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Intubation

if the baby's heart rate remains less than 100 bpm and 

is not increasing after positive-pressure ventilation 

(PPV) with a face mask or laryngeal mask.

Before starting chest compression

If intubation is not successful or feasible, and the baby 

weighs more than approximately 2 kg, a laryngeal 

mask may be used.

An endotracheal tube should be inserted for direct 

tracheal suction if the trachea is obstructed by thick 

secretions

Surfactant administration

for stabilization of a newborn with a suspected 

diaphragmatic hernia.



The appropriate laryngoscope blade for a term newborn 

is size No. l and for a preterm newborn is size No.0 

The intubation procedure ideally should be completed 

within 30 seconds. 

Effective teamwork is required to perform this procedure 

quickly.

Demonstrating exhaled carbon di oxide ( C0 2) and 

observing a rapidly increasing heart rate 

f) Endotracheal tube insertion depth can be estimated 

using the nasal-tragus length (NTL) or the baby's 

gestational age

the depth estímate should be confirmed by auscultating 

equal breath sounds. 

If the tube is to remain in place, obtain a chest x-ray for 

final confirmation.







If not result in PPV with chest movement, suspect 

airway obstruction and suction the trachea with a 

suction catheter or tracheal aspirator.

If a baby's condition worsens ,the tube may have 

become displaced or obstructed, or there may be a 

pneumothorax or PPV equipment failure (DOPE 
mnemonic).

Avoid repeated unsuccessful attempts at endotracheal 

intubation.

Por babies who weigh more than approximately 2 kg, 

a laryngeal mask may provide a rescue airway when 

PPV with a face mask fails to achieve effective 

ventilation and intubation is unsuccessful or not 

feasible.



DOPE



Chest compression

Chest compressions are indicated when the heart rate 

remains less than 60 beats per minute (bpm) despite 

at least 30 seconds of positive-pressure ventilation 

(PPV) that inflates the lungs (chest movement). 

through a properly inserted endotracheal tube or 

laryngeal mask.

Inaccurate assessment of heart rate can result in 

unnecessary cardiac compressions. If perinatal risk 

factors suggest the likelihood of complex resuscitation, 

consider placing cardiac monitor leads once PPV 

starts.

If the chest is not moving with PPV, the lungs have not 

been inflated and chest compressions are not yet 

indicated. 



endotracheal tube or laryngeal mask 

is secure, move to the head of the bed 

to give chest compressions. 

This provides space for safe insertion 

of an umbilical venous catheter and 

less compressor fatigue.

If the heart rate is less than 60 bpm, 

the pulse oximeter may not have a 

reliable signal. When chest 

compressions begin, ventilate using 

100% oxygen.



To administer chest compressions, place your thumbs on the 

sternum, in the center, just below an imaginary line connecting 

the baby's nipples.

Encircle the torso with both hands. 

Support the back with your fingers. 

Your fingers do not need to touch eachother.



one-third of the anterior-posterior 

(AP) diameter of the chest.

PR 90 compressions per minute 

and the breathing rate is 30 

breaths per minute.

To achieve the correct rate, use 

the rhythm: "One-and-Two and-

Three-and-Breathe-and .... "





After 60 seconds of chest compressions and 

ventilation, briefly stop compressions and 

check the heart rate by listening with a 

stethoscope.. A cardiac monitor is the 

preferred method for assessing heart rate 

during chest compressions. 

If the heart rate is 60 bpm or greater

discontinue compressions and resume PPV at 

40 to 60 breaths per minute. When a reliable 

pulse oximeter signal is achieved, adjust the 

oxygen concentration to meet the target 

oxygen saturation guidelines.



Questions to Ask When Heart Rate Is 

Not lmproving With Compressions and 

Ventilation

l. Chest movement: Is the chest moving with each breath?

2. Airway: Is the airway secured with an endotracheal tube or 

laryngeal mask?

3. Rote: Are 3 compressions coordinated with l ventilation 

being delivered every 2 seconds?

4. Depth: Is the depth of compressions one-third of the AP 

diameter of the chest?

5. lnspired Oxygen: Is l 00% oxygen being administered 

through the PPV device?



Medication

Epinephrine is indicated if the baby's heart rate 

remains less than 60 beats per minute (bpm) after:

a. At least 30 seconds of positive-pressure 

ventilation (PPV) through a properly inserted 

endotracheal tube or laryngeal mask that inflates the 

lungs as evidenced by chest movement and

b. Another 60 seconds of chest compressions 

coordinated with PPV using 100% oxygen.

Epinephrine is not indicated before you have 

established ventilation that effectively inflates the 

lungs, as evidenced by chest movement.



Epinephrine recommendations

a. Concentration: 0.1 mg/mL = 1 mg/10 mL, 

i. Intravenous or Intraosseous: 1-mL syringe (labeled Epinephrine-IV)

ii. Endotracheal: 3- to 5-mL syringe (labeled Epinephrine-ET ONLY)

d. Intravenous or intraosseous = 0.02 mg/kg ( equal to 0.2 mL/kg)

a. May repeat every 3 to 5 minutes

b. Range = 0.01 to 0.03 mg/kg (equal to 0.1 to 0.3 mL/kg)

c. Rate: Rapidly-as quickly as possible

d. Flush: Follow intravenous or intraosseous lose with a 3-mL saline flush

ii. Endotracheal = 0.1 mg/kg (equal to 1 mL/kg)

a. Range = O.OS to 0.1 mg/kg (0.5 to 1 mL/kg)

b. If no response, recommend intravenous or intraosseous for subsequent 

doses



volume expander

Administration of a volume expander is indicated if the 

baby is not responding to the steps of 

resuscitation and there are signs of shock or a 

history of acute blood loss.

