Extreme preterm birth (22+0 - NHS
N, s’/

26+6 weeks of gestation)

Lanarkshire

Target audience Maternity healthcare professionals.

Patient group Maternity patients. The term ‘women/pregnant people’ is used
within this document to include women, girls, trans men, and non-
binary and intersex people, who are pregnant or have recently
been pregnant.

Summary

Perinatal care at extreme preterm gestations will always need to be individualised and
discussions around management should take a collaborative perinatal approach
involving the maternity team, neonatal team and the family. We consider the option of
active (survival-based) care of babies born from 22 weeks of gestation, in line with
guidance from the British Association of Perinatal Medicine (BAPM).

It is essential that such decisions reflect all relevant prognostic information including:
e Fetal factors.
e Clinical conditions (such as presence of pre-term pre-labour rupture of
membranes (PPROM) or chorioamnionitis).
e Therapeutic strategies.
e Clinical setting.

The package of obstetric care which may be offered to parents/guardians may include:
e Antenatal corticosteroids.
e Tocolysis.
¢ Antenatal transfer to a tertiary obstetric centre co-located with a neonatal intensive
care unit (NICU).
Magnesium sulphate for fetal neuroprotection.
Deferred cord clamping, ideally for 60 seconds or more.
Intrapartum fetal heart rate monitoring.
Caesarean birth (if potential benefits are considered to outweigh risks).

Immediate neonatal considerations at extreme premature birth include:
e Thermal management.
e Umbilical cord management.
e Expressed breast milk.

For babies born spontaneously before 23+6 weeks of gestation where active, survival-
focused care is not appropriate (following detailed discussion and agreement with the
parents/guardians), babies should be assessed as per MBRRACE guidance on signs of
life to determine appropriate care.
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Abbreviations

BAPM British Association of Perinatal Medicine

CEFM continuous electronic fetal monitoring

CPAP continuous positive airway pressure

GMFCS Gross Motor Function Classification System

1Q intelligence quotient

MBRRACE Mothers and Babies: ReducingRisk through Audits and
Confidential Enquiries across the United Kingdom

NICE National Institute for Health and Care Excellence

NICU neonatal intensive care unit

PPROM pre-term, pre-labour rupture of membranes

SPSP Scottish Patient Safety Programme
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Introduction

Care of the baby, woman/birthing person and their family around the time of extreme
preterm birth is one of the most challenging aspects of perinatal medicine, both for
clinicians and for families.

The management of couples likely to deliver an extreme preterm infant can be fraught
with problems. Crucial to any decision in relating to intervention is a review of the best
available data for gestational age assessment. Where there is doubt about gestational
age assessment, particularly in late bookers, it is safer to err on the side of viability.
Recently-published survival and morbidity data based on gestational age should be
referred to when counselling such couples. Perinatal care at extreme preterm
gestations will always need to be individualised and discussions around management
should take a collaborative perinatal approach involving the maternity team, neonatal
team and the family. It is essential that such decisions reflect all relevant prognostic
information and not simply gestational age.

Communication

e Good communication between parents and health professionals is of paramount
importance. Both the consultant obstetrician and the consultant neonatologist
should agree a provisional management plan based on clinical information and
outcome data for all women/pregnant people likely to deliver between 22+0 and
26+6 weeks of gestation.

e Parents should be given time to consider this information and be allowed to
express their own thoughts in relation to their management.

e Management plans should be clearly recorded in the BadgerNet record, including
parental response.

Risk-based approach to decision-making

Consideration of active resuscitation of babies born from 22+0 weeks is recommended
in line with guidance from BAPM'’s, “Perinatal Management of Extreme Preterm Birth
before 27 weeks of gestation: A Framework for Practice” guideline (October 2019) (1).
Much of the below local guideline is based on this recent guidance.

A key ethical consideration for decisions about instituting life-sustaining treatment for
an extremely preterm baby is the baby’s prognosis — the risk of an acceptable (or
unacceptable) outcome if active (survival focused) management is undertaken.
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Gestation-based risk assessment (including mortality and survival with

severe impairment)

Neonatal stabilisation may be considered for babies born from 22+0 weeks of
gestation following assessment of risk and multi-professional discussion with
parents.

