Ethics and limitations to care
NEONATAL ETHICAL DILEMMAS BEYOND EUROPE, A CASE REPORT (202)
Z. Abusalah
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Introduction /Case Report

There are several agreed ethical principles that are widely accepted in the neonatal practice. However,
fundamental variations exist and they hugely influence the plans of management.

In the Middle East and Arab World, there is an ethical framework that governs the process of decision
making in the Neonatal Intensive Care (NICU). This framework is primarily drawn from the interpretation of
Islamic rules.

Case Report

A preterm baby (32 weeks gestation) who was known antenatally to be growth restricted with
oligohydramnios, cleft lip and palate, bilateral renal pelvic dilatation and echogenic bowel. The parents
declined offers for antenatal karyotype testing. At birth, it became clear that he has more dysmorphic
feature than the previously detected ones. The baby was unable to maintain his airways. Therefore, he was
eventually intubated and ventilated. Few days later, an attempt at extubation was unsuccessful. Karyotype
result confirmed the diagnosis of Trisomy 13. The family has opted for the withdrawal of intensive care. The
case was submitted to the Hospital Ethic Committee to be specially considered for withdrawal of intensive
care and instating palliative care. The Committee has unanimously rejected the proposed plan. The decision
was based on the fact that the law of United Arab Emirates (UAE) does not allow for this.

After a very painful and highly emotional time in our NICU, He was air lifted to India where the withdrawal
of intensive care could be carried out. He died a week after he left us.

Conclusions

This case represents the difficulties that are facing families and healthcare professionals in dealing with
such a situation. In UAE, the Medical Liability Law (Law No.10 of 2008) has a clear cut stand on these
circumstances. In its Article (9), it states that “Patients' life may not be ended for whatsoever reason even

upon their request or their guardians or custodians'.” There are increasing calls upon lawmakers to revisit
this specific issue.
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Introduction /Case Report

Debates about etiquette or good manners for many people sound old-fashioned or anachronistic. On the
other hand, there is well confirmed that patients’ satisfaction with health care services depends not only on
the quality of medical care received (related to caregivers’ technical expertise) but also on the quality of
doctor-patient communications. Etiquette could be considered a tool for expressing mutual courtesy,
respect, honest and civility during such a communication. There is to be emphasized that: (i) etiquette
norms are culture-dependent and time-changeable and (ii) remains unclear whether stressful situation
(expected at NICU) enhances/diminishes the role of etiquette.

Patients and Methods

A questionnaires were developed to survey both parents of newborn babies hospitalized at NICU (NICU-
parents, n=50: 34 mothers and 16 fathers) and health care professionals who work at this ward (n=47:9
doctors and 38 nurses/46 females and 1 male). Parents were asked to determine how important is for them
doctors’ (female/male) and nurses’ adherence to standards of behavior and issues related to their
appearance (e.g. hairstyle, nails length, intensity of perfume/eau de cologne, presence of visible tattoos
etc.). Health care professionals (doctors and nurses) were asked about their opinion about how important
are for NICU-parents above indicated issues related to etiquette. An adequate statistical analysis was
performed.

Results

This preliminary study shows (p<0,05) that NICU-parents are much more focused on health care
professional appearance than doctors and nurses believe they are. It is particularly true with regard to
nurses appearance. It is to be emphasizes that NICU-parents pay particular attention to health care
professional fresh breath/no cigarette smell. On the other hand, generally speaking, health care
professionals overestimate the role of certain behaviors (e.g. maintenance high standards of confidentiality
during doctors/nurses communications with NICU parents).

Conclusions

Health care professionals who work at NICU seem to be focused on they behavior and verbal
communication. Doctors/nurses underestimate the role of they appearance which, as different studies
show, plays a vital role to the successful communication. It is postulated to introduce issues related to
professional etiquette to the curricula of medical (doctors/nurses) education. The role that etiquette-based
medicine has to offer to medical practice is still to be discovered.
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Introduction /Case Report

Though the concept of medical futility founds its roots in the Greek Antiquity, undoubtedly, this idea
exploded in 1980s and 1990s. It is to be emphasized that one of the central theme of this feverish debate,
which took place in the last decades of the 20th century, was the problem of the utility of the treatment
(mainly cardiopulmonary resuscitation) of very low birth-weight babies. Nonetheless the concept of futile
treatment has entered into the common use not only in research articles, but first and foremost in the
guidelines aimed at defining best practice standards for, among other, NICU treatment, there is still lack of
agreement how this concept should be defined.

