Consider the 2-hand technique. Compressions. most accurate assessment if the (WEAK) therapy is useful or effective.
baby's heart rate. (Generally, LOE A or B use only) The out £ of the int '
e . * The outcome or result of the intervention
R. | Reposition airway. Place head neutral or slightly extended. Epinephrine intraveous / Flush IV/IO epinephrine with 0.5t0 | Flush IV/IO epinephrine with 3 mL Suggested phrases for writing should be specified (an improved clinical
intraosseous (IV/I0) flush volume | 1mL normal saline. normal saline (applies to all recommendations: outcome or increased diagnostic
Try PPV and reassess chest movement. increaased. weights and gestational ages) o s not recommended accuracy or incremental prognostic
Epinephrine IV/IO an endotracheal | Range for IV or IO dose = The suggested initial IV or 10 dose s not indicated / useful | effective / information).
S | Suction mouth and nose. | Use a blub syringe or suction catheter. doses have been simplified for 0.01-0.03 mg/kg = 0.02 mg/kg (equal to 0.2 mL/kg) ® S NORIRCCAICUTESCIEIECHECINE + For comparative-effectivenes  recom-
educational ﬁffICIeracy-Tg he.dosiafged (equal to 0.1 - 0.3 mL/kg) - rod endotracheal d beneficial mendations (COR 1 and 2a; LOE A and
, _ range is unchanged. The simplifie e suggested endotracheal dose o ini -
O | Open mouth. Open the mouth and lift the jaw foward. doses (IV/10 9 ET) do not repre- | Range for endotracheal dose = (while establishing vascular /Sgt%lgs not be performed / administered Eo%nlg)rétsglrjd\;g‘:’b;hithgﬂ%p?rqtvct;]\?e ugier)ecc)I
sent and endorsement of any par- | 0.05-0.1 msg/k1g access) = 0.1 mg/kg (equal to 1 par: £ the treatment
Try PPV and reassess chest movement. ticular dose within the .r_ecommend- (equal to 0.5 - 1 mL/kg) mL/kg) comparisons - 0 € ftreaiments —or
ed dosage range. Additional CLASS 3: Harm Risk > Benefit strategies being evaluated.
5 | . Incease pressure in 5 to 10 cm H20 increaments, | | /eSearch Is needed. (STRONG) t The method of assessing quality is
FeSSUTE Increase. maximum 40 cm H20 Expanded timeframe for cessation | If there is a comfirmed absence of | If confirmed absence of Hrafter all e;/ol\ém% nacludmg .ctjhelz app(lj|cat|on OJ
of resuscitative efforts. heart rate after 10 minutes of appropriate steps performed, con- Suggested phrases for writing slandarcized, —— wiaely-used, —an
resuscitation, it is reasonable to sider cessation of resuscitation B preferably validated evidence grading
Try PPV and reassess chest movement. stop resuscitation efforts; however, | efforts around 20 minutes after | tools; and for systematic reviews, the
the decision to continue or birth (decision individualized on * Potentially harmful incorporation of an Evidence Review
A | Alternative Airway. Place an endotracheal tube or laryngeal mask. dlgcogtmlu,e %homd be patient and contextual factors) e Causes harm Committee.
ndividuatized. ® Associated with excess morbidity / COR indicates Class of Recommendation;
Try PPV and assess chest movement and breath sounds. _ _ _ _ mortality EO, expert opinion; LD, limited data; LOE,
y IV = intravenous |0 = intraosseous ET = endotracheal HR = heart rate o Soul y  admin Al Level of Evidence; NR, nonrandomized; R,
ould not be performed / administered , !
other randomized; and RCT, randomized

controlled trial.
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