Disturbios Respiratorios no
Recém-Nascido

http://www.recem-nascido.uff.br/probrespRN1.pdf
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Circulacao Neonatal
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Adaptacao Pulmonar

Desenvolvimento do Pulmao Fetal (periodos)

Periodo embrionario
e 62 semana de IG: identificacao dos segmentos broncopulmonares

Periodo pseudoglandular
e 102 semana: ramificacdo continua da arvore traqueobrénquica, adquire
aspecto histoldgico de glandula exoécrina. Estruturas relacionadas ao
bronquiolo terminal ainda ndo estao desenvolvidas

Periodo canalicular
e Entre a 172 e 242 semanas: o pulmao promove varias geracoes de
bronquiolos respiratorios

Periodo sacular
e por volta da 242 semana: dois tipos de células especiais que revestem os
acinos diferenciam-se:

> pneumdacitos tipos I e II, sendo estes Ultimos ricos em corpos
lamelares, estruturas estas que contém substancias surfactantes

> entre a 242 e a 372 semanas, as vias aéreas terminam em estruturas
saculares, que se diferenciam em ductos alveolares e alvéolos,
promovendo importante expansdo do espago respiratoério
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 Producao de surfactante - antes de 34
semanas € muito instavel e qualquer insulto
bloqueia a producao do fosfolipideo

— Sua funcéo é diminuir atensao
superficial do alveolo, a medida que seu
ralo diminui durante a expiracao,
Impedindo assim o colapso total do
pulmao
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Comportamento Fisiopatologico
Sistema Respiratdorio Neonatal
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vias aéreas permeaveis
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SNC integro

—=Anencefalia
—Hidrocefalia Severa /
= Sindrome da Trissomia do 13 (Patau)

— Sindrome da Trissomiado 18 — |
= Sirenomelia

= Sindrome com Defeitos Multiplos

= Agenesia Renal (Sindrome de Potter)
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monografia cardiologia pediatrica/Cardiologia em Pediatria/Cardiologia em Pediatria.htm

caixa toracica e diafragma integros
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volume circulante e hemoglobina,

Eritropoiese fetal e neonatal
Anemia no recém-nascido

Anemia da prematuridade e uso da
eritropoietina recombinante humana

« Policitemia neonatal

« |ctericia-hiperbilirrubinemia indireta
 Disturbios hemorragicos do recém-nascido
 Hemoterapia-procedimentos transfusionais

=4
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micro circulacao aberta




Adaptacao de Temperatura

Hipotermia

Hipertermia




Comportamento Fisiopatologico
Sistema Respiratdorio Neonatal

O mau funcionamento ——agressao
sistémica hipoxémica—— asfixia—
redistribuicao de fluxo sistemico
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Neonatology 2010;97:402-417

Prenatal

Recommendations

(1) Moth igh risk of preterm birth should be transferred
ta@fﬁbﬁth experiencein management of RDS
(©).

(2) Clinicians should offer '@e course of antenatal 5te®
to all women at risk of preterm delivery from about 23

K to 35 completed weeks’ gestation (A).
(3 Sthlld be given to mothers with preterm pre-

labotr rupture of the membranes as this reduces the risk of
preterm delivery (A).

(4) Clinicians should consider short-term use -:1
drugs to allow completion of a course of antenatal Steroids
and/or in utero transfer to a perinatal centre (A).

(5) A@d;irse of antenatal steroidsshould be considered
if the risk from RDS7is felt to outweigh the uncertainty about

possible long-term adverse effects (D). One example where
benefit might outweigh the risk is multiple pregnancy (C).
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A0 Nascer

The Apgar score rates:

Respiration, crying
Reflexes, irritability
Pulse, heart rate
Skin color of body

and extremities

Muscle tone
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Neonatology 2010;97:402-417

Estabilizacao na Sala de Parto

Recommendations
1) If possible, dela@ing of the umbilic al@br at least
30-45 s with the baby held below the mother to promote
placento-fetal transfusion (A).
2) OX ge - resuscitation should be controlled by using an

D The lowest concentration of oxygen
p0331 e should be used during stabilisation, p10V1ded there
is an adequate heart rate response. A concentration 0
oxygen is appropriate to start stabilisation and adjustments

up or down should be guided by applying pulse oximetry
from birth to give information on heart rate (B). Normal
saturations during transition immediately after birth in
very preterm infants may be between 40 and 60%, reaching
between 50 and 80% at 5 min of age and should be >85% by
10 min of age. Exposure to hyperoxia should be avoided
during stabilisation (B).
3) In spontaneously breathing babies start stabilisation with
@ of at least 5-6 cm@m mask or nasal prongs (B).
If breathing 1s insufficient, consider the use of a sustained
inflation breath to recruit the lung rather than intermittent
positive pressure breaths (B).




