AY «IHCTUTYT nepiaTtpii, akywepcrea i riHekonorii
| iMmeHi akaaemika O.M. Jlyk'sHoBoi HAMH YkpaiHnun»
Acouiallia HeoHaTonoriB YKpaiHu

HoBi pekoMeHAaauWil 4O NPOTOKONY

«PAC y nepea4yaCcHO HapoMXeHuXx aiten»

06 nunHAa 2019
m. Kuis

0. Bopobuosa

HAYKOBO-NMPAKTU4YHA KOH®EPEHLIA
«IMNNEMEHTALLIA EBPONEMCbKUX CTAHOAPTIB B MPAKTUYHY HEOHATO/IOMIIO»



PECNIPATOPHUU AUCTPEC-CUHAPOM

* YKNMA po3pob6aeHnin Ha OCHOBI KNiHIYHOI HacTaHOBM «PecnipaTopHui gmucrpec-
CUMHAPOM Y NepeayvacHO HAapPOAKEHUX AiTen», AKa FPYHTYETbCA HA NPMHLUMNAX
A0Ka30BOI MeAULUMHN 3 YPaXyBaHHAM CY4aCHUX MiX*KHAapOAHMUX peKoOMeHAaLin,

BiJOoBpaXKeHNX B KNiHIYHMX HAaCTaHOBaxX — TPETUHHUX Axepenax, a came, EUropean
Consensus Guidelines on the management of respiratory distress
syndrome — 2016 update.

* O3HAaMOMUTUCA 3 KNIHIYHOK HAaCTAaHOBOO MOXHaA 3a NOCUNAHHAM
http://mtd.dec.gov.ua/

e Agpeca ansa NUCTyBaHHA: [lenapTamMeHT CTaHAapTM3aLii MeguyHnX Nocnyr
[eprkaBHoro nianpuemctea «lepxaBHun ekcnepTHMM ueHTp MO3 YKkpaiHny,
M. Knis. EnektpoHHa aapeca: medstandards@dec.gov.ua.

* ENEeKTPOHHY BEPCito AOKYMEHTA MOXHA 3aBaHTAXNTK Ha OQiLLiMHOMY CaUTI
MO3 Ykpainu: http://www.moz.gov.ua Ta B PeecTpi MeanKo-TEXHONOTIYHUX
NOKymeHTiB: http://mtd.dec.gov.ua/



http://mtd.dec.gov.ua/
mailto:medstandards@dec.gov.ua
http://www.moz.gov.ua
http://mtd.dec.gov.ua/

European Consensus Guidelines on the management
of respiratory distress syndrome — 2019 update

Consensus Guidelines

Neonatology

Neonatology 2019;115:432-450 Published online- April 11, 2019
DOI: 10.1159/000499361

European Consensus Guidelines on the
Management of Respiratory Distress
Syndrome - 2019 Update

David G. Sweet? Virgilio Carnielli® Gorm Greisen¢ Mikko Hallman®

Eren Ozek® Arjante Pas’ Richard Plavka® Charles C.Roehr" OlaD. Saugstad'
Umberto Simeoni! Christian P. Speer®* Maximo Vento' Gerhard H.A. Visser™
Henry L. Halliday"

*Regional Neonatal Unit, Royal Maternity Hospital, Belfast, UK; "Department of Neonatology, Polytechnic University
of Marche, and Azienda Ospedaliero-Universitaria Ospedali Riuniti Ancona, Ancona, Italy; “Department of
Neonatology, Rigshospitalet and University of Copenhagen, Copenhagen, Denmark; “Department of Pediatrics and
Adolescence, Oulu University Hospital, and PEDEGO Research Unit, Medical Research Center, University of Oulu,
Oulu, Finland; ®Department of Pediatrics, Marmara University Medical Faculty, istanbul, Turkey; ‘Leiden University
Medical Centre, Leiden, The Netherlands; 2 Division of Neonatology, Department of Obstetrics and Gynecology,
General Faculty Hospital and 1st Faculty of Medicine, Charles University, Prague, Czech Republic; "Department

of Paediatrics, University of Oxford, Medical Sciences Division, Newborn Services, John Radcliffe Hospitals,

Oxford, UK; 'Department of Pediatric Research, Oslo University Hospital Rikshospitalet, University of Oslo, Oslo,
Norway; 'Division of Pediatrics, CHUV & University of Lausanne, Lausanne, Switzerland; *Department of Pediatrics,
University Children’s Hospital, Wirzburg, Germany; ' Department of Pediatrics and Neonatal Research Unit, Health
Research Institute La Fe, University and Polytechnic Hospital La Fe, Valencia, Spain; ™ Department of Obstetrics and
Gynecology, University Medical Centre, Utrecht, The Netherlands; "Department of Child Heaith, Queen’s University
Belfast and Royal Matemity Hospital, Belfast, UK




European Consensus Guidelines on the management

of respiratory distress syndrome — 2019 update

PEKOMEHAALMUU

* MaTep#u C BbICOKMM PUCKOM
npeXxaeBpemeHHbIX PoAoB B CpoKe <28-30
HeAeNb AO0MXKHbI ObITb NepeBeAeHbI B

AHTEeHATAJLHA T0IOMOTra

nepnHaTaJibHbl€ LUEHTPbI C OMbITOM Recommendations
neyeHnsa RDS (c1) I Mothers at high risk of preterm birth <28-30 weeks’ gesta-
) tion should be transferred to perinatal centres with experi-
e KAUHU LMCTbl AONXKHbI NPEeAIOXNTb OANH ence in management of RDS (Cl1).

ro

Clinicians should offer a single course of prenatal corticoste-

KYPC NpeHaTa/ibHbIX KOPTUKOCTEPOUAOB roids to all women at risk of preterm delivery from when
BCEM XKeHWNHam C PUCKOM pregnancy is considered potentially viable until 34 weeks’
npeXKaeBDeMEHHbIX DOAOB. B Maeane He gestation ideally at lca.st_24 h before birth (Al).
PEXACEP POAOS, A _ 3 Asingle repeat course of steroids may be given in threatened
MeHee, Yem 3a 24 4 10 pPOXKAEHUS; preterm birth before 32 weeks’ gestation if the first course
6epeMeHHOCTb CYMTaeTCcA NoTeHUMnaabHO was administered at least 1-2 weeks earlier (A2).

