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Kc_y Facts

Every year, an estimated 5-18 % or 15 million babies worldwide are born preterm and this
number is rising,

Preterm birth complications are the leading cause of death among children < 5 vears of age,
responsible for approximaccly 1 million deachs in 2003,
Three-guarters of these deaths could be prevented with current, cost-cffective interventions.

BASED on the Nartional Obstetric Registry, the incidence of premarure births for 14 rertary
care hospitals in the countey in 2012 was ar 11.3%.

Malaysian National Neonatal Registry (MNNR) reported that in 2007, a total of 3,651
infants’ birth weight were less than 1500 grams, or 1.7 % of live births,




DEFINITION

* WHO : Liveborn infants delivered before 37 wks(259 days) from the first
day of the last menstrual period,

* Gestational age: “time elapsed between the first day of the last menstrual
period and the day of delivery.” defined by the American Academy of

Pediatrics (AAP)




Classification

* Gestational age (preterm, late preterm, term, post term),

* Birthweight (extremely low birthweight [ELBW], very low birthweight
[VLBW], low birthweight [LBW], etc.),

* Gestational age and birthweight combined (small for gestational age
[SGA], appropriate for gestational age [AGA], large for gestational age
[LGA]).

The AAP recommends that all newborns be classified by birthweight

and gestational age.




I. Gestational age assessment

* Prenatal assessment :( Maternal history and clinical examination)

* Postnatal gestational age assessment (Rapid assessment, New Ballard
Score, Direct ophthalmoscopy)

* Based on gestational age




Prenatal gestational age assessment

= “Hest estimate”™ of gesttional age, since varinbility ae much s 2 weels can oceur,
* L Muaternal history

* . Date of kast menstrual perod, Reliable if dates remembered,

* b Assisted reproductive technology.

* e Quickening, (183 weeks:for a prinmgrovida, 15-17 weeks for a multpara).




Prenatal gestational age assessment

2. Clinical examination

a. Pelvic examination.

b. Symphysis pubis fundal height. c. Ultrasound examination
i. First fetal heart tones heard at 8-10 weeks.

ii. Fetal heart motion/beat at 5.5-6.5 weeks by vaginal ultrasound, and
6.5~7 weeks by fetal ultrasound.




Prenatal gestational age assessment

= ik Fiest ifimester examination
= {u) Gestatiorl sac mean digmeter,

L fh}&nwnmmp lengih most reliable measwrement of gestaronn age, It is'uiudmdntpmgqmr}' between € and
14 weeks It 35 scourmie within 3 diys.

* v, Second- amd third-urimester examinaton, The mose comsmon is the biparictal diameter.
= Ohther paramerers wsed ane head circumicrence, abdominal circumierence, femur length, feal foot lenath, and o,




Postnatal gestational age assessment

Lisually done because presaeal estimares ane oot alanys uccurre.

Four approaches have been wsed: plssical e alone, neurologee examanation alone, physical enieeria and
neurnlogic examination together, amd direer opiithalmescogy.
Bubowine ongimally deseribed a method thar included a woml of 21 physical and newrmlogic assessmens, The tesy

was wilely used, hut because of the dme and difficulty in performing the assessmient it was shorened and replaced
by the Ballued examination,

Beiehy the: Dubsowing and Ballund examinations wene ingcounite ar assessings gestational age in preterm neonaress
<1500} anadd owerestimmecad yestational age.




