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Newborns - Management



WHY do they need help?



Respiratory distress

is present if baby has at least 
two of:

1. Respiratory rate > 60/min 
2. Rib in-drawing
3. Grunting
4. Nasal flaring 
5. Cyanosis. 
6. Head bobbing



Mx of Newborns: Warmth = essential 



Indications for Bag and Mask

• Apnea
• HR < 100
• Saturation: 

Time after birth 
(minutes)

(Preductal) Oxygen Saturation (%)

1 60-65

2 65-70

3 70-75

4 75-80

5 80-85

6 85-95



Correct positionà success



Check position mask, watch chest, Count



No improvement? Is chest moving? 



CPR 





Non-responsive / ineffective ventilation
Meconium aspiration
Birth asphyxia
VLBW

If no improvement, 
give 0.1 1ml/kg 
Adrenaline 1:10,000 
via ETT or IV 



Intubation: Rapid Sequence Induction

Morphine 100microg/kg IV
Atropine 20microg/kg IV
Suxamethonium 1-2mg/kg IV 



EQUIPMENT for Intubation



Nasal Intubation for Neonates & Infants



Securing Nasal ETT



Ventilation: Principles (1)

Start & Settings
• PIP or Tidal vol (VT) à watch chest move.  
• VT : 8-10 ml/ kg*

• ABG @ 15 mins

• Pressure-controlled* if < 15 kg

• Triggered Ventilation: 
• more comfortable than IMV
• uses lower airway pressures & lower VT

• I time 0.2, 0.3-0.5

*Pressure-controlled  always easiest

Rate (breaths/min)
• Neonate 30-40

• 6/12 infant 25-30

• 1 -5 years: 20-25

• 5-12 years 15-20

• >12 12-15



Ventilation: Principles (2) Less is More!

• Minimum flow rate: 2-3L/kg*/min
• Headbox O2: gas flow 2-3L/kg*/min
• Nasopharyngeal Oxygen: Insert distance Ala nasià

tragus;150ml/kg*/min delivers ~50% oxygen
*estimated weight

• Lung disease, no brain injury: use controlled hypoventilation, aim FiO2
< 0.5 to avoid VILI 
• Neonates & infants: good lung up for better gas exchange (opposite in 

adults – dependent)



Neonatal Ventilation: Ventilator set up

IMV SIMV A/C Pressure-
Control

Inspiratory time IT 0.2-0.5 0.2-0.5 0.2-0.5 Set time 0.3-0.5
Respiratory rate RR Set based on 

condition
Set based on 

condition
Set lower limit 

for apnea
Set lower limit 

for apnea
Peak Insp Pressure 

PIP
Set based on 
condition VT

Set based on 
condition VT

Set limit based 
on VT

Set limit based 
on VT

PEEP 4-10 4-10 4-10 4-10
Tidal volume VT 4-8ml/kg 4-8ml/kg 4-8ml/kg 4-8ml/kg
Flow 3-15 L/min 3-15 L/min 3-15 L/min 3-15 L/min
FiO2 Adjust according 

to O2 sats
Adjust acc to 

O2 sats
Adjust acc to 

O2 sats
Adjust acc to O2

sats



Respiratory distress syndrome (RDS)

• RDS (hyaline membrane disease, surfactant deficiency). 
• ↑ risk w/pre-term delivery, asphyxia, maternal diabetes, C/Section & 

APH. 
Treatment:
• oxygen 
• surfactant
• ampicillin and gentamycin: RDS cannot be reliably distinguished from 

neonatal pneumonia.



Compliance



Weaning

A. Infants intubated < 3 days: extubate from a rate of 6-10, should not 
have a period of endotracheal CPAP before extubation

B. Infants intubated > 3 days: extubate to nasal CPAP

1. Rapid reduction IMV rate to 5/min (NOT gradual reduction) 
2. Wean I-time to <50%
3. Wean PEEP to <3-5cm H2O
4. Wean FiO2 to <40%
5. Extubate when spontaneous breathing from rate 5/min



RDS Management 
1. Nasopharyngeal oxygen use 5 or 8 FG feeding tube: measure anterior nares to tragus 

of the ear & insert end of tube this distance. Start at a flow rate of 0.25 litre/min + 
increase to maximum 0.5 l/min. 

GIVE ONLY ENOUGH OXYGEN TO KEEP THE BABY PINK.

2. Check glucose: give 5 ml/kg IV dextrose if less than 2.5 mmol/l 
If suspect hypoglycaemia but no dextrostix, give bolus of 5 ml/kg 10% dextrose 

IV. 

3. Antibiotics: Always give ampicillin (or amoxycillin) + gentamicin for ⍩ 5 days. 

4. Fluids: IV fluids if the baby is sick enough to require oxygen. 

Nasogastric feeds can be gradually introduced as resp distress improves. 

5. CXR: exclude pneumothorax, diaphragmatic hernia.

6. Other treatment. Give digoxin if there is cardiac failure. Consider giving 
indomethacin if there is a PDA 


