SAHOO, et al. MORTALITY IN CONGENITAL DIAPHRAGMATIC HERNIA

Antenatally diagnosed cases:
delivery room preparedness

|}

Delivery room management:

1. Avoid bag and mask ventilation
2. Elective intubation

3. Nasogastric tube insertion

4. Avoid high PIP

PREOPERATIVE H \ Subsequent management ‘
STABILIZATION \L
l ! l l
Ventilation: PPHN: Supportive management Other diagnostic
1. Conventional 1. Ventilation: 1. Minimal stimulation (eye workups
(Initial) PIP 15-16 cm conventional and HFO padding, ear-plugging) (for ruling out other
H,0, PEEP <5cm (refer preceding box) 2. Sedation (midazolam), analgesia | | congenital
H,O,RR 40/min,FiO, to 2. iNO: when OI>15-25 (fentanyl/morphine),avoid malformation)
titrate to keep pre-ductal 3. ECMO when OI>40 muscle relaxant 1. Echocardiogram
>85% despite other medical 3. Mean BP <50th centile or 2. USG head
Consider HFO if PIP>25 management and >35mm of Hg (<32wk)
to maintain pre-ductal absence of C/I for 4. Optimal management of shock 3. USG KUB
SPO,>85% ECMO 5. Pa02 45-60 mmHg, PCO2 55- | | 4. Karyotype
2. HFO: 65, pH>7.25
Initial settings MAP 1-2 6. Maintain normoglycemia,
higher than conventional normocalcemia
MAP,10Hz frequency, 7. Management of sepsis
amp 20, FiO, to titrate J/
pre-ductal SpO, >90% Surgical strateqy:

1. On minimal ventilation
and clinically stable
2. Open repair is preferred

POST to minimally invasive
surgery

3. Primary repair, patch
closure when primary
not feasible

WEB Fia. 1 Unit protocol for management of congenital diaphragmatic hernia.
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