1. Rapid assessment of gestational age in
the delivery room

Meost include some of the following physical characteristics: skin texture, skin eolor, skin
opacity, edema, lanugo hair, skull hardness, car form, ear firmness, genitalin, breast size, nipple
formation, and plantar skin creases,

One method for rapid gestatonal age assessment includes the most useful clinical signs in
differentiating among premature, borderline mature, and full-term infanis, which are as
follows (in erder of utility): creases in the sole of the foor, size of the breast nodule, nature
of the scalp hair, cartilaginous development of the earobe, and scrotal rugae and resticular
descent in males,




Table 5-1. CRITERIA FOR RAPID GESTATIONAL ASSESSMENT AT DELIVERY

Coeases insoles  Oneor two Iransverse Multiple creases; Entire sole, inchuding
of feat creases; posterin thres- antenior two-thirds heel, covered with
faurths of soie smoath of heel smoath CIEASES
Breast nodulz* 2mm & mm T mm
Scalp hair Fine and woally; fuzzy Fine and woolly; luzzy  Coarse and silky; each
hair single strandad

Earlobie Na carfilags Moderata amount af Stiff earloba wilh thick
cartilage cartilage
Tesles and Testes partially descended; B Testes fully descended;
scratum sorotium small, with few scralum normal sie
nigae witl prominent rugae

“The breast nodule is not palpabile before 33 weeks. Underweight full-term infants may have retarded braast
development.

Usher R, MeLean F. Scolt KE Judgment of fetal age: Il Clinical significance of gestational age and objective
measurement. Pedialr Clir Novth Ay, 1966, 13:835. Modified and reproduced with permission from Elsavier
Stience,




Sole- have fine wrinkles, * Breast nodule- small or absent
creases are not well formed

Identification: Preterm LBW
ldentifieation: Preterm LBW

DT Ly Breas! nodule
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* EAR- preterm ear cartilages are
poorly developed, soft and poor
recail

* Hair- wooly and fuzzy

* Skin-skin is thin, gelatinous,shiny
and excessively pink, abundant
lanugo
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* testes undescended and
scrotum poorly developed

* Labia majora widely separated in
females

Identification: Preterm LBW

Fomale geiiniie

Q2

Lk il
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* Reflexes are weak-moros,sucking swallowing and grasp

extended posture due to poor tone
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2. New Ballard Score

The scare spans from 10 feorrelating with 20 weeks® gestation) to 50 (correkaing with 44 weeks pestation),
Itis best performed ar <12 hours of age iF the infant is <26 weeks” gestation,

If the infant is >26 weeks' gestation, there is no oprimal age of esamiration up o % hours

Acouracy, [t overestinurncs gestationid age by 2=4 davs in infants berween 32 and 37 weeks® gestation,

Criteria. The examination consists of O peuromuscalar and & physien] entera, The nearomusoular crtenin
are based om the understanding thar passive tone is more useful than active tone in indicating gestatonal age.

Procedure, Adminiserod mn:'g 2 different examiners to ensure objectiving The examination consists of 2
parts: neurcmusculur F"I:.'_!IE‘I] mulmlt]. The 12 sconcs arc twaled, and the muturity rating is
np!ﬂmﬂlum\mufﬂcﬁhmn{g&ﬂﬁ age), estimated by using the chart provided on the form.
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3. Direct ophthalmoscopy

It is based on the normal embryological process of the gradual disappearance of the
antenior lens capsule vascularity berween 27-34 weeks of gestation,

Before 27 weeks, the corniea is oo opagque to allow visualizavion; after 34 weeks, atrophy of
the vessels of the lens ooours,

Accurate determination of gestational age ar 27-34 weeks only, This method is reliable to
%2 weeks.

The pupil must be dilated under the supervision of an ophthalmologise; and the assessment
must be performed within 48 hours of birth before the vessels atrophy,

This method is highly aceurare and is not affected by alere states or neurological deficis.
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oof thee deny, | Pediste: 197790550




Newborn classification based on gestational age
Table 5-2. DEFINITIONS OF PRETERM, LATE-PRETERM, TERM, AND POST-TERM INFANTS

Freterm D-rr ar huhm The nnd of the =269 days
Tast day of the 37th wek
Late pretarm A4 04T to 36 BT wesks O or after the first day of 239259 doays
tTha 35th weak through the
and of the last doy of the
ATTh wook
Term A7 04T to 4] BT wenks O or alter tha Tirst day of 260294 days
(early term: 37 /7 o thee 38Ih week through The
a8 GF 7 wonks; ond of the last day of the
full tarm: 39 /7 to AZ2nd weok
A1 67 weoekil
Paost term 42 0T wisekhs or maorne O o alter Tirst day of Hhe =295 days
Ard wonk

Definitions of postnatal gestational agoe are based on conventional medical definition {(day of birth counted

ns day 1) by the American Academy of Pediatrics, the Ametican College of Obstetricians and Gynecologists,
and the World Health Organization definitions.