4 MgSOy should be administered to women in imminent la-
bour before 32 weeks’ gestation (A2).

¥nsHecnocobHom ao 34 Hepenb (Al).

* O4HOKpPAaTHbIN KypC CTEPONAOB MOXKET

ObITb NpKM yrpose npexaespeMeHHbIX MgSO4 cnepnyeT Ha3HAYaTb KEHWMUHaM,

poAos Ao 32 Hepnenb 6epeMEHUHOCIM, €CIM LoTopble HAXOAATCA B POAax Ao 32
nepBbIv KypC BBOAMM NO KpaHEN mepe

Ha 1-2 Hepgenwn paHblue (A2).

Heaenb bepemeHHocTn (A2).
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PEKOMEHOALU WU AHTeHaTaJIbHA J0IIOMOra

* Y }IiHOK i3 cumnTOMamm
nepeavyacHUX NoNOriB cnig
PO3rNAAaTU MOX/IUBICTb
BUMIPIOBAHHA AOBXWUHU LUMNKK
MaTKM | BUSHAYEHHA PiBHA

5 Inwomen with symptoms of preterm labour, cervical length
and fibronectin measurements should be considered to pre-
vent unnecessary use of tocolytic drugs and/or antenatal ste-

dibpoHEKTURY, W6 3anobirtu roids (B2).

HenoTpibHe 3acTocyBaHHA 6 Clinicians should consider short-term use of tocolytic drugs

TOKONITUYHMX NpenapaTis Ta/abo in very preterm pregnancies to allow co.mplction of a course
of corticosteroids and/or in utero transfer to a perinatal cen-

dHTEHATAJ/IbHUX CTepO.l..ﬂ.iB (BZ)- tre (B1)

e Cnip po3rnsapatn HeobXigHICTb
KOPOTKOCTPOKOBOIO 3aCTOCYBAHHA
TOKONITUYHMX NPenapaTiB y BUNaaKax
PaHHIX NepeaYacHUX NoAoris, Wob
CNPUATU 3aBEPLLUEHHIO MOBHOTIO KypcCy
aHTEHaTaIbHUX KOPTUKOCTEPOIA,iB
Ta/abo TpaHCNOPTYBAHHIO
BariTHoi/poainni 4o nepuHaTanbHOro

ueHTpy (B1).
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PEKOMEHOALUMU
* Cnig BigTEPMIHYBATU NEPETUCKAHHA

Cra0iiizanisi cTaHy B MOJIOTOBiH 3aJ1i

NYNOBMHU WOHaMMeHWe Ha 60 ceKyHA,
Wob cnpuATK naaueHTapHoO-peTanbHin
TpaHcPysii (Al).

Recommendations
Delay clamping the umbilical cord for at least 60 s to pro-
mote placento-fetal transfusion (Al).

2 Inspontaneously breathing babies, stabilise with CPAP of at

e C Y . .o least 6 cm H,0 via mask or nasal prongs (B1). Do not use SI

TaH_ p,.ITEM, AKI AUXAI0Tb CAMOCTIUHO, as there is no long-term benefit (B1). Gentle positive pres-

CT36II’II3yl'OTb 3a aonomoroto CPAP sure lung inflations with 20-25 cm H,O peak inspiratory

(U.I,OHaﬁMeHLUG 6 CM HZO) yepes MacKy pressure ('PI'P).should be used for persistently apnoeic or

6 . i (B1 bradycardic infants.

dbO0 Ha3sa/ibHI KaHo/ ( ) 3 Oxygen for resuscitation should be controlled using a blend-

. er. Use an initial FiO, of 0.30 for babies <28 weeks’ gestation

* He BMKOEMCTOByBaTM TE)’ OCKITbKA and 0.21-0.30 for those 28-31 weeks, 0.21 for 32 weeks’ ges-

Tpusaanm CnpuUAaATanennm snanme tation and above. FiO, adjustments up or down should be
BiacyTHIN (B1). Y pite# 3i cTriKoto guided by pulse oximetry (B2).

. . ew 4 For infants <32 weeks gestation, SpO; of 80% or more (and

BIACYTHICTIO CaN!OCTIMI-.IOI'O AUXAHHA heart rate >100/min) should be achieved within 5 min (C2).

abo 6pa.qu KapAal€eo cnia 5 Intubation should be reserved for babies not responding to

3aCTOCOBYBATU 06epeXKHi HaNnOBHEHHA
NereHb 3 NiKkoBMM TUCKOM Ha BAUXY
(NTB, PIP) 6an3bko 20-25 cm H,O.

positive pressure ventilation via face mask or nasal prongs
(A1). Babies who require intubation for stabilisation should
be given surfactant (B1).
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PEKOMEHAALINU
* KOHUEHTpaLit0 KNCHIO MNig Yac peaHimauii
i r T M i :
CNIA PETYNOBaTh 3a A0 C.)MOI-OI-O 3M.I YBa:Ia 6 Plastic bags or occlusive wrapping under radiant warmers
MouaTKOBa KOHLEHTPaLiA KUCHIO Floz 30% should be used during stabilisation in the delivery suite for ba-
noTpiGHa AITAM 3 TepMiHOM rectauii <28 bies <28 weeks’ gestation to reduce the risk of hypothermia
. Y . Al).
TUXHIiB, 21-30% — gnAa pgiteun 3 TepmiHoOm b
recrauii 28-31 TMXKHiB, 21% — ANA AiTel 3 «  HoBoHapoAMKeHUM, AIKi Y KOMNEKCi

