Air, oxygen and Apgar scores in resuscitation at birth
Some eagle-eyed practitioners of newborn resuscitation have pointed out two statements emerging from recent NICE guidelines on Intrapartum Care. The full title of the document in question is “Intrapartum Care - Care of healthy women and their babies during childbirth”. These guidelines were developed by a guideline development group assembled by the National Collaborating Centre for Women’s and Children’s Health as a result of a commission from the National Institute for Health and Clinical Excellence and published in September 2007 - ( http://www.nice.org.uk/CG055). Within this 308 page document which mainly deals with obstetric issues there are two statements which impinge on Newborn Life Support course territory and which might cause some confusion. 

The first of these statements occurs in chapter 10, paragraph 10.2. This states that “The Apgar score at 1 and 5 minutes should be recorded routinely for all births. If the baby is born in poor condition (the Apgar score at 1 minute is 5 or less), then the time to the onset of regular respirations should be recorded and the cord double-clamped to allow paired cord blood gases to be taken. The Apgar score should continue to be recorded until the baby’s condition is stable.” 
In fact there is no evidence to suggest that recording the Apgar score is an advantage when resuscitating newborn infants. There is also widespread agreement that the Apgar score should not be used to determine the need for resuscitation. It also has no place in determining what resuscitation steps are necessary, nor when to use them. Many hospitals in the UK do attempt to record the Apgar score at all deliveries but many have never done so. There is no reason why either of these groups of hospitals should change their current practice on this point.

The second statement occurs in chapter 16, paragraph 16.1. This states that “Basic resuscitation of newborn babies should be initiated with air. Oxygen should be available for babies who do not respond once adequate ventilation has been established…..”
There is a considerable body of literature to support the view that hyperoxia is a significant risk if exposed to 100% oxygen at birth and further that such hyperoxia has the potential to damage all tissues including the brain. Furthermore there is some animal and human data to suggest that resuscitation at birth can be just as effectively carried out with air as with 100% oxygen. However, though short term outcome data is accumulating, long term follow up data on the topic is much more important and yet virtually non-existent. For those wishing to brush up on the literature can I suggest reading Richmond S & Goldsmith JP Refining the role of oxygen administration during delivery room resuscitation: What are future goals? Seminars in Fetal & Neonatal Medicine (2008) 13, 368 – 74.
The fact remains that whether asphyxiated babies might suffer a greater or a lesser degree of lasting neurological deficit if resuscitation is started with higher concentrations of oxygen rather than air is unknown. Therefore, though it might seem reasonable to make the statement that appears in the NICE document there really is insufficient information available to make it quite so categorically. I would also argue that producing such a statement for use as a guideline at this stage is foolhardy as it will serve to shut down the possibility of future research in this area. 

The ILCOR guidelines from 2005 were very carefully phrased to be permissive of the use of air or supplementary oxygen for initiation of resuscitation and to avoid stepping beyond the solid ground of published evidence. As of January 2009 there have been no further publications to suggest it needs changing. Here is what it said: “There is currently insufficient evidence to specify the concentration of oxygen to be used at the initiation of resuscitation. After initial steps at birth, if respiratory efforts are absent or inadequate, lung inflation/ventilation should be the priority. Once adequate ventilation is established, if the heart rate remains low, there is no evidence to support or refute a change in the oxygen concentration that was initiated. Rather, the priority should be to support cardiac output with chest compressions and coordinated ventilations. Supplementary oxygen should be considered for babies with persistent central cyanosis.”
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