Based on Engle WA, Tomashek KM, Wallman ©; Committes on Fetus and Newbomn, Amenican Academy of Pedinl-

rica. Late proterm infants: 8 population at risk. Pediirtnics, 2007, 120:1390— 1401, Reaffirmed Moy 2010, '




II. Birthweight classification

A. Micropreemie. <800 g or 1.8 Ib,

B. Extremely low birthweight (ELBW). <1000 g or 2.2 Ib.

C. Very low birthweight (VLBW). <1500 g or 3.3 Ih.

D. Low birthweight (LBW). <2500 ¢ or 5.5 Ib.

E. Normal birthweight (NBW). 2500 g (5.5 Ib) to 4000 g (8.8 1b).
F. High birthweight (HBW). 4000 g (8.8 Ib) to 4500 g (9.9 Il).

G. Very high birthweight (VHBW). >4500 g (9.9 b).




III. Classification by birthweight and
gestational age combined

Plotting these against standardized intrauterine growth charts,
This allows categorization as SGA, AGA, or LGA.
These refer to the size of the infant at birth and not fetal growth.

A. How to decide if the infant is SGA, AGA, or LGA? Plot gestational
assessment

against weight, length, and head circumference on one of the intrauterine growth

charts to determine whether the infant is small, appropriate, or large for gestational
:




* 1. Appropriate for gestational age (AGA). Berween the 10th and 90th
percentiles for the infant’s gestational age.

* 2. Small for gestational age (8GA). Defined as a birthweight 2 standard
deviations below the mean weight for gestational age OR below the 10th
percentile

* 3. Large for gestational age (LGA). Defined as a birthweight 2 standard
deviations above the mean weight for gestational age OR above the 90th
percentile.




Causes

Multifactorial and involves complex interaction between fetal, placental, uterine and
maternal factors

Fetal

* Fetal distress » IUGR » Multiple gestation * Erythroblastosis * Non immune
hydrops

Placental

* Placental dysfunction * Placenta previa * Abruptio placentae * Uterine * trauma *
Bicornuate uterus * Incompetent cervix ( premature dilatation) /surgery




* Maternal
* = women younger than 16 and older than 35 * Marernal activity * Prior poor

birth outcome * Inadvertent early delivery » Preeclampsia * Chronic medical
illness * Infection * Drug abuse

* » choricamnionitis * PROM * Polyhydramnios * latrogenic/ trauma




PRENATAL CONSIDERATIONS

* * Should be delivered in a facility with hfgh risk obsterrical service and level 3
NICU

* = Prenatal administration of glucocorticoids to the mother even if there is no
time for full course

* ETHICS- counselling should include discussions regarding survival rate and
both short and long term complications




Management Before and During Labour

* Prewarmed incubator and appropriate equipment for neonatal intensive
care should always be kept ready in the labour room or operating theatre,




Adequate Resuscitation

Thermoregulation. A polyethylene wrap or bag used immediately after birth
prevents heat loss at delivery in very preterm infants.

Respiratory auﬁrun,-wajlahility of pulse oximerry and blended 02 for

resuscitation and low saturation protocol,

If the infant is breathin spnnmnmusii’ and heart rate =100, (CPAP) of 4-6 cm
H20 should be initiﬂ'l’l!j to prevent atelectasis.

Transport. As soon as possible, the infant should be transported to the NICU,
In a prewarmed portabe incubator equipped with blended 02 and CPAP availabilicy.
If not the baby must be wiped dry and wrapped in dry linen before transfer.




