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NRP Changes 
  The NRP Update is due out in Spring 2001. 

Webinars are schedule for October and 

November.  These Webinars will not address the 

clinical changes but more the class format and use 

of online written examinations. The entire focus is 

changing to simulation based education. Simulation 

based education has been used in other industries 

since the 1950s.  Simulation education does not 

replace skills stations and basic skill acquisition. 

Participants must have skills in order to 

participate in simulation education.  Simulation 

education is scenario based and guided by  specific 

learning objectives   Simulation incorporates 

cognitive abilities with behavior skills and critical 

thinking and teamwork.  Simulation education is 

also helpful in preparing for difficult interpersonal 

situations, for example:unexpected outcomes or 

any highly emotionally charged situations .  Have 

you ever rehearsed an anticipated conversation in 

your head? I will say this and then if she says 

that, I will say… or do you even think, wish I had 

said …..? Simulation education give you an 

opportunity to practice difficult situations and be 

more prepared for them.      delay or 

premedication for the delivery room resuscitation, 

or in life-threatening conditions in which the 

patient does not yet have intravenous access.4  In 

the transport setting before the arrival of the 

team at the referring center, advising the 

referring physician about the emergent versus 

non-emergent intubation is a challenge.   Ideally, 

the decision to intubate is made before an acute 

deterioration occurs that would make 

premedication impossible, or at least ill-advised.  

In the referral hospital setting, Porter et al, 

found that barriers in using premedication in 

preparation for intubation include the timely 

availability of appropriate pharmacologic agents, 

potential adverse reactions from the medication,  

 

the comfort level of nursing staff in administering 

those medications, and a concern that intubation  

would not be successful.5      The unique challenges 

of transport include: defining the non-emergent 

intubation in the referral hospital setting, 

availability of pharmacologic agents in the referral 

hospital, and outreach education implications.   
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Key Elements 

Pre-medication for non-emergent 

intubations by MRNTP 
1. Non-emergent is defined by any infant who 

can tolerate bag mask ventilation, 

continuous nasal airway pressure, nasal 

cannula or blow by oxygen for at least 5 

minutes without further deterioration. 

2. Reliable IV access is required. 

3. All supplies are available for bag mask 

ventilation and intubation. 

4. Cardiorespiratory monitoring is in place and 

continues throughout the procedure. 

5. Narcan available at the bedside 

6. First  administer vagolytic agent,  

Atropine  0.02 mg/kg IV/IM 
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7. Second administer an analgesic 

Fentanyl  1-4 mcg /kg  IV or 

IM GIVE OVER AT LEAST 3 MINUTES 

8. Third administer a muscle relaxant 

Vecuronium   0.1 mg/kg  IV 

9. Document medications, tolerance of 

procedure, number of attempts in the 

transport record.   
 

MRNTP  Practice Initiative 
 The Maryland Regional Neonatal Transport 

Program (MRNTP) is embarking on a practice 

initiative to strengthen the collaboration between 

referral hospital staff and the transport team 

with the ultimate goal of optimizing patient 

stabilization. As you may know, the S.T.A.B.L.E. 

program provides an evidenced based curriculum 

to bridge the gap between the post-resuscitation 

and the pre-transport phase of care. A portion of 

that curriculum is the Pre-Transport Stabilization 

Self-Assessment tool (PSSAT). This tool is not 

currently utilized but has the capability to serve 

as a quality improvement measure for the pre-

transport stabilization process. The tool is 

available in the S.T.A.B.L.E. Learner’s Manual and 

can also be accessed on line at: 
http://www.stableprogram.org/docs/pssat_form.pdf 
One measure on the PSSAT is the tracking of 

glucose values, which is slated to be the first 

focus of the practice initiative given the 

importance of maintaining appropriate glucose 

homeostasis in the ill neonate. The project leader 

is Beth Diehl-Svrjcek, Neonatal Transport Nurse 

in collaboration with the transport coordinator, 

Webra Price-Douglas. Five hospitals will be 

participating in the pilot phase before the project 

reaches out to the entire referral network. Please 

stayed tune for more details! 

MRNTP Outreach Education 

Outreach Education 
 

NRP Instructor  Course 

January  21, 2011- COMPACT Center 

 

NRP 

11.18.10-LifeLine 

STABLE 

10.26.10-Mt.Washington Conference Center 

11.10.10-AAMC 

11.30.10- Mt.Washington Conference Center 

12.9.10- Mt.Washington Conference Center 

 

STABLE CARDIAC 

 

Not too Hot or Cold 

 

Transport Chart Review 

 

 For more info contact Webra Price-Douglas 

wpdougla@jhmi.edu

 

http://www.stableprogram.org/docs/pssat_form.pdf

