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Solunum sikintisi
* Tanim

* Nedenler
* Yaklasim
* Yenilikler




SOLUNUM SIKINTISI- TANIM

Zorlu soluma

Solunum sayisinda artis (Takipne)
Tasikardi (>160/dakika)

Inleme

Burun kanatlarinin solunuma katiimasi

Yardimci solunum kaslarinin solunuma katilmasi :
Interkostal, subkostal ve suprasternal cekilmeler




SOLUNUM SIKINTISI- TANIM

Tachypnoea
(RR > 60/min)
(HR >160/min) 1 Nasal flaring

Apnoea/
dyspnoca

Chest wall recessions
(suprasternal, intercostal
& subcostal)




SOLUNUM SIKINTISI +

SIYANOZ

HIPOKSEMI
HIPERKARBI
ASIDOZ

BiLINC

DEGISIKLIGI




DOGUMUN HEMEN SONRASI YUKSEK RISKLI
 Alveoller kismen FAS ile dolu

* Uniform havalanma yok
e Tum dogumlarin %1- 7’sinde solunum sikintisi




SOLUNUM YETMEZLiGi NEDENLER]




YAKLASIM

1. Kardiyak mi solunumsal mi?

2. Baska sorun? Metabolik, renal,
norolojik

3.  Solunum sikintisinin siddeti:
Agir: RDS, MAS, PPH
Hafif: YGT

4. Bilinen konjenital anomali? KDH,
kistik adenomatoid malformasyon

5. Dogum sekli: Planli sezaryen: YGT
6. Amniotik sivi: Yesil: MAS

7. Oksijene yanit? Yanit yoksa KKH
/PPH

10.

11.

12.

Oligohidramnios: Hipoplastik
akcigerler
Polihidramnios: TOF

EMR, annede ates, GBS
kolonizasyonu: Pnomoni

Retraksiyon: Parankimal AC
hastaligl

Stridor: Ust hava yolu
obstriksiyonu







Erkenden bunun
icin mi
uyandirdiniz? \




YENILIKLER VAR MI?




ILK YAKLASIM

* Durum bizi miilgilendiriyor, cerrahlari mi?
e Kardiyak sorun?

 Nabiz oksimetresi
e Akciger grafisi
* CBC, CRP, kan gazi ve kan kultira

OZENLI FiZIK MUAYENE
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YENIDOGANIN GECIiCi TAKIPNESI

MEKONYUM ASPIiRASYON
PNOMONISI

NEONATAL PNOMONI (GBS, VIiRAL)

KONJENITAL KALP

HASTALIKLARI

E

PNOMOTORAKS

CERRAHI SORUNLAR (KDH, KAM)

AKCIGER DISI: POLISTEMI, AGIR ANEMI,
HIPOGLISEMIi, METABOLIK, UST HAVA YOLU OBST




e Dogumdan hemen sonra
ilerleyen solunum sikintisi

e 38 haftalik, 2750 g
e Sezaryenle dogum .- g




YENIDOGANIN GECICi TAKIPNESI

* Gec preterm/ Erken term bebekler (<39 hafta!)
 En onemli belirti: Takipne
* Solunum sikintili bebeklerin 1/3- 1/2’si




FETAL ALVEOLAR SIVI?

e 1940’lar: Amniotik sivi degil, fetal alveolar sivi
e Uretim yeri: Tip | ve Il alveolar hiicreler

e Cl'dan zengin (>150 meq/ I), proteinsiz

* Fetal akciger gelisimi acisindan onemli

Phase 1 Phase 2 Phase 3

At end oo ‘

expiration -

T

£

At end
inspiration

K+ ClI- Satuan capillary



INSPIRASYON

7 P

First Subsequent
breath breaths

Siew, J App Physiol, 1985&Ped Res, 2013
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YENIDOGANIN GECICi TAKIPNESI

Gecikmis
FAS
emilimi

Solunum isini
kompanse FAS hava

etmek icin bosluklarini

solunum \  doldurur
sayisi artar 4

interstisiyal
AC dokulara sizar:

. Fisslirde 6dem,
kompllan5| bronsiollerde
azalir : kismi kollaps,

B\ hava tutulumu 4










24. SAAT




YGT DISLAMA TANISI

PERIHILER
DOLGUNLUK,
INTERLOBAR
FISSURDE SIVI,
HAVALANMA
FAZLALIGI,
PLEVRAL
EFFUZYON

> >

DOGUMUN iLK 6 TAKIPNENIN EN
SAAT ICINDE AZ 12 SAAT
TAKIPNE, INLEME, SURMESI
BURUN KANADI

SOLUNUMU,

RETRAKSIYONLAR
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YGT TANISI SONRASI?

