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BACKGROUND Figure 1. Flow Diagram Showing the Study Population Identified in the PHARMO Database Network With a Birth Record in the PRN A
« Infants born before 28 weeks gestational age (GA), termed extremely preterm, and Data in the Out-patient Pharmacy and Hospitalisation Database
have long been recognised to have high rates of morbidity and mortality.’? S o
. . . . . Lource Lonhort
e Survival to discharge of extremely preterm infants has increased in developed All infants born 1999-2015 from the PRN with data available in the Out-patient Pharmacy and Hospitalisation Database
countries due to advances in neonatal and maternal care practices such as N=101,329
antenatal corticosteroid use, less aggressive ventilation and strict infection S — *t Em——,
. 3-5 ource cono orn preterm (< weeks
control practices. n=7328
¢ This welcomed increase in survival has resulted in increased incidence of Excluded
several comorbidities of prematurity and associated healthcare resource , Infants with congenital malformations
utilisation (HRU) and costs. n=329
Study Cohort
n=6999
Extremely Preterm* Very Preterm Moderately Preterm Late Preterm
o BJ ECTIVE n=168 (2%) n=753 (11%) ‘ n=933 (13%) ‘ n=5145 (74%)
¢ The objectives were to characterise infant and maternal demographics, Weeks GA [ 22 25 26 27 28 29 30 31 32 33 34 35 36
inati i i ; n 14 24 46 84 122 154 206 271 372 561 954 1454 2737
compllcatl_ons and procedures, HRU and direct costs associated with extremely ) @ 14 7 (50) 16) 0) on (36) 40) ©0) 19) 8) 53)
preterm birth (<28 weeks GA).
GA, gestational age; PRN, Netherlands Perinatal Registry.
*Infants born at <28 weeks GA are the focus of the analyses reported in this poster.
M ETHODS \*Given the restrictive treatment policy of infants born at <24 weeks GA in the Netherlands, the study cohort only included pregnancies from 24 weeks GA onwards. )

Study Design and Conduct

¢ Aretrospective analysis of the PHARMO Database Network linked to the Table. Selected Infant and Maternal Characteristics at Birth by Morbidity Status of Infants Born at <28 Weeks GA in the PHARMO Database

Netherlands Perinatal Registry (PRN) was conducted on infants with a birth Network With a Birth Record in the PRN and Data in the Out-patient Pharmacy and Hospitalisation Database Between 19992015
record in the PRN and data in the PHARMO Out-patient Pharmacy and

Hospitalisation Database. Overall

e All patient data acquisition was fully compliant with rules governing the use of

patient-level healthcare data in the Netherlands.

. . ) ) ) )
Analysis Population ) ) ) )
e All preterm births (24—37 weeks GA) occurring from 1 January 1999 to ) ) ) )

31 December 2015 without congenital malformations were selected. Male, n (%) 81 (48) 29 (43) 52 (51) 31 (63) 50 (42)

- Eligible infants were followed from birth until transfer out of the database, Median (IQR) birth weight, g 900 807 950 874 905
death or end of the study period (31 December 2016), whichever (743-1038) (680-945) (800-1080) (720-1040) (750-1035)
occurred first. 5-min Apgar score, n (%)

. L 0-4 8(5) 4 (6) 4(4) 3 (6) 5 (4)
e The infants were divided into 4 subgroups: 2_7 Zt? ﬁ‘z‘ii ?g Eg% gg gg; ?2 E‘z‘é ; 2‘7‘ EQQ

- Extremely preterm (<28 weeks GA) 5 33 (20) 12(18) 21 () 919 24 (20

- Very preterm (28 to <32 weeks GA) 10 10 (6) 1(1) 9(9) 3(6) 7 (6)

— Moderately preterm (32 to <34 weeks GA) Follow-up, years CA, n (%)

~ Late preterm (34 to <37 weeks GA). =l 15200 e e 0002 10760

Patient Characteristics and Outcome Measures Median (IQR) 5.0 (2.6-8.1) 3.5(1.9-6.9) 5.3(3.8-8.9) 6.6 (4.2-10.0) 4.4 (2.1-7.1)
e Study assessments included patient characteristics and incidence of Mean (SD) mother’s age at delivery, y 31(5) 30 (5) 31(9) 32(9) 30(9)
bronchopulmonary dysplasia (BPD) and chronic lung disease (CLD) among Most frequent pregnancy risk factors, n (%)

extremely preterm infants. HRU was assessed in extremely preterm IF_’Irior rgrem_rm delivery g? g g 1(7) ggg H g 1; g g g; ?g g Q

i - - ypertension

g:tami ;rdr(;?::; v;/rc]affn?:sessed at 1- and 2-year corrected age (CA) after Antepartum haemorrhage 106) " 70 2 8(7)