Assessment should be risk stratified into one of three groups:

o Extremely high risk — usually involves comfort-focused care.

o High risk — provide either survival-focused or comfort-focused care. This
decision should be based primarily on the wishes of the
parents/guardians.

o Moderate risk — usually involves survival-focused care.

The severe impairment category includes any of the following:

Severe cognitive impairment with an intelligence quotient (IQ) lower than 55 (<
3 standard deviation) — this will usually result in the need for specialist
educational support and will require supervision in daily activities.

Severe cerebral palsy — classified as Gross Motor Function Classification
System (GMFCS) grade 3 or greater (see appendix 1 of BAPM guidance).
Blindness or profound hearing impairment.

Modified risk assessment

Accurate information about the current pregnancy, including assessment of both fetal
and maternal health, should be used to refine the gestation-based risk of absolute
survival and survival without severe impairment.

A range of factors are associated with increased or decreased risk:

Fetal factors — male sex, multiple pregnancy, congenital anomaly and poor
fetal growth all increase risk.

Clinical conditions — PPROM before 24 weeks of gestation and clinical
evidence of chorioamnionitis both increase risk.

Therapeutic strategies — administration of antenatal corticosteroids and
magnesium sulphate are associated with improved survival and neonatal
outcomes as well as a reduced risk of childhood impairment, even before 24
weeks of gestation.

Clinical setting — survival is highest for babies of extreme preterm gestations
born in centres with experienced staff and higher patient numbers.
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e A proposed visual tool for refinement of risk is illustrated as follows:
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Figure 2: BAPM infographic with recommended risk assessments
7
Lead author A Duncan Date approved 13.7.26
Version 3 Review date 13.7.29

NHS Lanarkshire guideline: Extreme preterm birth (22+0 - 26+6 weeks of gestation)




NH

N, e’

Lanarkshire

There is no objective way of defining a risk as ‘extremely high’ versus ‘high’ and
families differ in the outcome that they regard as unacceptably poor. Thus risk
assessment may need to be modified in the light of the parent/guardians’ knowledge,
views and values.

Extremely high risk

The working group considered that babies receiving survival-focused care but who
have a > 90% chance of either dying or surviving with severe impairment would fit into
this category. For example, this may include:
e babies at 22+0 - 22+6 weeks of gestation with unfavourable risk factors.
e some babies at 23+0 - 23+6 weeks of gestation with unfavourable risk factors,
including severe fetal growth restriction.
e (rarely) babies = 24+0 weeks of gestation with significant unfavourable risk
factors, including severe fetal growth restriction.

High risk

The working group considered that babies with a 50-90% chance of either dying or
surviving with severe impairment if survival-focused care is offered would fit into this
category. For example, this would include:
e babies at 22+0 - 23+6 weeks of gestation with favourable risk factors.
e some babies = 24+0 weeks of gestation with unfavourable risk factors and/or
co-morbidities.

Moderate risk

The working group considered that babies with a < 50% chance of either dying or
surviving with severe impairment if survival-focused care is offered would fit into this
category. For example, this would include:

e most babies = 24+0 weeks of gestation.

e some babies at 23+0 — 23+6 weeks of gestation with favourable risk factors.

Previous NHS Lanarkshire guidance advised that obstetric and neonatal interventions
were generally not recommended for babies with an estimated fetal weight of < 500g.
It is now not recommended to base these decisions on fetal weight alone and an
overall assessment of prognostic factors should be made and increasingly survival-
focused care is being offered to babies < 500g (2). However, fetal growth restriction at
extreme preterm gestations should still be considered a significantly negative
prognostic factor.
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Survival-focused care (obstetric management)

The package of obstetric care to be offered to parents may (but not necessarily)
include any or all of the following:

Antenatal corticosteroids.

Tocolysis.

In-utero transfer to a tertiary obstetric centre co-located with a NICU.
Magnesium sulphate for fetal neuroprotection.

Deferred cord clamping, ideally for 60 seconds or more.

Intrapartum fetal heart rate monitoring.

Caesarean birth (if potential benefits are considered to outweigh risks).