TEPMIHOM rectaui 32 TUxHi i binbLue. cTabinisauiiiHux 3axogis noTpebyoTb
MoTpeby 36I{1bLuyBaTM a.6o 3MeHLUYBaTH iHTy6auii, NoTpi6HO BBOANUTM
KOHUEHTpauito KucHto FiO, cnig Bu3Havatu cypdaKkTaHT (B1).

33 AgHuMY nybcokeumerpi (B2). * o6 3HU3UTK pU3KK rinoTepmii nia vac
HaAaHHA NOYAaTKOBOI AONOMOTN Y
NOIOroBiN 3ani AiTAM 3 TEPMIHOM
rectauil <28 TUXHiB, cnig,
3aCTOCOBYBATU NONIETU/IEHOBI MiLLKN
abo oknto3iMHe obropTaHHA Nia
Axkepenom npomeHesoro tenna (Al).

Crao0urizaiisa cTany B OJIOTOBiH 3aJ1i

e 1nAa aiten 3 TepMiHOM rectauii <32 TUXKHIB
cnif, gocaratm KoHueHTpauii SpO, 80% abo
6inbwe (YCC >100 ya./xs.) 3a 5 xBunuH (C2).

* |HTYbyBaTW TPaxew cnif y HEMOB/IAT, CTaH
AKMX He NoKpawwmeca nicna LB/ 3
NO3UTUBHUM TUCKOM 33 4OMOMOTOHO
INLUbOBOI MACKM abo Ha3aNbHUX KaHIONb
(Al).
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PEKOMEHOALUMU
* HoBoHapogxeHum 3 PAC cnig sBoANTHU

CypdakranTHa Tepamis

cypdaKTaHTM TBAPUHHOTO NOXOAKEHHS

Recommendations

(A].) 1 Babies with RDS should be given an animal-derived surfac-
. tant preparation (Al).
* MoONITUKa PaHHbLOTO NiKYBaNbHOTO 2 Apolicy uuarl) rc._scuc sur.fac!aflt shguld be slan.dard’(Al ), but
. there are occasions when surfactant should be given in the de-
3aCTOCYBaHHA CYpPpaKTaHTIB Ma€ GVTM livery suite, such as when intubation is needed for stabilisation
CTaHAapTHOO (Al), ogHaK iCHYIOTb (A).
Adp ( )’ & y 3 Babies with RDS should be given rescue surfactant early in
BV I'Iaﬂ,KM.,UKOﬂI/? CYP®AKTaHT C/lif BBOAUTYH B the course of the disease. A suggested protocol would be to
nosiorosin 3asl, Hanpukinag, TMm treat babies who are worsening when FiO, >0.30 on CPAP
HOBOHA pO,LI,)KEH UM, 4 Ki nOTpe6y|.OTb pressure of at least 6 cm H,0 (B2).
. . .. 4 Poractant alfa at an initial dose of 200 mg/kg is better than
IHTy6aL|'“ Tpaxel ANA CTa6I}'II3aLI,II CTaHy 100 mg/kg of poractant alfa or 100 mg/kg of beractant for
(Al) . rescue therapy (Al).
) 5 LISA is the preferred mode of surfactant administration for
HosoHapogakeHum 3 PAC cnig BBOANTH spontaneously breathing babies on CPAP, provided that cli-
Cypd)a KTAHT 3 Z1IKyBa/IbHOO METOIO Ha nicians are experienced with this technique (B2).
6 A second and occasionally a third dose of surfactant should be

PAHHIN CTaaii 3aXBOPOBAHHA.
PekomeHp0BaHMN NPOTOKOAN Nepeabavac
BBeAEeHHA cypPaKTaAHTY AiTAM, CTaH AKUX
noripwyerbca npu FiO, > 0,30 npu TUCKY
npuHaiimHi 6 cm H,0 Ha CPAP (B2).

givenif there is ongoing evidence of RDS such as persistent high
oxygen requirement and other problems have been excluded
(Al).
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CypdakranTHa Tepamis

PEKOMEHOALIMM
* MopaKTaHT anbda B NOYATKOBIMN Recommendations
I'IiI'(YBaI'I bHIl p,03i 200 MI'/KI' € KNiHiYHO 1 Babies with RDS should be given an animal-derived surfac-
. . tant preparation (Al).
edeKTUBHIWUM, Hix 100 Mr/Kr NOPAKTAHTY 3 A policy of early rescue surfactant should be standard (A1), but
an bCI)a ab6o 100 MI’/I-(I' 6epa KTaHTY AK there are occasions when surfactant should be given in the de-
pe3epBH oi Te pan ii (A].) . ilj\;lr)y suite, such as when intubation is needed for stabilisation
e LISA € 6akaHUM MeToAOM BBeAieHHSA 3 Babies with RDS should be given rescue surfactant early in
o w . - the course of the disease. A suggested protocol would be to
cypcba KTaHTy ANA AITEN, AKI CaMOCTINHO treat babies who are worsening when FiO, >0.30 on CPAP
Anxatotb Ha CPAP, 3a ymoBwy, WO pressure of at least 6 cm H,0O (B2).
S ; 4 Poractant alfa at an initial dose of 200 mg/kg is better than
KJIHILMCTU MalOTb A40CBI4 npoBeaeHHA : : il :
4 A A NP A 100 mg/kg of poractant alfa or 100 mg/kg of beractant for
LbOro MeToay (BZ) rescue therapy (Al).