PNOMONI? RDS?
ANTIBIOTIK? SURFAKTAN?




TORAKS ULTRASONOGRAFISI
NORMAL AKCIGER




TORAKS ULTRASONOGRAFISI- YGT

Upper lung field
Lower lung field

Double lung point

Lefl
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TANINIZ NEDIR?
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gouble lung ponnj Small pleural effusion

RDS DEGIL YGT

NO SURFAKTAN



TANINIZ NEDIR?




NEONATAL PNOMONI COXACKIE B3




RDS'DE TORAKS USG

\ Consolidation
with bronchograms

Right




TEDAVI

EPINEFRIN

FUROSEMID

BETA-MIMETIK

ANTIBIOTIK
CPAP/ PPV



+ N Cochrane
s\o? Library

Cochrane Database of Systematic Reviews

Diuretics for transient tachypnoea of the newborn (Review)

Kassab M, Khriesat WM, Anabrees J

Authors’ conclusions

Diuretics cannot be recommended as treatment for transient tachypnoea of the newborn and it should not be used unless additional
data become available. This finding suggests that either furosemide is not effective in promoting resorprion of lung fuid, or factors
other than delayed resorprion of this fluid contriburte to the pathogenesis of transient tachypnoea of the newborn. The question remains
as to whether furosemide given to the infant (or even to the mother before cacsarean section) might shorten the duration of the illness.
As elective caesarean section continues at a high level, these two interventions might be worthy of trials.




2N Cochrane
so# Library

Cochrane Dat & Df

YETERLI

Cochrane Database Syst Rev, 2016 May 23,(5):CD011877. doi: 10.1002/14651858 BI LG I YO K

Epinephrine for transient tachypnea of the newbor:
Moresco L', Calevo MG, Baldi F, Cohen A, Bruschettini M.

Bir calisma, 20 bebek v

3 doz nebulize 2.25% racemic epinephrine vs placebo.

Okssijen tedavisi (mean difference (MD) -6.60, 95% confidence interval (Cl) -54.80 to
41.60 hours) ve mekanik ventilasyon gereksinimi (risk ratio (RR) 0.67, 95% Cl 0.08 to
5.88; risk difference (RD) -0.07, 95% Cl -0.46 to 0.32) ac¢isindan fark yok.

AUTHORS' CONCLUSIONS:
At present there is insufficient evidence to determine the efficacy and safety of

epinephrine in the management of transient tachypnea of the newborn.




Cochrane
s'o# Library

Cochrane Database of Systematic Reviews

2016

Salbutamol for transient tachypnea of the newborn (Review)

Moresco L, Bruschettini M, Cohen A, Gaiero A, Calevo MG

e Uc calisma, 140 bebek

* Neblilize Salbutamol vs Plaseb

* Oksijen tedavisii 43.10 saat ki

* CPAP gereksinimi degismiyor (
0.15,95% Cl -0.45t0 0.16; 1 ¢ca

e MV gereksinimi degismiyor (R
0.14; 1 calisma, 46 bebek).

e Hastanede kalis sliresi degismi




CPAP TEDAVISI
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CPAP vs NAZAL IMV

THE JOURNAL OF

MATERNAL-FETAL
& NEONATAL
MEDICINE ©

ORIGINAL ARTICLE

Nasal intermittent mandatory ventilation v sal continuous
positive airway pressure for transient t wborn:
a randomized, prospective study*

Gamze Demirel’, Nurdan Uras?, Istemi Han Celik®, Fuat Emre Canpolat?, Ugur Dilmen®*



ANTIBIOTIK TEDAVISI

J Meonatal Perinatal Med. 2013,6(3):237-41. doi: 10.3233/NPM-1367012.

Transient tachypnea of the newborn: Is empiric antimicrobial therapy needed?
Salama H1I Abughalwa M, Taha S, Sharaf M, Mansour A.