Patients and Methods

This study is based on a literature review. The PubMed database was browsed. All ethical consideration
were undertaken within the context of four principles approach to bioethics (commonly known as
principlism) and coherentism, as the proper method of this approach to bioethics, was used to justify
conclusions.

Results

An attempt, observed especially in guidelines defining the correct course of the treatment in different
medical wards, including NICU, to define futile treatment in purely biomedical terms and leaving decisions
(and responsibility) in hands of doctors should be considered as the expression of a backdoor reentry of
medical paternalism. Purely biomedical (“physiological”) definitions of medical futility not only fail in
providing value-neutral understanding of the concept, but also seem to be intrinsically discordant with the
principle of respect for autonomy. To demonstrate righteousness of the above formulated judgment, four
problems are considered: (i) the role of parents in making decision, (ii) duties that family members have
towards one another, (iii) socially constituted meaning of “resuscitation”, and (iv) the responsibility of the
members of the therapeutic team.

Conclusions

The way toward explaining the concept of medical futility should not be limited to strictly medical
consideration, moreover it seems that there is not enough to extend such considerations by taking into
account (bio)ethical reasons. The understanding of the concept of medical futility needs to be founded on
consideration undertaken in the context of (broadly understood) philosophy of medicine.
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Introduction /Case Report

Over the past decades, advances in neonatal care have increased the rates of extremely preterm birth,
decreased preterm mortality rates and lowered the limit of viability, the level of maturity below which
survival without severe deficits is unlikely.

It is essential to have local data on infant survival after extremely preterm birth in order to assess care
services, clinical guidelines and parental counseling. Our aim with this study is to evaluate rates of survival
and neonatal morbidity to discharge, among extremely preterm infants admitted to a tertiary Neonatal
Intensive Care Unit (NICU), in Lisbon, Portugal.

Patients and Methods

A retrospective chart review of all extremely low gestational age infants (23-26 weeks), who were born
alive, between January 1, 2012 and December 31, 2014.Collected data included neonatal morbidity and
mortality, and associations between perinatal interventions and survival. Severe neonatal morbidity was
defined as the presence of at least one of these: peri- and intraventricular haemorrhage grade Ill and/or
infarction (Volpe), cystic periventricular leukomalacia (de Vries et al), retinopathy of prematurity stage > 3
(International Committee for the Classification of Retinopathy of Prematurity), moderate or severe
bronchopulmonary dysplasia (requirement for supplemental oxygen and/or mechanical respiratory support
at 36 weeks PMA), or necrotizing enterocolitis Bell’s stage > 2.

Results

Eighty six extremely preterm infants were included. Early neonatal death occurred in 34.9% (from 85.7% at
23 weeks to 10.0% at 26 weeks), including 9 cases of delivery room death. Survival rates for live born
infants at 23, 24, 25 and 26 weeks’ gestation were 17.7%, 33.3%, 55.6% and 90.0% respectively. Of the 77
infants admitted to NICU, 47 (61.0%) survived to discharge and within this group 65.9 % developed severe
neonatal morbidity, with infants at the lowest gestational age at greater risk. Between 23 and 26 weeks
there was a marked increase in the rates of prenatal steroid use (47.0% and 96.7%, respectively) and
caesarean delivery (0% and 73.3%, respectively). In contrast, a decrease was observed in multiple
pregnancy (70.6% and 26.7%, respectively), chorioamnionitis (58.9% and 20.0%, respectively) and assisted
reproductive techniques (52.9% and 16. 7%, respectively).