Admission Routine

* Ensure thermoneutral temperature for infant, An incubator or mdiant warmer is necessary.
= Nenttlatdon in NICU is often necessary iF ventlated during teansfor, However, some infans take longer to adapt to
extruuterine e and may not require ventilation cspecially those with no risk factors and given a full course of
anenatol seeroids.
For the larger preterm infants above 1250 grams, review the required ventilation to mainain a satisfactory blood gas
and consider extubation if the ventilawor requirements are low, patient has good rone and good spantancous

msp’lnﬂm




Admission Routine

Maintain Sa0; berween §9-92% for ELBW; 90-94% for the larger preterm
Head circumference (OFC), length measurements, bathing can be omitted.
Quickly and accurately examine and weigh the infant.

Assess the gestational age with Dubowitz or Ballard score when stable.
Monitor temp, HR, RR, BP and a0,




Immediate Care for Symptomatic infants

* Investigations are necessary as idicared @ ARG, DXT, FBC, Blood eulure, CXR (7 resplrarey signs and MO
are present)

« Seare on 1000 desose drip,

* Correcs hypotenston (keep mean artenial pressure (MAP) = gestatonal age.  (GA) inowhs), Ensure hypesventilation is
ot present (1 cause of hypatension). IF the baby has good rone and i sctive, obscrve fiest as the BP may rise after
first few hours of Be mwards o MAP approximating GA in weeks.

* Correet hypovolaemia: Give 10 nﬂ.ﬂ:gul" Mormal Saline avier 20-30 mins, or  pricked eolls i anpemie Avniiad repeat
fhaid Boluses smless ihere is volime lose !

+ Seart Inoteope infusion if hyporension persists after volume eorrection.
* Start antibiotcs aiter taking cultures ey Pendcillin and Gentamcin

* Start [V Aminophylline or caffeine in prematute infants <32-M weeks.
= Maincakn Sa€hy ar 8925 and POz ar 50 =70 mmHyg,




General Measures for Premature infants

Menitor vitals signs (colour, temperature, apex beat, respiratory mie). Look for signs of
respiratory distress (evanosis, grunting, tachypnoea, nasal flaring, chest recessions, apnoea),
In VLBL and ill infants pulse oximetry and blood pressure monitoring are neessary.

Check Blood Sugar .

Keep warm in incubator at thermoneutral temperature for age and birth weight, ELBW
should preferably have humidified environment at least for the first 3 days.

Ensure adequate nutrition.
Provide parental counselling and allow free parental access,
Infection control: observe strict hand washing practices.




Temperature and humidity control.

Has large skin surface arca and minimal energy reserves, a constant newtral thermal
environment {environmental remperature that minimizes heat loss without increasing (2
consumption or incurring metabolic stress) is essential,

"To maintain minimal evaporatve heat loss, it is best if’ the environmental humidity is 80,
Warm humidification within the incubator is recommended.
Minimize nosocomial infection in humidified environments,




Temperature and Humidity

They have poor mechanisms for regulation of wmperature and depend on environmental support,
1. Maintain axillary skin temperature of 36.0-36.5"C.
2. Record skin temperature.
3. Record the incubator humidity.
4. Weigh low birthweight infanis at least once daily for management of fuids and electrolytes.

5, Other heat=conserving practices. (koit hats, foral positioning, and air boost curtains on
incubators.)

6. Accessory items for infant care must be prewarmed. To avoid heat loss by conduction.




Infusion fluid volumes

Preterm low birthweight infants (= 1500 g) require 60-80 mlL/kg/d.
Preterm very low birthweight infants (10001500 g) require 80-100 mL/kg/d.

Preterm extremely low birthweight infants (<1000 g) require a range of fluid
volumes from 50-80 ml/kg/d if cared for in doublewalled humidified (80%)
incubators.