Author information

Abstract

BACKGROUND: Transient tachypnea of the newborn (TTN) is a self- limited increase in the work of breathing in near- and full-
term infants; it is attributed to a delay in the clearance of alveolar fluids. Prophylactic antibiotics are usually administered until
blood cultures are reported negative for 48 hours.

OBJECTIVES: To prospectively compare outcomes of infants presented with classic TTN who were treated with or denied from
intravenous antibiotics.

METHODS: A prospective cohart study was conducted on all infants admitted with classic TTN. Pre-set diagnostic criteria for
classic TTN were applied in order to exclude other cases presenting with respiratory distress. Infants with classic TTN were
stratified into fwo groups based on whether they received or did not receive antibiotics. The decision to administer antibiotics
solely depended upon the style of the covering physician at the time of admission to the NICU. The following investigations were
obtained from infants of both groups: blood culture, C-reactive protein, complete blood count, blood gas profile and chest X-ray.

RESULTS: A total of 15146 full-term infants were delivered during the study period; of them 923 were admitted to the NICU.
Classic TTN was diagnosed in 168 infants; of them 106 (63%) received and 62 (37%) did not receive antibiotics. Two infants in
the treated group and an infant in the non-treated group had microbiologically confirmed bacteremia. Infants in the treatment
group stayed longer in the hospital (72 + 6 vs. 48 + 3 hrs). No recorded cases required readmission in either group.

CONCLUSIONS: With the application of strict criteria for classic TTN and the close observation in the NICU, the empiric use of
antibiotics may be avoidable. Randomized controlled trials are needed to confirm the feasibility and safety of such approach.

Sepsis /pnomoni ekarte edilinceye kadar (48 saat) verilebilir

Antibiotik alan bebekler hastanede daha uzun kaliyor




NASIL ONLEYEBILIRIZ?

BMJ. 2016 Oct 12;355:i5044. doi: 10.1136/bmj.i5044.

Antenatal corticosteroids for maturity of term or near term fetuses: systematic
review and meta-analysis of randomized controlled trials.

Saccone G', Berghella V2.

CONCLUSIONS: Antenatal steroids at 234 weeks' gestation reduce neonatal respiratory morbidity. A
single course of corticosteroids can be considered for women at risk of imminent late premature delivery
34°.36% weeks' gestation, as well as for women undergoing planned cesarean delivery at 237 weeks'

gestation.




NASIL ONLEYEBILIRIZ?

J Matern Fetal Mecnatal Med. 2016 Jul 20:1-7. [Epub ahead of print]

Antenatal steroid administration in me
prevention of neonatal morbidities prio ysis of
randomised controlled trials.

Srinivasjois R"2, Silva D12,

Author information

Abstract
BACKGROUND: Elective caesarean section is ass

even at full-term gestation.

AIM: To systematically review the efficacy of ante
quasirandomised controlled trials were selected.

METHODS: Standardised methodology as describ

RESULTS: A total of three randomised controlled trials (N = 2740 patients) were include Meta-analysis of the published data was
carried out. A significant decrease in the risk of respiratory distress syndrome (od : 0.23-0.71, p < 0.001), risk of
transient tachypnoea of newbomn (OR 0.37 (95%CI: 0.25-0.56, p < 0.00001)), risk of at 4l care nursery (OR 0.53 (95%CI: 0.37-
0.76, p = 0.0007)) were ocbserved.

CONCLUSION: Although antenatal steroid administration prior to elective caesarean section tumonstrated significant benefit in the prevention of
neonatal morbidities; however, one need to be cautious before it can be routinely administered because of the paucity of long-term safety data.

KEYWORDS: Antenatal steroids, elective caesarean section; perinatal mortality, respiratory distress; transient tachypnoea of newbaorn



Normal dogumu
bekleyemeyiz, sezaryenle
alcaz...

TAMAMLANMADI!!



3 35 vas anne, G1P1, |I[ = Mekonyum boyal D Entlibe transfer
=< 40 hafta, uzamis c il o edildi

{ @) syflen - solunum sikintisi ; Sat %90
Oligohidramniyos Vv var dolaylarinda

NST'de E PBV, entiibasyon, Hangi mod ve

deselerasyon Jt::D gogus kompresyonu ayarlarda MV?

Acil C/S O Kan gazi: pH:7.1, Surfaktan verelim
0 PCO,:68, PO,:44, mi?

