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[Abstract] Multi-organ dysfunction after neonatal asphyxia is one of the important causes of neonatal
death. Timely detection of organ dysfunction and intervention can reduce damage and promote recovery.

Recent studies show that the application of ultrasonography and biological markers contribute to the clinical
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diagnosis and prediction of outcomes.
dysfunction after neonatal asphyxia.

[Key words] neonatal asphyxia;

1% 45 0 8 4 JL = B (neonatal asphyxia) #R #
Apgar P53 K12 W1 AH K & B Apgar P53 4778 Jmy FR 1
£ E JLF} ¥ 2 (American Academy Pediatrics, AAP)
M E e B E i % 2 ( American Congress of
Obstetricians and Gynecologists, ACOG) F 1996 4%
FHA WHT A= L= B2 W ks o - O )™ 5 /9 AC 3 sl IR &
PERR P 3 B S ki pH B <<7; @ 4 J5 L 5 min
Apgar WA 0~3 735 Q@ T 01 H B M 28 &R e AR
ANRR B 2K B 5K ) K SE S @ s B 2 M % 2 AE
F L L A R F OB 2B L Bk B PR R
(hypoxie-ischemic encephalopathy, HIE) &% 2 W #r
HE L AR LSS R 5 | R AL EE G TE P Y 22 0 4% T R fi
Eﬁ AR A LR RS 2 k48 D g Bt 5 2 5%
POl BHR A JLE BJS 2 E4 DRl F 0y ik IR
AW ZriR T

1 %

BrA LE BRI ML AE T ae e R ME R IR el B R
UIReRERG . 28 A JL &= B 5 i 35345 1) 52 R R P 2
—, BHEINKNCHIE F% 85 12 h 4K 7 B 5

B, (24~120) b Jil M AL T o BEHE VIR AS . Tlves 250
T8 3 ik b 2 3 S AR BFIE AR S, B E HIE 4158 4= JLAE

DOI:10. 3877/cma. j. issn. 1673-5250. 2013. 02. 035
VEH 7432000 162208, 10 & 2208 55 — AN R BE e LB}
W5 VE#H 228 (Email ; liying7621@sina. com)
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This article focuses on the research progress of multi-organ

biological markers
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