Neonatology 2010;97:402-417

Estabilizacao na Sala de Parto

3) In spontaneously breathing babies start stabilisation with

CPAP of at least 5-6 cm H,O via mask or nasal prongs |(B).
It breathing 1s insutticient, consider the use of a sustained
inflation breath to recruit the lung rather than intermittent
positive pressure breaths (B)

4) Ventilation with@ece device is prefe@w a self-in-
flating, or flow-inflating bag im order to generate appropri-
ate positive end-expiratory pressure (PEEP) (C).

5) If positive pressure ventilation is needed for stabilisation,

aim taQvoid excessive tidal volumes»y incorporating re-
suscitation devi i casur imi IP whilst
at the-s EEP during expiratio

ame time maintainin D).

dhould be reserved for babies who have not re-

sponded to positive pressure ventilation or those requiring
surfactant therapy (D).

7) If the baby is intubated, correct positioning of the endotra-

<cheal tube should be verified by colorimetric CO, detection>

(D).

8) Fastic bags or occlusive wrapping under radiant warmers>
should be used during stabilisation in the delivery suite for
babies <28 weeks’ gestation to reduce the risk of hypother-
mia (A).




Neonatology 2010;97:402-417

Surfactante

Recommendations

(1) Babies with or at hlgh risk of RDS should be given a natural
surfact:

rophylaxis (within 15 min of birth uld be given to al-

t all babies of <26 weeks’ gestatiert” Prophylaxis should
also be given to all preterm babies with RDS who require
intubation for stabilisation (A).

(3) Early rescue surfactant should be administered to previ-
ously untreated babies if there is evidence of RDS (A). In-
dividual units need to develop protocols for when to inter-
vene as RDS progresses dependmg on gestatmndl age and

L -tant alfa

itial dose of 200 mg/kg is better than 100 m
poractant alfa or beractant for treatment of moderate to
severe RDS (B),

(4) @er immediate (GI‘ early) extubatiolbto non-invasive
respiratory support AP O nasal intermittent positive
pressure ventilation ) following surfactant admin-
istration provided the Baby is otherwise stable (B).

(5) AGecond, and sometimes a third dose of surf@should
be ad ministered it threretsongomgevidence of RDS such
as a persistent oxygen requirement and need for MV (A).
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Semiologia Respiratoria Neonatal

Historia Pregressa e Gestacional; Inspecao — forma, simetria, retrac6es, abaulamentos,
mamilos. A inspecéo dinamica mostra frequéncia, ritmo, dispnéia, gemidos, etc. Palpacdo com
a palma da mao palpa-se o frémito toraco-vocal. A Percussao toracica devera ser realizada
em toda extensao do torax, de forma suave; pouca utilidade em pre-termos. Ausculta —
murmurio vesicular, presenca de ruidos adventicios; incaracteristica na maioria das vezes.
N .:-“ V”’"'!
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obstrucao nasal.wav
hipervent.wav
gemidos.wav
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pulmao funcionante, mas se tiver.....

ASFIXIA PERINATAL

Acidemia profunda, metabdlica ou mista (pH < 7,00) em

amostra de sangue de artéria umbilical;

Persisténcia de Boletim de Apgar de 0 a 3 por mais de 5

mMinutos;

Seguelas neurologicas clinicas no periodo neonatal
Imediato, que incluem a presenca de convulsoes,

hipotonia, coma ou EHI;
Evidéncia de Disfuncdo de Miltiplos Orgéos.