> HCO,:19, Laktat:2.4

il




Saturasyonu 2%92
tutabilmek icin
oksijen destegine
ihtiyac olmasi

Mekonyum boyali
amniyon sivisi ile
dogan bebekte
solunum sikintisi

Oksijen ihtiyacinin
ilk 2 saatte ortaya
ctkmasive enaz 12
saat surmesi

Akciger, hava yolu ve
kalp anomalisinin
olmamasi
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M. Boyali

1.250.000 dogum
100.000 mekonyum boyali amniyon

2500 MAS
840 Ciddi MAS




( Mekonyum

Ekstrakorperal
Yabanci madde
Normalde steril

W (Mide-pankreas-barsak sivilari |

Endometrit

Lanugo -
saglar Funisit
Safra Safra asitleri Bilirubin

K Fetal cilt
an debrisleri

‘ Koriyamniyonit




\
Inflamasyon (lokal, sistemik)

Pulmoner Hipertansiyon

Kimyasal pnomoni

Surfaktan inaktivasyonu

Hava yolu tikaclari




Dogum salonu Antibiyotik
mudahaleleri | tedavisi

N

Surfaktan
bolus/Surfaktan
lavaji

N\



ILCOR-2015 ve TND 2015 rehberleri

Trakeal aspirasyon i¢in kabul edilen

Term ve postterm gebeliklerde, tek kosul;

fetal distresin diger bulgulari
olmaksizin sadece MBAS’nin varligi
fetal hipoksi bulgusu degildir.

bebegin solunum yollarinda
obstriksiyon yapan mekonyum
partikdllerinin varligidir.

Deprese bile dogsalar,
canlandirmanin ilk basamaklari
uygulanmali,

solunum cabasi yeterli olmayan veya
KTA<100dk olanlara PBV
CENERINENTCI




Part 7: Neonatal Resuscitation
2015 I nter national Consensus on Cardiopulmonary Resuscitation
and Emergency Cardiovascular Care Science With Treatment
Recommendations

Jeffrey M. Perlman, Co-Chair*; Jonathan Wyllie, Co-Chair*; John Kattwinkel;
Myra H. Wyckoff; Khalid Aziz; Ruth Guinsburg; Han-Suk Kim; Helen G. Liley;
Lindsay Mildenhall; Wendy M. Simon; Edgardo Szyld; Masanori Tamura; Sithembiso Velaphi;

on behalf of the Neonatal R

Introduction

Newborn Transition
The transition from intrauterine to extrauterine life that occurs
at the time of birth requires timely anatomic and

Chapter C or

be provided with the baby lying on the mother’s chest and
should not require separation of mother and baby. This does
not preclude the need for clinical assessment of the baby. For
the approxumately 5% of newly born infants who do not

adjustments to achieve the conversion from placental gas
exchange to pulmonary respiration. This transition is brought
about by initiation of air breathing and cessation of the pla-
cental circulation. Air breathing initiates marked relaxation
of pulmonary vascular resistance, with considerable increase
in pulmonary blood flow and increased return of now-well-
oxygenated blood to the left atrium and left ventricle, as well
as increased left ventricular output. Removal of the low-
resistance placental circuit will increase systemic vascular
resistance and blood pressure and reduce right-to-left shunt-
ing across the ductus arteriosus. The systemic organs must
equally and quickly adjust to the dramatic increase in blood
pressure and oxygen exposure. Similarly, intrauterine ther-
mostability must be replaced by neonatal thermoregulation
with its inherent increase in oxygen consumption.

Approximately 85% of babies born at term will initiate
spontaneous respirations within 10 to 30 seconds of birth, an
additional 10% will respond during drylng and stimulation,

i 3% will initiate i after positive-pi

sure ventilation (PPV), 2% will be |ntubated to support respi-
ratory function, and 0.1% will require chest compressions
and/or epinephrine to achieve this transition.'* Although the
vast majority of newborn infants do not require intervention
to make these transitional changes, the large number of births
worldwide means that many infants require some assistance to
achieve cardiorespiratory stability each year.

Newly born infants who are breathing or crying and
have good tone immediately after birth must be dried and
kept warm so as to avoid hypothermia. These actions can

ate resp y effort after sti ion by drying, and pre
ing warmth to avoid hypothermia, 1 or more of the following
actions should be undertaken: providing effective ventilation
with a face mask or endotracheal intubation, and administr
tion of chest ions with or without i medi-
cations or volume expansion for those with a persistent heart
rate less than 60/min or asystole, despite strategies to achieve
effective ventilation (Figure 1).

