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« Nhirng thong tin can biét vé Surfactant

BENH MANG TRONG O » Nhirng hiéu biét co ban vé Bénh mang
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* M0i lién quan gitra sinh md va bénh mang
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 Viéc str dung Surfactant trong dieu tri

bénh ly hé hap cua tré du thang
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* 1996
+ Surface active agent > SURFACTANT
« Chéat hoat dién
Phéi bo Colfosceril
SURFACTANT palmitate
Phéi heo Lucinactant
Mb phdi riva
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Thanh phan:

- 80% phospholipids: phosphatidylcholine
(PC) va phosphatidylglycerol (PG)

- 10% neutral lipids : cholesterol va axit béo

- 10% proteins (SP):

+SPA

+SPB

+SPC

+SPD
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Chtrc nang cua cac thanh phan

—Phospholipids: vai tro chinh tao
mang film on dinh, giam strc céng
bé mat

—SP-Ava SP-D : mién dich (thwc
bao)

—SP-B chiu trach nhiém cho sy dan
trai surfactant trong phoi

—SP-C duy tri mang bé mat dong
deéu cua surfactant
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Aqueous layer Lamella body

. ‘ (stores surfactant)
Aqueous macrophage
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surfactant
« Khong khi tran vao phdi
+ Do cang cta phé nang lién quan SM
» TAc dung adrenergic cla adrenalin
* Prostaglandin
= Lién quan s chuyén da = lién quan SM
chd dong
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Yéu té kich thich phéng thich Yéu to uc che phong thich
surfactant

+ Tang dwong huyét

» Tang insulin mau

= Me DTPD lam tang nguy co BMT & con
% Yéu t6 bat hoat surfactant:

- Phansu

- Mau

- Phan &rng viém
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'Sy hinh thanh cda hé ho Flap Bénh mangtr‘on >

* GB phdi (tuan 4 - 7): PQ gbc + vong tuan hoan « Nguyén nhan hang dau gay bénh tat va tc
phoi i R S vong & tré non thang
* GD gia tuyen (tuan 6 — 16): phéan chia dén tiéu « Hyaline Membrane Disease (HMD)

PQ tan, hinh thanh tuyén, sun, co tron <o

+ GD thanh Iap éng (tuin 16- 26): phan chia tao * Hoi chirng suy ho6 hap cap (RDS)
cay PQ, mang lwéi mao mach, TB phé nang
type lvall

+ GD thanh lap tdi (tudn 26 — 28): c6 phé nang

+ GP phé nang: PN hoan tat vao tuan 32
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+ T&n suét ting khi tudi thai giam

95% 88% 76% 57%

Hit phan
su, VP,

(Euroneo net, 2010)
+ Hiém gap & tré =38 tuan tudi

32-36 tudn Tai st ‘ Phéng

15-30% 5% dung thich
(Bai giang Nhi Khoa, BH YD TPHCM, 2006 )
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+ Bénh mang trong nguyén phat: non thang

* Bénh mang trong thr phat (iatrog‘enic
respiratory distress syndrome): gan du
thang va du thang - 1975
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Bénh mang trong
¢ tré non thang
+ Thiéu hut surfactant
« Hé h6 hap chwa trwdng thanh
> Xep phbi
- Gidm oxy héa mau
->Toan hdéa mau
- Co that mach mau phdi
>Tén thwong nhu mé phdi cdp va man tinh
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Bénh mang trong thir phat
Me dai thao dudng
« Viém phéi hit phén su
« Viém phdi nang
+ Xuét huyét phdi
Sinh ngat

& moes — o
Yéu t6 nguy co

* Non thang

* Me dai thao dwong

+ Sinh ngat

+ Xuét huyét khi sinh (nhau bong non,
NTD...)

* Da thai
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MOI LIEN QUAN GIU’A SINH
MO VA BENH MANG TRONG
(RDS)
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Am J Epidemiol. 1985
May;121(5):651-63

AN INVESTIGATION OF
THE RELATIONSHIP
BETWEEN CESAREAN
SECTION BIRTH AND
RESPIRATORY
DISTRESS SYNDROME
OF THE NEWBORN

EMILYWHITE! 2,
KIRK K. SHY?and

JANET R. DALING! 2
+Author Affiliations
1Dep of SC-36,

distress syndrome and Cesarean section birth, & study
was conducted which compared 273 pre mature (36
weeks or tess) Cesarean-delivered Infants with 341
premature vagi nalty delivered Infants who were born at
the Unlversity of Washington Hospital from January 1,
1977 through March 31, 1980. The gestatlonal age-
adjusted probability of respiratory distress syndrome
was higher among the Cesarean cohort compared
with the vaginal cohort (38.2% vs. 27.6%, odds ratio =
1.63, 95% confidence Interval = 1.11-2.39). Three
alternative explanations for the association of Cesarean
section with respiratory distress syndrome other than
causation were tested, and each was rejected. The
association was not explained by 1) improper timing of
elective Cesarean dellveries; 2) misclasslfication of cases
of mild, transient respiratory distress (which may be more
common after Cesarean birth) as respiratory distress
syndrome; or 3) the differences in the occurrence of
pregnancy complications preceding Cesarean births