Colégio Americano de Obstetricia e Ginecologia e Academia Americana de Pediatria — 1992

OMS - 3% de 120 milh6es de RN nascidos por ano
desenvolvem asfixia e 900.000 desses morrem como

resultado desse processo.
Israel Figueiredo Junior
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« Sistema Nervoso Central ;: a encefalopatia hipdoxica-

ISgQUEMIca desenvolve-se em 3 fases :

# Primeiras 12 a 24 horas - hiperexcitabilidade

# 24 a 72 horas : respiracao irregular seguida de parada
respiratoria, reflexos oculomotores anormais, resposta pupilar
alterada, HIC (nos PT), deterioracédo do estado de consciéncia e
coma

# Depois de 72 horas : hipotonia, coma persistente, succao
anormal ou ausente, o mesmo com a degluticao e reflexo do
engasgo (impede a alimentacéao)

e "‘!Q
A

—
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Quadro Clinico e Laboratorial

 Cardiovascular : insuficiéncia

tricspide, necrose miocardica,
hipotensao e choque
* Rins : oliguria e faléncia renal aguda
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Quadro Clinico e Laboratorial |
Hematologicas : trombocitopenia, CIVD

Metabdlicas : acidose metabdlica, hlpogllcemla
hiponatremia e hipocalcemia

Gastrintestinais : disfuncao hepatica,
enterocolite necrosante

Pulmoes : hipertensao pulmonar,
comprometimento do sistema

surfactante e aspiracao meconial
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MANUTENCAO DO ASFIXIADO
1 - Minima Manipulacao

2 - Temperatura zona térmica neutra

3 - Ventila(;éio PaO2 entre 50 e 80 mmHg, PaCO2 entre 30 e
40 mmHg e pH entre 7,30 e 7,45

4 - Hemodinamica

PESO (Q) PAM (mmHQ)
< 1000 30-35
1000 - 2000 35-40

> 2000 45 - 50
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MANUTENCAO DO ASFIXIADO

5 - Hemodinamica

* Hipotensao : cristaléide (SF 0,9% ou Ringer Lactato
- 10 ml/kg/h) ou coloide (alboumina 5% - 0,5 g/kg/h)

« Persisténcia Insuficiéncia Circulatoria :
dopamina (0,5 - 10 mcg/kg/min) e/ou
dobutamina (1 - 10 mcg/kg/min)

« Correcao de Hipoxemia pode gerar correcao PA
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I\/IANUTENQAO DO ASFIXIADO
6 - Nutri(;éo jejum até que haja estabilizacdo hemodinamica
7 - NeuroldgiCO EDEMA CEREBRAL

70% volume hidrico diario, com DU entre 0,5 e 1,0 ml/kg/hora;
CONVULSOES fenobarbital sédico : ataque 20 mg/kg EV 10 min;
persisténcia - 5 mg/kg EV a cada 5 min até a dose maxima de 40
mg/kg e/ou difenilhidantoina : ataque 20 mg/kg EV em 30 min;
monitorizar freqtiéncia e ritmo cardiaco

8 - Suporte Renal oLIGURIA (<0,5 mikgih)

9 - SuporteMetabdlico cLicemiA entre 75 e 120 mg%

com TIG 5 a 8 mg/kg/min; GLUCONATO DE CALCIO em infusdo
continua de 2 mi/kg/dia
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I\/IANUTEN(;AO DO ASFIXIADO
10 Metabdlico : ACIDO - BASICO

Indicacdo : pH abaixo de 7,2 e\ou Hco? abaixo de 10 meq/I
« Droga: bicarbonato de sodio - infuséo lenta
« Correcéo : para 15 e nao para 22 meq/l
« FoOrmula: NaHco3 = (15 - [Hco3]) x 0,3 x peso ou
Bicarbonato em mEqg = BE x 0,3 x peso
« Velocidade : 1\2 a1\3 em 20 a 30 minutos
1\2a2\3em 2 a4 horas

« Verificar sempre a auséncia de acidose respiratoria
PaCO2 = bicarbonato x 1,5 + 8a10

Israel Figueiredo Junior



pulmao funcionante, mas se tiver.....
Doenca de Membrana Hialina

Prematuridade
Asfixia » Deficiéncia de surfactante*+—— Qutros fatores
!
Instabilidade alveolar
| P =2T/R

Atelectasia pp/ expiratoria
pp/ exp —

Diminuicdo do tempo de troca Diminuigdo da complacéncia

l Aumento do trabalho respiratério
Hipoxemia l
Fadiga — hipercapnia — apnéia
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Silverman-Handersen