The 2 vital signs that are used to identify the need for an
intervention as well as to assess the response to interventions
are heart rate and respirations. Progression down the algorithm
should proceed only after successful completion of each step,
the most critical being effective ventilation. A period of only
approximately 60 seconds after birth is allotted to complete
each of the first 2 steps, ie, determination of heart rate and insti-
tution of effective ventilation. Subsequent progression to the
next step will depend on the heart rate and respiratory response.

Evidence Evaluation

GRADE

The task force performed a detailed systematic review based
on the recommendaﬂuns of the Institute of Medlclne of the
National and using the approach
proposed by the Grading of Recommendations, Assessment,
Development and Evaluation (GRADE) Working Group.®
After identification and prioritization of the questions to be
addressed (using the PICO [population, intervention, com-
parator, outcomes] format),® with the assistance of informa-
tion specialists, a detailed search for relevant articles was

‘The American Heart Association requests that this document be cited as follows: Perlman JM, Wylie J, Kattwinkel J, Wyckoff MH, Aziz K, Guinsburg
R, Kim HS, Liley HG, Mlluenhall L, Simon WM, Szyld E, Tamura M, Velaphi S; on behalf of the Neonatal Resuscitation Chapter Collaborators. Part 7:

neonatal

Recommendaunns cm:uamn zms 132(supp| 1):8204-8241.
*Co-chairs

and Emergency Cardi Care Science With Treatment

and equal first co-
This article has been cmpubllshed in Resuscitation. Published by Elsevier Ireland Ltd. Al rights reserved. This article has also been reprinted in

Pediatrics.
(Circulation. 2015;132[suppl 1):S204-S241. DOI: 10.1161/CIR.

[0000000000000276.)
©2015 American Heart Association, Inc., European Resuscitation Council, and International Liaison Committee on Resuscitation.

Circulation isavailable at http://cir cahajournalsorg

DOI: 10.1161/CI R.0000000000000276

Endotrakeal aspirasyon:

sadece mekonyum tika¢ durumunda

Gecikmeye sebep oluyor
Kanit degeri yok
Onerilmiyor




Klinik izlem

e Hasta VG PTV modunda
MV takibine aliniyor

 Kan gazi: pH:7.25,
PCO,:46, PO,:34,
HCO,:18, Laktat:3.6

e Oksijen ihtiyaci yuksek

 VGde7 ml/kg
ventilasyonda

 Sonraki adim?!



Mekonyum aspirasyon sendromunda surfaktan lavaji




Mekonyum

Pulmoner
hemoraji

Travma Infeksiyon

Oksidatif stres Inflamasyon







Klinik izlem

e Hasta 16 MAP, 35 delta P ve 6
Hz ile HFO’da

 HFOV’nun kurtarici ozelligi
harici faydasi var mi?

* Kan gazi: pH:7.35, PCO,:36,
PO,:89, HCO,:22, Laktat:1.5

e Oksijen ihtiyaci kademeli
azaliyor

e Takipte HFO’dan NIPPV’ye

gecis




* Asimetrik gaz akimi-akisi
— Inspiryumda daha hizli piston hareketi (1:E=1:2)
— Mermi seklinde ileryen gaz (santral)
— Dis ¢ceperden ekshalasyon (mukus ve partikiil eliminasyonu)



Antibiyotik gerekli mi?

* Bakteriyel besiyeri

* Kimyasal pnomonil

e Altta yatan stres sebebi ne?
e Koriyamniyonit varlig

* Hastaligin ciddiyeti?

« SENDROM!!!I: Sitokin ve akut faz
desarji enfeksiyon kaynakli mi?




= N Cochrane
so? Library

Cochrane Database of Systematic Reviews

Surfactant for meconium aspiration syndrome in term and

late preterm infants (Review)

El Shahed Al, Dargaville PA, Ohlsson A, Soll R

MAS’ta surfaktan kullanimi
hastalik ciddiyetini ve ECMO ihtiyacini azaltabilir

Bu uygulamanin NO, HFOV, likid ventilasyon ve surfaktan lavajina
karsi ve ya birlikte arastirilmasi gerekmektedir.