LISA is the preferred mode of surfactant administration for

. - 5
* p'F!yry’ a IHOAI | TPETIO A03Y prd)aKTaHTy spontaneously breathing babies on CPAP, provided that cli-
cnig ssoaguT NP HAABHOCTI O3HAK nicians are experienced with this technique (B2).
po3BUTKY PAC, 30Kkpema, AKLLO NPUCYTHA 6 A second and occasionally a third dose of surfactant should be
.o . givenif there is ongoing evidence of RDS such as persistent high
CTIMKa r|0Tpe6a Y KNUCHI Ta 6yn0 BUKIOHEHO oxygen requirement and other problems have been excluded

iHWi npobnemn (Al). (Al).
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KuchHeBa migTpumka micjs cradinizamii cTany

PEKOMEHOAL MM
* Y HegOHOLWEeHUX HEMOBAAT, AKI
OTpMMYI-OTb KNCEHb, r|0j|'p|6H0 Recommendations
MAOTPMNMMYBATUN CaTypPaLUIO Yy MeXKaX 1 In preterm babies receiving oxygen, the saturation target
90-94% (BZ) should be between 90 and 94% (B2).

2 Alarm limits should be set to 89 and 95% (D2).
* CUrHa N TPUBOIM NYNbCOKCUMETPA
CNig, BCTAHOBUTM Ha BiAMITKax 89% i
95% (D2).
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CPAP cnip po3novnHaTH Big, HAPOAKEHHA B YCiX
Aiten 3 pusnkom po3suTKy PAC, aKki He noTpebytoTb
iHTybauii Tpaxei ana ctabinizauii ctany (Al).
Cuctema CPAP He mae 0cob6/1MBOro 3Ha4YeHHS;
NpoTe, Ba*K/IMBO 3aCTOCOBYBATM KOPOTKi BiHa3anbHi
KaH01i b0 MacKy, CTBOPHOKOYM MOYATKOBUIN TUCK
6nn3bko 6-8 cm H,O (A2).

MO3UTUBHUIM TUCK HanpuUKiHUi Buanxy (PEEP) moxHa
3MIHIOBATU iIHAUBIAYaNbHO, 3a1€XKHO Big, KNIHIYHOrO
CTaHy AUTUHWN, OKcUreHauii i nepdysii (D2).
OnTMManbHUM BapiaHTOM HaZaHHA A0NOMOrM
HemoBnAaTam 3 PAC cnig BBaXKaTn 3aCTOCyBaHHSA
CPAP 3 paHHiMm niKyBaZAbHUM BUKOPUCTAHHAM
cypdakrtaHTty (Al).

CunHxpoHizoBaHa NIPPV, wo 3abe3neyyerbca 3a
Aonomoroto anapaty WBJ1, moxe 3MeHWNTU pU3NK
HeBAanol eKcTybalii, ane moxe He 3abe3neynTu
A0BrOCTPOKOBMX NepeBar, TAKUX AK 3HUXKEHHA
yactotn bJ1 (B2).

HeinBazuBHa quxajbHa MiATPUMKA

Recommendations

1 CPAP should be started from birth in all babies at risk of
RDS, such as those <30 weeks’ gestation who do not need
intubation for stabilisation (A1).

2 The system delivering CPAP is of little importance; however,
the interface should be short binasal prongs or mask with a
starting pressure of about 6-8 cm H,0 (A2). Positive end-ex-
piratory pressure (PEEP) can then be individualised depend-
ing on clinical condition, oxygenation and perfusion (D2).

3 CPAP with early rescue surfactant is considered optimal
management for babies with RDS (A1).

4 Synchronised NIPPV, if delivered through a ventilator rather
than BIPAP device, can reduce extubation failure but may not
confer long-term advantages such as reduction in BPD (B2).

5 During weaning, HFNC can be used as an alternative to
CPAP for some babies with the advantage of less nasal trau-
ma (B2).

ig vyac BiANYYEHHA Y AEAKNX AiTen
nicna ekctybauii MOXHa 3aCTOCOBYBATH
HFNC ak anstepHaTmney CPAP 3
nepeBaro MeHLWOro TPaBMyBaHHA
aHATOMIYHUX CTPYKTYp Hoca (B2).
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PEKOMEHOALUMU
* AKWwo nicna ctabinisauii ctaHy nepea4acHo
HapoaXeHux aiten 3 PAC metogm AnxanbHoi

Crparerii mTy4yHol BeHTHIsANIl Jeredb (LIIBJI)
biab i cegamis

NiATPUMKN BUABUANUCL HEEPEKTUBHUMMU,
cnip 3actocosyBatu LLIBJ1 (Al). TpmuBanictb
LLIBJT nOTPiBHO MaKCcMMasibHO CKOPOYYBaTH
(B2).

MepBUHHNI BUDBIp pexkumy BEHTUAALLT MaE
BiAOyBaTUCA Ha pO3CyA KNiHIYHOT KOMaHAW;
OAHaK, AKLLO BUKOPMUCTOBYETLCA 3BUYAMHA
LLIB/1, cnig 3acTocoByBaTH LiNbOBY
BEHTUAALIO AnxXanbHoro ob6’emy (Al).

Nip vyac signyyeHHa sig LLIBJ1 gouinbHO
TONepyBaTU riNnepKanHito NOMIPHOro
CTyNeHsA, 332 YMOBMU, WO piBeHb pH
3a/MWAETbCA BULLKM 33 7,22 (B2).

