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INTRCDUCTION

Intengsive care units (ICUS) are centers for high
risk infants regardless of gestational age or birthwei-
ght. Neonafal intensive care units offen deal with
newborns who heve risky diseases (Gordon and Avery,

1981).

The mos% important risky diseases met in the int-
ensive care unifts. are Jaundice, seizures, necrotizing

enterccolitis, respiratory and cardiac disorders.

Jaundice is the commenst physical sigaain the
newborn period, so much so that Jgmdice is described as
being "physiological™ in the majority of the affected
infants. 4s Jjaundice may be associated with cerebral
dysfunction and death it is clearliy not always physioc-

logical and must be considered as g potentially serious

condition.

Term dyspnonea and respiratory distress are appl-
ied to the breathing which is difficult, distressed,
laboured or rapid, great variety of disorders cause
dyspnoesa e.g. obstruction of the upper air way, lung
parenchymal diseege, inirathoracic disorders, disorders
of the diaphragm and ofther miscellaneous disorders e.g.

I
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heart faliure. RDS. usually cccursin preterms. So meas-
ures which reduce the incidence of preterm delivery are
of major importance in management of R.D.S. (Keay and

Morgan, 1974).

Seizures during neonatal periocd are considerable
problem, not only because they are symptom of neurologi-
cal or metaholic disorder, but because there is sirong
association beiween seizures and permingnt handicap in

survivors (Wasterlain, 1979).

Neonatal sepsis is a clinieal syndrome charascterl-
zed by symptomatic systemic illness end bacteremia in

the bloed (Sisgel and McCraken, 1981},

The increased use of prenstal care facilities, the
eatablishment of high risk pregnancy program for delivery
of mothers at medicgl centers, in addition %o the inten-
aive care faclilities may have significant impact in
reducing maternal and neonatal factors predisposing to

infection in the newborn infant (McCracken, 1976).

So the field of neontal intensive care is continu-
cusly developing., There is good experimental evidence
from randomized controlled clinicel trisle that intensive
care interventions in perinatal period is effeciive in
reducing perinatal/neonatal mortality snd Fetal/neonstal
mortality (Sinclair, 1982).

NF
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THE ATM OF THE WORK

The aim of thig work is fto throw light cn the mana-
gement of gome neonatal critical cases in the intensiwve
care unite namely N. Asphyxia, N. Respiratory disorders,

cardiac disorders, septicemia, Jaundice, NEC and seijures.
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WEONATAL ASPHYXTA

Asphyxia is that state in which pulmonary or place-
ntal ges exchange ceases, resulting in progressive anoxe-

mia, hypercapnia ané acidosis, (Robert end Vannucci,1985).

The arbitrary claassification of asphyxia aa the
requirement of greaster than one minute of positive pregsure
regugcitation prior to onmet of regspiretion was chosen ms

a c¢linicelly recognizable defenition {Mulligen, 1980),

Clinical picture in'agphyxia:

The main clinical features of ssphyxia are indicated

in the following table.

The Apgar score

Sign o ) § 2

Appearance (colour) blue, pale body pink Completely
(extremities pink

blus}
pulse {heart rate) absent below 100 over 100
grimace {reflex,irri- no reaponse grimace ory
tability, response to
stimuigtion of sc¢le of
foot by glancing slap)
Activity (puscle tone) limp gome flexion sctive
of extremi- motion
tles
Respiratory effort absent slow good strong

irritapility cry.
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The range includes, apnes, altered respiratory rate
(usuwally, reduced}, irregularity of respiratory pattern,
xiphoid retraction, intercogtal retraction, expiratory
grunting, flaring of the ala neesi, cyanosis, hypotonia,
diminished response to stimuli gnd altered heart rate

{usually slowing) (Forfar, 1984).

Physiology:

The immediate transition from fetus to newborn at
delivery inveolves fundamental changes in respiratory and
circulatory functions. During fetal life, cardiorespira-
tory function is directed at supporting the placenta's
primary role in gas exchange. In contraat, at birth that
role is transferred to the newborn's lungs by seriea of
alterations in lung infleion and perfusion. There are
two major cardiorespiraftory differencesn beineen the fetus
and the newborn. First, the fetsl lungs are filled with
fluid and do nct function as organs of gas exchange.
Second, the fetal circulation is arranged to that most
blood bypasses the nonventilsted lungs to travel more
directly to and from the placenta for gas exchenge and
delivery of oxygenated blood to fetal tissues. The
bypasses are two righi-to-left shunts, one through the
ductus artericsus and the other ihrough the foramen

ovale, (Avery and Tgeusch, 1984),
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Pathophysiology:

Alaphyxia occurs when the organs of gas exchange
failg. When this occurs, paCOE rises and pH falls.
However, tissues continue to consume 02 from blood until
pEOE reaches a very low level. Tigsue hypoxis then
occurs, and enserobic metabolism produces large quanti-
ties of metabolic acids. These are buffered by the

bicarbonate in the blood.

In practice, esphyxis is evaluzgted by meassuring
arterial blocd to detect high pCOE, low pDE, low bicar-
bonate, and a large calculated base deficit. Arterial
bloecd changes sometimes fail to reflect the full extent
of the changes in tissues. This is particularly the
cagse when blcod flow to some tissues is markedly reduced.
Such ischemia not only contributes to the asphyxial
process, but alsc, leaves GGE and metabolic acid pooled
in the vasculature of asphyctic tlssues, rather then

returning them to the central circulation where they can

be detected, {(Avery et al., 1981).

There sre 4 basic mechanisms for asphyxias
l. PFetal asphyxia from interruption of umbilical hlood

flow, such as occcurs with cord compression during

labour.
Central Library - Ain Shams University



2. Fetal asphyxia from failure of exchange acroass the
placenta because of placental separstion.

3. PFetal asphyxia from inadequate perfusion of the
matemal side of the placenta (e.z. with severe
materngl hypotension.

4. Necnatal asphyxia from failure to inflat the lungs
and complete the changes, (Roderie, 1981),

Assessment

Immediate asseszement of the infant by experienced
personnel is of utmost importance. The Apgar score has
been uged to assess the infant at 1 and 5 miputes after
delivery and has been useful in providing clinicians a
numerical value with which to assess the degree of
aaphyxia or response %o ireatment, and less often to
predict survival and the extent of neurclogic sequelsne,

(Wiliem and Philip, 1985).

The l-minute score correlates clogsely with the pH
gf umbilical cord and arferigl bleood while the S-minute

score may mogt closely correlmte wmith later neurologic

outcome {(Macdonald et al., 1980),

If the gcore is B to0 10 gt 1 or 5 minutes of age,
the infant usually does not require active resuscita-
tionn, if he hesa score of 2 or less at 1 minute or less

than 5 at 5 minutes of age, he reguires resuscitation.
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One of the most ominous signs is s 5-minutes Apger score
that is much lower than the l-minute score, {Roderie,

1981).

Reguscitation:

Medical management of ssphyxiated newborns is dire-
cted toward maintaining systemic hnmecstasis ag well as
optimal central nervous system function, (Robert and

Yannucci, 1985).

Equipment and drugs needed in the delivery room:

Every delivery room should have an area sef agide
to be used for initial care of the newborn, the "reaus-
citation island" should be completely equipped so that
reguscitative and other maneuvers can be carried out
under optimal conditions of light for the physician and
warmth for the infant. Oxygen, compressed air, and
vacum outlets should be available. The table on which
the infant is placed for immediate care should have
gufficient height to gllow intubation ¢f an infant
without unnecessary discomfort. An overhead radiant

heating device is easential.

The following is equipment %o be used for resus-

citation:
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