Tsup]Tos] it s et

Batimento Asa Masal
[] Ausente

™ Moderado

[] Acentuado
v
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Radiologia

— Padrao reticulo-granular
— Aerobroncogramas
— Diminuicao do volume pulmonar
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Tratamento

* Monitorizacao
Controle térmico
Hidratacao venosa
Nutricao

Uso de drogas: Antibiotico? ‘
Suporte Respiratorio: Hood, CPAP, VM

Surfactante Q

Israel Figueiredo Junior



07 simuladorinterNeo.exe

Preparados de Surfactante

Generic name Trade name Source Manufacturer Dose (volume)

Bovactant Alveofact® Bovine Lyomark (Germany) 50 mg/kg/dose (1.2 ml/kg)

BLES! BLES® Bovine BLES Biochemicals (Canada) 135 mg/kg/dose (5 ml/kg)

Poractant alfa Curosurf® Porcine Chiesi Farmaceutici (taly) 100-200 mg/kg/dose (1.25-2.5 ml/kg)
Colfosceril palmitate! Exosurf® Synthetic GlaxoSmithKline (USA) 64 mg/kg/dose (5 ml/kg)

Calfactant Infasurf® Bovine ONY Inc. (USA) 105 mg/kg/dose (3 ml/kg)
Surfactant-TA' Surfacten® Bovine Tokyo Tanabe (Japan) 100 mg/kg/dose (3.3 ml/kg)
Lucinactant Surfaxin® Synthetic Discovery Labs (USA) Not licensed

Beractant Survanta® Bovine Ross Labs (USA) 100 mg/kg/dose (4 ml/kg)
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Suplementacao de Oxigénio

Recommendations

(1) In babies receiving oxygen,Gaturatiomshould be maintained be-
tweenc85 and 93%(D).

(2) After giving surfactant@void a hyperoxic peakby rapid reduction
(3)@d fluctuation®in Sa0, in the postnatal period (D).
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CPAP na SDR

Recommendations

(1) should be started from birth in@ll babie9at risk of
RDS, such as thosegestation who do not need

MYV, until their clinical status can be assessed (D).
(25Short binasal prongsshould be used rather than a single
prong as they reduce the need for intubation and a pressure
of at least 5 cm H,O should be applied (A).
(3) The use ofCPAP with early rescue surfactanPshould be

considered in babies with RDS in order to reduce the need
for MV (A).

Neonatology 2010;97:402-417
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Estratégias de Ventilacao

Recommendations

(1)@ should be used to support babies with respiratory fail-
ure as this improves survival (A).

(2)Avoid hypocapniaas this is associated with increased risks
of BPD and periventric malacia (B).

(3) Settings Df@iﬂ%ﬁﬁ;@with the aim
of maintaining optimum [ung volume (C).

(4) Duration of MV should be minimised to reduce its injuri-
ous effect on lung (B).

Neonatology 2010;97:402-417
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Reducao do Tempo de VM

Recommendations
(lhould be used in babies with apnoea and to fa-

cilitate weaning from MV (A). Cafteine should be consid-
ered for all babie

at high risk of needing ventilation, such

as tha <1 250 g birth weight>who are managed 011
or®NIPPY

(2) CPAP or NIPPV should be used pretferentially to avoid or
reduce the duration of MV through an endotracheal tube
(B).

(3) When@mg from)t is reasonable to tolerate a mod-
erate degree ol hypercapnia, provided the( :@ yremains
abov D).

(4) Synchronised andd@argeted tidal volume modesof conven-

tional ventilation with an aggressive weaning approach

should be used toShorten duration of MIYX(B).
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Controle de Temperatura

Recommendation

(1) Body temperature should be maintained at 36.5-
37.5°C at all times (C).

Neonatology 2010;97:402-417
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Manejo Nutricional e Fluidos

Recommendations

(1) Most babies should be started orddntravenous fluids of 70—
(80 ml/kg/daypwhile being kept in a humidified incubator
(D).
(2) Fluid and electrolyte therapy should be tailored individu-
ally in preterm infants, allowing €2.5-49% daily weight loss>

15% total) over the first 5 daysXD).
(3)Godiunpintake should be restricted over the tirst few days

of lite and initiated after the onset of diuresis with careful
monitoring of fluid balance and electrolyte levels (B).