LLlo6 nonerwwnTtu BianyyeHHs Big, LLUBJI,
cnip 3acrocoByBatu KodeiHy uutpar (Al).

o

Recommendations

After stabilisation, MV should be used in babies with RDS
when other methods of respiratory support have failed
(A1). Duration of MV should be minimised (B2).

The primary choice of ventilation mode is at discretion of
clinical team; however, if conventional MV is used, targeted
tidal volume ventilation should be employed (A1l).

When weaning from MV, it is reasonable to tolerate a modest
degree of hypercarbia provided the pH remains above 7.22 (B2).
Caffeine should be used to facilitate weaning from MV
(A1). Early caffeine should be considered for babies at high
risk of needing MV such as those on non-invasive respira-
tory support (C1).

A short tapering course of low dose or very low dexametha-
sone should be considered to facilitate extubation in babies
who remain on MV after 1-2 weeks (A2).

Inhaled budesonide can be considered for infants at very
high risk of BPD (A2).

Opioids should be used selectively when indicated by clini-
cal judgment and evaluation of pain indicators (D1). The
routine use of morphine or midazolam infusions in venti-
lated preterm infants is not recommended (A1l).
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PEKOMEHAOALUU Crparerii mTy4yHol BeHTHIsANIl Jeredb (LIIBJI)
* NMoTpeby paHHbLOro 3aCTOCYBaHHA KOdeiHy biib i cenauis
cnipg nepeab6aunTu aNA BCiX giter 3 BUCOKUM
pusukom LB/, 30Kpema, anAa
HOBOHaPOAXKEHMX, AKi NepebyBatloTb HA

Recommendations

After stabilisation, MV should be used in babies with RDS
when other methods of respiratory support have failed
(A1l). Duration of MV should be minimised (B2).

The primary choice of ventilation mode is at discretion of
clinical team; however, if conventional MV is used, targeted

—

o

HeiHBa3uBHI [7| ANXanbH i [7] n ||£|ITp UM |_|I| (Cl) . tidal volume ventilation should be employed (A1l).
. 3 When weaning from MV, it is reasonable to tolerate a modest
¢ LLLO 6 noaerwunTm e KCTy6 aulo nepeagyacHo degree of hypercarbia provided the pH remains above 7.22 (B2).

. 4 Caffeine should be used to facilitate weaning from MV

HapO4XEHUX HEMOBAT, AKI I'IGIOGGVBa KOTb Ha (A1). Early caffeine should be considered for babies at high
. risk of needing MV such as those on non-invasive respira-

LLIBJT ynpoaosX 1-2 TUXHIB, Tpeba oY 1Dt CT).

I—I e peﬂl6aq MTM MOH’(” M BiCTb 3aCTO CyBa H HH A bh()l’[ lupcring course Ufl()\\' dOSC or \'cr}' l()\\' dC.\'L‘UllClhﬂ-

KO pOTKO ro Kypcy Ae KcameTa3OHy B Manaunx who remain on MV after 1-2 weeks (A2).

sone should be considered to facilitate extubation in babies
6 Inhaled budesonide can be considered for infants at very

[403aX 3 NOCTYNOBUM 3MEHLWEHHAM NPOTATOM high risk of BPD (A2).

Opioids should be used selectively when indicated by clini-

W

~

KYpPCY (AZ) cal judgment and evaluation of pain indicators (D1). The
.3 6 . . . v routine use of morphine or midazolam infusions in venti-
dCTOCYBaHHA OYAECOHIAY IHMANALIMHUM lated preterm infants is not recommended (A1l).

LUNAXOM MOKHA pO3rnaaatu ANnA HEMOBAAT 3
AyKe BUCOKMM pu3mkom b1 (A2).

* Onioign cnip 3actocoByBaT BUBIPKOBO, 33
HaABHOCTI MOKa3aHb KAIHIYHUX AaHUX i
pe3ynbraTiB iHAMKaTopiB 6onto (D1).

HegoHOWEHNM HOBOHAPOAXEHUM, AKi
nepebyBatoTb Ha LWBJ, He
PEKOMEHAYETLCA PYTUHHE 3aCTOCYBAHHS
iHOY3in mopdiny abo migaszonamy (Al).
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* Cnig 3aBXau NiaTpMMmyBaT TemnepaTypy

MOHITOPHMHT CTAHY JUTHHHU I HIATPUMYHYA Tepalid

Recommendations

Tina AUTUHKM Yy mexkax 36,5—37,5°C (C1).

* BinblWOCTI AiTeEN peKOMEHOYETbCH
NOYaTKOBE BHYTPiLWHbOBEHHE BBEAEHHA
pignHM B 06’emi 70-80 mn/Kkr/poby 3a
YMOBM iX NnepebyBaHHA B iHKybaTopi 3i
3BOJIOXKEHMM NOBITPAM, X04a AeAKi
3HAYHO HEAOHOLEHI AiTU MOXYTb
notpebyBaTtn HinbLIOI KiNbKOCTI pianHK
(C2). 3miHIOBaTK A0OOBY KiNIbKICTb
PiAVNHN CNip IHAUBIAYANbHO, 3a1E€XHO BiA,
PIBHA HATPIlO Y CMPOBATL,i KPOBI, Aiypesy
i BTpaTn macu Tina (D1).

[NapeHTepanbHe XxapyyBaHHA CAig,
PO3MNOYMHATK Biapasy nicna
HapOAXEeHHA. AMIHOKMCNOTU NPU3HAYATH
3 nepwoi Aobu XUTTA B KifibKoCTi 1-2
r/kr/poby i wesmako gosoamtn oo 2,5-3,5
r/kr/poby (C2).

1 Core temperature should be maintained between 36.5 and

37.5°C at all times (C1).