Surfaktan lavaji, HFOV ve NO tedavilerine ragmen
1 yilda 5 MAS iliskili ECMO
5/5 yasayan ve taburcu
(ELSO verileri %95, ECMO sliresi ortalama 5-7 giin)




10 saatlik elektif C/S ile dogan term
bebek

Solunum sikintisi var, akcigerleri
bembeyaz

2 kez surfaktan verdik, konvansiyonel
MV de %100 oksijende

Beklenmeyen bir durum, sevk etmek
istiyoruz

Mekonyum oyklsu var mi? YOK
Antenatal takipte sorun var miydi? YOK

Surfaktan protein B eksikligi??
Grup B streptokok enfeksiyonu??
Yetersiz havalanmal?

HFO-NO-ECMO ihtiyaci olabilir?
Doktor esliginde gelmesi 6nemli!




Ayrici tanida ilging bir olgu

e 10 saatlik

e Akciger filmi RDS
gorinimunden infiltratif
gorunume gecmis!

e Konvansiyonel MV’de toparladi

* Gelis viictt i1sis1 32 °C, hipotermi
tedavisi mi uygulanmis? 10
saattir term bir bebek
isitilamiyor !1; kiivoz nemi
artirildi

e 2.gun cilt hiperemik; ilag
reaksiyonu?, dermatit?, toksik
sok

* Sach deri hiperemik degil ve
zayIf saclar var







NETHERTON
SENDROMU

Netherton Sendromu:

Kronik deri inflamasyonu, kasinti
Seker kamisi gorinumli sag

Ciddi dehidratasyon, hipernatremi
Tekrarliyan enfeksiyonlar

Atopik dermatit-astim

OR, SPINKS5 gen mutasyonu
Serin proteaz inhibizyonunda defekt




(. 31yasanne, G2P2, |I] W [ = Entiibe edildi

=< 38 hafta, 2780 g, C/S |}| v gelismemis akciger £ 0/G drenaja alindi
@)

g Hangi mod ve
W ayarlarda MV?

E Surfaktan verelim

:3 Polihidramniyos z !(glp.ileri derece saga
GCorum: 19. haftada = itilmis
diyafragma hernisi? 4= Sagda hipoplazik
28. Haftadan itibaren -l‘;; akciger :
AUTF takip _0y Polihidramniyos O Daha énce

Amniyosentez: O 0 vyapilacaklar var

Kromzom analizi 46.

" >
it




LABORATUVAR

Kan gazi: pH:7.19, PCO,:61.2, PO,:48.8,

HCO,:22.5, BE:-6.8, Laktat:1.6




Konjenital diyafragma hernisi

Insidans: 1/2500-3500, E=K
Sol KDG: %85-90, Sag KDG: %10-15
Bilateral defekt nadir (%2) ama fatal

Semptomlar ve prognoz defektin yerine
ve eslik eden anomalilere gore degisir.

En sik postero-lateral (Bochdalek) %90, 2.
siklikta antero-medial (Morgagni) %9




- Konjenital pulmoner havayolu malformasyonlari

- Konjenital kistik adenomatoid malformasyon
- Bronkopulmoner sekestrasyon
- Bronkojenik kist
- Bronkopulmoner foregut malformasyonu
- Konjenital kardiyak hastaliklar
- Diyafragma evanterasyonu,

o Solunum sikintisi = MAS, pulmoner displazi, TTN, spontan
pndmotoraks, v.b.



Antenatal takip

- 2.trimester 2D USG/MRI

- LHR, Karaciger pozisyonu, eslik
eden konjenital anomaliler

- Yilda >6 KDH hastasi takip eden
3. basamak tedavi merkezi

- Multidisipliner yaklasim

- Genetik tani

- Fetal midahale (FETO)

- <34. haftada antenatal steroid




LHR---O/E LHR---QLI

- LHR(L/H) =>» <1.0=  kétu prognoz
1.0 — 1.4= Genelde ECMO gerektiren hastalar
>1.4= iyi prognoz

- O/E LHR(o LHR/e LHR)=»<%25= kétii prognoz (sag kalim orani%18)
>%45= iyi prognoz (sag kalim oran1%90-100)

O/E jo Left CDH
. QL () =1 (50p) b iy

=0.6(1p)

&—/4 Chamber
heart -;

Left .