NoOGRWN =

Antenatal corticosteroids, tocolysis, magnesium sulphate and deferred cord
clamping

These have all been shown to be of benefit in improving outcome in preterm infants.
However, parents/guardians should be made aware that there is a paucity of data in
relation to the magnitude of benefit and risks of these interventions, particularly below
24 weeks of gestation.

In-utero transfer

Transfer to a tertiary centre optimises outcomes for the baby, is better than ex-utero
transfer and is now recommended in the Scottish Maternity and Neonatal Services
Review. The decision for transfer should be led by the on-call obstetric and neonatal
consultants, acknowledging that in some circumstances a transfer may not be suitable
eg. in progressive preterm labour or if signs of fetal compromise indicating urgent birth.

Continuous electronic fetal monitoring (CEFM):

e should be performed continuously from 26+0 weeks of gestation in
women/pregnant people in established preterm labour.

e below 26 weeks of gestation, a senior obstetrician should be involved in
decisions around intrapartum fetal heart rate monitoring as there is a lack of
evidence to inform practice. The family should be made aware of the rationale
for either recommending or withholding fetal heart rate monitoring; for example,
it may be appropriate not to monitor the fetal heart if delivery by caesarean birth
is not part of the agreed package of care, either because it is considered that
the risks of caesarean birth outweigh any potential benefits or because parents
have declined caesarean birth should there be a fetal heart rate abnormality.
Autonomic immaturity at gestations below 26 weeks of gestation makes
interpretation of CEFM difficult and there is no evidence that CEFM improves
outcomes compared to intermittent auscultation. Unfortunately, a higher
proportion of babies at very premature gestations do not survive labour
compared to later gestations and this should be sensitively discussed with the
parents at the time of these discussions (see figure 4).

Consideration of caesarean birth
In the majority of extreme preterm births, the patient presents in spontaneous labour
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and an uncomplicated vaginal birth may be anticipated. The risk of head

entrapment following breech presentation is approximately 10% but the evidence for
delivery by caesarean birth for extreme preterm babies is limited and of poor quality
and prognosis is more likely to be dictated by factors other than mode of delivery.
National Institute for Health and Care Excellence (NICE) guidance is that delivery by
caesarean birth may be considered in cases of breech presentation after 26 weeks of
gestation. For all these reasons it is essential that obstetric care is individualised after
full discussion between the family and a senior obstetrician along with the neonatal

team.

Preterm perinatal package
A coordinated perinatal team effort should be taken to support the Scottish Patient
Safety Programme Perinatal Package (3). There should be regular maternity and
neonatal liaison to achieve this, with particular focus on decisions around antenatal
corticosteroids, magnesium sulphate and deferred cord clamping.

PRETERM
PERINATAL
PACKAGE

A group of
multidisciplinary
interventions clinically
proven to reduce
morbidity and mortality,
resulting in significantly
improved outcomes

for preterm babies.

Antenatal
Steroids

Magnesium
Sulphate

Deferred
Cord Clamping

* Extreme preterm birth in
a tertiary unit setting
significantly improves survival
and neurodevelopmental
outcomes

AlIM:

Optimally timed in-utero
transfers should ensure infants
<27 weeks are delivered

in specialist tertiary

neonatal units.

* Reduces mortality by 32%

* Reduces preterm lung
disease, brain haemorrhage,
necrotising enterocolitis (NEC)
and sepsis

AlM:

All mothers delivering

<34 weeks should receive a
full course of steroids, ideally
in the 7 days before birth, for
maximum efficacy.

" @

* Reduces risk of cerebral palsy
y 30%

* For every 37 women given
magnesium sulphate, 1 less
baby will develop cerebral
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in the 24 hours before delivery
for maximum efficacy.
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Temperature Breast Milk Caffeine
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AlM:

Ensure strict thermoregulatory
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within an hour of birth.