Most babies should be started on intravenous fluids of 70-80

mL/kg/day in a humidified incubator, although some very

immature babies may need more (C2). Fluids must be tai-
lored individually according to serum sodium levels, urine
output and weight loss (D1).

3 Parenteral nutrition should be started from birth. Amino ac-
ids 1-2 g/kg/day should be started from day one and quickly
built up to 2.5-3.5 g/kg/day (C2). Lipids should be started
from day one and built up to a maximum of 4.0 g/kg/day if
tolerated (C2).

4 Enteral feeding with mother’s milk should be started from
the first day if the baby is haemodynamically stable (B2).

o

* YBeAeHHA XUPIB CNif, TAKOXK
PO3MOYMHATHM 3 NEPLIOi 406U KNTTA,
WBMAKO 36inbLyoYM 4OOOBY KisIbKICTb
no 4,0 r/kr/poby (C2).

* AKWo remogmHamika AUTUHN €
cTabinbHOO, eHTepasibHe Xap4yyBaHHA
MOJIOKOM MaTepi cnig po3noymnmHaTH 3
nepLIoro AHA *Xutta (B2).
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PEKOMEHAALMU
* JlikyBaHHA apTepianbHOI rinOTeH3il

30KpeMa, Ha OCHOBI TaKUX O3HAK AK

Kopekuist

aprepiajbHol  rimoTreH3ili i

3a0e3ne4YeHHs a1eKBaTHOI nepPy3ii TKAHUH
peKkomMmeHAYETbCA 33 YMOBU NiATBEPAXKEHHA

HAABHOCTI HEAOCTAaTHbOI Nepdy3ii TKAHUH,

onirypia, aumaos i NoBi/ibHe HANOBHEHHHA

Kaninapis, a He CyTo YNCNOBI 3HaYeHHA (C2).

* AKLLO YXBaN€EHO pPillleHHA WoAao cnpobu
TepaneBTUYHOro 3aKpuTTAa BAIll, MOXXHa

—

nNo

3aCTOCOBYBATU iHAOMETaLUMH, ibynpodeH um

napauetamon (A2).

* KoHueHTpauito remornobiny (Hb) notpibHo
NigTPMMYBATU Y MeXax HopMmU. [Toporose
3Ha4yeHHA BmicTty Hb B KpoBi HemoBAAT i3
3aXBOPIOBAHHAM cepud i 1ereHb TAXKKOro

CTyneHA ctaHoBuUTb 12 r/an (rematokput
36%), 11 r/on (rematokput 30%) ansa

KUCHe3anexHux 1a 7 r/an (rematokput 25%)

AN HEMOBAAT, YA CTaH cTabinidyBascA

nicna 2 TUXKHIB BiKy (C2).

Recommendations

Treatment of hypotension is recommended when it is con-
firmed by evidence of poor tissue perfusion such as oliguria,
acidosis and poor capillary return rather than purely on nu-
merical values (C2).

If a decision is made to attempt therapeutic closure of the
PDA then indomethacin, ibuprofen or paracetamol can be
used (A2).

Haemoglobin (Hb) concentration should be maintained
within acceptable limits. Hb thresholds for infants with se-
vere cardiopulmonary disease are 12 g/dL (HCT 36%), 11 g/
dL (HCT 30%) for those who are oxygen dependent and 7 g/
dL (HCT 25%) for stable infants beyond 2 weeks of age (C2).
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PEKOMEHAOALUUU THmi 3axoamn

* CypdaKTaHT MOXKHa
BUKOPUCTOBYBATU ANA NiKYBAaHHSA

Recommendations

PAC, ycknagHeHOro BpoAXeHoto 1 Surfactant can be used for RDS complicated by congenital
NHeBMOHI€Elo (CZ) pneumonia (C2).
2 Surfactant therapy can be used to improve oxygenation fol-
o Cypd)aKTaHT MO>Ha 3aCTOCOBYBATMH, lowing pulmonary haemorrhage (C1).

3 Use of iNO in preterm babies should be used with caution

w06 HOKF-).aLUMTM OKC.MI'EHaLI,II-O nicns and limited to those in clinical studies or as a therapeutic
nereHesoi Kposorteui (C1). trial when there is severe documented pulmonary hyperten-
. . Lo sion (D2).

* iNO (iHransuinHoro okcuay a3oty) y

HEeJOHOLEHUX AiTen cnin,
3aCTOCOBYBATM 3 0OEPEKHICTIO |
0bMEXNTU KNIHIYHMMU
BuNpobyBaHHAMM ab0 NPpobHUM
NiKyBaHHAM, 33 HAABHOCTI TOYHO
AiarHOCTOBAHOI iereHeBol rinepTeHsii
TAXKOro ctyneHs (D2).



CypdaKTaHTHa Tepania

NMepeBarn paHHbOI cyp(paKTaHTHOI Tepanii NopaKkTaHTOM asibga
(Kypocypc¢gpom) nos'sizaHi

3 KpalluM po3roAisioM CypdaKTaHTY B JlereHsiX, 3arnoBHEHUX JIereHeBOo
PIANHOLO, SIKa NOCTYrNoBO abcopbyeTbCS;

3 BIiACYTHIM abo HeTpuBanuM edeKTOM LWKIANMBoI Aii  WTY4YHOI
BEHTUNAUII NereHb, WO CNpUYMHIOE HEKPOo3 | AecKBaMauitio enitenito
ONXaNnbHUX LWNSXIB;

3 MNOKPALEHHAM pe3y/bTaTiB NiKyBaHHSA — 3MEHLUEHHAM PU3NKY CMepTI |
4YaCTOTU CUHAPOMY «BUTOKY MOBITPS» (MHEBMOTOPAKC, iHTepCcTUUianbHa
em@iszema), 30KpeMa, B He[OHOLWeHuX, SKi Hapoauncsa 3 TepMiHOM
rectauii < 26 Tux;

i3 3MEHLUEHHAM PU3NKY BUHUKHEHHS MOMIpHMX i Baxkmx ¢opm PAC Ta
HEICTOTHMUM 3HWMKEHHSM 4aCTOTWM BpoHXOosnereHeBoi ancnnasii, aky éyno
[iarHOCTOBAHO 3a KMCHEBOIO 3aNeXHICTIO Ha 28 Aoby XNTTS.



