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ILCOR 2025: Evolution of Paediatric & Neonatal Life Support

A Comparative Review of Key Recommendation Changes (2015-2025)



Neonatal Cord Management: From ‘Clamping’ to ‘Transition’

Assessment:
Is the Infant Vigorous?

The Shift:

Moving away from
immediate clamping
. in non-vigorous term
YES NO / Non-Vigorous infants to facilitate
physiological

( ] transition.

Term / Late Preterm Preterm <28 Weeks

J J

Deferred Cord Clamping

Intact Cord Milking

(DCC) > 60 Seconds (I-UCM) DGO Ik
Standard of Care NEW SUGGESTION. Risk: Severe Intraventricular
Benefit: Reduces HIE risk, Hemorrhage.
improves early Hb. Immediate Clamping if

resuscitation required.



49 Airway Clearance
Meconium-Stained Fluid (Non-Vigorous)

% Old Rec:

/' 2025 Update:

Immediate 2 ) Prioritize
1ntul?at10n& ‘1 Ventilation.
suction. >

Suggest AGAINST routine immediate direct laryngoscopy.
Start ventilation first.

Reference: NLS 5130. Intubation rarely required to relieve obstruction.



Ventilation Strategy: Devices & Interfaces

Self-Inflating Bag

Status: Backup Device. Use if T-piece is
unavailable or gas supply fails.

T-Piece Resuscitator .
o) Status: Preferred Device. Use where
B resources permit for Positive-
2 Pressure Ventilation (PPV).

New Suggestion: If face mask ventilation fails, a Supraglottic
Airway Device (SAD) is a suggested alternative to intubation.

NLS 5300: SysRev 2021; NLS 5340: Syt A NotebookLM




Intubation Technique

Visualizing the Airway

2025 Update: Suggest Video Laryngoscopy over direct laryngoscopy.

e Improves first-pass success.
e Enhances team communication.
 Standard where resources/training allow.

Reference: NLS 5351. Conditional recommendation, moderate-certainty evidence.

A NotebookLM



@ Thermal Management

Delivery Room Temperature

2025 Update:
Suggest room
temperature of 23°C+
for ALL infants

(term and preterm).

Old Rec: 23-25°C
(Ambiguous, often
preterm only)

Reference: NLS 5100 & 5101. Focus is preventing hypothermia on admission.
A NotebookLM



Ventilation & Oxygenation: Precision Over Habit

The Interface The Oxygen Target (Initial FiO2)
T-Piece Resuscitator Self-Inflating Bag < 32 Weeks Term / Late Preterm
T-Piece Resuscitator Self-Inflating Bag Start at 30% Start at 21%

X _ . (Low Certainty) (Room Air)
Recommendation: T-Piece Resuscitator preferred. _ . o
Why? Superior control of PIP and PEEP. Strong recommendation against 100% is withdrawn,

but 21% remains starting point.

STOP Routine Suctioning

Do not suction clear fluid. Do not suction meconium in non-vigorous infants unless airway is obstructed.




Circulatory Support: Compression Technique

2025 Update: The 2-
thumb, hands-
encircling-the-chest

method is the
T . PREFERRED option.
Previous: 2-finger
technique was an
acceptable alternative.

* Benefit: Improved
compression depth.

 Benefit: Reduced
rescuer fatigue.

NLS 5501: ScopRev 2023,



Prognostication

Discontinuation of Resuscitation

Old Rec: Consider
discontinuation after
10 mins.

2025 Update:
Reasonable timeframe to
consider discontinuation
is around 20 minutes
after birth.

Context: Discussion with clinical team and family required.

Reference: NLS 5800. Weak recommendation, very low-certainty evidence. A NotebookLM



Neonatal Post-Resuscitation Care

New Emphasis: Measure blood glucose early
post-resuscitation to avoid hypoglycemia.

Low-Resource Settings: Therapeutic hypothermia for
HIE is suggested ONLY where comprehensive supportive
care (ventilation, radiology, labs) is available.

Previous focus was primarily on cooling regardless of
setting resource density.

NLS 5602: ScopRev 2025; NLS 5701: SysRev 2024.

A NotebookLV



The Sequence: ABC vs. CAB & Pulse Checks

approaches are acceptable.

’Alrwav ’C'rcu'at"’\“ Flexibility: Both ABC and CAB

Breathing Airway Breathing

LS 4

Circulation Alrway

CRITICAL UPDATE:
Palpation of a pulse is
UNRELIABLE as the sole
determinant of cardiac arrest.

Start CPR if the child is unresponsive and not breathing
normally. Do not wait for a pulse check.