P . . '_ . BPD, bronchopulmonary dysplasia; CA, corrected age; CLD, chronic lung disease; GA, gestational age; IQR, interquartile range; PRN, Netherlands Perinatal Registry.
¢ BPD was defined as requiring Squlemental oxygen for either >28 days or *Only diagnoses during the birth hospitalisation were included.
by a diagnosis at 36 weeks post-menstrual age. tAccording to hospital discharge diagnoses and dispensed medication.
e (LD was defined as arising in the perinatal period and based on hospital
admissions due to pulmonary causes and a pulmonary medication algorithm e ~N
(=1 drug commonly prescribed for CLD in the Netherlands). Figure 2. Frequency of Hospital Readmissions at 1- and 2-Year CA After Birth Among Extremely Preterm Infants in the PHARMO
Database Network With a Birth Record in the PRN and Data in the Out-patient Pharmacy and Hospitalisation Database Between
1999-2015
RESU LTS Overall (N=168) BPD (n=70) No BPD (n=98) CcLD* No CLD
1-yefr CA Zgifg‘gA 1-g$zirgcA Zgifrﬁ)A 13:._ar1(;A ngfgl%A 1-yE:B§A 2-yfar ‘(:A 1-ye_a€: CA 2-ye_ar4CA
Study Cohort and Demographics o ) N B - - Y125 Py-237 Pr7s Y108
« The final study cohort included 6999 preterm infants, of whom 168 (2%) were 4 4 d- d- | 4
born extremely preterm (Figure 1). readmissions 9 a & ) 35 =
e Infant and maternal characteristics of the population are summarised in e o ey i G a0’ s *fos ‘Gas *Ta R " Ge. *Sea
the Table. 3 T in e Zo pu 3 7 o p
 BPD and CLD were reported in 40% and 29% of extremely preterm infants, Pulmonaryrelated = s - 5 - w * na
respectively (data not displayed).

- The proportion of infants with BPD at birth tended to increase with oden (019105, e S e | se e e o dird g

decreasing GA, from 29% (<28 weeks GA) to 64% (<25 weeks GA). No. of readmissions: Domimzmz3
B|rth Hospita“sation BPD, bronchopulmonary dysplasia; CA, corrected age; CLD, chronic lung disease; IQR, interquartile range; LOS, length of stay; PRN, Netherlands Perinatal Registry; PY, person-years.
. . T *Within the same time period (note: cohort sizes can therefore be larger than those presented at birth).
e Median length of stay (LOS) of birth hospitalisation was 81 days (data not \_ Y,

displayed), which was used to identify “short” (< median LOS) and “long”
(= median LOS) birth hospitalisation.

* Inthe multi-variate regression analyses, low birth weight versus birth weight (Figure 3. Costs of HRU (x€1000/PY)* N CONCLUSIONS
=1100 g was a significant predictor of long hospitalisation: Infants born at <28 weeks GA exhibit high prevalence of BPD
° <28w xhibit hi V.
_ i i . 0, -
<600 g (relatlve rISk [RR]’ 2?3, 95 /0 CI’ 124 645) B Costs of all hospitalisations (excluding birth hospitalisations) and CLD at blrth’ and |n parthUIar’ prevalence Of BPD that
- 700 to <800 g (RR, 259! 95 /0 CI! 1 1 5_581) % Costs of all outpatient dispensed medication IanBaSGS SUbStantla”y Wlth decreaslng GA
- 80010 <900 g (RR, 2.39; 95% Cl, 1.07-5.36). Within 1 Year GA Within 2 Years GA  All-cause and pulmonary-related hospital readmission rates
Hospital Readmissions y " per person-year were higher among extremely preterm infants
e Rates of all-cause and pulmonary-related hospital readmissions were 10 10 :""th thé/_r\' without BPD or CLD, and HRU costs were higher with
highest in the period up to 1-year CA compared with 2-year CA for the : ; OWersA. o
overall population of extremely preterm infants and in the subgroups with . ) e These data will help payers and clinicians plan and make
and without BPD or CLD (Figure 2). . . informed treatment choices for infants born at <28 weeks GA,
s s and provide a basis for future cost-effective analyses.
Costs of HRU ) 7 )
e (On average, costs of birth hospitalisation summed up to €126,350 for s / % s
extremely preterm infants. In the period up to 1- and 2-year CA, overall 2 % % 2 / % REFERENCES
total HRU_ CO_StS for eXtremely preterm mfants, mCIUdmg hOSpItﬂ“SﬂthﬂS ! é % / g ! % % » l 1. Howson CP, et al; Born Too Soon Preterm Birth Action Group. Reprod Health. 2013;10(suppl 1):S1.
and medication, summed up to €10,500/person-years (PY) and €6700/PY, 0 ~ 7 7 0 7 7 < 2. March of Dimes; The Partnership for Maternal, Newborn & Child Health; Save the Children; World
. ffi 1\';‘;)/* BBl 2l e, <(§§ 1“&‘;)‘\ Bl Bl S, Health Organization. Born too soon: the global action report on preterm birth. In: Howson CP, et al, eds.
respectively. (n=597)  (n678)  (n=3557) (1=597)  (1=678)  (n=3557) Geneva: World Health Organization; 2012. 3. Stoll BJ, et al; Eunice Kennedy Shriver National Institute
. f Child Health and H Devel t N tal R h Network. JAMA. 2015;314(10):1039-51.
* As expected, all costs across GA groups were higher at 1-year CA than C(/:\, corrected age; HSUY realthoare rfesource #t(ijlisation; IP\k{)i persgn-%ehar; WGlA' weeks gestational age. 4 EURO-PERISTAT. Eﬂ%%la: \[I)Zﬁﬁggglnhe;%n?egorfsl-legﬁh and care of pregnant womén ;nd babies
- i ini i i H *Costs were assessed only among infants with data available on birth hospitalisation. in Europe in 2010. http://www.europeristat.com/reports/european-perinatal-health-report-2010.html.
2 year CA’ and were hlgher in infants with lower birth GA (Flgure 3)' \ ) Accessed August 12, 2018. 5. Jobe AH, Bancalari E. Am J Respir Crit Care Med. 2001;163(7):1723-9.
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