Volume expansion recommendations

a. Solution: Normal saline (NS) or type O Rh-

negative blood

b. Route: Intravenous or intraosseous

c. Preparation: 30- to 60-mL syringe (labeled NS or O-

blood)

d. Dose: 1O mL/kg

e. Rate: Over 5 to 1O minutes



Table 7 • 1 • Questions to Ask When Heart Rote Is Not lmproving With

Compressions, Ventilation, Epinephrine, and Volume Expansion

1. Is the chest moving with each breath?

2. Is the airway secured with an endotracheal tube ora 

laryngeal mask?

3. Are 3 compressions coordinated with 1 ventilation being 

delivered every 2 seconds?

4. Is the depth of compressions one-third of the AP diameter of 

the chest?

5. Is 100% oxygen being administered through the PPV 

device?

6. Was the correct dose of epinephrine given intravenously?

7. Is the umbilical venous catheter or intraosseous needle in 

place or has it been dislodged?

8. Is a pneumothorax present?



If there is a confirmed absence of heart 

rate after all appropriate steps of 

resuscitation have been performed, 

cessation of resuscitation efforts should 

be discussed with the team and family.

A reasonable time frame for considering 

cessation of resuscitation efforts is around 

20 minutes after birth. 

the decision to continue or discontinue 

should be individualized based on patient 

and contextual factors.



prematurity

Preterm newborns are at increased risk for requiring 

resuscitation and assistance with transition after birth.

Preterm newborns are at increased risk of 

complications because of

rapid heat loss

immature organ systems

small blood volume

vulnerability to hypoglycemia.



Additional resources 

skilled personnel

polyethylene plastic bag or wrap

hat

thermal mattress

temperature sensor and cover for a  servo-controlled 

radiant warmer

preterm-sized masks and endotracheal tubes

a positive-pressure device that can provide PEEP 

and CPAP,

Surfactant should be available.



T room 23º C to 25º C 

If the baby <32 weeks‘ gestation, a 

polyethylene plastic bag or wrap and a 

thermal mattress should be prepared .

If PPV is required, use the lowest inflation 

pressure necessary to achieve and maintain 

an adequate heart rate response.

lt is preferable to use a device that can 

provide PEEP.



CPAP immediately after birth if labored 

respirations or low oxygen saturation.

decrease the risk of neurologic injury

handle the baby gently

avoid positioning the baby's legs higher than 

the head

avoid high PPV or CPAP pressures

use a pulse oximeter and blood gases to adjust 

ventilation and oxygen concentration

avoid rapid intravenous fluid infusions.



Post resuciation Care

A baby who required resuscitation must have 

close monitoring 

frequent assessment of respiratory effort

oxygenation

blood pressure

blood glucose

electrolytes

urine output

neurologic status

temperature during the immediate neonatal period.



f.) Be careful to avoid overheating the baby 

during or after resuscitation.

E) If indicated, therapeutic hypothermia

must be initiated promptly



Special consideration

Suspect a pneumothorax if a baby fails to improve despite 

resuscitative measures or suddenly develops severe respiratory 

distress.

decreased breath sounds and increased transillumination on the 

affected side.

f) Suspect a pleural effusion if a newborn has respiratory distress 

and generalized edema (hydrops fetalis).

Q A pneumothorax or pleural effusion that causes 

cardiorespiratory compromise is treated by aspirating the air or 

fluid with a needle-catheter-stopcock assembly attached to a 

syringe and inserted into the chest.



If thick secretions obstruct the airway despite a 

correctly positioned endotracheal tube, attempt to 

remove the secretions using a suction catheter (SF-8F) 

inserted through the endotracheal tube. 

If the obstruction persists, directly suction the trachea 

with a tracheal aspirator attached to the 

endotracheal tube. 

Respiratory distress associated with the Robin 

sequence can be improved by placing the baby prone 

and inserting a small endotracheal tube (2.5 mm) into 

the nose so the tip is in the pharynx.

If this loes not result in adequate air movement, a 

laryngeal mask may provide a lifesaving airway. 



bilateral choanal atresia

can be improved by 

inserting a modified feeding nipple or 

pacifier, with the end cut off, into the 

baby's mouth 

or an endotracheal tube into the mouth 

with the tip in the posterior pharynx.



congenital diaphragmatic 

hernia

avoid positive-pressure ventilation with a face 

mask.

Quickly intubate the trachea in the delivery 

room 

insert an orogastric tube with continuous or 

intermittent suction to decompress the 

stomach and intestines.
If a mother received opiates in labor and her baby is not 

breathing, provide airway support and assisted ventilation 

until the baby has adequate spontaneous respiratory effort.



Myelomeningocele 

Avoid placing newborns with (spina bifida) 

on their back. 

Position the newborn lying on their side, on 

their stomach, or on a "doughnut,

made from towels or latex-free foam.
.



Gastroschisis or 

omphalocele

Place the lower body and abdomen of a 

newborn with in 

a sterile,clear plastic bowel bag and 

secure the bag across the baby,s chest. 

Position the baby on the right side to 

optimize bowel perfusion



Ethic

Parent

Limitation of prognosis

Risk mortality and morbidity

Law in area

Culturally sensitive pailliative care
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3. Initial Steps of 
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4. Positive-pressure 
Ventilation
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6. Chest Compressions

7. Medications
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9. Resuscitation and 
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10. Special 
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•Thank You;

• I am alive