PLS 4070.02: SvsRev 2025: PLS 4080.18: Svs MiNotebookiM



Bradycardia with Hemodynamic Compromise

V o W
Treatment Recommendation 2025 Good Practice Statement
Start CPR for HR <60 bpm with poor In infants and children with bradycardia
perfusion. (HR <60 bpm) and hemodynamic

compromise: Start CPR.

Note: Previous recommendation withdrawn and replaced with Good Practice Statement due to lack of
direct comparator evidence, reinforcing this as a standard of care.

6. Pediatric Life Support: 2025 ILCOR CoSTR. Resuscitation. 2625. A NotebookLh



Defibrillation Strategy & Pad Placement

Previous: Stacked shocks
were historically used.

2025 Update: Single-shock
strategy followed by >
IMMEDIATE CPR.

For infants/young children using adult pads/AED:
Place Anterior-Posterior to avoid pad overlap.

PLS 4080.19: SysRev 2025; PLS & Notebookim



Intra-Arrest Management: The Single Shock Strategy

-
Single

W @

R Shock No Pulse Check Immediate > Rhythm

(2-4 J/kg)

\

CPR Check
(2 Minutes)
\ J

r

L

Old Practice: Stacked

Shocks
(Shock-Shock-Shock)

New Standard: Single
Shock strategy followed by
immediate CPR.

Algorithm
Flexibility

ABC and CAB
sequences are
both acceptable.




Post-Arrest Prognostication

Clinical
Exam

Multimodal
Approach
Required
EEG Neuroimaging

Biomarkers

No single test should be used in isolation to predict poor outcome.
Previous: Reliance on single factors or isolated exam findings.

PLS 4220.01-04: SysRev 2025.
A NotebookLM



Post-Arrest Neuro-Prognostication: A Multimodal Approach

Principle: No Single Test Should Be Used in Isolation.

N

™

24 - 72 Hours

A~
‘.r:ré

EEG: Status Epilepticus /

< 24 Hours

r

D A

<@ﬁﬁ

Pupil Reactivity:
UNRELIABLE

p—3

> 72 Hours
/é:‘
=

— | u;'vf*—“y!’

MRI: Diffusion-weighted
imaging (DWI) high ischemic
burden.

i

)

Burst Suppression is reliable.

Head CT: Loss of Gray-White
differentiation is reliable for
poor outcome.

—©g

Pupil Reactivity:
Reliable at this stage.




The Febrile Infant (8-60 Days): Risk Stratification

Source: AAP Clinical Practice Guideline (2021)

8-21Days 22-28 Days 29-60 Days

Full Sepsis Workup Inflammatory Markers Urine + Inflammatory
(Blood, Urine, CSF) (Procalcitonin, CRP, ANC) Markers
Admit + IV Antibiotics. If normal & well-appearing:  Defer Lumbar Puncture if

Observation. markers negative.



New Age-Based Risk Stratification

8 to 21 days 22to 28 days 29 to 60 days

(High Risk) (Inteé:gi;ﬁate (Lower Risk)

Change: Moved from binary grouping (<28 vs >28 days) to granular stratification.

8. Pantell RH, et al. Pediatrics. 2021.



Lumbar Puncture (LP) in the 29-60 Day Group

Previous: Routine LP 2025 Update (AAP):
Sequential Testing

For well-appearing infants
29-60 days with
reassuring

inflammatory markers
(Procalcitonin, CRP, ANC):
CSF studies may not be
needed.

Historically routine for
most febrile infants <60
days.

ke J

9. Grief MM, Yamamoto LG. Pediatr Emer Care.
2023.

A NotebookLM



Pediatric Asthma: The ‘SMART' Revolution

Source: GINA 2023/24 & NHLBI EPR-4

Old Standard

SABA (Albuterol)
Monotherapy.

New Standard: SMART

Daily
Maintenance

Single Maintenance
and Reliever Therapy.

-Formoterol.

t Symptom
Relief

Significantly reduces severe exacerbations.
For ages 5+ (Mod/Severe) and 12+ (Mild/Mod).



Adolescent Suicide Prevention:
Universal Screening

Source: AAP Blueprint & USPSTF (2022)
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Shift from Symptom-Based
to Universal Screening

e WHO: All adolescents 12+.

 WHEN: Every clinical encounter (ED, Primary
Care, Specialty).

e HOW: Validated Tools (ASQ or C-SSRS).

e GOAL: Identify Major Depressive Disorder
(MDD) early.