Univermty of Washington Seattle,
WA 98195

2Fred Hutchinson Cancer Research
Center Seattle, WA

33 of Obstetrics and Gynecology,
Uni versity of Washington Seattle,
WA

pared with vaginal births. Lack of labor appears to
account for part of the increased risk of respiratory
distress syndrome among infants delivered by Cesarean
section. The gestatlonal age-adjusted probabilities of
respiratory distress syn drome were 47.0% for Cesarean
birth without labor, 35.4% for Cesarean birth preceded by
labor, and 27.6% for vaginal birth.
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Acta Paediatr. 1999
Nov;88(11):1244-8.

Surfactant-
deficient
respiratory
distress after
elective
delivery at
‘term’.

Madar J!, Richmond S, Hey E.
Author information

Neonatal Unit, Derriford Hospital,
Plymouth, UK.
john.madar@phnt.swest.nhs.uk

© . Babies of 37-41 wk gestation.are,-by-int

-

+  Abstract ——
internati
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convention, said to be born at 'term’, but some still
develop respiratory distress. It is not clear how mature a
baby has to be to be free of risk of primary surfactant

iCie An based ive study of all the
179,701 babies of 34 or more weeks' gestation born alive
in a defined area of the north of England in 1988-92
identified 149 babies with features of respiratory distress
typical of surfactant deficiency severe enough to be
managed with ventilatory support and with no evidence of

iration or i infection. tation was carefully
cross-validated against antenatal information, including at
least one ultrasound assessment in the first half of
pregnancy. Thirty-six of these babies were born at or after
37 wk gestation. Only 4 of the 35 delivered at 37-38 wk
went into spontaneous labour. Seven became ill enough
to be candidates for ECMO and two died. A review of all
neonatal deaths in the study area between 1981 and 1995
identified four similar deaths in 1981-87 and two in 1993-
95. Babies who are not premature, using the
internationally agreed definition, can show signs of
potentially lethal pulmonary immaturity at birth, especially
if subjected to pre-labour Caesarean delivery. Those born
at 37-38 wk are 120 times more likely to receive
ventilatory support for surfactant deficiency than
those born at 39-41 wk. Elective delivery should only be
undertaken before 39 wk gestation for good medical
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Am J Perinatol. 2002
Feb;19(2):81-

Contribution
of elective
delivery to
severe
respiratory
distress at
term.

Wax JR?, Herson V, Carignan E,
Mather J, Ingardia CJ.

- We sought to determine the conﬁri@omof%
~ 7 delivery to severe respiratory-distress syndrome

(RDS) on a weekly basis from 37-40 weeks'
gestation. Chart reviews confirmed gestational
age, delivery reason, and primary diagnosis of all
inborn neonates with RDS requiring mechanical
ventilation delivered at 37 0/7-40 6/7 weeks'
gestation from 1/1/90-12/31/99. Exclusion criteria
were sepsis, pneumonia, meconium aspiration,
asphyxia, pulmonary hemorrhage, hydrops,
chromosomal abnormality, or congenital
malformations affecting respiration. Thirty-five
thousand and thirty-one deliveries occurred from
37 0/7-40 6/7 weeks; 18 (0.05%) had RDS
requiring mechanical ventilation. Nine infants
delivered at 37 0/7-37 6/7 weeks, (OR for RDS =
38.5; 95% CI = 8.3, 178.3), seven delivered at 38
0/7-38 6/7 weeks, (OR for RDS =13.3; 95% CI =
2.8, 64.0), and two delivered at 39 0/7-40 6/7
weeks. Six of 18 infants were electively delivered
without documented lung maturity. Infants born at
37 0/7-38 6/7 weeks are at significantly
increased risk for severe RDS. One third of RDS
cases were potentially avoidable.
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~ Diéu tri bénh mang trong™

+ Cham soc tién san

« On dinh ngay sau sinh

 Surfactant

* Liéu phap oxy

+ Hb tro ho hap

+ Khang sinh phong ngtra nhiém trang

+ Diéu tri nang d&

‘2 ) sénHviEnTUDO

CD bénh
mang trong:

Vermon Oxford
Neonatal Network
(2011)

-Pa0O2 <50
mmHg/khi troi
-Hoac can oxy dé&
Pa02> 50 mmHg
-Va Xquang phéi c6
hinh anh dién hinh