(4)}Full parenteral nutrition can be initiated on day TPA). This
may include starting protein at 3.5 g/kg/day and|lipid at
3 g/kg/dayin|[10% dextrose solution.

(5XMinimal enteral feeding3hould be started from the first
day (B). Earlyaggressive feeding isincreasingly popular but
level A evidence of its benefit is lacking.




Manutencao da Perfusao Tecidual

Recommendations

(1xTreatment of arterial hypotensiomis recommended when it
is confirmed by evidence of poor tissue perfusion (C).

(2) Volume expansion withd0-20 ml/ kg O.thﬂuld be
used as first-line treatment of hypotension if myocardial
dysfunction hasbeen excluded (D).

(3)Qopamine (2-20 ug/k@hould be used if volume ex-
pansion fails to satisfactorily improve blood pressure (B).

Neonatology 2010;97:402-417
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Manutencao da Perfusao Tecidual

(4)}Dobutamine (5-20 pg/kg/minkasa firstline, and epineph-
rine (0.01-1.0 pg/kg/min) as a second line, should be used

if low systemic blood tlow and myocardial dystunction
need to be treated (D).

(5)Hydrocortisone (1 mg/kg 8 hourlyPshould be used in cases
of refractory hypotension where conventional therapy has
tfailed (B).

(6XEchocardiographicexamination may help to make deci-
sions about when to start treatment for hypotension and
what treatment to use (B).

Neonatology 2010;97:402-417
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Persisténcia Canal Arterial

Recommendations
(1) If a decision is mad tTherapeutic closurewf the
PDA, then@ﬁﬁ@ha& been shown to
be equally efficacious (B]J.
(2) Pharmacological or@Qurgical treatmentof presymptomatic
or symptomatic PDA must be based on individual assess-

ment of clinical signs and echocardiographic tindings sug-
gesting poor tolerance of PDA (D).

Neonatology 2010;97:402-417
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Outras Evidéncias

Recommendations

.qpctinn in low-risk pregnancies should

ot be performed before S@gestation (B).

nhaled nitric oxidetherapy is not beneficial in manage-

ment of preterm babies with RDS (A).
(S)h{ﬂ:'a]::ﬂyr can be used to improve oxygenation fol-
lowingulmonary haemorrhagexC).
(4) Surfactant replacement for evolvingleads to only

short-term benetits and cannot be recommended (C).

Neonatology 2010;97:402-417
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Complicacoes

Agudas

« Sindromes de escape de ar
« Persisténcia do canal arterial
« Hemorragia pulmonar

« Hemorragia intracraniana
Crbnicas

 Doenca pulmonar cronica —displasia
broncopulmonar

* Retinopatia da prematuridade
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pulmao funcionante, mas se tiver.....

Taguipnéia Transitoria

Auséncia de trabalho de parto
Cesariana Aumento da volemia

Atraso na absorcao do liquido pulmonar

v

Diminuicao da complacéncia
Aumento Membrana Troca

Israel Figueiredo Junior



Clinica
 Inicio nas primeiras horas
« Macrossomia

« Taquipnéia

* Cianose discreta

Tratamento

« Oxigenioterapia
 Hidratacao Venosa
 Cuidados Gerais
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pulmao funcionante, mas se tiver.....

Sindrome de Aspira?éo de MecoOnio
Asfixia feta

Eliminacao de meconio* Aumento dos movimentos respiratdrios

~. —

Meconio na traquéia ao nascimento

Falha na
assisténcia
perinatal » Aspiracao para as vias aéreas inferiores
/ l \ Predisposicdo
Bloqueio mecanico pp/ expiratério* Alveolite quimica a infecgao
secundaria

Aumento lda resisténcia /

Hiperinsuflacao . N
P 90— Diminuigdo da complacéncia
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Por que o feto elimina meconio
no utero?