« Safest milk for preterm babies

« Significantly reduces the risk
of sepsis and NEC
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neurodevelopmental
outcomes
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Allinfants <32 weeks should
receive maternal milk,
ideally within the first 24
hours of life.
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ventilation and preterm
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* Improves survival without
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AlM:

Allinfants born <30 weeks
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on admission to NICU.

wait
minimum

60s

* Reduces mortality by 32%

* Reduces brain
haemorrhage
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blood transfusion
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of 60 seconds.
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Figure 4: Scottish Patient Safety Programme (SPSP) Perinatal Programme. Preterm Perinatal Wellbeing Package
Poster. Available at 20191023-ppwp-poster-v10.pdf (ihub.scot).
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Survival-focused care (neonatal management)

In addition to the items on the preterm perinatal package above, there should be an
effort by the perinatal team to speak to and counsel mothers/guardians and families
regarding an expectant extremely premature baby before the baby is born.

The content of this discussion will vary depending on the clinical circumstances and
the psychological capacity of the family at the time. However, some factors to consider
with antenatal counselling include:

Using a private, quiet place.

Use of translation services for families who require this.

Exploring the family’s understanding and expectations of the situation.
Acknowledging prognostic uncertainty.

Conveying the expected category of risk to the baby.

Mentioning the teams that will be present at the baby’s birth, the possible need
for resuscitation, and the baby’s admission to the neonatal unit, after a delivery
room cuddle wherever possible.

Offering information on the clinical course, tailored for that individual's
circumstances (eg. preterm lung disease and its management, infection, cranial
surveillance for intraventricular haemorrhage, feeding and gastrointestinal
challenges) and check their understanding of this.

Discussing breast milk expression, the importance of initiating this as soon as
possible after birth and make aware of existing bundles to support this (Golden
Drops).

Offering a tour of the neonatal unit.

Being aware of the emotional challenges and offering psychology support
where applicable.

Thermal control

Protect the baby from draughts. Ensure windows are closed and air-
conditioning appropriately programmed.

Keep the environment in which the baby is looked after (eg. delivery room or
theatre) warm at 23-25°C.

For babies birthed at < 28 weeks of gestation, the delivery room or theatre
temperature should be > 25°C.

For babies birthed at < 32 weeks of gestation, place into a plastic bag (apart
from face, and use the bag drawstring to loosely close the bag around the neck).
Use radiant heat if available during deferred cord clamping.

Further interventions which may be required include increased room
temperature, warm blankets, head cap and thermal mattress.

Umbilical cord management

A perinatal team effort for a minimum of 60 seconds of deferred cord clamping
should be made for every baby; the obstetric and neonatal teams should work
together to support this process.

12

Lead author A Duncan Date approved 13.7.26

Version

3 Review date 13.7.29

NHS Lanarkshire guideline: Extreme preterm birth (2240 - 26+6 weeks of gestation)




NH
N~

Lanarkshire
e The World Health Organisation, National Institute for Clinical Excellence,

Cochrane Library, Royal College of Obstetricians and the British Association of
Perinatal Medicine support this as gold standard practice.
e There are very few contraindications to deferred cord clamping, led by the
obstetric team (eg. massive maternal haemorrhage).
¢ In extreme premature infants who are compromised at birth, clamping the cord
may hamper their ability to transition, and so deferred cord clamping should be
facilitated in these situations too.
e Resuscitation measures for compromised babies that can be instituted when
the cord is still intact include:
o Opening the airway and maintaining this in a neutral position.
o Stimulating the baby.
o Ensuring good thermal regulation as detailed above.
o Mask continuous positive airway pressure (CPAP) or ventilation if
available.
o If there is complete separation of the placenta when the baby delivers,
the placenta can be held above the baby before clamping the cord.

Expressed breast milk

e Mothers of extreme premature babies should be supported to initiate colostrum
expression shortly after birth (ideally within the first hour of life) wherever
possible.

e Thereafter, the mother should be supported to express as frequently as
possible, with no longer than a six hour gap.

e Collection of breast milk should follow standard local protocols and the neonatal
unit should be informed when colostrum is available.
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Comfort-focused care management

When a decision is made for comfort-focused management of the baby at birth, only
interventions for maternal benefit are appropriate. Intrapartum fetal heart rate
monitoring is not advised, although assessing or listening for the presence of a fetal
heart to check viability may be helpful in clarifying expectations around the baby’s
condition at birth and may be preferable for parents. Assessment of signs of life at
birth should be conducted according to MBRRACE guidance (see appendix below).