Suicide Risk Screening Protocol

Vital Signs

%) BP:110/70
%> HR: 82

@ Temp: 98.6°F

Suicide Screen:
\/ .
& Negative (Checked)

Old: Screen only if symptomatic.

New: Universal screening for all
youth ages 12+. (Ages 8-11 if
clinically indicated).

AAP Blueprint for Youth Suicide Prevention, 2022; Jeung J. UCS A NotebookLM



The “Planting the Idea” Myth

9

Fact: Screening

reduces distress.

| Myth: Asking
- induces suicide.
‘c-x_-\\“».\?______r - . I i i i
. A”\\ No latrogenic Effect ==

found in 13 studies. =

DeCou CR, et al. latrogenic Risk of Assessing Suicidality: A Meta-Analysis. 2024; Gould MS, et al. JAMA. 2005. SEIEET T A NotebooklM



Head Trauma & Imaging: Radiation Stewardship

Source: PECARN & NICE (2023)

Low Risk
Child

7~ > OBSERVE.
DO NOT SCAN.

Palpable Rationale
Fracture, AMS)
Rationale: Avoid CT radiation in
low-risk patients.
( A




The C-Spine
Decision Rule New Recommendation

PECARN Rule

Old Recommendation

Rely on clinical gestalt
or extrapolate adult

rules (NEXUS). 99.8%

Risk: Over-imaging & Adult Rules Negative
low specificity. 80% Specificity Predictive Value

Validated specifically for 5
children to safely rule out CSI. a\@

Leonard JR, et al. A Cervical Spine Injury Prediction Rule for Children After Blunt Trauma. Lancet Child Adolesc Health. 2024.



Imaging Modalities
& Radiation Safety

Old Approach New Approach
Liberal CT use to Tiered Imaging to
“ensure safety”. { 1% Intermediate RISK: spare thyroid
: Plain Radiographs / radiation (ALARA).
Observation w /;]
A

Low Risk:
Clinical Clearance

PECARN C-Spine Imaging Rule, Lancet 2024, Ward C, et al. Lancet. 2024.



Criteria for High-Risk Imaging (CT)

CT is indicated only if one of these 4 factors is present.

Y %7

GCS<14 Altered Mental Status
D0 L Ny
334 *
= &
Focal Neurologic Deficit Substantial Torso Injury

Leonard JR, et al. Lancet Child Adolesc Hf-.*g\l’ll"ﬁra.t 024LM



Clinical Clearance

@) 0.2%

Risk of injury in absence
of risk factors.

New Recommendation: Clinically clear without ANY imaging.
No high or intermediate risk factors = No imaging.

PECARN Study Group. Lancet Child Adolesc Health. 2024.






API.S VS PAI.S: Which is More Useful for SA Private Paediatricians?

South African Private Practice Reality

¥ Stabilise before transfer

v Rarely lead full arrests

+ Need structured early recognition
« Often no immediate ICU backup

% APLS Strengths PALS Strengths

mgEmgm
[¥i ABCDE assessment | A Cardiac arrest algorithms
e Early recognition focus lWJ\- R_hythm & drugs

Medical & trauma care [ [ Resus team leadership

Preventing arrest

Best for General Paediatricians

~ APLS stops a child from arresting.
PALS manages the child in arrest.




APLS vs PALS: Differences in Content & Approach

APLS

Advanced Paediatric Life Support

SJ== Developed By: E Developed By:
Advanced Life SuiporT Group (ALSG) = American Heart Association (AHA)

Approach ZECHEGELEGELIWNIEGINGE Algorithm-focused, cardiac arrest-centric '

~ | -Broad acute paediatrics ¢ °) Focused on cardiac arrest
*Medical + trauma + stabilisation Peri-arrest & code management

AT (408 Structured ‘ABCDE’ assessment = 67 Rhythm recognition + resus algorithms
Model | »

Trauma Integrated tra_uma 1 oq Minimal trauma content covered  /\
Content management included | v (separate ATLS) _

Teaching Clinical reasoning + case discussion%_ @m) .  Simulation & algorithm rehearsal
—

(a0 Typically 4 years certification i | SR 5 years certification (AHA standard) P
Length yp y y %DEY;. ZYEARS y

=5 _n_s-._J =




[RESUSCITATION COUNCL
OF SOUTHERN AFRICA I

[RESUSCITATION COUNCY,

o3
CONSCIOUS VICTIM HAZARDS
Ensure he scane is sate
Wesr sppropriate PPE

Call for assstance

¥ unresgrrsve, check for breathing and pulss \

H‘ Choking Algorithm " sty Basic Life support
\ Adults and Children

. EMERGENCY MANAGEMENT OF
ADULT & CHILD ANAPHYLAXIS :z:

AFSA Al‘:l.psl g

s at

. RECOGNIZE THE SUDDEN ONSET OF EITHER

Call for help as required

NO PULSE OR NOT SURE
Puise rate < §04min in children and infants despite adequate ventilation

O

Pz
BREATHS

Contrue umil AEQ/Detbritalor wrrives

TART CPR
30 chast comprossions (15 fof child with 2 rescuer)

» 2 minutes or until AED advises

prm |

v Adult and Paediatric

signs of life,
monitor and provide
care

WWW.FeSUS.COZa

Hypora Preumothoras U

e e vos CHEST COMPRESSIONS

Hypomenma , Tows Hanas orty.

s L
Treompoms. (Coronary) ‘Start chest compressions. rate 100-120 per minule U e St egUTrer ! arihves

Hypogvcasme Thromeomn (Puémonary) Push harg

ARamot 2 Droathe 8t | DYSSITVESCOND (W GXYGeN If avEAADIO). AVOLd RXCOSENVD veNtiaton
Chest comprassion 1o breath ratio Adult 30:2 | Children or infants 30:2 (2-rescuer 15:2)
W advanced arway i DACS. 00 COMNOUS COMDessons with

HIGH QUALITY CPR

Consmuous CF
Consiter PR cnach and iwechack oevice
Searcn kor reverutie causes

Gve hgh v aygen
Cotain IV or 10) aocess and Orw bisod gas

F

Cempress tha chast last (aimast 2 par saccnd)
Push hard | Enmre full chest recoll | Mirimiss interuptions

Amempl 2 breahs o 1 brealhsecond (with O: if available) afier evary 30 compressions
Aguit raso 3021 Chidren or infants 30:2 (2-rescuer 15.2)

Kok bty okl and smincnd Sy Kyelgn chiack —_— —_—— supine with legs elevated if hypotensive or left lateral if pregnant
Allirvgt 2 raeiit Attach AED/Defibrillator immediately : _
Repeat unti heip armves. :::‘mq rosumes.
ASCIRA CEN Mg NEBULISED GLUCAGON
T “ﬂ‘.ﬁmn BRONCHODILATORS ADRENALING ;
E"”'"'_'c’ = A / oN if unresponsive
i SHOCK ADVISED (VF/pVT) ot et W orverma J o pmaneort
d 20mifkg S-dhuumoi Smg.
LLandline: 10177 Repeat IV infu ONLY if
Administer 1 Shock > e S v uiaapnsie 2y 20ug/hg (Max 1-2mg)
w020 AED: Follow instructions NO SHOCK ADVISED LATgeE SyStolc BP of WATH M doses of IM or siow IV every 5
Adult: 120-360J m Somenkig Ipratropium 0,5mg adrenaline & fluids mins
(max joules if unknown)
Paediatric: 4J%g Immediately resume CPR starting with
compressions
O Continue for 2 minutes or until AED
advises

[RESUSCITATION COUNCIL c . RESUSCITATION COUNCIL HIGH QUALITY CPR
sooeom  Advanced Cardiac Arrest  |ociecm e

compressions

ADRENALINE
IMMEDIATE Intramusc
TREATMENT
&ﬂemwe Expasure
e Call for Help

. until improvement

1mg/mi (1:1000) - 0.01mg/kg
Adult- 0.5 ml IM use an auto-injector
Child - 0.3 ml IM OR 25kg> - 0,3mg IM;
Infant - 0.15 ml IM <a25kg -0,15mg IM

ASSESS VITAL SIGNS OXYGEN - MONITORS - IV ACCESS

igh flow o , maintain patent airway, intubate early, prepare for difficult airway
lﬂ‘h flow IV line, IF Sp02, ECG monitoring 'Y
Position patient: seated if breathing difficulty or sl \n

RESUSCITATION COUNCIL
OF SOUTHERN AFRICA I

[RESUSCITATION COUNCIL
OF SOUTHERN AFRICA

Ensure safety for you and the patient

O

“Are you OK?" Local Ambulance:
Check if uspondqu and breathing Celiphone: 112

Landline: 10177

Not responding and Not responding
not breathing normally but breathing normally
START CPR MONITOR
Push on the middle of the chest 30 times | Roll patient on their side / Recavery position
Push hard and fast (2 per second) ) Keep checking for breathing

= s i e e e W narenn stane hrasthins star DR



References & Guidelines
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with Treatment Recommendations.
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 Trauma: PECARN & NICE Guidelines
(2023).