Conclusions

Of the 86 extremely preterm infants born alive, 54.6% survived. Global survival (17.7% and 90.0%,

respectively) and survival without major short neonatal morbidity (0% and 51.9%, respectively) increased
between 23 and 26 weeks.
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Introduction /Case Report

Moderate to severe overall disability rates among children born extremely premature (<28 weeks) range
between 25 and 30%. Alongside the individual impact of extreme prematurity there are also considerable
costs at the societal level. Yet very little is known about society’s attitudes. Although the burden on babies,
family and doctors are frequently described the burden on society is deemed controversial. The financial
and structural solidarity provided by society to disabled people may influence decision-making about
treatment options for infants born extremely preterm. Therefore, we designed a population survey among
residents living in Switzerland to assess their level of solidarity.

Patients and Methods

We conducted a nationwide representative anonymous telephone survey. 1210 Swiss residents aged 18 or
older were interviewed. We asked 13 questions regarding extreme prematurity such as initiation,
withholding and withdrawal of intensive care, setting an upper financial limit to intensive care and aspects
of decision-making. Three specific questions pertained to the solidarity of the interviewed person, of the
personal environment and of the society at large towards people with disabilities. Statistical analysis was
performed using IBM SPSS Statistics 22 (Armonk, NY, USA). The results were weighted with regard to the
three language areas to allow for nationwide generalisation of the results.

Results

36% of the respondents believed that intensive care must not be withheld from extremely preterm infants
with an expected poor quality of life, 29% agreed to this option, while 27% found themselves in between
the two positions, and 8% did not know. When asked if an upper financial limit was justified for the
treatment of extremely preterm infants with an uncertain future quality of life, 32% of the population were
against such a limit, 34% were in favour, and 27% were deliberating. 89% rated their own solidarity towards
disabled people as high; the solidarity of their personal environment and of the society at large was
estimated as high by 79% and 49%, respectively. The question whether the readiness to provide support to
disabled people had changed over the last 10 years was answered as follows: very improved 11%,; rather
improved 48%; remained equal 26% and rather decreased 10%.



Conclusions

This survey reveals that the majority of the Swiss population rated their solidarity as high. This finding may
alleviate some pressure on parents and health care providers in the decision-making process of extreme
preterm infants. According to our respondents’ solidarity with disabled people encompasses the right to
life with a handicap resulting from extremely preterm birth independent of quality of life or costs.
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Introduction /Case Report

In an era where clinical and ethical debates are swirling around resuscitation and life-support treatments
for infants born at the "cusp of viability", it is imperative to determine survivability and health outcomes in
this population so as to influence decisions.

While large epidemiologic studies such as EPICure 1 and 2 have shown improved survivability, but not
health outcomes in periviable babies.

This study was done with the intent of retrospectively determining the survival rate and short term health
outcomes in 23 to 23+6 week deliveries at a Level Il neonatal intensive care unit in the UK.

Patients and Methods

This is a retrospective study based on the record analyses of infants born between 23 0/7 and 23 6/7 weeks
gestation, in the Neonatal Intensive Care Unit of Norfolk and Norwich University Teaching Hospital, UK;
between January 2008 and April 2015.

Data from our perinatal database was abstracted and analyzed. For each patient, data was abstracted using
5 domains, namely Demographic, Maternal, Perinatal, Clinical and Survivor, characteristics respectively.

Descriptive statistics, Independent t-test and Mann-Whitney test, were built accordingly. A p-value <0.05
was considered statistically significant. The primary outcome, survival, was defined as discharge from
neonatal intensive care.

Results

A total of 32 neonates born between 23 0/7 and 23 6/7 weeks fulfilled the criteria. 15(46.9%) of these
neonates were girls and 17 (53.1%) - were boys. The mean birthweight and median gestation were 572.22¢g
and 23+4 weeks respectively. Overall, 12/32 (38%) of the neonates survived to the time of NICU discharge
(survival rate 0.38; 95% CI 0.20, 0.56). All the survivors developed RDS/chronic lung disease during their
NICU course, out of which 6/12(50%) did not require supplemental oxygen at discharge. Of the 12 surviving
infants, 7 (58.3%) did not have significant neonatal morbidity (Retinopathy of Prematurity 23,
Bronchopulmonary dysplasia and severe brain damage) at discharge (P= 0.004).