- len lro’c surtactant® - X ” s ’
i Khuyén cao chau Au 2013

+ Chién lwoc phong nglra: <1000g, tai * SUR Dy phong:

phong sinh hoac phong mo - Tai phong sanh: cwc non, steroids (-), can
« Chién lwoc didu tri som: khi cé triéu dat NKQ

chirng SHH va dwgc CBXD, 2-3 gi¢ sau « SUR diéu tri sém:

sinh ‘ - <26 tun + FiO2 >30%
+ Chién lwgc diéu tri mudn: khi c6 triéu A :

- I muc - - >26 tudn + FiO2 >40%
ching SHH va dugc CDXD, trén 6 gios van = °
sau sinh
I | I |
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+ Lam sang: SHH vira dén nang

+ Xquang: bénh mang trong dg Il tré 1én

+ Khi mau déng mach: OI>15 hoac a/A DO2
<0,22 -0,36
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“Buong ding ol
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cua liéu phap surfactant

Cai thién thong khi phdi

+ Cai thién oxy héa mau

+ Gidm tan suét do khi (tran khi mang phoi,
& khi phé nang...)

+ Giam ty Ié t&r vong va bénh tat

+ Giam ty Ié tan tat nang

O i ————— A
= Bienchirng
« Xuat huyét phdi
- Cai thién compliance > tang shunt trai -
phai cia PDA - tang lwgng mau Ién phdi
- v& mao mach phdi
« Tran khi mang phéi
- T&ng thé tich phdi nhanh
- Phéng qua murc tirng ving phé nang
=+ k§ nang dung may th&, bom thubc
+ InSurE (Intubation-Surfactant-

e
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diéu tri surfactant sém

« H&i phuc sém chirc ndng ho hap

« Phong ngtra nhirng tbn thwong mé do
thé may

» Gidm thoi gian diéu tri oxy = gidm nguy
co ROP, bénh phOi mén

» Gidm thoi gian ndm NICU - gidm NT
bénh vién

© “toi ich kinh & cla didutri ™
surfactant sGm

+ Giam th&i gian nam NICU

+ Giam nguy co’ nhiém tring bénh vién
—->khéng dung khang sinh manh, dat tien

* Gidm nhirng hau qué' cla RDS: PDA,
viém ruét hoai tt, xuat huyét néo...

=>»Gidm vién phi

= Giam chi phiy té

=>Gidm qua tai

I
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" Lam thé nao da phong ngtra
BMT do sinh m ?

+ Khong md sém hon 39 tuan thai

+ Dung steroids truwéc sinh cho tré sinh mb
chd déng: 2 liéu betamethasone trong
vong 48 gi¢ trwde sinh gilp giam dang ké
ty 1é tré phai SHH phai nhap khoa HSSS
(0.051/control vs 0.024/treatment); RR
0.46, 95% CI 0.23-0.93)

Stutchfield P, Whitaker R, Russell I Antenaral betamethasone and incidence of neonatal respiratory
distress after elective caesarean section: pragmatic randomised trial. Bmj 2005:331:662. [PubMed:
16115831]
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Antenatal Corticosteroids to Prevent'
Respiratory Distress Syndrome

« The guideline provides up-to-date information on the appropriate use of
antenatal corticosteroid therapy in women whose babies are at risk of
complications owing to either preterm birth or €lective caesarean
section at term. The guideline does not assess the effectiveness of
tests in the prediction of preterm delivery (e.g. ultrasound scanning for
cervical length, cervical fibronectin measurement) or other interventions that
may prevent
preterm labour (e.g. tocolysis).

» This is the fourth edition (2010) of this guideline, which
was previously published in April 1996, December 1999
and February 2004.

* Royal college of Obstetricians and Gynaecologists (UK)
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BMJ2005;331:662

TR 1
Antenatal §t % S Control Betamethasone
232 % —— Predicted Predicted
betamethasone and 2L 10 ‘
L =g ===~ Observed Observed
incidence of neonatal 82
respiratory distress g8 8
? 85
after elective S
caesarean section: s§
pragmatic randomised € 4
- s
trial 2
Probability of admission to special care 2 2
baby unit with respiratory distress by =
gestation (observed and predicted by § 0 <
logistic model): intention to treat analysis. & 37 38 239

Logistic regression model: z=-
5.034+2.139 (if baby is 37 weeks)+1.472
(if baby is 38 weeks)+0.840 (if mother Calculated gestation (weeks)
was not randomised to receive

betamethasone) where the default is

randomised to receive betamethasone at

39 weeks. Predicted

probability=exp(z)/[1+exp(2)]
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* BMT & tré sinh md do giam phéng thich
surfactant vao phé nang

« C6 thé di kém cao &p phéi tdn tai, XH phdi
= T vong nhanh

« Diéu tr ton kém, “sbc” di voi than nhan

« Phong ngtra béng steroids trwéc sinh mb
chu déng?
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