If cared for under a radiant warmer or in incubators without humidity, fluid
requirements may be 100-200 mL/kg/d (see Table 12-1 for breakdown into
100-g birthweight increments).
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Fluid
rate(ml/kg/day)

<24hrs 24-48 hrs >48 hrs
80-100 100-120 120-160




Nutrition

Breast milk is the milk of choice, All mothers should be encouraged to give breast milk o their
newhorn babies,

Infant Formula Infant formula should only be given if there is no supply of EBM.

Preterm formula : for babies born < 32 weeks or < 1500 prams

Itis recommended o add HME vo EBM as it will give extra calories, vitamins, calcium and phosphate.
Preterm infants : 120 — 140 keal /kg/day

Babies who have had 5 more eventful course need up o 180keal fkg/day 0 have adequate weighe gain,

TPN ean be start within the first 24 hours OL in the smaller preterm infams. BW <1250 grams or a5
indicared.




Minimal enteral feeding (MEF)

Recommended in very preterm infants

The principle is to commence very low volume enteral feeds on day 1 -3 of
life (.. 5 - 25 mls/ke/day) for both EBM and formula milk,

MEF enhances gut DNA synthesis hence promotes gastrointestinal growth.

This approach allows earlier establishment of full enteral feeds and shorter
hospital stays, without any concomitant increase in NEC,
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Vitamins & Iron

At birth: 1M Vitamin K (L5 mjs fir BA<2.5 kg, 1 mg for BW 2 25 kg)
MY ean be given afier day 14 of life when on feeding of 150 ml/s l:_gj'da}:{émm full feeding)
Supplements at (L5 mis daily 10 be continued for 3-4 months post discharge.

Premarare infants have reduced ineen utering ivon sccumulation and can beeome rapidly deplered of iron
when sctive erythropolesis resumes. Babies of BW= 2000 should receive iron supplements.

Locen is given ot a dose of 3 mg/kg edemental iron per day,

Ferric Ammomium Citeate (400mg Smils) containg 86 mgd5 mis of clemenial {ron,

Start on day 42 (6 week), coninue unnl 3-4 months post discharge o uniil review,

Babics wiio have received muliple blood transfusions may not requite as much jmon supplementation.




Immunisation

Hep B vaccine at birth if infant stable and BW is > 1.8 kg, Otherwise give
before discharge.
Ensure BCG vaccine is given on discharge.

For long stayers ather immunisation should generally follow the schedule
according to chronological rather than corrected age.

Defer immunisation in the presence of acute illnesses.




Skin care

Zine-hased tape can be used,

Alvernatives to tpe inelude the use of 3 hydrogel adhesive, which removes easdly with witer.
Products also include elecordes, iemperatore probe covers, and masks.

Skin care must focus on mainraining skin integrity and mnﬂmng exposure to mpical agents,

Transparent adhesive dressings ean be used over areas of bone prominence, such as the knees or
elberws, to prevent skin friction brenkdown and under ndhesive monitoring devices that are frequently
mewved,

Use of humidity helps maintain skin integrivy unl skin is matare (2-3 wecks).







Generally

Early
* Hypothermia — latge surface area, thin skin, less fat (less brown fat, more

glycogen).
* Hypoglycemia
* Infection




RESPIRATORY ISSUES

Poor development of respiratory muscles- CPAP or ventilator support

a) Perinatal depression-special care air-oxygen mixtures, oximetry
monitoring, prevent heat loss

b) RDS- due to surfactant deficiency

* APNEA * Due to developmental immaturity of central respiratory drive




~01% at 23-25 weeks’ pestation, 88% ar 2627 weeks’, pestation, 74 % at 28-29
weeks' gestation, and 52% ar 30-31 weeks’ gestation,

Sx: Tachypnoea, labored breathing, recessions, nasal flaring, expiratory grunting,
+-cyanosis

CXR: Uniform reticulogranular pattern (ground glass appearance) with/out low
lung volume and peripheral air bronchogram within the first 24 hours of life.