Conclusions

Over an 8 year period, more than one third of infants delivered at 23 0/7 and 23 6/7 weeks' gestation
survived to be discharged from NICU. Our study indicates that more than half of the infants who survived



did remarkably well at discharge without substantial morbidity. Although long term outcome evaluation is
warranted in this population, our study is well poised to inform parental counselling and short term
outcome prognostication.

Table

Table 1: Summary of short term outcomes among infants born between 23+0 and 23+6 weeks at
Norfolk and Norwich University Teaching Hospital from 2008 to 2015

Outcomes Number (%)
Showed Signs of Life at birth 32(100)
Admitted to NICU, No. (%) 32(100)
Died before NICU Discharge 20(62.5)
Survived to NICU Discharge 12(37.5)
Survived with Significant Morbidity 5(41.7)

Survived without Significant Morbidity 7(58.2)




Ethics and limitations to care
ARTIFICIAL NUTRITION: HUMANE SYMPTOM RELIEF OR PROLONGING THE PROCESS OF DEATH? (228)
C. Reynolds; S Nallagonda; S Shanmugalingam

1. Neonatal Dept., Luton & Dunstable Hospital, Luton, UK; 2. Neonatal Dept., Luton & Dunstable Hospital,
Luton, UK; 3. Neonatal Dept., Barnet Hospital, London, UK

Introduction /Case Report

Provision of basic nutrition and hydration is considered a basic human need. This is especially pertinent in
neonates who are entirely reliant on others for this provision. Whilst the administration of artificial
nutrition and hydration is viewed as a medical intervention, its withdrawal remains controversial. Infants
born with some life limiting conditions my not have the physical ability to feed naturally without
intervention. Do we have an obligation to intervene or are we only prolonging the infant’s life with painful,
invasive procedures?

Case Report

We present a case of a term infant with an antenatal diagnosis of Edwards Syndrome, Tetralogy of Fallot
and oesphageal atresia. Infants born with Edwards Syndrome survive for a median of 2-14.5 days, witha 1
year survival rate of 5-10%(1). Following antenatal diagnosis at 20 weeks the parents declined termination
of pregnancy. They did, however wish for comfort care and requested no active resuscitation at birth.
Comfort care encompasses provision of basic human needs including managing hunger. Fluids and nutrition
can therefore be considered as essential care and not instituting basic nutrition viewed as “starving” the
infant. If oesophageal atresia is confirmed postnatally in our case, nutrition for hunger control would
involve insertion of a gastrostomy tube with intravenous fluids being commenced pending surgery. This
could all be viewed as active medical management inflicting pain with potential additional complications. Is
this an ethical option if the ultimate aim is to provide symptom relief? Prior to delivery there was a meeting
between the clinical team, the ethics committee and the parents to make a plan for delivery. The baby girl
was born at 37 weeks by spontaneous vaginal delivery. She was given IV fluids pending initial investigations.
Her oesphagus was found to be not patent and her parents declined surgical intervention. She was
transferred to a local hospice at 24hours of age where she died in the arms of her parents.

Conclusions

Availability of advanced medical and surgical care does not readily translate to their provision in infants
with limited life expectancy. Effective and empathic communication between the medical and surgical
teams, ethics committee and parents provided a cohesive and humane management plan in this infant.
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Introduction /Case Report

Central venous catheters (CVC) are lifesaving devices, especially for sick and extremely preterm infants.
However, infection is a major complication of these catheters. Every incidence of HAl in ELBW infants
increases the risk of neurodevelopment impairment;

41% of infants with an infection will develop one adverse neurodevelopment outcome at 18-22 months of
corrected age. There is an abundance of literature describing numerous strategies to reduce and prevent
infection in CVCs. In neonates, checklists have successfully enabled the introduction of bundles of
interventions to reduce catheter infections.

Patients and Methods

A quasi experimental study, over 24 months, utilising a pre-post design to determine if an insertion, daily
maintenance and line access checklists reduces confirmed and suspected infections in central venous
catheters in the neonatal unit.