CypdaKTaHTHA Tepania

Lii 0608°sa3K08i

v PaHHe BBeAeHHA cypdaKTaHTy (B nepui 15 XB XUTTA AUTUHMU NicnA
ctabinisauii cTaHy) B N0/10roBOMY NPUMILLEHHI.

v [1na onTMmanbHoro nikysaHHa PAC pekomeHA0BaHO 3aCTOCOBYBATH
nopakTaHT anbda B noyaTKoBi go3i 200 mr/Kr.

v Mepep ysegeHHAM cypdaKkTaHTy NoTpibHO 060B’A3KOBO
ctabinisyBatu cTaH AUTUHMU (CamocTinHe anxaHHA abo LB/,
npuiHATHa SpO, 3anexHo Big Biky, YCC > 100/x8, cTabinbHa
remoaMHamika, TemnepaTypa Tina > 36,5° C).

v Cnig HapaBaTu nepesary paHHbOMY NiKyBa/ibHOMY BBeAEeHHIO
npenaparty Kypocypd nicnsa noyatkoBoro npusHavyeHHA CPAP 3
TUCKOM WoHanmeHwe 6 cm H20 BCim HOBOHapPOAXKEHUM
He3anexHo Bif TepmiHy recrauii, Akwo FiO, > 0,30.

v MepLuy niKysanbHy A03y npenapaTy NoTPibHO BBECTM AKOMOra
cKopiwe (onTMMmanbHO — B NepLli 2 rof, *KUTTa AUTUHN).




CypdaKTaHTHA Tepania

Aii 060o8’s3K08i

v'[loBTOpHa A03a nopaKTaHTy anbda ctaHoBuTb 100 mr/Kr; 103M

IHW WX NpenapaTie cypdaKTaHTY Yy pa3i NOBTOPHOIo BBEAEHHA HE
3MIHIOKOTbCA.

v CypdaKTaHT MOXKe BUKOPUCTOBYBATUCH ANA NikyBaHHA PAC,
YCKNaAHEHOro NpUpoaKeHOo NMHEBMOHIELD.

v CypdpaKTaHT MOKe NPU3HayvaTmCh, Wob noKkpaLwmTu
OKCMreHauito nicna nereHeBOl KPOBOTeU.

v'He peKoMeHAYETbCA PO3MOYMHATU NiIKYBAHHA cypdaKkTaHTOM
nicna 15 roa KutrA.



[loxa3oBa 6a3a gaHnX eheKTUBHOCTI Ta nepesaru

nopaktaHty anbcda B 03i 200 Mr/kr (1)

Hanbinbw edpeKTMBHMM 3 TOYKM 30py 3MEHLUEHHA CMEepPTHOCTI,
NOBTOPHUX YyBeAeHb CcypdaKTaHTy, 3MeHWeHHA Tpusanocti LLUBJI,
NOKpPaLWEeHHA MOKAa3HUKIB OKcUreHauii, 3MeHLWEeHHA 4YacTOTU TaKux
yCKnagHeHb, Ak BAIMN, B/l B KombiHaUii 3i CMEpPTHICTIO € NOPAKTAHT
anbda:

1. EdeKT nopakTaHTy anbda y ao3i 200 mr/Kr nopisHAHO 3 Ao30t10 100
MI'/KI' (Cogo P.E. et al. Pediatrics, 2005).

* - BiJCOTOK HEMOBAAT, AKi NnoTpebyBanu ABi Ta binbwe Ao3 Yy rpyni 200
Mr/KrF CTaTUCTUYHO 3HAYHO MeHWe (28,6 %) npoTtu rpynun 100 mr/Kr
(70 %), p = 0,002

* - Nepioa HanieBMBeAeHHA AnnanbmitoindochdatTnannxoniny y rpyni 200
Mr/KF CTaTUCTUYHO 3Ha4yHO gosLle (32 rognumn) npotu rpynm 100 mr/Kr
(15 rognH), p = 0,002.



[loxa3oBa 6a3a gaHnX eheKTUBHOCTI Ta nepesaru

nopakTaHTty anbcda B A03i 200 Mr/kr (2)

2. CpasBHeHMe Cyp(PaKTAaHTOB UBOTHOrO MNPOUCXOXKAEHUA ANA
NPOPUNAKTUKM U NIeYEeHUA PecrnUpaTopHOro AUCTpecc-CMHAPOMA Y
HeAOHOLWEHHbIX AeTen (Cochrane, 2015)

* 3MEHLLIEHHA PU3UKY CMEPTI A0 BUMUCKU 3 NiKapHi Ha 62 % B

NOpPiBHAHHI 3 6epaKTaHTOM NpPU 3acTOCYBaHHI 403U NOPaKTaHTY anbda
200 mr/Kr

* 3SMEHLEeHHA PU3NKY cmepTi abo noTpebun B KUCHI A0 36 TUXKHIB
NOCTKOHLENTYa/IbHOro Biky Ha 39 % B NOpPiBHAHHI 3 bepaKTaHTOM npu
3aCTOCYBaHHi 403K NOpPaKTaHTy anbda 200 mr/Kr

* MEHLLA KiNbKiCTb MOBTOPHUX YBEeAEHb CypPaKTaHTy Ha 57 % nopiBHAHO
3 bepaKTaHTOM Y pa3i 3aCTOCYBaHHA 403K NOPAKTAHTY anbda 200
M /K.