Antenatal tedaviler

- Ac¢ik onarim

- Karaciger herniasyonu olan kisitli
vakalarda

- Diger vakalarda mortaliteyi etkilemiyor

- Fetal Endoskopik Trakeal
Okliizyon

- Fetal trakeayi kapatarak siviyi akcigerde
tutarak fizyolojik akciger hiperplazisi
olusturmak

o Pulmoner arter kas gelisimini etkilemez
ve kullanimi kisitli

o Erken dogum riski

Ultrasound

Balloon S
detached




Dogum Mekanik
salonu B ventilasyon
mudahaleleri ve hedefler

N

Surfaktan ve
iINO’nun yeri

N




Consensus Statement

Neonatolouy

Nemnatalogy 2161106674
DO 10.113X000444210

Acrgied sller revison: —yzs,zm
Published caliner Apeil 15,2016

Standardized Postnatal Management of Infants with
Congenital Diaphragmatic Hernia in Burope:
The CDH BURD Consortium Consensus—2015 Update

Kitty G. Snoek® Irwin KM._Reiss? Anne Greenough®  Ima Capolupo®
Bemdt Udlesberger’ LucasWessel9 Laurent Storme™  Jan Deprest?!
Thomas Schaible? Amo van Hejst® Dick Tibboel® forthe CDH BURO Consortium

“Hrasnus MC—Sophia Children’s Hospital, University Medical mm"

Medical Centre,

ad PR

Hing'sColieg

ersity Onege 1 Liondan, UK,

“Hambino Cesu Children’s Hospital, mmlay'lhtammiyﬂm,aa,mﬂmmiﬂlnmmm,
Mannheim, Genmany, "Hipital Jeanne de Aandre, Lile, France, University Hospital KU Leuven, Leuven, Beigium

Key Words

Consensus

Absirad

In 2010, the congenital diaphragmatic hemia {CDH) BIRD
Consortium published a standardized neondal treatment
protoool. Fve years ke, the number of patidpdaling om-
tershasbeen raisad from 13to 22 In this atidethe relevant
literature isupdaed, and consensus has been reached be-
tween the members of the CCH BIRD Consortium. Key up-
dated recommendations are {1) planned delivery diter a
gestalionad ageof 3% in ahigh iary center,

noussidenadil to be conddered in (DH palients with severe
pulmonay hypeatendon Thisatide represents the current
opinion of al consortium membersin Hiropefor the optimal
neonalal treaiment of CDH a2016
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{2)newromuscular blocking age ybeavoided during ini-
tial treatment in the defivery room, {3) adapt trealment to
reach a preduda sahwration of between 80 and 95% and
podduda sturation > 70%; (4)target FaO0,tobebetween
50 and 70 mm Hg, {5) comventional mechanical ventilaion
tobethe optimal irdiatventiation strategy, and (B)intrave-

The Members of the 0DH BURD Omawtiuom Qroup ae isad in the
Appendix.
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Dogum Odasi

- KDH konusunda tecrubeli merkezde, term dogum tercih edilir

- Rutin entlibasyon, maske ventilasyon kontraendike

- Surfaktan faydasiz, PIP: <25 cm-H,O

- Yuksek hava basinci ve fazla oksijenizasyondan uzak dur
- Akciger kapasitesi iyiyse spontan solunum

- Preduktal SpO,: %80-95



Yogun Bakimda Ventilasyon

Konvansiyonel MV, HFO’nun ustunliigii yok (PIP>28 olursa
kurtarici)

Preduktal Sp0O,:%80-95

Preduktal SpO,: 70-80 arasinda perflizyon iyiyse kabul
edilebilir

- PH >7.2, Laktat <5, idrar cikisi >1cc/kg/sa
Postduktal Sp0O,:>%70

PaCO,: 50-70 arasi (permisif hiperkapni)



Yogun Bakim Izlemi

- Yakin kan basinci kontroli

- End organ perflizyonu = Kalp hizi, idrar ¢ikisi, laktat
- Hipovolemi/azalmis perfiizyon: 10-20 cc/kg %0.9 NaCl 2 kez
- Inotropik ve vazopresor tedavi

- Hidrokortizon



Pulmoner Hipertansiyon

24 saat icinde EKO

- Kardiyak anomaliler
- Sag kalp fonksiyonu
- Pulmoner HT

R-L santli hastalarda kan basincini normal degerlerin
Uzerine ¢cikarmanin faydasi yok

Preduktal SpO, <%85 ve azalmis perfizyon bulgulari varsa
PPHT tedauvisi

Ilk tercih iINO
Kontrol edilemezse ECMOQ!!!