Results

Following the introduction of checklists definite CLABSI significantly reduced from 14 (+6.4) to 6.6 (+4.5)
/1,000 catheter-days per month, a reduction of 7.5 (95% Cl of 2.6 to 12.4), p=0.005. Total CLABSI also
significantly reduced from 22.8 (#11.5) to 13.2 (+5.3) /1,000 catheter-days per month after introduction of
the checklist, a reduction of 9.7 (95% Cl of 1.8 to 17.6), p=0.019. Checklist compliance for insertion mean
(xSD) was 74.6 (£9.48) and compliance for daily maintenance mean (+SD) and 67.4 (+4.3).

Conclusions

Introducing checklists of evidence based interventions reduce infection rates and increases the survival
time of the central line. Catheter related infections are expensive and impact adversely on long term
outcomes and survival. Checklists are an economical way to reduce infection and improve outcomes.
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Introduction /Case Report

The RCPCH (1) recommend that parents should be involved in decisions regarding the redirection of care
for their baby. The extent to which parents are involved has been studied retrospectively with the use of
interviews and surveys (2). What remains unknown though, is ultimately what the decision making process
looks like in practice. The aim of the study was to explore the decision-making process between doctors
and parents of babies in the neonatal unit, and who are faced with decisions about the redirection of care
from full intensive care to palliative care. We address this issue through the transcription and analyses of
real life decision making conversatons.

Patients and Methods

Thirty one families were recruited from a single neonatal intensive care unit in England, where a discussion
around the redirection of care was a possibility in the future. All formal conversations between the doctor
and parents were audio recorded. Recordings were then transcribed and analysed using the method of
Conversation Analysis (3). Decision-making sequences were analysed in terms of the patterned ways in
which decisions were introduced and the implications for what participants did next. The study was funded
by a NIHR Programme Development Grant and approved by the East London REC.

Results

Fifteen conversations were identified (eight families; five consultants) in which redirection of care was
discussed. Three infants had severe perinatal asphyxia, four infants were born extremely preterm with
neurological complications, and one infant was born with a lethal congenital anomaly. Two distinct
communicative approaches to decision-making were used by doctors: ‘making recommendations’ (n=10)
and ‘providing options’ (n=5). Different trajectories for parental involvement in decision-making were
afforded by each design, as well as differences in terms of the alignments, or conflicts, between doctors
and parents. ‘Making recommendations’ led to misalignment and reduced opportunities for questions and
collaboration; ‘providing options’ led to an aligned approach with opportunities for questions and fuller
participation in decision-making.

Conclusions

The analysis provides a unique evidence base that will be important in the development of communication
skills training for doctors. Findings also undermine the communication guidance currently provided by
professional bodies, showing that the best way to identity what works is through evidence-based analysis.



The results have important implications for improving the experiences of parents who are faced with these
life changing decisions.
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Introduction /Case Report

Perinatal stroke in neonates is not rare. It is an important precursor of long-term neurological disability,
including congenital hemiplegia, seizures, and cognitive disorders. In contrast to the more diffuse perinatal
brain insults that cause cerebral palsy, cerebral infarction is associated with obstruction of large vessels and
typical focal damage in otherwise intact brain. In most cases clinical recurrent focal seizures are the only
clinical manifestation. Neonatal seizures of non-vascular causes are often multifocal or myoclonic.
Determination of the etiology of seizures in a newborn is necessary because treatment and clinical results
vary, depending on the underlying condition.