Mx: Antenatal corticosteroids, tocolytic agent, surfactant replacement, Respiratory
support; ETT ventilation, CPAP, SIMV, SEDATION Fluid & nutritional support,
Antibx




Surfactant

symihieais begiing ar 2d=28 'll_uh"wﬂu_

The survival from RDS is at =90%. RDS accounts for <6%0f all nuunaﬁul deaths.
Some literature supports carly administradon of surfactant during the first 4 hours

of life o decrease chronic lung disease.

Recent research supports early CPAP in the delivery room over prophylactic
surfactant.

Administration criteria for surfactant hdude absence of antenatal steroids,
increased oxygen demand =30%, and a radiograph consistent with surfactant
deficiency.
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Apnea of prematurity

* Pause of breathing > 20secs with brady or desaturation, HR drop 30bpm
from baseline

* Cause: Physiologic immaturity of respiratory centre, lack of pharyngeal
muscle tone and collapsed upper airway -usually present after 1-2 days of
life,

* Mx: Supportive O2, relieve obstruction (CPAP), aminophylline/ caffeine
citrate as resp. stimulant, mechanical ventilation.




NEUROLOGIC

* « Perinatal depression
* *ICH- from fragile involuting vessels =Cranium USG at 5-7 days

* Neurodevelopmental delay, growth failure, cerebral palsy, mental retardation,
epilepsy, blindness and deafness




IVH and PVLL

IVH (intraventricular hemorrhage) - fragile blood vessels in germinal
matrix above caudate nucleus - occurs in < 32wks (within 5 days after birth)

Sx: pallor, shock, hypotonia, apnoea, seizure, hydrocephalus

PVL (Periventricular leucomalacia) - necrosis of white matter at dorsal
and lateral

Complications: spastic diplegia, cognitive and intelectual deficit, visual deficit,
seizure disorder




CARDIOVASCULAR

* A) hypotension® hypovolemia * cardiac dysfunction * sepsis induced
vasodilation *
* B) PDA- between 24-48 hrs of birth




Patent Ductus Arteriosus

Incidence of persistent PDA is inversely proportional to pestational age.

S8x include: Wide pulse pressure/ bounding pulses * Systolic or continuous murmur
« Tachycardia * Lifting of xlpt'ustcrnum with heart beat « Hyperactive precordium =
Apnoea * Increase in ventlatory requirements

An echocardiogram is recommended to rule out other structural hearr defects and
confirmation of PDA when concerned,

Overhydration must be avoided.
Up o 30% of PDAs spontancously close,




PDA

* Currently it is unclear whether a conservative, pharmacologic or surgical
approach is advantageous,

* If the decision is made to treat a hemodynamically significant PDA,
indomethacin or ibuprofen is generally accepred.

* Renal and GI adverse effects are less common with administration of

ibuprofen or with slower infusion rates of indomethacin.




PDA

* IV or oral Indomethacin 0.2mp/kg/day daily dose for 3days  or

= 1V or oml Ibupmﬁ:n 10tmg/ kg firse dose, 5m second and third doses,
administered by syringe pl%lll::ﬂp over 15 mmulgn 4 hour intervals,

“ Surgical ligation
* Persistence of a symptomatic PDA and failed 2 courses of Tndomethacin
* If medical treatment fails or contraindicaed

In older preterm infant who is mmzﬁq i.e. only cirdiac murmur present in an otherwise

well baby — no treatment requi t PDA in this group will close spontancously,




HEMATOLOGIC

* A) anaemia- exaggeration of normal physiologic anaemia
TRANSFUSION- low RBC volume, low hemartoerit <40%

- B} H}'perhiliruhinﬂmis, :—::Mmﬂm-ﬂ-“h
Uy g, el .mmpnhm.ﬂ

keep SBR <10 mg.i"d] - aﬂ‘:_-rmm,-runm

* exchange transfusion if > 12mg/dl A
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GI