Klinik izlem

- Ik gin PTV ile takip edilen hastanin klinik stabilizasyonu
saglandi.

— Gestasyonal yasa gore normal ortalama kan basinci
— Laktat: 1.9 mmol/L (<3mmol/I)
— Idrar cikisi: 1.1 cc/kg/sa (>1cc/kg/sa)

— FiO,:25, PIP:18, PEEP:5 iken saturasyonlari normal
sinirlarda ve kan gazi hedeflerini koruyor, Oksijenizasyon
Indeksi (Ol): 2.3

- EKO: TV'den 40 mm-Hg gradient, L-R sant, ince PDA, yapisal
anomali yok.

- Uriner USG: Normal, TFUS: Normal



Klinik izlem

O

2. gun greft ile sol diyafragma hernisi onarimi

Postop kan gazi: pH: 7.06, PCO,:59.7, PO,:54.4, HCO,:12.1,
BE:-13.7, laktat: 6.4

SF yukleme, 8 saat sonra dopamin kesildi
Hastanin preduktal-postduktal saturasyon farki artti.

EKO: «TV'den 70 mm-Hg gradient, iNO, sildenafil ve ilioprost’a
ragmen PPHT devam etti.

2 gtin SIMV =» 2 giin PTV =» HFO (kurtarici tedavi)
PN 7. ginde Oi>40 ve PPHT olan hastada ECMO karari verildi.



Klinik izlem

- 15 gilin VA-ECMO

o PN:27. gtiin HFO’dan cikti

o PN: 30. gtin ekstibe

o PN: 32. gtin milrinon kesildi.
o PN: 39. glin taburcu




ARTICLES 1

Persistence of Pulmonary Hypertension by Echocardiography Predicts
Short-Term Outcomes in Congenital Diaphragmatic Hernia

Leslie A. Lusk, MD', Katherine C. Wai, BS?, Anita J. Moon-Grady, MD*“, Martina A. Steurer, MD', and Roberta L. Keller, MD*

Objectives To describe the natural history of pulmonary hypertension (PH) and the risk of death and pulmonary
morbidity associated with the persistence of PH through the neonatal hospitalization for these infants.

Study design We performed a retrospective cohort study of infants with congenital diaphragmatic hernia (CDH)
cared for at University of California San Francisco (2002-2012). Infants with other major anomalies or syndromes
were excluded (n = 43). Clinical echocardiograms were performed weekly for up to 6 weeks or until PH resolved
off respiratory support or until hospital discharge. Echocardiograms were re-read by a blinded reviewer and cate-
gorized by severity of elevation in estimated pulmonary arterial pressure. PH was defined as =2/3 systemic blood
pressure. Severity was determined by a hierarchy of ductus arteriosus level shunt, interventricular septal position,
and tricuspid regurgitant jet velocity.

Results Of 140 infants with =1 echo, 98 resolved their PH prior to death/discharge. Mean time to resolution was
18 days (median 14 days, IQR 8, 21 days). Those with persistence of PH had a higher rate of extracorporeal mem-
brane oxygenation (P < .001) and death (P < .001), and fewer ventilator-free days (P < .001). Persistence of PH at
14 days predicted mortality (area under the receiver operating characteristic curve 0.87) and adverse respiratory
outcomes (area under the receiver operating characteristic curve 0.80-0.83).

Conclusions The majority of infants with CDH resolve PH between 1 and 3 weeks of life. At 2 weeks of age,
severity of PH by echocardiogram strongly predicts short-term pulmonary morbidity and death. Further evaluation
of physiological alterations during that time may lead to novel therapies for severe CDH. (J Pediatr 2074, 1:-1).

e 98/140 KDH olgusu PPHT olmadan taburcu
* PPHT 2-3 hafta suruyor ve kisa donem prognoz ile iliskili

Son 1 yilda 3 KDH olgusunda ECMO
3/3 ECMO yasayani, 1 taburcu
PPHT ciddi problem

ECMO basarisi %54, yasayan %47 (ELSO)
ECMO suresi 2-4 hafta
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