Case Report 1

The child was born in the referral hospital at 36 weeks of gestation by cesarean section, due to failure of
tocolysis. The birth weight was 3050 g, length 51 cm, Apgar score 10/10. Immediate postnatal adaptation
was without complications. At the age of 3 hours apnea with cyanosis occurs, requiring ventilation with bag
and mask. Subsequently the child was transported to our department. The course of hospitalization was
complicated with accumulation of apneic spells requiring mechanical ventilation. Ventilation setting was
low with FiO2 0.21. Simultaneous amplitude-integrated EEG (aEEG) revealed convulsive background of
apnea, therefore we started anti-convulsant therapy with phenobarbital. Convulsions on aEEG persisted in
spite of the treatment that is why we changed it - seizures resolved on levetiracetam treatment in
combination with midazolam. Prophylactic antibiotics therapy was terminated at the age 48h, after
exclusion of infection etiology. CSF analysis and culture were negative. Inflammatory, toxic or metabolic
etiology of the convulsions has not been established. Implemented MRI examination at DOL 18 revealed
image of extensive extraaxial pseudocysts supratentorially, intra-axially, fronto-temporo-parietally on the
left, with partial septa of size 65 x 26 mm without perifocal edema. Consulting radiologist concluded the
finding as a perinatal stroke attack in term child of overcome perinatal vascular attack. In the next course of
hospitalization the child was breathing spontaneously, without seizure activity seen neither clinically nor
per aEEG. Thromboembolic evaluation (factor Il, factor VIII, antithrombin Ill, protein S and protein C
activity) were all within normal limit for age. Genetic testing was negative for mutations for factor V Leiden.
There was no need for surgical intervention of the brain. At the time of discharge in neurological findings
dominated mild hypotonia, physical therapy was started. The child was discharged without anticonvulsant
therapy.

Case report 2

The child was born at 40 weeks of gestation by vaginal delivery assisted with fundal pressure. The birth
weight was 3500 g, length 50 cm. The child had perinatal asphyxia (Apgar score 7/8, pH 7.13, pCO2 9, BE -
7), immediate postnatal adaptation was without complications. At the 3rd day of life (DOL) clonic
convulsions of hands and legs developed, lasting about 3 minutes, with opisthotonus and deviation of eyes.
Phenobarbital was administered with good response. Cerebral function monitoring with amplitude-
integrated EEG was started. aEEG had normal pattern. However, approximately 24 hours after the initiation
of the treatment with phenobarbital, we saw clonic seizures, therefore we added midazolam to the



treatment. Inflammatory, toxic or metabolic etiology of convulsions was excluded. CSF analysis and culture
were negative. Ultrasonography of the brain was normal. MRI at 13 DOL revealed signal and structural
changes in the white matter and cortex fronto-parieto-occipital-temporally on the right, corresponding
with ischemia at chronic stage, healing with glial scars and postmalatic pseudocyst changes with atrophy of
cortical zone and residual deposits of hemosiderin / ferritin after petechial hemorrhages. At the time of
discharge in neurological findings dominated mild hypotonia, physical therapy was started. The child was
discharged without anticonvulsant therapy.

Both children are followed closely by a neurologist so that early referrals for rehabilitative or educational
services can be made.

Conclusions

Seizures, apnea, and depressed level of alertness may be the main clinical features of perinatal stroke in the
neonatal period. Symptoms after birth lead us to neuroimaging, such as ultrasound, Doppler sonography,
computerized tomography (CT) scan, CT angiography, and multimodal MRI, where usually an insult of
vascular origin is recognized.
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Introduction /Case Report
BACKGROUND

Gram negative bacterial sepsis and meningitis remains a significant cause of neonatal mortality and long
term morbidity (1, 2).

AlM

We report two neonatal cases with gram negative bacterial septicaemia and meningitis who had multifocal
cerebral lesions.

METHODS

We retrospectively analysed the case notes, electronic neonatal and radiological databases at our neonatal
intensive care unit to get patient information.

Case Report 1

A preterm neonate born at 27 weeks of gestation with a birth weight of 960 grams colonized with Serratia
marcescens clinically deteriorated on day 16 of life. She was screened for infection and commenced on
antibiotics with serratia sensitivity. She had raised C- reactive protein and low white cell count. She grew
Serratia marcescens in both blood culture and cerebrospinal fluid. On day 17, cranial ultrasound showed
echogenic lesions in the right parietal area. Repeat scan on day 18 showed extensive bilateral fronto-
parietal cerebral echogenic lesions with effaced sulci and midline shift suggestive of multifocal abscesses. In
view of the multi-systemic deterioration with non-responsive status epilepticus and extensive cerebral
abscesses, palliation was instituted and she died on day 19 of life.