« Maturidade

 Posicao
« Asfixia
Clinica

 Inicio nas primeiras horas

« Cordao, pele e unhas tintos de meconio
(Classificacao de Clifford)

« Taquipnéia, retracOes costais e cianose
« EXxpiracao prolongada

« Torax hiperinsuflado

« Estertores bolhosos

« Barotrauma Israel Figueiredo Junior
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Tratamento

« Oxigénio !—L;ir-j

» Ventilagdo - estratégias | |,

+ Antibioticoterapia \:JAP L ﬂ

oI eRE e LT T

Controverso s

 Lavagem pulmonar com surfactante

« Surfactante

* Fisioterapia
Inutil

« Lavagem pulmonar com salina

« Corticoide
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pulmao funcionante, mas se tiver.....

Hipertensdo Pulmonar Persistente Primaria

Asfixia cronica ) LGN Y Hipoxemia aguda

7 ALY
’ ot s y
¢ V.o /i ’
)' ' 4 P
\( .
T % S,
_

Hipertrofia da musculatura ' Espasmo muscular *

Outros fatores —— Hipertensao pulmonar persistente

Forame oval patente Canal arterial pérvio

Shunt direita esquerda

l

Hipoxemia
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Clinica
 Inicio nas primeiras horas
« Taquipnéia
 Clanose intensa
* RetracOes costais minimas
« Disfuncéo de multiplos sistemas
Avaliacao
 Gasometria
— Hipoxia grave e flutuante
— Gradiente pré X pés-ductal
 Radiografia
« Ecocardiogramai el rigueiredo unior




Tratamento

Estabelecido

« Oxigénio

« Ventilacao

e Suporte inotrdpico

« Oxigenacao extra-corporea
controverso

e Sedacao

« Hiperventilacao

« Alcalinizacao

 Vasodilatadores venosos: Tolazolina, Milrinona
Promissor

« Oxido nitrico
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Nitritos e
nitratos

L-arginina

A

NO-sintetase redutase

Guanilato- , Y |
ciclase Oxido nitrico Metemoglobina
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pulmao funcionante, mas se tiver.....
Pneumonia Bacteriana
Etiologia — Precoce
« Estreptococo do grupo B
« Gram negativo entérico

Epidemiologia

e Qutros
« Ascendente . .
nt t — Listeria
 |ntraparto
P — Enterococo

« Transplacentaria

. Nosocomial Etiologia —Tardia

« Estafilococo coagulase
negativo

« Gram negativo entérico

« Estafilococo aureus
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Fatores Maternos

 Ruptura prolongada das membranas
 Corioamnionite Diagnostico Laboratorial
« Colonizacao da cérvix Inespecifico

« Infeccéao do trato urinério * Hemograma
* Proteina C reativa

Fatores do Recém Nascido « VHS

* Prematuridade Diagndstico Laboratorial
« Sexo masculino Especifico

e Asfixia « Hemocultura

 Puncéao lombar
* Urinocultura
 Culturade aspirado traqueal

Fatores Ambientais
 Procedimentos invasivos
e Maos

« Qutros: Utensilios, Superlotacéo e deficiéncia de
pessoal

Israel Figueiredo Junior PROCALCITONINA ?



Tratamento
 Cuidados Gerais
 Monitorizacao

« Oxigénio,CPAP, VM
* Antibioticoterapia

— Ampicilina associada a aminoglicosideo
(gentamicina)

— Nosocomial: Considerar oxacilina, vancomicina,
cefalosporinas de quarta geracao

Israel Figueiredo Junior



Tratamento Profilatico da Sepse

Recommendations

(1)| Antibiotics should be started in babies with RDS until sep-
sis has been ruled outl A common regimen includes peni-
cillin/ampicillin in combination with an aminoglycoside,
however, individual units should develop local protocols
for antibiotic use based on the profile of bacterial pathogens
causing early onset sepsis (D).

(2) Units should develop protocols forlantifungal prophylaxis

in very preterm babies based on the local incidence and risk
factors (D).

Neonatology 2010;97:402-417
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pulmao funcionante, mas se tiver.....

Apnéia

Incidencia Causas Classificacao
© >34sem:<10% . |jigpatica + Central
tosd4semi>29% . gecundarias ¢ Obstrutiva
e <28sem: >385% . Mista

Mecanismos Avaliacao — Clinica

« Centro respiratorio « Numero

. Estagios do sono * Duracao

- Capacidade residual * Desencadeante

funcional * Posigao

« Temperatura
 Resposta as manobras
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Avaliacao — Exames Complementares

Dextrostix e hematocrito
lonograma

Hemograma, PCR
Gasometria e radiografia

Tratamento — Estabelecido Tratamento — Controverso

Da causa subjacente - Reducao datemperatura
L N ambiente
Monitorizagao . 1 FiO
, o 2
Estimulo tatil . Transfus3o
CPA'_D ) « Metilxantinas: aminofilina
Ventilagao « Pro-cinéticos
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pulmao funcionante, mas se tiver.....