If the baby is delivered prior to 22+0 weeks of gestation, obstetric and neonatal
interventions are not recommended. Parents should be informed that tocolysis,
corticosteroid therapy, fetal monitoring and in-utero transfer are not indicated.
Neonatologists should not routinely be called to provide antenatal counselling or be
called to the delivery. Parents should be warned that their baby may shows signs of
life at delivery such as terminal gasping which can be distressing. Please refer to the
appendix below when assessing for signs of life. These babies are not candidates for
in-utero transfer.
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Gestational Week 22 23 weeks |24 weeks 25 weeks | 26 weeks
weeks
All births 486 510 656 664 832
Births alive at onset of labour 290 362 497 508 674
Live births 183 301 456 486 662
% live births (of those alive at onset of [63% 83% 92% 96% 98%
labour) 57t0 69(79t0 87 [90to94 | 94to98 | 97 to 99
Delivery room deaths 155 78 26 19 16
85% [26% 6% 4% 2%
% deaths before admission
80to90[21to31 [4to8 2to 6 1t0 3
Live births receiving active care 43 264 449 486 662
% receiving active care (of all live|239, 88% 98% 100% 100%
births)
Admitted for neonatal care 28 223 430 467 646
% admitted for neonatal care 65% 85% 96% 96% 98%
(of births receiving active care) 51 to/ 81to89 | 94t098 | 94t098 | 97 to 99
79
Deaths < 1 year 13 122 160 108 106
Survivors to 1 year |15 |101 270 359 540
Survival
5% 28% 54% 71% 80%
Of those alive in labour
2to8 [23to33 |50to 58 67to75 | 77 to 83
35% 38% 60% 74% 82%
Of live births receiving active care
21to04932to 44 |55to0 65 70to 78 | 79 to 85
54% 45% 63% 77% 84%
Of those admitted to intensive care
36 to 72[38to 52 |58 to 68 73 to 81 81 to 87

Figure 4: Number and percentage of births, including births where the fetus was alive at onset of labour, live births,
births receiving active care, admissions for neonatal care and survival to 1 year of age for births in 2016 in the UK.
Recording of active care on the MBRRACE-UK database commenced during 2016 and thus rates are inferred from

recording of a total of only 292 deaths (4).
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Appendix — MBRRACE Signs of Life Guidance

Assessment of signs of life

The assessment of signs of life for births included in the scope of this guidance should be undertaken
while ensuring that care following birth is respectful and that the individual needs of the baby, the
woman and her partner are prioritised at this difficult time. The midwife or other attending health
care professional may observe for visible signs of life while holding or wrapping the baby and
handing them to the parents (if the parents wish to hold the baby). Subsequent observation for signs
of life should be discreet and respectful. Assessment should be based on persistent, readily evident,
visible signs. Listening for a heartbeat with a stethoscope or palpation of the umbilical cord is not
necessary. Evident signs of life after birth would include one or more of the following:

e easily visible heartbeat seen through the chest wall

e visible pulsation of the cord after it has been clamped
breathing, crying or sustained gasps

definite movement of the arms and legs

Since fleeting reflex activity including transient gasps, brief visible pulsation of the chest wall or brief
twitches or involuntary muscle movement can be observed in babies that have died shortly before
birth we recommend that such fleeting reflex activity observed only in the first minute after birth
does not warrant classification as signs of life.

Assessment of signs of life should include the parents’ observations if they wish to share them. It is
important to recognise that there may be differing perspectives - see Communication with Parents.

In situations where there are visible signs of life, the process of confirmation of signs of life varies
across the devolved nations.

e Scotland:

It is not necessary to call a doctor to confirm signs of life as observations provided by the
attending midwife or other health care professional can later be used in completion of a
death certificate without the doctor having been present prior to the death.

Care following live birth

If the baby is born showing signs of life appropriate comfort care should be provided following a
perinatal palliative care pathway. Such care should be aimed at meeting the physical needs of the
baby to minimise any distress they may be experiencing and also meet the physical, emotional and
psychological needs of the parents. Support for this can be found in the “Together for Short Lives”
pathway(5) and NICE Guidelines NG61 regarding End of life care for infants, children and young
people with life-limiting conditions(6).
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