Increased risk of NEC, paralytic ileus

Feeding intolerance

* formula feeding is an additional risk factor

* breast milk- protective * gradual increments in feeds
* Renal- immature kidneys-low GFR




Lschemie and inflammitory neerosis of the bowel primardly affecting premitire neomates
of enteral feeding,

Incidence 61" i infanes weighing <1500 g
Ulstanlby oxceurs within 1st week of life)/ beoween 14 and 20 doys of age or 30=32 weeks®

Sxt Feeding intolernce, abdominal distension, blood in stool, vomit milkeurd (greenesh bile, shiny skin
abdlomen, absent BS

AXE: distended loogs of bowel, Preumaiosis, poeumoperiionewm

A keep NBM, start parenteral feeding (TPN/OGT), anrily for 10-14days :?m'u:ﬂ shoulil cover parhogens
that can cause lite-onser sepeis + anaerobic coverape I bowel necrosis or perfon

Complicasions: bowel perforarion, stricnires, malabsorpeion, parentera] nuertion-associated liver disease




Prognosis in Prematurity

* Mortality and morbidity are inversely related to gestation and birth weight.

* Complications include retinopathy of prematurity, chronic lung disease,
neurodevelopmental delay, growth failure, cerebral palsy, mental retardation,
epilepsy, blindness and deafness




FOLLOW UP CARE

* Respiratory syncytial virus —most imporeant cause of respiratory infeection in premature infants
chJhnnd vgriene, avoid passive cigarette smoking exposure = Influcnza \*_ancrncv when older
than & months

* Immunizations-same schedule as term infants with exception of hepatitis B » Medically
stable,thrving infanes- hep B as cardy as 30 days of age regardless of gestational age or bw

* Anaemin- supplemental iron{2-3mg/kg) for first 12-15 months of life = Multivitamin drops- 2
weeks of age

* Rickets- higher risk infants- long term parenteral nutrition, frusemide and fat malabsorption *
All lareast fed infants- 400 TU of vie D along with ealeium 200mg/ kg at dme of discharge

* Metabolic screening at 3-4 weeks of age




Screening

Cranial Ultrasound for premature infunts < 32 weeks is recommended a2
= Within first week af life to look for intraventricular hacmorrhage (IVH).
< = Around day 28 10 look for perventricular leucomalacia (PVL).

* = As clinically indicaed.
Screening for Retinoputhy of Prematurity (ROP) ar 4-6 weeks of age is recommended for
® All infants < 32 weeks geatation at hirth or hirth wﬁghl’ {laﬂﬂg,

= All pn:m-mn < 36 weeks who received oxygen therapy depending on individual risk as assessed by the
clinician

* The infants are disc once they are well, showing good weight gain, cstablished oral feeding
and gestational age of at t.'!ﬁwegn-




When is infant ready for discharge??

Ohnice they wie well, showing o weigha galm, eviabiblahied sl feedinig senl peastbonal age of & less 35 weeka,

* A sustained pattern of weight gain{15-25 gm) * Competent feeding by breast or pallada
Eithm,lt cardiorespiratory compromise ¢ Physiologically mature i.ﬂd'smgft cardiveespiratory
netion

= Anapnia free period(3-Tdays) » Nutritional risks assessed and therapy dietary modification

= Hearing evaluation = Fundoscopie examination = Neurodevelopmental amd neurolehavioral
status assessed and exphined ro parents = Review of hospial course complered.

= Family and parents: = Determine familys caregiving and psychosocial readiness * Pre discharge
education-sate sleep practices and S1DS preventon,

= Parents should be able to- independently and confidently care for their infang * provide
medications, nutritional supplements and any special medical care; * recognize signs and
symptoms of illness and respond approprately * understand the importance of infection control
measures and a smoke-free environment.,




Thank You

November 17th is World Prematurity Day

On this day, efforts are made to increase awareness of the health risks
associated with preterm birth and how to reduce them.
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