Displasia Broncopulmonar

Incidéncia Etiopatogenia
« <1.500g: 30-50% * Lesao pulmonar inflamatoéria
4-30% * Imaturidade
+ Grande variabilidade * Fatores adicionais
e« Diminuindo? — Edema pulmonar
— Pneumotdrax
— Infeccéao
— QOutros

Diagnaostico

« Persisténcia de sinais clinicos de doenca respiratoria
« Persisténcia de necessidade de suporte respiratorio
 Hipertenséao pulmonar

« Déficit de crescimento
Israel Figueiredo Junior
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Profilaxia
« Uso precoce de CPAP
 Ventilacao adequada

— Controle do oxigénio

— Hipercapnia permissiva
« Evitar hiper-hidratacéao

« Tratamento dos fatores
associados*

Tratamento

* Restricao hidrica
e Suporte nutricional
« Diureticos

Riscos no Primeiro Ano
« Déficit de crescimento
« Cor pulmonale
« Hipertenséao arterial
* Infeccéao viral

— Palivizumab

« Desmame progressivo e cuidadoso*
° Corticéide Israel Figueiredo Junior



Outras Situacoes com
Disturbios Respiratorios
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GEMELARIDADE

« Atransfusao feto-fetal s6 ocorre em gestacoes
monozigoticas e monocoridnicas

 US : placenta Ginica e sexo idéntico; diferenca no

tamanho dos fetos; receptor polidramnia, edema
fetal, efusOes serosas, aumento da area cardiaca,
insuficiéncia cardiaca e hidropsia. O doador com
oligodramnia e tamanho corporal reduzido.
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GEMELARIDADE

« RNs apresentam uma diferenca > 5 g% Hg.
Um RN sera grande, pletdorico e com sinais
de hipervolemia (taquicardia, hipertensao,
hepatomegalia, aumento da area cardiaca,
taquipnéia), enquanto o outro demonstrara
sinais de RCIU, palidez cutaneo-mucosa e
hipotensao. A hidropsia (um ou em ambos)
pode ser aforma de apresentacao clinica
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HIDROPSIA |
« IMUNE ou NAO IMUNE

« OS ACHADOS US SAO COMUNS : DERRAME
PLEURAL, PERICARDICO, ASCITE E/OU
ANASARCA

- HIDROPSIA NAO IMUNE : 30 a 40% a etiologia
nao é definida; as causas mais comuns sao:
doenca cardiaca congénita, arritmias e doencas
cromossomicas
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« Pulmao hidropico imaturo

— Diminuicao da complacéncia pulmonar
(surfactante), aumento da membrana de troca
(hidrémico, com areas infiltradas por células
inflamatdrias e/ou com fibrose), restricéo da
expansao pulmonar (liquido pleural), hipoplasico
(hipertensao arterial pulmonar e apos de
estabelecida ventilacdo pneumotdrax
hipertensivo); mais tarde infeccao bact. 22.
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HIDROPSIA - CONDUTA

* Ventilacao agressiva precoce : PIP elevado, Tl
longos, FR normal, PEEP elevado

* |Invasao toracica - toracocentese esvaziadora e
drenagem toracica em caso de pneumotorax
acompanhado de VM

* |Invasdo abdominal - paracentese diagnostica e
terapéutica - melhorar expansibilidade pulmonar
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HIDROPSIA - CONDUTA
« Cateterismo vascular e vesical sao importantes

* Os hidropicos nao sao hipervolémicos no IV
espaco espoliado em funcao da
hipoalbuminemia e anemia cronica

« Manter restrito (70%) ou NHD com grande
reposicao de coloide; transfusdes de gldbulos
de hemacias sao necessarias
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Outros Problemas Cirurgicos
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PROBLEMAS RESPIRATORIOS
PRIMARIOS DO NEONATO