* meHwe BAI Ha 86 %, sKni NoTpebye NikyBaHHA, B MOPIBHAHHI 3
6epakTaHTOM NPM 3aCTOCYBaHHI 4031 NOPaKTaHTy anbda 200 mr/Kr.



[lokasoBa 6a3a faHMX epeKTUBHOCTI Ta NnepeBarv

nopaktaHty anbda B o3i 200 Mr/kr (3)

3. lUBuAaKe noKpaweHHA napameTpiB oKkcureHauii B nepuwi 48
roauH (Malloy, Acta Paediatrica 2005; 94:779-784).

4. PaHHA eKcTybauia i nepexig Ha HeiHBa3MBHY pecnipaToOpHY
NiATPMMKY npotarom nepwux 3 Aié y 60 % HoOBOHapoaKeHUX
(Fujii et al, Perinatol 2010).

5. 3MeHWeHHA CMEepPTHOCTi 3HAUYHO HeAOoHOLWeHUX aitei Ao 36

TUXHA CKOPUTroBaHOro BiKy (Ramanathan R et al, Am J Perinat 2004; 21: 109-
119).

6. BXKusaHHA 6e3 po3ButKy BJ/11 y 79 % BMNagKiB (Dizdaret al, Am J
Perinatol 2011).



[lokasoBa 6a3a faHMX epeKTUBHOCTI Ta NnepeBarv

NopaKTaHTy ajsibcha B A03i 200 Mr/kr (4)

7. LISA 3 BUKOpuctaHHAM nepeBaXXHo Kypocypoy B ao3i = 100
Mr/Kr 3meHLIye cmepTHicTb abo uyactoty BJ/1, TpuBanicTb i
notpeby B mexaHiuHin BeHTUANALii, YacTOTy HeedEKTUBHOro

CPAP (Aldana-Aguirre et al, Arch Dis Child Fetal Neonatal Ed. 2017; 102(1):F17-
F23.; Rigo et al, Eur J Pediatr 2016; 175(12):1933-1942).

8. Tepania cypdaKTaHTOM CynpoBOAXYBasaCb LWBUAKUM i
CTIMKMM 3HAYHMM MONINWEHHAM AUuXanbHOi PYHKUIT VY

«ni3HiX» HepoHoweHux aiten 3 PAC (Dani C, Mosca Fet al. Effects of
surfactant treatment in late preterm infants with respiratory distress syndrome. J
Matern Fetal Neonatal Med. 2018 May;31(10):1259-1266. doi:
10.1080/14767058.2017.1313828).



https://www.ncbi.nlm.nih.gov/pubmed/?term=Dani%20C%5bAuthor%5d&cauthor=true&cauthor_uid=28367650
https://www.ncbi.nlm.nih.gov/pubmed/?term=Mosca%20F%5bAuthor%5d&cauthor=true&cauthor_uid=28367650
https://www.ncbi.nlm.nih.gov/pubmed/28367650

MbkHapoaHi pxepena 3rinHo Hakaszy MO3 YkpaiHu

N21422 i3 3a3HaYeHHSIM nepeBar nopakTaHTy anbga
(NMA) B no3i 200 mr/xkr (1):

* AARC Clinical Practice Guideline. Surfactant Replacement
Therapy: 2013 - nepesara po3n 200 mr/kr docdoninigis B
MOKA3HMKAxX  OKCUreHauii i  HeobXiAHOCTIi  MOBTOPHOrO
3aCTOCYBAHHA CypdaKTaHTYy.

* Neonatal Guidelines 2017-19 (United Kingdom) - MA B go3i 200
Mr/Kr 3abe3neyye Kpalli MOKa3HUKM BUXKMBAHHSA, HixK B A03i 100
Mr/Kr abo 6epaKTaHT.

* European Consensus Guidelines on the Management of
Respiratory Distress Syndrome — 2016, 2019 Update — A B
no3i 200 mr/kr edpekTuBHiwMM, Hixk B A03i 100 mr/Kr abo
6epakTaHT B A03i 100 mr/Kr.

 Recommendations for neonatal surfactant therapy (Canadian
Paediatric Society), 2017 - Kypocypd B p03i 200 Mmr/Kr
edeKTUBHILLKUN, HiXK B A03i 100 mr/Kr.



MbkHapoaHi pxepena 3rinHo Hakaszy MO3 YkpaiHu

N21422 i3 3a3HaYeHHSIM nepeBar nopakTaHTy anbga
(NMA) B no3i 200 mr/xkr (2):

* Newborn Respiratory Distress (American Family Physicians,
2015) - nepesara go3m 200 mr/Kr ¢pocdoninigis B nokasHMKax
OKcuUreHauii i HeobxigHOCTIi  MOBTOPHOrO  3aCTOCYBaHHSA

cypdaKTaHTy.

* The evolution of modern respiratory care for preterm infants
(2017) - Bucoka po3a [A, oTpMMaHOro 3 JsereHb CBWHI, MA€
nepesary Hag cypdaKTaHTOM, OTPMMaAHUM Big, BeNMKOI poraToi
Xyao06u, Woao 3MeHLWeHHA CMepPTHOCTI | YacTtoTtu BJ1/.

* Guidelines for the use of Exogenous Surfactant in NICU -
National Women’s Newborn Services in New Zealand -
BMKopucTtoBytoTb MA B A03i 200 mr/Kr.
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