Case Report 2

A term neonate with birth weight of 2800 grams presented after discharge on day 3 of life with jaundice,
poor feeding and weight loss. There were no known risk factors for sepsis. He rapidly deteriorated by the
following day requiring ventilatory support and anticonvulsive therapy for status epilepticus. The infective
markers were raised with positive blood culture growing Enterobacter cloacae and significantly raised
cerebrospinal white cell count indicative of meningitis. The cranial ultrasound scan done on day 4 showed
bilateral fronto-parietal cerebral echogenic lesions with infarction which rapidly progressed in subsequent
scans. MRl on day 11 confirmed extensive haemorrhagic ischaemic fronto-parietal cortical, basal ganglia
and thalamic lesions with evolving cystic encephalomalacia. Intensive care was withdrawn and the baby
died in a hospice on day 30 of life.



Conclusions

These cases illustrate that gram negative bacterial septicaemia and meningitis can lead to rapidly
progressive cerebral lesions. Though uncommon, brain abscess is a serious complication of meningitis.
Close monitoring with serial bedside cranial ultrasound imaging helps to identify these lesions. The
outcome of extensive cerebral abscess can be poor in neonates despite treatment.



Brain & Development / Early developmental care
CODE32 (427)
A. Linde 1; MC. Céspedes 2; F. Camba 3; Y. Castilla 4; M. Linés 5; C. Ruiz 6; I. Cosmo 7; M. Goya 8.

1 Neonatology Dep, Hospital Universitario Materno-Infantil Vall d'Hebrén, Barcelone, Spain; 2 Neonatology
Dep, Hospital Universitario Materno-Infantil Vall d'Hebrén, Barcelone, Spain; 3 Neonatology Dep, Hospital
Universitario Materno-Infantil Vall d'Hebrén, Barcelone, Spain; 4 Neonatology Dep, Hospital Universitario
Materno-Infantil Vall d'Hebrdn, Barcelone, Spain; 5 Neonatology Dep, Hospital Universitario Materno-
Infantil Vall d'Hebrén, Barcelone, Spain; 6 Neonatology Dep, Hospital Universitario Materno-Infantil Vall
d'Hebrén, Barcelone, Spain; 7 Neonatal Nurse, Hospital Universitario Materno-Infantil Vall d'Hebrén,
Barcelone, Spain; 8 Obstetrics Dep, Hospital Universitario Materno-Infantil Vall d'Hebrén, Barcelone, Spain.

Introduction /Case Report

Highly specialized care, centered on infant development, during the first minutes of life of preterm infants <
33 weeks of gestation, can facilitate their transition to extrauterine life and prevent medium and long-term
health complications. Additionaly, proper attention to the family can help them to adapt to this stressful
experience and favour bonding between parents and the child.

Patients and Methods

Multidisciplinary meetings among a specialized team of neonatologists, obstetricians, neonatal nurses,
nurses assistants and midwives started in July 2012, in order to develop a guide to improve the medical
attention given to preterm babies during the first minutes of their life. The goals of such meetings were to
1) implement evidence-based interventions (control body temperature, oxygen delivery, respiratory
management with continuous positive airway pressure (CPAP), and developmental care measures), 2)
improve coordination between the staff involved and 3) carefully attend to the family role during the
overall process.

To improve the quality of care in the delivery room for babies born at less than 29 weeks of gestational age,
a neonatal nurse was also incorporated into the team.

Results

During a two years period, the multidisciplinary team helped develop key materials (checklists, tables of
tasks to define the role of each member of the staff) to guide the attention and care given to premature
babies < 32 weeks during the first minutes of life (CODE 32 Guide). This guide includes: prenatal
information given to the family, ethical issues related to limits of viability, prevention of hypothermia,
respiratory management with continuous positive airway pressure (CPAP with binasal prongs), and baby’s
position and environment measures (light, noise, odor, etc).

Neonatal nurses were trained in neonatal cardiopulmonary resuscitation. The staff involved (midwives,
nurses assistant, neonatal nurses and pediatricians) attended small-group sessions with a slide show and
particicipated in some multidisciplinary simulation training workshops.

The process was completed in July 2014.



Conclusions

Highly specialized attention given to premature infants born at less than 33 weeks of gestational age at the

delivery room and during their first hours of life requires a multidisciplinary team. Such team need to
coordinate work in order t