« DERRAMES PLEURAIS/
PNEUMOTORAX

« MALFORMACOES BRONCO-
PULMONARES

* HIPOPLASIA PULMONAR
» HERNIAS DIAFRAGMATICAS i E
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PNEUMOTORAX

INSUFICIENCIA RESPIRATORIA

FATORES DE RISCO

— Barotrauma
— Puncao venosa
— Qutros

DIFICULDADE VENTILAR
TORAX ABAULADO
TORAX HIPERTIMPANICO
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PUNCAO TORACICA

. NA LINHA . NA LINHA AXILAR
HEMICLAVICULAR MEDIA, 4°/5°
MEDIA , 2° ESPACO  ESPACO
INTERCOSTAL INTERCOSTAL

(POUCO ABAIXO

DA LINHA DOS

MAMILOS)

M Israel Figueiredo Junior
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. Anestesia local
* 4°/3° espaco intercostal

» Dissecar pela margem superior da
costela de baixo

* Planos: pele, TCSC, musculatura \
intercostal, pleura parieral (“cede”
bruscamente)

iy
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I\/IALFORI\/IAQOES BRONCO-
+¥® PULMONARES ﬁ%'

A
"‘:. 3

I\/Ialforma(;ao adenomatoide cistica resutado

desenvolvimento anémalo dos bronquiolos terminais e respiratorios, com proliferacao
adenomatoide e formacéao de cistos

Seq UeStrO pU | mOnar anomalia congénita como se fosse um 7 {b

pequeno pulmaio acessorio. E muito raro e quase sempre esté localizado na base do
pulmao esquerdo. Ele ndo se comunica com a arvore traqueobronquica e seu suprimento
sanguineo € usualmente de origem sistémica em vez de pulmonar

Enflsema IObar COngénltO doenca pulmonar, na qual

ocorre hiperinsuflagdo de um ou, excepcionalmente, dois lobos pulmonares, sendo mais
frequientemente comprometido o lobo superior esquerdo, seguido dos lobos médio e
superior direito

Cisto broncogeénico sz cisica puimonar T A

r
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HERNIA DIAFRAGMATICA

, .
¢ H e rn |a alcas intestinais em cavidade toracica desde

o0 inicio da gestacéao

¢ EVG ntra(} aO Anormalidade congénita caracterizada pela elevacéo da cupula

do diafragma. E o resultado de um fino masculo diafragméatico e um nervo frénico
lesionado, permitindo que as visceras intra-abdominais empurrem para cima o diafragma

contra o pulmao

O problema fundamental
E a hipoplasia pulmonar/
Hipertensao pulmonar
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Summary of recommendations

Prenatal care

Preterm babies at risk of RDS should be born in centres where appropriate care, including mechanical
ventilation, is available.
If possible, birth should be delayed to allow the maximum benefit of antenatal steroid therapy.

Delivery Aim to delay cord clamping at birth.

room Stabilise baby in a plastic bag under a radiant warmer to prevent heat loss.

stabilisation Resuscitate gently, avoiding excessive tidal volumes and exposure to 100% oxygen, using pulse oximetry asa
guide provided there is an adequate heart rate response.
For extremely preterm infants, consider intubation in delivery suite for prophylactic surfactant administration.
For more mature babies, CPAP should be initiated early.

Respiratory Natural surfactants should be used and given as early as possible in the course of RDS. Repeat doses of

support and surfactant may be required if there is ongoing evidence of RDS.

surfactant More mature babies can often be extubated to CPAP or NIPPV immediately following surfactant, and a
judgement needs to be made if an individual baby will tolerate this.
For those who require mechanical ventilation, aim to ventilate for as short a time as possible, avoiding
hyperoxia, hypocapnia and volutrauma.
Caffeine therapy should be used to minimise need for and duration of ventilation.
Babies should be maintained on CPAP or NIPPV in preference to ventilation if possible.

Supportive Antibiotics should be started until sepsis has been ruled out.

care Maintain body temperature in the normal range.

Careful fluid balance is required with early aggressive nutritional support using parenteral nutrition whilst
enteral feeding is being established.

Blood pressure should be monitored regularly, aiming to maintain normal tissue perfusion, if necessary using
inotropes.

Consideration should be given to whether pharmacological closure of the ductus arteriosus is indicated.
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